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Our objective was to compare HIV prevalence
between two national surveys among men who
have sex with men in Brazil in 2009 and 2016.
HIV prevalence was estimated stratifying by age
and socioeconomic status. HIV prevalence
increased from 11.9% [95% confidence interval
(CI): 9.9–14.3], in 2009, to 19.1% (95% CI: 16.5
– 22.0), in 2016 [odds ratio (OR) U 1.8; 95% CI:
1.3–2.3] increasing 320% among Young MSM of
low SES. Political leadership is needed to develop a
scientifically sound and inclusive solution.

The HIVepidemic among men who have sex with men
(MSM) appears to be increasing in many countries [1,2].
In Brazil, 32% ofMSM reported inconsistent condomuse
in receptive anal intercourse in the last 6 months and
almost 50% never tested for HIV [3]. Moreover,
awareness of prevention technologies among MSM in
Brazil is low [4]. The increase in seroprevalence occurred
at a time of political change and growing structural
affecting sexual minorities in Brazil and reducing support
for LGBTQþ serving NGOs [5]. The objective of this
paper is to compare two surveys (2009, 2016) to explore
the association of prevalence among MSM in Brazil.

Two national surveys using Respondent-driven Sampling
were conducted among MSM in 11 cities in 2009–2010,
and in 12 cities in 2016 in Brazil. To perform this analysis,
we selected the nine cities where the surveys were
conducted in both rounds. RDS-Analyst and Gile’s SS
estimator [6] were used to generate a weight for each
individual for the two survey rounds in each city. Using
the complex analysis functions in STATA v.15.0, data
were merged by survey round with each city as a stratum
and HIV prevalence calculated.

Much is already known about the factors associated with
HIV infection among MSM [7,8]. In our initial analysis
we found only two factors associated with HIV status: age

and socioeconomic status. Following recommendations
from Victora et al. [9], we analyzed the socioeconomic
and demographic component in an hierarchical model.
Victora explains that because these factors are distal
determinants and as countless adjustments in the
multivariate model are made, they suffer overadjustment
and end up losing their statistical association. Age was
stratified in <25 vs. �25 years and socioeconomic status
(SES) as A/B highest; C/D/E lowest. MSM under 25 are
identified here as young MSM (YMSM).

The methodology and diagnostics for the 2009 study is
detailed in Kerr et al. [10]. The methodology for the
2016 study is detailed in Kendall et al. [11]. The final
sample included 3746 MSM in the first round (2009–
2010), and 3956 MSM in the second (2016). The HIV
prevalence increased from 11.9% [95% confidence
interval (CI): 9.9–14.3] in the first survey round, to
19.4% (95% CI: 16.4–22.9) in the second round, almost
two times higher [odds ratio (OR)¼ 1.8; 95% CI: 1.3–
2.4]. YMSM (<25 years) aremore likely to be infected in
2016 than in 2009 (OR¼ 2.7; 95% CI: 1.6–4.6) as are
those�25 years (OR¼ 2.3; 95% CI: 1.6–3.3) (Table 1).
Stratifying by SES, only individuals with lower SESwere
more likely to be infected (OR¼ 2.2; 95% CI: 1.6–3.2)
(Table 1). Finally, categorizing by SES (A/B and C/D/
E) and age (<25 vs.�25 years), the groupsmore likely to
be infected were YMSM (OR¼ 4.2; 95% CI: 2.5–7.6)
and the oldest MSM from C/D/E SES (OR¼ 2.5; 95%
CI: 1.6–3.8).

We documented a high and rising HIV prevalence among
MSM in Brazil. However, this increase in HIV cases
occurred unevenly, with young and older MSM
belonging to lower SWS being most affected. HIV
prevalence increased substantially among YMSM (320%)
and older MSM (150%) with low SES. Although the HIV
prevalence among MSM from higher SES did not change
from 2009 to 2016, it is still extremely high compared to
the general population [12].

During this decade, men constituted a growing propor-
tion of AIDS cases (27.8% in 2012 to 35.9% in 2021) [13].
Among these male cases, those reporting male–male sex
increased from 41.6% in 2012 to 48% in 2021. In 2021,
Brazil reported 35 246 cases of AIDS and the sex ratiowas
25 cases in men for every 10 women. Among young
people aged 15 and 24, this ratio was 36 men for every ten
women. Between 2011 and 2021, around 52 500 young
people with HIV between 15 and 24 years old, of both
sexes, developed AIDS, certainly an unacceptable
evolution of the disease [13].
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The global HIV 2030 agenda [14] is an action plan that
reflects the interdependence and complexity of a
changing world and starts from the recognition that
the eradication of poverty, in all its forms and dimensions,
is the greatest global challenge to sustainable develop-
ment. An adequate response to AIDS is no exception.
The epidemic will not end without addressing the social
determinants of health and vulnerability, as well as
structural violence in these different contexts.

Some countries have achieved important successes in
the fight against HIV. For example, in Australia, new
diagnoses of HIV among MSM have fallen by 57%
over the past decade. Sydney, Australia, has reduced
new HIV infections by 88%, meaning that it may be the
first locality in the world to reach the UN target to
end AIDS as a public health threat by 2030 [15]. In
turn, Amsterdam reached 95% decline in estimated
newly acquired HIV infections and 79% decline in
observed new HIV diagnoses between 2010 and 2022,
exceeding the 95–95–95 UNAIDS goals [16]. In 2018,
the UK was the first to exceed the 95–95–95 target and
reported a 32% decline in new HIV diagnoses over the
last decade [17]. Although progress is being made, MSM
continue to be the group with the highest number of new
diagnoses, constituting >50% in Amsterdam and UK
[16,17].

According to the most recent UNAIDS report, countries
that prioritized their key populations in their policies and
programs significantly reduced AIDS as a public health
threat [18]. To achieve this success, HIV responses have to
be based on strong political leadership, scientific evidence,
tackle inequalities, strengthen vulnerable communities
and support civil society organizations in their vital role in
the response, especially ensuring them adequate and
sustainable financing. This is exactly the opposite path
Brazil took in the last decade [19].

Although dated and unscientific ideas about sex, sexual
orientation and gender identities pretend to identify
normative and noncontroversial positions for health
promotion, they simply buy silence at the cost of the
future. Not responding mirrors phenomena from the
early stages of the HIV pandemic: more deaths, lower
quality of life, more homophobia and less disclosure. This
drove people, but not the disease, underground, and
marked generations of Brazilians.

Acknowledgements

Contribution statement: M.L., L.K. and C.K. conceived
the paper, developed the analysis plan, carried out the
analysis and wrote the initial draft of the manuscript. All
the authors contributed to the analysis and interpretation
of results. All authors reviewed earlier versions of the draft
and approved the final manuscript.

Funding statement: Brazilian Ministry of Health, through
the Secretariat for Health Surveillance and the Depart-
ment of Prevention, Surveillance and Control of Sexually
Transmitted Infections, HIV/AIDS and Viral Hepatitis
(Projeto # 914BRZ1138, BRAZIL, AIDS-SUS).

Ethics committee approval: The study protocol was
approved in 2015 by the Committee on Research Ethics
of the Federal University of Cear�a (UFC), accredited
by the Brazil National Commission on Research
(#1.024.053-23/06/2015).

Conflicts of interest
There are no conflicts of interest.

aUniversidade Federal do Cear�a, Fortaleza; bUni-
versidade Federal do Mato Grosso do Sul, Campo
Grande; cInstituto Evandro Chagas, Ananindeua;

1800 AIDS 2024, Vol 38 No 12

Table 1. HIV prevalence among MSM by age and socioeconomic status (SES) in 2009 and 2016 in selected cities in Brazil.

2016 2009

n/N# %& 95% CI& n/N# %& 95% CI& P OR& 95% CI&

General 588/3959 19.1 16.5;22.0 398/3746 11.9 9.9;14.3 0.00 1.7 1.3;2.3
Age (years)
< 25 201/2390 10.0 7.6;12.9 103/1812 4.0 2.8;5.7 0.00 2.6 1.7;4.2
� 25 383/1533 31.5 26.7;36.7 285/1842 16.8 13.7;20.5 0.00 2.3 1.6;3.2

Socioeconomic status (SES)
A/B 227/1811 15.0 11.6;19.1 103/900 14.9 10.6;20.4 0.96 1.0 0.6;1.6
C/D/E 352/2104 22.5 18.726.7 288/2751 11.2 8.9;13.9 0.00 2.3 1.6;3.2

SESa and age
A/B & age < 25 78/1221 6.4 3.9;10.3 26/435 4.3 2.0;8.9 0.37 1.5 0.6;3.9
A/B & age � 25 148/577 30.3 22.9;38.8 76/461 21.8 15.4;30.1 0.13 1.5 0.9;2.7
C/D/E & age <25 129/1169 14.8 11.0;19.8 77/1367 4.0 2.7;5.9 0.00 4.2 2.5;7.3
C/D/E & age � 25 221/918 31.4 25.1;38.4 209/1374 15.6 12.1;19.8 0.00 2.5 1.6;3.8

aA and B are higher SES; C, D and E lower SES.
#Observed values.
&Weighted values.
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Cancer in people with multidrug-resistant HIV
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Retrospective, cohort analysis includingpeoplewith
HIV and 4-class drug resistance (4DR). The 8-year
probability of malignancy after first evidence of
4DR was 12%, with an incidence of 1.6/100 person
years of follow-up. Cancer risk tended to increase
with higher precancer viremia copy-years adjusted
for time [per 1 S log10 copies/ml higher: adjusted
hazard ratio (aHR)U 1.35; 95% confidence interval
(95% CI) U 0.98–1.85] and male sex-assigned-at-
birth (aHR U 2.50; 95% CIU 0.86–7.27). Efforts
to achieve long-term undetectability, risk factor
control, prevention, and more aggressive cancer
screening are needed in this fragile population.

Individuals with HIV and 4-class drug resistance (4DR)
[resistance to nucleoside reverse transcriptase inhibitors
(NRTIs), non-NRTIs (NNRTIs), protease inhibitors
(PIs) and integrase strand transfer inhibitors (INSTIs)] are
characterized by a high rate of both virological failure
(VF), with dramatically reduced treatment options, and
clinical events [1].

Cancer is a leading cause of death in people with HIV
(PWH) [2] and a major contributor to the burden of
disease in the population with multidrug resistance [1];
however, to our knowledge, no specific data on its
incidence in this fragile group are currently available.
Therefore, the objective of this study was to evaluate the
incidence of malignancies in individuals with 4DR.

This is a retrospective, cohort study on PWH with 4DR
from the PRESTIGIO Registry (NCT04098315), an
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