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EMIS-2024 Execution and consortium

EMIS-2024 was executed by a consortium of three partners: Deutsche Aidshilfe (DAH), Maastricht
University, and Robert Koch Institute (RKI).

Team DAH: Dr. Axel J. Schmidt (co-principal investigator), Dr. Tamas Bereczky (coordinator EEA/CH/IL;
20231 2025), Jules L. Casalini (coordinator EEA/CHY/IL; 2026), with the support of Dr. Dirk Sander, Alexandra
Gurinova, and Silke Klumb.

Team Maastricht : Prof. Dr. Kai J. Jonas (co-principal investigator), Liana Aphami (data coordinator), Jules
L. Casalini (trans sub-survey coordinator).

Team RKI: Dr. Ulrich Marcus (co-principal investigator), Dr. Nikolay Lunchenkov (coordinator EECA),
Dr. Barbara Gunsenheimer-Bartmeyer.

EMIS-2024 was backed by a large consortium of funders and collaborators as described in more detail
below.

EMIS-2024 was conceived as a large-scale partnership, with a strong emphasis on involving organisations
and representatives of affected communities in the stu
engaged the EMIS Network, drawing on its collective knowledge and needs.

In addition to generating data from MSM, EMIS-2024 aimed to include trans and non-binary individuals more
broadly, build research capacity, transfer knowledge about online surveys, generate datasets in countries
with fewer resources, facilitate dialogue between community, academic, and public health, and maximise the
educational impact of survey completion.

A key benefit of EMIS has been the availability of the questionnaire in all official EEA languages, crucial for
countries with large proportions of migrants from southern, eastern, or south-eastern Europe. For the same
reason we also provided the survey in Arabic, as it has been the most common languages among refugees
coming to Europe since 2014.
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Abbreviations

Table 1.1 Abbreviations

AFAB Assigned female at birth

AMAB Assigned male at birth

CBVCT Community based voluntary counselling and testing
cis gbMSM cisgender MSM who identify as gay or bisexual
cis non-gb MSM cisgender MSM who don't identify as gay or bisexual
DAH Deutsche Aidshilfe (German AIDS Federation)
ECDC European Centre for Disease Prevention and Control
EECA Eastern Europe and Central Asia

EEA European Economic Area

ECOM Eurasian Coalition on Health, Rights, Gender and Sexual Diversity
EMIS European MSM Internet Survey

EU European Union

G4E Grindr for Equality

GHPP Global Health Protection Programme

HIV Human Immunodeficiency Virus

MSM Men who have sex with men

NGO Non-governmental organisation

LGBT Lesbian, gay, bisexual, trans

RKI Robert Koch Institute

SEE RCN South Eastern Europe Regional TB and HIV Community Network
STI Sexually transmitted infection

WHO World Health Organization
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Chapter 1: Introduction

The European MSM Internet Survey (EMIS) is a multi-country, multi-language, anonymous online survey
targeting sexual minority populations at increased risk of HIV and STIs, primarilyd but not exclusivelyd men
who have sex with men (MSM, cis- and transgender) but also transgender women and non-binary individuals
who have sex with men. EMIS provides data to support the planning, monitoring, and evaluation of HIV and
sexual health interventions across Europe [9].

EMIS is a collaborative project involving community, academic, and governmental partners across Europe,
designed to inform sexual health interventions for MSM. It was conducted in 2010 and 2017 with core
funding from the European Union Health Programme. The survey was repeated in 2024 with core funding
from the European Centre for Disease Prevention and Control (ECDC) and 12 national governmental
partners.

EMIS-2024 covered 50 countries in the WHO European Region, including Switzerland. The survey was
available online in the first half of 2024 in 35 languages simultaneously.

EMIS is among the largest multi-country surveys of men who have sex with men conducted to date, in terms
of the number of participating countries, languages, respondents, and collaborating partners. A key strength
of EMIS is its harmonised design, which enables direct comparison of sexual health indicators across
countries. The use of a shared questionnaire, consistent recruitment approach, and simultaneous multi-
language implementation provides a rare opportunity to examine geographic variation in morbidities,
behaviours, unmet needs, and access to and performance of interventions across Europe and beyond. A
central methodological challenge has been to ensure conceptual equivalence of survey items across
languages and cultural contexts, ensuring that items capture the same underlying constructs across
languages. EMIS has generated a substantial body of scientific publications and has contributed to major
international monitoring efforts, including the WHO Key Population Atlas. Its instruments and indicators [1]
have been adopted or adapted in other surveys, contributing to the harmonisation of sexual health
surveillance among MSM. The data have also supported the development of estimates of MSM population
size and distribution, including within-country variation in the concentration of MSM populations.

As a large-scale, internet-based survey using non-probability recruitment, EMIS is not designed to produce
nationally representative estimates, but rather to identify patterns, differences, and inequalities across
populations and settings.

The repeated implementation of EMIS enables the examination of temporal trends in key indicators across
survey waves; however, such analyses require appropriate adjustment for changes in sample composition
and are not presented in this reportd see also A Note on Comparability in Chapter 3 (Demographics).

EMIS aims to describe the differences in sexual health needs across diverse groups of men, as well as trans
and non-binary people who have sex with men. It also seeks to estimate relative levels of various morbidities
(Chapter 4), risk and precautionary behaviours (Chapter 5), unmet prevention needs (Chapter 6), and
access to and performance of interventions (Chapter 7) across Europe and Switzerland. The aims of the
study align with the structure of the survey and subsequently determine also the logic of this report.

For the first time, the EMIS-2024 National Report on Switzerland includes a dedicated chapter on trans and
non-binary individuals who have sex with men (Chapter 8). It also features a chapter on health inequalities
across a range of relevant subgroups (Chapter 9).

Furthermore, EMIS-2024 covers some areas not addressed in previous surveys including novel infections
such as mpox, and novel prevention strategies, such as doxy-PEP.

Detailed descriptions of all variables, including routing, are provided in the EMIS-2024 Variable Manual [1].
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Chapter 2: Survey Design and Methods

The survey design and methodology are described in full detail in the EMIS-2024 methods paper [1].

2.1 Overview

Questionnaire designd the questionnaire was built on the foundations established from a previous version of
the survey (EMIS-2017). The core questions and variables of EMIS have remained consistent from 2010 to
2017 to 2024. In EMIS-2024, a sub-study was developed specifically to meet the needs of trans and non-
binary individuals. This sub-study was the result of modifications to the original EMIS questionnaires from
2010 and 2017, following an adaptation of the item language and terminology to be inclusive of all trans
bodies. Additionally, several trans-specific items were added to investigate experiences unique to the trans
community.

Final questionnaire contentd the final version included:
Demographics: 28 items describing people that we are not trying to change
Morbidities: 17 items concerning health outcomes we aim to improve

Behaviour: 85 items concerning behaviours that directly influence health outcomes

= =4 -4 -

Needs: 23 items or sets of needs-related items that concern opportunities, capabilities, and
motivations shaping the behaviours above

 Interventions: 45 items or sets of items on external actions and service-level factors that influence
the needs above

From these items, we were able to construct:
1 35 ECDC indicators

Translation and online preparationd after translation from English and partner review, the online versions
were checked for structural consistency. National partners confirmed that the terminology aligned with their
perceptions of the norm for the target group in their country, reviewed the final survey, and signed off on their
language version(s). The survey was available in 35 languages.

Online recruitmentd online recruitment operated on different timelines and strategies across regions. The
survey was open for submissions for six months from 22 December 2023 to 30 June 2024. Country leads
coordinated national advertising including the number, size and specification of promotional materials. The
core team commissioned advertising through dating platforms.

Final sampled the narrative of this report is based on 1509 respondents, including 113 individuals with sex
assigned at birth different from their reported gender identity (including non-binary gender identity), of which
84 (74 %) identified as part of the trans community, living in Switzerland.

Duration - The average completion time was 30 minutes.

Country-specific findingsd Chapters 371 8 present the key findings in tables by region of residence at the end
of each chapter, with regions and additional cities presented alphabetically. Key differences among residents
of specific regions are also illustrated in maps throughout the report.

Ethics approval was granted by the Ethics Review Committee Psychology and Neuroscience of Maastricht
University (reference ERCPN-OZL_262 08 01 2023 S26) on the 30th of October 2023.
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2.2 Designing the questionnaire

The primary aim of this study was to replicate the EMIS survey seven years after its implementation in 2017
[2], which was also a reiteration of EMIS-2010 [3]. Building on the foundations established for EMIS-2017,
the EMIS-2024 questionnaire aimed to generate crucial data for the planning and monitoring of interventions
related to HIV, STls, and viral hepatitis. The core questions and variables of EMIS have remained consistent
from 2010 to 2017 to 2024. While no formal tender was issued, we were committed to maintaining the
surveyds focus on the specific needs of MSM. Rather
expand the scope of the original study to address evolving trends and emerging needs within the community,
particularly for transgender individuals, who often face unique challenges and disparities in sexual health, in
order to understand their needs and experiences. A significant challenge in traditional HIV surveillance has
been the grouping of transgender individuals with MSM, which obscures their unique vulnerabilities. To
address this issue, we aimed to disaggregate data between transgender individuals and MSM, as well as
between trans individuals assigned female at birth and trans individuals assigned male at birth.

To achieve this, filters were employed so that participants could receive customised questions based on their
previous choices, ensuring the data collected were both relevant and respectful of individual experiences.
The overall goal of this study was to generate data that would inform the planning of effective HIV and STI
prevention and treatment interventions. This involved assessing the prevalence and distribution of HIV/STI-
related morbidities, identifying associated risk and precautionary behaviours, and understanding the specific
prevention needs and interventions required. To provide a comprehensive understanding of sexual health,
we adopted an integrated approach that considers the interconnectedness of HIV/STIs, substance use, and
mental health. This approach aligns with the work of our collaborators who focus on these three health
outcomes. We developed a conceptual map for the EMIS-2024 questionnaire, based on EMIS-2017.

In EMIS-2024, we included a sub-study specifically tailored to the needs of trans and non-binary individuals.
This sub-study was the result of modifications to the original EMIS questionnaires from 2010 and 2017,
following an adaptation of the item language and terminology to be inclusive of all trans bodies. In addition to
the original questionnaire, several trans-specific items were added to investigate experiences unique to the
trans community.

A further design challenge concerned the balance between breadth and measurement precision: many
concepts were assessed using single questions, while a smaller number were measured in greater detalil
using multiple items. Since its inception in 2010, the EMIS collaborative development process has yielded a
wide range of topics for inclusion, reflecting diverse stakeholder priorities.

For event-based behaviours, a recency format was used, asking participants i When di d vyaodu | ast
offering a set of progressively longer time intervals. This approach provides an indication of the distribution

and frequency of activities within the population. It also enables users of EMIS data to derive indicators

aligned with different reference periods used in other surveys (e.g., behaviours in the past 6 months versus

the past 12 months).

To reduce respondent burden, some recency questions did not include a i N e vrespodise option. Instead,
these were preceded by a binary filter question (e.g,iHave you eV withii 8l gedmnses? O
subsequently recoded asfi Nev.er 0

The final questionnaire supports the calculation of 35 ECDC [4] indicators related to HIV, STls, and viral
hepatitis among MSM for surveillance and monitoring purposes.

The final questionnaire sought 321 different data items from respondents; however, it was tailored with
question filters (routing) wherever possible (for example, only participants with a steady partner were asked
how long they had been in a relationship). The final English language questionnaire formed the basis for the
EMIS-2024 ethics application. The study received a positive opinion by the Ethics Review Committee
Psychology and Neuroscience of Maastricht University (reference ERCPN-OZL_262_08_01_2023) on 30
October 2023.

14 EMIS-2024 & Swiss Report
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2.3.1 Structure of the questionnaire
The questionnaire is divided into several key sections to address diverse topics, as illustrated in Figure 2.1.

Figure 2.1 Sections of the questionnaire

The final questionnaireds content HRgare 2.2oprogdesaivisuald i nt o f
overview of these layers.

Demographics

28 descriptive items describing people that we are not trying to change, all of which are described in
Chapter 3 and in Section 8.1 (specifically for the four transgender groups).

Morbidities

17 items concerning health outcomes we aim to improve, all of which are described in Chapter 4 and in
Section 8.2 (specifically for the four transgender groups).

Behaviours

85 items concerning behaviours that directly influence the health outcomes above, all of which are described
in Chapter 5 and in Section 8.3 (specifically for the four transgender groups).

Needs

23 items or sets of needs-related items that concern opportunities, capabilities, and motivations shaping the
behaviours above, all of which are described in Chapter 6 and in Section 8.4 (specifically for the four
transgender groups).

Interventions

45 items or sets of items on external actions and service-level factors that influence the needs above, all of
which are described in Chapter 7 and in Section 8.5 (specifically for the four transgender groups).
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Figure 2.2 Conceptual layers of the questionnaire

Demographics

Items describing people
that we are not trying to
change

Morbidities

Health outcomes we aim to
improve

Behaviours

Behaviours that directly
influence the health
outcomes above

Needs

Opportunities,
capabilities, and
motivations shaping the
behaviours above

Interventions

External actions and
service-level factors
that influence the needs
above

2.3 Translations

Partnerships within the EMIS Network facilitated the translation process. Translators from the 33 core
countries (excluding the UK and Ireland) were offered payment options, but only some accepted the
compensation. National partners checked the translated versions for consistency in routing across questions,
and the study team ensured that the data were saved in an identical format across all languages.

Ultimately, the survey was available in 35 languages: Albanian, Arabic, Armenian, Azeri,
Bosnian/Croatian/Montenegrin/Serbian, Bulgarian, Czech, Danish, Dutch, English, Estonian, Finnish,
French, Georgian, German, Greek, Hebrew, Hungarian, Italian, Kazakh, Latvian, Lithuanian, Macedonian,
Malti, Norwegian, Polish, Portuguese, Romanian, Russian, Slovak, Slovenian, Spanish, Swedish, Turkish,
and Ukrainian, thus including all official European Union languages except Gaelic Irish.

2.4 Recruitment

Recruitment settings

EMIS-2024 was promoted by advertising on:

(1) Websites of supporting organisations (national/trans-national, public/commercial/NGOs HIV/LGBT
organisations, etc.),

(2) Social networking sites for the general population (such as Facebook, Instagram, LinkedIn),

(3) MSM targeted smartphone dating apps and web applications (e.g., Grindr, Hornet, ROMEO).

Across Switzerland, 28 % of participants were recruite

recruited via ROMEO, and O % via Hornet. The dati
2024 varied substantially by country [1].

16 EMIS-2024 6 Swiss Report

ng

ap



Promotional materials

The EMIS-2024 visual identity and promotional materials, including the campaign sloganfi Yo ur ifouroi c e
s t r e nad destribed in detail in the EMIS methods paper [1]. The materials were adapted and translated
for local use where appropriate. Examples of the promotional materials are shown below.

: EMISZO24

2 . um-wuomw»s:x-wuuun
Das Ziel von EMIS: E M |52024 EMIS: =5
Mit dem Wissen aus der EUROPEAN >|_ > o
Befragung die GESUNDHEITS- MEN-WHO-HAVE-SEX-WITH-MEN Vv
UND PRAVENTIONSANGEBOTE fiir e La tua t °¢fe-
schwule und bisexuelle Manner = a Nostra rorza.
sowie trans Personen die Sex Ta volx —

mit Mannern haben, VERBESSERN.
Nimm jetzt teil und verfndere etwas! notre force Il tuo contributo conta!

§ i = Vuoi contribuire al cambiamento?

La plus grande enquéte a ce Partecipa a EMIS >>> il pill importante
H jour sur la santé sexuelle et sondaggio sugli uomini gay e bisessuali
i e sulle persone trans che fanno sesso
mentale des hommes con uomini.
= EMIS2024 gays et biseruels rered ooy

EUROPEAN ayant des rapports IORARE LA SALUTE E
MEN-WHO-HAVE-SEX-WITH-MEN | SERVIZI DI PREVENZIONE
AND TRANS PEOPLE sexuels avec des 2 i noi
INTERNET SURVEY per tutti noi.

g hommes, ainsi que des Partecipa ora e fai la differenza!

personnes trans et
non binaires.

Recruitment by NGOs

The contribution of NGOs to participant recruitment varied substantially across countries. Map 2.2 shows the
proportion of respondents in each country who were recruited through NGOs. In Switzerland, 45 % of
respondents were recruited via non-governmental organisations (NGOs), with only minor variation across the
country, including lower levels of NGO-based recruitment in Ticino.

Map 2.1: Percentage recruited by NGOs

30-55%
10-30%

"

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapcﬂles © Shapeﬁles BAG/OF: SPIUFSPIFOPH CRS CH1903+/LV95,
Ticino has fewer than 50 with caution
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2.5 Total returns and non -qualifiers

The survey was accessible to all eligible participants, while those who did not meet the criteria (based on
country and gender identity) received a prompt to either continue or exit. Any non-qualifying respondents
who proceeded were later excluded during data cleaning.

The data cleaning process followed four key steps:
(1) Handling missing data
Excluded respondents with less than 95 % completion

Removed duplicate submissions

= =4 =4

Excluded participants who did not provide consent

1 Eliminated entries missing required responses for gender identity, sex assigned at birth, or age.
(2) Removing non -eligible respondents
Cisgender women

Individuals outside the designated countries

= =4 =2

Men, trans, or non-binary individuals without experience or interest in sex with men
1 Persons less than 16 years of age.
(3) Exclusion of respondents with highly discrepant responses

(4) Assessing response duration  (in seconds) to identify unusually short completion times that may
indicate low-quality or non-genuine responses

2370 total submissions, of which: 697 did not meet the filter progress threshold of 95 %;
leaving 1673 cases after filtering progress, of which: none were duplicates;

leaving 1673 cases who gave informed consent, of which: 17 had missing data in required fields (gender
identity, sex assigned at birth, or age);

leaving 1656 cases with complete required data, of which: none were cis-gender women;

leaving 1656 cases with eligible gender, of which: 4 reported neither sexual experience with nor sexual
attraction to men;

leaving 1652 cases with homosexual desire and/or experience, of which: none were below the required age
threshold;

leaving 1652 qualifying cases, of which: 145 had discrepant data;

leaving 1509 cases after removing discrepant data, of which: none took less than 3 seconds per question,
the threshold used to identify invalid responses;

leaving 1509 final qualifying cases.

Map 2.2 shows the number of qualifying respondents and crude recruitment rate across Switzerland.
Recruitment rates were calculated by dividing the number of qualifying cases by the estimated male
population aged 157 64.
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Map 2.2: Number of respondents and crude recruitment rate per region

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).
Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.

2.6 Statistical approach

In this report our approach to data presentation is descriptive rather than statistical. Please note that minor
differences between the text and table may occur due to rounding.

Each section in Chapters 3 to 8 describes the questions asked and summarises the responses received.
Confidence intervals based on sampling error were not calculated because EMIS uses a non-probability
sample. To improve readability, percentages are reported without decimal places throughout the narrative of
the report, except in Chapter 9, and when values are below 2 %.

Chapter 9 cross-tabulates responses to key demographic questions with other indicators. Its primary
purpose here is to provide the indicators for sub-groups of concern. We did not calculate the probability that
the observed differences arose by chance because EMIS uses a non-probability sample. We also did not
provide unadjusted measures of association (e.g., odds ratios or risk ratios) between the demographic
groups and the indicators, as these can be calculated from the tables. Nor did we provide adjusted measures
of association between the demographic groups and the indicators (i.e., controlling for membership of the
other demographics groups), as our aim is not to investigate the causality of these associations but to
describe the levels of the many indicators across the numerous demographic groups. To facilitate
comparisons, percentages in this chapter are rounded to one decimal place in both the tables and the
accompanying text.

In regional variation tables, numbers in parentheses () indicate that the total number of respondents for that
category is less than 100 (n < 100) and numbers in brackets [ ] indicate that the total number of respondents
is less than 20 (n < 20). The Switzerland dataset includes 4 cases from Liechtenstein.
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Chapter 3: Demographics

The variables reported in this chapter relate to characteristics of the Swiss respondents and their situation
that HIV/STI and health promotion programmes cannot change or are not usually trying to change. In other
words, there i s noothepuesidng althoegh8ome graymaronmes reay have outcome
targets related to these characteristics (for example, reducing harm related to sex work).

From the perspective of sexual health promotion, the characteristics reported in Chapters 31 7 describe
everyone invited to take part in EMIS-2024: Sexual minorities at increased risk for HIV and STIs, primarilyd
but not exclusivelyd men who have sex with men (MSM, cis- and transgender) but also transgender women
and non-binary individuals who have sex with men.

Chapter 8 provides a more detailed comparison among the four transgender groups. The way in which
morbidities, risk and precaution behaviour, health promotion needs, and experience of interventions vary
across these characteristics is reported in Chapter 9. For a description of how these characteristics vary by
country of residence see Section 3.9.
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A note on comparability

As in all EMIS waves, this report is based on data from everyone who was invited to the survey and took
part. In EMIS-2010, across Switzerland, both trans women (0.1 %) and trans men (0.09 %) were invited
and participated. In EMIS-2017, only trans men were invited (0.8 % in Switzerland identified as trans men,
and 0.7 % reported female sex assigned at birth). Both survey waves used basic routing for these groups,
but there was no targeted promotion for trans or non-binary participants.

EMIS-2024, for the first time, included extensively tailored survey tracks for cisgender MSM as well as
trans and non-binary individuals, and it involved targeted promotion for these groups. EMIS-2024, across
Switzerland, includes 0.8 % transgender women, 1.8 % transgender MSM, and 2.3 % non-binary
individuals assigned female at birth (AFAB). While we believe the tailored survey tracks reflect changes
in the key-population landscape, they also introduce challenges. Especially in smaller jurisdictions or in
regional analyses, differences in sampling between cisgender MSM and trans participants may bias

reported outcomes.

Another sampling-related bias concerns age. When comparing EMIS data in Switzerland over time, it is
important to bear in mind that EMIS was not designed for direct longitudinal comparisons. Willingness to
participate in large surveys has declined over time, and the median age of respondents has increased
accordingly in many countries, partly because participants may continue to engage with the survey as
they grow older. In Switzerland, the median age was 37 in 2010, 41 in 2017, and 44 in 2024.

All of this must be taken into account when reviewing and interpreting trends across countries or across
survey waves. In some countries or regions, the described bias may be entirely absent or particularly
pronounced. Overall, we believe the results adequately reflect current health, needs, behaviours, and
intervention performance in these populations.
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3.1 Sex at birth and current gender identity

Gender identity and sex assigned at birth were part of the qualifying conditions for taking part in the survey

(therefore, there is no missing data for this variable). All participants were asked: A What i s your curr
gender i aheweteioffergd?tiie responses: man; woman; and non-binary, followed by a question

regarding their sex assigned at birth (with options male; or female). Of the 1509 respondents in the final

Swiss sample, almost all were cisgender men (92.5 %; n = 1396), followed by non-binary individuals (4.9 %;

n=74).

Table 3.1 shows the associations between responses to these two questions; each reported percentage
represents the proportion of the total sample falling into the respective category. Section 3.9 presents cross-
country variation in the percentage that were assigned female at birth.

Table 3.1 Current gender identity by sex assigned at birth (N =1509)

Gender identity by sex assigned at birth % assigned male at birth % assigned female at birth
Man 1.8

1423 92.5 94.3
Woman 12 0.8 0.0 0.8
Non-binary 74 2.7 2.3 5.0
Total 1509 96.0 4.0 100.0
3.2 Age

Providing an age was a qualifying condition for the survey. Unlike in previous EMIS waves [1,2] where
everyone being of or above the age of consent for sex with respondents in the country of residence was
eligible, in EMIS-2024 study participants had to be at least 16 years old to take partd a requirement of
Maastricht University. Figure 3.1 shows the age distribution across the Swiss sample.

Figure 3.1 Age in years across the entire sample (N = 1509)

The dashed line indicates the median value.

Median: 44
3% ]

2%

1%

15 20 25 30 35 40 45 50 55 60 65 70 75 80
Age (years)

The median age of Swiss participants was 44 years (interquartile range: 330 56, mean 45, standard
deviation 14). The age distribution rose sharply after age 16, while the right-hand tail was more strongly
skewed. The median age in EMIS-2024 in Switzerland was higher than in EMIS-2017 [3], and higher still
than in EMIS-2010 [4] and in the earlier GaySurveys conducted from Lausanne over many years, suggesting
a possible ageing of the respondent population over successive waves.
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3.3 Country of residence and settlement size

All participants were asked: i Wh at count ry atdwere offeredailista counmies.dndividuals

whose country of residence was not included in EMIS-2024 were informed: A Unf or t unat el y t hi s s
collecting data from the country you live in. You are very welcome to read and complete the rest of the

survey, however we wil/ be unable to use your data. o

Table 3.2 shows the region where respondents currently live.

Table 3.2 Region of residence (n = 1509)

Place currently living in % of all respondents

Région Iémanique 313 20.7
Espace Mittelland 266 17.6
Nordwestschweiz 197 13.1
Zirich 486 32.2
Ostschweiz 107 7.1
Zentralschweiz 89 5.9
Ticino 35 2.3
Liechtenstein 16 11
Total 1509 100.0

At the end of Chapters 31 7, the key variables for each chapter are presented by region of residence. A few
selected cities were added for completeness: Zirich andd to ensure a sufficiently large sample size and
provide a counterpart in the French-speaking part of Switzerlandd Geneva and Lausanne combined.

All participants were asked:A How woul d you descr i bandwerh @fergdithe msponges u | i v €
in Table 3.3, which also shows the percentage indicating each response.
Table 3.3 Description of the size of settlements where respondents currently live (N =1498)

A village/the countryside (less than 10 000 people) 31.7

A medium-sized city or town (100 000i 499 999 people) 30.0

A small city or town (10 0007 99 999 people) 28.6

A big city or town (500 0007 999 999 people) 8.0

A very big city or town (a million or more people) 1.7

Total 100.0

*Missmg n=11

3.4 Migration history

Study participants were asked: A Wer e you born i n andwareoffered thdrésponsesy | n>?0
fi Y e ® N oQyerall (N = 1508, missing n = 1), 28 % indicated that they were not born in Switzerland.

Those respondents were then asked: i Whi ch country waadwere gffered thHe samalistiofn ? 0
countries as they were shown for the prior question. Table 3.4 summarises responses recoded into

continents (N = 1508, missing n = 1).

Table 3.4 Country of birth recoded to continents among all respondents (N =1508)
Continental Europe 94.0
O_t_he_r countries in the WHO European Region: Armenia, Azerbaijan, Cyprus, Georgia, Israel, Kazakhstan, 05
Turkiye; and European overseas territories
North America (and Caribbean) 1.7
South America 2.4
Africa 0.6
Asia 0.7
Australia & Oceania 0.2
Total 100.0
*Mlssmg n=1.

The EMIS-2024 questionnaire was offered in 35 languages. In Switzerland, the languages used to complete
the survey closely reflect the c oa),krenchy(@), ltaliam@d st i c di
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slightly underrepresented), as well as English (9 %), Spanish (1 %), and Portuguese (1 %), reflecting the
impact of migration.

Map 3.1 shows the percentage born abroad and three countries of birth, thereby highlighting moderate
variation across Switzerland.

Map 3.1: Percentage born abroad and top three countries of birth of those born abroad (with N >5) (N
= 1508, missing n = 1)

Labels:
Top three countries of birth
(with N 2 5)

30-35%
20-30%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 interp P [ g with caution.

Across Switzerland, the leading countries of birth mirror language-region patterns, with Italy dominating in
Ticino, France in the French-speaking regions, and Germany in the German-speaking regions. In the canton
of Zurich, MSM and trans/non-binary individuals from Brazil constituted the third-largest migrant group.

Study participants not born in the country they were living in were also asked, i How many years have
been | iving in < Bmoogthe28/% df respandegts nbtorirdSwitzerland, 4 % had lived

in Switzerland for less than one year, 20 % for less than five years and 36 % for less than ten years.

Figure 3.2 illustrates the responses.
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Figure 3.2 Years living in Switzerland post migration (N = 432)

The dashed line indicates the median value.

Median: 14
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Study participants not born in Switzerland were asked, i Why di d you come t andwer®untry
offered the responses in Table 3.5.

Table 3.5 Reasons for migration among respondents not born in Switzerland (N =420)

Reasons for migration % of respondents born abroad % of all respondents
N S

| was brought as a child 14.5 4.1

To study 16.6 4.7

To work 67.5 19.2

To be with a partner 19.6 5.6

To live more openly as gay/bisexual/trans/queer 6.5 1.9

To seek asylum 1.6 0.5

| came as a refugee 0.9 0.3

| was brought against my will 0.5 0.1

Other answer 0.9 0.3

[\lo_te.‘ Percentages do not total 100 % because respondents could select more than one response option.

Missing n = 15.

Work was the most commonly cited reason for coming to Switzerland. Immigrating for work or to study were
given as the reasons for migration by 84 % of migrant respondents (some ticked both these reasons).

Of the respondents not born in Switzerland, 1.6 % indicated they had come to Switzerland as a refugee
and/or asylum seeker (this proportion may be lower than the sum of the individual items presented in the
table above, as responses to the multiple-choice question may overlap). The proportion of respondents
identifying as refugees/asylum seekers corresponds to 0.5 % of the overall Swiss sample. These
respondents (n = 7) are compared with other migrants and non-migrants in Chapter 9.
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3.5 Education, employment, and financial coping

Study participants were asked, i How many years hatviemgoaduspamniton nsifrudé t |
The median number of years was 7 (N = 1506, missing n = 3). The majority of the respondents fall between

four and 10 years in education after the age of 16 (65 %). Figure 3.3 shows the distribution of years spent in

full time education beyond the age of 16. There is an OECD document that provides guidance on how to

convert post-16 education into ISCED-1997 degrees at national level [5].

Figure 3.3 Years spent in full time education beyond the age of 16 across the entire sample (N =
1506)

The dashed line indicates the median value.

Median: 7
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Study participants were asked, A Whi ch of the foll owing best ahévwerri bes vy
offered the responses in Table 3.6.

Table 3.6 Current occupation/work status (N = 1507)

Employed full-time 54.3
Employed part-time 14.9
Self-employed 8.3
Unemployed 2.3
Student 7.8
Retired 8.8
Long-term sick leave / medically retired 1.8
Other 1.9
Total 100.0
*Missing n=2.

Around four out of five respondents (78 %) were employed. Around one in twelve respondents were self-
employed (8 %), and around one in seven (15 %) worked part-time. The unemployment rate was relatively
low at 2 %, while students accounted for 8 % of the Swiss sample. For a breakdown of unemployment rates
by region of residence see Section 3.9. The distribution of self-reported employment status across age
groups shows patterns consistent with expected life-course differences, indicating a high degree of internal
consistency and supporting the validity of the data (Figure 3.4).
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Figure 3.4 Employment status (N = 1507) across age groups
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Study participants were also asked, A Whi ch of t hese phrases would you
about your i nc oamkwere dfferadehe tespgnsed i Table 3.7.

Table 3.7 Feelings about income (N = 1506)

Financial coping % of all respondents *

Living really comfortably on present income 22.0
Living comfortably on present income 44.6
Neither comfortable nor struggling on present income 23.0
Struggling on present income 8.1
Really struggling on present income 2.3
Total 100.0
*Missing n=3.

Overall, 10 % were struggling financially, 23 % were neither struggling nor comfortable on their present
income, and 67 % were living comfortable on their present income. There was a strong relationship between
employment status and financial status, as shown in Table 3.8. While overall 10 % were struggling
financially, 43 % of unemployed respondents were struggling, as were 52 % of those medically retired or on
long-term sick leave (differences from the table may occur due to rounding).

Table 3.8 Financial coping (feelings about current income) by employment status

. . . . Emplo_yed Emplqyed Sl Unemployed | Student | Retired | Long -term sick leave /
Financial coping full -time part-time employed (%) (%) (%) medically retired (%)
(%) (%) (%)
N =818 N =225 N =125 N =35 N =117 | N=132 N =27
Really comfortable 25.9 17.8 28.8 14.3 5.1 22.0 0.0 14.3
Comfortable 52.1 42.7 33.6 14.3 24.8 455 11.1 35.7
Neither
comfortable nor 18.3 28.9 20.8 28.6 37.6 25.0 37.0 35.7
struggling
Struggling 3.6 8.4 12.0 25.7 24.8 6.8 37.0 7.1
Really struggling 0.2 2.2 4.8 171 7.7 0.8 14.8 7.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

"Missing n = 3; "Missing n = 2.
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3.6 Sexual attraction, sexual identity, and outness

Study participants were asked, i Wh o ar e you s e x wadweryasked to tickhas manylast o ? 0
apply from: i Me, i o mefmMebni n aandfdl am not at t rTald3Pdontaiostheny oneo
percentages giving each combination of answers. We categorised respondents who reported sexual

attraction to only one gender (including non-binary) as A mo n o s etloseadpdarting attraction to two

genders (including non-binary) as i b i s e and thdseéreporting attraction to more than two genders as

i pol y s Respordents reporting no sexual attraction were classifiedasfias exual 0

Table 3.9 Sexual attraction (N = 1509)

Monosexual 75.7
Men only 75.0
Women only 0.4
Non-binary people only 0.3
Bisexual 14.8
Men and women only 8.3
Men and non-binary people only 6.2
Women and non-binary people only 0.3
Polysexual 9.1
Men, women and non-binary people 9.1
Asexual 0.4
No one 0.4
"Missing n = 0.

Overall, 16 % reported sexual attraction to non-binary people, 18 % to women, and 99 % to men. Overall,
1.4 % reported no attraction to men; however, these respondents also indicated previous sexual experience
with men.

Study participants were asked, A Whi ch of the foll owing options best des
and were offered the responses: i Gay or hgimBseegi@8hbai ght orfiAry eotobBexual
teramdiil dondt us u.arhbleyd.10uskows tlae peraenmtages giving each response overall, and

whom respondents were sexually attracted to.

Table 3.10 Sexual attraction by sexual identity (N = 1506)

Sexual identity ™

e © Gay or . . Straight or Any other Not using a
S EEETen homosexual (%) EIBEEL D) heterosexual (%) term (%) term (%)
N = 1155 N =223 N=12 N =54 N =62
Men

92.4 11.2 25.0 20.4 355
Women 0.1 0.9 25.0 0.0 0.0
Non-binary 0.0 2.2 0.0 0.0 0.0
Men and women 0.8 43.5 16.7 9.3 21.0
Men and non-binary people 6.1 1.3 0.0 24.1 11.3
Women and non-binary people 0.0 0.4 16.7 0.0 1.6
Men, women and non-binary people 0.7 39.5 16.7 42.6 27.4
No one 0.0 0.9 0.0 3.7 3.2
Total 100.0 100.0 100.0 100.0 100.0

‘Missing n = 3; “"Missing n = 0.

Overall, 77 % of respondents identified as gay or homosexual and 15 % as bisexual. Among the remaining
respondents, meaningful minorities reported not usually applying any term (4 %) or using another term for
their sexual identity (4 %).

Respondents who were sexually attracted to men (99 % of all respondents) were asked: A Thi nki ng about
the people who know you (including family, friends and work or study colleagues), what proportion know that

you are attr aheywee offered thm eesp®@nde options in Table 3.11. 6 O ud theeoppssite

term being O6sexual @rhasa mdjoaibfluemae oncnmmbiditeesa belnagiout, rieeds, and

access to interventions [6]. Chapter 9 explores how morbidities, behaviour, needs, and interventions vary to

the extent that respondents are open about their sexual attraction to men.
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Table 3.11 Percentage of people that know respondents are attracted to men (N =1486)

Out to... % of all respondents attracted to men
N = 1486"

...all or almost all 55.0
...more than half 16.9
...less than half 7.9
...few 14.3
...none 5.8
Total 100.0
*Mlssmg n=2

A clear majority of respondents (72%) wer e O6outd to the majority of peopl

men.Map3.2shows the proportion of respondents who are déout
men, thereby highlighting moderate variation across Switzerland.

Map3. 2: Percentage of respondents who are 6éoutd among t
men (N = 1486)

70-80%
60-70%
50-60%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu)

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 respondents; interpret respective percentages/colours with caution
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3.7 Current partnerships

Participants were asked:Ai Do you currently have a 6steady partner6,

are not andwem gfferedidtedesponses:i No, | aimYses ngl eldave afilstaemdryotpa
sure/itbés .complicatedo
Those who indicated i Y e s I have awersbskeddAr gpayobmecarrently in a st

wi t h énd dffered the responses: i One mMaviod e t hanfiOme -bmenmadr y ,pMosendhan

onenon-bi nary ,p®neowofimdonréte t han .one womano
Table 3.12 shows the percentages giving each response.

Table 3.12 Current partnership and type of steady partner

Current partnership % Type of partnership %
N = 1509 N = 768"

Single

n = 648 42.9

In_a relationship with a steady partner 50.9 One man 772

n=768
More than one man 2.7
One woman 15.2
All other steady relationships 4.8

Complicated

n=93 6.2

Total 100.0 100.0

*Missmg n=0; ”M\ssmg n=0.

Around one in two respondents (51 %) had a current steady partner, most commonly one male partner
(77 %); 43 % were currently single, and 6 % were uncertain about their relationship status.

Country level differences in the percentage of respondents with a current steady partner are described in
Section 3.9 and differences between single respondents and those with (a) current steady partner/s are
described in Chapter 9.

3.8 Buying and selling sex

Participants who reported attraction to men were asked: i When was the [ ast ti me

you

p

sex with you? By paid we mean you gave ;hrndmWheme yw,a sg it fhte

last time you were paid by a man to have sex with him? By paid we mean he gave you money, gifts or

favour s i n rEadhquestion bffered asale to indicate how recently this had occurred [7]. Unlike

many other surveys, EMIS includes engagement in transactional sex as a demographic characteristic,
recognising this group as an important at-risk population requiring targeted health services. MSM who
frequently sell sex face greater sexual and substance-use risks than other MSM [8].

Table 3.13 Recency of transactional sex

The last time... N = 1509 N = 1500™

% Cumulative % Cumulative

Within the last 24 hours 0.6 0.6 0.2 0.2
Within the last 7 days 2.0 2.6 0.8 1.0
Within the last 4 weeks 3.0 5.6 0.6 1.6
Within the last 6 months 6.5 12.1 1.3 2.9
Within the last 12 months 3.7 15.8 1.5 4.3
Within the last 5 years 6.8 22.7 2.7 7.1
More than 5 years ago 6.6 29.2 10.7 17.7
Never 70.8 100.0 82.3 100.0
Total 100.0 100.0

*Mlssmg n=0; HI\mssmg n=9.

More respondents had bought sex than had sold it, both in their lifetime (29 % versus 18 %) and in the last

12 months (16 % versus 4 %). Participants who had bought sex in the last 12 months were asked: i | n

t he

l ast 12 mont hs, how often have yaodrespoadents wao hadaald séexan h a v e
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the last 12 months were asked, il n t he | ast 12 months how often have

wi t h [or each question they were offered the responses in Table 3.14.

Table 3.14 Frequency of transactional sex in the last 12 months

Paid a man to have sex | Been paid by a man to have sex

Frequency of transactional sex in the last 12 months

1i 2 times 136 57.1 36 57.1
3710 times 82 34.5 19 30.2
117 50 times 16 6.7 7 11.1
More than 50 times 4 1.7 1 1.6

Total 238 100.0 63 100.0

*Missmg n=1; **M\ssmg n=2

The majority of respondents who had either sold or bought sex in the last 12 months had done so only once
or twice. For a description of how buying sex from a man and selling sex to men varies by country of
residence see Section 3.9. Chapter 9 compares the respondents who sold sex three or more times in the
last 12 months with those who did less frequently, longer ago, or not at all.

3.9 Regional variation in demographics

Table 3.15 Regional variation in key demographics

% assigned

% living in % refugee or

Switzerland Qucegg?g female sex at Mzgzn 100 000+ Z)blr):zig asylum e?ugﬁ::;r a
birth settlements seeker
Total 1509 4.0 44 39.3 28.4 0.5 63.5
Regions
Région lémanique 313 3.2 40 51.1 32.9 0.6 68.3
Espace Mittelland 266 53 46 27.2 21.4 0.4 61.0
Nordwestschweiz 197 15 44 32.7 27.9 0.0 67.5
Zurich 486 4.9 45 57.9 32.7 0.6 60.9
Ostschweiz 107 5.6 a7 5.6 23.4 0.0 54.2
Zentralschweiz 89 (4.5) 47 (5.6) (21.3) (0.0) (68.5)
Ticino 35 (0.0) 45 (2.9) (20.0) (0.0) (74.3)
Cities
Zurich 262 4.6 44 100.0 40.8 0.4 70.2
Geneva-Lausanne 157 2.5 40 100.0 39.5 0.6 75.2

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).
Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).
“more than 5 years of full-time education after age 16

Table 3.15 Regional variation in key demographics (continued)

% % out to few % bought

o struggling % identifying or none of % sex from Ol
Switzerland QuElliliy o on as gay/homo - friends, current amanat | S&* oa
cases Uz present sexual family and at Sl least dLelL 3:
income work partner once 2 times
Total 1509 4.1 10.4 76.7 20.1 50.9 15.8 1.8
Regions
Région Iémanique 313 4.8 13.5 74.3 23.2 51.4 10.9 1.3
Espace Mittelland 266 4.2 8.3 79.3 21.0 51.9 16.5 2.3
Nordwestschweiz 197 4.1 9.1 76.6 19.5 50.8 15.2 2.5
Zurich 486 3.9 8.8 80.2 14.3 53.5 17.9 2.1
Ostschweiz 107 1.9 12.1 72.0 22.9 43.9 18.7 0.0
Zentralschweiz 89 (4.5) (11.2) (74.2) (27.0) (41.6) (14.6) (1.1)
Ticino 35 (2.9) (22.9) (55.9) (44.1) (48.6) (22.9) (0.0)
Cities
Zurich 262 5.3 8.0 86.3 8.5 50.4 16.4 2.3
Geneva-Lausanne 157 6.4 13.5 84.1 12.2 54.1 13.4 1.9

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).
Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).
“n the last 12 months
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Chapter 4: Morbidities

Morbidity includes both physical and psychological ill health. For a health programme, prevention of and
reduction in prevalence or severity of morbidities are the ultimate outcomes sought. EMIS-2024 asked about
two areas of morbidity: mental ill-health and HIV, other sexually transmitted infections, and viral hepatitis.

This chapter presents all morbidity indicators used in EMIS-2024 for the overall sample, as well as regional-
level results shown in the tables at the end of the chapter. Chapter 8 describes morbidity patterns in the four
trans groups recruited in the survey. Chapter 9 considers how these morbidity indicators vary between
specific target groups for sexual health interventions, including age groups.

Because morbidity patterns differ between cisgender MSM, transgender MSM, and other trans and non-
binary populations, readers should be aware that the regional tables and maps presented in this report do
not always allow for straightforward comparisons of MSM health across Swiss regions. In most regions, this
limitation has little effect on rankings, as trans and non-binary respondents overall (8 %), and individuals
assigned female at birth in particular (4 %), constitute a relatively small proportion of the Swiss sample.
However, in regions with higher proportions of gender minorities, rankings may differ from those based solely
on cisgender MSM@ or on cis- and transgender MSM plus non-binary AMAB individuals, which form the
basis of the MSM indicators reported to ECDC.

For example, indicators of poorer sexual health may appear more favourable where there are higher
proportions of trans men and non-binary AFAB individuals, due to lower reported prevalence of sexually
transmitted infections in these groups, whereas indicators of poorer mental health may appear less
favourable. Section 3.9 (Table 3.15) shows the regional variation in the proportion of respondents assigned
female at birth.

4.1 Mental health problems

Poor mental health is a major contributor to morbidity and is more prevalent among sexual minorities than
among the sexual majority [1,2]. In addition, the link between poor mental health and HIV transmission riskd
such as sexual risk-taking and poor adherence to medicationd is well established [3,4]. This relationship is
one pathway through which multiple health problems cluster within the same individuals, a phenomenon
often described as syndemics.

4.1.1 Anxiety/depression (PHQ -4)

We used the Patient Health Questionnaire-4 [5], a short clinical screening tool that measures combined

anxiety and depression, to give an indication of mental well-being. While the tool is not intended to be

diagnostic, and may overestimate the prevalence of problems, it was chosen for its brevity and ease of

interpretation. Study participants were asked:A Over the | ast 2 weeks, how often
the foll owi g were offdoed gnarfall®wing four responses: i Fe el i n g, APAerxv owssd or on
edg;édot being abl e to sfitlopt taore cionntterroels twoorryfiyBiénedaGs mg ed o wr
depressed, .Respdnepircluded 8Not @poins)i S0 me @aony;é Mor e t han hal
t he dappist);fiNear |l y eJpointg). Theaolalpoints give a score from 0 to 12 which can be

grouped into four bands. Table 4.1 presents the percentage of respondents in each category (with 1 %

missing data) along with the standard interpretation of this validated scale.

Table 4.1 Anxiety and depression (PHQ -4) score

PHQ-4 score Interpretation % of all respondents

(0] Normal 803 53.7
3i5 Mild anxiety and depression 470 315
61 8 Moderate anxiety and depression 147 9.8
9112 Severe anxiety and depression 74 5.0
Total 1494 100.0
*Mlsgmg n=15

Across Switzerland, 15 % reported at least moderate anxiety and depression in the last two weeks, with
around one in 20 (5 %) experiencing severe anxiety and depression in the same time period. Section 4.3
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shows regional-level figures for the percentage experiencing severe anxiety and depression, and Chapter 9
considers how the percentage experiencing severe anxiety and depression varies between key target
groups.

Map 4.1 shows the prevalence of severe anxiety and depression (PHQ-4), thereby highlighting minor
variation across Switzerland.

Map 4.1 Percentage with severe anxiety or depression in last two weeks (PHQ  -4) (N = 1494)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 resp i ive p g with caution.

4.1.2 Suicidal ideation

Study participants were asked: A Over the | ast 2 weeks, how often have

pr obl| doftosv@ddy the statement:A Thoughts that you would be better

s ome wWe29X an additionalitemofi Thought s about twakadded [6]yTheitable o wn
gives the response options and the percentage of respondents indicating each option.

Table 4.2 Suicidal ideation over the last two weeks

Over the last 2 weeks, how often have you been ...that you would be better off dead, or of ...about taking your own
bothered by thoughts... hurting yourself (%) life (%)
N = 1497 N = 1498~

Not at all 84.1 89.5
Some days 12.5 8.9
More than half the days 1.8 1.1
Nearly every day 1.6 0.5
Total 100.0 100.0

*Missing n=12; **Missing n=11.

Across Switzerland, 16 % had thought of harming themselves in the past two weeks, and 3 % had thought of
harming themselves on at least half of the days during that period. Around one in nine respondents (11 %)
had thought about taking their own life in the past two weeks , and 1.7 % had thought about taking their own
life on at least half of the days.
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Section 4.3 shows regional-level figures for the percentage having had thoughts of harming themselves and
taking their own life in the past two weeks. Chapter 9 considers how the percentage having had thoughts of
harming themselves or taking their own life varies across key target groups.

Morbidities are associated with each other
The frequency of suicidal ideation was strongly associated with reported levels of anxiety and depression.
The proportion of respondents who thought about harming themselves every day was 0 % of those with a

normal anxiety and depression score, 0.2 % of those with a mild anxiety and depression score, 2 % of
those with a moderate anxiety and depression score, and 27 % of those with a severe anxiety and
depression score.

4.1.3 Sexual unhappiness

Study participants were asked:i On a scale of 1 to 10 (where 1 1is
happy) , how happy ar e andwene offeired ehtenypaini scaledabetled htithe en@sd1,
most unhappy; 10, most happy). Figure 4.1 shows the profile of all scores. Overall, 15 % gave a score of 4
or below, so around one in seven respondents across Switzerland were not happy with their sex life.
Section 4.3 presents regional-level figures on the percentage reporting a sexual happiness score of 1i 4,
and Chapter 9 considers how this percentage varies across key target groups.

Figure 4.1 Sexual happiness self -rating on a scale of 1 to 10, where 1 is the most unhappy and 10 is
the most happy (N = 1505)

The dashed line indicates the median value.

25 %, | Median: 7

20 %

15 %

10 %

5% -

1 2 3 4 5 6 7 8 9 10
(most unhappy) (most happy)

Sexual happiness (Range 1-10)

Morbidities are associated with each other
On average, a lower sexual happiness score was given by respondents with higher levels of anxiety and
depression. The mean sexual happiness score for respondents with a normal anxiety and depression

score was 7; for those with mild anxiety and depression, it was 6; for those with moderate anxiety and
depression, it was 6; and for those with severe anxiety and depression, it was 5. Similarly, the more
frequently respondents thought about suicide or self-harm, the lower their sexual happiness score.

4.1.4 Alcohol dependency (CAGE4)

We used the CAGEA4 screening tool for alcohol dependency [7]. While this tool is not intended to be
diagnostic and may overestimate the prevalence of alcohol dependency, it was chosen for its brevity and
ease of interpretation.
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Study participants were asked: A Thi nki ng about drinking aftlemedbygfouri n t he
guestions to which they could respond i Y e @ ND 0

1 AHave you tried to cut down on your drinking??o

1T AHave people annoyed you by criticising your drinki
T AHave you felt bad or guilty about your drinking?o
T AHave you taken a drink first thing in the morning

Indicating fi Y ets tvo or more statements is a positive response, indicating possible alcohol dependency.
Overall, 20 % (n = 294, missing n = 0) met the criteria for potential alcohol dependency. Section 4.3 shows
regional-level figures for likely alcohol dependence, and Chapter 9 considers how this percentage varies
between key target groups. Chapter 7, Section 7.8 presents the uptake of professional support for concerns
related to drug and alcohol use.

Map 4.2 shows the prevalence of potential alcohol dependency (CAGE4), thereby highlighting moderate
variation across Switzerland.

Map 4.2 Percentage with potential alcohol dependency (CAGE4) (N = 1507)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).
apefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.

Shapefiles: © Sh:
Ticino has fewer than 50 P

with caution.
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Morbidities are associated with each other

Potential alcohol dependency was more common in respondents with greater levels of anxiety and
depression: 27 % in those with a severe anxiety and depression score; 31 % in those with a moderate
score; 23 % in those with a mild score; and 15 % in those with a normal anxiety and depression score.

Similarly, alcohol dependency was more common in respondents with more frequent suicidal ideation:

25 % among those who thought about it every day; 33 % among those who thought about it on more than
half the days; 32 % of those who thought about it on some days; 17 % of those who had not thought about
harming themselves in the last two weeks.

4.2 HIV and sexually transmitted infection diagnoses

Sexually transmitted infections are a common sexual health morbidity among MSM and a key concern
driving EMIS-2024. Since all measures in the survey were self-reported, diagnoses of infections were used
as a proxy for their acquisition.

4.2.1 Prevalence and incidence of HIV diagnoses

Study participants were asked:A Have you ever been Adundagneiotereresponderitsh HI V2?0
(10 %) indicated i Y e Seattion 4.3 shows regional-level figures for self-reported diagnosed HIV. Chapter 9

compares the minority group of respondents living with diagnosed HIV against the majority of respondents

without diagnosed HIV.

Map 4.3 shows HIV prevalence among EMIS-2024 respondents, thereby highlighting major variation across
Switzerland.

Map 4.3 Percentage ever diagnosed with HIV (N = 1497)

10-15%
5-10%
<5%

Daten/Données/Dati/Data: EMIS-2024 (www.omis2024eu.

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer ﬂ?:n 50 resp i i

with caution.

Study participants living with diagnosed HIV were asked whether they had received their HIV diagnosis
within the past 12 months. After excluding those who had been diagnosed more than 12 months ago (n =
144), 0.1 % of the remaining respondents reported receiving an initial HIV diagnosis in the previous 12
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months (n = 2. Section 4.3 shows the regional variation in the proportion of respondents who were
diagnosed with HIV in the previous 12 months.

Map 4.4 shows the percentage reporting being diagnoses with HIV in the past 12 months (a proxy for HIV
incidence), thereby highlighting minor variation across Switzerland.

Map 4.4 Percentage diagnosed with HIV, last 12 months (N = 1353)

0.5-1%
<0.5%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu)

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95
Ticino has fewer than 50 respondents; interpret respective percentages/colours with caution

4.2.2 Unsuppressed diagnosed HIV

Study participants who reported that they had ever received an HIV diagnosis (10 %) were asked: i Wh a t
the result of your viral | oad test t heTadleds8showsithme
responses offered and the percentages indicating each response.

Among respondents with diagnosed HIV, 0.7 % either did not know whether their viral load test was
detectable during their last test or had never been medically monitored.

Among the 145 respondents who knew t heknowkdgeabled o f
responses in column 3 below), 0.7 % reported a detectable viral load, and 99 % reported an undetectable
viral load.

Overall, this corresponded to 0.07 % of the total sample living with diagnosed but unsuppressed HIV and
therefore potentially transmissible, including respondents who had never had their HIV infection monitored
and are assumed to be untreated. Section 4.3 presents regional-level estimates for respondents with
diagnosed but unsuppressed HIV.
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Table 4.3 Last HIV viral load test result among those who ever had their HIV infection monitored

Last HIV viral load % of all respondents % of knowledgeable respondents
N = 146" N = 145

Undetectable 98.6 99.3
Detectable 0.7 0.7
| was told but | don't remember the result

It was measured but | was not told the result 0.7

It was not measured
| don't remember
| donodt under stand t

[Never medically monitored] 0.0
Total 100.0 100.0
*Mlssmg n=0.

4.2.3 Most recent diagnoses of syphilis, gonorrhoea and chlamydia

Study participants were asked: A Have you ever been d.iRaspondestsentio answerdd sy p hi
fi Y e wade then asked, i When were you | ast dandwereofeedar regpohsbscaey phi | i s
indicating how recently the diagnosis had occurred. Identical questions were askedfori gonor ardo e a 0
fichl amydi.dable 4.4 greSevits the recency of diagnosis among respondents who reported ever

having been diagnosed with any of these three sexually transmitted infections. For treatment uptake for

syphilis and gonorrhoea, see Chapter 7, Section 7.7.1.

Table 4.4 Recency of diagnosis with syphilis, gonorrhoea, or chlamydia
Syphilis Gonorrhoea Chlamydia/LGV
Last time diagnosed with... N = 1506" N = 1509™ N = 1509™

Cumulative %

Within the last 24 hours 0.1 0.1 0.0 0.0 0.0 0.0

Within the last 7 days 0.1 0.3 0.3 0.3 0.2 0.2

Within the last 4 weeks 0.4 0.7 1.1 1.5 1.0 1.2

Within the last 6 months 2.1 2.8 4.7 6.2 4.9 6.1

Within the last 12 months 3.6 6.4 7.3 135 6.4 12.5
Within the last 5 years 9.0 15.4 12.8 26.2 135 26.0

More than 5 years ago 8.6 24.0 10.6 36.8 6.3 32.3
Never 76.0 100.0 63.2 100.0 67.7 100.0
Total 100.0 100.0 100.0

*Mlssmg n=3; HM\SSH’IQ n=0; mV\/Ils,sn'ng n=0.

To distinguish between gonorrhoea and chlamydia diagnoses identified through screening of asymptomatic
individuals and those prompted by symptoms, a question was included:iThe | ast ti me you wer
with gonorrhoea/chlamydia, what was the reason for tes

The response options were:
Symptoms
STI check without symptoms

Having been notified by a partner

= = =4 -9

None of these

The proportion of respondents with a gonorrhoea diagnosis who reported symptoms as the reason for testing
was 37 %, while the corresponding proportion for chlamydia was 28 %. The distribution of reasons for testing
is presented in Table 4.5
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Table 4.5 Testing reasons for respondents diagnosed with gonorrhoea and chlamydia

Testing reason Diagnosed gonorrhoea Diagnosed chlamydia
N = 203" N = 189"

| had symptoms (pain, discharge etc) 37.4 27.5
| checked for STIs without having symptoms 43.3 59.3
| was notified by a partner who had gonorrhoea/chlamydia 15.8 12.7
None of the above 3.4 0.5

Total 100.0 100.0

*Missing n=0; “Missing n=0.

Map 4.5 shows the percentage diagnosed with syphilis in the previous 12 months, thereby highlighting
moderate variation across Switzerland.

Map 4.5 Percentage diagnosed with syphilis, previous 12 months (N = 1506)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu). ‘

Shapefiles: © Shapeﬁlgg. BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.

Ticino has fewer than 3 P P g with caution

Gonorrhoea was the bacterial STI most commonly diagnosed, but all three infections followed a similar
geographical pattern. Section 4.3 presents regional-level data on self-reporting cases of the three infections
in the last 12 months and Chapter 9 examines how these infections vary across key target groups.

Map 4.6 shows the percentage diagnosed with symptomatic gonorrhoea in the previous 12 months,
highlighting major variation across Switzerland.
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Map 4.6 Percentage diagnosed with symptomatic gonorrhoea, previous 12 months (N = 1509)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).
Shapefiles: © Sharﬁlcs. BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.

Ticino has fewer than 50 interpret with caution.

When all three bacterial STIs are combined (regardless of whether symptomatic or asymptomatic), 22 % of
respondents were diagnosed with a bacterial STI in the last 12 months.

Map 4.7 shows the percentage diagnosed with bacterial STls in the previous 12 months, thereby highlighting
major variation across Switzerland.

Map 4.7 Percentage diagnosed with a bacterial STI, previous 12 months (N = 1509)

20-25%
15-20%
8-15%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 interpret

with caution
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4.2 .4 First diagnosis of anal or genital warts

Anal and genital warts are caused by the Human Papilloma Virus (HPV). They are among the most common
sexually transmitted infections, yet they often go undiagnosed or even unnoticed, especially when they occur
around or within the anus. A highly effective vaccine against human papillomavirus (HPV) is available, but in
many European healthcare systems it has historically been recommended and reimbursed primarily for girls
and young women rather than for boys and young mend see also Chapter 7, Section 7.2.3 on HPV
vaccination uptake. Because most MSM do not benefit from the herd immunity that accrues when a large
proportion of their female partners are vaccinated, HPV infections and related warts continue to be a
significant health concern in this population [8]. Unlike bacterial STIs, anal and genital warts are difficult to
treat and can become chronic. For this reason, we asked study participants about their first rather than their
most recent diagnosis of warts.

Study participants were asked:iHave you ever been di agnos €dsewhot h anal
responded positively were asked: i When were you first di agnoaskwtrewi th ana
offered a response scale indicating how recently the diagnosis had occurred. Table 4.6 presents the timing

of first diagnoses.

Table 4.6 Recency of first diagnosis with anal or genital warts

First diagnosis of anal or genital warts All respondents
N = 1508"

Within the last 24 hours 0.0 0.0
Within the last 7 days 0.1 0.1
Within the last 4 weeks 0.1 0.3
Within the last 6 months 0.7 0.9
Within the last 12 months 0.5 1.5
Within the last 5 years 4.5 6.0
More than 5 years ago 11.6 17.6
Never 82.4 100.0
Total 100.0

*MISS\HQ n=1

Around one in six respondents (18 %) reported ever having been diagnosed with anal or genital warts.
Section 4.3 presents regional-level data on self-reported lifetime diagnoses of anal or genital warts, while
Chapter 9 examines how the prevalence of this infection varies across key target groups.

4.2.5 Diagnosis of mpox

In April 2022, an outbreak of mpox was detected in Europe that primarily affected men who have sex with

men. In the following months, the outbreak spread to more than 100 countries worldwide [9]. An attenuated

poxvirus vaccine (MVA) was approved for vaccination against mpox; however, vaccine supplies were limited,

and many countries experienced shortagesd see Chapter 7, Section 7.2.4 on mpox vaccination coverage.

Study participants were asked: A Have you had mpox ( maRespnseaptonsarslthece 202
frequency with which they were selected are shown in Table 4.7.

As not all mpox infections result in characteristic symptoms, and not all symptomatic individuals were
clinically tested and diagnosed, the 0.8 % of respondents who reported an mpox diagnosis should be
regarded as a lower bound of the true number of mpox infections among respondents. Section 4.3 presents
regional-level data on self-reported lifetime diagnosis of mpox.

Table 4.7 Mpox diagnosis

Mpox diagnosis % of all *

No, and | had no symptoms suggestive of mpox infection 97.7
No, but I had symptoms which might have been caused by mpox 0.9
Yes, and | was diagnosed by a doctor 0.7
Yes, but | was not diagnosed in a health care setting 0.1
I dondét know 0.6
Total 100.0

*Missmg n=1

EMIS-2024 & Swiss Report 43



Map 4.8 shows the percentage diagnosed with mpox since 2022, thereby highlighting major variation across
Switzerland.

Map 4.8 Percentage with mpox since 2022 (N = 1508)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024.eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer u?m.ﬁ 50 i pecti with caution.

Morbidities are associated with each other

Respondents living with diagnosed HIV were more likely than those using HIV-PrEP or respondents
neither taking PrEP nor diagnosed with HIV to report a diagnosis of syphilis in the past 12 months (12 %
vs. 13 % vs. 2 %). They were also more likely to report ever having been diagnosed with anal or genital
warts (32 % vs. 25 % vs. 11 %) or mpox (3 % vs. 1.7 % vs. 0 %).

By contrast, respondents taking HIV-PrEP were the most likely to have been diagnosed with gonorrhoea
in the past 12 months (27 % vs. 21 % among respondents with diagnosed HIV, vs. 5 % among
respondents with neither HIV nor PrEP), or chlamydia in the last 12 months (26 % vs. 20 % vs. 4 %).

These findings indicate that observed morbidity patterns reflect not only the co-occurrence of infections,
but also differences in sexual behaviour and testing practices. In particular, higher levels of condomless
intercourse and more frequent testingd including screening for asymptomatic extra-genital gonorrhoea
and chlamydia infections, as commonly conducted among PrEP usersd play an essential role in shaping
diagnosis rates.
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4.2.6 Hepatitis

Study participants were asked about their vaccination status for hepatitis A and Bd see Chapter 7,
Section 7.2.2 on hepatitis A and B vaccination coverage.

Response options included: AiNo, because | Avéahddamepatwi thaandiirNaol,l y i mmi
because | 6veBh@andtdepmtmnadwsn atespectvely. As hapatitis B mfectian can

become chronic, an additional response option was provided: fi N o , I have cBiriomfiecthieprad it
Overall, 4 % of respondents reported a past hepatitis A infection (n = 59; missing n = 5), and 3 % (n = 46;

missing n = 0) reported past hepatitis B infection that had cleared. A further O % reported chronic hepatitis B.

For hepatitis B and C treatment, see Chapter 7, Section 7.7.2.

Study participants were also asked:iHave you ever been dd7?a0gththesresgbnsevi t h hep
options: A NpfidY ¢ 8 b d o n 6Qverdl acooss®dwitzerland, 1.5 % responded A Y e while 1.7 %

responded i I d o n 6Tthos&kwho imdicated a history of hepatitis C were then asked: i When wer e you
first diagnosed with hepatitis C ? and were offered a response scale indicating how recently the diagnosis

had occurred (see Table 4.8). They were also asked:i How many ti mes have you picke
i nf e c andwenedfbered the options: Once; Twice; Three times or more.

Table 4.8 Recency of first diagnosis with hepatitis C

First diagnosis of Hepatitis C ailllic=ponden e
0.0 0.0

Within the last 24 hours

Within the last 7 days 0.0 0.0
Within the last 4 weeks 0.0 0.0
Within the last 6 months 0.1 0.1
Within the last 12 months 0.1 0.2
Within the last 5 years 0.3 0.5
More than 5 years ago 1.1 1.5
Never 98.5 100.0
Total 100.0

xMissmg n=0.

Among the 23 respondents with a history of hepatitis C, 13 % were first diagnosed in the previous 12 months
(missing n = 0); 86 % reported having had the infection once, 14 % twice, and 0 % three times or more
(missing n = 1).

Most respondents with a history of hepatitis C reported that the infection had clearedd either spontaneously
without treatment (22 %) or following treatment (57 %), consistent with increasing uptake of hepatitis C
treatment in recent years [10,11]. However, 17 % reported still having hepatitis C at the time of the survey,
and a further 4 % did not know their current infection status.

UNAIDS recommends the indicatoriPr eval ence of hepatitis and infection
( HBV + H @NM3lobal AIDS Monitoring. Given that hepatitis B is difficult to cure once it becomes chronic,

and that hepatitis C may clear spontaneously or following treatment, HIV/hepatitis co-infection was defined

as diagnosed HIV combined with either chronic hepatitis B or currently active hepatitis C. Using this

definition, 0.07 % of all respondents in Switzerlandd or 0.7 % among respondents with diagnosed HIVd

reported living with HIV/hepatitis co-infection at the time of survey completion.
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Figure 4.2 summarises experiences of HIV, hepatitis and selected STls. Self-reported STI and viral hepatitis
data appear highly reliable; prevalence estimates are consistent with 20167 17 measures from the Swiss
STAR trial [12], reinforcing confidence in both internal associations and external validity.

Figure 4.2 Experience of HIV, hepatitis, and selected STIs (including mpox)

HIV (ever) 9.8%

Detectable HIV | 0.1%

Mpox (since 2022) 0.8%

Syphilis (last 12m) 6.4%

Gonorrhoea (last 12m) 13.5%

Chlamydia (last 12m) 12.5%

Ano-genital warts (ever) 17.7%

Hepatitis A (ever) 3.9%

Hepatitis B (ever) 3.0%

Hepatitis C (ever) 1.5%

Hepatitis C (active) I 0.3%

Active hepatitis B/C . 0.7%
(among HIV-diagnosed) S

0% 5% 10 % 15 % 20 %
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4.3 Regional variation in morbidities

Table 4.9 Regional variation in key morbidities

o Qualifying % severe % self -harm % suicidal % sexually % potential alcohol
Switzerland ; naci a b
cases anxiety/depression thoughts thoughts unhappy dependency
1.7

Total 1509 15.1 19.5

a
o
w
i

Région Iémanique 313 6.1 35 1.3 18.5 17.9
Espace Mittelland 266 5.3 3.4 1.9 15.0 18.9
Nordwestschweiz 197 4.6 3.1 1.0 11.7 14.7
Zurich 486 4.4 2.7 1.0 12.2 24.5
Ostschweiz 107 6.6 3.7 2.8 15.9 15.0
Zentralschweiz 89 (1.1) (3.4) (2.2) (20.2) (18.0)
Ticino 35 (5.7) (11.8) (5.9) (22.9) (14.3)
ctes 0000000000000
Zurich 262 35 1.9 0.8 11.1 24.8
Geneva-Lausanne 157 7.1 3.2 1.9 14.0 17.8

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).
Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).
2PHQ-4; "CAGE-4.

Table 4.9 Regional variation in key morbidities (continued)

Switzerland Qualifying cases | % ever HIV-diagnosed | % newly HIV -diagnosed 2 | % detectable viral load °
9.8 0.1 0.7

Total 1509

Région Iémanique 313 7.1 0.0 (0.0)
Espace Mittelland 266 10.6 0.0 (0.0)
Nordwestschweiz 197 8.3 0.0 [0.0]
Zurich 486 12.8 0.5 (1.6)
Ostschweiz 107 3.7 0.0 [0.0]
Zentralschweiz 89 (7.9) (0.0) [0.0]
Ticino 35 (14.3) (0.0) [0.0]
Zurich 262 14.6 0.0 (0.0)
Geneva-Lausanne 157 9.7 0.0 [0.0]

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).
Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).
%in the last 12 months; among HIV-diagnosed.

Table 4.9 Regional variation in key morbidities (continued)

% % diagnosed % % active

0, i 0, i
diagnosed % dlagnoseda 4 d|agno§e(1 anal/genital diagnosed hepatitis b
" gonorrhoea chlamydia ¢
syphilis 2 warts ° mpox ¢ orc

Total 135 125 17.7

Qualifying
cases

Switzerland

Région Iémanique 313 6.4 18.2 16.0 17.0 0.6 (0.0)
Espace Mittelland 266 5.7 12.4 10.2 20.1 0.0 (3.6)
Nordwestschweiz 197 6.1 11.7 9.6 16.0 0.0 [0.0]
Zirich 486 7.0 15.2 15.4 18.2 2.1 (0.0)
Ostschweiz 107 8.5 5.6 4.7 15.0 0.0 [0.0]
Zentralschweiz 89 (4.5) (7.9) (12.4) (16.9) (0.0) [0.0]
Ticino 35 (5.7) (8.6) (2.9) (22.9) (0.0) [0.0]
Zirich 262 7.6 20.6 20.2 21.2 2.7 (0.0)
Geneva-Lausanne 157 6.4 22.3 17.8 23.6 0.0 [0.0]

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).
Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).
3in the last 12 months; Pever; °since May 2022.
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Chapter 5: Risk and precautionary
behaviour

This chapter describes the activities reported by respondents. EMIS-2024 focuses primarily on behaviours
that either increase or reduce the risk of the morbidities outlined in Chapter 46 that is, risk and
precautionary behaviours.

We asked about two categories of risk behaviour (sexual activity, drug use, and their combination) and five
types of precautionary behaviour (use of antiretroviral medication, use of antibiotics for the prevention of
syphilis and chlamydia, condom use, sharing HIV status information, and vaccination). All vaccination-related
analyses are presented in Chapter 7 on interventions.

This chapter includes a limited comparison with previous EMIS waves; results should be interpreted with
caution due to differences in sample composition.
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5.1 Taking HIV treatment among respondents living with diagnosed HIV

Overall, 10 % (n = 146, missing n = 12) reported having been diagnosed with HIV (see Section 4.2.1).
Among people diagnosed with HIV, taking antiretroviral treatment (ART) can lead to an undetectable viral
load, which means the virus cannot be transmitted sexually (U=U; undetectable = untransmittable). Taking
HIV treatment is therefore a precautionary behaviour that helps prevent onward HIV transmission among
respondents living with HIV.

Study participants who had ever been diagnosed with HIV were asked: i Have you ever taken at
treat ment (someti mes known as ARTThoseawhdrépdreRdhavinever your H
taken ART were thenasked:i Ar e you currentl y t akiThgperaentagesrfoeeacho vi r al
response are shown in Table 5.1.

Table 5.1 Taking antiretroviral treatment (ART)

Ever taken ART 131 89.7 Currently taking 131 100.0
Never taken ART 12 8.2 Nolongertaking O 0.0

| don't remember 3 2.1

Total 146 100.0 131 100.0
*Missmg n=0; MM\ssmg n=0.

Among respondents with diagnosed HIV, 90 % reported that they had ever taken ART, or 92 % when
excluding those who did not know whether they had taken ART. Of those who had ever taken ART, 100 %
were currently taking it. Overall, 90 % of respondents with diagnosed HIV indicated they were currently
taking ART, or 92 %, when excluding those who did not know or did not provide an answer. Chapter 7,
Sections 7.7.3 and 7.7.4 examine HIV monitoring and treatment, as well as the timing of ART initiation, in
more detail.

The estimate shown in Table 5.21 (99 % currently taking ART) corresponds to stage 5 of the HIV care
cascade. Unlike the estimates above, it is calculated among respondents who had already met the criteria
for the preceding cascade stages and for whom the relevant information was available. As a result,
respondents with missing information at earlier stages are excluded from the denominator, which contributes
to the higher estimate.

5.2 HIV post - and pre -exposure prophylaxis

HIV-negative individuals can reduce their risk of acquiring HIV by using antiretroviral chemoprophylaxis.
When taken correctly, post-exposure prophylaxis (PEP) and pre-exposure prophylaxis (PrEP) are highly
effective in preventing HIV infection after potential exposure (PEP) and during ongoing risk (PrEP). Seeking
and using these interventions therefore represent forms of precautionary behaviour.

5.2.1 Seeking and taking PEP

Participants who had never taken an HIV test, as well as those whose most recent test result was HIV
negative, were asked: iHave you eve,seeflable PEP?O0

Table 5.2 Taking PEP, among all respondents not diagnosed with HIV (N =1350)

History of PEP use % among respondents not diagnosed with HIV
N = 1350

No, | never felt the need to take it 76.4
No, | could not get it 4.1

No, | had the opportunity but decided not to take it 3.4

Yes, |l 6ve taken one cou 9.0

Yes, |l 6ve taken more th 6.7

| don't know 0.4

Total 100.0
*Missmg n=1

Across Switzerland, 16 % reported ever having taken PEP, and 7 % had taken more than one course. Of
those who had sought access to PEP 4 % were unable to obtain it.
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5.2.2 Seeking and taking PrEP

All study participants who had not been diagnosed with HIV were asked: A Have you ever tried
Across Switzerland, 39 % (n = 530, missing n = 17) indicated they had ever tried to obtain PrEP. These

respondents were then asked, i Hav e y ou e v e randwere efferedRhe E2§pBnde options shown

in Table 5.3.
Table 5.3 History of PrEP use (N =1346)

N = 1346

No 64.5

Yes, on a daily basis 15.8

Yes, on a daily basis 3.6

Yes, when | have needed it but not daily 16.2

| dondét know

Total 100.0

*Missing n=>5.
Among the participants without diagnosed HIV, 36 % indicated ever having taken PrEP, and 32 % were

using it either on a daily basis or when they needed it.

Participants were further asked: A When was t he | ast andpmoededwitluarésponse Pr EP?0

scale indicating how recently they had taken it.

Among current PrEP users reporting long-term daily use (n = 212), 95 % had taken PrEP pills within the last

24 hoursd suggesting that 5 % of them had missed their most recent dose.

This question also allows an estimation of the extent to which PrEP is used on demand. Among current
users not reporting long-term daily use, 98 % had taken PrEP when needed within the previous 12 months,
and 72 % had done so within the previous four weeks, suggesting frequent or regular use in this group.

Map 5.1 shows the percentage currently taking PrEP, thereby highlighting moderate variation across
Switzerland.

Map 5.1 Percentage currently taking PrEP, excluding HIV ~ -diagnosed respondents (N = 1346)

30-40%
20-30%
10-20%

Daten/Données/DatiData: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 resp its; interpret resp p g with caution
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In Europe, France was the first country to implement HIV-PrEP, in 2016. This was followed by a gradual

rollout across Europe, with public reimbursement beginning in most countries between 2016 and 2018.

Participants who reported having ever taken PrEP were asked: il n whi ch year did you st a
with response options covering each year from 2012 to 2022, plus a combined category for 2023/24.

Accordingly, only 1.9 % of respondents started PrEP before 2016; 26% started between 2016 and 2019, and
72 % between 2020 and 2023/24.

One of the ECDC indicators [1] is the proportion of HIV-negative MSM who started PrEP in the past year,
which in EMIS-2024 corresponds to the 2023/24 category. Across Switzerland, around one in four
respondents (26 %) reported starting PrEP in the past year (that is, in 2023 or in the months preceding
survey completion in the first half of 2024), with only minor variation across Swiss regions.

5.2.3 Antibiotic STI -pr op hy | ax iPsEP(0fdd o x y

Doxy-PEP (doxycycline post-exposure prophylaxis) is a new prevention strategy aimed at reducing certain
bacterial STIs, particularly syphilis and chlamydia. It involves taking a single dose of doxycycline after sex
(ideally within 24 hours, but no later than 72 hour). Studies from the United States [2] and France [3] have
shown promising reductions in bacterial STI rates among MSM and some transgender women, but the
approach has not been widely adopted in Europe. Current discussions focus on its effectiveness, the
potential for antibiotic resistance [4], and how it might be integrated into broader sexual health strategies
[5,6].

All study participants were asked:iHave you ever taken antibiotics (e.g.,
reduce the risk of sexually transmitt ed-PirrEfPéc toiro Mmsdd xTyh
P E P dhisawas followed by a question on recency of use. Chapter 7, Section 7.4.5 examines the sources

of antibiotics foPE®DS).prevention (6édoxy

Across Switzerland, 8 % reported using antibiotics for the purpose of STI prevention. High proportions are
reported among HIV-PrEP users (14 %), and by respondents diagnosed with HIV (18 %)d the two groups
with regular HIV health care access.

However,19% of r epo-PEPd Gdexwas among respondents who were
nor taking PrEP, although no study to date has demonstrated an effect on any bacterial STI in this group,
and this group is generally not identified as a priority population in current guidelines.

Figure 5.1 shows the proportions of respondents who reported using antibiotic STI prophylaxis in the past 12
months, either under medical supervision or without supervision, stratified by HIV/PrEP status.
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Figue 5. 1: Use of antibiotic fFrEPHhyliaxitdhef prasITILL Mmbddd hys
status (N = 1508)

Diagnosed HIV (n = 146); PrEP users (n = 477); Neither PrEP nor HIV (n = 872)

Diagnosed HIV

PrEP users

Neither PrEP nor HIV 1.4%)

| ! ! 1 ! ! !
0% 5% 10 % 15 % 20 % 25 % 30 %

. Only supervised antibiotic prophylaxis with Doxycyclin . Any unsupervised 'Doxy-PEP’

Map 5.2 shows the percentage using antibiotic prophylaxis for STIs, thereby highlighting major variation
across Switzerland.

Map 5.2 Percentage having used antibiotic STI -pr ophyl axiPEPOGJddoxwmst 12 mont hs (

> 10%
7-10%
3-7%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: ©® Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 resp 3 P P P

with caution.
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5.3 Having sex

Sections 5.31 5.6 describe the sexual experiences of respondents and their male sexual partners. Although

most respondents were cisgender MSM (92 %), the sample also included transgender MSM (1.8 %),

transgender women (0.8 %) and non-binary people assigned female at birth (2 %). As a result, the reported

sexual activity consists predominantly of sex between men, particularly anal intercourse, but also includes a

small er proportion of heterosexwual activity and vagina
partners. The findings and conclusions therefore primarily apply to sex between men and anal intercourse,

but may not necessarily extend to heterosexual activity or vaginal intercourse. Differences between trans

subgroups are examined in the relevant analyses in Chapter 8.

Study participants were informed: il n t hi s survey, we use O6sex06 to mean p
to orgasm) f or o nleeywearetherasked: pldat ey scu ever had any kind
(please include any sexual.AgossSwikerland, 981% answeredsitY eismot er cour

(n =1476, missing n = 3).

The chart below shows the age profile of the 2 % who had not yet had sex with a man, compared with the
majority who had. It indicates that respondents who had not yet had sex with a man were disproportionately
younger (with a peak at 18), but that individuals of all ages taking part in EMIS-2024 reported being attracted
to men without yet having had sex with a man.

Figure 5.2 Sexual experience with men across age

'Have you ever had sex of any kind with a man?'
No (n = 30) Yes (n = 1476)

10 %
8 %

. No
5% . Yes

_n I III |I |||| ‘ I |I || I “ I‘ll IIIIIlIIIm_.-..__ )
15 20 2 30 35 40 4 50 55 60 65 70 7 80

Age (years)

Among the minority who had not yet had sex with a man (n = 30), 73 % (83 % among cisgender MSM and
non-binary AMAB individuals) were older than 25 years, and 63 % (75 % among cisgender MSM and non-
binary AMAB individuals) were older than 30 years. These findings indicate that services for men who have
recently begun, or are considering beginning, sexual activity with other men should be designed to meet the
needs of individuals across a wide age range.

Study participants were also informed: il n t hi s survey we use the term O6inte

mean sex where one partner puts their penis into the o
occurs to ejaculation. o6l ntercour sed. Thkpwer thenaskedi ncl ude
fiHave you ever had intercourse with a man (either 6érec

condom?o
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Of those who had ever had sex with a man, 96 % said fi Y e (8 1432, missing n = 4), and 90 % reported
having had intercourse with a man in the previous 12 months.

Experience of anal intercourse was very common, though not universal, among homosexually active men;
only around one in 20 reported never having engaged in it.

5.3.1 Age at first sexual experience with a man

Respondents who had ever had sex with a man were asked:iHow ol d were you the very
any kind of sex with another male, orThesewholeadevertraal e had
intercourse with a man were asked:-iHow ol d were you the very first ti me
ma | eTh@chart shows the cumulative percentage of respondents who had experienced sex with a man,

and intercourse, at each age.

Figure 5.3 At what age respondents first had sex with another man (N = 1473)

Cumulative proportions by type of experience:

0,
Lk . Any sex with men

Intercourse with men

75 %
50 %
: ‘ i i

<13 13 14 15 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31+
Age at first experience

The median age of first sexual experience with men (any sex with men) was 18 (IQR: 15i 22), and the
median age of first intercourse with men was 20 (IQR: 1771 25).

5.3.2 Recency of sexual experience with men

Respondents who had ever had sex with a man were asked: i When di d you | ast have any
steady/anon-st eady mal e partner (please incl ude.Tlosewhoshadx ual ¢
ever had intercourse with a man were asked:A When di d you | ast have intercours

steady male partner (ei t h d@hesewamswerealsocenibined mto & recaded ond o m) ?
variable indicating the recency of sex or intercourse with any male partner. For each question, respondents

were offered the same response scale indicating how recently the event had occurred. Responses are

shown below.
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Figure 5.4 Cumulative recency of sex and intercourse with men (N = 1476)

100 %
80 % 7 )
= Any sex with men
=== |ntercourse with men
60 %
’ — Sex with steady
male partners
— Intercourse with steady
male partners
40 %
— Sex with non-steady
male partners
Intercourse with
== non-steady

20 % male partners

24 h 7d 4 wk 6 mo 12 mo Sy Ever

While 17 % reported sex in the last 24 hours, 12 % reported having had intercourse during that period. This
suggests that a clear majority of sexual encounters with men include intercourse.

5.3.3 Steady and non -steady male partners in the last 12 months

EMIS-2024 followed EMIS-2010 [7] and EMIS-2017 [8] in distinguishing between steady and non-steady
male sexual partners and asking about them separately. Respondents (who had ever had sex with a man)

weretold:Al n t his survey we use the term 6steady male part:i
mean you are not O0singled, but notTheywerepharraskadeabost who ar e
steady male partners. Later in the survey they weretold:fil n t hi s survey wteadyurmle t he t e
partnersd to mean men you have had sex with once only,
who you don6t think of as a -mghtestands anomgmoes aqdaasdalner (i ncl u
partners,r egul ar s e Xheyowerd then asked abdut non-steady male partners.

Participants were asked separately about steady and non-steady male partners: il n t he | ast 12 moi

you had any kind of sex with a steady/non-s t e ady ma |l .Respoandentaaswering i Y evgere then
asked:

T AWhat was the age esteady rhate pdrtaesthat ysu hadssexwith@ @f there was
more than one non-steady male partner at that event, think of only one of them). Please give an
estimate if you are not sure. o

1T AHow many di f f esteadynmale parteees tavd youchad sex with within the last 12
mont hs?0

1T AHow many ssteadg maje/partoens have you had intercourse with within in the last 12
mont hs?0
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Figure 5.5 Age of the last non -steady and steady male partner

Non-steady male partner (N = 1221) Steady male partner (N = 956)
100 % I I I
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Respondents’ age

Among respondents aged 30 years and above, the reported age of steady male partners was more often the
same as, or close to, the respondent 0 sstealgneale panrem was
Among respondents under 30 years, non-steady male partners were more often older than steady male

partners. Among respondents who had ever had sex with a man, 66 % reported having had sex with a

steady male partner in the last 12 months (n = 956, missing n = 40), and 84 % reported having had sex with

a non-steady male partner (n = 1224, missing n = 40). Sex with a steady male partner in the past 12 months

was less commonly reported than sex with a non-steady male partner.

5.3.3.1 Numbers of non -steady male partners in the previous 12 months, intercourse and
condomless intercourse with these partners

Table 5.4 shows the percentages of respondents reporting increasing numbers of non-steady male sexual
partners (N = 1503, missing n = 6), those with whom they had intercourse (N = 1494, missing n = 15), and
those with whom they had condomless intercourse (N = 1478, missing n = 31).

Table 5.4 Number of non -steady male partners in the last 12 months among respondents who had
ever had sex with a man

Number of male sexual Non-steady male Non-steady male Non-steady male condomless
artners in the last 12 months partners (%) intercourse partners (%) intercourse partners (%)

p N = 1503" N = 1494™ N = 1478™

None 19.0 26.8 46.1

1 4.1 6.1 8.5

2 7.0 7.4 6.1

3 8.1 7.8 4.5

4 5.0 4.6 4.2

5 5.5 5.0 3.0

6 3.4 3.9 2.2

7 2.3 1.7 1.2

8 2.9 1.6 1.2

9 0.5 0.3 0.5

10 6.1 5.2 3.0

117 20 14.8 13.0 7.9

21i 30 7.8 6.2 4.2

31i 40 3.6 2.7 2.0

417 50 2.1 1.9 1.6

More than 50 8.0 6.0 3.9

Total 100.0 100.0 100.0

*Missmg n=6; Ml\mssmg n=15; ml\mssing n=31
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In the previous 12 months 19 % reported having no sex with non-steady male partners, 27 % reported no
intercourse with non-steady male partners, and 46 % reported no condomless intercourse with non-steady
male partners. Conversely, 54 % reported condomless intercourse with one or more non-steady male
partners; 18 % reported intercourse with one or more non-steady male partners but always used a condom;
and 8 % reported having sex with non-steady male partners without having intercourse with them.

Among those who reported condomless intercourse with a non-steady male partner, 41 % reported taking
antiretroviral medicationd PreP or ARTO which, when taken as prescribed, prevents HIV transmission.

Among the 81 % of respondents who had sex with at least one non-steady male partner in the previous year,
5 % reported having only one. The median number of non-steady male sexual partners (among those who
had any) was ten. The distribution was wide, with 8 % reporting sex with more than 50 men in the past year.

When banded ordinal data on the number of sex partners among MSM are converted into a continuous scale
variable [9], the mean number of non-steady male sexual partners (among those who had any) was 24. This
conversion also allows the calculation of the interquartile range (IQR): 50 % of respondents with non-steady

male partners reported between 4i 28 partners.

5.3.3.2 Recency of sex with steady and non -steady male partners

Table 5.5 shows the percentages of respondents (who had ever had sex with a man) reporting steady and
non-steady male partners across different time periods.

Table 5.5 Percentages of respondents that had steady and non  -steady male partners in different time
periods

ésex with ...sex with a non - ...intercourse with a ...intercourse with a

When did you last have... male partner steady male partner steady male partner non-steady male
(%) (%) (%) partner (%)
N = 14562 N = 1398° N = 1456° N = 1398¢
Within the last 24 hours 10.8
Within the last 7 days 25.5 27.3 21.0 24.6
Within the last 4 weeks 14.0 24.5 15.4 23.1
Within the last 6 months 10.0 17.2 12.9 17.6
Within the last 12 months 5.3 5.4 6.7 6.4
Within the last 5 years 14.3 7.9 15.3 9.2
More than 5 years ago 9.5 5.2 12.2 7.7
Never 10.5 2.9 9.2 3.8
Total 100.0 100.0 100.0 100.0

AMissing n = 3; bI\/Hssmg n = 4; “Missing n = 3; dMissmg n=3.

Based on these responses, across Switzerland, 66 % had had sex and 63 % had had intercourse with a
steady male partner in the previous 12 months. In the same period, 84 % had had sex and 79 % had had
intercourse with a non-steady male partner.

5.3.4 Risk mitigation during intercourse with non -steady male partners

There are several strategies for reducing the risk of HIV transmission during intercourse with non-steady

male partners. Commonly used strategies include condom use, HIV pre-exposure prophylaxis (PrEP),

treatment as prevention among people diagnosed withHI V. ( U=U) , HI'V 6serosortingé (
HI'V status and having sex only with -parfinegé (@felk hhienga
partner6s use of PrEP). Sitwhaday [Hd rvt ipagiepvemttd ome rsd rad lkegd:
f r e g u eRespbngeddptions and results are shown in Table 5.6 and Table 5.7. For example, 66 % of

respondents with diagnosed HIV reported relying on U=U as their most frequently used HIV prevention

strategy, while 66 % of respondents not taking PrEP reported condom use as their main HIV prevention

strategy.
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Table 5.6 Most frequently used HIV prevention strategy during intercourse with non -steady male
partners, by HIV diagnosis and PrEP use

HIV dlagn05|s and | rely on Condoms | | use PrEP (I rely E;EPF;ESTQS of my Asking about Nr())rg\?:r:(t:iglr?r
0, 0, 0, 0,
PrEP use U=U (%)~ (%) (%) partners) (%) HIV status (%) method (%)

Diagnosed HIV 65.8 16.4 5.5 2.1 10.3
n =146

Taking PrEP 14 9.0 85.8 2.1 0.9 0.7
n =422

Not taking PrEP

(last test HIV 3.1 66.2 2.8 5.0 114 11.4
negative)

n=782

Never tested for HIV 5.7 57.4 6.4 0.7 10.6 19.1
n =142

" Missing n = 0; ” Missing n = 4.

5.3.5 Use of antiretroviral drugs to prevent HIV transmission during intercourse with non -
steady male partners

The use of antiretroviral medication to prevent HIV transmission was the most commonly reported method
among respondents diagnosed with HIV and among those taking HIV-PrEP (Table 5.6). Among respondents
diagnosed with HIV, the primary reason for taking antiretroviral medication is the benefit to their own health.
Among respondents not diagnosed with HIV, the use of antiretroviral medication as chemoprophylaxis (HIV-
PrEP) has become increasingly common in recent years as a means of preventing HIV acquisition. In
particular, long-term daily use of HIV-PrEP is often associated with higher numbers of sexual partners

(Table 5.7), with 7 % of those reporting none or one non-steady partner in the previous 12 months using
PreP, compared with 66 % of those reporting more than 20 non-steady partners.

Table 5.7 Most frequently used HIV prevention strategy, by number of non -steady male partners in
the last 12 months among respondents not diagnosed with HIV

Overall number of non - PreP surfing . No particular

steady partners in the I_rely on Comivig || L= PIE> (I rely on PrEP use of Faliiig eloan prevention
. = (%) (%) HIV status (%)

last 12 months my partners) (%) method (%)

None or 1 1.6 58.4 1.2 14.4 17.8
n = 346
2i5 5.5 58.9 14.4 4.3 9.2 7.8
n =384
6110 4.9 46.6 29.9 5.9 4.9 7.8
n =229
117120 1.0 44.8 42.9 34 4.4 34
n=222
More than 20 0.8 21.4 65.8 4.1 4.1 3.8
n =322

" Missing n = 0; ” Missing n = 4.

5.3.6 Condom use during intercourse with non  -steady male partners

Study participants who reported having a non-steady male intercourse partner in the last 12 months (74 % of

those who had ever had sex with men) were asked:il n t he | ast 12 months, how oft
when you had intercourse withnon-st eady mal e The r@spdnse®ptien® and the percentage of

respondents selecting each are shown in Table 5.8.

Table 5.8 Condom use for intercourse with non  -steady male partners in last 12 months (N = 1093)

Frequency of condom use during intercourse % of all with non -steady male partners in the last 12 months
N = 1093"

Never 21.8
Seldom 20.6
Sometimes 15.6
Mostly 18.8
Always 23.3
Total 100.0
*Missmg n=0.
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Around four out of five respondents (78 %) who had intercourse with non-steady male partners in the last 12
months had some experience of condom use, suggesting that condoms are still common during intercourse
with non-steady male partners. However, consistent use is not the norm, with only 23 % of respondents (who
had intercourse with non-steady male partners) being consistent users, 55 % being inconsistent users and
22 % never using condoms. Map 5.3 shows consistent condom use in the previous 12 months, among

respondents having anal intercourse with non-steady male partners, thereby highlighting moderate variation
across Switzerland.

Map 5.3 Percentage with consistent condom use, previous 12 months, among respondents having
anal intercourse with non -steady male partners (N = 1093)

25-30%
20-25%

<20%

8 J 4
-
A At _.»‘"‘ =
Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 3 P P [ g with caution

As the comparison between Map 5.1 and Map 5.3 shows, taking HIV-PrEP has, to some extent, replaced
condoms as the preferred method of reducing the risk of acquiring HIV. The following Map 5.4 shows the
proportions of survey participants in Switzerland who neither used condoms consistently nor took HIV-PrEP
nor were on antiretroviral treatment for HIV, and who had intercourse with non-steady male partners whose
HIV status was unknownd thereby highlighting very limited observable variation across Switzerland. This
suggests that PrEP use may, to some extent, have replaced condom use during anal intercourse, rather than
being adopted in addition to it. At the same time, the maps indicate that a substantial proportion of
respondents remain without consistent protection, implying that overall HIV risk may not have declined
uniformly.
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Map 5.4 Percentage who used neither condoms nor HIV ~ -PrEP nor were treated for HIV and had anal
intercourse with non -steady male partners of unknown HIV status in the last 12 months (N = 1093)

10-20%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu)

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95
Ticino has fewer than 50 respondents; interpret respective percentages/colours with caution

We examined changes in HIV risk-reduction strategies across EMIS waves among respondents reporting
sex with non-steady male partners in the previous 12 months, as this context captures the most relevant HIV
transmission risk, while recognising that risk may also occur within steady partnerships. Ideally, this analysis
would be stratified by HIV status, as changes in the proportion of respondents living with diagnosed HIV
could influence the results. However, this proportion has remained largely stable over time. Not stratifying by
HIV status has the advantage that behavioural HIV risk-management strategiesd namely, avoiding anal
intercourse with non-steady partners, consistent condom use, ART adherence resulting in an undetectable
viral load (U=U), and PrEP used as well as the remaining group reporting none of these strategies, can be
presented within a single figure.

While acknowledging that not engaging in anal sex with non-steady partners may partly reflect sexual
preference rather than deliberate risk management, a substantial proportion of respondents report no such
behaviour. Figure 5.6 shows that this proportion appears to have declined slightly over time, the proportion
reporting consistent condom use has decreased, and that respondents living with diagnosed HIV are
increasingly likely to have an undetectable viral load, reflecting improvements in the HIV care cascade. At
the same time, as expected, the use of PrEPd unavailable in 2010 and only beginning to be rolled out in
201706 has increased substantially. However, the proportion of respondents at risk of HIV transmission has
not declined markedly.

Of note, this figure uses a slightly different denominator than Map 5.4 above (sex with non-steady male

partners instead of anal [or vaginal] intercourse with non-steady male partners). Furthermore, in this figure,

respondents living with HIV who did not engage in anal sex with non-steady partners are included in this

category regardless of viral load status. Respondents reporting both consistent condom use and PrEP use

were classified under consistent condom use. The figure also does not account for HIV risk associated with

sex with steady male or female partners, nordoesitc onsi der ot her strategileees such
relying on a partner és Pedd 588)e) or 6éserosortingd (see
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Figure 5.6: Change in HIV transmission risk reduction strategies across EMIS waves, among
respondents reporting sex with non  -steady male partners in the past 12 months (N = 1224)

100 %
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5.3.7 Other methods of risk mitigation in condomless intercourse with non -steady male
partners

Not all instances of condomless intercourse with non-steady male partners among people not taking
antiretroviral medication carry the same risk of HIV transmission. Several risk-reduction strategies used by
MSM in these situations have been identified. These include 6 s e r o s (ber avaidmgodndomless
intercourse except with partners whose HIV status is known); having condomless intercourse only with HIV-
positive partners whose viral load is undetectable; and/or having condomless intercourse only with HIV-
negative partners who are taking PrEP.

Across Switzerland, 99 % of respondents reported ever having had sex with a man. Among these, 74 %
reported having had any sex with a non-steady partner in the previous 12 months. Among these 99 %
reported anal or vaginal intercourse.

Among the 1093 respondents who had intercourse with a non-steady male partner in the previous 12
months, 797 (73 %) reported condomless anal or vaginal intercourse (CAVI) with at least one non-steady
male partner. This corresponds to 53 % of all respondents who had ever had sex with a man.

Among respondents reporting CAVI in the previous 12 months, 63 % reported either living with diagnosed
HIV and receiving treatment (n = 102) or using PrEP (n = 398). The remaining 37 % reported neither HIV
treatment nor PrEP use and therefore may have been at risk of HIV transmission.

As shown in Table 5.9, all these percentages varied across respondents taking antiretroviral drugs for HIV
treatment, as chemoprophylaxis (PrEP), and respondents reporting neither.
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Table 5.9 Sexual behaviour by HIV and PrEP status

Sexual behaviour in the past 12 months Not taking ART or PrEP (%) | Taking PrEP (%) | Taking ART (%)
N =873 N =478 N = 146

Any sex with non-steady male partners” 61.6 91.4 84.2
Among the above:

Intercourse with non-steady male partners™ 98.0 99.5 99.2
Among the above:

CAVI with non-steady male partners™? 53.3 9L5 oL8
Among all with non-steady male partners: 32.2 83.3 76.7

CAVI with non-steady male partners @
"Missing n = 3; "Missing n = 15; ""Missing n = 31
ACAVI = condomless anal or vaginal intercourse.

Respondents using PrEP and those diagnosed with HIV and receiving treatment were more likely to report
condomless intercourse with non-steady partners than other respondents. These findings suggest that,
although preferences for intercourse were broadly similar across groups, MSM and trans and non-binary
people using antiretroviral drugs, either as HIV treatment (ART) or as PrEP, engaged more frequently in
condomless intercourse.

6Serosortingd

Respondents who reported condomless intercourse with a non-steady male partner in the previous 12
months were asked the following three Noi Yes questions:

T Aln the |l ast 12 mont hs, have you hadeady mdleparttes ur se wi
who you knew at the time was HIV positive?0o0

T Aln the |l ast 12 mont hs, have you hadeady mdlepartnes ur s e wi
who you knew at the time was HIV negative?0

T Aln the |l ast 12 months have you haesteadyymaepatmeur se wi t
whose HIV status you did not know or think about at

The percentages indicating fi Y ete €ach question are given in Table 5.10, stratified by HIV/PrEP status.

Table 5.10 Perceived HIV status of non -steady male condomless intercourse partners, by HIV/PrEP
status

Respondents reporting inconsistent ...who you knew at ...who you knew at the ...whose HIV status you did
condom use with non -steady male partners the time was HIV time was HIV negative not know or think about at
in the last 12 months positive (%) (%)™ the time (%) ™
Diagnosed HIV 45.7 62.9 79.3

n=116

Taking PrEP 26.0 69.9 76.2

n =408

Not taking PrEP 6.2 66.8 44.6

n =307

!\lote. Row percgntaqes do not lotal 100 % because respondents could select more than one response option.
Missing n = 2; "Missing n = 15; “'Missing n = 4.
Among respondents reporting CAVI with non-steady male partners, those with diagnosed HIV reported the
highest proportion of condomless intercourse with partners they believed to be also be living with HIV
(46%) . This pattern is consistent with O6serosortingdo, wl
partners whom they believe to share the same HIV status. Such partner selection may, among other factors,
reflect efforts to avoid rejection, minimise disclosure-related concerns, or reduce experiences of anticipated
stigma. Given the effectiveness of antiretroviral therapy in preventing HIV transmission (U=U), serosorting
among men living with HIV may now serve primarily as a strategy for managing disclosure, stigma, and
partner negotiations rather than as a means of reducing HIV transmission risk.

Respondents taking PrEP reported a smaller but still substantial proportion of condomless intercourse with
partners they believed to be living with HIV (26 %). This proportion was higher than the prevalence of HIV in
the Swiss EMIS sample (10 %). This suggests that PrEP users may feel broadly protected against HIV
infection, which could reduce both fear of transmission and reluctance to have condomless sex with partners
known to be living with HIV. This pattern may also be consistent with lower HIV-related stigma in partner
selection.
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In contrast, respondents not diagnosed with HIV and not taking PrEP reported the lowest proportion of
condomless intercourse with partners they believed to be living with HIV (6 %). This proportion was
substantially lower than would be expected based on the prevalence of diagnosed HIV in the wider
population of potential partners, suggesting some degree of avoidance of partners perceived to be living with
HIV. Respondents in this group also reported the lowest proportion of partners whose HIV status was
unknown or not considered at the time (45 %).

Taken together, these findings suggest that partner selection according to perceived HIV status remains
common, although it appears to serve different functions across groups: among respondents diagnosed with
HIV, it may reflect serosorting and the management of disclosure and stigma; among PrEP users, it may
reflect confidence in biomedical protection; and among respondents not taking PrEP, it may reflect
avoidance of partners perceived to be living with HIV.

Communication about undetectable viral load (U=U) and PrEP

Participants who reported condomless intercourse with a non-steady male partner whom they knew at the
time to be HIV positive were asked: i Di d t -pasitive rHan/Mose HIV-positive men have undetectable
vi r al Réspoasa 8plions are shown in Table 5.11.

Participants who reported condomless intercourse with a non-steady male partner whom they knew at the
time to be HIV negative were asked: i Wa s t hnagdativéinhak/were those HIV-negative men taking

P r E PTable 5.11 presents the distribution of responses to these two questions, expressed as percentages
of the respondents who were asked each question.

Table 5.11 Known viral load and PrEP status of non -steady condomless intercourse partners in the
last year, by HIV status and HIV -PrEP use

Not taking Taking Diagnosed
Prep PrepP HIV
(N = 307) (N = 408) (N =116)

In the last 12 months, have you had intercourse without a condom with a non

steady partner é

Yes, | knew he did/they all did 84.2 78.3 60.4
Yes, | knew some of them did 5.3 9.4 11.3
No, he did not/none of them did 0.0 0.9 1.9
| don't know 10.5 11.3 26.4
| don't understand the question 0.0 0.0 0.0
Yes, | knew he did/they all did 30.7 30.5 45.2
Yes, | knew some of them did 28.8 56.1 34.2
No, he did not/none of them did 15.6 3.5 0.0
| don't know 24.9 9.8 20.5
| don't understand the question 0.0 0.0 0.0

aMissing n = 2; PMissing n = 0; *Missing n = 15; “Missing n = 0; ®Missing n = 4.

Among respondents reporting condomless intercourse with non-steady male partners in the previous 12
months, only very small proportions reported that they did not understand the questions about undetectable
viral load and PrEP.

When knowing their partnersé HIV status, respondents n
living with diagnosed HIV to report knowing (i Y e s I knewéo; )thd\voal loat statud of theirn ot é 0
HIV-positive condomless intercourse partners (not taking PrEP: 90 %; taking PrEP: 89 %; diagnosed HIV:

74 %.)

In contrast, PrEP users were more likely than respondents not taking PrEP or those living with diagnosed
HIV to report having discussed (i Yes, | knewé o ; )iMmNREP sthtes ofdheidcondontess o
intercourse partners (taking PrEP: 90 %; not taking PrEP: 75 %; diagnosed HIV: 79 %.)
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5.4 Last sex session with anon -steady male partner

This section addresses, among other topics, group sex. The analytic sample for this report includes not only
cisgender and transgender MSM across Switzerland, but also non-binary individuals assigned male at birth,
non-binary individuals assigned female at birth, and transgender women (see the introduction to Chapter 4,
Section 5.3, Chapter 8, Section 9.2). We did not examine general group sex experiences specifically
among transgender women and non-binary individuals assigned female at birth. Their experiences should
not be assumed to mirror those of cisgender MSM or non-binary individuals assigned male at birth.

Across Switzerland, 1222 respondents provided information about their most recent sexual encounter with
one or more non-steady male partners. These respondents constitute the denominator for all results
presented in this section.

5.4.1 Number of sex partners involved

Participants who reported sex with a non-steady male partner in the last 12 months were asked: i Wer e you

having sex with one man or more than one mano

Around three out of four respondents (76 %) said that their most recent sexual encounter with a non-steady
partner had been a twosome involving only themselves and that partner. In 6 % of cases, the encounter
involved the respondent, his steady male partner, and one non-steady partner (a threesome). In 9 %, it
involved the respondent and two non-steady partners (also a threesome), and in 9 % it involved the
respondent and three or more other partners (group sex).

The overall percentage of respondents reporting multi-partner sex (i.e., more than two people involved)
during their most recent encounter with a non-steady partner was thus 24 %, with regional-level variation
presented in Table 5.21 (Section 5.10).

By age group, among respondents sexually attracted to men and reporting having had any kind of sex with a
non-steady male partner in the past 12 months, multi-partner sex became more common with increasing age
and peaked in the underage-year age group (67 %). Multi-partner sex was also common among respondents
taking PrEP (29 %) and among respondents with diagnosed HIV (40 %).

5.4.2 Previous sex with partner(s)

Participants were asked about their most recent non-steady sex partner(s): AiHave you had sex
before (on a di Mésesexaaheancouniers with hoa-stdady anale partners were with men the
respondents had not met before; more than 58 % of all encounters were reported to be with a partner they

had not had sex with previously.

Across all encounters with non-steady partners, 14 % involved a partner they had met once before, and
28 % involved partners they had met on multiple previous occasions. Figure 5.7 shows those proportions
across the four different types of sexual encounters described above: twosome, threesome with steady
partner, threesome with two non-steady partners, and group sex.

Group sex and threesomes involving two non-steady partners were more likely to involve partners whom the
respondent had met previously than were twosomes or threesomes involving a steady partner.
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Figure 5.7 Prior acquaintance with most recent non  -steady male partners by encounter type

100 %
75 %
. First encounter
50 % . Met once before
. Met more than once
25 %

. Me, my steady partner Me and two non- Me and three or
J”St{;“: ga;:j)hlm and a non-steady partner steady partners more other partners
(n=72) (n=113) (n=108)

5.4.3 Where partners first met

Participants were asked: i Wher e di d you f i,withthe mspande ogtionsrshdwhia m? o
Table 5.12. The most common way respondents first met their most recent non-steady sex partner(s) was
via a mobile phone app (60 %), followed by elsewhere on the Internet (24 %).

This question was answered by 1217 respondents. However, because some encounters involved multiple
partners, respondents could report the place where they first met each partner involved in that session. This
resulted in a total of 1283 reported meeting places.

It is important to note that all subsequent analyses examining associations between meeting place and other
factors are influenced by the surveyds sampling frame.
who never or only rarely use smartphone apps or the Internet to find partners are likely to be

underrepresented in the sample.

Table 5.12 Where last non -steady male partner(s) were first met

Location of first meeting with last non  -steady partner(s) One partner (%) * | Multiple partners (%)
N =999 N =218

A gay community centre, gay organisation or gay social group 1.3 4.1
A gay café or gay bar 14 2.8
A gay disco or nightclub 1.3 5.0
A backroom of a bar, gay sex club, a public gay sex party 1.4 10.6
A gay sex party in a private home 0.4 6.9
A gay sauna 6.6 27.1
A porn cinema 0.4 0.9
A cruising location (street, roadside service area, park, beach, baths, lavatory) 3.4 16.1
On my mobile phone (or other GPS enabled device) 64.7 39.9
Elsewhere on the internet 11.0 12.8
Elsewhere 8.1 4.1
Total 100.0 o]

Note. Percentages for the Multiple partners column do not total 100 % because respondents could select more than one response option.
"Missing n = 0; "Missing n = 0.
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Across Switzerland, around three out of five respondents reported finding their most recent non-steady sex
partner via mobile dating apps (60 %), with regional-level variation shown in Table 5.23 (Section 5.10).

Using the Internet in general to establish sexual contacts did not vary across age groups, but the choice
between mobile phone apps and other Internet sites did. Younger respondents (< 30 years) were more likely
to report meeting partners through gay community organisations, community centres, and gay nightclubs,
whereas older respondents (40+ years) more often reported meeting partners in bars, sex clubs, saunas,
porn cinemas, and cruising locations.

Figure 5.8 Places where sex partners were first met, by HIV/PrEP status (N = 1508)

Diagnosed HIV (n = 93), PrEP users (n = 337), Neither PrEP nor HIV (n = 558)

=
Q
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5.4.4 Where sex took place

Participants were asked: A Wher e di d vy dwith your mast recembn@nésteady male partner(s).

The most common setting for sex with a non-steady partner was the privacy of a home (68 %). This was
followed by a hotel room (7 %), a cruising location (7 %), a sauna (10 %), , a club or the backroom of a bar
(3 %), and a porn cinema (0.2 %).

A cross-tabulation of where partners first met and where sex took place shows thatd apart from explicitly
sexual venuesd most encounters occurred in a private home or hotel room, regardless of the initial meeting
place. By contrast, when partners first met at a gay sex venue, the sexual encounter usually took place there
as well. When partners first met in a gay sauna, 89 % of subsequent encounters also took place in the
sauna. When they met in a backroom or gay sex club, 61 % of encounters took place at the same location.
Similarly, when partners met in a porn cinema or at a cruising location, 60 % of subsequent encounters took
place there.
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Figure 5.9 Sexual encounter locations across partner constellations
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5.4.5 Communication and risk mitigation before and during the sexual encounter

Respondents who reported having had sex with one or more non-steady partners in the previous 12 months

were asked a series of questions about what, if anything, they had communicated with these partners

regarding HIV status, PrEP use, and viral load. These included what they themselves had disclosed about

their HIV status, what they knew or assumed about thei
discussed, andd if they had disclosed living with HIVd whether they had talked about their most recent viral

load measurement.

Communication with partners about HIV status, PrEP use, and viral load is shown by reported HIV testing
history in Figure 5.10. These figures describe what respondents disclosed to their most recent non-steady
partner. Figure 5.11 presents the corresponding information that respondents reported receiving from, or
assuming about, these partners.

Figure 5.10a shows responses to the questoniWhat did you tel/l him/them about
dur i n g, ststdied ByOHIV/PrEP status: participants who had never been tested for HIV, those whose last

HIV test was negative and who were not taking PrEP, those currently taking PrEP, and those diagnosed with

HIV. PrEP users reported communicating about their HIV status most frequently (partly implicitly through

disclosure of PrEP use), whereas most participants who had never been tested for HIV and most participants

diagnosed with HIV preferred not to communicate their HIV status.

Participants who reported that they had communicated a negative HIV status to their last non-steady
partner(s) were then asked: i What did you tel/l hi m/ MdstePrBP esbrowhdo hag our Pr [
disclosed their HIV status also reported telling their partner(s) that they were using PrEP (Figure 5.10b.).

Participants who had disclosed that they were living with HIV to their last non-steady male partner were
subsequently asked: i What did you tell t hBlostrepdrtedihat theyohad toldvheir a | | oad
partner that their viral load was undetectable (Figure 5.10c).
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Figure 5.10 What respondents said about their HIV status, PrEP use, and viral load at their last sexual
encounter

No HIV test (n = 83); Tested HIV-neg. (n = 587); PrEP users (n = 405); Diagnosed HIV (n = 130)
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Study participants with non-steady male partners were also asked: A What di d you know or thi
his/their HIV st at((#Figuretbdfapr eRbpoi ngngek”frowl edge of a pa
suggesting explicit communicationd ranged from 30 % to 47 %. I n contrast, assumptions
HIV status were reported by 48 % to 62 %.
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Figure 5. 11 What respondents knew or assumed about their

viral load at their last sexual encounter

No HIV test (n = 53), Tested HIV-neg. (n = 442), PrEP users (n = 244), Diagnosed HIV (n = 62)
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The proportion reporting that they had not thought about the HIV status of their most recent non-steady male
partner was highest among participants who had never been tested for HIV, at 8 %.

Study participants knowing or assuming their partners being HIV negative were asked: i Di d he or
them tell you hel/ (Figueey5.1%b¢ PrEP usenconfnuricBti®noof the partner was most

commonly reported by participants who themselves took HIV-PrEP, followed by participants diagnosed with
HIV.
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Those who knew or assumed that their partner was HIV positive were asked: i Di d he or any
he/ they had undetAmorigibsk eponing suaH parinersadis@asure of viral load status
was reported by up to 64 % (Figure 5.11c).

5.4.6 Potential information inconsistencies

Because information on HIV testing history, antiretroviral treatment, and PrEP use was collected
independently from the questions about the most recent sexual encounter, it is possible to compare these
data with what respondents reported having communicated to their last non-steady sex partner.
Discrepancies may arise for a variety of reasons and do not necessarily indicate intentional
misrepresentation. For example, the exact timing of the most recent encounter is unknown (beyond having
occurred within the last 12 months), and information that was accurate at the time may have changed since.

The most common inconsistency concerns the communication of a negative HIV status by respondents who
reported elsewhere in the questionnaire that they had never been tested for HIV. This was reported by 25 %
of untested respondents (Figure 5.10a).

Similarly, some respondents reported telling their last non-steady sex partner that they were using PrEP,
despite indicating elsewhere in the questionnaire that they had never used PrEP; this was particularly
observed among respondents diagnosed with HIV. In contrast to these discrepancies, reports of an
undetectable viral load appeared to be more consistent. Only 0 % of respondents who told their last non-
steady sex partner that their viral load was undetectable indicated elsewhere in the questionnaire that their
most recent viral load had been detectable at last monitoring.

5.5 Sexual repertoire with non -steady male partners

of t h

Study participants who reported sex with non-steady male partners were asked: A Thi nki ng about t he

youbve hadteady malk partnera only, how long has it been since you engaged in each of the

foll owing? (please say when you | ast di dTheywereghetni ng, ev

presented with the following Iist (worded in the
needs):

1. mutual masturbation,

2. sucki ng a meceptive orghie the figure(below),

3. having onebos ingegtiae omal inshe Gigkre loklow),

4. | i cki ng a rimeingirsthedigune beloy),

5. having a man |geting rimnedanihe figare bekbw),(

6. insertive anal intercourse,

7. receptive anal intercourse,

8. inserting oneb6s f iissertivé fistingin tlae fignee befow), r ect um (

9. having a mandés i nsert i megeptivéfistingin theifiggne beiow). one d s

The timing of most recent engagement in each of the nine sexual practices is displayed using separate
recency curves. Participants who elsewhere indicated having a vagina rather than a penis were asked
additional questions about receptive vaginal intercourse and fisting; these are not presented here but only in
Chapter 8.

The Sexual Repertoire Score (SRS) [10] is an additive score ranging from 1 to 9, based on engagement in
the above nine sexual practices with non-steady male partners during the previous 12 months. The diversity
of sexual repertoire has been shown to influence STI risk among MSM, independent of partner numbers.
Across Switzerland the median SRS was 7 (IQR: 5i 7). Across age groups, the SRS increased from 5 among
respondents under 20 years of age, peaked in the 407 44 age group (7) and declined slightly thereafter. It

quest

rect uil

was higher among respondentswh o wer e fully 6out 6 about their attract
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wer e
12 months (7) than among those without a recent syphilis diagnosis (6).

Figure 5.12 Cumulative recency of sexual repertoire with non
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Due to an error in EMIS-2024, and in contrast to previous waves, questions were displayed only to
participants who reported sexual attraction to women. As a result, information on the recency of sex with
women was not collected from participants who did not report such attraction. While this limits both the
completeness and comparability of the data, findings from EMIS-2017 suggest that very few of participants
not attracted to women reported recent sexual activity with women (see EMIS-2024 variable manual [1]).

In EMIS-2024, among respondents who reported (also) being attracted to women (18 % of Swiss sample),
94 % reported having had sex with a woman in the previous 12 months. Among respondents reporting a

female steady partner, this proportion was 97 %, both of which suggest a high degree of internal validity in
the responses.

5.7 Substance use

t

Information on substance use was a key priority for the EMIS Network. Data on licit and illicit drug use were
collected by self-report. The recency-based response format reduced reliance on long-term recall, while the
anonymous, self-completed online format is likely to have reduced social desirability bias. Nevertheless,

despite extensive translation and harmonisation procedures, subtle differences in the interpretation of drug-
related terminology across languages and cultural contexts cannot be excluded and may have influenced the
comparability of responses between countries.
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5.7.1 Use of legal drugs

Study participants were asked: A When was the | ast followes byfive substanaeson me d é 0

substance groups that are not illegal to possess in most of Europe: alcohol; tobacco products; poppers
(nitrite inhalants); Viagra, Cialis, Levitra, or other substances used to help achieve or maintain an erection;
and sedatives or tranquillisers (e.g. Valium, Rivotril, Rohypnol, Xanax, Seduxen, Phenazepam). We did not
assess whether erection-enhancing drugs or sedatives had been prescribed.

Table 5.13 presents cumulative percentages for respondents who had used each substance over
progressively longer recall periods. The bottom two rows show conditional proportions: first, the percentage
of lifetime users reporting use in the past 12 months (an indicator of continued use), and second, the
percentage of past-year users reporting use in the past 7 days (an indicator of more frequent use).

Table 5.13 Recency of specific substance use

Cumulative %
Recency Alcohol obacco products Poppers | Viagra etc. | Sedatives
N = 14572 N = 1037° N = 945°¢ N = 607¢ N = 310°
6.2 4.1 2.5

Within the last 24 hours 37.7 26.1

Within the last 7 days 75.7 315 17.9 145 3.9
Within the last 4 weeks 86.1 35.3 27.2 22.7 5.5
Within the last 6 months 91.0 40.6 36.1 29.1 8.0
Within the last 12 months 92.6 43.3 43.1 32.7 9.7
Within the last 5 years 94.1 49.7 50.9 36.9 15.2
Ever 96.6 68.9 62.7 40.3 20.6
7 days as a fraction of 12 months 81.8 72.9 41.4 44.3 40.4
12 months as a fraction of ever 95.8 62.9 68.7 81.1 47.1

aMlssmg n=1, bI\/Hssmg n=3; CMlssmg n=2; dMlssmg n=4, eI\/Hssmg n=4

Figure 5.13 presents these data graphically, showing the cumulative percentages for those having used
each of the drugs during their lifetime.

Alcohol was the most commonly used substance across all time intervals. Lifetime experience with alcohol
was almost universal (97 %). Around two out of five respondents (38 %) reported having consumed alcohol
in the previous 24 hours, and this proportion increased sharply when considering use within the past seven
days (76 %).

In contrast, a similar proportion reported using tobacco in the previous 24 hours (26 %), but the increase
over a seven-day period was only modest (32 %). This suggests that most respondents who had used
tobacco in the past week had also used it within the previous 24 hours, indicating more regular or daily
consumption among tobacco users.

The other three substances, which are not illegal to possess in most of Europe, were used by substantially
fewer respondents than alcohol and tobacco.
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Figure 5.13 Cumulative recency of consuming alcohol, tobacco, poppers, Viagra (or equivalent), or
sedatives
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5.7.2 Use of illicit drugs

After being asked about substances that are not illegal to possess, all study participants were asked: i Ha v e

you ever taken any ot her AcrossSwiteedand, 46r¥mahswerad A IY kb Bhdseiwio dr ugs
responded i Y e0s we r e t hiiewlh eans kweads: t he | ast followes byyhe (4 types ofs u me d é 0
illicit drugs listed below:

Cannabis (hashish, marijuana)

Synthetic cannabinoids (e.g.ispi ce o0, fAK20, Aherbal incenseod)
Ecstasy (E, XTC, MDMA) (as a pill, crystal, or powder)

Amphetamine (speed)

Crystal methamphetamine( cr yst al , met h, ATi nao, Pervitin)
Heroinorrelateddrugs ( ipoppy strawod, fAkompoto, fentanyl)
Mephedrone (4-MMC, fAmeowo, methylone, fAbubbl esod)

Synthetic stimulants other than mephedrone (e.g. MXE, bathsalts, 3-MMC, 4-MEC, 4_FA, XTC-light)
Alpha PHP

GHB/GBL( Al i qui d ecstasyo)

Ketamine( ispeci al Ko)

LSsD( fiaci do)

Cocaine

= = = =4 -4 - -2 -4 -5 -2 -4 - -2 -2

Crack cocaine
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For each drug, respondents were given a scale indicating how recently they had used it [11]. The questions
referred to each substance separately; poly-drug use (the combined use of multiple substances) was not
assessed.

Tables 5.14 and 5.15 present the cumulative percentages of respondents who had used each drug over
progressively longer recall periods. The bottom two rows show conditional proportions: first, the percentage
of lifetime users reporting use in the past 12 months (an indicator of continued use), and second, the
percentage of past-year users reporting use in the past 7 days (an indicator of more frequent use).

Table 5.14 Recency of illicit or recreational drug use (part 1)

Cumulative %

Synthetic
Stimulants

N =655 | N=352° N =111° N=115¢ N = 3629

Recency

Cannabis | Ecstasy | Amphetamines GHB/GBL | Cocaine

Within the last 24 hours 5.3 0.2 0.1 0.7
Within the last 7 days 9.1 15 0.4 1.6 1.8 2.2
Within the last 4 weeks 12.8 3.4 0.5 2.5 3.0 4.2
Within the last 6 months 19.2 8.6 1.6 4.4 4.9 8.8
Within the last 12 months 24.1 11.9 2.5 5.7 7.0 12.5
Within the last 5 years 31.4 17.2 4.3 7.4 10.5 17.8
Ever 43.4 23.3 7.4 7.6 14.0 24.0
7 days as a fraction of 12
months 38.0 12.8 16.2 27.9 66.7 25.7 17.6
iser:m”ths a5 & fraction of 55.4 51.1 33.3 74.8 305 495 51.9
aMiSS\ng n=0; bMissmg n=0; CMisswng n=0; dI\Aissmg n=1; eMiSS\ng n=0; f!\/Iissmg n=0; g!vlissing n=0.
Table 5.15 Recency of illicit or recreational drug use (part 2)
Cumulative %

Recency Synthetic : ;

e Heroin | Mephedrone | Ketamine Crack

N = 592 N = 30° N = 104¢ N = 174¢ N = 30¢

Within the last 24 hours 0.2 0.3 0.1 0.1
Within the last 7 days 0.3 1.4 0.1 11 0.3
Within the last 4 weeks 0.4 2.5 0.2 2.1 0.3
Within the last 6 months 1.2 4.2 0.3 3.9 0.6
Within the last 12 months 1.7 5.7 0.3 4.8 0.8
Within the last 5 years 25 8.0 0.7 6.3 1.3
Ever 3.9 9.6 2.0 6.9 115 13.3 2.0
7 days as a fraction of 12
o 20.0 24.4 40.0 22.2 21.1 9.9 33.3
12 months as a fraction of ever 42.4 59.3 16.7 69.2 51.7 40.5 40.0

aMlssmg n=1, lessmg n=2, CMlsswng n=3; dI\/\lsswng n=>5; eMlsswng n=1, fV\/Ilssmg n=2, gV\/Ilssmg n=0.

Figures 5.1471 15 present these data graphically, showing the cumulative percentages for those having used
each of the drugs during their lifetime.

The most commonly used illicit drug in all time periods was cannabis, which had been used by 43 % ever
and by 13 % in the last four weeks.

This was followed by cocaine (ever: 24 %, last four weeks: 4 %) and ecstasy (ever: 23 %, last four weeks:
3 %) (see Table 5.14 and Figure 5.14).
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Figure 5.14 Cumulative recency of consuming illicit substances
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Amphetamines showed a proportionately | arger gap betwe

years than other drugs, suggesting that their popularity may have declined over time.

Figure 5.15 Cumulative recency of consuming other illicit substances
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As with amphetami nes, LSD showed a much | arger proport

within the past five years than most other drugs, suggesting that a substantial share of those who had tried it
were no longer using it (Figure 5.15).
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5.8 Injecting drugs

Historically, at least in Switzerland, injecting drug use has been uncommon among MSM patrticipating in
community surveys. It is possible that patterns have shifted in recent years, for example in connection with
changing chemsex practices, but the available evidence for such changes remains limited.

5.8.1 Prevalence of injecting drug use

Study participants who were assigned male sex at birth were asked: A Have you ever injected
steroids (testosterone) or Mlasdesticbiomeas appliecetd avodd confugior ¢t i nt
with transmasculine individuals using gender-affirming hormone therapy. Response options were: i N o ,
nevgeirYoes, within t hieYelsa s tmolr2e niohnatnhTe&Question novehed boéng o0 0

prescribed and non-prescribed substances, and it is possible that some respondents may have confused

corticosteroid injections administered by healthcare professionals with anabolic steroid use.

Participants were also asked:iHave you ever injected any drug to get h
prescribed medicines), or h dlesane regonsesoptiens weee piovidece ct i nt o

Table 5.16 Injecting drug use

Have vou ever iniected or had someone % anabolic steroids (e.g. % any drug to get high (other than anabolic
y veriny n testosterone) steroids or prescribed medicines)

el se inject into you (N = 1444y’ (N = 1502)"

No, never 98.7 96.5

Yes, more than 12 months ago 0.8 15

Yes, within the last 12 months 0.5 2.0

Total 100.0 100.0

*Missmg n=4; MM\ssmg n=7.

Around one in 100 respondents (1.3 %) reported ever having injected anabolic steroids, compared with (4 %)
who reported ever injecting drugs to get high; both behaviours were very rare. Considering both behaviours
together, 4 % indicated that they had ever injected steroids and/or injected drugs to get high.

Injecting steroids and injecting drugs to get high were positively associated but only partly overlapped.
Among respondents who had injected steroids in the last 12 months, 71 % had also injected drugs to get
high. Conversely, among those who had injected drugs to get high, 17 % had also injected steroids.
However, the majority of respondents who injected steroids did not inject drugs to get high (29 %), and
likewise, most respondents who injected drugs to get high did not inject steroids (83 %).

5.8.2 Frequency of injecting

The 2 % of respondents who had injected drugs to get high in the last 12 months (n = 30) were asked: i | n
the last 12 months how many times have you injected any drug other than anabolic steroids or medicines, or
had someone el s eResporseoptions rangeddrony ota9%aadfi 10 or. mor e o

62 % of those who had injected drugs to get high in the last 12 months had done so six times or fewer, while
34 % had done so more than 10 times. This corresponds to 0.7 % of all respondents (n = 10).

Table 5.17 Frequency of injecting drugs to get high in the last 12 months (N =29)
Respondents who had injected to get high in the last 12 months (N =29)

Frequency of injecting to get high -

1 27.6 27.6

2 6.9 34.5

3 10.3 44.8

4 6.9 51.7

5 6.9 58.6

6 3.4 62.1

7 0.0 62.1

8 3.4 65.5

9 0.0 65.5

10 or more 34.5 100.0

*Missmg n=1
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5.8.3 Drugs being injected

Participants who had injected in the last 12 months (2 % of all respondents) were asked: A Whi ch dr ugs ha
you injected or had i nject eTheyiwerd instrugtedto seélect altapplicablea st 12 m
substances from the list shown in Table 5.18.

The most commonly injected drug was crystal methamphetamine. This was followed by mephedrone and
other synthetic stimulants, and then by ketamine and cocaine. All of these substances are stimulants
commonly associated with chemsex (see below).

Table 5.18 Drugs injected in the last year among respondents who have injected to get high (N = 30)
Which drugs have you injected or had injected into you in the last 12 months? Yo i respondentsr\]/;/grc]) HERE
N = 29"

Crystal methamphetamine (crystal, meth, Tina, Pervitin) 60.0

Synthetic stimulants other than mephedrone (eg. MXE, bathsalts, 3MMC, 4MEC, 4_FA,

XTClight) 500

Mephedrone (4MMC, meow, methylone, bubbles) 13.3

Cocaine 13.3

Ketamine (special K) 6.7

Ecstasy (E, XTC, MDMA) 3.3
Amphetamines (speed) 3.3

Heroin or related drugs (poppy straw, kompot, fentanyl) 3.3

Alpha PhP 3.3

Crack cocaine 0.0

Il 6ve injected drugs but | don6t know whi 3.3

Note. Percentages do not total 100 % because respondents could select more than one response option.

"Missing n = 7.

5.8.4 Sharing injecting equipment

Participants who had ever injected anabolic steroids and/or injected drugs to get high in the last 12 months
were asked:AWhen was the | ast time you injected with a used
you by s o meTheyeeredfesed & scale indicating how recently this had occurred.

Across Switzerland, 0.07 % of all respondents (n = 1) reported having injected with a used needle or syringe
within the last 12 months.

Among respondents with any history of injecting drug use, this corresponds to 1.6 % who had injected with
used equipment in the previous 12 months.
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5.9 Combining sex and drugs

Chemsex has become an increasing focus of concern since EMIS-2010. However, defining chemsex and

developing a measure that would be meaningful and acceptable across different cultural contexts proved

challenging[12] . We t herefore chose not to use the term 6échem
series of both broader and more specific questions designed to capture different aspects of the

phenomenon.

5.9.1 Sex under intoxication

Study participants who had had sex with a man in the last 12 months wereasked: il n t he | ast 12 mo
how much of the sex youbve had with men has beedn under
were offered the responses shown in Table 5.19.

Table 5.19 Percentage of all sex with men that has been under the influence of alcohol or any other
drug in the last 12 months (N = 1367)

Percentage of all sex with men that has been under the influence of alcohol or any other drug in the last 12 months %"
None of it 40.7
Almost none of it 29.9
Less than half 12.4
About half 6.2
More than half 4.4
Almost all of it 4.6
All of it 1.8
Total 100.0
xMissmg n=2.

Across Switzerland, a clear majority of respondents89 %) reported that half or less of the sex they had had in
the previous 12 months had occurred while under the influence of alcohol or drugs , including 41 % who who
reported no sex under the influence. Conversely, 6 % indicated all or almost all of the sex they had had was
under the influence of alcohol or drugs. It is worth noting that this question includes sex that occurs while
using drugs and alcohol and drug use that is specifically intended to facilitate, alter or enhance sex.

5.9.2 Recency of sober sex and chemsex

Participants were asked: A When was the | ast time you had sober sex (
al cohol or a nandwere bffered adaala tg indicate how recently this had occurred. They were
alsoasked:i When was the | ast time you used stimulant drugs

(Note: the stimulant drugs include ecstasy/MDMA, cocaine, amphetamine (speed), crystal

methamphetamine (Tina, Pervitin), mephedrone, ketamine, and alpha-P H P andl were offered a scale to

indicate how recently this had occurred. It should be noted that ketamine has hallucinogenic, dissociative

and anaesthetic effects and is a stimulant only in small doses [13]. The behaviour defined in this last

question will, for ease of reference, hereafter be ref
category of behaviour among MSM for which there is no agreed definition [14].

EMIS-2010 did not include a direct measure of chemsex. In subsequent publications (e.g. Schmidt et al.

201611] ), we therefore used a pcrhoexnys 6i,n ddiecfa tnoerd raesf etrhree du ste
following substances in the past four weeks: GHB/GBL, ketamine, crystal methamphetamine, or

mephedrone. Using EMIS-2024 data, it is possible to assess whether this construct remains a valid proxy,

despite changes over time in the types and combinations of stimulant drugs used to intensify or prolong sex.

The prevalence of reported 6 ¢ h e min texpést four weeks was 5 %, compared with 6 % based on the 6 4

¢ h e nmedsure. Agreement between the two indicators was very high (97 %), with substantial agreement

beyond chance (8 = 0.69, ®95%09onfTihdte soeneiwmtae r Vv @alwer 0 o6 &
skewed distribution of the underlying binary variable.

While all definitions of chemsex involve the combination of sex and substance use, not all sex under the
influence of drugs is considered chemsex. Additional elements often included in definitions are sex between
men (i.e., the concept is typically applied to malei male sexual contexts), encounters with casual partners or
regular non-romantic partners rather than within romantic relationships, facilitation through smartphone
dating apps, the use of specific drugs (most commonly GHB/GBL, crystal methamphetamine, mephedrone,
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and/or ketamine), extended duration of sexual sessions, and a broader social context shaped by stigma,
marginalisation, and the legacy of the HIV epidemic, including internalised homophobia among some gay
and bisexual men.

In this study, we chose to focus on the intentional use of stimulant drugs to intensify and prolong sex. We
recognise that this does not constitute a definitive measure of chemsexd nor is a universally accepted
definition likely to be achievabled but it offers a precise and transparent operationalisation. Figure 5.16
presents these responses alongside the reported recency of both chemsex and sober sex with men.

Figure 5.16: Cumulative recency of selected sexual experiences

100 %

80 %

60 % .
= Any sex with men
=== Sober sex
= Chemsex

40 %

20 %

24 h 7d 4 wk 6 mo 12 mo S5y Ever

Sex without the use of drugs or alcohol was common: (86 % reported sober sex in the previous 12 months,
whereas chemsex was much less frequently reported (11 % in the same time period). Across Switzerland,
18 % reported ever having engaged in chemsex; among these, 32 % had done so within the last four weeks.
Overall, across Switzerland, 6 % reported chemsex in the last four weeks. Map 5.5 shows engagement in
chemsex in the last 4 weeks. The map also displays the three most commonly used substances in chemsex,
highlighting moderate variation across Switzerlandd both in prevalence and in the substances most
frequently used.
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Map 5.5 Percentage who used stimulant drugs to make sex more intense or last longer (chemsex),
last four weeks (N = 1509)

Labels:
Top 3 chemsex drugs
(with N>5):

A = amphetamines

aPHP = alpha-PHP

G = GHB/GBL

K = ketamine

M = mephedrone

M+ = other synthetic stimulants
= crystal meth

5-10%
1-5%
<1%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).
Shapefiles: © Shapoﬁlgg. BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.

Ticino has fewer than P P P g with caution
5.9.3 Features of chemsex
Respondents who had ever engaged in chemsex were asked: A When was the | ast time yol

stimulant drugs and sex with moThey warehofiered @soade indigatimg at t he
how recently this had occurred. We refer to this behaviour as multi-partner chemsex. Figure 5.17 shows the
recency distribution for multi-partner chemsex, overlaid on the recency distribution for any chemsex.
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Figure 5.17 Cumulative recency of chemsex experiences

50 %
40 %
30 %
= Any chemsex
=== Multi-partner chemsex
20 %
10 %

24 h 7d 4 wk 6 mo 12 mo S5y Ever

Around one out of two respondents who had ever engaged in chemsex reported having engaged in multi-
partner chemsex (54 %). Among respondents who had engaged in chemsex in the last four weeks, 49 %
reported that it involved multiple partners. Multi-partner chemsex is therefore relatively common, although a
substantial proportion of chemsex sessions appear to involve only two people.

Respondents who reported multi-partner chemsex in the last 12 months were then asked: A Wher e di d t ha
most recent sex with sti mul an tRespangedptions drdshowhhbelowpar t ner s

Table 5.20 Location of most recent sex with stimulants and multiple partners among respondents

who had multi -partner chemsex in the last 12 months (N = 1367)

Respondents with multipartner chemsex in the last 12
months (%)

Location of most recent multipartner chemsex

N =117
Your home 20.5
Someone el seds home 47.9
A hotel room 6.0
In a club or backroom of a bar 145
A sauna 4.3

A porn cinema
A cruising location (street, roadside service area, park, beach,

baths, lavatory) 2.6
Other answer 4.3
Total 100.0

*Mlssmg n=0.

Private home(s) were by far the most common setting for multi-partner chemsex (68 %). The next most
common location was in a club or backroom of a bar (14 %) and a hotel room (6 %).

Participants who had engaged in multi-partner chemsex in the last 12 months were also asked: iFor how
many years have you been combining stimell@dnThe drugs and
reported duration of involvement in multi-partner chemsex varied considerably. Around one in two

respondents (46 %) had been engaging in it for less than four years, while 35 % reported a duration of 10

years or more. At the same time, 14 % had been involved for less than one year, suggesting that new

participants continue to enter this scene.
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5.10 Regional variation in key behaviour

Table 5.21 Regional variation in key behaviour

Switzerland Qucﬂggg]g % taking ART 2 | % ever took PEP ° | % taking PrEP ® | % used 'doxy -PEP' ¢

Total 1509 100.0 15.7 31.9

Regions

Région Iémanique 313 (100.0) 13.2 33.2 10.2
Espace Mittelland 266 (100.0) 17.0 27.7 7.9
Nordwestschweiz 197 [100.0] 15.3 22.2 5.1
Zurich 486 (100.0) 18.2 39.0 7.8
Ostschweiz 107 [100.0] 15.7 34.0 8.4
Zentralschweiz 89 [100.0] (13.4) (31.7) (5.6)
Ticino 35 [100.0] (6.7) (10.0) (11.4)
Cities

Zurich 262 (100.0) 22.9 46.4 10.7
Geneva-Lausanne 157 [100.0] 18.0 39.6 14.6

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).
Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).
2HIV care cascade stage 5, among HIV-diagnosed; excluding HIV-diagnosed; ‘in the last 12 months.

Table 5.21 Regional variation in key behaviour (continued)

. Qualifying Number (median) of NON - % condomless % injecting % engaging in
Switzerland -
cases STEADY male sex partners @ intercourse ° drugs ¢ chemsex ¢
2.0 5.7

Total 1509 6 36.1

Regions

Région Iémanique 313 6 35.8 2.2 4.8
Espace Mittelland 266 5 36.1 2.3 5.6
Nordwestschweiz 197 5 25.9 1.0 5.1
Zurich 486 8 41.2 25 7.6
Ostschweiz 107 6 37.4 2.8 5.6
Zentralschweiz 89 5 (33.7) (0.0) (0.0)
Ticino 35 10 (37.1) (0.0) (5.7)
Cities

Ziirich 262 16 46.9 3.4 8.4
Geneva-Lausanne 157 10 46.5 1.9 6.4

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).

Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).

ain the last 12 months; ®in the last 12 months, with NON-STEADY male partners of unknown HIV status; ©in the last 12 months, excluding steroids; “defined as using stimulant
drugs to make sex more intense or last longer, in the last 4 weeks.

Table 5.21 Regional variation in key behaviour
% last NON -

(continued)

0, i 0, i 0, -
» STEADY male % met their % using a % last NON STEADY % used U=U or
: Qualifying last NON - mobile phone male partner sex in
S cases partner sex STEADY male | app for partner sex venue/cruisin PSP A1
involving 3+ . pp for pa . 9 prevention @
partner online acquisition location
people

Total 1509 23.8 71.1 60.2 20.9 46.4
Regions

Région lémanique 313 26.4 74.8 65.7 20.7 46.5
Espace Mittelland 266 21.3 68.1 58.8 19.0 41.0
Nordwestschweiz 197 18.9 72.6 58.5 17.7 36.2
Ziirich 486 24.0 70.5 60.9 18.6 54.4
Ostschweiz 107 (24.7) (67.5) (55.0) (28.4) (51.2)
Zentralschweiz 89 (21.7) (66.7) (52.2) (39.1) (48.5)
Ticino 35 (50.0) (76.7) (60.0) (26.7) (13.8)
Cities
Zirich 262 23.7 65.8 58.4 17.2 60.5
Geneva-Lausanne 157 29.0 74.0 63.4 18.3 50.0

Numbers in brackets [ ] indicate that the total number of respondents is less than 20 (N < 20).
Numbers in parentheses () indicate that the total number of respondents for that category is less than 100 (N < 100).
last encounter featuring intercourse
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Chapter 6: Needs

We define sexual health needs as the capabilities, opportunities and motivations to engage in sexual health-
related behaviour, both precautions and risks.

A central research objective of EMIS was to identify sexual health needs that are commonly unmet across
the population of gay, bisexual, other MSM, and transgender and non-binary people to prioritise those needs
for intervention. EMIS asked about needs related to several types of precautionary behaviour and health
outcomes. It also asked about some health needs not related to specific behaviours, including experience of
stigma and discrimination, stress within their community [1], and internalised homonegativity. Detailed
findings for transgender participants are provided in Chapter 8. Chapter 9 reports key indicators of health
promotion needs across the target groups, identified in Chapter 3. A description of the regional variation in
these needs is provided in Section 6.7.

6.1 Unmet needs related to all health behaviours

Some health needs are not behaviour-specific but relate to a wide range of behaviour types and outcomes.
Essential health provisions for MSM are freedom from stigmatisation and discrimination, in their personal
environment as well as in public, and particularly in health care settings, and freedom from internalised
homonegativity [2].

6.1.1 Stigma and discrimination

Stigma and discrimination remain significant unmet needs affecting the health and well-being of MSM, and
transgender and non-binary people. Results specific to transgender respondents are presented in
Chapter 8.

Figure 6.1 presents the recency of these experiences, highlighting how frequently MSM face stigma,
discrimination, and violence in different settings

Social discrimination
All cisgender MSM were asked: A When was t he Ifolosved bytthrem stategnentsé 0
T Anéfelt excluded from family acti (N=t138%®s because you

1T néfelt that family members have made discriminator
have sex wWNz1889men?o

T Anéfelt rejected by your frien{Ns1388cause you have s

Around one in five cisgender MSM (20 %) reported ever being excluded from family activities. Additionally,
32 % felt they were ever discriminated against by their family, and around one in four ever felt rejected by
friends due to their sexuality (26 %).

Healthcare -related discrimination

All cisgender MSM were asked: i When was t he [fodowed bytfounseatenyeotst € O

1T néfelt afraid to go to health care services becaus
me n PNo= 1385)

1 néavoided going to health care services because yo
me n PNo= 1386)

1T néfelt that you were not treated well in a health
wi t h ifNe=nl386)

1 n"néheard health care providers gossiping about you
me n PNo= 1373)
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Overall, 20 % cisgender MSM were afraid to access healthcare services in their lifetime, and 6 % in the last
12 months. Around one in ten (10 %) respondents had ever actively avoided healthcare. Around one in six
respondents reported ever having received poor treatment in healthcare settings (16 %).

Around one in 20 (5 %) of all respondents reported discrimination by healthcare services, defined as
homonegative discrimination among cisgender MSM and transnegative discrimination among trans and non-
binary respondents. Map 6.1 shows this combined indicator, with minor variation across Switzerland.

Map 6.1 Percentage experiencing homonegative or transnegative discrimination by health care
services, last 12 months (N = 1509)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer lr?a.n 50 resp i i with caution.

Law enforcement -related discrimination
All cisgender MSM were asked: i When was the | ast time youébo
1T néfelt that the police refused to pWMNeil3@l)t you becal

Across Switzerland, 10 % of cisgender MSM reported that the police refused to protect them in their lifetime,
while 3 % reported this discriminatory experience within the last 12 months.
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Figure 6.1 Recency of experiencing stigma and discrimination
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The term homonegative is often preferred over homophobic because it more accurately captures a broad

range of negative attitudes, beliefs, and biases against homosexuality or people perceived as gay, without
implying clinical fear or phobia. The word homophobia suggests an irrational fear, which can be misleading
when referring to systemic prejudice, moral judgement, or cultural stigma. Homonegativity better reflects the
social and ideological dimensions of anti-gay bias, making it more appropriate for academic and research
contexts.

We asked about one negative intervention i homonegative abuse. Homonegative abuse undermines all
health-related needs. It causes isolation and anxiety as well as physical harm. All cisgender MSM were

asked: i Wh e n

f

néwer e
néewer e
(N =1375)

néewer e
hurt vyo
néwer e
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object,

For each statement, respondents were provided with a scale to indicate how recently it had occurred. The
cumulative percentages for having experienced each event within each time period are shown in Figure 6.2.

EMIS-2024 & Swiss Report

87



Figure 6.2 Cumulative recency of stigma and discrimination
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In the last 12 months, around one in 50 cisgender MSM (1.8 %) had been physically assaulted (i.e., pushed,
shoved, slapped, hit, kicked, choked or otherwise physically hurt). Around one in eight (13 %) had been
verbally insulted, and around one in five (21 %) had felt scared to be in public places because someone
knew or presumed they were attracted to men . Overall, around one in 100 cisgender MSM (1.5 %) reported
being sexually assaulted within the last 12 months.

Maps 6.2 and 6.3 show the geographical distribution of of two combined indicators for all respondents:
experiencing physical violence and of being physically forced or coerced into sex over the past 12 months,
with moderate variation across Switzerland & especially regarding sexual coercion in the French-speaking
parts of the country. However, this difference is likely an artefact of the French questionnaire version,
which used a broader formulation that also included forced kissing, thereby limiting cross -regional
comparability.
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Map 6.2 Percentage experiencing homonegative or transnegative violence, last 12 months (N = 1509)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).
les: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
50 respondents;

Ticino has fewer than with caution.

Map 6.3 Percentage physically forced or coerced to have sex, last 12 months (N = 1509)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer "pmﬂl 50 interp: i

Note: The French-language questionnaire used a broader formulation of the sexual violence question,
including forced kissing, which limits comparability with data from other regions.
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6.1.3 Internalised homonegativity

Negative feelings towards onebd6s homos-mkingantlessMIVare rel a
testing, as well as being predictors of anxiety and depression among MSM.
To assess levels of internalised homonegativity among cisgender MSM, we used the short internalised
homonegativity scale (SIHS), as validated by Tran et al. [3]. All cisgender MSM were asked: A Do y o u
disagree or agree with the following statements on a scale of 1 (Strongly Disagree) to 7 (Strongly Agree)?
Pl ease do not spend too much time thinking about any o
They were then presented with the following seven items:

91 | feel comfortable in gay bars/bars that are frequented by gay respondents

1 Social situations with gay men make me feel uncomfortable

1 | feel comfortable being seen in public with an obviously gay person

1 | feel comfortable discussing homosexuality in a public situation

1 [ feel comfortable being a homosexual man

1 Homosexuality is morally acceptable to me

T Even if | could change my sexual orientation, I wol
Responses to each item were provided on a 7-point scale (1 = Strongly Disagree to 7 = Strongly Agree). For
scoring, items reflecting positive feelings towards homosexuality were reverse-coded (e.g., a response 0
was scored as 6, and 06076 as 0) while itemg,réfibewhsng
scored as 0O, and 06706 as 6). This transformation result
SIHS score (0 to 42) was calculated by summing responses across all 7 items, and the total was then
divided by 7 to yield a mean SIHS score ranging from 0 to 6.
Ideally, we would want all scores to be as low as possible (i.e., to be on the extreme left), as this indicates
less internalised homonegativity. The mean score across Switzerland was 1.1 (median: 0.9).
Around one in six respondents (16 %) scored zer o, the 06 Bessotedabpvethesi bl e s cc

midpoint on the scale (i.e. more than 3).

Internalised homonegativity in a population could be reduced through strengthening the human rights of
lesbian, gay and bisexual people and reducing homonegative social climates [2]. Figure6.3 shows how
internalised homonegativity varied across the sample.
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Figure 6.3 Distribution of Short Internalised Homonegativity Scale (SIHS) scores

The dashed line indicates the median value.

25 % Median: 0.9

20 %

15 %

10 %

0 1 2 3 4 5 6
SIHS (0—6)

Map 6.4 shows how the mean SIHS scores are distributed across Switzerland. Levels of internalised
homonegativity were notably higher in Ticino.

Map 6.4 Short Internalised Homonegativity Scale scores for the Swiss sample (N = 1218)

Mean score on a scale from
0 to 6. Higher scores
indicate greater internalised
homonegativity, reflecting the
impact of homonegative social climates.

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024.eu).
Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95. . .
Ticino has fewer than 50 with caution.
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6.1.4 Stressors within the community

Intra-minority stress theory (or gay Community stress theory), developed by Pachankis et al. [1], integrates

three theoretical frameworks to explain mental health disparities among gay and bisexual men. These

foundational theories are intra-sex competition theory [4], sexual field theory [5], and theory of precarious

manhood [6]. Each describes how men, in general, experience stress due to status hierarchies within the

gay community. The theory posits that sexual mi nority
fulfilment can generate unique stressors, particularly through masculine, status-based competition. This

dynamic may exacerbate stress related to social hierarchies, contributing to mental health challenges within

gay and bisexual male communities.

The scale comprised 19 items covering appearance, social status, racial or ethnic marginalisation,
competition and comparison, and rejection by other MSM. It consists of three subscales: stressors related to
sex (6 items), competition (6 items), and social exclusion (7 items). Responses were rated on a 5-point
Likert scale rangingfrom 1 (A St r o n g | y) to®i(fisSat gr r oenegodl), with Aighereseiis indicating greater
perceived intra-minority stress.

Overall, cisgender MSM reported a moderate level of intra-minority stress, with a mean score of 3.3 out of 5.

The mean scores for the three subscales were 3.5 for sex, 3.2 for competition , and 3.3 for social

exclusion . Fourteen percent of cisgender respondents had high overallintra -mi nor ity stress (sc
indicating that around one in seven MSM experience persistent stress arising within the gay community.

6.1.4.1 Stressors related to sex

All cisgender MSM were asked:Ai Do you di sagree or agree with the follo
strongly disagree to strongly agree? Please do not spe

1 The mainstream gay community values sex over meaningful relationships

It is difficult to maintain a romantic relationship in the mainstream gay community
The mainstream gay community is overly focused on sex

In the mainstream gay community, everyone has sex with each other

The mainstream gay community is overly preoccupied with hookup/dating apps

= =2 =4 -a -2

In the mainstream gay community, there is a lot of risky sex

Table 6,1shows respondentsdé | evels of a-gelatecestressors withimthen si x st
mainstream gay community.

Table 6.1 Agreement with statements on sex -related stressors within the mainstream gay community

S_trongly Neither / not Strongly
Sex subscale agreement statements disagree sure agree
% of all cisgender men

4.8 121 25.6 40.4 17.0

The mainstream gay community values sex over meaningful
relationships

n = 13552

It is difficult to maintain a romantic relationship in the
mainstream gay community

n = 1356°

The mainstream gay community is overly focused on sex 3.4 9.7 18.7 47.1 21.2
n = 1356°¢

In the mainstream gay community, everyone has sex with
each other

n = 13554

The mainstream gay community is overly preoccupied with
hookup/dating apps

n = 1356¢

In the mainstream gay community, there is a lot of risky sex 2.4 9.5 18.6 46.4 23.1
n = 1356

aI\/\lsswng n=41; h!\/Ilssmg n = 40; CI\mssmg n =40, dV\/Ilssmg n=41; el\mssmg n =40, fV\/Ilssmg n = 40.

7.0 17.3 21.0 39.2 155

11.9 23.5 24.2 31.6 8.9

2.7 8.0 21.2 48.6 195
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Sixty-nine percent of respondents felt that the mainstream gay community involves a great deal of risky
sexual behaviour, and 68 % felt it is overly focused on sex. Of all cisgender MSM, 31 % reported high levels
of sex-related stress.

6.1.4.2 Stressors related to competition

All cisgender MSM were asked:i Do you di sagree or agree with the follo
strongly di sagree to strongly agree? Please do not spe

1 The mainstream gay community is overly gossipy

The mainstream gay community has a culture of competition and jealousy

1

1 The mainstream gay community is overly cliquey

1 Inthe mainstream gay community, there is a lot of mistrust among friends
1

The mainstream gay community is overly judgmental

1 The mainstream gay community is overly materialistic

Table 6.2s hows respondentsd | evels of agr eerslaaustressarst h si x st
within the mainstream gay community.

Table 6.2 Agreement with statements on competition  -related stressors within the mainstream gay

5 S_trongly Neither / not Strongly
Competition subscale agreement statements disagree sure agree

% of all cisgender men

The mainstream gay community is overly gossipy 4.2 10.9 35.7 36.1 131
n=1372%

The mainstream gay community has a culture of
competition and jealousy

n=1372°

The mainstream gay community is overly cliquey 6.2 21.3 37.3 26.8 8.4
n=1371°

In the mainstream gay community, there is a lot of mistrust
among friends

n=13744

The mainstream gay community is overly judgmental 5.1 17.9 25.3 38.6 13.0
n=1377¢

The mainstream gay community is overly materialistic 6.3 17.5 35.2 31.1 9.9
n=1373

aMissing n = 24; "Missing n = 24; “Missing n = 25; YMissing n = 22; ®Missing n = 19: "Missing n = 23.

4.9 155 31.8 36.0 11.8

13.2 31.5 36.5 14.4 4.4

Around one in two cisgender respondents perceived the mainstream gay community as overly gossipy

(49 %) and judgmental (52 %), while about 48 % felt that there is a culture of competition and jealousy, and
that the community is overly cliquey (35 %). Of all cisgender MSM, 17 % reported high levels of competition-
related stress.

6.1.4.3 Stressors related to exclusion

All cisgender MSM were asked:Ai Do you di sagree or agree with the follo
strongly di sagree to strongly agree? Please do not spe

1 The mainstream gay community is racist

The mainstream gay community sexually objectifies men of colour

The mainstream gay community discriminates against its members who have HIV/AIDS
The mainstream gay community overly values physically fit bodies

The mainstream gay community overly values penis size

The mainstream gay community overly values being masculine

= =4 =4 -4 -8 -2

The mainstream gay community sees older men as less desirable
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Table 6.3s hows respondentsd | evels of agr eewetlatedstressolsh seven
within the mainstream gay community.

Table 6.3 Agreement with statements on exclusion  -related stressors within the mainstream gay

: Strongly Neither / not Strongly
Exclusion subscale agreement statements disagree sure agree

% of all cisgender men

The mainstream gay community is racist 21.0 32.7 28.0 151 3.2
n = 13842

The mainstream gay community sexually objectifies men of
color

n=1384°

The mainstream gay community discriminates against its
members who have HIV/AIDS

n = 1385°¢

The mainstream gay community overly values physically fit
bodies

n = 13864

The mainstream gay community overly values penis size 25 5.9 18.7 46.5 26.4
n = 1386°¢

The mainstream gay community overly values being
masculine

n=1382"

The mainstream gay community sees older men as less
desirable

n = 13859

aMissmg n=12; bMissing n=12; Cl\/\\ssing n=11; dMissing n =10; el\/\\ssing n=10; fMissing n=14; gl\/\\ssing n=11.

18.6 24.5 28.7 24.2 4.0

11.9 26.7 33.6 23.5 4.3

3.0 6.1 13.1 46.0 31.8

4.8 16.1 34.7 32.5 11.9

4.0 11.8 17.5 40.5 26.1

Around four out of five cisgender respondents agreed that the community overly values physically fit bodies
(78 %) and penis size (73 %), while around one in two felt there is pressure to conform to masculinity
standards (44 %). Ageism was prevalent, with around two out of three agreeing that older men are seen as
less desirable (67 %). Of all cisgender MSM, 17 % reported high levels of competition-related stress.

6.2 Unmet needs for Safer Sex

To engage in safer sex, respondents need opportunities, capabilities, and the motivation to do so. We
measured knowledge (motivation), condom access (opportunities) and sexual self-efficacy (capabilities) to
provide an overview of unmet safer sex needs.
6.21Self-ef ficacy: safe as | want to be and easy to s
Study participants were asked whether they disagreed or agreed with the following two statements.
1 The sex | have is always as safe as | want it to be

T I find it easy to say finoo to sex | dondét want

Respondents generally reported high levels of sexual self-efficacy. 85 % agreed or strongly agreed that the
sex they have is always as safe as they want it to be, while 85 % agreed or strongly agreed that they find it
easy to say fAnoo t.0abk 6.4 shows the distibutiomal tespanses tb each statement.

Table 6.4 Self-efficacy measures

Self-efficacy The sex | have is always as safe as | want it to be | find it easy to say 'no’ to sex | don't want
Agreement (CO) (%)
N = 1507° N = 1506”

Strongly agree 46.4 47.1

Agree 38.2 37.8

Neither / not sure 5.8 6.8

Disagree 7.0 6.2

Strongly disagree 2.5 2.2

Total 100.0 100.0

*Missmg n=2 Ml\mssmg n=3.
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6.2.2 HIV and STI transmission knowledge

All study participants weretold:A The f ol |l owing statements are all TRUE.
Different wording was shown to trans and non-binary participants, highlighted in brackets. The statements
were as follows:

1 HIV cannot be passed during kissing, including deep kissing, because saliva does not transmit HIV

f You can pick up HIV through your penis while being
condom, even i f (slowntadAr-ABpeople with metoldiaplasty or phalloplasty)

f You can pick up HIV through your rectum/vagina whil
(shown to AMAB people with a neo-vagina and to AFAB people with a vagina)

1 Most sexually transmitted infections can be passed on more easily than HIV

1 Because they sometimes have no symptoms, people can have sexually transmitted infections
without knowing it

1 The correct use of condoms throughout intercourse reduces the likelihood of picking up and passing
on STIs (including HIV)

Table 6.5 shows the percentages of respondents selecting each response. The last column on the right (A Di d
not al r e pidtlye odenallsundof the respondents who did not already know the statement was true.

Table 6.5 HIV and STI transmission knowledge

Already Wasnq{ Di dn Donodt Don't ;L%Qg)t/
HIV and STI transmission knowledge statements knew sure know understand believe Know

% of all respondents
HIV cannot be passed during kissing, including deep
kissing, because saliva does not transmit HIV
n = 15072
You can pick up HIV through your penis while being
‘active’ in anal or vaginal sex (fucking) without a 92.0 5.2 1.8 0.2 0.8 8.0
condom [even i f you donot
n = 1450°
You can pick up HIV through your rectum/vagina
while being 6passived dur
n=1476°
Most sexually transmitted infections can be passed
on more easily than HIV
n = 15034
Because they sometimes have no symptoms, people
can have sexually transmitted infections without 89.5 5.5 4.1 0.6 0.2 10.4
knowing it
n = 1501°
The correct use of condoms throughout intercourse
reduces the likelihood of picking up and passing on 96.3 2.2 0.6 0.4 0.5 3.7
STls (including HIV)
n = 1497
aI\/\lsswng n=2, lessmg n=7, CV\/\lsswng n=7, dI\/\lsswng n=6, eMlsswng n=_8; fV\/\lssmg n=12

94.3 4.2 1.0 0.1 0.4 5.7

96.0 2.3 1.4 0.3 4.0

80.5 10.4 8.1 0.7 0.3 19.4

Basic knowledge about HIV/STI transmission was generally high. However, there is still a lack of knowledge
on the HIV risk of insertive intercourse, the existence of asymptomatic infections, and the differences in
transmissibility of other STIs compared with HIV.

Overall, 0.5 % of respondents did not know any of the six HIV/STI transmission facts, 0.3 % did not know
five, 1.1 % did not know four, 3 % did not know three, 9 % did not know two, and 15 % did not know one.
The remaining 71 % indicated they already knew all six HIV/STI transmission facts. Community-based
education can address knowledge gaps in certain areas.

For comparisons across regions, an overall knowledge gap (%) was calculated as the mean percentage of
the six HIV/STI transmission facts that respondents did not already know (Table 6.14 and Chapter 9).
Overall across Switzerland, the HIV/STI transmission knowledge gap was 8 %. Regional variation of this
indicator is presented in Section 6.7, at the end of this chapter.
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6.3 Unmet needs for safer drug use: drug use concern

Respondents who indicated that they had taken any illicit drug in the last 12 months were asked whether

they disagreed or agreed with the following statement: il wor ry about my .hiter eati onal
current good practice in drug use measurement recommen
imprecise), we have retained it here as the question is identical to that asked in EMIS-2010 and EMIS-2017.

Table 6.6 Concern about recreational drug use among the Swiss sample, and among respondents
taking drugs in the last year

0 -
‘| worry about my recreational drug use' % of all respondents Yol g el who,\tljs:egéiorygs I iz el el

Strongly disagree 31.2 54.8
Disagree 8.7 15.2
Neither / not sure 2.9 5.1
Agree 3.7 6.5
Strongly agree 1.0 1.7

| don't take drugs 9.5 16.6
[Not asked as indicated no drug use last 12m] 43.0

Total 100.0 100.0

Missing n = 0.

Among respondents who had used at least one illicit drug in the last 12 months, 8 % agreed that they worry

about their recreational drug use, including 1.7 % who strongly agreed. A further 17 % selectediil| donét t ak
d r u gsspite having reported earlier in the survey that they had used illicit drugs in the previous 12

months. This discrepancy may reflect respondents who had used drugs only infrequently or who had

stopped using them during the past year. Overall, the percentage of all respondents who agreed that they

worry about their drug use was 5 %.

6.4 Unmet needs for HIV Pre -Exposure Prophylaxis

HIV pre-exposure prophylaxis (PrEP) is an HIV prevention tactic of taking anti-HIV drugs before and after
exposure to prevent HIV infection. In order to take PrEP, respondents need the opportunity to use it, and the
motivation to do so and the capability both to access PrEP and to take it effectively.

6.4.1 Unaware of PrEP

Study participants were asked:Ai Hav e you h e 6% indichted 1ty E@®5% responded i No 0
Therefore, almost all (96 %) of the respondents (who were not diagnosed with HIV) have basic PrEP
awareness.

6.4.2 PrEP knowledge

Study participants not diagnosed with HIV were asked: iThe f ol |l owi ng statements are
know t hi s andWweresfferky tRedfollowing three basis PrEP statements:

1 Pre-Exposure prophylaxis (PrEP) involves someone who does not have HIV taking pills before as
well as after sex to prevent them getting HIV

1 PreP can be taken as a single daily pill if someone does not know in advance when they will have
sex

1 If someone knows in advance when they will have sex, PrEP needs to be taken as a double dose
approximately 2 to 24 hours before sex and then at both 24 and 48 hours after the double dose

We added two additional facts concerning interactions between gender-affirming hormone therapy and

currently available PrEP regimens. These were shown only to trans non-binary people who were taking or

planning to take gender-affirming hormones, and were followed by the statement:Ai Ta ki ng Pr EP j ust
and after sex has been shown to be protective in anal

1 Gender-affirming hormone therapy with testosterone does not affect PrEP efficacy in any way

1 If you are on oestrogen as part of your gender-affirming hormones, PrEP is effective only if taken in
the modality of a single daily pill
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Table 6.7 below shows the percentages indicating each response. The last column on theright (i Di d no't
al r e adyis theowenab sum of the respondents who did not already know the statement was true.

Table 6.7 Pre-Exposure Prophylaxis (PrEP) knowledge

Already Wasn{ Di dn Donot Don't Zgggt
PrEP knowledge statements knew sure know understand believe knowy

% of all respondents

Pre-Exposure prophylaxis (PrEP) involves someone who

does not have HIV taking pills before as well as after sex 83.6 8.9 6.3 0.1 11 16.4
to prevent them getting HIV

n = 1350%

PreP can be taken as a single daily pill if someone does
not know in advance when they will have sex

n=1342°

If someone knows in advance when they will have sex,
PrEP needs to be taken as a double dose approximately
2 to 24 hours before sex and then at both 24 and 48
hours after the double dose

n = 1344¢

Gender-affirming hormone therapy with testosterone
does not affect PrEP efficacy in any way

n = 48¢

If you are on oestrogen as part of your gender-affirming
hormones, PrEP is effective only if taken in the modality 100.0 100.0
of a single daily pill

n = 14¢

Note. The final column, "Did not already know’, combines all respondents who did not already know that the statement was true.
“Missing n = 1; “MIssIng N = 9; “MissIng n = /; “Missing n = 0; “Missing n = 0.

80.8 8.3 10.5 0.1 0.3 19.2

59.8 15.3 23.9 0.2 0.8 40.2

29.2 31.2 39.6 70.8

Overall, 0.5 % indicated they already knew all three PrEP facts. 10 % did not already know any, 10 % did not
know two, and 17 % did not know one.

For comparisons across regions and vulnerable groups, an overall knowledge gap (%) was calculated as the
mean percentage of the first three PrEP facts that respondents did not already know (Table 6.14 and
Chapter 9). Overall across Switzerland, the PrEP knowledge gap was 23 %. Regional variation of this
indicator is presented in Section 6.7, at the end of this chapter.

As condom knowledge has become universal after 40 years of condomisation campaigns targeting both the
general population and MSM, it can serve as a benchmark for other types of sexual health knowledge

(Map 6.5). Compared to EMIS-2017 results, across Switzerland, PrEP knowledge has substantially improved
(Map 6.6), but PrEP knowledge varied across Switzerland; this unmet need can be addressed with
community-based education.
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Map 6.5 Percentage knowing that correct condom use during intercourse reduces STI (including HIV)
transmission (N = 1497)

B oo-100%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu) ‘

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95
Ticino has fewer than 50 resp: ; interpret respy

with caution.

Map 6.6 Percentage knowing that taking PrEP protect against HIV (N = 1350)

80-90%
70-80%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu)

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95
Ticino has fewer than 50 ; interpret

urs with caution
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6.4.3 Trusting in U=U or O6PrEP surfingdéd (relying

Study participants first received an introductory text defining Safer Sex: Over the past decade, the definition

of Safer Sex has experienced significant changes. Previously, Safer Sex primarily revolved around the

consistent use of condoms during intercourse. However, our understanding has evolved, and we now

recognise that individuals with an undetectable HIV viral load cannot transmit HIV through sexual contact

(known as fAiU=Uo0) , and the use of PrEP before and after
Participants then specified their most frequently used HIV prevention strategy (information about HIV

prevention strategies is provided in Section 5.3.4 and Table 5.6.

The two self-efficacy questions were asked only of a subset of respondents. They were shown to

respondents whose last HIV test was negative or who had never been tested for HIV and who reported U=U

or OBUEPiIingd as their mosttior strategyuThey wwérgnotstsowndo réspokderisr e v e n
diagnosed with HIV.

Eligible respondents were then asked to rate, ona scalefromfid n ot dadf Saclolnp | etheektgntdo
which theyé:

1T Aétrust U=U (you resp. your partner has an undetect
transmi ssion?o

T Aétrust PrEP surfing (your partner uses PrEP) as ar

A total of 38 non-HIV-diagnosed respondents reported relying on U=U as their most frequently used HIV
prevention strategy. Among them, 29 % reported trusting U=U i ¢ 0 mp |, ehilel6 % drusted it only fi a
| i totilneodt .at al |l o

A total of 49 non-HIV-diagnosed respondents reported relying on PrEP-surfing as their most frequently used
HIV prevention strategy. Among them, 24 % reported trusting PrEP-surfing i ¢ o mp |, ehilee10 %o drusted
itonlyAia lordindteoat all o

Table6. 8 Trust in U=U and 6PrEP surfingd (partner wuses P
NPT . T U=U [you or your partner has an 'PreP surfing' [your partner
Amount of trust in U=U and 'PrEP surfing' as undetectable viral load] (%) uses PrEP] (%)

HIV prevention strategies

N = 38" N = 49™
None at all
A little 15.8 10.2
A moderate amount 13.2 26.5
A lot 42.1 38.8
Completely 28.9 24.5
Total 100.0 100.0

Missing n = 0; Missing n = 0.
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6.5 Unmet needs for HIV testing and treatment

Effective HIV treatment functions as a primary HIV prevention strategy. Since HIV testing is the essential
gateway for people with HIV, facilitating HIV testing is now a major goal of most HIV prevention programmes.
To test for HIV, respondents need an opportunity to test, the motivation to seek or accept an offer of a test,
and the capability of doing so.

6.5.1 HIV test/treatment knowledge

Respondentsweretold: A The f ol |l owing statements are aandwere RUE.

offered each of the statements:

1 AIDS is caused by a virus called HIV
You cannot be confident about whether someone has HIV or not from their appearance
There is a medical test that can show whether or not you have HIV

If someone becomes infected with HIV it may take several weeks before it can be detected in a test

= =4 =4 =

There is currently no cure for HIV infection (aside from a handful of people who appear to have been
cured in the course of treatment for a specific rare type of cancer)

=

HIV infection can be controlled with medicines so that its impact on health is much less

T A person with HIV who is on effective treat ment

virus to someone else during sex

Table 6.9 below shows the percentages selecting each response. The column on the right adds together all
those who did not already know the statement was true.

Table 6.9 HIV testing and treatment knowledge

Already Wasn{ Di dn Dondt Don't 3:%23;
HIV testing and treatment knowledge statements knew sure know | understand believe Know

% of all respondents

AIDS is caused by a virus called HIV 98.2 11 0.1 0.6 1.8
n = 15082

You cannot be confident about whether someone has
HIV or not from their appearance

n = 1504°

There is a medical test that can show whether or not
you have HIV

n = 1500°¢

If someone becomes infected with HIV it may take
several weeks before it can be detected in a test

n = 15034

There is currently no cure for HIV infection (aside from
a handful of people who appear to have been cured in
the course of treatment for a specific rare type of
cancer)

n = 1508¢

HIV infection can be controlled with medicines so that
its impact on health is much less

n = 1501

A person with HIV who is on effective treatment (called
6undetectable viral |l oadd) 864 8.6 3.4 0.1 1.4 13.6
someone else during sex

n = 15039

Note. The tinal column, 'Did not already know', combines all respondents who did not already know that the statement was true.
“Missing n = 1; “Missing n = 5; *“Missing n = 9; “Missing n = 6; “Missing n = 1; 'Missing n = 8; *Missing n = 6.

96.7 11 0.3 0.1 1.8 SES

99.4 0.1 0.1 0.1 0.4 0.6

90.8 6.3 2.0 0.1 0.9 9.2

87.9 8.4 2.1 0.4 1.3 12.1

97.0 2.5 0.1 0.3 S10)

Around three out of four respondents (73 %) already knew all seven HIV test and treat facts, 0.07 % did not
know any, 0.07 % did not know six, 0.3 % did not know five, 0.9 % did not know four, 3 % did not know three,
7 % did not know two and 16 % did not know one of the seven HIV test and treat facts.

For comparisons across regions, an overall knowledge gap (%) was calculated as the mean percentage of
the seven HIV testing and treatment facts that respondents did not already know (Table 6.14 and
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Chapter 9). Overall across Switzerland, the HIV testing and treatment knowledge gap was 6 %. Regional
variation of this indicator is presented in Section 6.7, at the end of this chapter.

Knowledge of HIV testing and treatment was generally high, except for the fact that a person with HIV who is
on effective treatment (called oO6undetectable viral
with a sum of 13.6 % who did not know.

The first country to publicly discuss U=U was Siitzer!]l

In 2024, U=U knowledge was high with only minor regional variation across Switzerland.
Map 6.7 shows U=U knowledge across Switzerland, thereby highlighting minor variation.

Beyond its prevention benefits, limited awareness of U=U represents a missed chance to reduce HIV-related
stigma, as the certainty of non-transmissibility under effective treatment is central to social acceptance and
self-perception among people living with HIV.

Map 6.7 Percentage familiar with U=U (N = 1503)

. 80-90%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu) } ii

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95.
Ticino has fewer than 50 respondents; interpret respective percentages/colours with caution

6.5.2 Not knowing where to get an HIV test

Respondents who had never tested for HIV (9 % of all respondents, see Section 7.5.1 ) were asked: i Do y o u
know wher e you c o u.lAchongtkose, axaund Hrie Wi 17 resgohdents (who had never been
tested) did not know where to get an HIV test (6 %), and 21 % were fi u n s .Urhisemeans a total of 27 % of
respondents did not know or were unsure and hence did not have their need for knowing where to get an

HIV test met. Increasing community education and promoting available services can help overcome the

barrier of not knowing where to get an HIV test.
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6.5.3 HIV testing preferences

Effective public health strategies to enhance HIV testing uptake require understanding the motivations and
preferences that drive individual sd choices regarding

All study participants were asked: i What woul d be your first choice for HI
f r e ednd/given the options:

1 General Practitioner/family doctor

A doctor in private practice

At a hospital, clinic or institute as an out-patient

At a hospital as an in-patient

At a community health service or drop-in centre (not in a hospital or clinic)

At a blood bank, while donating blood

I would like to use a self-sampling kit (taking my own sample, then send it away for analysis)
I would like to use a self-testing kit (to find out the result on the spot)

In a bar/pub, club or sauna

Mobile testing unit

= =4 4 -4 -8 -8 A A -2 -2

Elsewhere

They were then presented with the follow-up question:i What are the main reasons for
regarding HIV testi ng ?towWhih thelk coalcsrespordnmvth: as appl y) o

1 Itis LGBT-friendly

It is affordable

It is non-judgmental

Itis easy to reach

It is anonymous

| receive personal advice

It is possible to communicate in my native language
Itis led by medical professionals with expertise in sexual health
Itis led by peers with expertise in sexual health

It offers additional services to HIV testing

None of the above

= =4 4 -4 -4 -8 -8 -8 -2 -

Table 6.10s ummar i ses p ar-prafecréed plly/ testisgoptioms. s t

Table 6.10 HIV testing preferences

0 - -
HIV testing preferences % of respondents WI:ZSE: negative last HIV
N = 1222"

At a community health service or drop-in (not in a hospital or clinic) 47.0
General Practitioner/family doctor 19.1
I would like to use a self-testing kit (to find out the result on the spot) 10.1
A doctor in private practise 9.6
At a hospital or clinic as an out-patient, or an institute 4.3
| woulql like to use a self-sampling kit (taking my own sample, then send it away for 31
analysis)

At a gender-affirming care service 1.9
In a bar/pub/club 1.4
Mobile testing unit 1.3
At a blood bank, while donating blood 1.1
Elsewhere 0.9
At a hospital as an in-patient 0.2
Total 100.0
Missing n = 2.
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Respondents most frequently preferred to be tested for HIV at a community health service or drop-in (not in
a hospital or clinic) as their first choice (47 %), followed by general practitioner/family doctor (19 %).

The most frequently reported reasons for testing location preferences were: Non-judgmental (47 %); LGBT-
friendly (44 %); Easy to reach (37 %); Offers additional services to HIV testing (37 %); Receive personal
advice (34 %)

Among respondents who preferred a doctor in private practice, the most frequently selected reasons were
that it is non-judgmental and that it is LGBT-friendly. Among those who preferred a general
practitioner/family doctor, the most frequently selected reasons were that it is non-judgmental and that it is
easy to reach. Among those who preferred a community health service or drop-in, the most frequently
selected reasons were that it is LGBT-friendly and that it is non-judgmental. Among those who preferred a
self-testing kit with immediate results, the most frequently selected reasons were that it is anonymous and
that it is easy to reach.

6.6 Unmet needs for viral hepatitis, HPV, and mpox vaccination

Effective vaccines exist for both hepatitis A and B. In order to benefit from them, respondents need an
opportunity to be vaccinated, the capability to be vaccinated, and the motivation to seek or accept
vaccination.

6.6.1 Hepatitis A and B, HPV, and mpox knowledge

Respondents weretold: i The f ol l owing statements are aandwertRUE. Di d
offered the statements:

1T 0Hepatitisd means inflammation of the I|liver
1 Hepatitis is often caused by hepatitis viruses, named after the letters of the alphabet

1 Vaccines exist for both hepatitis A and hepatitis B
1

Doctors recommend men-who-have-sex-with-men are vaccinated against both hepatitis A and
hepatitis B viruses

Table 6.11a shows the percentages giving each response. The last columnontheright (A Di d not al read
k n o)visdhe sum of the respondents who did not already know the statement was true.

Table 6.11a Hepatitis knowledge

Already Wasng Di dn Dondt Don't aDtlIr((jegg;t/
Viral Hepatitis knowledge statements knew sure know understand believe KNow

% of all respondents
'Hepatitis' means inflammation of the liver? 70.7 15.6 13.3 0.1 0.2 29.3
n = 1509

Hepatitis is often caused by hepatitis viruses,
named after the letters of the alphabet®

n = 1502

Vaccines exist for both hepatitis A and hepatitis B® 90.6 7.4 1.7 0.1 0.3 9.4
n =1504

Doctors recommend men-who-have-sex-with-men

are vaccinated against both hepatitis A and 75.8 12.5 11.1 0.2 0.4 24.2
hepatitis B viruses®

n = 1419

Note. The final column, 'Did not already know', combines all respondents who did not already know that the statement was true.

87.0 7.0 5.7 0.3 0.1 13.0

#Missing n = 0; "Missing n = 7; “Missing n = 5; “Missing n = 4.

Overall, 1.7 % of respondents did not know any of the four hepatitis facts, 6 % did not know three, 12 % did
not know two and 24 % did not know one. The remaining 56 % already knew all four hepatitis facts.

The fact most commonly unknownwasthat6 Hepat i ti s®& means i;afieedavrichdast i on of t
unmet in 29 % of respondents.
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For comparisons across regions, an overall knowledge gap (%) was calculated as the mean percentage of
the four hepatitis facts that respondents did not already know (Table 6.14 and Chapter 9). Overall across
Switzerland, the hepatitis knowledge gap was 18 %. Regional variation of this indicator is presented in
Section 6.7, at the end of this chapter.

Human Papilloma Virus (HPV) knowledge

Respondentsweretold: A The f ol |l owing statements are aandwerE RUE.

offered the statements:
1 Human Papilloma Virus (HPV) causes anal and genital warts
1 Human Papilloma Virus (HPV) causes some types of cancer

1 Vaccines exist for Human Papilloma Virus (HPV)

Table 6.11b shows the percentages giving each response. The last columnontheright (i Di d not al

k n o)wsdhe sum of the respondents who did not already know the statement was true.

Already Wasnd@ Di dnq Dondt Don't Did not already
knew sure know understand believe know
% of all respondents

12.9 29.0 0.8 0.3 43.1

Table 6.11b HPV knowledge

HPV knowledge statements

Human Papilloma Virus (HPV) causes
anal and genital warts”

n = 1507

Human Papilloma Virus (HPV) causes
some types of cancer”

n = 1498

Vaccines exist for Human Papilloma
Virus (HPV)™

n = 1496

Note. The final column, 'Did not already know', combines all respondents who did not already know that the statement was true.

61.1 10.5 27.6 0.5 0.3 38.9

66.0 9.7 23.4 0.3 0.7 34.0

Missing n = 2; "Missing n = 11; ""Missing n = 13

Overall, 24 % of respondents did not know any of the three HPV facts, 13 % did not know two, and 18 % did
not know one. The remaining 45 % already knew all three HPV facts.

The fact most commonly unknown was that Human Papilloma Virus (HPV) causes anal and genital warts; a
need which is unmet in 43 % of respondents.

For comparisons across regions, an overall knowledge gap (%) was calculated as the mean percentage of
the three HPV facts that respondents did not already know (Table 6.14 and Chapter 9). Overall across
Switzerland, the HPV knowledge gap was 40 %. Regional variation of this indicator is presented in
Section 6.7, at the end of this chapter.

Map 6.8 illustrates awareness of the HPV vaccine, showing moderate variation across Switzerland.
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Map 6.8 Percentage reporting awareness of the HPV vaccine (N = 1496)

70-80%
60-70%
<60%

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024 eu).

Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95. ) )
Ticino has fewer than 50 P P [ with caution.

Mpox knowledge

Respondents weretold: A The f ol |l owing statements are aandwere RUE. Did
offered the statements:

1 Since the novel outbreak in 2022, mpox has predominantly affected men who have sex with men
1 Mpox is mainly transmitted during sex or close physical contact

1 There is a vaccine against mpox that significantly reduces the risk of contracting the disease

Table 6.11c shows the percentages giving each response. The last columnontheright (A Di d not al read
k n o)visdhe sum of the respondents who did not already know the statement was true.

Table 6.11c Mpox knowledge

Already Wa s n ¢ Donodt Don't D'_d ol
EULEET)Y

Mpox knowledge statements knew sure understand believe Know

% of all respondents

Since the novel outbreak in 2022, "‘monkeypox”

(mpox) has predominantly affected men who have 83.1 6.8 9.3 0.2 0.6
sex with men and transgender people”

n=1478

Mpox is mainly tLansmitted during sex or close 827 9.0 8.1 01 01
physical contact

n = 1499

Thereis a vaccine against mpox tha\_t 5|gn|f*|£antly 80.8 76 11.2 01 0.3
reduces the risk of contracting the disease

n = 1497

Note. The final column, 'Did not already know', combines all respondents who did not already know that the statement was true.
"Missing n = 2; "Missing n = 10; “"Missing n = 12.

Overall, 10 % of respondents did not know any of the three mpox facts, 6 % did not know two, and 12 % did
not know one. The remaining 72 % already knew all three mpox facts.
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The fact most commonly unknown wasthati si nce t he novel outbreak in 2022,
predominantly affected men who haveamawhichistnmetmen and t
29 % of respondents.

For comparisons across regions, an overall knowledge gap (%) was calculated as the mean percentage of
the three mpox facts that respondents did not already know (Table 6.14 and Chapter 9). Overall across
Switzerland, the mpox knowledge gap was 17 %. Regional variation of this indicator is presented in
Section 6.7, at the end of this chapter.

Map 6.9 illustrates awareness of the mpox vaccine, showing major variation across Switzerland.

Map 6.9 Percentage reporting awareness of the mpox vaccine (N = 1497)

Daten/Données/Dati/Data: EMIS-2024 (www.emis2024.eu) ~y
Shapefiles: © Shapefiles, BAG/OFSP/UFSP/FOPH, CRS CH1903+/LV95
50 ; interpret resp

Ticino has fewer than

with caution
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6.6.2 Not knowing where to get hepatitis A and B or mpox vaccination

Respondents who had not been vaccinated against hepatitis A (and did not know they were immune) ( 213,

14 %), who had not completed the vaccination course, or who did not know their hepatitis A vaccination

status (collectively 30 % of all respondents) were asked:A Do you know where you could
against hepatitis A ?.0

Similarly, respondents who had not been vaccinated against hepatitis B (and did not know they were

immune), who had not completed the vaccination course, who did not respond to the vaccination the

received, or who did not know their hepatitis B vaccination status (collectively 28 % of all respondents) were
asked:AiDo you know where you coul d Bg@.d@responsesteboth guestoths aseg ai n st
combined in Table 6.12.

Respondents who had not been vaccinated against mpox (collectively 64 %) were asked:iDo you know
where you could get vaccinated against mpox (monkeypox

Table 6.12 shows the responses to these three questions.

Table 6.12 Knowledge of where to get hepatitis A and B or mpox vaccinations among respondents
who could benefit from them
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...against hepatitis A and/or B (%) ...against mpox (%)

Knowledge where to get

O —— (excluding vaccinated and naturally (excluding vaccinated and naturally
immune) immune)
N =529 N =967"

No 14.0 30.9

Yes 67.5 57.7

Not sure 18.5 114

Total 100.0 100.0

*Missmg n=2 **M\ssmg n=3.

Overall, 14 % of respondents who could benefit from hepatitis A and/or B vaccination stated that they did not
know where to access it, while a further 18 % were unsure. For mpox vaccination, the corresponding
proportions were 31 % and 11 %, respectively.

6.6.3 Protective intentions in case of mpox outbreaks

All study participants were asked: il f t her e was a rapid increase i n mpox
would you take any of the following actions?0o

1 Get vaccinated against mpox [If not yet vaccinated]

1 Avoid locations where spontaneous sex on the spot is possible
1 Reduce the number of sexual partners/ avoid group sex
1

Use condoms for anal intercourse more frequently
Responses are presented in Table 6.13.

Table 6.13 Likelihood of adopting protective measures during a future mpox outbreak

Protective intentions in case of mpox outbreaks unlikely unlikely sure likely likely

% of all respondents

Get vaccinated against mpox [if not yet vaccinated]? 13.3 8.7 7.8 30.4 39.7
n =969

Avoid locations where spontaneous sex on the spot is
possible®

n = 1499

Reduce the number of sexual partners and/or avoid group
sex‘®

n = 1502
Use condoms for anal intercourse more frequently® 121 10.0 9.3 171 51.5
n =1499

aMissing n = 1; PMissing n = 10; *Missing n = 7; YMissing n = 10.

9.2 12.7 12.6 29.2 36.4

9.7 12.0 10.7 28.4 39.1

Across Switzerland, respondents expressed strong intentions to adopt protective measures in the event of a
future mpox outbreak. Intentions were highest for getting vaccinated against mpox [if not yet vaccinated]
(70 %) and using condoms for anal intercourse more frequently (69 %).

Overall, 70 % reported that they would be quite or very likely to get vaccinated against mpox, 66 % would
avoid locations where spontaneous sex occurs, 68 % would reduce the number of sexual partners or avoid
group sex, and 69 % would use condoms consistently for anal intercourse.
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