
The paper by Pando et al.,1 published in this issue of the
International Journal of Epidemiology, underscores the need to

focus on the human immunodeficiency virus (HIV) epidemic
among men who have sex with men (MSM), which until now
has not received attention proportional to its magnitude. The
fact that this is the first study of its kind in Argentina also
highlights the paucity of sound epidemiological information on
which HIV prevention and control in Latin America could be
based. Interpretation of this paper might be better achieved if it
is put in the context of the larger HIV/AIDS epidemic among
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where the incidence of HIV-1 infection is monitored by 
means of follow-up of a cohort as well as by detuned assay (The
Serologic Algorithm for Recent HIV Seroconversion17 is currently
being used in order to better evaluate the dynamics of trans-
mission in this population). Data obtained during the course of
these studies will allow us to assess more reliably trends in HIV
infection in this group and establish effective prevention
programmes to curtail the HIV epidemic.
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MSM in Latin America. This commentary outlines the extent of
the HIV/AIDS epidemic among MSM in this region, describes
some of the prevention response to it, and suggests a set of
actions that could be taken to help prevent the further spread of
HIV in the region.

The extent of the epidemic among men
who have sex with men in Latin America
As of December 2001, as the HIV/AIDS epidemic in Latin
America and the Caribbean entered its third decade, an esti-
mated 1.82 million adults and children in this region were
living with HIV/AIDS, including 190 000 people who had prob-
ably become infected during the previous 12 months.2 By
December 2001, in this same area, 378 413 cases of AIDS and
156 228 deaths from AIDS had been reported. Sexual
transmission of HIV accounts for approximately 78% of all
reported cases of AIDS in Latin America and the Caribbean for
which a probable transmission category has been provided.3

In 35% of reported AIDS cases for which information was
given about the probable mode of transmission, such probable
cause of infection is attributed to sexual transmission between
men.3 Sadly, most of the news media attention to AIDS among
MSM has not emphasized this factor, nor has it contributed 
to action vis-à-vis the severe epidemic in this population.
Furthermore, as the study by Pando et al. shows for Buenos
Aires, the prevalence of HIV infection in MSM populations in
most major cities in Latin America is between 5% and 20%,
which, generally speaking, is much higher than in the general
adult population (usually under 1%).4

UNAIDS maintains that in most Latin American countries the
epidemic is currently concentrated in MSM populations and, in
some cases, in intravenous drug users.2 Latin America has the
highest number of HIV/AIDS cases in MSM outside the US.5

Clearly, any attempt to limit the spread of HIV in this region
must focus to no small degree on sexual transmission between
men.

The extent of the response to this epidemic
in its first two decades
In most countries of the region, particularly in the capital cities,
HIV prevention activities have been launched by gay organ-
izations, non-gay community-based organizations (CBO), and,
in a few cases, governmental programmes.6,7 Taking countries
as units of comparison, the social response to the HIV epidemic
among MSM has been more extensive in countries with larger
MSM epidemics, that is, South American countries and Mexico
have shown a stronger response, as compared with Central
America and the Caribbean. Additionally, the general conscious-
ness about AIDS as a national public health problem, and,
especially, the level of civil society involvement in health-
related issues, as well as the status of sexual rights, have played
a role.8 Clearly, a success story in this regard is Brazil, with a
strong, multi-sectoral response, resulting from the perception of
AIDS as a major national problem, the political decisions of
expending large budgets at the federal, state, and local levels in
prevention and care, a rich tradition of civil activism, and the
highest level of integration of gay communities into the larger
society in the region.9

The quality, sustainability, and coverage of these diverse
activities have been far from homogeneous across time or
country. While anecdotal information exists on many preven-
tion programmes, very few have been documented and
published, and even fewer have been formally evaluated.6 The
lack of a strong evaluation of community-based prevention
work is a situation that exists in many regions of the world.
Programmes have been designed at various levels, from the
simple provision of information or the development of inter-
personal skills, to the promotion of change in social norms to
community organizing for an enhanced sexual citizenship.7

People have been reached through approaches ranging from
individual counselling and testing, and small group interventions,
to street- or club-outreach with distribution of educational
materials, educational theatre, peer leadership, and community
mobilization. The increasing replacement of traditional models
based solely on information or skills building, by structural inter-
ventions that address vulnerability through community develop-
ment and sexual rights promotion, is clearly promising.10

Aside from the few cases where governments have become
involved in activities oriented to MSM (particularly Argentina,
Brazil, Colombia, Chile, Mexico, Peru, and the Dominican
Republic) most prevention programmes have been funded by
international agencies, private donors, and charities. This has
resulted in low sustainability of many such programmes. Most
successful programmes have been launched by institutions
combining reasonable levels of technical capacity with an
important community basis. A key limitation in this response
has been the unavailability of innovative, effective strategies to
reach the various constituencies of non-gay identified MSM and
act upon the structural factors that make them vulnerable to
HIV.11,12

A special mention should be made of regional initiatives
around MSM and HIV. In 1998, a Special Consultation on HIV/
AIDS Prevention, Care and Support Programmes for MSM in
the region was convened by UNAIDS.13 Commitments made on
that occasion resulted in two products: A manual for strategic
planning on HIV/AIDS programmes for MSM in the region,
published in Spanish,7 and a major strategic planning exercise
on MSM-oriented AIDS programmes involving multi-sectoral
commissions of countries in Central and South America.14

Similarly, UNAIDS funded a networking effort involving epi-
demiological and social researchers on HIV and sexual diversity
which has recently updated a catalogue of regional studies on
MSM and HIV, as well as produced a document oriented to
decision-makers,15 in which the complexities of the MSM
epidemics in the region have been addressed. Other agencies
are considering supporting the development of stronger links
between research and action with regard to HIV (and, more
generally, sexual health and sexual rights) in this population.
Finally, after a valuable UNAIDS initiative, a multi-sectoral Task
Force on MSM and HIV in Latin America and the Caribbean was
established in April 2002 to strengthen the regional response to
the epidemic in this group. National and regional chapters of
this Task Force are currently being formed.

What remains to be done
In spite of the actions just described, a clear disparity exists
between, on one hand, the scale of this epidemic in the region
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and, on the other hand, recognition of the need to effectively
and consistently respond to it, particularly in governmental
programmes. The inadequate response to the AIDS epidemic
among MSM may be due to several factors, such as: (1) the
assumption that MSM were already receiving assistance from
community-level initiatives and that the epidemic was already
controlled; (2) inadequate understanding of human sexuality
(including male-to-male sexual cultures) in the design of preven-
tion policies and programmes; (3) the view that governments
should only be concerned with prevention in the general popu-
lation; (4) resistance to acknowledging that MSM populations
(and, by extension, other marginalized groups, such as male
and female sex workers) have rights, including the right to
health; and (5) the assumption that epidemics among MSM and
heterosexuals are mutually independent.

It is, however, time for an honest recognition of the mistakes
of the past and of the urgency to organize a strong and thought-
ful response to this severe epidemic that is unequivocally
respectful of the human rights of MSM populations. Failure 
to confront this epidemic in the region may permit synergies 
to develop between it and parallel HIV/AIDS epidemics (particu-
larly among female partners of some MSM). An adequate
response should:

• Take into account the very high HIV prevalence (from 5 to
20% in urban centres) and incidence (1.5–3.3. infections per
100 person-years of observation) observed at present in these
populations;4

• Understand the ways in which stigma and social exclusion
have driven vulnerability to HIV among MSM;

• Recall that MSM in the region are characterized by their
cultural diversity, which is characterized by differences in
social class, gender, ethnicity, and educational attainment,
and has implications for preventive interventions. Groups of
non-gay identified MSM interact with core gay male sub-
cultures in various ways, including forms of compensated
(transactional) sex;

• Understand that interventions should go beyond traditional
models oriented to individual behavioural change through
the provision of knowledge or the development of skills, and
address cultural meanings and structural barriers in creative
ways which respect individual autonomy and rights;

• Understand that the epidemic cannot be contained without
special attention devoted to helping HIV-positive MSM
maintain sexual safety for long periods of time. Such work
should include designing HIV testing programmes so that MSM
will feel motivated to find out their status, and specialized HIV
prevention programmes to help HIV positive men cope with
the additional stigma of HIV seropositivity in their social lives,
protect their sexual partners, and access treatment for HIV
infection.

• Consider the need to monitor trends in the epidemic, identify
the circumstances that favour its expansion, and assess the
impact of any interventions carried out at the individual,
community, or structural levels. There is very little reliable
information about HIV prevalence and incidence, sexually
transmitted infections, and, in general, about sexuality, risk,
and vulnerability in this population. All of this points to the need
to continuously develop rigorous and culturally appropriate
research, and to share new knowledge with community-based

organizations which can amplify an evidence-based response.
The recent UNAIDS recommendations on second-generation
surveillance,16 and other documents available5 suggest an array
of research approaches for varying conditions;

• Recall that any surveillance measures should avoid causing
harm at the individual or community level as a result of the
stigma associated with homosexuality or HIV. The legitimacy
of surveillance activities should be ensured by using the
information produced to take action in concert with MSM
communities. Where possible, individual benefits should be
offered to participants, including an acceptable standard of
care for HIV infections detected by the system;

• Incorporate the recommendations of the United Nations
Special Session on AIDS17 regarding the need to integrate
prevention and adequate care, with particular reference to
access to highly active antiretroviral treatment;

• Understand that effectively controlling the severe MSM
epidemic in Latin America implies confronting the social
exclusion of MSM communities, through an overt recog-
nition of their human rights, including their sexual rights and
their right to health. This implies not only talking clearly
about sexuality and MSM, but also confronting stigma and
discrimination.18

The very high proportion of MSM in Latin America who have
become infected, developed AIDS and died over the past 
20 years can only be described as catastrophic. Responses to this
situation have not as yet been proportionate to the need
imposed by the AIDS epidemic among MSM in Latin America.
We hope that these few observations about the state of the
epidemic in this region, in combination with studies like the
one by Pando and colleagues in this issue, can help govern-
ments, communities, CBO, and individual citizens work in
more effective ways toward controlling this epidemic among
MSM in Latin America.
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