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INTRODUCTION 
 
Community-Based Research Centre is pleased to submit this evidence brief outlining the 
important issue of HIV and sexually transmitted and blood borne infections (STBBIs) among gay, 
bisexual, trans, Two-Spirit, and queer men in Canada (GBT2Q) in Canada to the House of 
Commons Standing Committee on Health in the context of your ongoing study of LGBTQ2 
health. This brief provides a review for the urgent need of the Federal government to address 
HIV and STTBIs among GBT2Q, as well as a range of recommended federal actions to reduce 
this historic and ongoing health inequity affecting GBT2Q Canadians.  
 

PROBLEM STATEMENT 
 
HIV and other STBBIs, including syphilis and the Human Papilloma Virus (HPV), 
disproportionately impact GBT2Q in Canada, resulting in significant costs to both affected 
individuals and the health care system. Drivers of the ongoing epidemics of HIV and STBBIs 
among GBT2Q include biological and behavioural factors such as high HIV prevalence and 
incidence among GBT2Q networks, which increase the likelihood of transmission, as well as 
social and structural factors such as minority stress and stigma, which can both increase 
behavioural risk factors and present barriers to effective care. The ongoing epidemics of HIV 
and STBBIs among GBT2Q can be reversed, but requires significant expansion and scale-up of 
effective biomedical, behavioural, and structural interventions.  
 

PREVALENCE OF HIV AND STBBIS AMONG GBT2Q IN CANADA 
 
GBT2Q have been the population most affected by HIV since the onset of the AIDS epidemic in 
the early 1980s1, and continue to comprise the largest number of new infections each year. 
GBT2Q comprise approximately 50% of new infections2, despite only accounting for an 
estimated 2-7% of the total male population3. Biological and epidemiological factors, including 
the high prevalence of HIV within GBT2Q networks, contribute to their heightened risk for HIV, 
who are estimated to be 131 times more likely to get HIV than men who do not have sex with 
men in Canada4. While declining HIV rates have been reported for other populations at risk, 
including people who inject drugs5, the number of GBT2Q diagnosed with HIV each year has 
generally remained stable and has even increased among some young GBT2Q1.  
 
Beyond HIV, GBT2Q are also disproportionally affected by other STBBIs, including syphilis and 
HPV4,6. Rates of infectious syphilis cases among GBT2Q have been steadily increasing nationally 
since 20117. In BC for example, syphilis cases have almost doubled in the past 5 years (558 in 
2013 to 925 in 2018) of which approximately 87% were GBT2Q. This is similar to the profile of 
syphilis epidemics in other Canadian jurisdictions, the US, and many European countries where 
syphilis cases continue to be largely among men who have sex with men (MSM)6. Based on the 



2015 Sex Now survey of GBT2Q men in Canada, approximately 40% of participants had not 
tested for STBBIs or HIV in the past year. In the case of HPV, prevalence of high risk strains (e.g. 
those that are linked to cancer) is particularly high among HIV-positive GBT2Q8. In comparison 
with the general population, MSM are about 20 times more likely to develop anal cancer9.  
 

DRIVERS OF HIV/STBBIS AMONG GBT2Q 
 
The factors shaping the ongoing epidemics of HIV and STBBIs among GBT2Q are complex and 
multi-layered. They overlap, intersect, and are not experienced by each person in the same 
way4,10. They range from structural factors (e.g. stigma, racism and colonialism), community 
factors (e.g. population viral load, or the level of HIV treatment success within a given group), 
and behavioural and biological factors (e.g. undetectable viral load due to effective treatment), 
which operate at the most immediate level and determine if HIV transmission occurs4.  
 
A significant driver affecting GBT2Q’s vulnerability to HIV and STBBIs at multiple levels is 
minority stress, referring to the barriers and challenges associated with being a member of a 
stigmatized group1112. For example, at a structural level, GBT2Q face discriminatory public 
policies (e.g. blood donation bans for MSM13) and are excluded within social institutions and 
systems, such as education (e.g. lack of comprehensive and inclusive sex education14) and 
health (e.g. lack of cultural competency among health care providers15). At an interpersonal 
level, GBT2Q continue to experience homophobic discrimination, harassment, or violence in 
schools, workplaces, and community spaces.16 In CBRC’s Sex Now survey in 2018, 22% of GBT2Q 
reported being discriminated against in the past year due to their sexual orientation, 20% due 
to their body type, 12% based on their race, and 9% based on their gender. 
 
These harmful experiences often lead to internalized stigma, contributing to elevated rates of 
serious mental health issues such as anxiety, depression, problematic substance use, and 
suicidality, which in turn can lead to sexual risk-taking and a greater chance of infections.17 One 
substance which has had a particular impact on GBT2Q and sexual risk-taking is crystal meth. 
Research suggests that GBT2Q are as much as 20 times more likely to use crystal meth, which is 
highly addictive, and is increasingly administered through injection (increasing risk for HIV 
transmission), and has few effective treatment options for those who wish to stop using18.  
 
The co-occurring epidemics of minority stress, mental health problems such as substance use, 
and HIV and STBBIs among GBT2Q is known as syndemics, and has been extensively researched 
and well-documented in Canada and around the world19,20. Not only are these epidemics 
occurring in tandem, they are mutually reinforcing and interact synergistically to produce even 
greater risk and marginalization among GBT2Q21. However, despite strong evidence of 
syndemics, and the importance of integrating mental health and substance use needs within 
HIV and STBBI approaches with GBT2Q, most sexual health programs and services are siloed 
from mental health. This leads to a lack of comprehensive care overall, but also that the 
underlying factors contributing to poor sexual health continue to go unaddressed. For example, 



unmet mental health needs are common among clients attending specialized sexual health 
services, which are frequently used by GBT2Q22.    
 
In summary, the prevalence of HIV and other STBBIs such as syphilis and HPV is 
disproportionately high due to multiple complex factors including minority stress, syndemics, 
and suboptimal access to effective biomedical interventions. In order to effectively respond to 
these ongoing drivers of poor health and STBBI transmission among GBT2Q, Canada needs to 
take concerted, comprehensive, and collaborative action.  
 

POLICY ISSUES AND OPTIONS IN CANADA’S RESPONSE TO HIV 
AND STBBIS AMONG GBT2Q 
 
While the overrepresentation of new HIV and STBBI infections among GBT2Q has been 
sustained for decades, there are several opportunities to improve Canada’s response by 
strengthening the range and scope of biomedical, behavioural, and structural interventions.  
 
Canada needs to dramatically expand GBT2Q access to new and existing biomedical 
interventions, which reduce the biological risk and harms associated with HIV and STBBI 
transmission, and include antiretroviral drugs, testing technologies and services, and 
vaccinations (for HPV and Hepatitis B and C). Antiretrovirals have now been used for decades as 
HIV treatment to dramatically reduce morbidity, mortality, and HIV incidence23, and more 
recently have been shown to be highly effective for prevention among HIV-negative individuals 
(pre- and post-exposure prophylaxis, or PrEP and PEP)24,25.  
 
But despite their effectiveness, access to antiretrovirals, for both HIV treatment and PrEP, 
continues to vary unevenly by province26,27. Many provinces require co-pays or deductibles, 
distribute only through certain pharmacies, or limit the conditions under which a drug can be 
prescribed. In the context of treatment, these barriers may be significantly associated with 
decreases in adherence, which can increases viral load and the risk of HIV transmission28. While 
the responsibility for public medication access may lie with the provinces and territories, each 
should follow the lead of British Columbia and more recently, in Alberta and Saskatchewan, in 
making antiretroviral drugs universally available and lowering barriers to access29. 
 
On testing, Canada lags behind many other countries in the innovation of testing modalities and 
technologies, including rapid point-of-care tests which are performed by providers that give 
results within minutes. Since introduced over a decade ago, only one licensed rapid HIV test has 
been used in Canada, compared to seven currently available in the US. There are also Canadian 
rapid tests for STBBIs that are not licensed here but are used internationally. Also, Canada Post 
does not permit mailing of self-collected specimens for testing for STBBI by mail, which is not 
the case in the US or Europe, requiring shipment by courier services and increased cost to 
program  operators. Similarly, there are no home-testing or self-testing kits for HIV licensed in 
Canada, an approach that is highly acceptable and increases testing. Even existing testing 



services vary significantly depending on the specific city, province, or even region, as rapid 
point-of-care HIV testing is not available in the Atlantic region, with the exception of a few 
research study sites. 
 
With regard to STBBIs other than HIV, additional investment in biomedical interventions are 
needed for syphilis and HPV among GBT2Q. With regard to syphilis, rates have been elevated 
and increasing among GBT2Q in Canada since 2011. To date, syphilis prevention has relied on 
behavioural interventions such as campaigns to increase condom use and testing, or to reduce 
the number of sexual partners, as well as public health partner notification services, with 
relatively little success in reversing trends. The use of antibiotic prophylaxis (e.g. doxycycline) 
for prevention of STBBIs, including syphilis, is a potential biomedical intervention that is 
currently being investigated through research in several countries including Canada30.  
 
While the best strategy for protecting GBT2Q against HPV-related diseases is through universal 
male vaccination, as it does not require patients to disclose their sexuality to health care 
providers31, publicly-funded Gardasil vaccination among GBT2Q is limited to school-based 
programs and in some provinces, public health initiatives which provide coverage to MSM 
through age 26. This narrow access for HPV vaccination is not consistent with Canada’s own 
National Advisory Committee on Immunization (NACI), which issued a Grade A 
recommendation for vaccination of all MSM over the age of 932. The limited access for HPV 
vaccination among GBT2Q is another example of Canada lagging behind other countries, 
including Europe where some programs cover vaccination through age 45. Studies in Canada 
and internationally show that HPV vaccination rates among MSM are low, ranging from 7% to 
21%33, and that they generally have low knowledge about HPV-related cancer34. This 
underscores the pressing need to invest in the development of awareness campaigns and 
resources on HPV and GBT2Q, as well as expanding access to increase their vaccine uptake.  
 

RECOMMENDATIONS 
 
With consideration to the policy issues and options for improving Canada’s response to HIV and 
STBBIs among GBT2Q, we recommend the Federal government undertake the following: 
 

1. Create a dedicated HIV and STBBI prevention fund for GBT2Q in order to: 
a) Establish an enhanced, community-led program of intervention development that address 

biomedical, behavioural, and structural drivers of the HIV and STBBI epidemics. Specifically, 
this program should align with the Public Health Agency of Canada’s (PHAC) Community 
Action Fund on HIV, Hepatitis C, and STBBIs, as well as the new Pan-Canadian STBBI 
Framework for Action35 and generate: 

a. Interventions to address syndemics among GBT2Q, including programs and services to 
support problematic substance use and mental health needs  

b. Interventions to address minority stress among GBT2Q, including programs and services 
to reduce stigma, build resiliency, and increase cultural competency in the health system 



c. Interventions to facilitate implementation and scale-up of effective testing approaches, 
including new test technologies and modalities (which require licensing of new tests, 
regulatory changes to Canada Post to enable shipment of specimens for testing) 

 
2. Exercise greater leadership through federal health, regulatory, and related agencies 

and programs, in order to: 
a) Scale-up new testing approaches that make the best use of new and effective test 

technologies, which empower GBT2Q to get tested. Concrete actions to facilitate this 
recommendation include: 

a. Facilitating licensing opportunities for new types of rapid or point-of-care STBBI tests in 
Canada through Health Canada’s Therapeutic Products Directorate, and approving their 
use for home or self-testing.  

b. Expansion of the National Microbiology Laboratory’s dried blood spot (DBS) testing for 
HIV, Hepatitis B and C, and syphilis, which can be used outside traditional health care 
settings and has been shown to be highly feasible and acceptable. 

c. Updating Canada Post internal policies to be consistent with current Canadian 
regulations (i.e., Transportation of Dangerous Goods) and reference standards (IATA) 
which do permit sending biological specimens for STBBI testing (e.g., DBS, self-collected 
specimens) by general mail with appropriate packaging and labeling. 

b) Address gaps in coverage for essential biomedical interventions for HIV and STBBIs among 
GBT2Q, including antiretroviral medications for both HIV treatment and prevention (e.g. 
PrEP and PEP) and HPV vaccinations.  

a. As provision of medical treatments is a provincial responsibility, this will require creating 
additional funding mechanisms earmarked to extend coverage of HIV antiretroviral 
treatment and prevention, as well as the HPV vaccine Gardasil. The federal strategy of 
reimbursements to provinces for coverage of Hepatitis C cure treatments represents a 
possible funding model for consideration. 

b) Increase the capacity of the health system to respond to the needs of GBT2Q Canadians. 
Concrete actions to facilitate this include: 

a. Updating current national sexual health guidelines such as the Canadian Guidelines 
for Sexually Transmitted Infections to be inclusive for all sexual & gender minorities. 

b. Incorporating mental health and substance use assessments within guidelines for 
sexual health screening and treatment in order to facilitate greater opportunities for 
intervention of underlying drivers of sexual risk and STBBI transmission. 

c. Adding GBT2Q to the list of priority populations for research or program funding 
applications by CIHR, PHAC, and other relevant agencies. 

 

  



WHO WE ARE 
 
Community-Based Research Centre (CBRC) is a national organization committed to promoting 
the health of gay, bisexual, queer, and other men who have sex with men (cis and trans) and 
Two Spirit (GBT2Q) people in Canada. CBRC's core pillars - community-led research, knowledge 
exchange, network building, and leadership development - position the organization as a 
thought leader, transforming ideas into actions that make a difference in our communities. 
 
CBRC produces Sex Now, Canada’s largest and longest running survey of GBT2Q health which 
was first developed in BC to respond to rising HIV rates. Often referred to as “the gay census”, 
Sex Now has become an essential source of data on the health and well-being of GBT2Q in 
Canada, and is widely used by community, public health, research, and policy stakeholders. 
Since 2005, CBRC has organized the Summit, an annual two-day knowledge exchange and 
capacity building conference on GBT2Q health. More information on Sex Now, Summit, and our 
diverse range of knowledge exchange and intervention development programs are available at 
CBRC’s website, www.cbrc.net. 
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