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SEIZING
THE
MOMENT
—

Like the HIV epidemic before it, the COVID-19 pandemic
is exposing our world’s fragilities—including persistent
economic and social inequalities and woefully inadequate
investments in public health.
In many parts of the world, COVID-19 is colliding with
the ongoing HIV epidemic. As the latest UNAIDS report
shows, the HIV epidemic remains enormous, unfinished
business. Gender inequalities, gender-based violence and
the criminalization and marginalization of vulnerable groups
continue to drive HIV forward.
This crisis is a wake-up call to do things differently. We
need a recovery based on economic and social justice since
response gaps in pandemics, whether HIV or COVID-19, lie
along the fault lines of inequality.

António Guterres
United Nations
Secretary-General
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FOREWORD
—
The COVID-19 pandemic has
changed our world immeasurably
over the past six months.
I am proud that decades of
experience in responding to HIV
are being used in the response to
the coronavirus, and that activists
all over the world are working hard
to make sure that the disruption
to HIV services is minimized. This
report profiles some activists, like
Theary So from Cambodia who has
been living with HIV for 15 years.
Theary provides counselling services
every day at the Khmer–Soviet
Friendship Hospital in Phnom Penh,
the country’s first HIV treatment site
that is now being used to respond
to COVID-19.
Our progress towards ending
AIDS as a public health threat by
2030 was already off track before
the COVID-19 outbreak. Now this
crisis has the potential to blow us
even further off course. Modelling
conducted on behalf of UNAIDS and
the World Health Organization has
shown that a six-month disruption
to medical supplies could result in
an additional 500 000 AIDS-related
deaths in sub-Saharan Africa alone
by the end of 2021.
We cannot allow the hard-fought
gains made in the HIV response to

be reversed. Especially as there is
still so far to go to finish the job.
Of the 38 million people living with
HIV, 25.4 million people are now on
treatment. That means 12.6 million
people are still waiting. New HIV
infections have been reduced by
23% since 2010, thanks in large part
to a substantial decrease of 38% in
eastern and southern Africa. But HIV
infections have increased by 72% in
eastern Europe and central Asia, by
22% in the Middle East and North
Africa and by 21% in Latin America.
Globally, there were still 690 000
AIDS-related deaths in 2019 and
1.7 million new infections. Our 2020
targets of reducing AIDS-related
deaths to fewer than 500 000 and
new HIV infections to fewer than
500 000 will be missed.
Gender-based violence and
inequalities continue to drive the
epidemic. In sub-Saharan Africa,
young women and adolescent
girls accounted for one in four
new infections in 2019, despite
making up about 10% of the total
population.
It is estimated that globally
243 million women and girls (aged
15–49 years) have been subjected
to sexual and/or physical violence
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perpetrated by an intimate partner in
the past 12 months. Meanwhile, we
know that women who experience
such violence are 1.5 times more
likely to acquire HIV than women
who have not experienced violence.
Among marginalized groups, a high
prevalence of violence is also linked
with higher rates of HIV infection.
Female sex workers have a 30-times
greater risk of acquiring HIV than the
general population.
We know how to treat HIV and how
to prevent people from becoming
infected. What we desperately need
is a different politics to guarantee
that everyone everywhere has the
right to health.
This must include concerted efforts
to dismantle the injustices and
inequalities that put young women
and girls, gay men and other men
who have sex with men, sex workers,
transgender people, people who
use drugs, prisoners and migrants
at greater risk of becoming infected
with HIV.
The HIV prevention crisis must
be tackled by granting everyone
everywhere the right to health,
tearing down the barriers that stop
people receiving essential services.
In tackling COVID-19, we must learn
the painful lessons from a history
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of unequal access in dealing with
HIV. Millions died of AIDS-related
illnesses while there were medicines
available that could have saved their
lives. We must ensure that COVID-19
treatments and an eventual vaccine
against the coronavirus are made
available to everyone everywhere,
free at the point of use. A People’s
Vaccine.

HIV has been slipping down the
international agenda for some years.
That is why I am calling on leaders
to come forward to support a United
Nations General Assembly HighLevel Meeting on Ending AIDS in
2021 to address with urgency the
outstanding issues that are holding
us back from ending the epidemic
as a public health threat by 2030.

We need a multisectoral response to
HIV and other epidemics by making
sure, for example, that boys and girls
complete secondary education, that
people are no longer criminalized
for who they are or who they love,
that there is a rights-based public
health approach to drug use.

We must not drop the ball on HIV.

Successful pandemic responses
must be rooted in human rights, be
evidence-based, community-led
and fully funded. We must learn the
lesson once and for all.

The UNAIDS 2020 global report is a
call to action. It highlights the scale
of the HIV epidemic and how it runs
along the fault lines of inequalities.
We can and must close the gaps.

Winnie Byanyima
UNAIDS Executive Director
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EXECUTIVE
SUMMARY
—

A deadly virus jumps the species
barrier and quietly spreads. Little is
done at first. Denial, discrimination
and discord undermine an effective
response. The poor and marginalized
are the most exposed to infection
and death, and the least able to
cope with the broader impacts of the
disease. Resentment and frustration
build. Emotions boil over. Protestors
march.

approach. For COVID-19, the time
frame for debate and change has
been compressed from years to
weeks.

As health systems mobilize,
communities lock down and
economies slide into recession,
COVID-19 has reminded the world
of uncomfortable truths. Women
are beset by violence in their own
homes. Girls outside of school
When HIV emerged as a global
are exposed to harmful practices,
pandemic, change took years. When including early marriage. Regulations
the calls from activists and the coffins and policing measures ostensibly
of the dead could no longer be
aimed at maintaining law and
ignored, consensus was achieved,
order are used to harass and harm
and global commitments were
minority groups, the poor and the
made. Public health actions that
vulnerable. People who labour within
once seemed impossible are now
informal economies work without a
commonplace.
net, denied workplace health and
safety standards, and ineligible for
An unprecedented global health
unemployment and health care
crisis requires an unprecedented
benefits.

Efforts to undo centuries of
inequality have been slow and prone
to setbacks. The shackles of poverty,
racism and sexism have been too
easy for the privileged to ignore.
A ravenous hunger for economic
growth has too frequently overcome
calls for action on climate change,
and for expanded access to health
care and strengthened social safety
nets.
Simmering frustrations are again
boiling over. Powerful men sexually
assaulting young women cannot be
tolerated. #MeToo. The killing of
unarmed black men by white police
officers is not a reasonable use of
force. Black Lives Matter. Inequality
must be confronted. Protestors again
fill the streets.

Introduction
Executive
and summary

WHEN HIV EMERGED AS
A GLOBAL PANDEMIC,
CHANGE TOOK YEARS. FOR
COVID-19, THE TIME FRAME
FOR DEBATE AND CHANGE
HAS BEEN COMPRESSED
FROM YEARS TO WEEKS.
Credit: Ericky Boniphace/AFP
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Coming up short in a milestone
year for HIV responses

evidence to guide concerted action. These
hallmarks of success are relevant not only for
other countries’ responses to HIV—they are vital
lessons for the world as it mobilizes against a new
pandemic threat.

Demands for social transformation are building
as the global HIV response reaches an important
milestone. Four years ago, the United Nations
(UN) General Assembly agreed that ending the
AIDS epidemic by 2030 required an accelerated
expansion of HIV services alongside rightsaffirming and enabling environments for those
services. Interim targets were agreed to be
achieved by the end of 2020.
Significant progress has been achieved. Dozens
of countries from a diverse range of geographic,
economic and epidemic settings are on track
or nearly on track to achieve many of these
commitments, proving that bold targets can be
met with sufficient political will, financial resources
and community engagement. A common
thread among these countries is determined
political leadership on AIDS, strong community
engagement, rights-based and multisectoral
approaches, and the consistent use of scientific

However, the sad truth is that successes in some
countries and regions are tempered by failures
in others. The global aggregate of country data
reported to UNAIDS shows that the world has
invested too few resources, provided too few
people with services and failed to bend the curves
of new HIV infections and AIDS-related deaths as
significantly as was envisioned in the UNAIDS FastTrack Strategy.
As a result, all global targets for 2020 will be
missed.
The funding gap for HIV responses is widening.
Momentum established by global agreement on
the Millennium Development Goals (MDGs) in
2000 has been lost in the Sustainable Development

FIGURE 0.1

Resource availability and key funding sources for HIV in low- and middle-income
countries, 2000–2019, with 2020 target resource needs
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Source: UNAIDS financial estimates, July 2020 (see http://hivfinancial.unaids.org/hivfinancialdashboards.html).
Note: Resource availability estimates are presented in constant 2016 US dollars to account for inflation and thus be comparable to the target that was set by the UN General
Assembly in the 2016 Political Declaration on Ending AIDS.
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Goal (SDGs) era. Increases in resources for HIV
responses in low- and middle-income countries
stalled in 2017, and funding decreased by 7%
between 2017 and 2019.1 The total HIV funding
available in these countries in 2019 amounted
to about 70% of the 2020 target set by the UN
General Assembly (Figure 0.1). Key enablers of
effective HIV responses—equitable access to
education and health care, and laws and justice
systems that protect the rights of the most
marginalized within society—remain neglected in
dozens of countries across multiple regions.

This collective failure to invest sufficiently in
comprehensive, rights-based HIV responses
comes at a terrible price: from 2015 to 2020,
there were 3.5 million more HIV infections and
820 000 more AIDS-related deaths than if the
world was on track to meet its 2020 targets
(Figures 0.2 and 0.3).
The blueprint for success is widely available.
The world can do better.

1 Resource availability estimates are presented in constant 2016 US dollars to account for inflation and thus be comparable to the target that was set by the UN General
Assembly in the 2016 Political Declaration on Ending AIDS.
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FIGURE 0.2

New HIV infections projected through 2020, and modelled prediction resulting from
Fast-Track interventions, global, 2010–2020
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Source: Special analysis by Avenir Health using UNAIDS epidemiological estimates, 2020 (see https://aidsinfo.unaids.org/).

FIGURE 0.3

AIDS-related deaths projected through 2020, and modelled prediction resulting from
Fast-Track interventions, global, 2010–2020
1 400 000 —

Number of deaths

1 200 000 —

820 000 more deaths from
2015 to 2020 than if the Fast-Track
objectives had been met

1 000 000 —
800 000 —
600 000 —
400 000 —
200 000 —
0 —
2010

2011

Actual trend

2012

2013

Fast-Track

2014

2015

2016

2017

2018

2019

2020

Projected

Source: Special analysis by Avenir Health using UNAIDS epidemiological estimates, 2020 (see https://aidsinfo.unaids.org/).
Note: Methods for the estimation of AIDS-related mortality have been improved since 2016. As a result, the most recent estimates for AIDS-related mortality (orange line) are
lower before 2016 than the estimates that were used to calculate the 2020 targets (green dotted line).
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Progress towards the
90–90–90 targets
The first of 10 core commitments within the UN
General Assembly’s 2016 Political Declaration on
Ending AIDS are the 90–90–90 targets, which aim
to bring HIV testing and treatment to the vast
majority of people living with HIV by 2020, and
to reduce the amount of HIV in their bodies to
undetectable levels that will keep them healthy
and prevent further spread of the virus.
Achieving the 90–90–90 target results in a minimum
of 73% of people living with HIV having suppressed
viral loads. At the end of 2019, 14 countries three
regions had achieved the 73% target—Australia,
Botswana, Cambodia, Eswatini, Ireland, Namibia,
the Netherlands, Rwanda, Spain, Switzerland,
Thailand, Uganda, Zambia and Zimbabwe. Each
has used epidemiological and programme data to
dig deeper and bring HIV services to underserved
subpopulations. Eswatini and Switzerland have
made the remarkable achievement of surpassing
the 2030 targets of 95–95–95, meaning that a
minimum of 86% of people living with HIV have
suppressed viral loads. Notably, Eswatini has

achieved each of the 2030 targets: 95% of people
living with HIV know their HIV status, 95% of people
living with HIV who know their HIV positive status
are accessing treatment and 95% of people on
treatment have suppressed viral loads.
Globally, there have been gains across the HIV
testing and treatment cascade. At the end of 2019,
81% [68–95%] of people living with HIV knew their
HIV status, and more than two thirds (67% [54–79%])
were on antiretroviral therapy, equal to an
estimated 25.4 million [24.5 million–25.6 million] of
the 38.0 million [31.6 million–44.5 million] people
living with HIV—a number that has more than
tripled since 2010.
Gains in treatment effectiveness, as well as
increases in the number of people who know
their status and are on treatment, are reflected
in the fact that rates of viral load suppression
among all people living with HIV rose by 44% (or
18 percentage points) between 2015 and 2019.
Almost 59% [49–69%] of people living with HIV
globally had suppressed viral loads in 2019
(Figure 0.4).
Increased access to antiretroviral therapy has
averted an estimated 12.1 million AIDS-related
deaths since 2010. The estimated 690 000
[500 000–970 000] lives lost due to AIDS-related
illnesses worldwide in 2019 is a 39% reduction
since 2010, but still far too many people dying
unnecessarily (Figure 0.6).

Increased access to antiretroviral therapy
has averted an estimated 12.1 million
AIDS-related deaths since 2010.

FIGURE 0.4

HIV testing and treatment cascade, global, 2019
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Source: UNAIDS special analysis, 2020; see annex on methods for more details.
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ANTIRETROVIRAL THERAPY INNOVATIONS IMPROVE TREATMENT OUTCOMES
The introduction of dolutegravir as part of a fixed-dose combination of antiretroviral medicines has been
shown to be better tolerated, less likely to lead to treatment disruption and more associated with rapid
viral suppression than other first-line antiretroviral regimens currently in use. The impact of dolutegravir
can be seen in the higher rates of viral suppression achieved among people on treatment in Malawi
(Figure 0.5).
Meanwhile, a potential breakthrough treatment advancement is a step closer to reality. HIV medicines
that can be taken once a month—or even less frequently—could soon be an option for people living
with HIV, making treatment simpler and more convenient than the daily oral dosing that is currently
used. The ATLAS and FLAIR trials found that a monthly or two-monthly injection with the antiretroviral
drugs cabotegravir and rilpivirine is as effective as standard daily oral therapy (1–4).
A large majority of study participants in the ATLAS and FLAIR trials said they preferred injections to daily
oral treatment. In a separate, small study among HIV-positive women in the United States of America, a
majority preferred the monthly injectable option, citing the convenience and confidentiality it afforded
them (5).

FIGURE 0.5

Viral load suppression with introduction of dolutegravir in April 2019,
Malawi, by sex and age, 2018–2019
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Source: Personal communication with Ms Tadala Hamisi, Pharmacist, Department for HIV and AIDS, Ministry of Health, Malawi, 23 June 2020.
Note: Threshold of detection: <1000 copies per mL.
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FIGURE 0.6

Number of new HIV infections and AIDS-related deaths, global, 2000–2019
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Source: UNAIDS epidemiological estimates, 2020 (see https://aidsinfo.unaids.org/).

Combination prevention works,
but gaps are limiting progress
A combination approach to HIV prevention that
includes behavioural, biomedical and structural
approaches and is tailored to those in greatest
need can lead to steep reductions in HIV infections.
This has been demonstrated by four large cluster
randomized trials involving more than a quarter of
a million people in Botswana, Kenya, South Africa,
Uganda and Zambia (6–10).
The launch of the Global HIV Prevention
Coalition in 2017 sparked renewed focus among
participating countries towards achieving global
prevention targets. More than 15 million men
and boys across 15 priority countries have been
voluntarily and medically circumcised since the
beginning of 2016. The introduction of preexposure prophylaxis (PrEP) to the HIV prevention
tool chest has contributed to steeper reductions
in HIV infections among gay men and other men
who have sex with men in several cities in North
America, Europe and Australia.

However, major gaps remain, and some key aspects
of HIV prevention may be sliding backwards. The
budgets of condom social marketing programmes
in sub-Saharan Africa have been slashed in recent
years, and a new generation of sexually active
young people has not been exposed to the intense
condom promotion that was in place a decade
ago. Condom use at last higher risk sex reported
by young women and young men has recently
declined in several countries in sub-Saharan Africa.
Key populations in dozens of countries globally are
unable to access multiple HIV prevention services.
The vast majority of people who can benefit
from PrEP cannot access it, and the condom use,
voluntary medical male circumcision (VMMC) and
PrEP targets set for 2020 are out of reach.
Progress on the prevention of HIV transmission
remains far too slow. The estimated 1.7 million
people [1.2 million–2.2 million] who acquired HIV
worldwide in 2019 marked a 23% decline in new
HIV infections since 2010, but that was more than
three times higher than the milestone of 500 000
that was set for 2020 (Figure 0.6).
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Gaps expose entrenched
inequalities
The gaps in HIV responses and resulting HIV
infections and AIDS-related deaths lie upon fault
lines of inequality.
Data from 46 countries in sub-Saharan Africa show
a positive relationship between HIV prevalence
and income disparity (Figure 0.7). After controlling
for education, gender inequality and income per
capita, a one-point increase in a country’s 20:20
ratio corresponds to a two-point increase in HIV
prevalence.2
Unequal gender norms that limit the agency and
voice of women and girls, reduce their access
to education and economic resources, and stifle
their civic participation contribute to the higher
HIV risk faced by women in settings with high HIV
prevalence.
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Younger women are at particular risk. In subSaharan Africa, adolescent girls and young women
(aged 15 to 24 years) accounted for 24% of HIV
infections in 2019, more than double their 10%
share of the population (Figure 0.9). Women and
girls of all ages accounted for 59% of new HIV
infections in sub-Saharan Africa.
Outside of sub-Saharan Africa, older adult men
(aged 25 and above) account for the majority of
new HIV infections (Figure 0.10). A considerable
proportion of these men are gay men and other
men who have sex with men. Transgender people
are also at extremely high risk of acquiring HIV:
on average, they have a 13 times greater risk of
infection than adults in the general population.
Gender norms in many cultures—including
binary concepts of gender and taboos about
sexuality—also perpetuate stigma, homophobia
and transphobia. Lesbian, gay, bisexual,
transgender and intersex (LGBTI) persons and

FIGURE 0.7

HIV prevalence and income inequality, sub-Saharan African countries, 2019
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Source: UNAIDS epidemiological estimates, 2020 (see https://aidsinfo.unaids.org/); World income inequality database (WIID3c) [database]. New York: United Nations; 2019 (https://www.wider.
unu.edu/project/wiid-world-income-inequality-database, accessed 6 June 2020).
Note: The dotted line shows the linear relationship between HIV prevalence and income inequality after adjusting for differences across countries in levels of education, gender inequality, gross
domestic production and corruption. For every one point increase in a country’s income inequality, there is a two percentage point increase in HIV prevalence (regression coefficient: 0.51; 99%
confidence intervals: 0.29–0.74).

2 The 20:20 ratio compares how much richer the top 20% of a given population is to the bottom 20% of that population.
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marginalized women (such as sex workers or
women who use drugs) who fear judgement,
violence or arrest struggle to access sexual and
reproductive health services, especially those
related to contraception and HIV prevention.
Additional key populations at higher risk of
HIV infection include people who inject drugs,
sex workers and prisoners. Although they are a
small proportion of the general population, key
populations and their sexual partners accounted
for more than 60% of new adult HIV infections
globally in 2019 (Figure 0.8).

FIGURE 0.8

Distribution of new HIV infections by
gender and population, global, 2019
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more than 60% of new adult HIV infections
globally in 2019.

Credit: Hollaback! Jakarta
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* Data only included from Asia and the Pacific, the Caribbean, eastern Europe and central Asia, Latin
America, and western and central Europe and North America.
Source: UNAIDS epidemiological estimates, 2020 (see https://aidsinfo.unaids.org/); UNAIDS special
analysis, 2020 (see methods annex).
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FIGURE 0.9

Distribution of new HIV infections and of the population, by age and sex, sub-Saharan Africa,
2019
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Source: UNAIDS epidemiological estimates, 2020 (see https://aidsinfo.unaids.org/).

FIGURE 0.10

Distribution of new HIV infections and of the population, by age and sex, outside of
sub-Saharan Africa, 2019
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COVID-19 amplifies inequalities
The COVID-19 pandemic is affecting the lives
and livelihoods of people everywhere, but
the impact is especially severe among people
who are socioeconomically disadvantaged and
marginalized, and among people with underlying
medical conditions (11, 12).
The COVID-19 crisis is amplifying the deep
inequalities that thwart the realization of individual
and collective health rights. In some contexts,
efforts aimed at controlling the spread of
COVID-19 have penalized the most vulnerable in
society, such as women, the homeless, those living
in poverty, or those who are already marginalized,
stigmatized or criminalized.
Extended confinement measures and restrictions
on movement—compounded by economic and
social stresses brought on by the pandemic—have
coincided with reports in many countries of
increased numbers of women and girls facing
abuse (13). Country-wide school closures
implemented to fight the spread of the virus in
more than 190 countries have led to more than
1.57 billion learners being out of school, including
743 million girls (14, 15). The impact of this period
of disrupted education will be far-reaching, and it
is likely to hit marginalized girls the hardest (16).
Lessons learned from the Ebola crisis show that
school closures can lead to increases in genderbased violence, teenage pregnancies, child
marriage, exploitation and other forms of abuse
against adolescent girls (including online sexual
exploitation and grooming). School closures may
be especially devastating for girls with greater
vulnerabilities, such as refugees, internally
displaced persons, returnees and girls living with
disabilities (17).
There have been alarming reports of police
powers being used to harass, harm and arrest
vulnerable and criminalized groups, such as sex
workers, people who use drugs, people living
with HIV and LGBTI people. Sex workers all over
the world are reporting increased discrimination
and harassment, with reports of punitive
crackdowns against sex workers resulting in raids
on homes, compulsory COVID-19 testing, and
arrests and threatened deportation of migrant
sex workers (18).

Restrictions created for the response to COVID-19
have also been specifically used to target
marginalized communities, such LGBTI people
in some countries, undermining public health
objectives and threatening the health and safety
of these groups. In Panama, for example, where a
gender-based confinement regulation called for men
and women to stay at home on alternating days,
transwomen have reported experiencing harassment
or even being detained for allegedly being a male
out on the wrong day (19, 20). In Hungary, the state
of emergency was used to propose a new bill to
remove the right of people to change their gender
and name on official documents in order to ensure
conformity with their gender identity, which is a clear
breach of international human rights to the legal
recognition of gender identity (21).
As the new coronavirus spreads in sub-Saharan
African countries with high HIV prevalence, there
is evidence that people living with HIV should
be considered a high-risk group for COVID-19
responses. In Western Cape, South Africa, patient
data from more than 3.4 million adults between
March and June 2020 show that people living with
HIV had a modestly increased risk of COVID-19
death compared to HIV-negative patients,
irrespective of viral suppression (22). The study was
not able to assess the effects of socioeconomic
status of the patients. Data from population-based
surveys from eight countries with a high burden
of HIV suggest that people living with HIV have a
greater likelihood of living in conditions that make
physical distancing difficult. A preliminary analysis
of Demographic Health Survey data from Angola,
Haiti, Malawi, Mozambique, Rwanda, South Africa,
Zambia and Zimbabwe suggests that people living
with HIV have significantly higher odds of living
in a household with a shared toilet and higher
odds of living in a household without a radio
(Figure 0.11) (23).

Accelerating innovations to minimize
COVID-19 disruptions to HIV services
As the spread of the new coronavirus threatens
to overwhelm health system capacities and
lockdowns limit movement and strain economies,
people living with HIV and people at higher risk of
HIV infection are facing life-threatening disruptions
to health and HIV services. VMMC, condom
production and distribution, PrEP, HIV testing and
treatment, and other programmes have all been
negatively affected.
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FIGURE 0.11

Individuals living in a household that shares a toilet with others and that does not have
a radio, by HIV status, pooled analysis of eight countries
Odds that people living with HIV live in the household**
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* Statistically significant (P <0.05).
**Pooled odds ratio and 95% confidence interval for eight countries, adjusted for urban residence.
Surveys included: Angola 2015–2016 DHS, Haiti 2016–2017 DHS, Malawi 2015–2016 DHS, Mozambique 2015 AIS, Rwanda 2014–2015 DHS, South Africa 2016 DHS, Zambia
2016 DHS and Zimbabwe 2015 DHS.
Note: The data points in this graphic represent the odds that a person living with HIV lives in a household with a shared toilet or lives in a household that does not have a
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to live in a household with these characteristics. An odds ratio of more than 1 (as seen here) means that people living with HIV are more likely to live in households with
these charactersitics.

Such disruptions could see the global HIV response
fall further behind on its 2020 commitments. Recent
modelling has estimated that a total disruption of
antiretroviral therapy for six months could lead to
more than 500 000 [471 000–673 000] additional
deaths from AIDS-related illnesses (including
tuberculosis) in sub-Saharan Africa in 2020–2021
(24). An interruption of antiretroviral therapy for
20% of people living with HIV for six months would
result in more than 110 000 additional AIDSrelated deaths (Figure 0.12) (24, 25). HIV and other
critical health services must be maintained as
communities, cities and countries respond to this
new pandemic.
Countries around the world are accelerating HIV
response innovations to minimize disruptions.
HIV service delivery models that emphasize client
autonomy and self-care—and that minimize physical
contact with health facilities—are proving critical
during a time when health facilities need to cater
for the influx of COVID-19 patients, while at the
same time maintaining vital health services without
putting other clients at risk of COVID-19 infection.

HIV self-testing, which empowers people to choose
for themselves the circumstances in which they take
an HIV test, has the advantage of decongesting
health facilities and increasing access to HIV testing
to populations at higher risk of HIV infection.
Burundi, Eswatini, Guatemala and Myanmar are
among the countries that have reported expanding
HIV self-testing during the COVID-19 pandemic (26).
Community-based services are also growing in
importance. In Nigeria’s Cross River State, for
example, community treatment management
teams have been responsible for 92% of HIV
diagnoses since lockdown measures were put in
place in March 2020 (27).
In many countries, community organizations of
people living with HIV and people at higher risk
of HIV infection are playing leading roles in efforts
to bring HIV prevention tools and information,
self-test kits, antiretroviral medicines and other
essential medications to the people who need
them, including through social media platforms
and home delivery. In remote communities
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FIGURE 0.12

The impact of six months of varying levels of treatment interruption on AIDS-related deaths,
sub-Saharan Africa, 2020–2021
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Sources: UNAIDS epidemiological estimates, 2019 (see https://aidsinfo.unaids.org/). Projected estimated AIDS-related deaths and child new HIV infections were derived from mathematical
modelling by five research groups exploring interruptions of HIV prevention and treatment services over periods of three and six months and their effect on HIV mortality and incidence in
sub-Saharan Africa. For the 100% interruption: pre-print manuscript available at: Jewell B, Mudimu E, Stover J, Kelly SL, Phillips A, Smith JA et al. for the HIV Modelling Consortium. Potential
effects of disruption to HIV programmes in sub-Saharan Africa caused by COVID-19: results from multiple models. Manuscript before publication. https://doi.org/10.6084/m9.figshare.12279914.v1.
For the 20% interruption: Personal communication with Britta L Jewell (Department of Infectious Disease Epidemiology, Imperial College London), Edinah Mudimu (Department of Decision
Sciences, University of South Africa), John Stover (Avenir Health), Debra ten Brink (Burnet Institute), Andrew N Phillips (Institute for Global Health, University College London), 25 June 2020.

in the Republic of Moldova, for instance,
nongovernmental organizations have been
delivering antiretroviral medicines to the homes of
about 800 people living with HIV and 100 people
who are using PrEP (28).
Multimonth dispensing of antiretroviral medicines
is reducing the strain on health facilities and
putting people living with HIV in greater charge
of their treatment. Early adopters of multimonth
dispensing have been better placed to avoid
serious disruptions to their HIV treatment services
during the COVID-19 pandemic. In Zimbabwe,
for example, 80% of people on HIV treatment
were already receiving three-month supplies
of antiretroviral medicines in early 2020, and
an eight-month national supply of first-line
antiretroviral medicines stands as a solid buffer
against stock-outs (26). Other countries have
accelerated multimonth dispensing during the
COVID-19 crisis or temporarily adopted more

liberal dispensing policies (26). For instance, South
Africa’s Department of Health’s Central Chronic
Medicines Dispensing and Distribution programme
decided in late May 2020 to provide automatic sixand 12-month extensions of antiretroviral medicine
prescriptions (29).

Stigma discourages people from
seeking health services
As the COVID-19 pandemic unfolds, old fears and
prejudices are resurfacing. Some countries have
taken the short-sighted step of using criminal law
to sanction COVID-19 exposure and transmission,
including the extreme case of a South African
businessman arrested for attempted murder
after allegedly testing positive for COVID-19 and
then returning to work (30, 31). Such state actions
could discourage people from seeking testing
and undergoing contact tracing. This has been
the reality for millions of people living with HIV for
decades.

19

Executive summary

Among 151 reporting countries, 92 continue to
criminalize HIV exposure, transmission and nondisclosure—all grave violations of the rights of
people living with HIV that also frustrate efforts to
control HIV epidemics. These laws reinforce stigma
and discrimination against people living with HIV
and those more vulnerable to HIV infection, they
disregard up-to-date knowledge on the science of
HIV-related risks and harms, and they have adverse
impacts on public health.

towards people living with HIV are declining
consistently in some regions, they are rebounding in
others. In eastern and southern Africa, for instance,
discriminatory attitudes have been reduced to
historically low levels in some countries. Elsewhere,
however, disconcertingly large proportions of adults
continue to hold discriminatory attitudes towards
people living with HIV. In 25 of 36 countries with
recent data on a composite indicator that includes
two types of discriminatory attitudes, more than
50% of people aged 15 to 49 years reported having
discriminatory attitudes towards people living with
HIV (Figure 0.13).

The most recent data from population-based
surveys show that while discriminatory attitudes

FIGURE 0.13

Percentage of people aged 15 to 49 years who report discriminatory attitudes towards people
living with HIV, countries with available data, 2014–2019
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Note: Discriminatory attitudes are measured through "No" responses to either of two questions: (1) Would you buy fresh vegetables from a shopkeeper or vendor if you knew this person had
HIV?; and (2) Do you think that children living with HIV should be able to attend school with children who are HIV-negative?
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Fear of prosecution can deter people living with
HIV, or those at higher risk of HIV infection, from
talking openly to their physicians or counsellors,
disclosing their HIV-positive status or using
available HIV testing and treatment services
(32–34). Surveys of people living with HIV confirm
that stigma and discrimination at health-care
facilities—in the shape of denial of care, dismissive
attitudes, coerced procedures or breaches of
confidentiality—remain disturbingly common.
Across 13 countries with available data, the
percentage of people living with HIV who reported
being denied health services at least once in the
previous 12 months because of their HIV status
ranged from 1.7% in Malawi to as high as 21% in
Peru and Tajikistan. Coerced medical or health
procedures remain common, as do breaches
of confidentiality by health-care professionals
(reported by at least 15% of people in eight of
13 countries with available data). Significant
proportions of people living with HIV also reported
that their ability to obtain antiretroviral therapy
was conditional on them using certain forms of
contraception.

Gender inequality and HIV risks
Incremental gains towards gender equality in
recent decades leave women and girls short of
educational and economic opportunities, and they
remain disproportionately affected by poverty,
violence and injustice (35).
Unequal gender norms deny women and girls the
ability to make their own choices about health
care, assign them with higher levels of domestic
work and caregiving responsibilities, curtail their
freedom to enter and remain in the labour force on
terms that suit their needs, and ultimately impact
women’s economic independence, security and
control. In much of the world, women continue to
have insufficient access to high-quality sexual and
reproductive health information, education and
services—including family planning.
Violence impacts the lives of hundreds of millions
of women and girls: nearly one in three women
worldwide have experienced physical or sexual
violence by an intimate partner, nonpartner sexual
violence or both in their lifetime (36). Across
46 countries with available data between 2014
and 2018, the percentage of women aged 15
to 49 years who reported having experienced

physical and/or sexual violence by an intimate
partner in the past 12 months ranged from 3.5%
in Armenia to 47.6% in Papua New Guinea (37).
Women belonging to ethnic and other minorities,
transgender women and women with disabilities
face a higher risk of different forms of violence (38).
Adolescent girls and young women face particular
challenges that can leave them at elevated risk of
unintended pregnancy, violence and HIV. Many
are unable to access the sexual and reproductive
health services they need: of the 38 million sexually
active adolescent girls aged 15 to 19 years globally,
more than half are not using contraceptives (39).
At least 10 million unintended pregnancies occur
each year among adolescent girls aged 15 to 19
years in low- and middle-income countries, and
complications during pregnancy and childbirth are
the leading cause of death globally for girls aged
15 to 19 years (40–42).
Knowledge about sexual and reproductive health
and the prevention of HIV and sexually transmitted
infections (STIs) among adolescent girls and young
women is also low: only about one third of women
aged 15 to 24 years in sub-Saharan Africa have
comprehensive knowledge about HIV (43). This
high level of vulnerability is fuelled by a complex
interplay of social, economic and structural drivers,
including poverty, gender inequality, unequal
power and relationship dynamics, gender-based
violence, social isolation and limited access to
schooling.
Women living with HIV face particular challenges,
as HIV stigma and gender inequality intersect
and negatively impact their health (44). While
health-care settings should be safe spaces, as
many as one in three women living with HIV across
19 countries report experiencing at least one
form of discrimination related to their sexual and
reproductive health in a health-care setting within
the past 12 months (45).
Women living with HIV are also about five times
more likely to develop cervical cancer than their
HIV-negative counterparts (46). This risk is linked
to the human papillomavirus (HPV), a common
but preventable infection that women with
compromised immune systems struggle to
clear. High HPV vaccination coverage among
girls—combined with dramatically scaled up
cervical cancer screening and treatment—could
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virtually eliminate cervical cancer (47). Despite
the clear benefits of such programmes, of the 118
million women who have received the HPV vaccine
to date, only 1.4 million (1%) live in low- and
middle-income countries (48).
In nearly all regions, women living with HIV are
more likely to access HIV testing and antiretroviral
therapy than men, in part due to better healthseeking behaviour among women and the
existence of HIV-related services designed
specifically to reach women (such as services to
prevent mother-to-child HIV transmission that
are provided during antenatal care). In 2019,
treatment coverage globally was 12 percentage
points higher among women living with HIV than
among men living with HIV, and viral suppression
was 10 percentage points higher (Figure 0.14).
This treatment gap among men living with HIV
contributes to the higher number of new HIV
infections among women in sub-Saharan Africa.
Recent longitudinal studies have shown how
closing these gaps accelerates declines in the
incidence of HIV among women, especially young
women (49–51).

Credit: ILO

FIGURE 0.14

HIV testing and treatment cascade among adults (aged 15 years and older), by sex,
global, 2019
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People-centred approaches
to pandemics
The COVID-19 pandemic has laid bare the need
for systems to be more resilient, flexible and
adaptable, and to provide everyone with the
services they need in a more effective way (11).
Accelerated movement towards universal health
coverage can help health systems achieve the
highest possible standards of health and wellbeing for all people.
The guiding principle of universal health coverage
is equity: everyone—irrespective of race, ethnicity,
age, gender or social status—should receive the
health services they need without suffering financial
hardship due to the costs of paying for those
services. A similar set of principles has guided the
global HIV response for decades. Strategies that
have successfully controlled HIV epidemics have
generally followed the principle that no one should
be left behind. They uphold people's rights, work
with and take the lead from communities, and
marshal strong political commitment and reliable
financial support. They foster enabling legal, social
and institutional environments, and they provide
services that are tailored by and for the people in
greatest need.

Comprehensive approaches for
women and girls
Calls for gender equality are growing louder as
women leaders and community mobilizers mark
the 25th anniversary of the Beijing Declaration and
Platform for Action. A rights-based and genderresponsive approach is needed to overcome the
many barriers faced by women and girls, and action
is required on multiple fronts. All women require
access to a comprehensive package of quality
sexual and reproductive health and rights services
that are: (a) accessible and gender-responsive; (b)
free from coercion and stigma and discrimination;
(c) grounded in a human-rights based approach;
and (d) linked to other relevant services.
Studies in multiple settings have demonstrated
the advantages of integrating HIV and sexual and
reproductive health care:


T
 he Girl Power project in Malawi used a youthfriendly model that offered HIV testing, family

planning and STI services in combination.
Adolescent girls using the integrated services
were 23% more likely to take an HIV test, 57%
more likely to receive condoms, 39% more likely
to access hormonal contraception and 16%
more likely to use services for STIs (52).


In Viet Nam, the addition of peer education
outreach to integrated sexual and reproductive
health and HIV services led to a nearly fivefold
increase in adolescents seeking HIV testing (53). A
systematic review of studies from Eswatini, Kenya,
Uganda and the United States also found a
potential for increased uptake of HIV testing (54).



P
 roviding PrEP through routine family planning
services is also a promising strategy to reach
women in settings with a high burden of HIV, as
shown in a study in South Africa where very high
PrEP retention rates (92%) were achieved (55).3

An important contributor to sexual and
reproductive health and rights is comprehensive
sexuality education for adolescents and young
people of all genders. Comprehensive sexuality
education is cost-effective and improves sexual and
reproductive health outcomes, including delayed
initiation of sexual intercourse, decreased number
of sexual partners, reduced sexual risk-taking and
increased use of condoms and contraception, all of
which result in reduced rates of STIs, HIV infections
and unintended pregnancies (56–58).
Staying in school longer has a protective benefit in
reducing the risk of HIV infection (59–61). Higher
levels of educational attainment among women
are also associated with increased control over
sexual and reproductive health and rights (62). Cash
transfers can keep young people, particularly girls, in
school, improve their academic outcomes, increase
their use of health services, delay their sexual debut,
reduce early marriage and teen pregnancy, and
promote safer sexual behaviours (63, 64).
One of the largest efforts to provide adolescent
girls and young women with a comprehensive,
multisectoral package of services that addresses
the multiple social, economic and structural drivers
that fuel HIV risk is the DREAMS partnership,
which is funded by the United States President’s
Emergency Plan for AIDS Relief (PEFPAR).4 Safe

3 The World Health Organization (WHO) recommends considering offering PrEP in settings where the incidence of HIV is above 3%.
4 DREAMS is an acronym for “Determined, Resilient, Empowered, AIDS-Free, Mentored and Safe.”
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spaces are established for the provision of a
tailored package of services that include evidenceinformed HIV and violence prevention education,
HIV prevention, testing and treatment services,
educational and economic interventions, and
contextual services for parents, male partners
and community members to build a supportive
environment.
This approach is having a positive effect on
different HIV-related outcomes. In urban Zambia,
for example, layering educational and economic
interventions on top of safe spaces or social assetbuilding activities resulted in a reduced likelihood
of HIV risk behaviours among adolescent girls,
including reduced transactional sex and increased
consistent condom use and HIV testing (65).

Eliminating child infections and
treating children living with HIV
Alongside adolescent girls and young women,
children living with HIV are often left without the
support and services they need to stay healthy and
build sustainable and enjoyable lives.
The number of new child infections resulting from
the mother-to-child transmission of HIV has more
than halved in less than two decades, progress

that in large part reflects the increased provision
of antiretroviral therapy to pregnant women living
with HIV. Despite this vastly improved treatment
coverage, progress towards the elimination of
child HIV infections has largely stalled, and the
2018 and 2020 targets for reducing new HIV
infections among children were missed. Analyses of
epidemiological and programme data are guiding
efforts to address the remaining challenges,
including treatment coverage gaps among
pregnant women living with HIV, interruptions
in antiretroviral therapy during pregnancy and
breastfeeding, and women acquiring HIV during
pregnancy and breastfeeding.
Mentor mother and peer-to-peer models are
effective at enabling women and children to access
testing, adhere to treatment and remain in care,
even in difficult circumstances. These models
involve training HIV-positive women to provide
front-line health services, advice and support to
women and their families (66). In Uganda, the
mothers2mothers (M2M) programme significantly
increased retention of mother–baby pairs: 82%
were retained at six months after cessation of
breastfeeding (compared with 42% in the control
group), and 71% were retained at 18 months after
birth (21% in the control group) (67).
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Older children are being missed
Similarly, all of the paediatric treatment targets set
in 2016 have been missed, despite a doubling of
the number of children living with HIV accessing
antiretroviral therapy since 2010. Treatment
coverage among children living with HIV lags
behind adult treatment coverage in most of the
sub-Saharan African countries with large HIV
epidemics (Figure 0.15). Across all countries,
treatment coverage among children living with
HIV in 2019 was just 53% [36–64%], representing a
global failure to provide life-sustaining care to
840 000 children (see Chapter 2).
As vertical infections decline, the proportion of
children aged 5 to 14 years who are living with
HIV has increased. Of the estimated 840 000
children living with HIV not on treatment in 2019,
560 000 of them were between the ages of 5 and
14. Efforts to find and treat these undiagnosed

children living with HIV must be accelerated. One
strategy is to ensure that children who have lost
one or both parents to AIDS-related illnesses have
been reached by integrating HIV testing services
into programmes supporting orphans and other
vulnerable children (68, 69). In addition, studies
indicate that large proportions of people enrolled
in HIV treatment have family members, including
children, whose HIV status is unknown (70–72).
Testing those family members through index
testing that is rights-based and gender-sensitive
can be an effective strategy for identifying older
children living with HIV (70, 73–76). Index family
testing also improves timely linkages to care,
with initiation rates of 42–96% reported in various
studies (70, 71, 75, 77, 78). Such family-based
approaches also enable parents and their
children to access care jointly, which can
improve retention (79).

FIGURE 0.15

Antiretroviral therapy coverage among children and adults, sub-Saharan African,
focus countries of the Start Free, Stay Free, AIDS Free initiative, 2019
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Neglected rights of migrants and sex
workers leave them exposed to
COVID-19 and HIV
There were an estimated 272 million international
migrants in 2019, equal to about 3.5% of the global
population (80).5 Migration is increasingly forced
by conflict and violence, natural disasters and the
effects of climate change (81). It is conservatively
estimated that almost 71 million people were
forcibly displaced in 2018, twice as many as two
decades earlier (82).
Living in crowded camps, emergency shelters
and informal settlements with limited access to
health care, displaced people often are highly
vulnerable to health threats, including COVID-19.
An extensive review of refugee and migrant health
in Europe has found that any increased risk that
refugees may have for specific diseases can largely
be attributed to poor living conditions during
and after migration, including in refugee camps
(83). Indeed, large proportions of migrants living
with HIV were infected after migration (84). User
fees, discrimination, social isolation, language and
cultural barriers, unsafe working conditions, fear
of deportation and a lack of health insurance are
among the factors hindering their access to health
care (81, 85, 86).
Regional cooperation can ameliorate the
difficulties faced by people displaced by crises. For
example, Latin American and Caribbean countries
have agreed on a road map for the integration of
refugees and migrants from the crisis-hit Bolivarian
Republic of Venezuela. Within this "Quito Process",
several countries are working to provide migrants
living with HIV with high-quality antiretroviral
medicines, regardless of their immigration status
(87).
Many migrants and sex workers share the common
challenge of exploitative working conditions.
Standard labour protections are denied to those
who are forced to work outside the bounds of
local labour laws, denying them health and safety
benefits while they are working and unemployment
benefits when they are not. Where any aspect of
sex work is criminalized, sex workers lack legal
protections against violence, discrimination and
abuse. Denying sex workers the protections

Credit: UNAIDS

provided to other workers is an exclusion that is
particularly harmful during economic downturns
and COVID-19 lockdowns (88).
The decriminalization of sex work is a key
component for securing rights, health and safety
at work for sex workers, and for achieving their
self-determination, amplifying opportunities
for outreach and peer education, increasing
transparency, and reducing stigma and
discrimination (89). Decriminalization also reduces
the risk of HIV infection, with modelling studies
suggesting that decriminalizing sex work could
avert 33–46% of HIV infections over 10 years (90).
Following nongovernmental organization advocacy
in China, the government ended a policy that
allowed police to incarcerate sex workers for up
to two years without charge, while the Northern
Territory in Australia recently decriminalized sex
work (see feature story on pg 158).

Living in crowded camps, emergency
shelters and informal settlements with
limited access to health care, displaced
people often are highly vulnerable to
health threats, including COVID-19. Large
proportions of migrants living with HIV were
infected after migration.

5 International migrants are defined as persons who are either living in a country other than their country of birth or are in a country other than their country of citizenship.
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Transgender people
Transgender people across the world are subjected
to intersecting punitive and discriminatory laws
and policies that limit their freedoms, including
bodily autonomy, legal identity, privacy and
self-expression. In 2019, transgender people
were criminalized and/or prosecuted in 19 of 134
reporting countries (91). Transgender women have
some of the highest rates of HIV reported for any
population, with HIV prevalence of up to 40%
reported in some studies (92).
The stigma and discrimination endured by
transgender people (including from health-care
providers) is frequently associated with poor mental
health, substance abuse, lack of familial and social
support, homelessness and unemployment—all
of which also compromise their access to HIV and
other health services (92–96).

Gay men and other men who
have sex with men
Impressive successes have been achieved in
reducing HIV infections and AIDS-related deaths
among gay men and other men who have
sex with men in several cities within Australia,
North America and western Europe. High levels
of condom use, adherence to PrEP and viral
suppression have been shown to enable gay men
and other men who have sex with men to protect
their own health and that of their sexual partners.
In other parts of the world, many communities of
gay men and other men who have sex with men
are treated as criminals and denied access to
the health and HIV services they need. At least
69 countries have laws that criminalize same-sex
sexual relations. These laws undermine the basic
human rights of lesbians, bisexuals, transgender
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Criminalization of drug use is a major barrier. The
UN system has made a common commitment to
supporting UN Member States to develop and
implement responses to the world drug problem
that are balanced, comprehensive, integrated,
evidence-informed, human rights-based,
development-oriented and sustainable (98). The
global community of people who use drugs has
called for harm reduction services to be included in
the benefits package of universal health coverage
systems, arguing that the principles of universal
health coverage demand that the needs of the
poorest and most vulnerable people—including
people who inject drugs—be addressed first (99).
Integration of HIV and hepatitis C treatment
(including the prevention of further transmission)
can produce dramatic results for people who
inject drugs. In a recent cluster randomized trial in
India, people who inject drugs received hepatitis C
testing and information at integrated care centres
that provided HIV testing and treatment and harm
reduction services. Those who did were four times
more likely to test for hepatitis C and seven times
more likely to know their hepatitis C status and
initiate treatment than peers using standard care
centres (100).

People in prisons and other closed settings

persons, and gay men and other men who have sex
with men, exposing them to hate speech, violence,
forced anal examinations and forced heterosexual
marriages.6

People who use drugs
The positive public health impact of harm
reduction programmes that bring together
needle–syringe programmes, opioid substitution
therapy, overdose treatment, services for HIV and
hepatitis C viral infection, and other services is
well established (98). Only a minority of countries
provide harm reduction services, however, mostly
on a very small scale, and often in legal contexts
that criminalize drug use and discourage people
from accessing services.

International guidelines recommend a
comprehensive package of health interventions for
prisons, including for HIV and tuberculosis (101, 102).
The risk of sexual violence among prisoners—and
their insufficient access to condoms, lubricants,
PrEP and harm reduction services—heighten their
chances of acquiring HIV, hepatitis C and STIs
(103). Crowded, poorly ventilated and unsanitary
conditions increase the risk of tuberculosis and
other communicable respiratory diseases, including
COVID-19 (103–105). HIV testing and antiretroviral
therapy coverage in prisons is improving, but gaps
remain in several countries, including countries
with a high prevalence of HIV within the general
population. Challenges around confidentiality,
discrimination and treatment interruptions upon
release also remain (106).
The COVID-19 pandemic has highlighted the
obligation of all states under international human
rights law to protect the health of people in prisons

6 Intersex people are not included here because they are not criminalized for being intersex. However, intersex people can have various sexual orientations and gender
identities that may result in their criminalization. The human rights and health challenges that intersex people often experience are associated with the medicalization and
pathologizing of their intersex status. This may lead to medical procedures, including surgeries, that are often performed without informed consent, and that could lead to
long-lasting negative consequences for their health and well-being.
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and detention facilities (107). The United Nations
Standard Minimum Rules for the Treatment of
Prisoners (the Nelson Mandela Rules) make clear
that health care for people in prison should be
of the same standard as that available in the rest
of the community (101). Several countries are
considering or applying practical reforms, including
using detention as a last resort, avoiding pretrial
detention, and allowing early release or home
detention of persons convicted of nonviolent
crimes (108). There are growing calls—including
from the UN Inter-Agency Standing Committee—
to end the incarceration of people for minor
offences or for offences not consistent with
international law (109, 110).

Integrating tuberculosis and HIV services
Scale-up of antiretroviral therapy and
improvements in the integrated delivery of
HIV and tuberculosis services has reduced
tuberculosis-related deaths among people living
with HIV by 58% globally. Preventive treatment for
tuberculosis among people living with HIV in 65
high-burden countries has improved dramatically
in recent years, reaching 1.8 million in 2018.
Despite this progress, large gaps in tuberculosis
detection and preventive treatment exist in
several high-burden countries. In 66 countries with
available data, coverage of tuberculosis preventive
treatment among people living with HIV who
were newly enrolled in care was just 49% in 2018.
Among the 11 countries with a high TB/HIV
burden that reported these data, coverage ranged
from 10% in Indonesia to 97% in the Russian
Federation. About 0.8 million of the 10 million new
tuberculosis cases globally in 2018 were among

While the successes of the HIV response
are vital contributions to the COVID-19
response, our collective failure to achieve
the 2020 targets has exposed systemic
weaknesses and entrenched inequalities,
raising questions about what might have
been. What if the UNAIDS Fast-Track
Strategy had been fully implemented?
What if global pandemic response
capacities had been stronger?

people living with HIV (111). Tuberculosis remains
the most common cause of premature death
among people living with HIV, claiming the lives of
251 000 [223 000–281 000] people living with HIV in
2018 (111).

Noncommunicable diseases
and mental health
Noncommunicable diseases are common
comorbidities among people living with HIV,
especially those of advanced age. A recent
systematic review and meta-analysis of studies
calculated pooled estimates for the prevalence
of noncommunicable diseases among people
living with HIV in low- and middle-income
countries: hypertension prevalence was 21.2%,
hypercholesterolemia prevalence was 22.2%,
obesity prevalence was 7.8%, depression
prevalence was 24.4%, and diabetes prevalence
was 1.3–18% (112).
Integration of noncommunicable disease services
for people living with HIV is critically important
to addressing their needs. When the SEARCH
(Sustainable East Africa Research in Community
Health) study applied a community health
approach and integrated HIV into multidisease
service delivery, it led to a range of improvements:
HIV-associated tuberculosis incidence was reduced
and hypertension control was improved alongside
dramatic increases in HIV service coverage and
reductions in HIV incidence and AIDS-related
mortality (113).
Mental health conditions are a leading cause of
morbidity worldwide, and rates of mental health
conditions are higher among people living with
HIV than they are among the general population
(114). Mental health conditions also affect HIV
treatment and care outcomes, with one large
meta-analysis estimating that the likelihood of
strong adherence to antiretroviral therapy was
42% lower in people experiencing depression
(115). Integrating screening and care for mental
health conditions in HIV service settings can both
strengthen HIV prevention and care outcomes and
improve access to mental health care and support.
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Seizing the moment
As the world grapples with a new deadly global
pandemic, the leadership, resources and
infrastructure of the response to the HIV pandemic
have been mobilized. Veterans of national HIV
responses have emerged as COVID-19 response
coordinators in dozens of countries. International
HIV partnerships are helping to convene the world’s
best epidemiologists, scientists and medical
professionals to collect data, develop treatments
and vaccines, and provide financing and supplies
to the countries and communities that need them
most.
The expertise, analytical capacity, and surveillance
and monitoring systems developed through HIV
funding are also bolstering COVID-19 responses.
For instance, laboratory systems that have been
vastly expanded and improved as a result of HIV
and tuberculosis investments are being mobilized
for COVID-19 testing (116, 117).
Activists and community organizations that are
central features of the HIV response are leading
efforts to ensure that COVID-19 responses are
rights-based and gender-sensitive, and that they
do not prejudice marginalized communities, such

as LGBTI people. Communities are also stepping
forward to lead local COVID-19 responses,
challenging misinformation and stigmatization,
delivering essential supplies to the vulnerable
and organizing local support systems (118). Efforts
to maintain health services during COVID-19
lockdowns have underscored the value of
community-led services that are grounded in lived
realities and responsive to the needs, priorities and
rights of most-affected populations.
While the successes of the HIV response are vital
contributions to the COVID-19 response, our
collective failure to achieve the 2020 targets has
exposed systemic weaknesses and entrenched
inequalities, raising questions about what might
have been. What if the UNAIDS Fast-Track Strategy
had been fully implemented? What if global
pandemic response capacities had been stronger?
We cannot re-write the past. But as more and more
people refuse to accept the inequalities of that
past, the international community can seize this
moment, imagine a better future and re-energize
efforts to achieve global health, sustainable
development and the end of the AIDS epidemic.
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