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Abstract Men who have sex with men (MSM) continue to

be at elevated risk for HIV acquisition and transmission

secondary to biological and behavioral characteristics, social

and sexual network characteristics, community environ-

mental factors, and structural factors. HIV incidence rates

remain high among MSM in both low- and high-income

settings, and in both concentrated and more generalized HIV

epidemic settings. While data quality tends to be poorer, the

best estimates collectively suggest that MSM have up to 20

times the odds of living with HIV as compared to other

reproductive aged adults across low- and middle-income

countries. Recent prevention strategies to lower biological

HIV transmission and acquisition risks, including the early

use of antiretrovirals to decrease infectiousness for those

living with HIV, and pre-exposure prophylaxis for those at

significant risk of HIV acquisition, have demonstrated the

potential to change the trajectory of the HIV epidemics

among MSM. However, the coverage and effectiveness of

these approaches is limited by structural factors including

the punitive legal frameworks and institutional discrimina-

tion that contribute to limited uptake, challenges to

adherence, and suboptimal health-seeking behaviors among

MSM. More intensive efforts will be required to reach MSM

who do not currently have access to relevant and effective

prevention and treatment services or elect not to access these

services given enacted and/or perceived stigma. Respect for

human rights, including efforts to aggressively confront and

combat the forms of stigma that are preventing us from

achieving an AIDS-Free generation, are needed for all

people including gay men and other MSM.

Keywords Men who have sex with men � MSM � HIV �
Epidemic � Risk factors

Introduction

Men who have sex with men (MSM) include gay and

bisexual men, MSM who do not identify as gay or bisexual

despite their behaviors, male sex workers, and transgender

men who have sex with men who identify as gay or have

sex with other men. The term ‘‘MSM’’ was originally

intended to describe same sex behaviors between men

rather than identities, orientations, or cultural categories. It

was designed to be less stigmatizing than culturally-bound

terms such as gay, bisexual, or homosexual, and has been

useful as an epidemiologic tool to help characterize the

HIV pandemic in challenging contexts. However, in the era

of HIV, there are a growing number of men in many low-

and middle-income countries who now identify as MSM

and feel a sense of connection with what is often referred to

as a MSM community, thereby confounding the initial

intention of the term. Moreover, the term MSM in 2016 has

evolved into one that is often used interchangeably with the

term gay, which is dehumanizing to those who identify as

members of the lesbian, gay, bisexual, and transgender
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(LGBT) community [1]. And given the dynamic nature of

people, these definitions may further evolve in the years to

come. However, for this paper, we will use the term MSM

as a broad epidemiologic characterization in the context of

the HIV pandemic.

Despite recent advances in HIV prevention and treat-

ment approaches [2, 3], MSM are among those at highest

risk of acquiring and transmitting HIV (Fig. 1) [4]. The

reasons for the high burden of HIV among MSM are

multifaceted and may be manifested in diverse ways for

different individuals. In addition to individual biological

factors (e.g., the increased susceptibility of anal mucosa to

HIV infection) or behavioral characteristics (e.g., increased

number or frequency of sexual contacts or condomless sex

among some MSM), social and sexual networks, commu-

nity environments, law and policies, and the stage of epi-

demic in the area in which an individual resides may also

play a role in potentiating HIV spread [4–9].

The objective of this paper is to demonstrate that

engaging and retaining gay men and other MSM in treat-

ment and prevention services is critical to controlling the

HIV epidemic worldwide. We will provide an overview of

the drivers of HIV risk and will then focus on how these

findings relate to the global and local epidemics, including

concentrated and generalized epidemics in high- and low-

income settings.

Individual-Level Risks

Individual-level risks for HIV acquisition in MSM include

condomless insertive and receptive anal intercourse with

serodiscordant and viremic sexual partners, high frequency

of casual male partners, high number of lifetime male

partners, high viral burden in the index partner, injection

drug use, and non-injection drug use, including use of

amphetamines and other drugs before and during sex [10].

In addition, MSM may be at risk for a wide variety of other

sexually transmitted infections, which can facilitate HIV

transmission and acquisition through genital tract inflam-

mation involving increased local density of immune cells

that are at risk for acquiring HIV, ulcerations, and abra-

sions [11–13]. However, one of the primary driving forces

behind the disproportionate HIV disease burden among

MSM globally is the high per-act and per-partner trans-

mission probability of HIV from receptive anal sex com-

pared to vaginal sex with a non-virally suppressed sexual

partner living with HIV [4, 14–16]. Rectal exposure to HIV

infection is biologically different from vaginal exposure:

the gut has a huge potential transmission space, contains a

large number of CD4 expressing cells in the proximal

submucosa, and is more susceptible to HIV infection [6–8].

These factors result in a high HIV transmission probability

per act during condomless anal sex with a non-virally

suppressed partner living with HIV—almost 20 times

higher than during vaginal sex (1.4 vs. 0.08 %) [6].

Network-Level Risks

Among MSM, sexual-network-level risks can also facili-

tate HIV spread [17, 18]. Although individual-level risks

are similar for men and women for receptive anal sex with

an HIV-infected and viremic sexual partner, male–male

sexual partnerships differ since each partner can engage in

either insertive or receptive sexual positioning. This sex

role versatility, coupled with the high per act risk of HIV

transmission during rectal exposure, leads to high

Fig. 1 Global HIV prevalence in MSM, from studies published

2007–2011. Data are prevalence (95 % CIs). Reprinted from The

Lancet, Volume 380, Beyrer C, Baral SD, van Griensven F, Goodreau

SM, Chariyalertsak S, Wirtz AL, and Brookmeyer R. Global

epidemiology of HIV infection in men who have sex with men,

pages 367–77, Copyright (2012), with permission from Elsevier
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individual, couple-based, and network-level HIV trans-

mission risks [19–21]. Social and peer-group norms, as

well as availability of condoms and high HIV/STI preva-

lence within networks can also accelerate the spread of

HIV [22, 23]. Molecular epidemiological studies of HIV

conducted among MSM demonstrate substantial clustering

of HIV infection within MSM networks, a high frequency

of multiple transmitted viral variants, and more rapid HIV

spread through sexual networks [4]. In addition, larger

sexual networks provide increased opportunities for expo-

sure to HIV-infected partners and consequently higher risk

of HIV acquisition among MSM. In the era of increasing

use of digital spaces to find sexual partners, sexual net-

works may be increasingly large where people are less

likely to know the status of their partner.

However, social network characteristics such as the

provision of social support within communities of gay men

and other MSM can help to reduce the spread of HIV [24–

26]. Social factors such as trust or the ability to work

together towards a common goal with other MSM, deriving

a sense of pleasure or value from participating in same-sex

oriented public events, and reporting comfort with one’s

sexual identity or behaviors can encourage consistent

condom use and participation in HIV prevention and health

care programs, and they have been associated with

decreased HIV infection, better HIV treatment outcomes,

and reduced depression [26–31].

Community-Level Risks

Societal and internalized homophobia can limit the provi-

sion and uptake of HIV prevention, treatment, and care

services [32, 33]. For example, culturally-insensitive health

workers may result in MSM avoiding HIV prevention

services; or even more problematically, MSM living with

HIV may avoid HIV treatment services. Reduced utiliza-

tion of health and HIV services by MSM, due to enacted or

perceived discrimination, may limit knowledge of the risks

of unprotected anal intercourse and opportunities for access

to prevention services [34, 35]. Stigma and discrimination,

such as exposure to homophobic abuse, homophobia, or

homonegativity; a lack of social support; shame, blame,

and social isolation; and victimization at school or work,

have all been associated with poor HIV-related health

outcomes. These adverse outcomes include reduced rates

of HIV testing, increased risk for HIV infection, lower

likelihood of discussing or disclosing HIV/AIDS status

with male partners, increased condomless anal sex, and

reduced engagement in HIV treatment for those living with

HIV [36–39]. However, community support such as MSM-

specific health promotion can have positive impacts such as

encouraging condom use through education and self-af-

firming and sex-positive messaging [27, 40].

Structural-Level Risks

Administrative policies such as the criminalization of

same-sex practices in many countries and exclusion of

MSM from national surveillance programs and HIV

responses have contributed to the lack of focused, acces-

sible prevention strategies for MSM [33]. These punitive

policies present significant barriers to HIV prevention and

meaningful engagement in treatment. Moreover, they have

been associated with higher levels of violence and stigma

against MSM, decreased funding for programs for MSM,

increased fear of seeking health care leading to reduced

engagement in health care, and ultimately higher HIV

incidence, prevalence, and mortality [41, 42]. Criminal-

ization promotes multiple forms of stigma as well as

structural and cultural violence, which in turn worsen

health conditions for MSM and the broader communities

[27]. In many settings, uniformed officers are among those

perpetuating physical and psychological abuse towards

MSM, and particularly in regions where same-sex behav-

iors are criminalized [43].

Epidemic Stage

The individual-, network-, community, and law and pol-

icy-level risks discussed previously cannot create HIV

infections and moreover, there is nothing inherently

harmful about condomless anal sex. These factors can

only increase or decrease the probability of transmission

of an infection that is currently prevalent. Consequently, it

is the stage of the epidemic within the social and sexual

network, community, and country that primarily determi-

nes the risk for HIV acquisition in the individual. For

example, an individual living in an area of high HIV

prevalence will have a greater chance of a shared sexual

network with someone who is living with HIV and not

virally suppressed than someone living in an area of low

prevalence [5].

MSM in Concentrated Epidemics

A concentrated epidemic has traditionally been defined as a

country with an HIV prevalence of less than 1 % among all

reproductive aged adults but more than 5 % in any key

population including MSM [44]. Outside Eastern and

Southern Africa, the epidemiology of HIV is primarily

represented by concentrated epidemics among key popu-

lations including MSM, sex workers, people who inject

drugs, and transgender women. In many regions, the HIV

prevalence among MSM is over 10 % and the ratio of HIV

prevalence in MSM to that of the others in the population is

disproportionately high [45] (Fig. 2).
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High-Income Settings

The burden of HIV among MSM in many high-income

settings can be characterized as a predominantly male

concentrated epidemic, with a median male:female case

ratio of 2.5:1 and men making up more than 75 % of the

prevalent HIV infections [46]. Even as the HIV epidemic

among adults is primarily stable or decreasing in most

settings, the HIV epidemic among MSM continues to

increase in many high-income countries, including the

United States [47]. The US accounts for over 30 % of total

infections in high income countries with significant dis-

parities across income levels of MSM [46], with ethnic and

racial minority MSM carrying a disproportionate local HIV

burden [48].

High-income countries exhibit greater coverage of

antiretroviral therapy (ART), larger extent of HIV diag-

nosis among people living with HIV, and greater access to

healthcare services and social structures that facilitate

accurate reporting of male-to-male sex risks [46, 49].

However, there have been re-emergent epidemics in MSM

in many high-income settings where the overall HIV epi-

demic is otherwise in decline—including Australia, France,

the UK, and the US [46]. In the US, HIV infections among

MSM overall remained relatively stable between 2002 and

2011 though this average omits the increasing disparities in

the burden of HIV observed in the US among MSM gen-

erally attributed to socioeconomic determinants [50, 51].

HIV infections in MSM aged 13–24 years are estimated to

be increasing at roughly 10 % per year since 2002 [50].

Similar trends have been reported among gay and other

MSM in the UK, where treatment coverage is higher than

in the US [52]. Biological, couple, network-level, and

community-level influences are likely crucial to under-

standing why HIV transmission rates remain so high in

these populations of MSM.

Given the rapid transmission that appears to take place

within sexual networks of MSM when someone is acutely

HIV infected, the bar for preventing HIV infection within

these sexual networks is very high. In addition, breaking

chains of HIV transmission necessitates not just coverage

of HIV testing, but the diagnosis of people during the acute

infection stage followed by an effective intervention. Thus,

we do not know yet whether universal treatment approa-

ches will work for MSM since so many of these men are

often diagnosed too late to prevent HIV transmission

events or to positively influence health outcomes [46].

Novel HIV testing approaches or the optimized imple-

mentation of existing HIV testing approaches may improve

the current trends of HIV infections being diagnosed too

late among MSM.

Low- and Middle-Income Settings

The concentrated HIV epidemic among MSM transcends

country income level. In low- and middle-income countries,

Fig. 2 Pooled HIV prevalence among MSM, and among all men of

reproductive age, by region, 2012. Data from UNAIDS report on the

global AIDS Epidemic: 2012. Joint United Nations Programme on

HIV/AIDS (UNAIDS). Geneva: 2012. Adapted from The Lancet,

Volume 380, Beyrer C, Baral SD, van Griensven F, Goodreau SM,

Chariyalertsak S, Wirtz AL, and Brookmeyer R. Global epidemiology

of HIV infection in men who have sex with men, pages 367–77,

Copyright (2012), with permission from Elsevier
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MSM are estimated to have 19 times the odds of living with

HIV compared with other people [53]. According to a meta-

analysis of 15 South American countries, the HIV preva-

lence among MSM is generally greater than 10 % and the

odds of having HIV in MSM is almost 34 times that of the

general population [53]. In the Middle East and North

African countries, HIV prevalence among MSM appears to

be low, but emerging HIV epidemics have been documented

among MSM in Egypt, Jordan, Lebanon, Oman, and Syria

[54]. In Eastern Europe and Central Asia, HIV incidence is

highest among dual risk people who inject drugs (PWID) and

are MSM, expanding the established local HIV epidemics

driven by PWID combined with limited coverage of effec-

tive tools to decrease parenteral transmission of HIV. In

South, Southeast, and Northeast Asia, MSM transmission,

PWID transmission, and heterosexual transmission all con-

tribute significantly to the HIV epidemic [55]. In Sub-Sa-

haran Africa, the prevalence of HIV among MSM is higher

than that of age-matchedmen in all settings (Fig. 3) [56, 57].

For several years, the HIV epidemic among MSM in

low- and middle-income countries was ignored by many

governments, donors, and societies. Although attitudes

have steadily shifted to address the needs of MSM, in many

parts of the world a hidden epidemic remains that is

exacerbated by persistent stigma, discrimination, and vio-

lence. Same-sex sexual practices are punished as crimes in

roughly 75 countries, with penalties ranging from fines to

imprisonment, and in some cases even death [42]. In much

of the world, national HIV epidemiological surveys do not

assess the impact of HIV on MSM. Unfortunately, this

willful ignorance results in a data paradox where the lack

of usable data regarding HIV risk among MSM is used in

turn to justify the limited specific investment in HIV pre-

vention and treatment needs [33].

To improve low- and middle-income countries’

responses to HIV/AIDS, it is essential that services expand

to include MSM as a key population in line with the

attributable proportion of HIV infections. To accomplish

this, a more informed understanding of the diversity of

epidemics among MSM in low- and middle-income

countries is needed. Because these men often are hidden

from the broader community, there is notable underreport-

ing of same-sex behavior in population-based surveys

resulting in risk misclassification among those living with

HIV. Moreover, there are many questions left to be

answered on optimal surveillance approaches for MSM

given the safety issues that exist when collecting these

data. Correlates of prevalent HIV infection in low- and

middle-income countries also should not just focus on the

most proximal individual-level HIV risk factors but should

include assessment of community-level determinants

including social isolation, limited healthcare access, and

social stigma [55, 58].

Overall, the odds of having HIV infection are markedly

and consistently higher among MSM in each geographic

locale than among the adult populations across Asia, Africa,

and the Americas. Moreover, MSM from low- and middle-

income countries historically have been understudied and

underserved, and are in urgent need of prevention services

and access to appropriate care [59]. Factors contributing to

the lack of sufficient knowledge include a dearth of studies

and concomitant limited data regarding adolescent MSM,

andMSM from specific regions such as North Africa and the

Middle East. Prevention strategies that lower biological

transmission and acquisition risks, such as access to early

treatment and the availability of and consistent use of pre-

exposure prophylaxis (PrEP), offer promise for controlling

the expanding epidemic inMSM in these settings [3, 60, 61];

however, their potential effectiveness often is limited by

structural factors that discourage health-seeking behaviors

among MSM, and by the refusal of governments to address

regulatory and other structural barriers that block or limit the

availability of PrEP. More intensive efforts will be required

to reach younger MSM, expand testing and treatment, and

implement effective prevention tools such as PrEP in

diverse geographic settings, particularly in rights-con-

strained contexts [2, 20, 62]. In addition, these efforts will

have to be coupled with community efforts around safe sex

practices and condom use. Ultimately, the challenge will be

not just linking people to these programs, but about securing

long term retention—and this will require significant study

to identify the best implementation research approaches.

MSM in Generalized Epidemics

Generalized HIV epidemics are commonly categorized as

regions with HIV prevalence rates above 1 % in adults or

in antenatal clinics. With few exceptions, generalized HIV

epidemics are limited to Southern and Eastern Sub-Saharan

Africa. In the context of generalized epidemics, it is often

proposed that MSM do not constitute a significant com-

ponent of the epidemic, and that resources should not be

diverted from addressing other populations deemed to have

higher priority. As a result, in countries categorized as

having generalized epidemics, only a small proportion of

HIV prevention expenditures support the needs of MSM.

However, a number of studies and a growing body of data

highlight the disproportionate burden of HIV among MSM

that exists when compared with other men of reproductive

age across countries with generalized epidemics [45, 58,

63, 64].

Fortunately, there have been recent, notable decreases in

HIV incidence among several countries with generalized

epidemics, including Malawi, Namibia, Botswana, and

Zambia [65]. However, in a review of 51 countries with
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generalized epidemics, the burden of HIV was found to be

consistently higher among MSM [58]. For example, in

Kenya, the HIV prevalence among MSM ranged from 12.3

to 43.0 % compared with 6.1 % among the reproductive-

age population [66]. Similarly in South Africa, HIV preva-

lence among MSM ranged 10.0–40.7 % compared with

17.9 % among reproductive-age adults [67, 68]. In Thai-

land, one of the few countries outside of Eastern and

Southern Sub-Saharan Africa which has had a generalized

epidemic, HIV prevalence among MSM ranged 8.2–68.2 %

compared with 1.1 % among adults of reproductive age [69–

73]. These data are notable as the HIV epidemics in these

settings have traditionally focused on the ‘‘general

population’’ which is assumed to be group of reproductive

age adults with average risks for the acquisition and trans-

mission of HIV. And indeed, in the countries with the most

broadly generalized HIV epidemics, the responses appear to

have been developed with the assumption that risk is evenly

distributed. However, data such as what is shown here

suggest that risk of HIV is not evenly distributed and that

specifically addressing the specific HIV prevention needs of

gay men and other MSM in these settings is crucial [74].

The HIV prevention needs of MSM within generalized

epidemics may be different from those in concentrated

epidemics. In generalized epidemics, HIV prevalence is

high in the population as a whole and these are the only

Fig. 3 HIV Prevalence among

MSM in Africa. Modified from

van Griensven F, de Lind van

Wijngaarden JW, Baral S,

Grulich A. The global epidemic

of HIV infection among men

who have sex with men. Current

opinion in HIV and AIDS.

2009;4 [4]:300–307 [57]
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settings where women are still disproportionately affected

by HIV. Thus, in generalized epidemics, some of the HIV

risk among MSM may be attributed to their ability to

acquire or transmit HIV in both heterosexual and same-sex

relationships [75]. Decriminalization of same-sex sexual

practices is important in terms of removing barriers which

can improve relationship stability within same-sex couples

and also improve the environment for the effective provi-

sion and uptake of services. However in 2016, decrimi-

nalization alone cannot achieve stigma reductions to

support improved quality of life and improved program-

matic reach [43]. Combining evidence-informed stigma

mitigation programs in the context of society as well as in

health care are also needed to change both experiences and

eventually perceptions.

Other Key Issues

Role of Community Organizations

Gay men and other MSM have historically led and par-

ticipated in HIV intervention efforts through advocacy,

education, research, and design and delivery of prevention,

treatment, and care programs that have been a benefit to

everyone affected by HIV. In stigmatizing environments,

MSM and LGBT community groups often are the only

members of the community who are willing to advocate for

the right to provide HIV-related services to gay men and

other MSM. Gay and MSM advocates have achieved

important successes in locally-based responses to HIV, but

they have often faced enormous challenges, including

stigma and threats of violence and blackmail, limited

funding, and the need to represent highly diverse popula-

tions. Protecting and improving the personal health of

everyone requires inclusive community-level action and

this will continue to be essential in the response to AIDS

worldwide. Community-based service providers will

require increased resources, developmental support, and

expanded opportunities to serve and lead the fight against

the growing HIV epidemic in MSM [1, 76].

Transgender Women

Transgender women represent a separate and distinct

population from MSM; they were assigned the male sex at

birth but identify as women and are well known to be at

exceptionally high risk for HIV acquisition and transmis-

sion. Worldwide, the odds for transgender women being

infected with HIV is almost 50 times that of other repro-

ductive age adults, with an estimated overall HIV preva-

lence of around 19 % [77]. There are some shared

determinants of risk between transgender women and

MSM including the high transmission probability of

unprotected anal sex. In addition, network-level (e.g., HIV

prevalence in subgroups), community-level (e.g., stigma,

social exclusion) and structural-level (e.g., discriminatory

laws, economic marginalization) factors contribute to the

high burden of HIV among transgender women [78, 79].

In contrast, transgender men, who were assigned the

male sex at birth, have traditionally been considered low-

risk for HIV. However, some of these men, sometimes

termed trans MSM, identify as gay and have sex with other

men. Trans men and trans MSM report a range of sexual

practices including vaginal or receptive anal sex with other

men, which could put them at substantial risk in the context

of HIV-infected and viremic sexual partners. HIV preva-

lence in transgender men ranges from 0 to 2.9 % based on

two studies conducted in the US [80–82]. However, there

has been such limited programmatic investment and study,

ultimately greatly limiting our knowledge of HIV-related

risk behaviors, social and structural factors, and sexual

health needs of transgender men [83].

Male Sex Workers

The global burden of HIV among male sex workers (MSW)

is high and in some cases increasing [84]. Male sex

workers tend to have high numbers of male partnerships

with less awareness of the HIV status of their partners

which may potentiate risks for HIV acquisition. Other risks

include economic incentives to have condomless anal sex

with clients, sexual and physical abuse, and substance use.

In addition, criminalization and stigma of same sex prac-

tices and commercial sex can lead to avoidance and delay

of seeking health care including testing, treatment, and

prevention services. However, prevalence of HIV among

male sex workers is not universally higher than that of

other men potentially because increased awareness and use

of preventive measures. Ultimately, the dynamics of male

sex work are complex and little understood because of the

nearly universal criminalization of this occupation either

through the criminalization of sex work or that of same-sex

practices [85, 86]. Dedicated advocacy, funding, surveil-

lance, research initiatives, and diverse preventive options

are needed to reduce the burden of HIV among male sex

workers.

Internet Use for Finding Sex Partners

Among MSM, the Internet and mobile-applications are

popular platforms for meeting new sexual partners. Recent

data suggest that MSM in low- and middle-income settings

utilize the Internet for seeking sex at rates equivalent to

MSM in high-income settings such as North America and

Europe [87–89]. Given the pervasive stigma that exists
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affecting same-sex relationships, it is not surprising that

people are turning to the Internet to discreetly be part of a

network, derive support, and meet partners. In some set-

tings, the use of the Internet to find partners is being

heavily scrutinized and websites being shut down. The

trend is concerning, and the response not based in evidence

as this medium also represents a potential tool to reach the

unreached, as well as to support those men with linkage

and retention services [87, 90–93]. Indeed, the evidence

continues to support the need to turn to Internet and

mobile-applications as the future of feasible HIV inter-

vention mechanisms to reach MSM worldwide [94].

Biomedical Improvements in HIV Prevention

Daily oral use of PrEP is an effective HIV prevention

intervention for MSM [95]. In 2010, the iPrEx (Pre-ex-

posure prophylaxis initiative) trial demonstrated a 44 %

reduced HIV infection rate among MSM in the PrEP arm

compared to the placebo arm [3], but on average medi-

cation adherence was around 50 %. In 2015, an open-label

randomized trial (the PROUD study) conducted among

gay men and other MSM in England successfully addres-

sed concerns about real world effectiveness and risk

compensation for PrEP by demonstrating 86 % efficacy

among MSM who accessed STD clinics who initiated

PrEP right away [60]. Further, the French and Canadian

Ipergay study found that peri-coital dosing before and after

sex was found to be similarly effective (86 %) [96].

Subsequent studies in real world settings of STD clinics

and in a private health maintenance organization found

PrEP to be effective in decreasing HIV incidence in high

risk MSM in the US, even while STD incidence remained

high [61, 97]. Overall, the findings of these studies

strongly support the further scaling up of PrEP for MSM

as part of package of comprehensive sexual health services

that include behavioral, structural, and biological inter-

vention components.

However, the slow and highly limited implementation of

PrEP, the only new biomedical intervention with evidence

for efficacy of HIV prevention in MSM, is another example

of an important structural-level risk. Despite a series of

successful efficacy trials and effectiveness evaluations

demonstrating the potential impact of PrEP among MSM,

at the time of writing PrEP is being implemented and

recommended for MSM only in the United States, South

Africa, France, and Kenya—a remarkably slow rollout and

missed opportunity for an intervention with 6 years of

efficacy data [98]. Even the U.K., where the PROUD study

demonstrated high effectiveness [60], has not implemented

PrEP through the U.K.’s National Health System, thereby

sustaining an enhanced risk environment for MSM. And

indeed, this slow rollout may be further indicative of the

limited support for interventions where the primary effi-

cacy data for HIV prevention is among MSM. The coming

years will likely introduce new formulations of oral PrEP

and even long acting injectable PrEP which may ultimately

represent important components of the package of services

for MSM.

Conclusions

There is an HIV pandemic among MSM—it is a global

epidemic with more similarities than differences across

income levels, HIV epidemic types, and geography.

Improved HIV surveillance mechanisms leveraging math-

ematical modeling, phylodynamics, and meaningful indi-

cators can inform the population attributable fraction of

HIV among MSM across countries and will be needed to

passively evaluate the success of intervention efforts.

Among MSM, individual- and network-level HIV risks are

compounded by structural-level risks such as community

environments, laws, policies, and program failures.

Universal HIV treatment, fourth generation HIV tests, HIV

self-testing, and daily oral PrEP using tenofovir-emtric-

itabine have emerged as integral to the prevention of HIV

transmission, and such efforts should be immediately

expanded for MSM and other populations disproportion-

ately affected by HIV. Indeed, the bar for HIV prevention

among MSM is extremely high. Only with true respect for

human rights and efforts to combat stigma, discrimination,

and social exclusion can the levels of coverage needed to

change the trajectory of the HIV pandemic among MSM be

achieved.
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