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HILARY L. GLESKE
HIV CARE CONTINUUM AMONG SUBPOPULATIONS OF MSM, GEORGIA, 2012

Background: As of 2012, Georgia ranked fifth in the United States in the number of
people diagnosed with HIV/AIDS. Given the high burden of disease among men who
have sex with men (MSM), the HIV Care Continuum has become an important measure
for keeping persons living with HIV in care and eventually reaching an undetectable viral
load.
Methods: Data were extracted from the Enhance HIV/AIDS Reporting System (eHARS)
using SAS version 9.3.A univariate analysis was then performed by cross tabulating
variables such as linked to care, any care in 2012, retained in care and viral suppression
(VS) for men who have sex with men only (MSMO) and men who have sex with men
and women (MSMW), stratified by race/ethnicity and age.
Results: Among 20,676 males categorized as MSM, 14,316 (69%) were MSMO and
6,360 (31%) were MSMW. Among MSMO, 77% (N=772) were linked to care and 45%
were virally suppressed and among MSMW, 75% (N=219) were linked to care and 40%
were virally suppressed. Black men have the lowest percentages along the HIV Care
Continuum when compared to other race/ethnicities of MSMO and Hispanic/Latino
MSMW have the lowest linkage to care of any race/ethnicity for both subpopulations. In
both MSMO and MSMW, linkage, any care, retention, and VS increase with increasing
age.
Conclusion: MSM suffer are terribly affected by HIV and a substantial proportion of
MSM also engage in sexual contact with women, who may not be aware of their partner’s
HIV risk status. Much speculation can be drawn about what keeps both MSMO and
MSMW from being linked to care or reaching an undetectable viral load. Possibilities
may include greater perception of stigma, ambivalence about HIV care and increased
denial affecting ART adherence for MSMW as compared to MSMO. In order to see a
drop in HIV rates within this group, the outside factors that negatively influence a
person’s progress along the HIV Care Continuum toward an undetectable viral load must
be understood and addressed.
INDEX WORDS: HIV, MSMO, MSMW, VS
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I
INTRODUCTION
HIV, or Human Immunodeficiency Virus, is an ongoing public health issue in the United
States. The National HIV/AIDS Strategy consists of three primary goals: reducing the number of
people who become infected with HIV, increasing access to care and optimizing health outcomes
for people living with HIV, and reducing HIV-related health disparities.1 Almost half of the
national prevalence for HIV is among men who have sex with men (MSM).2 In 2010, 63% of
new HIV infections nationally were MSM.3 The Centers for Disease Control and Prevention
(CDC) recommendation is annual HIV testing for sexually active MSM between the ages of 13
and 64.4
As of 2012, Georgia ranked fifth in the United States in the number of people diagnosed
with HIV/AIDS with 37,516 men and 12,640 women living with HIV in Georgia.5, 16 Since the
advent of highly active antiretroviral therapy (ART) in the mid 1990’s, deaths from AIDS have
plummeted.6 Continuity of HIV care and viral suppression are critical to prevention of
progression to AIDS on the individual-level, and prevention of HIV transmission on the public
health level. In July 2012, Hall, et al presented an HIV Care Continuum which included national
measures for linkage to care within 3 months of diagnosis, retention in care over 12 months and
viral suppression (defined as viral load <200 copies/ml).7
Rationale
The purpose of this analysis is to describe the HIV Care Continuum methodology used in
Georgia, compare the Care Continuum for men who have sex with men only (MSMO) with men
who have sex with men and women (MSMW), discuss implications of low percentages of viral
1

suppression for HIV prevention for men and women, and explore the possible reasons behind the
results. By stratifying the data by transmission category, sex, age, and race/ethnicity, the
percentage of MSMO and MSMW who were linked to care, retained in care, received any care,
and virally suppressed can be better observed. To better understand the numbers at each stage of
the HIV Care Continuum, it is important to analyze the social determinants that affect these two
groups when it comes to seeking and receiving HIV care. We hypothesized that MSMO would
have worse percentages at each stage of the care continuum than MSMW due to the impact
stigma and discrimination may have on the MSM community and HIV.
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II
LITERATURE REVIEW
HIV Care Continuum
The HIV Care Continuum has become a staple in the public health world for the care of
patients with HIV/AIDS. In this analysis, the stages that make up the care continuum are linked
to care, any care, retained in care, and viral suppression. The term “linked to care” refers to
having a CD4 or viral load (VL) within 3 months of diagnosis date, including the day of
diagnosis for those diagnosed between January 1, 2011 and December 31, 2011, inclusively. The
term “any care” refers to a male having one or more CD4 or VL in 2012. The term “retained in
care” refers to having at least two CD4 or VL at least 3 months apart in 2012. Viral suppression
(VS) refers to having a VL of less than 200 copies/ml in the most recent VL in 2012. Each stage
in the continuum is independent of those preceding it; all percentages are of the total number of
persons (N) diagnosed with HIV in each category.
Bradley et al. used the stages linkage to HIV medical care, diagnosed, engaged in care,
prescribed ART, and virally suppressed for their study. While their definitions for linkage and
viral suppression are similar to the ones in this analysis, they defined engaged in care as having
an HIV medical care visit between January and April of 2011 and prescribed ART as medical
record documentation of an ART prescription.1 Eberhart et al. included two stages of linkage:
linked to care and linked to care within 90 days.2
Findings and themes
Despite differing definitions for the HIV care continuum, the findings carry similar
trends. Bradley et al. found that of the persons living with HIV in the United States in 2011, 80%
3

were linked to care within 3 months of diagnosis and 30% were virally suppressed.1 Eberhart et
al. found that 82% of people newly diagnosed with HIV in the city of Philadelphia between 2008
and 2009 were linked to care and of those, 75% linked within 90 days.2
HIV-related health disparities
In the United States in 2011, the lowest viral suppression by race/ethnicity was among
blacks (28%) and by age, the 18-24 age group (13%).1 Other studies also stated that low linkage
to care was among young people and race/ethnic minorities.4, 5 These trends of low linkage to
care and viral suppression were also seen in this analysis of MSMO and MSMW. Mugavero et
al. associated poor HIV care engagement with factors such as a lack of access to health care and
support services, stigma, and substance abuse.4 Singh et al. also mentioned that factors that affect
a person’s access to care also have an effect on the rest of that person’s progress through the care
continuum.5
Singh et al. found that of MSM diagnosed with HIV in 2010, 77.5% were linked to care
and 42% of MSM living with HIV were virally suppressed.5 Accounting for 54% of total persons
living with HIV in 2011, MSM were 79% linked to care and 30% virally suppressed.1 Between
2008 and 2009 in Philadelphia, Eberhart et al. found that 86.9% of MSM were linked to care and
27.2% of those retained in care were virally suppressed.2 A 2014 survey by the Kaiser Family
Foundation (KFF) found that 56% of gay and bisexual men were not personally concerned about
becoming infected with HIV. They also found that only 30% of the men surveyed said they had
been tested for HIV within the last year.6

MSMO and MSMW
4

MSMO and MSMW fall under the umbrella of MSM, but these subpopulations deserve
attention as well. Indeed, both subpopulations are men who have sex with men, but MSMW also
carry the risk of transmitting HIV to women.
Information about sexual and other HIV transmission risk behavior is obtained by the
Georgia Department of Public Health from HIV case report forms which may be completed by
health care providers, from medical record abstraction or, less frequently, from a patient
interview.7 For this analysis, MSMO is defined as men who have been noted on the HIV case
report form as having ever had sex with men, with no heterosexual contact or other risk factor
noted. MSMW are those men who have ever had sex with a man and ever had sex with a woman,
with no other risk factor noted. The terms MSMO and MSMW will be used rather than “gay”
and “bisexual” since the focus is on the behavior rather than identity with a group.
Singh et al. used similar criteria for their analysis.8 In Friedman et al.’s study, men selfreported their sexual behavior, with MSMW being any sexual intercourse with at least one man
and at least one woman and MSMO as any sexual intercourse with at least one man and no
women.9 The CDC uses a hierarchy to classify their data by transmission categories, such that
male-to-male sexual contact includes both men who had ever had sex with other men and men
who had ever had sexual contact with both men and women.
Singh et al. found that of MSM diagnosed with HIV in 2011, 26.4% also had sex with a
woman. They then found that 16.3% of persons diagnosed with HIV in 2011 were MSMW and
45.5% were MSMO.8 This analysis found that of the MSMO living with HIV in Georgia in
2012, 77% were linked to care and 45% were virally suppressed, compared to 75% linkage and
40% viral suppression among MSMW. In 2013, Freedman et al. conducted the first nationally
representative survey that measured sexual risk behaviors among HIV-positive bisexual men
5

who received care in 2009 and found that the demographic characteristics and sexual risk
behaviors of bisexual men were differed significantly from gay and heterosexual men.11Their
findings stress the need for prevention messages and interventions that better fit the bisexual
community. Similarly, the fact that this survey was only presented on a year ago highlights the
need for more research on this MSM subpopulation.
Treatment and Prevention
KFF found that only 26% of gay and bisexual men surveyed knew about pre-exposure
prophylaxis, or PrEP, as a means to lower their risk for HIV infection.6 Similarly, the National
HIV Behavioral Surveillance study found that 66% of MSM respondents reported being unaware
that HIV prophylaxis options existed.10 Only 46% of the men surveyed by KFF knew that people
should start antiretroviral treatment as soon as they are diagnosed with HIV and only 25% knew
about treatment as prevention.6 Though, as Mugavero et al. state, treatment as prevention is only
successful if a person’s adheres to the care continuum for HIV care.4 Most alarming is that 56%
of gay and bisexual men surveyed said that they had never been recommended for HIV testing
by a doctor and 61% said they rarely or never even discuss HIV with a doctor.6 According to
NHBS, many MSM in metro Atlanta reported never having told a health care provider about
their sexual orientation. However, 65% of the MSM in the NHBS study reported having received
free condoms in the community in the past 12 months.10
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III
MANUSCRIPT
Introduction
As of 2012, Georgia ranked fifth in the United States in the number of people diagnosed
with HIV/AIDS with 37,516 men and 12,640 women living with HIV in Georgia.5, 16 In July
2012, Hall, et al presented an HIV Care Continuum which included national measures for
linkage to care within 3 months of diagnosis, retention in care over 12 months and viral
suppression.7 A year later, President Obama signed an Executive Order to establish the HIV Care
Continuum Initiative in hopes of bettering HIV prevention and care in the United States.11 For
MSM, this initiative is especially important given their position as the group most heavily
effected by HIV.13
The purpose of this analysis is to describe the HIV Care Continuum methodology used in
Georgia, compare the Care Continuum for men who have sex with men only (MSMO) with men
who have sex with men and women (MSMW) in Georgia in 2012, discuss implications of low
percentages of viral suppression for HIV prevention for men and women, and explore the
possible reasons behind the results. By stratifying the data by transmission category, sex, age,
and race/ethnicity, the percentage of MSMO and MSMW who are linked to care, received any
care in 2012, retained in care, and virally suppressed can be better observed. To better
understand the numbers at each stage of the HIV Care Continuum, it is important to analyze the
social determinants that affect these two groups when it comes to seeking and receiving HIV
care. We hypothesized that MSMO would have worse percentages at each stage of the care

8

continuum than MSMW due to the impact stigma and discrimination may have on the MSM
community and HIV.
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Methods
HIV Care Continuum
Name-based reporting of HIV began in Georgia in 2004. Georgia law mandates that
laboratory facilities licensed in Georgia report all HIV-related laboratory tests including
undetectable viral loads (VL) and that all health care providers submit HIV case report forms to
the Georgia Department of Public Health (DPH) HIV/AIDS Epidemiology Section. Data from
laboratory tests and case report forms are entered into the eHARS (enhanced HIV/AIDS
Reporting System) database.8 Cross-matches are performed with other DPH databases such as
STD, TB, Cancer, ADAP, and CAREWare to obtain additional information. Data can be
stratified by sex, race/ethnicity, age, and transmission category in analyses. Transmission
categories for males are defined by a risk hierarchy established by the Centers for Disease
Control and Prevention (CDC) into MSM, injection drug use (IDU), MSM/IDU, heterosexual
transmission (heterosexual contact with a woman known to be HIV positive or IDU), or other
(e.g., clotting factor or blood transfusion) or unknown.
The CDC transmission categories do not further distinguish MSMO from MSMW,
however, risk behaviors of sex with a male and sex with a female are separately collected on case
report forms. The risk factors presented on a HIV case report form include sex with male, sex
with female, ever used injection non-prescription drugs (IDU), heterosexual relations with
person with HIV or at risk for HIV infection, and received transfusion of blood/blood
components.8 We identified men living with HIV at the end of 2012 as MSMO and MSMW by
creating 2 sub-categories of MSM based on a checklist of reported risk behaviors: 1) sex with a
male “Yes” and sex with female “No” or blank (MSMO) and 2) sex with male “Yes” and sex

10

with female “Yes” (MSMW). Cases reporting of other risk behaviors (e.g., IDU) were excluded.
We used a dataset generated April 2014 to allow for reporting delay.
This analysis includes adult and adolescent males are those aged 13 years of age or older
with a current address within Georgia. The males in the analysis were diagnosed by December
31, 2011 and living as of December 31, 2012, including those missing race. MSMO were defined
as men who reported ever having sex with a man only and no other risk reported. MSMW were
defined as men who reported ever having sex with a man and ever having sex with a woman and
no other risk factor reported.

11

The HIV Care Continuum definitions can be seen in Table 1. The term “linked to care”
refers to having a CD4 or viral load (VL) within 3 months of diagnosis date, including the day of
diagnosis for those diagnosed between January 1, 2011 and December 31, 2011, inclusively. The
term “any care” refers to a male having one or more CD4 or VL in 2012. The term “retained in
care” refers to having at least two CD4 or VL at least 3 months apart in 2012. Viral suppression
(VS) refers to having a VL of less than 200 copies/ml in the most recent VL in 2012. Each stage
in the continuum is independent of those preceding it; all percentages are of the total number of
persons (N) diagnosed with HIV in each category.
Table 1: HIV Care Continuum definitions, Georgia, 2012

LINKED TO CARE

ANY CARE

CD4 or viral load (VL) within 3 months of
diagnosis date including the day of diagnosis
for those diagnosed between 01/01/2011 and
12/31/2011, inclusively
≥ 1 CD4 or VL in 2012

RETAINED IN CARE

≥ 2 CD4 or VL at least 3 months apart in 2012

VIRAL SUPPRESSION
(VS)

VL<200 copies/ml in most recent VL in 2012

Data were extracted from eHARS using SAS version 9.3.12 A univariate analysis was
then performed by cross tabulating variables such as linked to care, any care in 2012, retained in
care and viral suppression (VS) for men who have sex with men only (MSMO) and men who
have sex with men and women (MSMW), stratified by race/ethnicity and age.
Results
Distribution of risk as extracted from case report forms
12

Of 11,471 females living with HIV in Georgia, 9% had injection drug use checked, 25%
had sex with at risk or infected male checked, and 66% had no risk behavior boxes checked. Of
the 34,304 males living with HIV in Georgia in 2012, 14,316 were categorized as men who have
sex with men only (MSMO) and 6,360 were categorized as men who have sex with men and
women (MSMW) based on the information provided on case report forms. Of the remaining
13,628, males with case report forms noting injection drug use (IDU) (N=1,491), sex with men
and IDU (N=1,732), sex with female only (N=1,438), or no risk identified (N=8,967) were
excluded.
HIV Care Continuum
Among 20,676 males living with HIV who were categorized as MSM, 14,316 (69%)
were MSMO and 6,360 (31%) were MSMW. Figure 1 shows the HIV Care Continuum for
MSMO and MSMW in Georgia 2012. The graph shows that out of 772 MSMO diagnosed with
HIV in 2011, 77% (596) were linked to care within three months of diagnosis. Out of 14,316
MSMO living with HIV in 2012, 63% (9,004) received any care in 2012, 46% (6,613) were
retained in care in 2012, and 45% (6,435) were virally suppressed in 2012. For MSMW, out of
219 who were diagnosed in 2011, 75% (165) were linked to care within 3 months of diagnosis.
Out of 6,360 MSMW living with HIV in 2012, 60% (3,793) received any care in 2012, 43%
(2,758) were retained in care in 2012, and 40% (2,538) were virally suppressed in 2012.
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Figure 1: HIV Care Continuum, MSMO and MSMW, Georgia, 2012
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The N for linked to care of MSMO and MSMW is separate, but included in the
14,316 MSMO and 6,360 MSMW who were living with HIV in 2012, respectively.

Figure 2 shows viral suppression among MSMO and MSMW by race in Georgia in 2012.
Given that Georgia overall has 41% viral suppression, this graph shows that black MSMO and
MSMW fall below that number. The biggest disparities exist between the MSMO and MSMW of
Other/Unknown race/ethnicity (57% vs. 48%) and Hispanic/Latino men (55% vs. 47%).
American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander represent less than 1%
of all persons living with HIV in Georgia and are included in Other/Unknown category. The
majority of Other/Unknown are mixed race or no race reported. Additionally, Figure 3 shows
viral suppression among MSMO and MSMW by age. Both MSMO (33%) and MSMW (31%) in
the 13-24 age group fall below the viral suppression for Georgia overall, as well as MSMW
(39%) in the 25-34 age group. The biggest disparity exists between MSMO and MSMW in the
55 years old and older age group (63% vs. 53%). The figure shows that viral suppression
increases with increasing age in both MSMO and MSMW.
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Figure 2: Viral suppression among MSMO and MSMW, by race, Georgia, 2012
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Figure 3: Viral suppression among MSMO and MSMW, by age, Georgia, 2012
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Table 2 shows the percentages of MSMO and MSMW at the linked to care, any care, and
retained in care stages of the HIV Care Continuum by race and age. With few exceptions,
MSMO have slightly higher linkage to care, any care and retention in care than MSMW by
race/ethnicity and age. Black men have the lowest percentages along the HIV Care Continuum
when compared to other race/ethnicities of MSMO. Hispanic/Latino MSMW have 54% linkage
to care, the lowest of any race/ethnicity for MSMO and MSMW. The table also shows that
linkage, any care, and retention increase with increasing age in both MSMO and MSMW.
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Table 2: HIV Care Continuum, Georgia, 2012

AGE

RACE/
ETHNICITY

LINKED TO CARE
MSMO
MSMW

ANY CARE
MSMO
MSMW

RETAINED IN CARE
MSMO
MSMW

%

(N=772)

(N=219)

(N=14,316)

(N=6,360)

(N=14,316)

(N=6,360)

Black
Hispanic/Latino
White
Other*/Unknown

74
78
89
81

74
54
74
90

61
73
61
75

58
68
58
70

42
56
48
57

41
53
46
48

13-24
25-34
35-44
45-54
55+

72
75
85
90
94

66
78
82
82
100**

60
60
68
69
74

57
58
61
67
67

39
44
53
55
63

37
43
45
52
56

*American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander represent <1% of all persons living with HIV in Georgia and are
included in Other/Unknown. The majority of Other/Unknown are mixed race or no race reported.
** N= 5 for the MSMW 55+ age group that was linked to care in 2011
The N for linked to care of MSMO and MSMW is separate, but included in the 14,316 MSMO and 6,360 MSMW who were living with HIV in 2012,
respectively.

Expanding further, Table 3 shows the percentages of MSMO and MSMW that are virally
suppressed among those who are retained in care. While it shows that 78% of MSMO and 73%
of MSMW are virally suppressed among retention in care, it may be more helpful to think of
these numbers in terms of what percentage of MSMO and MSMW are not virally suppressed,
despite being retained in care. In this case, 22% of MSMO and 27% of MSMW are not virally
suppressed. By race/ethnicity, 30% of black MSMO were retained in care, yet not virally
suppressed. By age, the lowest percentage can be seen in the 13-24 age group of MSMW, with
38% who are not virally suppressed.
Table 3: Viral Suppression among those Retained in Care

AGE

RACE/
ETHNICITY

%
Black
Hispanic/Latino
White
Other*/Unknown

MSMO
78
70
79
87
80

MSMW
73
71
74
81
79

13-24
25-34
35-44
45-54
55+

63
78
84
86
89

62
72
79
80
85
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Discussion
We found that MSMW had slightly lower linkage to care, any care, retention in care, and
viral suppression than MSMO. However, this analysis provides an opportunity to discuss MSM
as a whole. When it comes to the numbers seen at each stage of the HIV Care Continuum, it is
important to wonder why they are what they are. Much speculation can be drawn about what
keeps MSM from being linked to care or reaching an undetectable viral load.
The numbers for MSMO and MSMW in Georgia at the first stage of the HIV Care
Continuum (77% vs. 75%) are discouraging when considering of MSM diagnosed with HIV in
the United States 2010, 77.5% were linked to care.13 There is not much of a difference between
the national percentage and the percentages in Georgia two years later. One possible reason for
low linked to care percentages is that MSM are unaware of their HIV status. In 2011, NHBS
reported that only 49% of MSM aged 18-24 were aware of their positive HIV status.13 Reasons
for why MSM do not know their status vary as well. According to the 2011 MSM cycle of the
National HIV Behavioral Surveillance study, among the 152 men surveyed who said they had
not been tested for HIV during the past 12 months, 46% of men surveyed gave the reason
“thought to be a low risk for HIV infection,” 25% said they had “no particular reason” for not
being tested, 19% were “afraid of learning that they were infected with HIV,” and 11% “didn’t
have time.”2
As MSM are highly affected by HIV, both MSMO and MSMW should be getting tested
regularly and taking all precautions when it comes to HIV. Yet, Kaiser Family Foundation states
that 56% of gay and bisexual men included in their survey reported they were never
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recommended to get tested for HIV by a doctor. Even more (61%) said they rarely or never
discussed HIV with their doctor.10 Additionally, NHBS stated that “many MSM said they have
never told a health care provider about their sexual orientation.”2 If MSM do not know the about
the serious risk of HIV and they are not getting tested and diagnosed, they are endangering
themselves and others.
Multiple hypotheses relating to both MSMO and MSMW can be postulated when looking
at Table 3 as it pertains to the retained in care and viral suppression stages of the HIV Care
Continuum. Although these men were retained in HIV care, and had had at least two CD4 or VL
at least 3 months apart in 2012, they had not achieved VS, (a VL of less than 200 copies/ml in
the most recent VL in 2012). The disparity between MSMO and MSMW in VS among those
retained in care highlights unidentified events between the retention and VS stages of the HIV
Care Continuum. One possible event is a lack of adherence to antiretroviral therapy (ART). If
these men are regularly seeing a health care provider to get a CD4 or VL but are not accurately
or routinely taking their ARTs, they may not become virally suppressed. Another possibility is
that there is a lack of continuity among health care providers. For example, if a man goes to one
health care provider and they prescribe ARTs but the next time he sees another health care
provider who prescribes different ARTs, this man may not become virally suppressed due to a
lack of effectiveness of these ARTs given the prescription change. Another possible reason is
due to “churning,” or the process of going back and forth between being insured and uninsured.15
This lack of stability can lend to the inability for a person to remain retained in care or to keep up
with their ARTs and become virally suppressed.
For all stages of the HIV Care Continuum, the health of MSMO and MSMW may be
affected by stigma and discrimination. According to NHBS, 24% of men surveyed experienced
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name-calling and insults in the past 12 months because of their attraction to men and 12% were
treated unfairly at work and/or school because of their sexual orientation.2 When it comes to
HIV, 50% of the 558 men surveyed by NHBS agreed that most people in Atlanta would
discriminate against someone with HIV. Additionally, NHBS found that 27% of men surveyed
agreed that “most people in Atlanta think that people who got HIV through sex or drug use have
gotten what they deserve.”2 These numbers only reflect men in metro Atlanta, but the impact
stigma and discrimination have on MSM is not restricted to Atlanta. In 2014, KFF found that
56% of gay and bisexual men surveyed stated HIV-related stigma as a major reason for difficulty
in controlling the spread of HIV.10 These are alarming statistics that should be considered by
cities all over, especially given the rate of HIV among MSM.
Lastly, MSM may not know about the available treatment and prevention options if they
are not active in the HIV Care Continuum. Per their 2014 survey, KFF reported that only 26% of
gay and bisexual men knew about pre-exposure prophylaxis, or PrEP, only 46% were aware that
people living with HIV should start ARTs as soon as they are diagnosed, and only 25% knew
about treatment as prevention.10 Awareness of PrEP and treatment as prevention are an important
component of honest disclosure and negotiation of safe practices with sexual partners. For
example, in a serodiscordant couple, harm reduction approaches could include viral suppression
for the HIV positive partner and /or PrEP for the HIV negative partner. We can imagine how
different the numbers would look along the HIV Care Continuum if MSM knew there were ways
to treat and prevent the spread of HIV and onset of AIDS.
Effect on women
MSMW who are not in care and not virally suppressed increase transmission risk not
only to other men, but also to women. Singh et al found that in 2011, 26.4% MSM diagnosed
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with HIV in the United States also had sex with women.9 Women account for one in four people
living with HIV in the Georgia. Most women (66%) living with HIV in Georgia have no risk
reported on the case report form and were unaware of their sexual partners’ risk.16 National
emphasis on MSM as a risk group for HIV without further distinction of MSMO and MSMW
marginalizes the risk to women of transmission from bisexual men. Reporting the Care
Continuum stratified by MSMO and MSMW can raise awareness of HIV risk among women.
Implications
The National HIV/AIDS Strategy includes a target of 85% linkage to care and an increase
of viral suppression by 20% for MSM in 2015.1 Numbers for 2012 in Georgia suggest that
reaching these goals is possible, but there is much to be done as it regards to keeping persons
living with HIV in care. HIV prevention messages for MSM should include the importance of
honest discussions with sexual partners, both male and female. There is also a need to promote
the use of HIV services among MSMW as well as MSMO. Further research is needed to identify
the specific needs and circumstances of MSMW and address the barriers to care for MSMW.
There is also a need for further research regarding “churning.”
With viable treatment and prevention options available, we should expect to see HIV
rates decrease and the goal of the National HIV/AIDS Strategy to be met. It is important that
future research includes information about available options for HIV treatment and prevention. It
is also important that health care providers make these options known and available to patients.
Limitations
This analysis is not without limitations. This analysis may be subject to incomplete
reporting and missing data for race/ethnicity. The risk ascertainment on case report form may
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have been incomplete. Some men who had male and female sex partners may be misclassified as
MSMO. Those persons for whom we are missing data on sexual behavior may be different from
MSMO and MSMW identified and included in this analysis. Missing viral load reports leads to
an underestimation of viral suppression. Persons who have migrated to other states may appear
as out of care with no viral suppression. This analysis had never been done previously in
Georgia, thus it lacks comparability. While this is a limitation, is also creates a path for future
research regarding a high HIV morbidity state and the group most affected by it.
In conclusion, MSM are terribly affected by HIV, and a substantial proportion of MSM
also have sexual contact with women, who may not be aware of their partner’s HIV risk status.
Although the differences may not be statistically significant, it is notable that MSMW were
lower than MSMO in nearly every Care Continuum measure stratified by age and race. This
analysis was unable to consider further the determinants of poorer retention in care and viral
suppression among MSMW, but possibilities may include greater perception of stigma,
ambivalence about HIV care and increased denial affecting ART adherence for MSMW as
compared to MSMO. In order to see a drop in HIV rates within this group, the outside factors
that negatively influence a person’s progress along the HIV Care Continuum toward an
undetectable viral load must be understood and addressed.
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