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EXECUTIVE SUMMARY
This report identifies gaps on the pathway in achieving the elimination of HIV transmission among GBMSM 
in Australia, through collating and analysing surveillance and behavioural data collected from multiple 
sources for the period between 2009 and 2018. These data sources include the National HIV Registry, 
the Gay Community Periodic Surveys (GCPS), and the Australian Collaboration for Coordinated Enhanced 
Sentinel Surveillance (ACCESS) system. This report provides a detailed summary on national trends in HIV 
diagnoses, testing, treatment uptake, PrEP uptake and behavioural risk reduction. We looked specifically 
at disparities in these trends and gaps in the data among sub-groups of the GBMSM population, based 
mainly on country of birth, age, and location of residence. The project did not attempt to exhaustively 
examine every gap in the HIV prevention response; the aim was to use these three existing data sources 
to explore gaps in a set of HIV prevention-related indicators.

Between 2009 and 2018, there was a 10% decline in the number of HIV notifications among GBMSM 
in Australia, with HIV notifications increasing until 2014 before declining by 29% between 2014 and 
2018. Newly acquired diagnoses (infections acquired in the last 12 months) declined by 50% in GBMSM 
between 2014 and 2018. These reductions have occurred alongside increases in HIV testing, HIV 
treatment and undetectable viral load, and in pre-exposure prophylaxis (PrEP) use. In addition, there 
have been declines  in the proportion of GBMSM having anal intercourse with casual partners that is not 
protected by condoms, PrEP or undetectable viral load. However, underlying these overall successes in 
HIV prevention, disparities have emerged. 

Region of birth: Between 2016 and 2018, HIV notifications in Australian-born GBMSM declined by 33%, 
but there was only a 13% decline in overseas-born GBMSM. The smaller reduction among overseas-
born GBMSM has been largely driven by a sustained rise in infections classified as ‘non-newly acquired’ 
and late. In 2018, there were more late diagnoses among overseas-born GBMSM than Australian-born 
GBMSM for the first time. These late diagnoses were most likely acquired prior to arrival in Australia, 
suggesting the need for concentrated efforts to link newly arrived GBMSM to HIV testing and treatment. 
For overseas-born GBMSM who identify as gay, linkage to gay community is likely to be important in HIV 
prevention. In ACCESS and the GCPS, which are data sources of clinic- and gay community-connected 
men respectively, levels of HIV testing, treatment, and PrEP use by overseas-born GBM appear high. 
Further research to understand the barriers to testing in this sub-group is a priority. 

Location of residence: HIV diagnoses decreased by 37% in capital city postcodes with a high proportion 
of gay-identifying men (hereafter called ‘gay capital city postcodes’), compared to only 6% in other capital 
city postcodes and an increase of 59% in regional, rural, or remote postcodes. Newly acquired diagnoses 
in gay capital city postcodes declined by a dramatic 72% between 2012 and 2018 compared with a 
33% decline between 2012 and 2018 for other capital city postcodes. GBMSM living in gay capital city 
postcodes had higher HIV testing rates and PrEP use. It is imperative that HIV testing and PrEP are made 
more accessible to men living outside of the inner suburbs of the capital cities.

Age: HIV diagnoses declined by 41% between 2009 and 2018 among men aged 35 to 55 years. Overall, 
there has been no decline across the entire period in the other age groups, although in recent years since 
2016, there have been decreases in men aged 26 to 55 years and men aged 25 years and under. There 
has been no decrease in men aged 56 years and older. Late diagnoses have increased in men aged 35 
and younger and in men aged older than 56. Men aged 56 years and older had the lowest rates of HIV 
testing, and there is evidence of lower PrEP uptake in both men aged less than 25 years and in men 
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aged 56 years and older. Concerningly, both the GCPS and ACCESS point to lower ART uptake among 
younger men. It is critical that young men are linked to HIV testing and prevention services soon after (or 
even before) they commence sexual activity. When diagnosed, special efforts may be needed to connect 
younger men into ART and ongoing HIV care. There is also a need for targeted HIV testing and PrEP 
efforts in older men. 

Implications for policy and programming: Greater efforts and attention are needed in several areas, 
including:

Faster linkage to HIV testing for newly arrived overseas-born GBMSM
Culturally sensitive and/or specific services and health promotion for overseas-born and culturally 
and linguistically diverse GBMSM
Better access to gay-friendly HIV testing and PrEP services outside of the inner city suburbs of 
Australia’s capital cities
Targeted approaches toward HIV testing, PrEP and HIV treatment for younger GBMSM, and targeted 
HIV testing and PrEP efforts in older men
Greater inclusion of overseas-born and culturally diverse men, non-gay-identifying men, younger 
men, and men living outside of inner city ‘gay’ areas in HIV behavioural surveillance and prevention 
research
More effective inclusion of trans and gender diverse people in HIV surveillance, behavioural 
surveillance, and HIV prevention research
Continued efforts to increase PrEP uptake, rapid HIV treatment initiation, and HIV testing across all 
GBMSM subgroups

As Australia continues to make significant gains in driving down the number of HIV infections, there is 
an opportunity for GBMSM born overseas, living outside of inner city ‘gay’ areas, and who are under 
26 years or older than 55 years to be better engaged with HIV prevention and testing. The success of 
engaging all GBMSM in HIV prevention and ensuring that no sub-groups are left behind will underpin 
Australia’s success in achieving the goal of the virtual elimination of HIV transmission. We must sustain 
current prevention efforts, while also increasing efforts targeting specific sub-groups.
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Introduction

1

The Eighth National HIV Strategy 2018-2022 outlines Australia’s concerted and sustained efforts in 
responding to the HIV epidemic and sets the target of virtual elimination of HIV transmission [1]. Recent 
research evidence suggests that this goal is achievable. Effective antiretroviral treatment (ART) resulting 
in undetectable viral load (UVL) reduces the rate of onwards HIV transmission to effectively zero, which is 
known as ‘treatment as prevention (TasP) or ‘Undetectable = Untransmittable (U=U)’. Furthermore, HIV pre-
exposure prophylaxis (PrEP) reduces the risk of acquiring HIV in adherent HIV-negative people by more 
than 95% [2-6]. Combined with traditional methods of prevention (such as condoms or the provision of 
sterile injecting equipment), these advances provide Australia with an exciting opportunity to move towards 
the virtual elimination of HIV transmission. 

Australia’s existing approaches to HIV testing, treatment, and prevention have already been effective. 
Across Australia, substantial resources have been committed in both community-based and clinic settings 
to increasing HIV testing uptake among key populations and high-risk groups [7-9]. In the last five years, 
Australia has seen substantial increases in ART use among diagnosed people living with HIV (PLHIV). By the 
end of 2018, 89% of diagnosed PLHIV were receiving ART and 95% of those on ART had UVL [10]. Between 
2016 and 2018, large-scale PrEP implementation trials in New South Wales (NSW), Victoria, Queensland, 
Western Australia, South Australia, Tasmania, and the Australian Capital Territory enrolled around 17,000 
high-risk HIV-negative people, mostly gay, bisexual and other men who have sex with men (GBMSM). This 
was achieved through active support by local community-based organisations. These trials showed that 
rapid rollout of PrEP was feasible and effective in reducing HIV transmission at a population level, and had 
wide support within at-risk communities, particularly gay communities [11]. PrEP was listed on the Australian 
Pharmaceutical Benefit Scheme (PBS) in April 2018. The increases in HIV testing, treatment and PrEP roll-out 
have been accompanied by a substantial decline in HIV diagnoses among GBMSM in Australia [10].

Issues of access and equity to appropriate prevention and treatment strategies remain and there is 
increasing concern that specific priority populations do not have optimal levels of access to HIV prevention. 
In NSW, it has been reported that the reductions in HIV diagnoses are concentrated among Australian-born 
GBMSM, and diagnoses have not yet declined in Asian-born GBMSM [12, 13].

There is a significant need to identify gaps in Australia’s HIV prevention efforts among GBMSM to recognise 
specific subgroups that may be at risk of being left behind. The Gaps Project aimed to identify these gaps by 
collating surveillance and behavioural data from key national and state sources on HIV testing, ART uptake, 
PrEP uptake, behavioural risk reduction and HIV surveillance data.

This report draws together relevant data from three key sources: the National HIV Registry, the Gay 
Community Periodic Surveys (GCPS), and the Australian Collaboration for Coordinated Enhanced Sentinel 
Surveillance (ACCESS). By combining these data sources, this report outlines trends in HIV diagnoses and 
HIV prevention in various sub-groups within the GBMSM population in Australia. It is intended to be a 
reference document for organisations and individuals interested in the occurrence and prevention of HIV 
among this priority population. 

The main findings of the report are presented as text, supported by figures. All data outlined in the report are 
exclusively among the GBMSM population and are for the decade from the beginning of 2009 to the end 
of 2018 unless specified otherwise. Surveillance data contained in this report are provisional and subject to 
future revision.
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Methodology

2

HIV is a notifiable disease in each Australian state and territory, meaning that all new HIV diagnoses 
must be reported by doctors and laboratories to state and territory health authorities. These data are 
then forwarded to the Kirby Institute for collation on the National HIV Registry and analysis of national 
trends in HIV infection. The National HIV Registry was established in 1990 and incorporated data from 
1985 onwards, with new data variables being added over time. The procedures used for national HIV 
surveillance of newly-diagnosed HIV infections, henceforth referred to as notifications, are described 
elsewhere [14].  

This report uses several key terms to stratify the national HIV notifications data. First, a ‘newly acquired 
diagnosis’ (sometimes referred to as ‘newly-acquired HIV’ or ‘HIV diagnoses with evidence of early 
infection’) is defined as new HIV diagnoses with evidence of a negative or indeterminate HIV antibody 
test or reported symptoms consistent with primary HIV infection (seroconversion illness) within the 
previous 12 months. Information on the date of the last negative or indeterminate test or date of onset of 
primary HIV has been routinely sought from each state/territory health jurisdiction since 1991. Second, a 
‘non-newly acquired diagnosis’ is defined as a diagnosis of primary HIV (seroconversion illness) with no 
evidence of a negative or indeterminate HIV antibody test within the previous 12 months. Third, CD4+ 
T-cell count at HIV diagnosis can provide an indication of how long a person has had HIV before being 
diagnosed. The CD4+ T-cell count is above 500 cells/μL in most people without HIV and declines on 
average by 50 to 100 cells/μL per year in people with HIV [15]. ‘Late HIV diagnosis’ is defined as new 
HIV diagnoses with a CD4+ T-cell count of less than 350 cells/μL. HIV notifications classified as newly-
acquired are excluded from late or advanced diagnoses categorisation even when they occur with a 
CD4+ cell count of less than 350 cells/μL. This is due to the potential for large variations in CD4+ T-cell 
counts around the time of seroconversion. 

Information on country of birth has been reported by all jurisdictions since 2002. Information on date of 
arrival in Australia and likely place of acquisition has been reported by all jurisdictions since 2014. Data 
quality has improved over time; a year of arrival was reported for 83% of notifications among overseas-
born GBMSM in 2018 compared to 46% in 2014. For this reason, we report trends from 2016 to 2018 for 
year of arrival.

Data from the National HIV Registry were used for the following indicators: 

Number of GBMSM diagnosed with HIV infection for the first time in Australia.
Number of GBMSM diagnosed with evidence of newly acquired HIV infection.
Number of GBMSM diagnosed with no evidence of newly acquired or late diagnosis.
Number of GBMSM diagnosed with evidence of late diagnosis. 
Length of time since migration to Australia prior to HIV diagnosis among overseas-born men.
Likely place of acquisition of HIV infection.

2.1 The National HIV Registry 
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2.2 The Gay Community Periodic Surveys (GCPS)

2.3 The Australian Collaboration for Coordinated Enhanced 
Sentinel Surveillance (ACCESS)

2.4 Data Stratifications
Region of birth

The Gay Community Periodic Surveys (GCPS) are conducted annually or biennially using time-location 
sampling in seven states and territories to recruit GBMSM at gay venues, events, sex-on-premises venues 
and clinics. Face-to-face recruitment is undertaken by trained staff who invite men to self-complete a paper 
questionnaire. In most cities from 2014 onwards, face-to-face recruitment occurs over two weekends, 
followed by a week of online recruitment driven by paid Facebook advertising. In Tasmania, recruitment 
occurs solely online. In the most recent years, online recruitment accounts for approximately one-quarter 
of the GCPS sample. Community-based organisations are central to promotion and recruitment in each 
round. The GCPS is coordinated by the Centre for Social Research in Health, UNSW Sydney, in partnership 
with the Kirby Institute, UNSW Sydney. Details of the GCPS and associated methodology have been 
described elsewhere [16, 17]. 

Data from the GCPS were used for the following indicators: 

Proportion of HIV-negative men who have had an HIV test and number of HIV tests within the previous 
12 months.
Proportion of HIV-positive men on HIV treatment. 
Proportion of HIV-positive men on HIV treatment who have an undetectable viral load. 
PrEP awareness, eligibility and use among all HIV-negative men and men reporting condomless anal 
intercourse with casual partners in the previous six months (CLAIC).
Sexual risk behaviour.

ACCESS is a national sexual health sentinel surveillance network that routinely collects de-identified 
demographic, testing, diagnosis, and treatment data from public sexual health services, private general 
practice (GP) clinics with high caseloads of GBMSM, and laboratories across Australia. It monitors the 
sexual health of high-risk populations including GBMSM, injecting drug users, Aboriginal and Torres Strait 
Islander people, sex workers, and young people. The project is managed collaboratively between the 
Kirby Institute, the Burnet Institute, and the National Reference Laboratory. In total, ACCESS collects data 
from over 110 health services, pharmacies and laboratories. Details of ACCESS have been described 
elsewhere [18, 19]. 

ACCESS data were used for the following indicators: 

Proportion of HIV-negative men tested for HIV in the previous 12 months.
Proportion of HIV-positive men on HIV treatment.
Proportion of HIV-positive men on HIV treatment who have an undetectable viral load.

For region of birth, we used categories reflecting recent migration patterns into Australia and trends in 
HIV notifications [20]. We categorised countries of birth into the following regions of birth: 

Australia 
High-income English-speaking countries1

Europe2

1New Zealand, United Kingdom, Ireland, Wales, United States of America and Canada.
2Russia is included as part of Europe.
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Preliminary analyses on age were reported using 10-year ranges (<18, 18-25, 26-35, 36-45, 46-55, 56-65, 
and >65 years). Based on the trends observed from this analysis and literature on HIV notifications among 
young and older GBMSM [22], the following age groups were subsequently used for analyses unless 
otherwise specified: 

25 years or under
26 to 35 years old 
36 to 55 years old 
56 years or older. 

Information is available on postcode-level estimates of population size and prevalence of gay and lesbian 
people in Australia [21]. Based on this information and data from the Australian Bureau of Statistics on 
Significant Urban Areas, categories combining population size and prevalence of gay men were created 
for analyses. Each postcode in Australia was classified into the following categories: 

‘Gay capital city postcodes’ – any Australian capital city postcodes in which more than 5% of the male 
residents identify as gay 
‘Other capital city postcodes’ – all capital city postcodes where less than 5% of male residents identify 
as gay
Regional, rural, or remote – all non-capital city postcodes
Missing or unknown – missing postcodes, PO boxes, and other postcodes (i.e. prisons, military bases, 
remote territories/islands).  

For analyses stratified by postcode, unless specified, the second and third categories are combined into 
‘Other postcodes’. Postcode of residence is recorded in all three data sources.

Asia3

Latin America and Caribbean 
Other4

Not reported. 

Information on country of birth is collected on HIV notification forms and from sexual health clinics within 
ACCESS but is not captured consistently from ACCESS GP services. In the GCPS, prior to 2019 information 
on specific country of birth was not collected. Instead, participants stated their ethnicity and from 2012 
whether they were born in Australia or overseas. From this information we assigned a country of birth for 
each participant from 2012 onwards, and these were then categorised into the above regions of birth. 
While there may have been some misclassification of country of birth due to using this indirect method, 
an analysis of the 2019 GCPS data indicated that the indirect method was 90-95% accurate as compared 
to the participants’ directly stated country of birth.

Year since arrival to Australia 

Age

Aboriginal and Torres Strait Islander Status

Location of residence

For individuals born overseas, year of arrival to Australia has been collected in the national HIV notifications 
forms since 2014. Using this information and date of HIV diagnosis, we were able to determine how long 
a person had been living in Australia prior to their diagnosis.   

Information on Aboriginal and Torres Strait Islander status is collected on HIV notification forms in all 
jurisdictions. Individuals can be classified as of Aboriginal origin, Torres Strait Islander origin, both, or 
neither. In this report, individuals who are of Aboriginal origin, Torres Strait Islander origin, or both are 
classified as having Aboriginal and Torres Strait Islander status.
3Includes North-East Asia, South-East Asia, South Asia and Central Asia.
4Sub-Saharan Africa, Middle East and Northern Africa and the Pacific and Oceania. 
5ABS data blocks: CG_POSTCODE_2017_SUA_2016; SUA_PopSize_2007-2017
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PrEP awareness

PrEP eligibility

High risk classification for HIV testing

Information on PrEP awareness has been collected in the GCPS since 2014. Participants were asked ‘What 
do you know about pre-exposure prophylaxis (PrEP)?’ and given the response options: ‘It’s available now’, 
‘It will be available in the future’, or ‘I’ve never heard about it’. Participants who selected ‘It’s available now’ 
were considered to be aware of PrEP, while participants who selected either ‘It will be available in the 
future’ or ‘I’ve never heard about it’ were considered not to be aware of PrEP.

For the purpose of this report, when using GCPS data, individuals were classified as eligible for PrEP if 
they engaged in any CLAIC in the previous six months [23]. Definitions of PrEP eligibility or suitability have 
changed over time. Therefore, we chose CLAIC in the previous six months as a marker of risk that has 
been measured consistently over time.  

The 2014 Australian HIV/STI testing guidelines recommended annual HIV testing for all sexually active 
GBMSM, and up to four tests per year for ‘high-risk’ GBMSM. This includes GBMSM who had any 
condomless anal intercourse with a casual male partner (CLAIC), had more than ten sexual partners, 
had group sex, or used drugs for the purpose of sex in the previous six months [24]. These guidelines 
were recently updated to recommend quarterly testing for all GBMSM [25]. The term ‘high-risk’ is being 
used here to refer to higher risk of HIV and STIs, as per the guidelines. It should be noted that when an 
individual classified as high-risk is on PrEP, they are not at high-risk for HIV but only for STIs.



The Gaps Project Report 14

Results: 
HIV diagnoses

3

3.1.1 Notifications of HIV infection among GBMSM in Australia: National HIV Registry 2009-2018

3.2.1 Notifications of HIV infection among GBMSM by place of birth: National HIV Registry 2009-2018

Between 2009 to 2018, there was a 10% decrease in HIV notifications among GBMSM in Australia (from 
636 to 571). HIV notifications peaked in 2014 (808) and have since declined by 29%. Newly acquired 
diagnoses (infections acquired in the last 12 months) declined by 50% between 2014 and 2018 (380 to 
190) while non-newly acquired diagnoses remained stable over the previous 10 years.

3.2 Region of birth
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In 2018, of the 571 HIV notifications among GBMSM, 52% (297) were born in Australia while 46% (263) 
were born overseas. HIV notifications in Australian-born GBMSM remained stable between 2009 and 
2016 followed by a sharp 33% decline between 2016 and 2018 (445 to 297). In contrast, notifications 
in overseas-born GBMSM increased by 65% between 2009 to 2015 (179 to 296) and remained stable 
between 2015 and 2018. 

In Australian-born GBMSM, newly acquired diagnoses increased by 39% between 2009 and 2014 (186 to 
259 notifications), and then declined by 59% to 107 notifications in 2017. There was no further decrease 
between 2017 and 2018. In overseas-born GBMSM, newly acquired diagnoses increased by 115% between 
2009 and 2015 (65 to 140 notifications), and then declined by 49% to 72 notifications in 2017. There was 
no further decrease after 2017. 

Non-newly acquired HIV infections in Australian-born GBMSM remained stable between 2009 and 2017, 
and then declined by 25% between 2017 and 2018 (252 to 189 notifications). In contrast, non-early HIV 
infections in overseas-born GBMSM increased by 63% between 2009 and 2018 (144 to 186 notifications). 

3.2.2 Notifications of newly acquired diagnoses among GBMSM by place of birth: National HIV 
Registry 2009-2018 

3.2.3 Notifications of non-newly acquired diagnoses among GBMSM by place of birth: National HIV 
Registry 2009-2018
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Overall, notifications of late diagnosis remained relatively stable between 2009 and 2018 (149 to 158). 
Between 2009 and 2018, late HIV notifications in Australian-born GBMSM declined by 28% (88 to 68), 
while late notifications in overseas-born GBMSM increased by 47% (50 to 87). In 2018, for the first time, 
the number of late diagnoses was greater in overseas-born GBMSM (87 notifications) than Australian-
born GBMSM (68 notifications). Furthermore, in 2018, 55% of the late diagnoses were in overseas-born 
GBMSM, while 43% were in Australian-born GBMSM. 

3.2.5 Proportion of HIV infections  (A) by Australian-born and overseas-born GBMSM and (B) by region 
of birth among overseas-born GBMSM: National HIV Registry 2009-2018

(A)
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(B)

Among new HIV diagnoses in GBMSM, there was an increase in the proportion of overseas-born GBMSM 
diagnosed with HIV from 28% in 2009 (179 notifications) to 46% in 2018 (263 notifications). Among new 
HIV diagnoses in overseas-born GBMSM, there was an increase in the proportion of those born in Asia 
from 32% in 2009 (63 notifications) to 54% in 2018 (149 notifications). HIV notifications among those 
born in Latin America and the Caribbean increased from 8% in 2009 (16 notification) to 14% in 2018 (39 
notifications). Notifications among those born in high-income English-speaking countries declined from 
28% in 2009 (55) to 13% in 2018 (35). Notifications from those born in Europe declined from 12% in 2009 
(24) to 5% in 2018 (15). Among GBMSM from other regions (sub-Saharan Africa, Middle East and Northern 
Africa, and the Pacific and Oceania), there was a small decline from 12% (21 notifications) in 2009 to 10% 
(25 notifications) in 2018.  The proportion of notifications who did not report region of birth decreased 
from 10% (18) in 2009 to 4% (11) in 2018.

3.2.6 Proportion of newly acquired HIV infection (A) by Australian-born and overseas-born GBMSM 
and (B) by region of birth among overseas-born GBMSM: National HIV Registry 2009-2018
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(B)

In 2018, 41% (82 notifications) of newly acquired diagnoses were among men born overseas, increasing 
from 25% in 2009. Of those born overseas, the highest proportion (41%, 34 notifications) were born in 
Asia, increasing from 19% in 2009 (14 notifications). Between 2009 and 2018, newly acquired diagnoses 
among those born in Latin America and the Caribbean increased from 10% (7 notifications) to 20% (25 
notifications). Meanwhile, new acquired diagnoses among those born in high-income, English-speaking 
countries declined from 35% (25 notifications) to 20% (16 notifications) and newly acquired diagnoses 
from those born in Europe declined from 14% (25 notifications) to 2% (2 notifications). In 2018, 11% of newly 
acquired diagnoses (9 notifications) were in GBMSM born in other regions (sub-Saharan Africa, Middle 
East and Northern Africa, and the Pacific and Oceania) and 6% (5 notifications) did not have region of birth 
reported.

3.2.7 Proportion of non-newly acquired diagnoses (A) by Australian-born and overseas-born GBMSM 
and (B) by region of birth among overseas-born GBMSM: National HIV Registry 2009-2018

(A)

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%
Unknown

Overseas-born

Australian-born

2018201720162015201420132012201120102009

Year

Pr
op

or
tio

n

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%
Not reported

Other

Latin America & Caribbean

Asia

Europe

High-income
English-speaking countries

2018201720162015201420132012201120102009
Year

Pr
op

or
tio

n 
of

 o
ve

rs
ea

s-
bo

rn
 G

BM
SM



The Gaps Project Report 19

(B)

There was an increase in the proportion of overseas-born GBMSM among non-newly acquired diagnoses 
from 30% in 2009 (49 notifications) to 49% in 2018 (192 notifications). Among non-newly acquired 
diagnoses in overseas-born GBMSM, there was an increase in the proportion of those born in Asia from 
39% in 2009 (49 notifications) to 60% in 2018 (115 notifications). Non-newly acquired diagnoses among 
those born in Latin America and the Caribbean increased from 7% in 2009 (9 notifications) to 12% in 2018 
(23 notifications). Non-newly acquired diagnoses among those born in high-income English-speaking 
countries declined from 24% in 2009 (30 notifications) to 10% in 2018 (19 notifications). The total number 
of non-newly acquired among those born in Europe remained stable between 2009 and 2018 (14 to 13 
notifications) but decreased proportionally to the overall overseas-born notifications from 11% in 2009 to 
7% in 2018. In 2018, 8% of non-newly acquired diagnoses (16 notifications) were in GBMSM born in other 
(sub-Saharan Africa, Middle East and Northern Africa, and the Pacific and Oceania) and 3% (6 notifications) 
did not have region of birth reported. 

3.2.8 Proportion of late diagnoses (A) by Australian-born and overseas-born GBMSM and (B) by region 
of birth among overseas-born GBMSM: National HIV Registry 2009-2018
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(B)
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The proportion of late diagnoses among overseas-born GBMSM increased from 40% in 2009 (59 
notifications) to 55% in 2018 (87 notifications). Among the late diagnoses in overseas-born GBMSM, there 
was an increase in the proportion of those born in Asia from 44% in 2009 (26 notifications) to 66% in 2018 
(57 notifications). Late diagnoses among those born in Latin America and the Caribbean also increased: 
from 7% (4 notifications) to 14% (12 notifications). The proportions of late diagnoses among those born in 
high-income English-speaking countries and Europe declined. 

In 2018, the highest proportion (38%) of HIV notifications was among overseas-born men who had resided 
in Australia for less than three years (99 notifications), an increase from 31% in 2016 (95 notifications), 
followed by those living in Australia for 5 years or more (32%, 83 notifications) and those living in Australia 
for 3-5 years (14%, 36 notifications). For 45 cases (17%), year of arrival in Australia was unknown.

3.3.1 Proportion of HIV diagnoses among overseas-born GBMSM by years since first long-term arrival 
in Australia: National HIV Registry 2014-2018

3.3 Years since arrival in Australia
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3.3.2 Proportion of newly acquired diagnoses among overseas-born GBMSM by years since first long-
term arrival in Australia: National HIV Registry 2014-2018
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In 2018, of the HIV notifications in overseas-born men, 29% (77) were diagnosed with evidence of newly 
acquired infection (Figure 1.2.2). There was a decrease in the proportion of overseas-born GBMSM with 
newly acquired diagnoses who have resided in Australia for less than 3 years from 32% in 2016 (40 
notifications) to 27% in 2018 (21 notifications). There was an increase in the proportion who have resided 
in Australia for 3-5 years from 10% in 2016 (13 notifications) to 19% in 2018 (15 notifications). There was 
an increase in the proportion who have resided in Australia for more than 5 years from 33% in 2016 (42 
notifications) to 40% in 2018 (31 notifications). Years since arrival in Australia was unknown for 13% of 
overseas-born GBMSM diagnosed with newly acquired diagnoses (10 notifications) in 2018. 

In 2018, of the HIV notifications in overseas-born men, 49% (186) were diagnosed with non-newly acquired 
diagnoses (Figure 3.2.3). There was an increase in the proportion of overseas-born GBMSM with non-
newly acquired diagnoses who have resided in Australia for less than 3 years from 31% in 2016 (55 
notifications) to 42% in 2018 (78 notifications). There was a decrease in the proportion who have resided 
in Australia for 3-5 years from 14% in 2016 (25 notifications) to 11% in 2018 (21 notifications). There was 

3.3.3 Proportion of non-newly acquired diagnoses among overseas-born GBMSM by years since first 
long-term arrival in Australia: National HIV Registry 2014-2018
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a decrease in the proportion who have resided in Australia for more than 5 years from 33% in 2016 (58 
notifications) to 28% in 2018 (52 notifications). Years since arrival in Australia was unknown for 19% of 
overseas-born GBMSM diagnosed with non-newly acquired diagnoses (35 notifications). 

In 2018, of the HIV notifications in overseas-born men, 33% (87 notifications) were diagnosed with late 
infection (Figure 3.2.4). There was an increase in the proportion of overseas-born GBMSM with late 
diagnoses who have resided in Australia for less than 3 years from 33% in 2016 (28 notifications) to 46% 
in 2018 (40 notifications). There was a decrease in the proportion who have resided in Australia for 3-5 
years from 18% in 2016 (15 notifications) to 14% in 2018 (12 notifications). There was a decrease in the 
proportion who have resided in Australia for more than 5 years from 30% in 2016 (25 notifications) to 25% 
in 2018 (22 notifications). Years since arrival in Australia was unknown for 15% of overseas-born GBMSM 
diagnosed with non-newly acquired diagnoses(13 notifications) in 2018.

Monitoring the likely place of HIV acquisition can provide information to assist understanding of the 
potential influence of travel and migration on HIV diagnosis trends. The known trajectory of CD4+ T-cell 
count and time of arrival among those born overseas can also be used to estimate the proportion of 
infections acquired before arriving in Australia. Since 2014, notifications of new HIV diagnoses included 
the likely place of HIV acquisition reported by the clinician (i.e. acquired in Australia, acquired overseas, 
or place of acquisition unknown).

3.3.4 Proportion of late diagnoses among overseas-born GBMSM by years since first long-term arrival 
in Australia: National HIV Registry 2014-2018

3.4 Likely place of acquisition
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3.4.1 Proportion of HIV infection among Australian-born GBMSM by likely place of acquisition: National 
HIV Registry 2014-2018

3.4.2 Proportion of HIV infection among overseas-born GBMSM by likely place of acquisition: National 
HIV Registry 2014-2018
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Among Australian-born GBMSM newly diagnosed with HIV, there was an increase in the proportion 
who likely acquired HIV infection in Australia from 68% in 2014 (363 notifications) to 77% in 2018 (229 
notifications). There was also an increase in the proportion who likely acquired HIV infection overseas 
from 8% in 2014 (44 notifications) to 13% in 2018 (40 notifications). Among overseas-born GBMSM newly 
diagnosed with HIV, there was a decrease in the proportion who likely acquired HIV infection in Australia 
from 52% in 2014 (132 notifications) to 49% in 2018 (129 notifications). There was an increase in the 
proportion who likely acquired HIV infection overseas from 19% in 2014 (48 notifications) to 40% in 2018 
(104 notifications).
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3.5.1 Notifications of HIV infection among GBMSM by location of residence: National HIV Registry 
2009-2018

3.5 Location of residence
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The number of HIV notifications among GBMSM living in gay capital city postcodes increased by 21% 
from 2009 to 2012 (244 to 295) followed by a 37% decline in 2018 (295 to 154). HIV notifications among 
GBMSM living in other capital city postcodes (‘capital city, other’) increased by 30% from 2009 to 2016 
(300 to 389 notifications) followed by a 27% decline in 2018 (389 to 283). HIV notifications among GBMSM 
living in regional, rural, or remote postcodes increased by 60% between 2009 and 2018 (73 to 116). The 
number of HIV notifications with an unknown or missing postcode of residence has remained small and 
constant over the previous 10 years.

Newly acquired diagnoses among GBMSM living in capital city gay postcodes declined dramatically by 
72% from 2012 to 2018 (175 to 49 notifications). Between 2014 and 2018, newly acquired diagnoses among 

3.5.2 Notifications of newly acquired diagnoses among GBMSM by location of residence: National 
HIV Registry 2009-2018
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GBMSM living in other capital city postcodes declined by 46% (166 to 90 notifications). Notifications 
among those living in regional, rural, or remote postcodes increased by 71% over the 10-year period (28 
to 48).

3.5.3 Notifications of non-newly acquired diagnoses among GBMSM by location of residence: National 
HIV Registry 2009-2018
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Non-newly acquired diagnoses among GBMSM that lived in capital city gay postcodes declined by 21% 
between 2009 and 2018 (133 to 105 notifications) while non-newly acquired diagnoses among GBMSM 
living in other capital city postcodes increased steadily by 20% until 2017 (192 to 230 notifications) and 
then declined by 16% to 193 notifications in 2018.  There has been a 51% increase in the number of HIV 
notifications for GBMSM living in regional, rural, or remote postcodes (45 to 68 notifications).  

Between 2009 and 2018, the number of GBMSM notified with late diagnoses that were in gay capital city 
and other capital city postcodes has fluctuated but, overall, remained relatively constant. The number of 
GBMSM notified with late diagnoses that were living in regional, rural, or remote postcodes has fluctuated 
yearly but over the 10-year period 2009-2018 has increased by 58% (19 to 30 notifications). 

3.5.4 Notifications of late HIV diagnoses among GBMSM by location of residence: National HIV 
Registry 2009-2018
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3.6.1-4 Region of birth and location of residence by HIV infection type: National HIV Registry 2009-2018

1. Australian-born GBMSM living in gay capital city postcodes by notification type: HIV Registry 2009-2018 

2. Overseas-born GBMSM living in gay capital city postcodes by notification type: HIV Registry 2009-2018 

3. Australian-born GBMSM living in other postcodes by notification type: HIV Registry 2009-2018 

3. Australian-born GBMSM living in other postcodes by notification type: HIV Registry 2009-2018 

3.6 Region of birth and location of residence
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3.7.1 Notifications of HIV infection among GBMSM in Australia by 10-year age group: National HIV 
Registry 2009-2018

3.7 Age
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Trends in HIV notifications have differed by age group between 2009 and 2018. Notifications in people 18 
and under, aged 56 to 65 years, and those aged 66 years or older have remained relatively stable over 
the 10-year period. Notifications in those aged 36 to 45 years have declined by 44% from 2009 to 2018 
(207 to 116) and for people 45 to 54 years old, notifications have declined by 34% from 2009 to 2018 (98 
to 65 notifications). From 2009 to 2018, there has been a 12% increase in HIV notifications in people 26 
to 35 years old (207 to 231) and a 15% increase in 19 to 25-year-olds (83 to 97). Based on these trends, we 
subsequently report on HIV notifications using the following four age groups: 25 years and under, 26 to 
35 years, 36 to 55 years, and 56 years and over. 

We examined the relationship between region of birth and location of residence in trends in HIV 
notifications.

First, when looking at overall new HIV diagnoses, diagnoses among Australian-born GBMSM living in gay 
capital postcodes declined by 59% between 2009 and 2018 (164 to 68 notifications), whereas diagnoses 
among overseas-born living in gay capital city postcodes increased by 16% (71 to 82 notifications). 
Diagnoses in Australian-born GBMSM living in other postcodes initially increased between 2009 and 
2014 then declined, showing an overall decrease of 17% (275 to 229 diagnoses. By contrast, diagnoses 
in overseas-born GBMSM in other postcodes increased by 68% between 2009 and 2018 (108 to 181 
notifications). The decrease in diagnoses in Australian-born GBMSM really started in 2014 for those in gay 
capital city postcodes and in 2016 for those in other postcodes. 

Second, newly acquired diagnoses declined by 66% (74 to 25 notifications) among Australian-born 
GBMSM living in gay postcodes, declined by 33% (33 to 22 notifications) among overseas-born GBMSM 
in gay postcodes, and declined by 26% (112 to 83 notifications) among Australian-born GBMSM in other 
postcodes. However, they increased by 72% (32 to 55 notifications) among overseas-born GBMSM in 
other postcodes.
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in men aged 26-35 years (207 to 303 notifications) followed by a 24% decline to 2018 (303 to 231). HIV 
notifications also increased by 79% in men aged 25 years and under between 2009 and 2014 (85 to 152) 
followed by a 34% decline in 2018 (from 152 to 100).

The overall decline in new HIV notifications observed among GBMSM aged 36-55 years old has been 
driven by the reductions in newly acquired diagnoses in this age group. Newly acquired diagnoses in the 
36-55 years age group has declined by 58% from a peak in 2012 (138 notifications) to the lowest number 
in 2017 (58 notifications) with no further change between 2017 and 2018. Newly acquired diagnosesin the 
age group 26-35 years peaked in 2014 (153 notifications) and declined by 52% in 2018 (73 notifications). 
Newly acquired diagnoses in the age group 25 years and under peaked in 2014 (80 notifications), followed 

3.7.3 Notifications of newly acquired diagnoses among GBMSM by age group: National HIV Registry 
2009-2018
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Between 2009 and 2018, HIV notifications in the age group 36-55 years declined by 41% (305 to 181 
notifications) while notifications in the age group 56 years and over remained relatively stable with a 
slight upward trend (39 to 59). Meanwhile, between 2009 and 2014, HIV notifications increased by 46% 

3.7.2 Notifications of HIV infection among GBMSM by age group: National HIV Registry 2009-2018
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Between 2009 and 2017, non-newly acquired diagnoses in the age group 36-55 years remained stable 
(185 to 177 notifications) and then sharply declined by 31% to 122 notifications in 2018. Between 2009 
and 2018, non-newly acquired diagnoses increased by 32% in the age group 26-35 years (120 to 158 
notifications), 28% in the age group 25 years and under (43 to 55 notifications) and by 53% in the age 
group 56 years and over (30 to 46 notifications). 

3.7.5 Notifications of late HIV infection among GBMSM by age group: National HIV Registry 2009-
2018
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Between 2009 and 2018, late HIV infections in the age group 36-55 years declined by 22% (74 to 58 
notifications) but increased by 26% in the age group 26-35 years (47 to 59 notifications), 33% in the age 
group 56 years and over (18 to 24 notifications) and by 70% in the age group 25 years and under (10 to 
17 notifications).

by a 44% decline in 2018 (80 to 45 notifications). In the age group 56 years and over, newly acquired 
diagnoses also peaked in 2014.

3.7.4 Notifications of non-newly acquired diagnoses among GBMSM by age group: National HIV 
Registry 2009-2018
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Between 2009 and 2018, the number of HIV notifications among Aboriginal and Torres Strait Islander 
GBMSM has remained low from 13 in 2009 to 22 in 2018 with a peak of 34 in 2016. Newly acquired 
diagnoses with evidence of early infection remained low from 3 in 2009 to 7 in 2018. Due to low numbers 
of HIV notifications among Aboriginal and Torres Strait Islander GBMSM and fluctuation in this period, it is 
difficult to interpret trends or conduct further analyses.

Previous evidence suggests that HIV notifications are increasing in Aboriginal and Torres Strait Islander 
populations [26]. However, a significantly lower proportion of diagnoses in Aboriginal and Torres Strait 
Islander population are linked to male-to-male sex compared to non-Indigenous populations [26]. This 
may explain why this data on Aboriginal and Torres Strait Islander GBMSM do not show clear trends.

3.8 Aboriginal and Torres Strait Islander Status
3.8.1. Notifications of HIV infection among Aboriginal and Torres Strait Islander GBMSM in Australia: 
National HIV Registry 2009-2018
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Results: 
HIV testing

4.1 Tested in previous 12 months

4

4.1.1 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months: ACCESS and GCPS 
2009-2018

The 2014 national HIV and STI testing guidelines recommended HIV testing in several contexts and for 
priority populations [24]. All sexually active men who have sex with men are recommended to test for HIV 
every 12 months, or up to four times per year for men at higher risk. As mentioned in the methodology 
section, the national testing guidelines have since been updated [25].

There was an increase in the proportion of HIV-negative GBMSM in the GCPS who self-reported having 
had an HIV test in the previous 12 months from 58% in 2009 to 69% in 2018. Similarly, there was an 
increase in the proportion of HIV-negative GBMSM in ACCESS who reported as having had an HIV test in 
the previous 12 months from 48% in 2010 to 71% in 2018.6
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6ACCESS data is incomplete for 2009. 
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4.2 Region of birth
4.2.1 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months by place of birth: 
GCPS 2012-20187
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In the GCPS, the proportion of Australian-born GBMSM who had an HIV test in the previous 12 months 
increased from 60% in 2012 to 68% in 2018, while the proportion among overseas-born GBMSM increased 
from 57% in 2012 to 71% in 2018.

Between 2010 and 2018, ACCESS data showed that the proportion of GBMSM having had an HIV test in 
the previous 12 months was consistently higher among overseas-born men, increasing from 65% to 83%, 
compared to Australian-born GBMSM (56% to 74%). 

Both ACCESS and GCPS data showed increasing levels of HIV testing, with ACCESS (a clinical data 
source) showing a higher rate of increase. At present, it is unclear why overseas-born GBMSM were more 
likely to have been tested in the last 12 months at ACCESS sites, whereas no region of birth differences 
were apparent in GCPS data.

4.2.2 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months by place of birth: 
ACCESS 2010-2018
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7Information on country of birth in the Gay Community Periodic Surveys is available from 2012 onwards.
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4.3 Location of residence
4.3.1 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months by location of 
residence: GCPS 2009-2018

4.3.2 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months by location of 
residence: ACCESS 2009-2018

In the GCPS, the proportion of GBMSM living in gay capital city postcodes who reported having had an 
HIV test in the previous 12 months increased from 63% in 2009 to 75% in 2018. Testing in GBMSM living 
in other capital city postcodes increased from 55% in 2009 to 66% in 2018, and GBMSM living in regional, 
rural, or remote postcodes increased from 47% to 61%. 

A similar trend was found in the ACCESS data. Between 2010 and 2018, the proportion of GBMSM living 
in gay capital city postcodes who had an HIV test in the previous 12 months increased from 50% to 75%. 
Testing in GBMSM living in other capital city postcodes increased from 45% in 2010 to 69% in 2018 and 
GBMSM living in regional, rural, or remote postcodes increased from 45% to 65%. 

In both the GCPS and ACCESS, testing increased in all postcode groups over time and was consistently 
higher in GBMSM living in gay capital city postcodes.
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4.4 Age
4.4.1 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months by age group: GCPS 
2009-2018
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4.4.2 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months by age group: 
ACCESS 2010-2018

Year

0%

20%

40%

60%

80%

100%

56 years and over36-55 years26-35 years25 years and under

201820172016201520142013201220112010

Pr
op

or
tio

n 
of

 H
IV

-n
eg

at
iv

e 
G

BM
SM

Between 2009 and 2018, the proportion of GBMSM in the GCPS aged 26-35 years who had an HIV test 
in the previous 12 months increased from 61% to 73%, while for GBMSM aged 25 years and younger the 
proportion of those tested in the previous 12 months increased from 50% to 68%. Increases were also 
seen over the same period in GBMSM aged 36-55 years from 60% to 68%, and GBMSM aged 56 years 
and older from 56% to 67%. 

In ACCESS, between 2010 and 2018, the proportion of GBMSM aged 25 years and younger who had an 
HIV test in the previous 12 months increased from 64% to 81%, while proportions tested also increased 
in GBMSM aged 26-35 years (from 60% to 84%), 36-55 years (from 43% to 68%) and 55 years or older 
(from 37% to 46%).
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4.5 Risk type
4.5.1 Proportion of HIV-negative GBMSM tested for HIV in the previous 12 months by risk type: GCPS 
2009-2018
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Among men classified as ‘high-risk’ for HIV testing (i.e. CLAIC, more than 10 sexual partners, group sex, or 
drug use for the purposes of sex in the last six months), there was an increase in the proportion who had 
an HIV test in the previous 12 months regardless of PrEP use from 59% in 2009 to 82% in 2016. However, 
since 2016, as PrEP became available through implementation trials, the proportion of high-risk men not 
on PrEP who had an HIV test in the previous 12 months decreased from 80% in 2016 to 75% by 2018. 
This indicator demonstrates the importance of disaggregating by PrEP use when examining HIV testing 
frequency [7]. 

Between 2012 and 2018, there was no difference between the proportions of high-risk HIV-negative men 
who had an HIV test in the previous 12 months when stratified by region of birth but both groups had 
increased testing from 68-71% in 2012 to 83% in 2018.

4.5.2 Proportion of HIV-negative high-risk GBMSM tested for HIV in the previous 12 months by region 
of birth: GCPS 2012-2018
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4.5.3 Proportion of HIV-negative high-risk GBMSM tested for HIV in the previous 12 months by location 
of residence: GCPS 2009-20188

Between 2009 and 2018, the proportion of high-risk HIV-negative GBMSM living in gay capital city 
postcodes who had an HIV test in the previous 12 months increased from 65% to 87% and for those 
living in other postcodes, the proportion increased from 56% to 80%. Over time, a consistently higher 
proportion of high-risk HIV-negative GBMSM living in gay capital city postcodes had a test in the previous 
12 months compared to those living it other postcodes.

Between 2009 and 2018, the proportion of high-risk HIV-negative GBMSM who had an HIV test in the 
previous 12 months increased in all age groups, from 53% to 82% in those 25 years and under, 62% to 
85% in the age group 26-35 years, 62% to 83% in the age group 36-55 years, and 57% to 76% in the age 
group 56 years and over. HIV testing in the previous 12 months was consistently lowest among those 
ages 56 years and over, and highest among those aged 26-35 years.

4.5.4 Proportion of high-risk HIV-negative GBMSM tested for HIV in the previous 12 months by age 
group: GCPS 2009-2018
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8The categories ‘Capital city, other’, ‘Regional, rural, or remote’, and ‘Missing or unknown’ 
are combined to ‘Other’ as there were no differences between these three groups.
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Results: 
HIV Treatment

5.1 Antiretroviral therapy and undetectable viral load

5

5.1.1 Proportion of HIV-positive GBMSM on ART: GCPS and ACCESS 2009-2018

UNAIDS has set targets for HIV diagnosis and treatment by the year 2020: 90% of all people living with 
HIV to be diagnosed, 90% of all people diagnosed with HIV to be on antiretroviral therapy, and 90% 
of all people receiving antiretroviral therapy to have suppressed viral load [27]. Australia is on track to 
achieving these targets. In 2018, 90% of people living with HIV in Australia were diagnosed, 89% of 
whom were receiving treatment, and 95% of whom were virally suppressed [14]. The Eighth National HIV 
Strategy 2018-2022 aims to achieve the 95-95-95 targets by 2022 [1].
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Between 2009 and 2018, the proportion of HIV-positive GBMSM participating in the GCPS who were on 
antiretroviral therapy (ART) increased from 71% to 91%, while in ACCESS the proportion increased from 
65% to 93%. It is important to note that HIV treatment and management guidelines have changed in 
Australia over this period of time. At the beginning of the period, there were CD4+ T-cell count thresholds 
for ART initiation, whereas from 2015 onwards, these thresholds were removed and immediate HIV 
treatment was recommended for all PLHIV [28]. 
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5.1.2 Proportion of HIV-positive GBMSM on ART and with undetectable viral load (UVL): GCPS and 
ACCESS 2009-20189
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In the GCPS, the proportion of the HIV-positive GBMSM on ART who had a UVL increased from 89% in 
2009 to 98% in 2018. In ACCESS, the proportion of HIV-positive GBMSM on ART with UVL increased from 
79% in 2013 to 96% in 2018. 

5.2 Region of birth
5.2.1 Proportion of HIV-positive GBMSM on ART by place of birth: GCPS 2012-2018 
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9ACCESS data before 2013 on proportion of HIV-positive GBMSM on ART with UVL are 
missing or incomplete. 
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5.2.2 Proportion of HIV-positive GBMSM on ART by place of birth: ACCESS 2009-2018 
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In 2018, 95% of Australian-born HIV-positive GBMSM in the GCPS were on ART, an increase from 81% in 
2012. Between 2012 and 2017, the proportion of overseas-born HIV-positive GBMSM on ART increased 
from 79% to 94%, before declining to 86% in 2018. Among HIV-positive GBMSM on ART, 98% of men were 
virally suppressed and there was no difference in viral suppression when stratified by region of birth (data 
not shown).

In ACCESS, between 2009 and 2017, a higher proportion of Australian-born HIV-positive GBMSM were on 
ART (an increase from 69% to 96%) compared to overseas-born HIV-positive GBMSM (an increase from 
66% to 89%). By 2018, a similar proportion in both groups were on ART (95% for Australian-born and 94% 
for overseas-born). Among HIV-positive GBMSM on ART, 95-96% of men were virally suppressed with no 
difference in viral suppression when stratified by region of birth (data not shown).

5.3 Location of residence

5.3.1 Proportion of HIV-positive GBMSM on ART by location of residence: GCPS 2009-2018
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In the GCPS, between 2009 and 2018, the proportion of HIV-positive GBMSM on ART increased in all postcode 
groups. There was limited difference in the proportion of men on ART when stratified by place of residence, except 
between 2012 and 2015 when more HIV-positive GBMSM living in regional, rural, or remote postcodes (84% to 94%) 
reported being on ART compared to those living in gay and other capital city postcodes (80% to 88%).

In ACCESS before 2018, a higher proportion of HIV-positive GBMSM were on ART in regional, rural,  or 
remote areas compared with capital city areas. There was an increase in ART coverage for this group 
from 74% in 2009 to 95% in 2018. By 2018 a similar level was attained among those in gay capital city 
postcodes and those living in other capital city postcodes where the proportions on ART increased at a 
greater rate since 2009 (from 60-63% to 93%).

In the GCPS, between 2009 and 2018, there were no differences in the proportion of HIV-positive 
GBMSM on ART with UVL when stratified by location of residence, with all postcode groups reporting 
a consistently high percentage of men with viral suppression. In 2018, the proportion of HIV-positive 
GBMSM on ART with UVL was 99% in men living in capital city, gay suburbs and 98% in men living in both 
capital city, other suburbs, and regional, rural, or remote areas. 

5.3.2 Proportion of HIV-positive men on ART by location of residence: ACCESS 2009-2018

5.3.3 Proportion of HIV-positive GBMSM on ART with UVL by location of residence: GCPS 2009-2018
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5.3.4 Proportion of HIV positive men on ART with UVL by location of residence: ACCESS 2013-2018
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In ACCESS, between 2013 and 2016, there was a higher proportion of HIV-positive GBMSM on ART with 
viral suppression living in regional, rural, or remote postcodes compared with those living in capital city 
areas. Between 2013 and 2018, there was no difference in the proportion of HIV-positive GBMSM on ART 
with UVL between those living in gay capital city postcodes and other capital city postcodes, and these 
proportions increased over time (75-78% to 95-97%).

In the GCPS between 2009 and 2018, the proportion of HIV-positive GBMSM on ART increased from 74% 
to 97% for men aged 56 years and older, 75% to 92% for men aged 36-55 years, and 56% to 88% for men 
aged 35 years and under. The biggest change was observed in men aged 35 years and under, where the 
proportion of HIV-positive GBMSM on ART remained unchanged until 2012 and then increased steadily. 
While there was also an increase in men aged 36-55 years and 56 years and over, the proportion of HIV-
positive GBMSM on ART was already high in these two age groups meaning increase over time was less 
dramatic.

5.4 Age

5.4.1 Proportion of HIV-positive GBMSM on ART by age group: GCPS 2009-201810
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10The age groups ‘25 years and under’ and ’36-55 years’ were combined due to the low 
total number of men 25 years and under on ART in the GCPS.
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5.4.2 Proportion of HIV-positive GBMSM on ART by age group: ACCESS 2009-201811
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A similar trend was observed in ACCESS. Between 2009 and 2018, the biggest change was observed in 
HIV-positive GBMSM aged 35 years and younger, in whom the proportion on ART increased from 46% to 
90%. There was also an increase in the proportion on ART among men aged 36-55 years (66% to 93%) 
and 56 years and over (79% to 95%) but the change over time was less dramatic.

In the GCPS, between 2009 and 2018, the proportion of HIV-positive GBMSM on ART who reported 
having an undetectable viral load remained high for men aged 56 years and older (100% to 99%) and 
increased for men aged 35 years and under (85% to 96%) and 36-55 years (88% to 99%).

5.4.3 Proportion of HIV-positive GBMSM on ART with UVL by age group: GCPS 2009-201810
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11The age groups ‘25 years and under’ and ’36-55 years’ were combined due to the low 
total number of men 25 years and under on ART in ACCESS.
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5.4.4 Proportion of HIV-positive GBMSM on ART with UVL by age group: ACCESS 2013-201811
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In ACCESS, between 2013 and 2018, the proportion of HIV-positive GBMSM on ART with UVL increased 
from 66% to 94% in men aged 35 years or younger, 81% to 96% in men aged 36-55 years, and 91% to 98% 
in men aged 56 years and over. 
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Results: 
HIV prevention

6.1 PrEP awareness

6.2 PrEP eligibility

6

6.1.1 Proportion of HIV-negative GBMSM aware of PrEP: GCPS 2014-2018

6.2.1 Proportion of HIV-negative GBMSM eligible for PrEP: GCPS 2009-201812
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Between 2014 and 2018, PrEP awareness among GBMSM participating in the GCPS increased from 27% to 
85%. There was no difference in PrEP awareness when stratified by region of birth, location of residence, 
or age group (data not shown). In 2018, PrEP awareness was higher among GBMSM reporting CLAIC in 
the previous six months (91%) compared to GBMSM reporting no CLAIC in the previous six months (83%).
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12PrEP eligibility here is defined as having had any condomless anal intercourse in the 
past six months with casual partners (CLAIC).
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In the GCPS, the proportion of HIV-negative GBMSM eligible for PrEP increased from 21% in 2009 to 33% 
in 2018. However, the recent increase in PrEP eligibility was largely driven by PrEP users themselves who 
typically use condoms less often. For example, between 2013 and 2018, PrEP eligibility among men who 
were not on PrEP only increased from 19% to 24%.

There was a higher proportion of GBMSM living in gay capital city postcodes who were eligible for PrEP, 
which increased from 20% in 2015 to 37% in 2018. For GBMSM living in other postcodes, there was a 
smaller increase in the proportion eligible for PrEP over time (20% in 2015 to 31% in 2018). There was no 
difference in PrEP eligibility when stratified by region of birth or age groups (data not shown).

The proportion of HIV-negative GBMSM using PrEP in the last six months increased from 2% in 2015 
to 20% in 2018. This increase was bigger in GBMSM who reported CLAIC in the past six months where 

6.2.2 Proportion of HIV-negative GBMSM eligible for PrEP by location of residence: GCPS 2009-201813
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6.3 PrEP use
6.3.1 Proportion of HIV-negative GBMSM on PrEP in the last six months by CLAIC: GCPS 2013-2018 
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13The categories ‘Capital city, other’, ‘Regional, rural, or remote’, and ‘Missing or unknown’ are 
combined to ‘Other’ as there were no differences between these three groups. 
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the proportion using PrEP increased dramatically from 4% in 2015 to 44% in 2018. The biggest increase 
occurred between 2016 and 2017, and the trend was sustained by a smaller increase in 2018.  

During the period 2013 to 2018, there was no reported difference in PrEP use between Australian-born 
GBMSM and overseas-born GBMSM (data not shown).

Between 2015 and 2018, the proportion of HIV-negative GBMSM reporting CLAIC living in gay capital city 
postcodes who used PrEP in the last six months increased from 4% to 52%. PrEP use also increased in 
those living outside of gay postcodes, but at a lower rate from 4% to 38%.

Between 2015 and 2018, the proportion of HIV-negative GBMSM reporting CLAIC and who used PrEP in 
the last six months increased from 4% to 49% in men aged 26-55 years, 7% to 36% in men aged 56 years 
and over and 3% to 29% in men aged 25 years and younger.

6.3.2 Proportion of HIV-negative GBMSM who reported CLAIC and were on PrEP in the last six months 
by location of residence: GCPS 2013-201814

6.3.3 Proportion of HIV-negative GBMSM who reported CLAIC and on PrEP in the last six months, by 
age group: GCPS 2013-201815
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14The categories ‘Capital city, other’, ‘Regional, rural, or remote’, and ’Missing or unknown’ are 
combined to ‘Other’ as there were no differences between these three groups.
15The age groups ’26-35 years’ and ’36-55 years’ are combined as initial analyses showed no 
difference between these groups.



The Gaps Project Report 47

6.4 Sexual Behaviour
The GCPS collects information on the types of sex GBMSM have had in the previous six months, including 
asking separate anal intercourse questions for regular (i.e. boyfriends, husbands, ‘fuckbuddies’) and casual 
partners. We used the questions about casual partners to classify participants into different categories of risk:

In this risk schema, updated from the traditional risk indicator of ‘any CLAIC with casual partners’ [16, 29], 
only the latter category is considered ‘unsafe sex’. However, due to increases in biomedical prevention 
(viral suppression and PrEP), it is worth noting that the HIV risk associated with CLAIC is lower than before 
these prevention strategies were widely used. Of course, it should be noted that condomless sex is still a 
high risk practice for the transmission of other STIs and that reduced condom use at the population-level 
may have impacts on STI epidemics.

Between 2014 and 2018, there was a small decline in the proportion of Australian-born GBMSM reporting 
unprotected CLAIC in the last six months (34% to 29%) but there was no change for overseas-born 
GBMSM who reported unprotected CLAIC (although at 27-28%, overseas-born men were less likely to 
report unprotected CLAIC across the entire 2014-18 period). The proportion reporting protected CLAIC 
increased from 11% in 2016 to 28% in 2018 in Australian-born GBMSM and 9% to 27% in overseas-born 
GBMSM. Overseas-born GBMSM reported higher consistent condom use. 

  No anal intercourse with casual partners in the last six months.
  Consistent condom use with all casual partners in the last six months. 
  CLAIC protected by biomedical prevention (respondents were placed into this category if they were 

HIV-positive on ART with UVL, or HIV-negative on PrEP).
  CLAIC unprotected by biomedical prevention (respondents were placed into this category if they 

were HIV-negative, untested or had unknown HIV status and were not on PrEP, or if they were HIV-
positive and not on ART or had detectable viral load).

6.4.1 Sexual risk behaviour among (A) Australian-born and (B) overseas-born GBMSM reporting casual 
sex in the last six months: GCPS 2014-2018
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6.4.2 Sexual risk behaviour among GBMSM living in (A) gay capital city and (B) other postcodes 
reporting casual sex in the last six months: GCPS 2014-2018

(A) Gay capital city postcodes

(B) Other postcodes
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Between 2016 and 2018, there was a small declines in both GBMSM living in gay capital postcodes 
(30% to 26%) and other postcodes (34% to 31%) reporting unprotected CLAIC in the last six months. In 
the whole 2014-2018 period the proportion of men living outside of gay capital city postcodes reporting 
unprotected CLAIC was higher than those living in gay capital city postcodes. By contrast, the proportion 
of GBMSM reporting protected CLAIC was consistently larger and increased more among in those living 
in gay capital city postcodes (13% to 33%) compared to those living in other postcodes (8% to 24%). Both 
groups reported similar rates of consistent condom use and there was limited change in the proportions 
reporting no anal intercourse.
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6.4.3 Sexual risk behaviour among (A) younger and (B) older GBMSM reporting casual sex in the last 
six months: GCPS 2014-2018

(A) 25 years and under

(B) 26 years and over

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100% CLAIC: Unprotected by
biomedical prevention

CLAIC: Protected by
biomedical prevention

Consistent condom use

No anal intercourse

2018
(n=1030)

2017
(n=1217)

2016
(n=1222)

2015
(n=1026)

2014
(n=977)

Year

Pr
op

or
tio

n 
of

 G
BM

SM
 re

po
rti

ng
 c

as
ua

l s
ex

in
 th

e 
la

st
 s

ix
 m

on
th

s

39%

1%

46%

13%

38%

3%

43%

16%

46%

17%

29%

14%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100% CLAIC: Unprotected by
biomedical prevention

CLAIC: Protected by
biomedical prevention

Consistent condom use

No anal intercourse

2018
(n=4307)

2017
(n=4621)

2016
(n=4634)

2015
(n=3718)

2014
(n=3480)

Year

Pr
op

or
tio

n 
of

 G
BM

SM
 re

po
rti

ng
 c

as
ua

l s
ex

in
 th

e 
la

st
 s

ix
 m

on
th

s

30%

7%

44%

19%

31%

12%

39%

18%

26%

30%

26%

18%

Between 2016 and 2018, there was a small increase in the proportion of GBMSM aged 25 years and under 
reporting unprotected CLAIC in the last six months (38% to 40%) but this declined among GBMSM aged 
26 years and older (31% to 26%). However, it is important to note that in the entire 2014-2018 period, the 
proportion of younger men reporting unprotected CLAIC was higher than older men and substantially by 
2018 (40% compared to 26%). Older men reported higher protected CLAIC (12% in 2016 to 30% in 2018) 
and lower consistent condom use (39% to 26%). By constrast, younger men reported lower protected 
CLAIC (3% to 17%) and higher consistent condom use (43% to 29%). The reasons for these differences 
between younger older men warrant further investigation.
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GAPS in and 
representativeness of the 
data sources

7

Since the establishment of the National HIV Registry, the GCPS, and ACCESS in 1992, 1996, and 2008 
respectively, the scope of information collected has expanded and the accuracy of data reported has 
improved significantly. These improvements have helped guide the success of the national HIV response. 
However, there remains some key gaps in the epidemiological and behavioural data collected in these 
data sources relating to analyses presented in this report. This section outlines key missing data from 
the National HIV Registry, GCPS, and ACCESS and provides a commentary on the representativeness of 
the data sources are and how some of these gaps present a challenge to the interpretation of the data. 

We have used the term ‘GBMSM’ in this report as an umbrella category encompassing men who explicitly 
self-identify as gay or bisexual as well as men who have sex with men who may either have other non-

Information on likely place of HIV acquisition and year of arrival to Australia for those born overseas has 
been included in the National HIV Registry since 2014. Over time the proportion of missing data for these 
variables has improved significantly, reducing from 26.1% missing data for likely place of HIV acquisition 
in the first year of inclusion to 11.9% in 2018 and for year of arrival to Australia from 21.4% to 11.5%. As 
overseas-born GBMSM make up an increasing proportion of new HIV notifications, continuing to improve 
how these data are reported will guide a nuanced HIV response that can be tailored towards priority sub-
groups among GBMSM in Australia.

Information on participants’ ethnicity (used to determine country of birth), postcode, and age has been 
included in the GCPS since before the period examined in this report. The proportion of missing data on 
these variables has been fairly low for a sustained period and has improved further over time. Items on 
PrEP use and knowledge have been included since 2013 and 2014, respectively, when PrEP first became 
available.

ACCESS is a sentinel surveillance network that was designed to strategically select sites with a high 
caseload of GBMSM, such as sexual health clinics or GP clinics with large numbers of GBMSM patients. 
Data from ACCESS is not always representative of the general population and may have missed GBMSM 
attending general practices or other services that do not see a high proportion of GBMSM. Additionally, 
NSW and Victoria have disproportionately high representations in the data because an estimated 60-
70% of sites within ACCESS are in these states. Data is anonymously linked between sites so there is 
the possibility of incorrect linkages between patients visiting multiple sites. However, testing of this has 
indicated that this is accurate within 98% confidence.

7.1 Missing data  

7.2 The ‘GBMSM’ category
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heterosexual identities (such as ‘queer’), identify as heterosexual, or do not label their sexualities. Sexual 
identity and sexual behaviour indicators are not collected or reported in a consistent way across the 
datasets examined in this report. The National HIV Registry focuses on sexual risk exposure as it relates 
to behaviour and does not consider sexual identity. Likewise, ACCESS typically identifies men who 
have sex with men via testing variables (such as rectal STI tests) or other variables, without reference to 
sexual identity. By contrast, the GCPS focuses almost exclusively on gay community-attached gay and 
bisexual men. The prevention needs of these different categories of men are likely to be very different 
and recognising this will be important to achieving the elimination of HIV transmission. 

There is inconsistency in how information on sex at birth and current gender identity are collected in the 
HIV notification forms across health jurisdictions. Between 2009 and 2018, there were 31 HIV notifications 
among trans and gender diverse (TGD) people  of which 19 notifications were classified as being acquired 
through male-to-male sexual risk exposure, 11 through non-male-to-male sexual risk exposure, and one 
unknown risk exposure. This may be an underrepresentation due to incomplete and inconsistent data 
collection on gender identity. The national system and some jurisdictions have already taken steps to 
improve how information about gender is collected which will increase capacity to properly monitor and 
respond to HIV trends in TGD people [30]. 

The GCPS included a question on current gender identity from 2015 onwards (with the response options 
‘male’, ‘trans male’, and ‘intersex male’). This was updated in 2018 in line with recommendations from 
community organisations and trans advocates to ask about sex assigned at birth (‘male’ and ‘female’) and 
current gender identity (‘male’, ‘female’, ‘non-binary’, and ‘other’). This allowed the GCPS to better capture 
experiences of trans and gender diversity. However, as a behavioural surveillance system explicitly 
targeted toward gay men, it does not aim to specifically recruit TGD people except trans gay men. The 
surveys ask only about male sex partners and these questions do not differentiate between cis and trans 
male partners. 

Electronic medical record systems used by ACCESS typically do not capture gender diversity well. 
Although clinicians may identify TGD patients, data entry of gender information is not always accurate or 
adequately captured, and likely underreports HIV notifications among TGD people. 

In addition to underreporting, it has historically been common practice to combine TGD people and 
GBMSM in health strategies, services, and program delivery across Australia. This is problematic as it 
conflates gender diversity, sexual identity, and sexual behaviour. Most TGD people are not GBMSM, and 
most GBMSM are cisgender men. It is important to recognise that TGD and GBMSM have different needs 
for improving their health and wellbeing, and also often have unique barriers to accessing care [31].

Over the past 10 years, overseas-born GBMSM have made up an increasing proportion of HIV notifications 
in Australia (46% in 2018) but our understanding of the factors contributing to this trend remains limited 
and inconclusive. It is widely recognised that migrants face additional barriers to accessing HIV services 
and prevention including language barriers, financial costs, fear of legal and visa consequences, and 
stigma [32]. This problem is exacerbated in temporary migrants, such as international students, who are 
more likely to experience these barriers, particularly concerning legal and visa issues. Differences in 
cultural values and attitude towards HIV are also likely to play a role in how overseas-born GBMSM 
engage with HIV prevention and may also apply to Australian-born culturally and linguistically diverse 
(CALD) populations. 

7.3 Trans and gender diverse people

7.4 Cultural and linguistic diversity
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Public clinics within ACCESS and the National HIV Registry record country of birth comprehensively. 
However, clinics do not consistently record language spoken at home or ethnicity, which is further 
complicated as there are no standard classifications. Therefore, there are limits to information available 
through ACCESS and the National HIV Registry. This may be due to a range of factors including missing 
data, incorrect data entry, time constraints within consultations, or disparities in reporting requirements 
between private and public clinics. It is possible to infer some information about an individual’s culture 
from their country of birth. However, ethnicity and language spoken at home can provide further nuanced 
information. Language spoken at home is collected on the HIV notification forms, but it is not well-
completed. Thus, we did not include it in this report. An additional important issue for consideration is the 
question of the extent of cultural diversity within Australian-born GBMSM diagnosed with HIV. Currently, 
there is no accurate way to assess what proportion of new HIV diagnoses are in Anglo-Australian and 
CALD GBMSM, or how trends in these groups have changed over time. The ability to disaggregate the 
Australian-born GBMSM by CALD status may highlight important disparities. 

By contrast, as mentioned in the methodology section, until recently the GCPS did not ask about country 
of birth beyond Australia versus overseas, but has collected free-text ethnicity responses for many years. 
To address this problem, the GCPS was updated in 2019 to allow overseas-born participants to write in 
their specific country of birth and to indicate how many years they have lived in Australia. These new 
data will not only allow more accurate comparisons by region of birth, but will also for the first time allow 
analyses by recency of arrival in Australia. However, as noted in the results sections above, the GCPS 
often does not pick up major differences between Australian-born and overseas-born GBMSM. This is 
likely because the overseas-born GBMSM who participate in the GCPS are already connected to gay 
social networks. Consequently, the GCPS may not represent the full range of overseas-born men recently 
diagnosed with HIV, many of whom may be disconnected from gay social networks.

It is challenging to assess the representativeness of HIV-related data sources, as there is currently no 
way to accurately determine the size, geographical spread, or detailed characteristics of every GBMSM 
in Australia. For sentinel surveillance systems such as ACCESS and behavioural surveillance systems 
such as the GCPS, there is also the question of whether to strive toward representativeness compared 
to the overall estimated population of GBMSM (which is already poorly characterised in Australia) or 
representativeness compared to the profile of GBMSM who are most at risk of HIV infection, and who 
are thus represented in HIV notifications. In the case of behavioural surveillance, the international 
recommendations are to specifically target those at highest risk rather than everyone in a population 
or subpopulation [33, 34], and this is consistent with the aims of the GCPS. A challenge arises when the 
sub-groups most at risk change, as has been the case in Australia over the last decade. While the GCPS 
successfully targets and recruits GBMSM who are connected to gay social networks, events and venues, 
it is difficult to determine whether those who choose to participate are different to those who choose not 
to participate. Systems such as ACCESS face a similar problem as ACCESS can only include individuals 
who are connected to a clinic and have sought healthcare. These individuals may be quite different to 
those who do not attend clinics at all or who attend clinics outside of the ACCESS network. Furthermore, 
an increasing number of new HIV notifications are being captured by non HIV-specialist GPs that may not 
be captured in systems like ACCESS. 

To examine some of these issues, we compared the proportion of HIV-positive men in the three primary 
data sources used in this report to population estimates derived from males in the 2016 Australian Census. 
While we recognise that males in the 2016 Australian Census are unlikely to have the same characteristics 
or profile of all GBMSM or GBMSM at highest risk of HIV, the following graphs may be useful to see how 
the data sources compare.

7.5 Representativeness of data sources
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7.4.1 Data sources compared to the Estimated Male Resident Population by region of birth: 201617

0%

20%

40%

60%

80%

100%

GCPSACCESSNational HIV RegistryCensus (male)

OtherLatin America
and Caribbean

AsiaEuropeEnglish-speaking
High-income

countries

Australian-born

72%

60%
63%

73%

9% 7% 9%
15%

4% 2% 4% 4%
11%

25%

14%

4%
1%

5%
2% 2% 4% 2%

7%
3%

While the proportion of Australian-born GBMSM in the GCPS was similar to the Australian-born adult 
men in the general population, they made up a smaller proportion in the National HIV Registry and 
ACCESS. GBMSM from high-income English-speaking countries were overrepresented in the GCPS (15%) 
compared to the Census, the National HIV Registry and ACCESS (7-9%). By contrast, while 25% of GBMSM 
in the National HIV Registry were Asian-born, they comprised only 14% in ACCESS and 4% in the GCPS. 
However, it should also be noted that there have been several rounds of a behavioural survey targeted 
specifically to Asian gay and bisexual men conducted in NSW and nationally [35]. This may have had the 
effect of diverting Asian men from the GCPS to the population-specific study in jurisdictions in which both 
studies were operating, including in 2016.

Despite making up 18% of the HIV notifications among GBMSM in 2016 and 17% of all adult men, there 
were far fewer HIV-positive GBMSM aged 25 years and under in ACCESS (4%) and the GCPS (3%). 
Similarly, GBMSM in the age group 26-35 years made up over a third of the HIV notifications (38%) but 
much lower proportions were seen in the Census, ACCESS and GCPS. By contrast, the majority of HIV-
positive GBMSM in ACCESS and the GCPS were aged 36-55 years and 56 years and over, but these age 
groups comprised less than half of the HIV notifications.

7.4.2 Data sources compared to the Estimated Male Resident Population by age group: 201617, 18
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17ABS Data: Estimated Male Resident Population, country of birth, age, and sex at 30 June 1996 to 2018.
18Data on age from the ABS is reported in five-years groupings. As a result, the following age groups were 
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7.4.3 Data sources compared to the Estimated Male Resident Population by postcode of residence: 
201619
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Unsurprisingly, a small proportion of adult men in the 2016 Census lived in gay capital city postcodes; this 
is one of the important ways in which the population of GBMSM in Australia differs from the population of 
adult men. The majority of HIV-positive GBMSM in the GCPS lived in gay capital city (40%) or other capital 
city postcodes (43%) in 2016, and this was closest to the profile of National HIV Registry notifications 
(29% and 51% respectively), followed by ACCESS (17% and 66% respectively). This is to be expected as 
recruitment for GCPS occurs mostly in capital cities at gay venues, events, sex-on-premises venues, and 
clinics. HIV-positive GBMSM living in other capital city postcodes accounted for two-thirds (66%) of the 
proportion in ACCESS but is slightly lower in the National HIV Registry (51%) and the GCPS (43%). 

19No missing or unknown postcodes reported in the 2016 Australian Census data.
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Conclusion

8

In the ten-year period between 2009 and 2018, there was an overall 10% decline in the number of HIV 
notifications among gay, bisexual and other men who have sex with men (GBMSM) in Australia. However, 
since the peak of 808 diagnoses in 2014, they have declined by 25%, and sharply from 2016 onwards. 
This recent sharp decline in HIV notifications is likely due to the introduction and scale-up of PrEP through 
large-scale implementation trials that began in 2016 in several Australian states and territories, building 
on a solid base of increasing HIV treatment and HIV testing. In this report, we have provided evidence 
of the diversity in trends hidden behind the overall numbers, and have shown that these trends are not 
uniform across all GBMSM sub-groups. 

While HIV notifications have declined among GBMSM over the past ten years there are disparities by 
different regions of birth. Between 2009 and 2016, new HIV diagnoses in Australian-born GBMSM 
remained stable but increased in overseas-born GBMSM. Since 2016, diagnoses in Australian-born 
GBMSM have declined by 33%, yet only a 13% decline was observed for GBMSM born overseas. There 
have been similar declines in newly acquired diagnoses between both groups, but a sustained rise in 
non-newly acquired diagnoses and late diagnoses in overseas-born GBMSM have contributed to an 
overall smaller reduction in HIV diagnoses among this group. 

Newly arrived overseas-born GBMSM are presenting less frequently with newly acquired diagnoses (27% 
in 2018) but more often with non-newly acquired (42% in 2018) or late HIV diagnoses (46% in 2018). Those 
with late diagnoses have most likely been infected with HIV more than four years prior, so it is likely that 
these GBMSM arrived in Australia with HIV infection. These trends suggest that these GBMSM, particularly 
those from Asia and Latin America, may not be getting tested soon after they arrive in Australia. Reducing 
barriers to HIV testing and linkage to care for overseas-born GBMSM will require further research and a 
range of interventions. HIV testing and earlier diagnosis has the benefits of improving the health of those 
with HIV, reducing the risk of onwards transmission, and linking HIV-negative men to PrEP. Future work 
may seek to further disaggregate large regions, such as Asia, to sub-regions (e.g. South-East Asia, Central 
Asia, and so on) to examine subregional differences.

In these data sources, overseas-born GBMSM had similar or higher rates of HIV testing, treatment, and 
viral suppression compared to Australian-GBMSM, which may suggest that once overseas-born GBMSM 
are engaged with services or with the gay community, there are fewer disparities in testing and retention 
in care based on region of birth. Given that ACCESS only includes individuals who present to clinics, and 
that the GCPS primarily recruits men attached to the gay community, the rates of HIV testing, treatment, 
and viral suppression may be different in those GBMSM who are less connected to clinics or community.

Trends in HIV notifications differed based on place of residence among GBMSM in Australia with declines 
in gay capital city postcodes occurring over a longer period while declines in other capital city postcodes 

8.1 Region of birth

8.2 Location of residence
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occurring only in recent years. New HIV diagnoses among GBMSM living in gay capital city postcodes 
peaked in 2012 and then steadily decreased, particularly in newly acquired diagnoses. By contrast, 
diagnoses in GBMSM living in other capital city postcodes and regional, rural, or remote postcodes 
continued to increase until 2016 before declining, but at a much lower rate to those living in gay capital 
city postcodes (27% decline between 2016 and 2018). Newly acquired diagnoses in gay capital city 
postcodes declined by a dramatic 72% between 2012 and 2018 compared with a 33% decline between 
2012 and 2018 for other capital city postcodes. 

GBMSM living in gay capital city postcodes have higher rates of HIV testing, PrEP eligibility, and PrEP use, 
and are more likely to report using biomedical HIV prevention when having condomless anal intercourse 
with a casual partner (‘protected CLAIC’). As the GCPS recruits GBMSM at gay venues, events, sex-on-
premises venues, and clinics that are more concentrated in inner city metropolitan areas, it captures 
men who are more likely to be engaged with gay social networks and thus exposed to HIV prevention 
messages. Similarly, ACCESS captures GBMSM who are attending sexual health clinics or GP clinics with 
a high caseload of GBMSM, many of which are also concentrated in inner city metropolitan areas. 

These data suggest that GBMSM living outside of the capital city gay postcodes must be targeted 
with increased HIV prevention efforts, including improvements to PrEP accessibility and HIV testing. 
In particular, it is concerning to see that there has been an increase in diagnoses and newly acquired 
diagnoses among men in non-gay postcodes who are born overseas. A greater understanding of what 
has driven lower PrEP uptake and HIV testing in the non-gay areas would be helpful. At this stage, 
while geographic differences in the data are clear, we do not know what truly drives them (for example: 
connection to gay community, socio-economic factors, access to services and HIV education, and so on). 
Furthermore, it is equally important that the successes being achieved in the inner-capital city suburbs 
be strengthened and maintained. Although we may currently be on the way to ‘micro-elimination’ of HIV 
transmission among GBMSM (especially Australian-born GBMSM) in these suburbs, a loss of focus in 
these areas could see a resurgence. Furthermore, efforts within these inner-city areas must take account 
of the disparities in region of birth.

The biggest decline in the number of HIV notifications have been observed among GBMSM aged 36-
55 years, with a steady decrease since 2012. For GBMSM aged 35 years and under, the number of 
HIV notifications continued to increase until 2014 before declining by a smaller amount. Declines in 
these groups have largely been due to reductions in newly acquired diagnoses. Non-newly acquired 
and late diagnoses have steadily increased in all age groups except GBMSM aged 36-55 years. While 
newly acquired diagnoses in younger men have declined, an increasing proportion of younger men are 
presenting with non-newly acquired and late diagnoses, most likely driven by diagnoses in the overseas-
born. The number of HIV notifications in those aged 56 years and over have been relatively stable 
between 2009 and 2018 but with a slight upwards trend. 

Similar to the trends observed in overseas-born GBMSM, ACCESS and the GCPS showed that testing rates 
for younger men were similar to other age groups – but again, this may be because fewer younger men 
who are disconnected to clinics and gay community may be present in these data sources. Importantly, 
despite a strong focus on earlier HIV treatment for all since 2015, younger GBMSM were less likely to be 
on ART and have viral suppression. Further research is needed to understand why this may be occurring. 
Younger men also reported a higher proportion of unprotected CLAIC, primarily due to lower PrEP uptake. 
HIV testing was lowest in men aged 56 years and older. 

Priorities for future action include: recruiting more younger men into research studies to determine the 
representativeness of HIV testing data; targeted HIV testing programs aimed at older men (and potentially 
younger men); and increased efforts to make PrEP more accessible to younger and older higher risk men.

8.3 Age
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The analyses in this report highlight the need for greater efforts and attention in several areas, including:

8.4 Implications for policy and programming

• Faster linkage to HIV testing for newly arrived overseas-born GBMSM
• Culturally sensitive and/or specific services and health promotion for overseas-born and culturally 

and linguistically diverse GBMSM
• Better access to gay-friendly HIV testing and PrEP services outside of the inner city suburbs of 

Australia’s capital cities
• Targeted approaches toward HIV testing, PrEP and HIV treatment for younger GBMSM, and targeted 

HIV testing and PrEP efforts in older men
• Greater inclusion of overseas-born and culturally diverse men, non-gay-identifying men, younger 

men, and men living outside of inner city ‘gay’ areas in HIV behavioural surveillance and prevention 
research

• More effective inclusion of trans and gender diverse people in HIV surveillance, behavioural 
surveillance, and HIV prevention research

• Continued efforts to increase PrEP uptake, rapid HIV treatment initiation, and HIV testing across all 
GBMSM subgroups.

Australia is experiencing substantial successes in HIV prevention, due to high testing and treatment 
coverage as well as strong uptake of PrEP. This report has highlighted several important disparities in 
HIV diagnoses and key HIV prevention outcomes among some subpopulations of GBMSM. It is important 
to note, of course, that this report has not comprehensively explored every gap in the Australian HIV 
prevention response and that there are other important gaps requiring attention, such as the need for 
increased funding. In any case, the HIV prevention response will need to engage with a wider range of 
providers and organisations to achieve better outcomes and reduce the gaps we have identified in the 
diagnoses trends, PrEP uptake, HIV testing, and ART (among younger men). We must sustain current 
prevention efforts, while also increasing efforts targeting overseas-born GBMSM, older and younger 
GBMSM, and those living outside of gay capital city postcodes.

8.5 Concluding remarks
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