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Melody, a sex worker from Epworth, Zimbabwe, prepares herself for
work. Melody receives support from Katswe Sistahood, an organization
which advocates for women’s full attainment of sexual and reproductive
rights in Zimbabwe. Credit: UNAIDS/C. Matonhodze
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FOREWORD
The struggle to end the AIDS epidemic continues to be inextricably linked with the struggle to end
human rights violations, including discrimination and violence against women and girls and the
marginalization and criminalization of key populations—sex workers, people who use drugs, gay men
and other men who have sex with men, transgender people and prisoners.
In 2018, more than half of all new HIV infections were among key populations. Globally in 2018,
6000 adolescent girls and young women became infected with HIV every week. In sub-Saharan Africa,
four in five new HIV infections among adolescents aged 10–19 years are among girls. Young women
aged 15–24 years are twice as likely to be living with HIV than men of the same age.
As the people worst affected by the virus, young women and adolescent girls and key populations
need to have the power to shape the response to HIV as it changes and evolves.
This means giving young women and girls access to the knowledge, information and HIV prevention
tools that give them the power to protect themselves from infection, to social interventions that keep
them in school longer and improve their life chances and to policies and programmes that end their
exposure to gender-based violence, which fuels the epidemic.
The world needs a feminist approach to HIV that will equalize power and transform the health and
development agenda for women and girls and all key populations.
Key populations must be able to enjoy their rights as equal citizens in every country.
Global citizenship confers rights on each of us to have equal access to essential services, such as health
and education. Universal health coverage should become the foundation of the right to access health.
Every human being has the right to be treated with respect and dignity, and yet every day we witness
people paying the price and becoming infected with HIV because they face stigma and discrimination,
are marginalized and criminalized.
To end the AIDS epidemic, denial of citizenship rights must end.
To break the grip of the virus and end the cycle of transmission we must ensure that people have access
to regular HIV testing services and that, if necessary, they are linked to treatment or prevention services
as quickly as possible.
When a person living with HIV is on effective antiretroviral therapy, they can no longer transmit the
virus. This is the power to know and the power to thrive.
While the world has made great progress in reducing the number of children born with the virus by
expanding treatment to pregnant women living with HIV, there remain alarming gaps in treatment for
infants and older children living with HIV. It is shameful that children living with HIV are less likely to
have access to treatment than adults. We are leaving children behind.
HIV is more than a health issue. It is an issue of development and social justice, which cuts across so
many of the Sustainable Development Goals.
We stand on the threshold of a new decade. The world must make it a decade of delivery to bring the
2030 Agenda for Sustainable Development to life for everyone.

Winnie Byanyima
UNAIDS Executive Director
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INTRODUCTION
AND SUMMARY

Power is traditionally defined as the ability of an individual or group to
convince others to do things that they would not otherwise do (2). Such power
often appears to concentrate in the hands of a few wealthy, strong and charismatic
individuals—such as monarchs, presidents, tycoons and media stars. This unequal
distribution of power has been described as one of the most pervasive facts of
political life (3).
This report argues that power in fact rests in
the hands of the people, as can be seen in
countless local, national and international
movements to redistribute power and bring
greater attention to neglected issues.
Mass movements to redistribute power
often have humble beginnings, born out
of desperate need or simmering injustice.
Sparks of frustration light infernos of
change. In the early days of the HIV
response, grossly insufficient leadership
and medical care ignited a global civil
society movement. It was the loud and
persistent voice of people living with
HIV and key populations at high risk of
infection that accelerated the pace of
research on antiretroviral medicines and
drove down their prices, and it is that same
determination that continues to expand
the provision of affordable, life-saving
treatment to millions of people around the
world living with HIV.
Fatma Khamis, a youth reporter from the Zanzibar
Association of People Living with HIV/AIDS,
records a radio show in Zanzibar, United Republic
of Tanzania.

“THE GREAT ILLUSION OF POLITICS IS THAT
POWER FLOWS DOWNWARD FROM THE
RULER THROUGH THE ELITE TO THE MASSES,
WHEREAS IN ACTUAL FACT THE PROCESS
IS PRECISELY THE REVERSE. . . POWER CAN
ONLY FLOW UPWARD.”
Lucian Pye (1)

The number of people living with HIV who
are on treatment continues to rise, with an
estimated 24.5 million [21.5–25.5 million]
receiving antiretroviral therapy in
mid-2019—more than double the number
on treatment in 2012 (Figure 1.1). Strong
progress has been made towards the
90–90–90 testing and treatment targets in
several regions.1 However, gaps across the
HIV testing and treatment cascade have
left the world short of the 2020 goal of
30 million people on treatment, and nearly
half (47%) of people living with HIV in 2018
had unsuppressed viral loads.

The 90–90–90 targets call for 90% of people living with HIV to know their HIV status, 90% of people who know their
HIV-positive status to be accessing treatment and 90% of people on treatment to have suppressed viral loads by 2020.

1
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FIGURE 1.1
Number of people living with HIV on treatment, global, 2000 to mid-2019
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Source: UNAIDS Global AIDS Monitoring, 2019 (see https://aidsinfo.unaids.org/) and UNAIDS special analysis, 2019
(for more details please see Annex on methods in Communities at the centre: defending rights, breaking barriers,
reaching people with HIV services. Geneva: UNAIDS; 2019).

Power imbalances leave
people behind
Where communities are able to participate in
decision-making and service delivery,
outcomes and impacts have generally
improved. Conversely, where stigma and
discrimination and criminalization have shut
out communities, HIV responses struggle to
provide services to those who need them
most. As a result, annual HIV infections and
AIDS-related deaths continue to rise in
dozens of countries.
The marginalization of key populations is
holding back efforts to achieve the 90–90–90
targets in several regions. For example,
among gay men and other men who have
sex with men living with HIV in sub-Saharan
Africa, knowledge of HIV status appears to
be considerably lower than it is among men
as a whole (4).
There also are large gaps in knowledge of
HIV status among young people and men
living with HIV. Outmoded conceptions of
masculinity—combined with relatively less
interaction between men and the health
system compared to women—result in
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long periods of time between infection and
diagnosis among men. For example, only
one in four young men (aged 15–24 years)
and one in three older men (aged 25 years
and older) in Mozambique were diagnosed
within one year of infection, compared to
more than half of women (Figure 1.2).
Lower knowledge of HIV status and
treatment coverage among men combines
with gender inequalities that sanction
the subordination of women and girls to
perpetuate HIV epidemics. Special efforts
are needed to address the barriers that
men living with HIV face when it comes to
knowing their HIV status and suppressing
their viral loads, and holistic efforts are
needed to tackle the gender inequalities,
patriarchal norms and practices, violence,
discrimination and other rights violations
that women and girls face every day.
For example, population-based survey
data from five eastern and southern African
countries show considerable variation in the
use of modern contraception methods and
access to family planning among adolescent
girls, although the unmet need tends to
be especially high among those who are

The recent Evidence for Contraceptive
Options and HIV Outcomes (ECHO)
trial in Eswatini, Kenya, South Africa and
Zambia highlighted the ongoing need for
evidence-informed and women-centred
interventions—biomedical, social and
economic—that protect the health and
lives of women, especially young women
and adolescent girls. Despite regularly
accessing health services during the trial
that included HIV prevention, participants
in all three trial arms had a high incidence
of HIV infection (about 3.8%) (5).

FIGURE 1.2
Per cent diagnosed within a year of HIV
seroconversion, by age and sex,
selected countries, 2018
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Achieving the Sustainable Development
Goals (SDGs) will be impossible as long
as women and girls are denied control
over their bodies and their sexual and
reproductive lives.
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K Giguère, JW Eaton, and M Maheu-Giroux, October 2019, For more details
on the estimation method, see National HIV testing and diagnosis coverage
in sub-Saharan Africa: a new modeling tool for estimating the “first 90” from
program and survey data. Maheu-Giroux, M, Marsh K, et al. bioRxiv 532010;
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FIGURE 1.3
Modern method of contraceptive use and unmet need for family planning among married
and sexually active unmarried adolescent girls and young women (aged 15–19 years),
five selected countries in eastern and southern Africa, 2014–2016
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Efforts aimed at redressing gender
inequalities and socioeconomic inequities
can mitigate factors that fuel the HIV
epidemic (6). Providing cash incentives to
young people, especially girls, to stay in
school longer and do better in their studies
has been shown to have a positive impact
on monetary poverty, school attendance
and performance, health, nutrition
(especially for children) and empowerment
(7–9). Other evidence indicates that cash
grants that enable girls to continue their
schooling also delay their sexual debut,
increase their use of health services,
and reduce teen pregnancies and early
marriage, and that they can promote safer
sexual behaviours (7, 10).
Staying in school longer has also been
linked with reduced HIV risk (11–13). A
three-year cluster randomized controlled
trial in Eswatini, the Sitakhela Likusasa study,
has shown that cash transfers are improving
school attendance and reducing the risk
of HIV infection among adolescent girls
and young women. Study participants who
received cash transfers had a 25% lower risk
of acquiring HIV, and participants who both
received cash transfers and an additional
raffle incentive had a 38% reduction in
HIV risk (14).

Demanding removal of
legal barriers
Community organizations are at the
vanguard of efforts to change laws that
criminalize key populations or discriminate
against people living with HIV. In Botswana,
for example, LEGABIBO (The Lesbians,
Gays and Bisexuals of Botswana) was at
the centre of efforts to strike down a law
criminalizing same-sex sexual intercourse
as unconstitutional (15). In several
countries in Latin America, community
activists successfully campaigned for the
promulgation of protective gender identity
laws (16). In 2017, after years of campaigning
by Girasoles, a local organization,
Nicaragua became the third central
American country to formally recognize a
sex workers’ union (17).
Age of consent laws are a major barrier
to HIV testing for older children and
adolescents. In countries where the age of
consent for testing is 15 years or younger,
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adolescents aged 15–18 years were 74%
more likely to have taken an HIV test in the
previous year than in countries where the
age of consent for testing is 16 years
and older.
In the face of multiple barriers to sexual
and reproductive health and rights and
HIV services, young people are coming
together to demand their rights and hold
authorities accountable. In Zambia, Tikambe
(“Let’s Talk”), a youth accountability project
run by Restless Development, raises civic
awareness of the rights and responsibilities
of young people and encourages them to
take action and hold government to account
for the provision of accessible and adequate
youth-friendly health services (18, 19). In
India, Know Your Body Know Your Rights
is a youth-led programme that aims to
empower young people to advocate for and
access information on human rights, HIV,
gender, sexuality, sexual and reproductive
health, and youth-friendly health services
(20). #uproot, an audit and accountability
scorecard developed by and for young
people, informed South Sudan’s first-ever
National Youth Conference on HIV, sexual
and reproductive health and rights, and
gender equality (21).

Community-led services for
hard-to-reach populations
Structural change can be slow. Laws can
take decades to change, as was the case
in India, where a 2018 Supreme Court
decision to overturn a colonial-era law
that criminalized consensual same-sex
sexual activity came after 20 years of
campaigning and organizing by lesbian,
gay, bisexual, transgender and intersex
(LGBTI) community groups and local
nongovernmental organizations.
HIV-related stigma and discrimination—
often reinforced by age-of-consent laws,
structural inequities and the criminalization
of HIV transmission and key populations—
interferes with the ability of people
to access the testing and treatment
services they need. Community-led
and community-engaged efforts are
combining service provision with safe
spaces, individual empowerment, advocacy
and broader learning opportunities that
mitigate the negative impact of threatening

environments. For example, peer and
other forms of community support enable
women to make positive health-care
decisions, including taking an HIV test
and, if necessary, starting antiretroviral
therapy. Mentoring and peer support, and
the support of partners and other family
members, are especially effective for
strengthening the retention of women in
HIV care (22).
Community-led groups and other civil
society organizations are at the forefront
of changing drug policies and providing
services to reduce the harms associated
with drug use, including HIV. In 2018, civil
society organizations were operating
needle–syringe programmes and/or opioid
substitution therapy programmes in 47
countries in all regions.
Combining services with community
empowerment activities among female
sex workers has been shown to increase
consistent condom use with clients
and reduce HIV infection rates (23).

Community-led support has also proven
highly effective among gay men and other
men who have sex with men for promoting
safer sex, popularizing the use of oral
pre-exposure prophylaxis (PrEP), advocating
for its use, increasing HIV and sexually
transmitted infection (STI) testing rates, and
supporting treatment adherence (4, 24).
Community-led and community-engaged
efforts also are increasing access to HIV
self-testing. In Zimbabwe, men valued
the privacy and confidentiality afforded
them when community mobilizers offered
self-testing kits, giving many who otherwise
would not visit health facilities the
opportunity to know their HIV status (25).
Peer-mobilized self-testing has increased
HIV diagnoses and linkage to care among
female sex workers and gay men and other
men who have sex with men in Burundi,
and transgender women in India have
shown a preference to access self-testing in
peer-supported, community-based settings
(26, 27).

Young activists from the Teenergizer movement meet in Kiev, Ukraine. Teenergizer brings together adolescents
born to mothers living with HIV and other young volunteers from Georgia, the Russian Federation and
Ukraine who are advocating for adolescents’ sexual and reproductive health and rights.
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Mukiibi Grace Nickolas, a doctor at the Uganda Harm Reduction Network’s drop-in centre in Mukono,
Uganda, administers an HIV test for a client, Kenigisa Sandriano.
Credit: UNAIDS/E. Echwalu

PrEP: an empowering additional
prevention method
Oral PrEP has shown considerable impact
in reducing HIV infections when provided
as an additional HIV prevention choice to
gay men and other men who have sex with
men, transgender persons and sex workers.
Despite this, PrEP is not a “magic bullet” for
HIV prevention: it is a component of a robust
combination HIV prevention programme that
tackles the contextual factors that put people
at risk of HIV infection and prevent them from
accessing services.
PrEP is now being rolled out in sub-Saharan
Africa for serodiscordant couples and
adolescent girls and young women who
are at high risk of HIV infection (28–31).
Uptake is high when community-level
stigma and misconceptions are addressed,
when women and girls are provided with
accurate and relevant messaging about
PrEP (including compelling explanations of
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its benefits), and when PrEP is framed
as an empowering prevention method
and a positive life choice (32, 33).
PrEP has high efficacy when it is taken
regularly (34). In South Africa and
Zimbabwe—where steps were taken
to facilitate peer support, publicize the
benefits of PrEP and engage community
stakeholders more closely—retention was
88% at six months (35).

Defining and expanding
community-led responses
The importance of community-led
responses was enshrined in the United
Nations (UN) General Assembly’s 2016
Political Declaration on Ending AIDS.
The Declaration recognizes the role
that community organizations play and
commits to expanding community-led

service delivery to cover at least 30% of
all service delivery by 2030. It also calls for
increased and sustained investment in the
advocacy and leadership role, involvement
and empowerment of community-based
organizations and people living with, at risk
of and affected by HIV.
Despite that commitment, progress
was never adequately measured, in part
because community-based organizations
were not well-defined. This led the
UNAIDS Programme Coordinating Board
to request the formation of a task team
with broad representation to standardize

the use of definitions (36). In June 2019,
representatives of people living with HIV,
women living with HIV, young women,
young people, gay men and other men who
have sex with men, transgender people, sex
workers, people who use drugs, women’s
organizations, treatment activists, and
people living with tuberculosis from across
the world came together to define what
“community-led response” means (see
below). The consultation was informed by
an online survey of community members
and a consolidation of definitions from other
sources (37–41).

DEFINITIONS FOR COMMUNITY-LED HIV RESPONSES
Community-led organizations, groups, and networks,2 irrespective of their legal status, are entities for
which the majority of governance, leadership, staff, spokespeople, membership and volunteers,3 reflect
and represent the experiences, perspectives, and voices of their constituencies and who have transparent
mechanisms of accountability to their constituencies.
Community-led organizations, groups, and networks are self-determining and autonomous, and not
influenced by government, commercial, or donor agendas.
Not all community-based organizations are community-led.
Community-led responses are actions and strategies that seek to improve the health and human rights of
their constituencies, that are specifically informed and implemented by and for communities themselves and
the organizations, groups, and networks that represent them.
Community-led responses are determined by and respond to the needs and aspirations of their constituents.
Community-led responses include advocacy, campaigning and holding decision-makers to account;
monitoring of policies, practices, and service delivery; participatory research; education and information
sharing; service delivery; capacity building, and funding of community-led organizations, groups, and
networks. Community-led responses can take place at global, regional, national, subnational, and grassroots
levels, and can be implemented virtually or in person.
Not all responses that take place in communities are community-led.
Note: “Community-led” is an umbrella term that includes people living with HIV, key populations, women, youth, and all self-organized groups.
Community experts attending the consultation shaped the definition and tested it to be sure it was inclusive of each of their constituencies.
While the definition of community-led is inclusive of key population-led and of women-led, there was a call among participants for specific
sub-definitions for these two types of responses. Those for key population-led were elaborated at the June 2019 meeting. In order to engage a
wider diversity of women, the group recommended an additional meeting be called to develop the sub-definition for women-led organizations and
responses. This will take place in early 2020, with the participation of communities of women living with and affected by HIV in all their diversity, who
are a crucial part of the HIV response and face multiple impacts of gender discrimination and gender-based violence that fuel the HIV epidemic.
Source: What is a community-led organization? Geneva: UNAIDS; 2019

Including collectives, coalitions and other ways that people self-organize.
Organizing and capacity-building support was provided to Angola, Antigua, Bangladesh, Botswana, Brazil, Cambodia, China, Colombia, Ecuador,
Eswatini, the Gambia, Georgia, Guyana, Indonesia, Jamaica, Kazakhstan, Kenya, Kyrgyzstan, Mexico, Mongolia, Myanmar, Nepal, Peru, Suriname,
Trinidad and Tobago, Ukraine, Viet Nam and Zimbabwe. Please see: https://robertcarrfund.org/networks/2016-2018/sex-worker-networks-consortium

2
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Civic space must be protected
In several countries, the political climate for
civic activism and community organizing
is becoming less hospitable, especially for
organizations that challenge inequalities
and inequities or those that promote the
rights of minorities.
The CIVICUS Monitor, a global civil society
research collaboration that tracks the state
of basic freedoms in 196 countries, has
reported that almost 60% of those countries
maintain major restrictions on people’s
fundamental freedoms of association,
peaceful assembly and expression (42).
According to the Global Commission on
HIV and the Law, 60 countries passed
approximately 120 laws restricting the
activities of nongovernmental organizations
(NGOs) between 2012 and 2015. More than
one third of those laws affected the ability
of organizations to receive foreign funding
(43). This weakens HIV responses and the
many intersecting efforts to build healthier
societies that are more inclusive and just.
Communities of key populations in some
countries in Africa have been unable to
register their organizations, forcing them to

work as loose groupings or register under
different guises (44). A recent assessment of
conditions in Ethiopia, Kenya and Uganda,
for example, found that the criminalization
of key populations was used to justify
restrictions on civil society activities relating
to HIV, with some organizations unable
to open bank accounts or hold public
meetings (45).
The amount of HIV funding channeled
through NGOs and civil society entities has
been relatively flat in recent years despite
their growing importance to HIV responses.
Data on official development assistance
(ODA) for HIV programming from the
OECD’s Creditor Reporting System show
that funding for HIV channeled through
nongovernmental organizations globally
totaled US$ 1.8 billion in 2017, a little
higher than the US$ 1.7 billion in 2015. An
estimated 23% of ODA expenditures for
HIV were channeled through NGOs and
other civil society entities, compared with
28% in 2015. ODA for NGOs and civil
society working on health, by comparison,
has been more stable over the same period
(Figure 1.4).

FIGURE 1.4
Percentage of international resources for HIV and health channelled through
nongovernmental organizations and civil society, 2008–2017
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Source: Creditor Reporting System. In: stats.oecd.org [Internet].
OECD; c2019 (https://stats.oecd.org/Index.aspx?DataSetCode=CRS1, accessed 30 October 2019).
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CASE
STUDY
Making change together: Zimbabwe’s
National Key Populations HIV and AIDS
Implementation Plan 2019–2020
Zimbabwe has shown how the engagement of diverse communities by national authorities
can lead to a more effective approach to the HIV epidemic. Together, government and
communities recently developed a landmark national HIV plan that puts key populations
centre stage in the country’s HIV response.
The National Key Populations HIV and AIDS Implementation Plan 2019–2020 showcases
the concerns and rights of key populations, lays out the necessary interventions and
describes the legal and policy framework that is needed to facilitate those actions. HIV
interventions for key populations now have the support of Zimbabwe’s National AIDS
Council and the government (46).
The Plan was developed in consultation with key populations in December 2018 and
January 2019, including through stakeholder meetings. Local organizations lobbied hard
for the initiative and helped craft the process for developing the plan. They included the
Gay and Lesbians of Zimbabwe (GALZ), the Zimbabwe Civil Liberties and Drug Network
(ZCLDN), SAfAIDS, the Sexual Rights Centre, the Zimbabwe National Network of People
Living with HIV (ZNNP+) and the Batanai HIV and AIDS Service Organisation (BHASO).
The participating organizations ensured that the exercise was guided by an accurate
understanding of the importance of key populations to the HIV epidemic and response in
Zimbabwe. Epidemiological briefings were provided, as were clear definitions of various
key populations and discussions of their experiences and needs. The process of crafting
the Plan included steps to guarantee confidentiality and protect delegates against possible
harm related to their participation.
Subgroups examined specific issues (e.g., those relating to LGBTI persons, sex
workers, refugees, people who use drugs or prison officials) and provided detailed
recommendations, such as on specific activities, proposed partners, monitoring and
evaluation indicators, and capacity needs. This was fed into the drafting process.
Afterwards, an electronic questionnaire was circulated to gather additional inputs.
Written in plain language, the 10-point implementation plan includes timelines, target
indicators, milestones and an overview of roles and responsibilities, with key populations
assigned central roles. Supplementing this is an investment case that sets out the
epidemiological, public health, economic and political arguments for implementing the
recommendations.
The Plan stresses the need for continued cooperation between key population
communities, civil society organizations, the National AIDS Council, government structures,
health providers, donors and community leaders. It makes provisions for the meaningful
involvement of key populations and their organizations in implementing projects,
delivering services, collecting and analyzing community-level data, and monitoring the
Plan’s roll-out. It also recognizes the need for funding and training so that key populations
can participate effectively.
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Power together
Communities are at their most effective
when they are able to link up and join
together as networks, alliances or even
temporary partnerships. Networks and
consortia make it possible to align and
amplify the demands and activities of
individual organizations, enabling skills,
resources and lessons to be shared
between organizations and across sectors
and borders. Grassroots activism is
transformed into global leadership.
The International Treatment Preparedness
Coalition (ITPC), a global network of
community activists and people living
with HIV, is an example of the power of
cross-border partnerships. The ITPC’s
Activist Development Programme trains and
supports health activists around the world in
advocacy and hands-on networking so they
can push for greater access to HIV treatment
and other life-saving medicines.
The Sex Worker Networks Consortium
also reaches across boundaries to link
often-beleaguered sex worker organizations
that are striving to protect the health and
human rights of sex workers.4 This global
consortium links six regional networks of sex
worker organizations, helping to develop
their management and programming
capacities, provide fundraising support
and back cross-border activities. Recent
campaigns have focused on confronting
violence against women, supporting
survivors and ensuring that relevant national
and international policies reflect sex worker
health and rights. The Consortium has
trained sex worker-led organizations in
more than a dozen countries to use the
Sex Worker Implementation Tool (SWIT)
for HIV and STI programming, and it
provides guidance for advancing the sexual
and reproductive health and rights of sex
workers.5,6 This has enabled sex worker-led

“ALL TOO OFTEN, ACTIVISM PITS ‘US’ VERSUS ‘THEM,’
BUT OUR COMMUNITY TREATMENT OBSERVATORY
MODEL FOSTERS A CULTURE OF COLLECTIVE
PROBLEM-SOLVING AMONG HEALTH-CARE WORKERS,
DECISION-MAKERS AND RECIPIENTS OF CARE. THE
BEAUTY OF THIS PROCESS IS THAT WE CHANGED THE
WAY PEOPLE LIVING WITH HIV WERE PERCEIVED. CLINICS
WERE NOW CALLING ON COMMUNITY DATA COLLECTORS FOR HELP WITH MONITORING. WHAT STARTED
OUT AS A REGIONAL PROJECT IN 11 WEST AFRICAN
COUNTRIES HAS BECOME A MODEL FOR COMMUNITY-BASED MONITORING ANYWHERE IN THE WORLD.”
Solange Baptiste, Executive Director, ITPC Global

organizations to push successfully for
significant policy changes in Guyana,
Kazakhstan, Kyrgyzstan, Mexico, Mongolia,
Myanmar, Peru and Suriname. In Mexico,
sex worker-led organizations now meet with
health authorities to deal with medicine
stock-outs.
The Caribbean Vulnerable Communities
Coalition is a regional coalition of about
40 grass-roots civil society groups that
work with marginalized populations who
are especially vulnerable to HIV due to

Organizing and capacity-building support was provided to Angola, Antigua, Bangladesh, Botswana, Brazil, Cambodia, China,
Colombia, Ecuador, Eswatini, the Gambia, Georgia, Guyana, Indonesia, Jamaica, Kazakhstan, Kenya, Kyrgyzstan, Mexico,
Mongolia, Myanmar, Nepal, Peru, Suriname, Trinidad and Tobago, Ukraine, Viet Nam and Zimbabwe. Please see:
https://robertcarrfund.org/networks/2016-2018/sex-worker-networks-consortium
5
The trained organizations were in countries that included Angola, Bangladesh, Botswana, Georgia, Guyana, Kenya, Kyrgyzstan,
Mexico, Mongolia, Myanmar, Nepal, Papua New Guinea, Suriname, Ukraine and Zimbabwe.
6
The SWIT is based on recommendations developed by the United Nations Population Fund (UNFPA), World Health Organization
(WHO), UNAIDS and the Global Network of Sex Worker Projects. It provides practical guidance on effective HIV and STI programming
for sex workers, as well as evidence of the positive impact of decriminalization of sex work and the involvement of sex workers in
developing policies and promoting practices that are rights-based.
4
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socioeconomic exclusion, punitive laws
and policies, and high levels of violence
and stigma and discrimination.7 In addition
to providing training and support for
community organizations, the Coalition
has launched a Shared Incident Database
in which 34 community organizations
in 11 countries catalogue human rights
violations, including more than 2000 cases
that merited potential pro bono legal
assistance. It also has sponsored community
education, advocacy and media work to
advance human rights through the region,
including community education related to
high-profile legal cases in Belize, Guyana,
Jamaica and Trinidad and Tobago. This
support to country-level activism is making
an impact. For example, high-profile legal
challenges have led the High Courts of
Belize and Trinidad and Tobago to strike
down national laws criminalizing same-sex
sexual relationships.
Similar alliance-building is underway in
the Middle East and North Africa, where
SIBA, a new youth-led network, has been
set up to reshape policy-making on HIV
and sexual and reproductive health and
rights. The first entity of its kind in that
region, SIBA emerged from a regional
consultation in August 2019 on the role of
youth in the region’s HIV response. It hopes
to emulate some of the success of the
Teenergizer movement of young people in
eastern Europe and central Asia, which has
successfully campaigned for the creation
of new youth-friendly HIV testing and peer
counselling services.
Community participation is a win–win
for governments and communities
Community engagement and
empowerment is a win–win scenario:
communities are supported to claim their
human rights, and governments are able
to accelerate their efforts to achieve HIV,
health and development goals. Country
reporting to UNAIDS shows that women
living with HIV, sex workers and gay men
and other men who have sex with men are
participating in the development of national
policies, guidelines and/or strategies
relating to their health (Figure 1.5).
Participation is lower for transgender
people, however, and people who inject

COMMUNITY ENGAGEMENT AND
EMPOWERMENT IS A WIN–WIN
SCENARIO: COMMUNITIES ARE
SUPPORTED TO EXERCISE THEIR
POWERS TO CHOOSE, KNOW, THRIVE
AND DEMAND, AND GOVERNMENTS
ARE ABLE TO ACCELERATE THEIR
EFFORTS TO ACHIEVE HIV, HEALTH AND
DEVELOPMENT GOALS.

drugs and current and former prisoners
are often left out of crucial strategic
decision-making.
A recent example of progress is Zimbabwe,
where a landmark national plan for
reaching key populations with HIV services
was developed with broad civil society
participation (see case study below).

Four powers of the people
Community-led action continues to
drive the HIV response—from treatment
monitoring groups in western and central
Africa to LGBTI rights activists in India,
from women’s organizations working to end
gender-based violence to regional youth
networks campaigning for safe access to
HIV services. Community organizations
confront rights abuses, combat stigma
and discrimination, challenge habits and
norms, demand equality, campaign for legal
change, manage community dialogues,
advocate for policy reform, deliver services
when other systems fail, run support groups,
perform research and monitor programmes.
In short, they are the backbone of the
HIV response. This report celebrates their
power and their contribution to the global
response to HIV, focusing on four themes:


T
 he power to choose: game-changing
new HIV prevention options such
as PrEP are bolstering the power of
people to choose among options that
best fit their needs. One size does not
fit all.

For more on the Coalition, please see: https://robertcarrfund.org/networks/2016-2018/caribbean-vulnerable-communitiescoalition
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FIGURE 1.5
Countries with community participation in the development of national policies,
guidelines and/or strategies relating to their health, global, most recent available data
UNAIDS policy monitoring includes separate reports from national authorities and civil society. The below
pie charts show the proportion of responses from each set of these reports regarding whether various
affected communities participate in the development of national policies, guidelines and/or strategies.
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be upheld if people at risk of HIV and
those living with HIV—from birth to
adolescence to adulthood—are to
thrive and reach their full potential.


The

power to demand: the power
of communities and individuals to
participate in the decisions that affect
them—to raise their voices, be heard
and have all of their inalienable human
rights respected.

When these powers are exercised, the
global target to end AIDS as a public health
threat by 2030 can be reached.
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AT A GLANCE
Getting on track to reach
the 90% reduction in HIV
infections by 2030 requires not
only making combinations of
prevention options available
and accessible to the people
who need them, but doing so
in ways that fit their different
needs and realities.
Holistic efforts are needed to
tackle the gender inequalities,
patriarchal norms and practices,
violence, discrimination and
other rights violations they face.

Women also need improved
integration of contraceptive
services with HIV and STI
testing, prevention and care
options, as well as strengthened
community-level prevention
outreach for women and men.

Community-led groups and
other civil society organizations
are at the forefront of changing
drug policies and providing
services to reduce the harms
associated with drug use,
including HIV.

PrEP is emerging as an
empowering prevention option
for women and girls who are at
high risk of HIV infection.

Data from recent populationbased surveys from 10
countries show that male
circumcision rates are
consistently higher in urban
areas.

POWER TO
CHOOSE

Different people in different situations have different needs. They require
different options to fill those needs. A young woman in southern Africa, a gay man
in South-East Asia and a person who injects drugs in the Middle East all face
different challenges that put them at risk of HIV. Effective prevention options exist
for them. They need the power to choose among them.
When used consistently and correctly,
condoms are highly effective at preventing
HIV and other sexually transmitted infections
(STIs). Comprehensive harm reduction,
including the provision of sterile injecting
equipment, can quickly halt HIV outbreaks
among people who inject drugs (1, 2).
People living with HIV who successfully
suppress their viral load to undetectable
levels with antiretroviral therapy do
not transmit the virus to anyone else.
Pre-exposure prophylaxis (PrEP) can virtually
eliminate the risk of acquiring HIV, and
antiretroviral medicines also prevent vertical
transmission of HIV to babies. Voluntary
medical male circumcision provides lifelong
partial protection against female-to-male
HIV transmission (3).
Over the past two decades, efforts to
expand the use of these prevention options
have seen the number of people globally
who acquire HIV each year fall from a peak
of 2.9 million [2.3–3.8 million] in 1997 to 1.7
million [1.4–2.3 million] in 2018 (Figure 2.1).

A lay provider from the Rainbow Sky Association
of Thailand discusses PrEP with a client. Rainbow
Sky is one of the five community-based organizations
in Thailand providing PrEP under the Princess
PrEP Project.

1

Progress has been strongest in eastern and
southern Africa, where the annual number
of new HIV infections has declined by 28%
since 2010. The incidence of HIV among
adolescent girls and young women (aged
15–24 years) in the region has declined by
42% since 2010 and by about two thirds
since 2000 (Figure 2.2).1 Rapid population
growth in the region, however, means
that the number of new infections in this
subpopulation decreased by only 28%.
Outside of eastern and southern Africa, new
infections declined by just 4% between 2010
and 2018 (all ages) and in some regions, they
have increased. The annual number of new
HIV infections rose by 29% in eastern Europe
and central Asia during that same period,
by 10% in the Middle East and North Africa,
and by 7% in Latin America. Globally, the
annual number of new infections since 2010
has declined by just 16%, and year-on-year
declines have slowed in recent years. This is
largely because key populations and their
sexual partners are still acquiring HIV at an
alarming rate: they accounted for almost two
thirds of new HIV infections in western and
central Africa in 2018 and for at least three
quarters of new infections in Asia and the
Pacific, Middle East and North Africa, eastern
Europe and central Asia, and western and
central Europe and North America.

The incidence of HIV infection is the estimated number of people acquiring HIV infection per 100 uninfected people per year.
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Getting on track to reach the 90% reduction
in HIV infections by 2030 that the United
Nations (UN) General Assembly pledged
to achieve requires not only making
combinations of prevention options
available and accessible to the people who
need them, but doing so in ways that fit their
different needs and realities. It also requires

community-level changes that remove
the social and structural drivers of the HIV
epidemic, including gender inequalities,
gender-based violence and the persecution
of marginalized populations. In other words,
people must have the power to choose—
and use—the options that work best for
them.

FIGURE 2.1
New HIV infections, global versus eastern and southern Africa and remaining regions,
1990–2018
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Source: UNAIDS epidemiological estimates, 2019 (see https://aidsinfo.unaids.org/).

FIGURE 2.2
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Melody and Trish, sex workers from Epworth, Zimbabwe, deliver condoms to the club where they work. The condoms are
provided by Katswe Sistahood, an organization which advocates for women to fully attain their sexual and reproductive
rights in Zimbabwe.
Credit: UNAIDS/C. Matonhodze

Women-centred approaches
to sexual and reproductive
health and rights
Adolescent girls and young women
continue to be at risk of HIV infection,
particularly in sub-Saharan Africa. Gender
inequalities, patriarchal norms and
practices, violence, discrimination and
other rights violations, and limited access
to comprehensive sexuality education and
sexual and reproductive health services still
badly compromise their attempts to protect
their health and improve their well-being.
In eastern and southern Africa, for example,
almost three times as many adolescent
girls and young women (aged 15–24 years)
acquired HIV in 2018 compared to their
male peers. Among those aged 15 to
19 years, that ratio was even greater: girls
were almost five times more likely to
acquire HIV than boys.

EACH WEEK, AN ESTIMATED 6000 YOUNG
WOMEN (AGED 15–24 YEARS) ARE
INFECTED WITH HIV

Achieving the Sustainable Development Goals
(SDGs)—including ending the AIDS epidemic
as a public health threat—will be impossible
as long as women and girls are denied
control over their bodies and their sexual
and reproductive lives, and are prevented
from fully claiming their human rights. The
importance of this challenge was evident in
the recent Evidence for Contraceptive Options
and HIV Outcomes (ECHO) trial in Eswatini,
Kenya, South Africa and Zambia. The results
highlighted the ongoing need for evidenceinformed and women-centred interventions—
biomedical, social and economic—that protect
the health and lives of women, especially
young women and adolescent girls.

POWER TO CHOOSE
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FIGURE 2.3
Women’s demand for family planning satisfied by modern methods, by age, 2013–2018
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Note: Data coverage of aggregates: Total: 46 countries; western and central Africa: 13 countries; Asia and the Pacific: 10 countries;
eastern and southern Africa: 13 countries. Data included refer to all women, except for Afghanistan,
Bangladesh, Jordan and Pakistan; those data refer to currently married women only.
Source: Demographic and Health Surveys, 2013–2018.

The ECHO trial spanned the intersecting
issues of contraception, sexual and
reproductive health, HIV and human rights.
It was primarily designed to assess the
impact of three different contraceptive
options on the HIV risk of women, most
of them younger than 25 years. All three
contraceptive methods studied were
found to be effective, and the participants
wanted and were willing to use a range of
contraceptive methods (4).
However, despite regularly accessing health
services during the trial that included HIV
prevention, participants in all three trial arms
had a high incidence of HIV infection (about
3.8%)(4). Incidence was highest among
women younger than 25 years. These results
highlighted the fact that even women and
girls who were accessing services had limited
ability to avoid acquiring HIV.
The ECHO trial underlined the substantial
need in sub-Saharan Africa for sexual
and reproductive health services
(including modern contraception) that
are woman-centred, youth-friendly and
grounded in informed choice (5). Overall,
almost 50% of women (aged 15–49 years)
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THE ECHO TRIAL RESULTS SHOWED THAT
EVEN WOMEN AND GIRLS WHO WERE
ACCESSING SERVICES HAD LIMITED
ABILITY TO AVOID ACQUIRING HIV.

in sub-Saharan Africa have unmet needs for
modern contraception, and that gap is even
higher (almost 60%) among adolescent girls
aged 15–19 years (Figure 2.3) (6).
Improving HIV and other sexual and
reproductive health outcomes for women
requires changes to make services responsive
to their needs. All women must have safe
and effective choices for contraception and
HIV and other STI prevention—and they
should be able to exercise those choices
freely. Women need improved integration
of contraceptive services with HIV and STI
testing, prevention and care options, as well
as strengthened community-level prevention
outreach for both women and men. There
also remains an urgent need for a broader
range of effective HIV prevention options,
especially for adolescent girls and young
women who are at high risk of HIV infection.

Dr. Magreth Mayala counsels a client on family planning at a clinic in Vijibweni Hospital.
Credit: UNAIDS/D. Msirikale
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CASE
STUDY
PEER-LED PROTECTION FOR SEX WORKERS
in South Africa
Sex workers in South Africa work and live in hostile environments where sex work is illegal,
violence is commonplace, social stigma is rife and police harassment is a constant risk (7).
This limits their ability to protect themselves against HIV infection and other dangers.
Extraordinarily high levels of HIV infection have been reported among sex workers in
South Africa: a large survey conducted in 2014 found that HIV prevalence was 72% in
Johannesburg, 54% in Durban and 40% in Cape Town (8). It has been estimated that as
many as one in five new infections annually in South Africa may be associated with sex
work (9).

People who engage in sex work are entitled to the
same rights and freedoms as everyone else.

The Networking HIV and AIDS Community of South Africa (NACOSA) sex work programme
is a peer-led initiative grounded in the country’s National Sex Worker Plan and its National
Strategic Plan 2017–2022, both of which emphasize the protection of human rights (10, 11).
NACOSA, a southern African network of civil society organizations focusing on HIV- and
tuberculosis-related activities, used the UN-supported Sex Worker Implementation Tool
(SWIT) to develop a programme that aims to enable sex workers to claim their human
rights and access the information and services they need to protect their health (12).
The programme is peer-led, with former or current sex workers across 14 districts in
eight provinces acting as peer educators and filling other roles. It uses a microplanning
methodology, in which educators work closely with their peers in specific areas over long
periods. This builds consistency and trust, allows for more personalized support and has
led to increased and more regular use of health services.
Since 2016, the programme has reached more than 71 000 sex workers with a range of
services, including risk reduction counselling, basic health and human rights information,
and psychosocial support. Along with distributing condoms and lubricants, the programme
offers advice on negotiating condom use, and it supports increased access to primary
health-care services, including for sexual and reproductive health and HIV testing and
treatment (Figure 2.4). Of the almost 40 000 sex workers (about 94% of whom were women)
who took an HIV test, three in four were HIV-positive, and the programme succeeded in
starting 84% of those women on HIV treatment. A small PrEP component will soon be
expanded countrywide.2
Officially, sex work remains illegal in South Africa, and stigma and discrimination against
sex workers is still rife, although sensitization training for police and health-care and social
workers is making a difference in some districts: there are usually fewer reports of rights
violations against sex workers after the training. When those violations do occur, however,
peer educators document them and, when possible, arrange legal assistance for the
affected sex workers.

PrEP is available to sex workers through other channels. According to Global AIDS Monitoring 2019 data, about
4100 sex workers in South Africa used PrEP at least once in 2018.

2
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FIGURE 2.4
A snapshot of the capacity-building and training in South Africa’s peer-led sex worker
programme, 2016–2019
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PrEP: an additional HIV
prevention choice
Oral PrEP is an HIV prevention choice that
is increasingly in demand in industrialized
countries, and by early 2019, at least 20
countries globally were managing national
PrEP programmes. A further 40 were
operating pilot or demonstration projects.
Several programmes that have focused on
gay men and other men who have sex with
men, transgender persons and sex workers
have shown considerable impact, and PrEP
is now being rolled out in sub-Saharan
Africa as an additional prevention choice for
serodiscordant couples and adolescent girls
and young women who are at high risk of
HIV infection (13–16).
The United States of America has led the
world in the roll-out of PrEP, with more than
130 000 current users in mid-2019. More than
55 000 additional people were accessing
PrEP in western and central Europe and
other parts of North America (17).3 By the

FIGURE 2.5
Countries reporting barriers that limit access to
pre-exposure prophylaxis (PrEP), global, 2019
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end of 2018, more than 30 000 people
had used PrEP at least once in the past 12
months in Kenya, as had more than 8000
in South Africa, more than 7000 in Lesotho
and more than 8000 in Brazil. Further global
expansion of PrEP requires countries to
address regulatory issues and other barriers
that are stopping people who want to use
PrEP from doing so (Figure 2.5).
Getting the most out of PrEP for
women and girls
PrEP is emerging as an empowering
prevention option for women and girls
who are at high risk of HIV infection, and
countries in sub-Saharan Africa have begun
rolling out PrEP for these women. Practical
and social considerations for successful and
sustained use are being grappled with as
PrEP availability expands (27, 28).
Knowledge about PrEP has grown
enormously among women and girls in
Africa in the past year. Community-level
stigma and misconceptions sometimes
surround PrEP’s introduction (29). Women
and other PrEP users in Kenya, for example,
have reported that PrEP use is associated
with sexual promiscuity, or that it is believed
within their communities to be unsafe for
one’s health or an indication that a person
is HIV-positive (30). Such misconceptions
can be barriers for adolescents and young
adults (31). In a recent study in Kenya, South
Africa and Zimbabwe, health-care providers
supported providing PrEP for young women,
but they had reservations about doing so
for adolescent girls, citing concerns about
negative reactions from the parents or
partners of the girls (32).
Uptake is high when women and girls
are provided with accurate and relevant
messaging about PrEP, including compelling
explanations of its benefits, and when PrEP
is framed as an empowering prevention
method and a positive life choice (28,
33). In the Eswatini PrEP demonstration
project, for example, women said that PrEP
boosted their sense of protection, relieved
their fear of acquiring HIV and facilitated
sexual enjoyment (34). Uptake is also
high in projects that integrate PrEP into
youth-friendly health services and family
planning clinics, and when it is separated
from HIV treatment (28, 35).

An unreported number of people in the region are accessing PrEP through private means, including online purchases.
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COMMUNITY
VOICES

“WE HAD TO
DO SOMETHING”
TO GET
PREP NOW

When Greg Owen first heard about a pill that
could keep people from acquiring HIV, he didn’t
believe it. He asked around in London, where
he lives, and discovered that PrEP was only
available in the United States and in a clinical
trial in England.

“I finally got hold of PrEP via a friend in August
2015,” he recalls. “The next day I went for an HIV
test and it came back positive.” He’d acquired
HIV infection in the preceding months, while he
was desperately trying to get hold of PrEP. It felt
as if the system had failed him.
“We decided we had to do something,” Mr
Owen says. He and a friend gathered as much
information as they could about PrEP, including
where to obtain it, how to take it and other
advice. They set up a website, IwantPrEPnow
(www.iwantprepnow.co.uk), to share the
information and campaign for wider PrEP access.
The site went live in October 2015. With a little
money and a lot of research and advocacy,
IwantPrEPnow attracted a growing audience.
“There was a clear need for drug advice in the
community,” Mr Owen says.
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As awareness about PrEP grew, demand rapidly
increased. In England, more than 10 000 people
have access to PrEP through the PrEP Impact
Trial, while in Northern Ireland, Scotland and
Wales, it is available through public sexual health
clinics (25). Many people also obtain PrEP online.
“PrEP has been a game changer,” Mr Owen
believes. “We have already stepped up regular
testing, we’re encouraging increased condom
use and starting people on treatment as soon
as possible—PrEP completes that combination
prevention picture.”
In the past two years, new HIV diagnoses among
gay men and other men who have sex with men
in the United Kingdom of Great Britain and
Northern Ireland have decreased by more than
30% (26). But Mr Owen believes that PrEP’s
benefits go beyond preventing HIV infections.
People feel liberated again, he says, freed from
the blame and shame associated with having sex
without condoms.
IwantPrEPnow continues its work to increase
access to PrEP for everyone who needs it,
particularly women, transgender people and
communities of colour. “A community means no
one is left behind . . . no one gets turned away—
that’s a real community,” says Mr Owen.

POWER TO THE PEOPLE
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CASE
STUDY

ROYAL BACKING FOR PREP
in Thailand
A combination of royal patronage and grass-roots engagement has seen PrEP in Thailand move from a key
population-led pilot to being provided free under the country’s universal health coverage benefits package
to everyone at increased risk of HIV infection.
Her Royal Highness Princess Soamsawali Krom Muen Suddhanarinatha, who has championed Thailand’s
breakthrough Princess PrEP project, presided over the launch of the national PrEP programme in October
2019.
Established in 2016 as a three-year demonstration project, Princess PrEP’s main purpose was to generate
evidence to support calls for the Thai government to allow PrEP to be dispensed by trained community
health workers who belong to key populations (18). The project is a prevention partnership that includes
the Royal Thai Princess, the public (via a donation fund), the United States Agency for International
Development (USAID) LINKAGES project, the Thai Government Pharmaceutical Organization and two
pharmaceutical companies (Hetero and Mylan). In 2019, the partnership provided free PrEP services to
thousands of people in six Thai provinces (Figure 2.6).
About 4000 people were accessing PrEP through the project in mid-2019, more than half of the 7200
people using PrEP in Thailand at the time. Another quarter of Thai PrEP users were accessing it through
the fee-based PrEP-30 and PrEP-15 projects, which have a large proportion of non-Thai users (19). More
than 80% of PrEP users in the Princess PrEP project are gay men and other men who have sex with men;
transgender women make up a further 15%. These two population groups account for more than half of
new HIV diagnoses in Thailand each year (20).
The project adopted Thailand’s key population-led health services model, in which members of key
populations identify and meet the HIV and other health-related needs of their peers (21). Community
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FIGURE 2.6
Examples of community health centres participating in the Princess PrEP programme,
and the reach–recruit–test–treat/prevent–retain cascade used in the programme
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health workers—who belong to the key populations they serve—provide same-day services that
include risk assessment, counselling and an HIV test. Depending on the outcome of that test,
they also provide a referral to antiretroviral therapy or an in-depth discussion about taking PrEP
and a one-month supply of pills—all in a nonjudgmental and supportive atmosphere (20).
A programme review published in a 2018 study reported that the total number of key
population clients receiving PrEP under a key population-led health services model was six
times higher than at government facilities (22). Retention has been highest among gay men
and other men who have sex with men (especially those older than 25 years and with tertiary
education) and lowest among transgender women. The latter show strong interest in taking
PrEP but find it more difficult to continue using those services: concerns about potential
interactions between PrEP and hormone therapy and discomfort about accessing PrEP through
services designed for men may be discouraging factors (21, 23).
Options that are being explored to improve retention and adherence include adapting some
health-care support for online platforms, an approach that has been effective for HIV treatment
linkages but has not yet been applied to PrEP services. Enhanced counselling for first-time users
is also being considered (24).
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Mahlapane Lipholo, a voluntary community advocate from Jhpiego Lesotho, shares information on the benefits of PrEP
with young women employees of the Glory International Textile factory in Maseru, Lesotho.
Credit: UNAIDS/M. Hyoky

FIGURE 2.7
Percentage of currently married women who
say that they make decisions on their health
care alone or jointly with their husband,
by age, 2013–2018
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Source: Demographic and Health Surveys, 2013–2018.
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Lesotho’s PrEP roll-out is also showing that
proactive community-led demand creation
works well, and that PrEP user clubs and
social media-based group support can
help reduce early drop-out rates. More
than 12 000 people enrolled during the first
18 months of the USAID-funded TSEPO
programme, and more than 80% of new PrEP
users are adolescent girls and young women
or members of key populations (36).
Some research has highlighted male
partners as a potential barrier, which is
too often the case for women seeking
health care (Figure 2.7) (35). A study from
KwaZulu-Natal province in South Africa
reported that although PrEP was acceptable
to women, many of their male partners
opposed its use (37). Partnerships between
health-care providers and community groups
will be important to improve understanding
of PrEP (including among partners), foster
demand and support adherence (27, 38).
Adherence is important to PrEP’s success
as an HIV prevention tool (39, 40). Some
early PrEP trials showed high adherence and

impact, while others reported steep drop-off
rates among adolescent girls and young
women after the first few months of use (26,
41–45). Similar drop-off rates have been seen
more recently in Project PrEP in Kenya and
South Africa (46).
It is clear that efficacy is high when high
adherence is achieved (47). When the
HPTN 082 PrEP trial in South Africa and
Zimbabwe added steps to facilitate peer
support, publicize the benefits of PrEP and
engage community stakeholders more
closely, retention was 88% at six months
(48). Younger users benefit from boosted
adherence support or frequent contact with
health providers, and support from peers,
partners and family is especially important
(28, 49).
It’s not unusual for adolescent girls and
young women who stop taking PrEP to
restart a few months later. The interruptions
are often intentional (e.g., during periods of
abstinence)—a reminder that perceived risk
is a significant factor in the decisions that
women and girls make to start and keep
taking PrEP (50). In studies from East Africa,
for instance, women were much more likely
to continue using PrEP—and to do so for
long periods—if they knew their partners
were HIV-positive (51, 52).

PrEP is not a “magic bullet” for HIV
prevention: it is a component of a robust
combination HIV prevention programme.
As well as making multiple prevention
options available, programmes must tackle
contextual factors that put people at risk
of HIV infection and prevent them from
accessing services. Improved syndromic case
management of STIs should be part of PrEP
provision, as should screening and support
for gender-based violence and mental health
issues, and interventions that boost the
autonomy of women and girls (28, 53).

Community-based harm reduction
The world is still failing to protect the
health and human rights of the majority
of people who use drugs. National drug
policies have regressed in recent years,
with repressive strategies finding renewed
favour in countries such as Bangladesh,
Indonesia, the Philippines and Sri Lanka, and
continuing in many others (54). People who
use drugs across the world face violence,
criminalization and exclusion, and they are
routinely denied access to basic health and
other services (55).
Only a small minority of people who inject
drugs live in countries with adequate
coverage of both needle–syringe

SOME BASIC STEPS TO FACILITATE ACCESS TO PREP FOR WOMEN
AND GIRLS
















4

Remove or reduce legal and policy barriers (such as age of consent requirements) that block access to PrEP,
sexual and reproductive health services, and HIV services for young people and women.
Eliminate licensing and regulatory constraints for PrEP use.
Integrate PrEP into health services that sexually active adolescents and young adults are likely to use.
Involve young women and men in the development of PrEP services and service promotion.
Foster demand by presenting PrEP as a highly effective prevention method that women and girls can control.
Increase awareness and understanding about PrEP among potential users and peers, partners, parents and
the wider community.
Sensitize and train health-care providers to integrate PrEP with sexual and reproductive health services and
to provide respectful, age-appropriate services.
Back PrEP provision with peer support and interventions that address legal (e.g., age of consent constraints),
social (e.g., gender-based stigma and discrimination, and threats of violence) and affordability barriers.4

The recommendations in this list are compiled from various references cited in this chapter.
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programmes and opioid substitution
therapy, despite the well-documented
public health benefits of harm reduction
programmes (56–60).
The most recently available data from
national health authorities show that
needle–syringe programmes were
operational in only 54 out of 135 reporting
countries, and that opioid substitution
therapy programmes were operational in
48 of 134 reporting countries. The scale and
quality of those services varied widely. It is
under these conditions that the incidence
of HIV infection among people who inject
drugs appears to have risen over the past
decade, from 1.2% [1.0–1.3%] in 2011 to 1.4%
[1.2–1.5%] in 2017 (61).
Community-led groups and other civil
society organizations are at the forefront
of changing drug policies and providing
services to reduce the harms associated with

drug use, including HIV. In 2018, civil society
organizations were operating needle–syringe
programmes and/or opioid substitution
therapy programmes in 47 countries in all
regions.
Examples include a community-driven
project in Myanmar’s Kachin State that
focuses on providing women-specific harm
reduction services. Gender disparities,
poverty, intimate partner violence and
unsafe sex work environments all contribute
to the vulnerable condition of women who
use drugs (61). Women are nominally able
to access harm reduction services at regular
drop-in centres, but stigma surrounding
drug use and sex work is a deterrent, and it
stops many women from receiving medical
and psychosocial support (63). To address
this, a women’s drop-in centre largely run by
women who use drugs provides free harm
reduction services (including sterile injecting
equipment and condoms) and counselling

At the UPAM addiction centre in M’bour, Senegal, mentors and peer educators provide information and link people who
use drugs to opioid substitution therapy. UPAM provides decentralized services in collaboration with the Dakar Addiction
Centre, the first publicly funded harm reduction centre in West Africa. It’s an example of how state structures and civil
society groups (including community organizations) can work together to provide harm reduction services to people who
use drugs, and support them to reintegrate into society (62).
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for individuals and couples about safer sex
and drug injecting practices. It also offers
basic primary health care and reproductive
health services. The centre serves 30–40
women each day and reaches another 500
with outreach services (63).

how to reduce the harm associated with
stimulant drug use. It is a valuable service in
a country where harsh drug laws and police
harassment deter drug users from accessing
health-care information and services (64).
Despite these successes, community-led
projects remain the exception to the rule in
too many places, stymied by a lack of funding,
counterproductive legal and regulatory
environments, and the hostile practices of
law enforcement officials and health-care
providers. Until these conditions improve, the
full potential of community-driven initiatives
will not be realized.

The Karisma Recovery Society’s shabu
harm-reduction outreach project in Jakarta,
Indonesia, is filling another common gap.5
Established in 2016, it was the first harm
reduction project in South-East Asia to focus
on users of methamphetamine. Outreach
workers and peer educators in the project
provide drug users with information on

RURAL GAP IN MALE CIRCUMCISIONS
There has been progress towards the 2020 target of 25 million additional voluntary medical male circumcisions
for HIV prevention. About 11 million have been performed in 15 priority countries in eastern and southern
Africa since the beginning of 2016, including more than 4 million in 2018. Data from recent population-based
surveys from 10 of these countries show that medical circumcision is consistently higher in urban areas (Figure
2.8). There is a need to strengthen community outreach services, including through the use of mobile clinics, to
bring voluntary medical male circumcision to underserved rural areas.

FIGURE 2.8
Percentage of medical male circumcision, by residence, selected countries, 2014–2017
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Note: Indicator refers to self-reported circumcision by a health worker (Demographic and Health Surveys) or a doctor
(Population-based HIV Impact Assessment Survey) and can be considered a proxy for medical circumcision.
Source: Population-based HIV Impact Assessment Survey; and Demographic and Health Surveys, 2014–2017.

Shabu is a slang term for methamphetamines that is used in certain parts of the Asia–Pacific region.
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AT A GLANCE
There has been strong progress
towards the 90–90–90 targets.
However, there often are large
disparities in knowledge of HIV
status, both geographically and
by subpopulation.
HIV self-testing is an important,
discreet addition to facilitybased approaches. Communityled and community-engaged
efforts are empowering people
to choose for themselves the
circumstances in which they
take an HIV test.
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All young people have a
right to comprehensive, ageappropriate sexuality education
that is relevant to their needs
and experiences.
Community monitoring is a
form of public oversight that
can be used to hold health
systems accountable for
providing quality services.
Information collected by
community data collectors is
being used to advocate for
health service improvements.

HIV-related stigma and
discrimination—often
reinforced by laws and
structural inequities—interfere
with the ability of people
to access the testing and
treatment services they need.
Community-led and communityengaged efforts are combining
service provision with safe
spaces and advocacy that
mitigate the negative impact of
threatening environments.

POWER TO
KNOW

The power to know is essential to ending the HIV epidemic—including knowing
how to prevent the acquisition and transmission of HIV, knowing your HIV status
and, if living with HIV, knowing your viral load. It is the power to understand one’s
options and to take steps to ensure one’s health and well-being.
Women, girls, men, boys and members of
key populations all face distinct barriers to
acquiring the knowledge they need. Many
adolescents are denied access to sexuality
education and youth-friendly services and
face age-related legal restrictions. Gender
inequality is at the root of multiple barriers
faced by women and girls, and men can be
trapped by gendered expectations around
masculinity that make them less likely to
seek health care. Key populations face
criminalization and multiple levels of stigma
and discrimination related to behaviours
and status that prevent or deter them from
accessing the services they need.
The power to know also includes knowledge
about HIV epidemics and responses. In
many places, a lack of data and resource
constraints mean that programmes are not
adequately monitored and deficiencies are
left unaddressed. Such knowledge is not
just for health systems and programme
managers: communities require that
knowledge in order to hold duty bearers
accountable for meeting their commitments
to the people they serve.

Members of the New Men and Women of Panama
Association (AHMNP) accompany peers to a
LGBTI-friendly clinic in Panama City, Panama.

The power to know and the
90–90–90 targets
HIV testing gives people the knowledge
they need to make choices about their
lives and their health. Where people are
empowered to access HIV testing and
discover their HIV status, those who test
negative can seek out ways to remain
so. Those who test positive can access
treatment and services that support them
to achieve durable viral suppression that
safeguards their health and protects others
from infection.
The 90–90–90 targets have inspired progress
towards these outcomes: they call for 90%
of people living with HIV to know their
HIV status, 90% of people who know their
HIV-positive status to be accessing treatment
and 90% of people on treatment to have
suppressed viral loads by 2020. At the end of
2018, nearly four in five people living with HIV
globally knew their serostatus, 78% [69–82%]
of people who knew their status were on
treatment and 86% [72–92%] of those on HIV
treatment were virally suppressed. However,
gaps across the HIV testing and treatment
cascade have left the world shy of the 2020
goal of 30 million on treatment, and nearly
half (47%) of people living with HIV in 2018
had unsuppressed viral loads.

Credit: Vía Libre/Ramón Lepage
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Late knowledge of HIV status
perpetuates epidemics
There often are large disparities in
knowledge of HIV status, both
geographically and by subpopulation. In
eastern and southern Africa, for example,
young people and men living with HIV are
much less likely to be aware of their status:
while 90% [88–92%] of women living with HIV
aged 25 and above knew their status in 2018
(thanks in large part to the success of efforts
to prevent mother-to-child transmission),
that was the case among only 80% [77–83%]
of men of the same age, 66% [62–71%] of
young women (aged 15–24 years) and 50%
[46–54%] of young men (aged 15–24 years).
In western and central Africa, the gaps are
even larger (Figure 3.1).

These estimates reflect that young men
and adult men generally interact with the
health system far less than adult women. In
high-prevalence settings, lower knowledge
of HIV status and treatment coverage among
men combines with gender inequalities that
sanction the subordination of women and
girls, magnifying their HIV risk. As a result,
59% of new adult HIV infections in eastern
and southern Africa in 2018 were among
women. Special efforts are needed to
address the barriers faced by men living with
HIV to know their HIV status and suppress
their viral laods, and holistic efforts are
needed to tackle the gender inequalities,
patriarchal norms and practices, violence,
discrimination and other rights violations
that women and girls face every day (see
Power to thrive chapter).

A special analysis of data from two
countries in eastern and southern Africa
reveals longer durations between infection
and diagnosis among men compared
to women, and among young people
compared to older adults. In Malawi, the
average time to diagnosis was twice as
long for men than women; in Mozambique,
young men (aged 15–24 years) living with
HIV were on average diagnosed more than
four years after infection, compared to
one year for young women living with HIV
(Figure 3.2).

LOWER KNOWLEDGE OF HIV STATUS AND
TREATMENT COVERAGE AMONG MEN
COMBINES WITH GENDER INEQUALITIES
THAT SANCTION THE SUBORDINATION OF
WOMEN AND GIRLS TO PERPETUATE HIV
EPIDEMICS.

FIGURE 3.1
Number of adults living with HIV who know their HIV status, by age and sex, 2014–2018
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Source: Estimates shared in personal communication from K Giguère, JW Eaton, and M Maheu-Giroux, October 2019. For more details on the
estimation method, see National HIV testing and diagnosis coverage in sub-Saharan Africa: a new modeling tool for estimating the “first 90” from
program and survey data. Maheu-Giroux, M, Marsh K, et al. bioRxiv 532010; doi: https://doi.org/10.1101/532010.
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Knowledge of HIV among young people
is alarmingly low in many regions. In
countries with recently available survey
data, just 23% of young women (aged
15–24 years) and 29% of young men (aged
15–24 years) have comprehensive and
correct knowledge of HIV. In sub-Saharan
Africa, where the risk of HIV acquisition for
young people is greatest, young women
and men have slightly higher knowledge
(31% and 35%, respectively) (2).1

FIGURE 3.2
Average time between infection and diagnosis,
by age and sex, selected countries, 2018*
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All young people, including young
people from key populations and other
vulnerable communities, have a right to
comprehensive, age-appropriate sexuality
education that is relevant to their needs
and experiences. Comprehensive sexuality
education lays a basic foundation for
empowering young people, especially
adolescent girls and young women, to
understand and claim their health rights,
make informed choices, have pleasurable
and safe sex lives, and enjoy mutually
respectful relationships.
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* Includes competing risk of HIV death.
Source: Estimates shared in personal communication from K Giguère,
JW Eaton, and M Maheu-Giroux, October 2019.
For more details on the estimation method, see National HIV testing and diagnosis
coverage in sub-Saharan Africa: a new modeling tool for estimating the “first 90”
from program and survey data. Maheu-Giroux, M, Marsh K, et al. bioRxiv 532010; doi:
https://doi.org/10.1101/532010.

BARRIERS FACED BY WOMEN AND GIRLS
Structural factors—such as poverty, economic security and lack of decision-making power—affect women’s access to health
and resources, including those related to HIV. Women and girls living with HIV face multiple barriers to prevention,
testing, treatment and viral suppression that are rooted in gender inequality. Gendered roles and responsibilities can
prevent women from seeking out and benefiting from services: they may have to ask permission from husbands or other
family members, or their caregiving responsibilities may interfere with their ability to attend clinics. Access to treatment is
also impeded by violence, including in the home, the community and health facilities.
Violations of the rights to privacy, confidentiality and bodily integrity in health-care services may disproportionately affect
women, and they may resist treatment due to its side effects, including changes in body shape that do not adhere to gender
norms and expectations for women’s bodies and sexuality. Livelihood challenges—including food security, nutrition and
housing—also present barriers to service access.
All of these factors interact with the common taboos and misconceptions that surround HIV, leading to multiplied
fears and experiences of stigma and discrimination. These in turn contribute to status non-disclosure, lower adherence,
depression, low self-esteem and self-worth, and other mental health problems (1).
Data from population-based surveys conducted between 2013 and 2018 were available for young women in 68 countries globally and 31 countries in sub-Saharan
Africa, and for young men in 54 countries globally and 30 countries in sub-Saharan Africa.

1
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A sex worker prepares to self-test for HIV at her home in Kazo, Uganda.
Credit: UNAIDS/E. Echwalu

United Nations (UN) agencies have recently
updated their guidance on sexuality
education based on extensive evidence
showing that sexuality education—in or
out of schools—does not lead to increased
sexual activity, sexual risk-taking or higher
infection rates for HIV or other sexually
transmitted infections (STIs) (3).
Sexuality education is especially powerful
when it confronts inequities that skew
people’s lives and prospects. For example,
sexuality education that addresses
gender inequality and power imbalances
in relationships is up to five times more
effective at reducing STIs and unintended
pregnancies than standard approaches that
neglect those issues (4, 5).
In most countries around the world, school
curricula and education policies include
some form of sexuality education, although
implementing these policies remains a
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major challenge, as does the quality of the
education provided. Involving young people
in the development and implementation of
policies has been shown to improve their
effectiveness. Incorporating referrals to
age-appropriate, gender-responsive sexual
and reproductive health services (including
for STIs and HIV) can also improve their
impact (4, 6).

Expanding HIV testing options
Accessing HIV testing, particularly in
facilities, can be difficult for people who
belong to key populations (particularly
where they are criminalized) and adolescents
(particularly where age-of-consent laws
are in place). Concerns about privacy and
confidentiality, long travel distances and
inconvenient clinic opening hours also
discourage use.

“THE BEST WAY TO COMMUNICATE
WITH MEN IS THROUGH THEIR PEERS.”
David Mawejje, International Labour
Organization National Officer,
Uganda (13)

Innovative approaches that expand the ways
in which people can test for HIV increase the
likelihood that people living with HIV will
know their status early, thus allowing timely
treatment and reducing the rate of new
infections. For example, the International
Labour Organization (ILO) VCT@WORK
campaign increases access to voluntary
testing, counselling and treatment for
workers, their families and communities (12).
VCT@WORK expanded in 2019 to
reach 20 000 Ugandan workers in the
male-dominated economic sectors of road
construction and transport. A campaign
for male champions has trained 46 men
to serve as HIV peer educators, including
by challenging gender-related attitudes
around masculinity that can drive high-risk
sexual behaviours (such as low condom
use or having multiple partners) and poor
health-seeking behaviours. ILO, UNAIDS
and the United Nations Entity for Gender
Equality and the Empowerment of Women
(UN Women) are also organizing HIV
awareness and testing events during boxing
tournaments, with messages about testing
on video screens and HIV service providers
on site to offer HIV counselling and testing
to the men who come to watch the fights.
Unions and employer organizations,
Uganda’s AIDS Commission and health-care
providers are also working together to
promote early HIV testing, including through
workplace health fairs that provide HIV
testing and prevention and refer workers for
further counselling and treatment (13).
HIV self-testing
Self-testing is an important, discreet
addition to facility-based approaches,
empowering people to choose for
themselves the circumstances in which
they take an HIV test. Since a second
test is needed to confirm diagnosis,
self-testing policies must include measures

to link self-testers to confirmation testing,
diagnosis and treatment where necessary.
According to a 2017 systematic review, HIV
self-testing increases the uptake of HIV
testing among both individuals and couples,
especially men (14). Demonstration projects
in Malawi, Zambia and Zimbabwe found
that when HIV self-testing was delivered at
scale, it reached high proportions of men,
young people and first-time testers (15).
Studies in several African countries also
indicate that when pregnant or postpartum
women deliver HIV self-testing kits to their
male partners, acceptability and uptake is
high among the men (16, 17). This enables
the woman to know whether she is at
heightened risk of acquiring HIV, indicates
to her partner if he should seek treatment
and helps the couple take the necessary
preventive precautions. In a roll-out of
self-testing in Zambia, more men than
women accessed HIV self-testing, although
men were still much less likely than women
(32% compared to 68%) to immediately link
to care if they tested HIV-positive (18).
Community-led and community-engaged
efforts increase access to self-testing.
In Zimbabwe, men valued the privacy
and confidentiality afforded them when
community mobilizers offered self-testing
kits, giving many who otherwise would
not visit health facilities the opportunity
to know their HIV status (19). In Burundi,
peer-mobilized self-testing increased HIV
diagnoses and linkage to care among
female sex workers and gay men and other
men who have sex with men, with linkage
to care especially high among the women
(97% compared to 74% among men) (20). In
India, transgender women found self-testing
acceptable, preferring to access kits
provided in community-based settings and
be assisted by a peer to use the kit for their
first try (21).
Regulatory barriers appear to be limiting
the availability of HIV self-testing. Just 77
countries reported in 2019 that they have an
HIV self-testing policy; among those, only 38
were implementing the policy. Another 47
countries reported that a policy was under
development, and 33 reported that they are
piloting HIV self-testing (Figure 3.3).
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FIGURE 3.3
National policies on HIV self-testing, as of July 2019
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Source: UNAIDS Global AIDS Monitoring, 2019
(see https://aidsinfo.unaids.org/); and World Health Organization
(WHO) HIV Country Intelligence Tool.
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CASE
STUDY

The Safeguard Young People programme uses a range of
approaches to reduce HIV transmission among adolescents and
young people in eight southern African countries. Project data
suggest that school dropout rates, early marriages and teenage
pregnancies have decreased, and that drop-outs are returning to
complete their educations.

SAFEGUARDING
YOUNG PEOPLE
in southern Africa
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The Safeguard Young People programme by the United Nations Population
Fund (UNFPA) is working in eight southern African countries with high HIV
prevalence to reduce HIV transmission among adolescents and young
people. The focus is on improved access to high-quality out-of-school,
rights-based and gender-equitable comprehensive sexuality education and
sexual and reproductive health and rights services.
Safeguard Young People uses a range of approaches, including
community-based comprehensive sexuality education delivery, the TuneMe
mobile site (www.tuneme.org) and edutainment through songs and music
videos. Especially significant are engagements with community leaders
and traditional chiefs to ensure that factually correct HIV and sexual and
reproductive information is available during initiation rites and at community
events. By the end of 2018, the programme had reached almost 6.7 million
young people.
UNFPA has developed the Regional Comprehensive Sexuality Education
Resource Package for Out-of-School Young People to help ensure
consistently high standards across the interventions (7). The resource
package, which is designed for flexible use in and outside formal classroom
settings, includes an observation and monitoring tool, the iCAN life skills
package for young people living with HIV and a set of animated videos
for youth aged 10–14 years (8, 9). Sexuality education materials for young
people with disabilities are also being piloted.
A recent evaluation of Safeguard Young People found that it has helped
create the preconditions for reducing new HIV infections and for improving
the sexual and reproductive health status of young people. Project data

Credit: UNFPA

suggest that school dropout rates, early marriages and teenage pregnancies have
decreased, and increasing numbers of girls who have dropped out of school are
returning to complete their educations (10).
TuneMe: putting sexuality education in the hands of young people
In southern Africa, “tune me” is slang for “tell me.” It’s also the name of a mobile
health (mHealth) tool that is reaching large numbers of adolescents and young
people with accurate information on their sexual and reproductive health and
rights. Part of the Safeguard Young People programme, TuneMe was designed
to be accessed on mobile telephones in settings where high data charges and
poor network coverage limit people’s access to online services. It is available in
Botswana, Eswatini, Lesotho, Malawi, Namibia, Zambia and Zimbabwe (11).
The content in TuneMe focuses on equipping young people with knowledge and
skills they can use to safeguard their health, well-being and dignity. It also seeks
to help them have respectful social and sexual relationships, and to consider how
their choices affect their own well-being and that of others.
TuneMe’s appeal is the confidential access it offers to content and features that
speak to the lives of young people. This helps overcome some of the barriers that
adolescents encounter when seeking information on sexual and reproductive
health, such as judgmental attitudes among health-care workers and legal
impediments like age of consent laws. Since December 2015, TuneMe has run
219 Facebook campaigns, a radio campaign and numerous mobile web banner
campaigns. Its Facebook page has had more than 3 million unique users, at least
60 000 likes and more than 345 000 clicks.
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Ensuring key populations
are not left behind
The full achievement of the three 90s
is being held back in part by a lack of
attention to key populations. Survey data
show that, on average globally, more than
one third of sex workers, gay men and
other men who have sex with men and
transgender people do not know their HIV
status; that rate rises to approximately one
half among people who inject drugs (Figure
3.4). These data may even underestimate
the knowledge gap, since surveys of key
populations are typically conducted in areas
where HIV testing services are available and
therefore do not account for those who do
not have access to testing.

FIGURE 3.4
Knowledge of status among key populations,
global, 2016–2018
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Note: Data shown come from surveys, which are typically conducted in areas
that have services available and may not be nationally representative.
Contrary to the usual representation of the 90–90–90 targets, “knowledge
of status” includes members of key populations who have been tested in
the past 12 months and know that their results are negative.
Source: UNAIDS Global AIDS Monitoring, 2019 (see https://aidsinfo.unaids.org/).
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Among gay men and other men who have
sex with men living with HIV in sub-Saharan
Africa, knowledge of HIV status appears
considerably lower than among men as
a whole. Pooled estimates indicate that
between 2011 and 2017, the proportion of
HIV-positive gay men and other men who
have sex with men who were aware of their
status was just 19% [13–25%], compared
to 61% [58–64%] among all men aged 15
and over in 2014 (Figure 3.5) (22). While
treatment coverage and viral suppression
rates among HIV-positive gay men and other
men who have sex with men who knew their
HIV status were similar to those among all
adult men, the initial gap in knowledge of
HIV status means that only a small fraction
of gay men and other men who have sex
with men living with HIV in the region are
accessing the treatment they need to stay
healthy. Furthermore, researchers found
statistically significant lower rates of HIV
testing and status awareness within this
population in countries that have severe
legislation against lesbian, gay, bisexual,
transgender and intersex (LGBTI) people or
behaviour (22).
Holistic approaches combine services
with efforts to fight discrimination
HIV-related stigma and discrimination—
often reinforced by criminalization of
key populations and HIV transmission,
age-of-consent laws and structural
inequities—interfere with the ability of
people to access the testing and treatment
services they need. Community-led and
community-engaged efforts are combining
service provision with safe spaces, individual
empowerment, advocacy and broader
learning opportunities that mitigate the
negative impact of threatening environments.
In Kenya, for instance, gay men and
other men who have sex with men face
homophobia, criminalization, and stigma
and discrimination within health-care
settings. Low HIV testing levels coupled
with high-risk sexual behaviours mean that
the population accounts for up to 15% of
the country’s total new HIV infections (23).
Despite this, Kenya still lacks a national
health programme that specifically
addresses the needs of gay men and other
men who have sex with men.

FIGURE 3.5
Progress towards 90–90–90 targets, adult men compared to gay men
and other men who have sex with men, sub-Saharan Africa, 2011–2017
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a systematic review and meta-analysis. The Lancet HIV. 2019;6(11):E769-E787. Knowledge of status among men (aged
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ISHTAR is a community-based organization
that defends the sexual health rights of
its 4200 members, reduces stigma and
discrimination by creating awareness,
and advocates for the rights of members
to access health care, including HIV- and
STI-related services (24). In 2014, it opened
a community wellness centre in Nairobi
that provides free, confidential and
nonjudgmental routine HIV and STI testing
and treatment for gay men and other men
who have sex with men and transgender
women (25).
The centre is open seven days a week and is
complemented by outreach HIV prevention
and treatment services provided by trained
peer educators and outreach workers
at selected hotspots in Nairobi and the
surrounding areas. The model has been
supported by the Kenyan Government and
adopted as best practice for key population
programmes (25).

Members of the Panamanian Association of Trans People (APPT) reach out to their
peers on the streets of Panama City, Panama, and offer them rapid HIV tests.
Credit: Vía Libre/Ramón Lepage
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In the Philippines, the 1110-strong
volunteer-based community organization
LoveYourself aims to empower gay men
and other men who have sex with men
and transgender women to increase their
sense of self-worth and access services
at six community centres in Metropolitan
Manila and Cebu City (27). The centres
provide peer education on HIV, sexual
orientation, gender identity expression
and health-related human rights, as well as
condoms and lubricants, HIV counselling
and testing, referral to care and adherence
support. LoveYourself was responsible for
40.1% of HIV diagnoses in Metropolitan
Manila (15.1% of those nationwide) in 2018
alone, and 3800 of its clients are currently
being provided with treatment, making it
the third largest HIV treatment hub in the
Philippines (27). LoveYourself is also making
PrEP available at two centres, while a third
centre offers free hormone management
and pre-gender-affirming surgery
assessment and counselling (28).
In Zimbabwe, where same-sex sexual
relationships are criminalized and
legislation is in place that actively
discriminates against LGBTI people,
mental health problems among community
members are common (29). In 2018,
Gays and Lesbians of Zimbabwe (GALZ)
established three counselling drop-in
centres in Harare, Masvingo and Mutare
with the support of the Global Fund to
Fight AIDS, Tuberculosis and Malaria
(Global Fund). Their clients often arrive with
signs of depression, suicidal tendencies,
paranoia, anxiety and other mental health
challenges. They are given psychiatric
assessments and advice, and individual,
couple, family or group counselling therapy
sessions are available. GALZ staff also
conduct community visits to check on
clients (30).
The GALZ drop-in centres also serve as safe
spaces for LGBTI community activities. The
GALZ Centre in Harare, for instance, hosts
social events for LGBTI people and their
friends and allies. It also has a library and
video club that offers books, magazines,
journals, research studies and films on
LGBTI-related themes and health and
human rights issues (31).
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SANADI: AN ANTI-STIGMA SUPERHERO
Virtual communities in cyberspace are helping key populations improve access to
services. In 2017, the M-Coalition—the only regional advocacy network specifically
devoted to the needs of LGBTI people in the Middle East and North Africa—launched
Sanadi, a website designed to facilitate access to HIV services by harnessing the
knowledge of communities.2
Sanadi, which means “my support” in Arabic, seeks to improve the quality of services
and fight stigma by guiding users to friendly, discrimination-free services. The website
maps HIV service providers across the Middle East and North Africa region, allowing
community members to filter the results by HIV service (including testing, prevention
and treatment). It also more broadly links users to other health services, including for
mental health, hepatitis B and C, harm reduction, vaccination, social and accessibility
services, and those specific to the LGBTI community.3 Users thus have increased power
to decide for themselves what they want and choose an appropriate service.
Although the Sanadi website was originally developed with LGBTI people in mind, it
will be broadened in upcoming iterations to include all key populations, with added
filters that cover a wider range of needs and services for the health and well-being of
its users. This includes additional filters for accessibility, services for people living with
disabilities, and sexual and reproductive health services.
Sanadi also allows users to rate each facility across three criteria: LGBTI and gender
sensitivity; how well the centre protects privacy; and cleanliness. This feature not only
allows community members to know where they can go for services, but also how
stigma-free those environments are. The intention of the reviewing feature is twofold:
it empowers communities by encouraging them to evaluate the services they need
and use, thus directly contributing to increasing access to quality care; and it provides
service providers with a real-time metric that shows where they can improve their
care to better meet the needs of communities and counter stigma and discrimination.
M-Coalition reports that a number of providers have already done so.
Sanadi activities go beyond the website, with an ongoing media campaign that features
the superhero Sanadi, a member of the community who educates other community
members about HIV. A recent video links with the Undetectable = Untransmittable
(U = U) campaign, revealing that the superhero is living with HIV and taking his
medication, and that he has an undetectable viral load (32).

For more information, please see the M-Coalition website (http://m-coalition.org) and the Sanadi website
(https://sanadi.org/).
3
A two-year mapping exercise of service providers was carried out in 165 testing centres across Algeria, Jordan,
Lebanon, Morocco, Tunisia and Yemen. There are plans to expand to eight new countries in 2020 (including Kuwait,
Qatar, Saudi Arabia and the United Arab Emirates).
2
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Harnessing the power to know for
service improvement
Community monitoring is a form of public
oversight that can be used to hold health
systems accountable for providing quality
services (33). For example, a large part of
the success of India’s treatment programmes
lies in the central role that communities of
people living with HIV played in establishing
and managing 350 care and support centres
through the Vihaan consortium (34). Vihaan
includes Alliance India and 17 state-level
networks of people living with HIV and
nongovernmental organizations that in turn
partner with district-level networks and other

organizations to deliver care and support
services in communities (34). Vihaan uses
community monitoring and reporting to: (a)
ensure that diagnosed individuals are linked
to treatment and other social protection
schemes; (b) track the availability of
commodities to avoid stock-outs; (c) monitor
the quality of treatment services; and (d)
empower individual people living with HIV
through peer-delivered treatment literacy
programmes (35).
Since 2017, Vihaan has been further
strengthened by the use of the eMpower
mobile application (developed in
collaboration with IBM Global Services

FIGURE 3.6
ITPC Community Monitoring Model
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how communities can collect and analyze health data to ensure accountability and drive change. 2019.
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and with support from the Global Fund)
to support client management (36). The
tablet-based application uses images to
help patients and staff who have limited
literacy, and it includes multiple language
settings to accommodate local dialects.
Tablets with the application installed are
provided to community outreach workers,
who prioritize clients based on needs and
vulnerability, provide a range of services
(including HIV testing and referral to
treatment), and monitor services, supplies
and client adherence. More than 2 million
patients across India had benefited
from eMpower by September 2019. The
technology has helped find more than 400 000
people lost to follow-up, improving access
and adherence to HIV treatment (37). The
follow-up rate also has increased—from
42% before the use of the tablet to 52%
with the tablet—and HIV testing of partners
and family members, health monitoring and
tuberculosis screening have all improved
dramatically.
Watching what matters:
community-led monitoring in West Africa
Western and central Africa is lagging behind
the rest of sub-Saharan Africa in efforts
to achieve the 90–90–90 targets (33). To
accelerate progress, the UNAIDS Western
and Central Africa Catch-Up Plan calls for
the establishment of community monitoring
systems for commodity stocks, service fees
and quality of care (38).
Since 2017, the three-year Regional
Community Treatment Observatory in
West Africa (RCTO-WA) project, led by
the International Treatment Preparedness
Coalition (ITPC) and supported by the
Global Fund, has worked to increase
access to optimal HIV treatment in 11
West African countries (39).4 Community
treatment observatories systematically and
routinely collect and analyse qualitative and
quantitative data using the ITPC Community
Monitoring Model (Figure 3.6). This enables
them to monitor trends and variations along
the HIV care cascade and within the health
system over time (40). As a result, activists
can document the availability, continuity
and quality of all aspects of HIV service
delivery, potentially alerting procurement
systems when commodities (e.g., drugs and

4

diagnostics) reach critically low levels. They
can then develop recommendations and
advocate for action, creating a culture of
collective problem-solving among people
living with HIV, health-care workers and
policy-makers (41).
The RCTO-WA focuses on five populations:
gay men and other men who have sex with
men, sex workers, people who inject drugs,
pregnant women and young people (39).
Between January 2018 and June 2019,
RCTO-WA data collectors conducted 1781
monthly monitoring visits to 125 health
facilities across the 11 countries. The
quantitative data collected were bolstered
by 1501 interviews and 143 focus group
discussions held quarterly with patients
and health-care workers (40). These data,
along with a baseline study, highlight
both disproportionate gaps in the HIV
care cascade for key populations and
specific issues within certain critical areas.
It is clear that stigma and discrimination,
lack of knowledge and awareness about
HIV, and procurement failures prevent key
populations from accessing the prevention
and treatment services they want and need
(39, 41).
Despite a number of significant
improvements recorded during the
reporting period, the RCTO-WA found
that the time taken to resolve stock-outs
of medicines remained unacceptably long.
Similarly, the average turnaround for viral
load test results is more than four months,
limiting the usefulness of the test results
for adherence counselling or a regimen
change (39).
Knowledge in action: using data for
accountability and to advocate for change
The information collected by community
data collectors is being used to advocate
for improvements. In Côte d’Ivoire, data
collected by the Ivorian Network of
People Living with HIV highlighted user
fees as a key barrier, especially for young
and pregnant women. This advocacy
contributed to the Government of Côte
d’Ivoire announcing in April 2019 that it
would eliminate user fees for HIV testing
and treatment services (40).

The 11 countries are Benin, Côte d’Ivoire, the Gambia, Ghana, Guinea, Guinea-Bissau, Liberia, Mali, Senegal, Sierra Leone and Togo.
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Similar successes have been realized
throughout the region. Advocacy by the
Network of HIV Positives in Sierra Leone
(NETHIPS) using community treatment
observatory data resulted in the signing of
a national differentiated service delivery
strategy in May 2019 (40). In Benin, a
meeting with the Benin Network of People
Living with HIV (REBAP+) that revealed a
chronic lack of lab reagents and critical
treatment monitoring services resulted in
the National AIDS Control Programme in
that country stocking Bethesda Hospital

in Cotonou with reagents. As a result,
no stock-outs have been recorded at
RCTO-WA-monitored facilities in Benin
in 2019 (40). Nurses at the Gabriel Touré
University Teaching Hospital in Bamako,
Mali, responded immediately (and without
waiting for official instruction) to advice from
the Malian Network of People Living with
HIV (RMAP+) to transfer viral load results to
the central database by patient rather than
in groups, thus improving data quality and
treatment monitoring (40).

Two young women living with HIV, Wansama Johnson (left) and Pili Ramadhan (right), support a client at a
care and treatment clinic in Kigamboni, Dar es Salaam, Tanzania.
Credit: UNAIDS/D Msirikale
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Credit: Jon Greenhoe, IUPUI Digital Media Production Supervisor

COMMUNITY
VOICES

U = U:
TRANSFORMING
THE LIVES OF PEOPLE
LIVING WITH HIV

Dr. Carrie Foote, a professor at the Indiana University–Purdue University Indianapolis (IUPUI) School of
Liberal Arts in the United States of America, is a member of the Prevention Access Campaign Founding Task
Force that started the U = U movement. She was once a homeless injecting drug user, and she learned that
she was living with HIV in 1988.

U = U (undetectable = untransmittable) is a
global movement started by the Prevention
Access Campaign and people living with HIV to
disseminate a revolutionary scientific fact: people
living with HIV receiving effective antiretroviral
treatment cannot sexually transmit HIV.
U = U is transforming our lives by liberating us
from HIV stigma and its numerous harms. As
the message spreads, people living with HIV
are empowered! We no longer feel shameful
or a danger to others. Depression fades and
suicidal thoughts disappear. Many of us have
emerged from social isolation to become activists,
determined to share this life-changing message.
Fear of passing on HIV is a deeply destructive
barrier to relationships for so many of us living
with HIV. U = U breaks down that fear, opening
up social, sexual and reproductive lives that we
never thought would be possible. It is changing
the way we see ourselves, the way others see us,
how we are treated in provider settings, and the
way policy decisions are made about us. U = U
encourages testing and treatment adherence, and
it provides a strong public health argument for
eliminating barriers to universal access to advance
the well-being of people living with HIV and
prevent new transmissions.
Phrases such as “greatly reduces risk” or “virtually
impossible” incorrectly convey the possibility
of risk and perpetuate stigma. U = U should be
described in easy-to-understand ways that inspire
51
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confidence and avoid unnecessary doubts, such
as “can’t pass it on,” “no chance” or “zero risk.”
All our messaging, including when we are
advocating for universal access and ending
HIV criminalization, must be morally neutral
regarding viral load. This is to avoid a viral
divide in which those currently undetectable are
valued more than those who are not. Everyone
should be treated the same in our services and
under the law, regardless of viral load status,
especially as structural barriers to care—such
as stigma, poverty and violence—undercut
access. This is especially true for the most
oppressed communities among us who may be
subject to racism, homophobia, transphobia and
criminalization.
It is also important to acknowledge that treatment
is a very personal decision and not a public health
responsibility. Support people living with HIV to
start treatment whenever they are ready to do
so. We are not prevention tools. Use U = U as a
public health argument to advocate for health
equity for all.
U = U is a game changer because it empowers
people living with HIV. It is a key to ending
the HIV pandemic. It’s imperative to share this
message at every opportunity with providers,
policy-makers and people living with HIV. Where
barriers to sharing exist, rest assured that our U =
U community voices are loud, clear and persistent,
and we will carry the message for you!
POWER TO THE PEOPLE
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AT A GLANCE
Peer support and other forms
of community support are
enabling women to make
positive health-care decisions,
including taking an HIV test
and, if necessary, starting
antiretroviral therapy.
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As efforts to diagnose vertically
infected infants improve, the
paediatric treatment gap is
shifting to older children who
went undetected as babies and
survived without treatment.
Adolescents can struggle
to access services designed
primarily for adults. Age-ofconsent laws are barriers to
UNAIDS 2019
many.

UNAIDS is supporting countries
to use their data to pinpoint
the remaining gaps in their
programmes to prevent vertical
transmission, and to direct fresh
efforts and solutions to those
areas.
Providing cash incentives to
young people, especially girls,
to stay in school longer and
to do better in their studies
has been shown to delay
sexual debut, increase use of
health services, reduce teen
pregnancies and early marriage,
and reduce HIV-related sexual
risk behaviour.

The Sitakhela Likusasa study in
Eswatini has shown that cash
transfers can reduce the risk of
HIV infection among adolescent
girls and young women.
HIV-related stigma and
discrimination interferes
with the ability of people to
access the services they need.
Community-led efforts are
combining service provision
with safe spaces, individual
empowerment, advocacy and
broader learning opportunities
that mitigate the negative
impact of threatening
environments.

POWER TO
THRIVE

The 1948 Universal Declaration of Human Rights includes the rights to
health, education, work and a standard of living adequate for the health and
well-being of the individual and family. These are among the rights that must be
upheld if people at risk of HIV and those living with HIV are to thrive and reach their
full potential.

Infants exposed to HIV require rapid
HIV testing and return of results, and all
children living with HIV must be provided
with antiretroviral therapy. Adolescents
and young people require age-appropriate
and comprehensive sexuality education
to protect themselves from HIV and to
safeguard their sexual and reproductive
health and rights (see Power to know
chapter). Broader education is critical to
achieving the economic security needed
to control one’s own destiny, and universal
health-care schemes and social protection
programmes provide the safety nets that
people need to guard their health and
well-being.

Enabling mothers with HIV
and their children to flourish
Efforts to provide pregnant women living
with HIV with antiretroviral medicines have
led to a steep decline in the annual number

A woman living with HIV and her baby attend a
routine checkup with a peer mother at Mildmay
Hospital in Kampala, Uganda. The peer mother
programme at the hospital helped ensure the baby
was born HIV negative.

of children newly infected with HIV: from
280 000 [190 000–430 000] in 2010 to 160 000
[110 000–260 000] in 2018, a 41% decrease.
However, progress has been uneven, and
some key challenges require additional
attention.
The collection and analysis of more detailed
data is helping countries to identify and
focus on their particular challenges.
UNAIDS is supporting countries to use their
data to pinpoint the remaining gaps in their
programmes to prevent mother-to-child
transmission, and to direct fresh efforts
and solutions to those areas. In Nigeria,
for example, the biggest challenge is low
coverage of antiretroviral therapy among
pregnant and breastfeeding women living
with HIV. A significant number of women
also are infected by their sexual partners
while breastfeeding and then pass the virus
on to their babies. In Zimbabwe, where
antiretroviral therapy coverage is higher,
mothers and babies acquiring HIV during
breastfeeding is also a challenge, and
a large proportion of vertical infections
occur because pregnant and breastfeeding
women living with HIV are not retained in
care, pointing to the need for additional
adherence support programming
(Figure 4.1).

Credit: UNAIDS/E. Echwalu
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Countries are using this textured
information to introduce a range of
improvements, among them the wider
use of community-based approaches to
protect the health of women, their infants
and their partners (1, 2). Peer and other
forms of community support are proving
to be key for enabling women to make
positive health-care decisions, including
taking an HIV test and, if necessary, starting
antiretroviral therapy. Mentoring and
peer support, and the support of partners
and other family members, are especially
effective for strengthening the retention of
women in HIV care (3).
Voice of Women is one of more than 40
community groups in Sierra Leone providing

peer psychosocial support to women living
with HIV. The group’s Mother-to-Mother
(M2M) programme carries out home visits
throughout the country to help pregnant
women stay on treatment. In the first half
of 2018, M2M volunteers brought back into
care more than 300 pregnant women living
with HIV who had been lost to follow-up (4).
In the Democratic Republic of the Congo,
a similar approach—the Mentor Mothers
(mère-mentors) programme—has been
combined with what is known as “papa
antenatal care,” which takes the form of
education sessions for couples or men-only
discussion groups for male partners that
provide information about pregnancy, antenatal
care, HIV testing and infant health (5).

FIGURE 4.1
Distribution of new HIV infections among children, by service gaps for
preventing vertical transmission of HIV, Nigeria and Zimbabwe, 2018
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Some men who attend these sessions go on
to serve as peer educators. Local pastors,
chiefs and teachers assist in encouraging
greater male involvement, and some clinics
have modified their opening hours to make
it easier for working men to join their wives
or girlfriends on antenatal care visits. In
one year in North Kivu province, more than
66 000 pregnant women and 21 000 male
partners took HIV tests, and 1100 antenatal
care kits were distributed to couples who
jointly attended clinic appointments (5).
The Better Life Guri Foundation (Fondation
Guri Vie Meilleure) in Niger works with
networks of people living with HIV to
recruit community facilitators at 20 primary
health-care centres in the Niamey region (6).
All of the facilitators are either living with
HIV or directly affected by HIV. They counsel
and assist women to take an HIV test and,
if the results are positive, to agree for their
children to be tested. They then arrange
for the women and their children to receive
appropriate care.
Within eight months, the project enabled
every pregnant woman visiting one of the
health facilities to take an HIV test. More
than 92% of all pregnant women reached
by the programme who tested HIV-positive
were started on antiretroviral therapy
(compared to a national average of 78%),
and two thirds of the pregnant women who
had been lost to follow-up were brought
back into the treatment programme (6).
Ensuring that infants exposed to HIV are
tested remains a challenge, however, even
though the programme has more than
doubled the 2018 national average of 22% of
HIV-exposed infants tested (6).
Doing better at diagnosing
HIV-exposed infants
If infants who have acquired HIV in the womb
or at birth are not diagnosed early and
linked to effective treatment and care, 50%
will die before their second birthday. Peak
mortality is two or three months of age (7–9).
Too many infants are identified only when
they present with HIV-related symptoms,
which badly compromises their chances
of survival and a healthy childhood (10).
Early infant diagnosis and prompt linkage
of HIV-positive children to treatment could

Peer counsellor Rose Mekinda weighs a baby at the
Ebolowa Regional Hospital in Cameroon.
Credit: UNICEF

have avoided many of the estimated 100 000
[64 000–160 000] AIDS-related deaths in 2018
among children (aged 0–14 years).
A major hindrance is the need for
time-consuming and logistically challenging
virological testing for HIV-exposed infants
(11). It is estimated that more than 40% of
test results for infants are never received
by the caregiver, contributing to high loss
to follow-up, poor linkage between testing
and treatment, and high infant mortality (12).
Globally, only 59% [48–78%] of HIV-exposed
children in 2018 were tested before two
months of age.
Greater use of point-of-care platforms for
early infant diagnosis would make a huge
difference. These technologies drastically
improve and speed up the return of test
results to caregivers (13). Fifteen countries
in Africa have already adopted this
technology with support from a range of
international partners.1 The Innovation to
Scale Initiative for West and Central Africa
by the United Nations Children’s Fund
(UNICEF), which launched in September
2019, is supporting the expansion of

The 15 early adopter countries are Cameroon, Côte d’Ivoire, the Democratic Republic of the Congo, Eswatini, Ethiopia, Kenya,
Lesotho, Malawi, Mozambique, Rwanda, Senegal, Uganda, the United Republic of Tanzania, Zambia and Zimbabwe.

1

POWER TO THRIVE

55

point-of-care systems to 10 additional
countries in western and central Africa
by 2021.2 In Cameroon, coverage of early
infant diagnosis increased from 51% of
HIV-exposed infants in 2017 to 69% in 2018
after point-of-care platforms were phased in
(14). That rate is more than double the 29%
HIV testing rate across western and central
Africa in 2018 for HIV-exposed infants within
two months of birth.

There also are opportunities to use the
same diagnostic platform to test for
different health conditions. In a pilot in
Zimbabwe in 2017 and 2018, integrated
HIV and tuberculosis testing not only
had benefits for early infant diagnosis
of HIV, but it also provided cost-savings
for the tuberculosis programme (15). As
point-of-care platforms are rolled out, it will
remain important to adapt the approach
to the needs, capacities and limitations of
diagnostic systems in different settings.

FIGURE 4.2
Distribution of young women and young men (aged 15–19 years) living with HIV who
were infected vertically and horizontally, global, 2000–2018
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Source: UNAIDS epidemiological estimates, 2019.

The 10 additional countries are Burkina Faso, Cabo Verde, Central African Republic, Chad, the Congo, Equatorial Guinea, Gabon, Ghana, Mali
and Nigeria.
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Reaching older children and
adolescents with HIV services
There has been a significant rise in the
proportion of adolescents living with HIV
who acquired their infection vertically: in
2018, they accounted for 42% of adolescent
girls (aged 15–19 years) living with HIV and
77% of adolescent boys (aged 15–19 years)
(Figure 4.2). Differentiated strategies are
needed to support these adolescent girls
and boys to know their HIV status, start
treatment and remain in care. Adolescent
girls living with HIV are more likely to be
identified through strategies linked to
sexual debut, while adolescent boys living
with HIV are more likely to be identified
through strategies such as family testing.
Children and adolescents living with HIV
generally have lower rates of HIV diagnosis,
antiretroviral therapy initiation and viral
suppression than other age groups. As
efforts to diagnose vertically infected
infants improve, the paediatric treatment
gap is shifting to older children who went
undetected as babies and survived without
treatment. Age-disaggregated estimates
of antiretroviral therapy coverage globally
suggest that the treatment gap among
older children (aged 10–14 years) is similar
to the gap among infants and young
children (aged 0–4 years) (Figure 4.3).
More proactive screening protocols at
health facilities can assist in identifying
undiagnosed children and adolescents.
For example, adolescents who have lost a
mother or both parents—or those whose
mother was living with HIV—were 2–3 times
more likely to be living with HIV than other
adolescents, according to survey data
from sub-Saharan Africa (16). Point-of-care
case-finding can be focused at health
services where there is a high potential for
identifying children and adolescents living
with HIV, such as in tuberculosis clinics,
paediatric inpatient wards or therapeutic
feeding centres (17). Children who receive
orphan and vulnerable children services
should also be assessed for HIV testing.
For adolescents, accessing services designed
primarily for adults is often an intimidating
experience (17, 18). Simple adjustments can
change that, and adolescents should be
meaningfully engaged in efforts to make
and evaluate those adjustments. Training

FIGURE 4.3
Children living with HIV receiving antiretroviral
therapy, by age, global, 2018
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Source: UNAIDS epidemiological estimates, 2019.

health-care personnel to be more considerate
and less judgmental towards adolescents
has important benefits, as does extending
certain services to after-school hours a few
days a week, making them free of charge,
and ensuring that privacy and confidentiality
are respected (19). In Malawi, for instance,
adolescent-only clinics are open on weekends
at some health facilities, and group peer
support is available to teens while they wait
for their appointments (20).
HIV self-testing can also help sidestep
some stigma-related barriers that are major
deterrents for children and adolescents
(21–23). In a recent study from Malawi,
testing uptake was considerably higher
when adolescents were offered counselling
and self-testing kits (24). Community-based
testing approaches also have shown good
results, especially when they are well-targeted
and linked with other health services (25).
Similarly, social media platforms can be used
to promote testing among adolescents:
in Nigeria, a recent youth-focused social
media campaign to promote HIV self-testing
reached more than 3.5 million people (26, 27).
Adolescents are less likely to drop out
of care when they receive peer support
(28–31). Data from eastern and southern
Africa show that adolescents receiving peer
support had viral suppression rates seven
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times higher than the average regional rate
(32). The Community Adolescent Treatment
Supporters approach used in the Zvandiri
programme in Zimbabwe has proven effective
for increasing uptake of HIV testing, linkage
to care, treatment adherence and retention
in care, and for providing services related to
sexual, reproductive and mental health to
adolescents (33). When treatment support
is linked with access to food security, social
protection and economic empowerment, the
survival rates among adolescents and young
adults living with HIV also improve (34).
Legal and policy barriers
Age of consent stipulations can be a major
barrier for older children and adolescents. In
2019, 105 of 142 countries with available data
required parental or guardian consent for
adolescents to access HIV testing, including
90% of reporting countries in eastern and

southern Africa. Similarly, 86 of 138 countries
with available data required parental or
guardian consent for HIV treatment, including
65% of countries in eastern and southern
Africa. Parental consent for contraceptives
was required in 41 of 90 countries, including
75% of reporting countries in eastern Europe
and central Asia and 89% of reporting
countries in the Caribbean (Figure 4.4).
Removing such legal barriers can be
extremely beneficial, especially for girls,
according to a recent analysis of data from
national population-based surveys from
15 countries in sub-Saharan Africa (35). In
countries where the age of consent for testing
is 15 years or younger, adolescents aged
15–18 years were 74% more likely to have
taken an HIV test in the previous year than in
countries where the age of consent for testing
is 16 years and over. The difference was even
higher for girls than boys.3

FIGURE 4.4
Percentage of reporting countries with laws requiring parental or guardian consent for
adolescents to access contraceptives, HIV testing and HIV treatment, by region, 2017–2019
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Source: UNAIDS National Commitments and Policy Instrument, 2017–2019 (see http://lawsandpolicies.unaids.org/); National guidelines for prevention and
management of HIV and STIs. Kigali: Ministry of Health (Rwanda); 2016 (https://aidsfree.usaid.gov/sites/default/files/rw_national_guidelines_hiv.pdf, accessed
30 October 2019); Sexual Rights Initiative [database]. Sexual Rights Initiative; c2016 (http://sexualrightsdatabase.org/map/21/Adult%20sex%20work, accessed
30 October 2019); National HIV testing and counselling policy. Port of Spain (Trinidad and Tobago): Ministry of Health (Trinidad and Tobago); 2006 (www.
health.gov.tt/downloads/DownloadItem.aspx?id=258, accessed 30 October 2019); Republic of Djibouti. Décret N° 2008-0182/PR/MS portant Institution des
Normes et Directives en Matière de Conseil Dépistage Volontaire du VIH/SIDA en République de Djibouti. Article 19 (http://www.ilo.org/wcmsp5/groups/
public/---ed_protect/---protrav/---ilo_aids/documents/legaldocument/wcms_126992.pdf, accessed 30 October 2019).
In countries where the age of consent is under 15 years, an average of 31% of girls aged 15–18 years took an HIV test in the previous year (compared
with 17% in countries with an age of consent greater than 16 years). For boys, the corresponding percentages were 19% and 12%, respectively.
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Young medical school students attend a week-long course on HIV in Moscow, Russian Federation.
Age-of-consent laws are a barrier to HIV services in most countries in eastern Europe and central Asia.

Confronting gender inequality
Almost one third of all new HIV infections
each year are among young people (aged
15–24 years). In 2018, an estimated
510 000 [300 000–740 000] people globally
in that age group acquired HIV, the majority
(51%) of whom were adolescent girls
and young women living in sub-Saharan
Africa. Their disparate HIV risk is tied to
a variety of factors that routinely threaten
their health and well-being and narrow
their chances of fulfilling their potential.
These factors include entrenched
gender discrimination and inequality,
impoverishment, gender-based violence
(especially by intimate partners), harmful
norms of masculinity, and the social customs
and institutional provisions that perpetuate
those injustices.
The double harm of violence and HIV
Gender-based violence remains an everyday
threat to women and girls everywhere.
It is estimated that one in three women
worldwide has experienced physical and/
or sexual violence at some point in her life
(36). Great harm is done to the physical and
mental health of these woman and girls,

and the violence can also magnify their HIV
risk (37, 38). In the recent Sitakhela Likusasa
study in Eswatini, for example (see below),
adolescent girls and young women who
experienced gender-based violence were
1.6 times more likely to acquire HIV than
those who did not (39). Among women
living with HIV, intimate partner violence
can reduce antiretroviral therapy use and
adherence to HIV treatment (40, 41).
Enforced zero tolerance policies and laws
are important for reducing gender-based
violence, as are sustained social
interventions that confront and reshape
the norms and relations that permit such
violence. Community-based organizations
often lead the way, such as Uganda’s SASA!,
which works with a network of volunteer
community activists and tackles unequal
power relations.
Some behavioural interventions to prevent
intimate partner violence and reduce HIV
risk have seen success, especially in southern
Africa, but they appear to be less effective
among adolescents and young women
(42–45). According to a new analysis, the
lack of meaningful involvement of both
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young women and young men in these
kinds of interventions is a prime reason
they are not successful: they are not always
well-informed by local perspectives and
realities (45). Another drawback appears to
be an emphasis on individual risk factors
rather than wider social and structural
conditions. The recommended way forward
is to develop interventions for preventing
intimate partner violence and HIV jointly
with youth—particularly young women—in a
genuinely participatory process of research,
design and implementation (45). Young
women, the analysis emphasizes, are best
placed to understand their gendered world
and to how to transform their lives.
Making social protection work
for women and girls
Efforts aimed at redressing gender
inequalities and socioeconomic inequities
can mitigate factors that fuel the HIV
epidemic (46). Social protection schemes
are an increasingly popular tool for
improving people’s well-being and health,
and for supporting a range of Sustainable

Development Goals (SDGs). For example,
providing cash incentives to stimulate
access to education and other essential
services is an increasingly popular form of
social protection (47). Programmes that
provide noncontributory cash payments to
individuals now reach more than 1 billion
people across more than 130 countries (48).
In 2019, 47 countries were implementing
cash transfer schemes that focused on
young women: 22 in sub-Saharan Africa
and 13 in Latin America and the Caribbean
(Figure 4.5).
According to extensive reviews of evidence,
cash transfer schemes can have a positive
impact on monetary poverty, school
attendance and performance, health and
nutrition (especially for children), and
empowerment (48–50). Cash transfers
therefore can contribute to several SDGs.
For example, one South African study
found that cash-based and care-oriented
social protection for adolescents reduced:
(a) hunger (SDG 2: Zero Hunger); (b) HIV
risk behaviours, mental health risks, and

A young woman buys groceries from a vendor in Kampala, Uganda. The vendor is a member of a local savings
club that economically empowers women in the community.
Credit: UNAIDS/E. Echwalu
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FIGURE 4.5
Percentage of reporting countries that are implementing cash transfer
programmes for young women (aged 15–24 years), by region, 2017–2019
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substance or alcohol misuse (SDG 3:
Good Health and Well-Being); (c) school
dropout rates (SDG 4: Quality Education);
(d) sexual exploitation of and violence
against girls, and improved access to sexual
and reproductive health (SDG 5: Gender
Equality); and (e) perpetration of violence
by boys (SDG 16: Peace, Justice and Strong
Institutions) (51, 52).

CASH TRANSFERS HELP YOUNG PEOPLE,
ESPECIALLY GIRLS, STAY IN SCHOOL LONGER.
STAYING IN SCHOOL HAS BEEN LINKED WITH
REDUCED HIV RISK.

Studies from Eswatini, Lesotho, Malawi and
the United Republic of Tanzania show that
cash transfers help young people, especially
girls, stay in school longer and do better in
their studies (39, 53–55). Other evidence
indicates that cash grants that enable girls
to continue their schooling also delay their
sexual debut, increase their use of health
services, reduce teen pregnancies and early
marriage, and can promote safer sexual
behaviours (48, 52).

stands to reason that cash transfer
programmes that keep young people in
school should reduce their HIV risk, a recent
systematic review concluded there was
limited evidence that cash transfers reduce
HIV infection rates (57). More encouragingly,
however, it found that some programmes
affect HIV-related outcomes. For example,
structural cash transfer programmes (run by
the state or as trials) have been successful in
delaying sexual initiation and reducing
high-risk sex among adolescent girls (57).

Staying in school has been linked with
reduced HIV risk. When Botswana extended
compulsory secondary education, researchers
discovered that each additional year of
schooling after Year 9 was associated with an
8% reduction in the risk of HIV infection (and
a 11.6% reduction among girls) (56). While it

Challenging the systematic review’s findings
are the results of a major new study
conducted in Eswatini, which found that cash
transfers reduced the risk of acquiring HIV
by 25%, and that cash transfers plus a raffle
reduced the risk of acquiring HIV by 38%
(see case study below) (39).
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In the Sitakhela Likusasa study, the odds of the recipients of education
incentives becoming HIV-positive were 25% lower than for people who
were not eligible for the incentives. Participants who both received the
financial incentives to remain in education and were entered into a raffle
if they remained free of STIs were 38% less likely to acquire HIV.

CASE
STUDY
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LINKING CASH PAYMENTS TO SCHOOL
ATTENDANCE REDUCES HIV INFECTIONS
in Eswatini
Do cash transfers help protect adolescent girls and young women against
acquiring HIV infection? Evidence to date has been mixed. The Sitakhela Likusasa
study, a three-year cluster randomized controlled trial in Eswatini, was designed
to test whether improved school attendance and greater financial independence
would reduce the risk of HIV infection among adolescent girls and young
women. Sitakhela Likusasa was conducted under the leadership of the National
Emergency Response Council on HIV and AIDS (NERCHA) and involved several
partners.4
The study recruited almost 4400 adolescent girls and young women aged 15–22
years, the majority of them from rural areas. Half of the girls and women were
already in school or another educational institution, while the other half were not
enrolled in any form of education. Participants assigned to education incentives
received about US$ 100 a year for enrolling in and attending school, while tuition
fees of up to US$ 200 were paid for out-of-school participants in the final year
of the study. Young women could also receive up to US$ 100 a year for enrolling
in, and completing, tertiary education or vocational short courses. Half the
participants were also eligible for a raffle prize if they tested negative for syphilis
and trichomonas vaginalis (Figure 4.6).
The study partners included IHM Southern Africa, the Eswatini Ministries of Education and Health, and the
Swaziland Action Group Against Abuse. It received technical assistance from the World Bank and cofinancing
from the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund) and the United Kingdom of Great
Britain and Northern Ireland’s Department for International Development (DFID).

4

FIGURE 4.6
Structure of the Sitakhela Likusasa Impact Evaluation, Eswatini, 2016–2018
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TABLE 4.1
HIV incidence and odds of acquiring HIV over the study period, by raffle and education
incentive status, Sitakhela Likusasa study, Eswatini, 2016–2018

HIV incidence over
the study period
No intervention

8.84%

Raffle only

7.38%

Adjusted Odds ratio
[95% confidence
interval]
1
0.84 [0.60, 1.18]

Reduction in Risk (%)
[95% confidence
interval]

P-value

–
(not statistically
significant)

0.310

Education only

6.87%

0.77 [0.54, 1.09]

25%

0.142

Education and raffle

5.79%

0.62 [0.43, 0.89]

38%

0.010
Source: The World Bank, 2019.

The odds of the recipients of education incentives becoming HIV-positive were 25% lower than for
people who were not eligible for the incentive (Table 4.1). For participants involved only in the raffle (for
which they were eligible if they remained free of sexually transmitted infections), the reduction in odds
of acquiring HIV was not statistically significant. However, participants who both received the financial
incentives to remain in education and participated in the raffle were 38% less likely to acquire HIV.
Those reductions were on par with those achievable through biomedical interventions (39).
The incentives also contributed to reductions in teen pregnancies and enabled more pregnant
participants to return to school after giving birth (39). Their main reasons for not enrolling in school
were pregnancy and lack of money for school fees. This underscores the positive ways in which HIV
intervention can intersect with people’s lived realities.
Those are important results in a country that has the highest HIV prevalence in the world: 27% among
adults aged 15–49 years. Adolescent girls and young women (aged 15–24 years) are five times more
likely to be living with HIV than their male peers.
The findings are strikingly different from those made by some other studies in the same region,
such as the HPTN 068 study in South Africa’s Mpumalanga Province and the CAPRISA 007 study in
KwaZulu-Natal, South Africa, both of which found little or no impact from similar interventions (58, 59).
A big difference between those studies and the Sitakhela Likusasa study, however, is that the latter paid
the cash transfers directly to the women and girls rather than to their households.
The Sitakhela Likusasa results demonstrate the interconnectedness of interventions in health, education
and economic well-being, and they provide evidence that keeping adolescent girls and young women
in some form of education significantly reduces their chances of acquiring HIV. The results highlight both
the importance of including such measures in HIV responses and the need for client-centred, holistic
responses that integrate nonmedical interventions and advance the goal of taking HIV out of isolation.
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Addressing stigma and discrimination
through community empowerment

been adapted to strengthen social inclusion
in Uruguay (63).

Stigma and discrimination divides
communities, licenses harassment and
violence, and legitimizes injustice. The
effects on people’s health, well-being and
dignity are pernicious, especially in the
context of the HIV epidemic. Bringing those
experiences into the open and challenging
them within health-care settings (see Power
to know chapter) and within laws and
policies (see Power to demand chapter)
has been a long-standing priority for
HIV responses.

Self-stigma is especially challenging. It drains
people’s confidence, weakens their sense
of agency and damages their health and
well-being (64, 65). High levels of self-stigma
among people living with HIV have been
reported through People Living with HIV
Stigma Index surveys in many countries.
However, social empowerment, economic
support and cognitive–behavioural therapy
have been shown to reduce self-stigma
among people living with and affected by
HIV. Collective activities also appear to be
much more effective than individual-level
interventions (e.g., focusing on health
behaviour change or coaching people
about dealing with stigma) when it comes to
reducing HIV-related self-stigma (66).

By providing guidance and camaraderie,
community-led interventions help build a
sense of belonging and community that
is vital for people’s well-being and health.
A systematic review has shown the big
difference that community empowerment
activities among female sex workers can
make: the odds of consistent condom use
with clients was almost three times higher,
and the odds of HIV infection were 32%
lower (60). Community-led support has also
proven highly effective among gay men
and other men who have sex with men for
promoting safer sex, popularizing the use
of PrEP, advocating for its use, increasing
HIV and STI testing rates, and supporting
treatment adherence (61, 62).
Transgender persons are subjected to
discrimination in every sphere of life,
including education and employment. It
occurs to such an extent that, according to
a 2016 International Labour Organization
(ILO) study, only about 10% of transgender
persons work in the formal economy. Such
exclusion drives people towards livelihoods
and personal behaviours that can be
unhealthy and dangerous, placing them at
high risk of substance misuse, violence and
HIV infection.
Community activism has brought
long-overdue attention to the rights and
realities of transgender people in recent
years. Some of the most exciting progress
is being made in Latin America: health
services have been adapted for transgender
women in Mexico; community and health
workers are jointly operating clinics in
Argentina that are welcoming to lesbian,
gay, bisexual, transgender and intersex
(LGBTI) people; and social services have

Integrating mental health into
HIV services
Even though an estimated 16% of people
globally experience mental health
issues, mental health continues to be
misunderstood and stigmatized, including in
the context of the HIV epidemic (67). People
living with HIV often experience mental
health conditions; this can be especially
challenging for adolescents living with HIV
(68). A systematic review of studies from
sub-Saharan Africa found that about 31%
of people receiving antiretroviral therapy
displayed significant depressive symptoms,
and that 18% showed signs of major
depression (69). A synthesis of 125 studies
from 38 countries found that an average of
15% of adults and 25% of adolescents living
with HIV reported that depression hindered
antiretroviral therapy adherence (70). Poor
mental health is also associated with HIV
disease progression, independent of its
effects on adherence to care (71).
Opportunities for integrating mental
health services into HIV programmes exist
across the prevention and care continuum.
Psychosocial interventions should be
offered as part of an integrated package of
services, in collaboration with community
organizations. In one meta-analysis of study
data, the odds of adhering to HIV treatment
were 83% better for people receiving mental
health care (71).
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Psychologist Ahmedjanov Dior works with children living with HIV at Osh Oblast AIDS Centre, Kyrgyzstan.

These interlinked challenges have been
attracting increased attention and action
in recent years. The SEEK-GSP (Social,
Emotional, and Economic empowerment
through Knowledge of Group Support
Psychotherapy) project has successfully
treated mild depression in persons living
with HIV in northern Uganda (72). Before
the project’s implementation, cultural
perceptions of depression were explored
through focus group discussions, and health
workers were trained in active learning
techniques, such as role play (73). Since
then, the project has supported about
3000 people living with HIV, and it is being
implemented at 30 primary health-care
facilities (74).
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15% OF ADULTS AND 25% OF ADOLESCENTS
HAVE REPORTED THAT DEPRESSION
HINDERED THEIR TREATMENT ADHERENCE.

Living Positive with HIV is an online self-help
programme that is being implemented
across the Netherlands for people living
with HIV who are experiencing symptoms of
depression. A randomized controlled trial
found the programme could be effective
for reducing depressive symptoms and
improving people’s quality of life (75).
The programme is now being piloted in
Botswana.

BUILDING NETWORKS BEHIND PRISON WALLS
Bringing together people who are incarcerated and isolated in different facilities is very difficult—
even more so when, as in many states within the United States of America, incarcerated people
are not allowed to correspond with their counterparts in other prisons.
The Sero Project, a network of people living with HIV that is fighting stigma and criminalization,
has taken on this challenge by building a network that can support incarcerated people living
with HIV, hepatitis or other chronic and stigmatized health conditions, helping to provide
them with a collective voice. In addition to being at the forefront of the advocacy movement to
end HIV criminalization, Sero has created Turn it up: staying strong inside, a magazine-format
wellness and resource guide for this scattered community.
Turn it up is written, edited and illustrated primarily by people who are or have been incarcerated,
which accounts for its authentic voice and special appeal. Sero coordinates the project and acts as
liaison between the contributors so they can share practical information and help forge a sense of
community (76).
The magazine provides a forum for currently or formerly incarcerated people to share experiences and lessons for dealing with stigma, accessing treatment, managing the “pill line” and other
issues that are relevant to people living with chronic health conditions while incarcerated. It
also covers advocacy campaigns run by prisoners, features profiles on individuals, and provides
a listing of health and
wellness-related resources
for incarcerated persons.
The second edition of the
magazine, published in
April 2019, was sent to
30 000 incarcerated
individuals and shipped
in bulk to prison clinics
and facilities that are used
by formerly incarcerated
people (76).

The cover of the second
edition of Turn it up!
magazine, an HIV resource
guide made by prisoners
for prisoners in the United
States.
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AT A GLANCE
Community organizations are
at the vanguard of efforts to
change laws that criminalize
key populations or discriminate
against people living with HIV.
Accountability and community
oversight mechanisms can stop
rights violations before they
occur, and legal aid provides
communities with redress when
rights violations occur.
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Communities are collecting
data to inform their advocacy
for rights protections and
quality services.
In the face of multiple barriers
to sexual and reproductive
health and rights and HIV
services, young people are
coming together to demand
their rights and hold authorities
accountable.

#uproot, an audit and
accountability scorecard
developed by and for young
people, has been used in
national youth consultations
in at least 18 countries, and
advocacy road maps based
on the results have been
developed in nine countries.

POWER TO
DEMAND

The power to demand is the power of communities and individuals to
participate in the decisions that affect them, to raise their voices and be
heard. Across the world, civil society puts neglected issues onto agendas, proposes
solutions, mobilizes action and leads by example. Communities also monitor service
provision and hold duty bearers accountable for their commitments—these are
fundamental aspects of human rights and key to establishing laws, policies and
services that reflect the views of the people they are meant to serve.
Despite this, many civil society organizations
operate in precarious circumstances. They
rely on limited numbers of committed but
overburdened staff and volunteers, and they
typically function with minimal funding and
other resources. They must contend with
legal constraints, funding restrictions and
regulatory barriers, and in many countries,
they operate in hostile, authoritarian
environments.
These are harmful, counterproductive
circumstances that deprive dozens of
national HIV responses of the knowledge,
dynamism and determination of organized
communities, disconnecting them from
the populations most affected by the
epidemic. Recent analysis has found that the
proportions of people living with HIV who
know their HIV status tend to be larger in
countries with high measures of democracy.
Researchers believe this is due to the
increased capacity of civil society
organizations and the opportunities they

Tello Hlao and Tumelo Mandoro participate in
a Pride event in Maseru, Lesotho, organized by
People’s Matrix Association, an advocacy group
that campaigns for the rights and dignity of LGBTI
people in Lesotho.
Credit: UNAIDS/M. Hyoky

have to advocate for the health care needs
of their communities and engage in health
care delivery for them (1).

Demanding legislative change
Laws that criminalize key populations or
discriminate against people living with HIV
undermine efforts to prevent HIV infections
and AIDS-related deaths in dozens of
countries across all regions (Figure 5.1).
Such laws include: (a) the criminalization
of drug use, sex work and same-sex
sexual behaviour; (b) criminalization of HIV
non-disclosure, exposure or transmission;
and (c) mandatory HIV testing or HIV status
disclosure for entry, residence, work and/or
study and marriage permits, or for certain
groups of people (such as pregnant women).
Crackdowns or restrictions on lesbian,
gay, bisexual, transgender and intersex
(LGBTI) groups and campaigns have
been reported in numerous countries.
Similarly, organizations of sex workers and
people who inject drugs remain subject to
harassment and violence. Where people fear
discovery and arrest—and where violence,
discrimination, aggressive law enforcement
and harassment are enabled by national and
local legislation—the people most in need
of services cannot access them (2–4).
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FIGURE 5.1
Laws and policies, global and by region, 2019
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Source: UNAIDS National
Commitments and Policy
Instrument, 2017 and 2019
(see http://lawsandpolicies.
unaids.org/); supplemented by
additional sources where noted
(see references for this chapter).
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prosecuted
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Death penalty
Imprisonment (14 years–life, up to
14 years) or no penalty specified
Laws penalizing same-sex
sexual acts have been
decriminalized or never existed,
or no specific legislation
Data not available

Drug use or possession
for personal use
is an offence

Drug use or consumption
and/or possession of drugs for
personal use is specified as a
criminal offence
Drug use or consumption
and/or possession of drugs for
personal use is specified as a
noncriminal offence

Laws criminalizing the
transmission of, nondisclosure of, or exposure
to HIV transmission

Yes
No, but prosecutions
exist based on general
criminal laws
No
Data not available

Laws or policies
restricting the entry, stay
and residence of
people living with HIV

Deport, prohibit short- and/or
long-stay and require HIV testing or
disclosure for some permits
Prohibit short- and/or long-stay
and require HIV testing or
disclosure for some permits

No

Require HIV testing or
disclosure for some permits

Data not available

No restrictions

Mandatory HIV testing
for marriage, work or
residence permits or for
certain groups

Yes
No
Data not available
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Members of the Alliance of Women Advocating for Change (AWAC) promote the decriminalization of sex
work on the sidelines of a National Sex Workers Dialogue in Kampala, Uganda.
Credit: UNAIDS

These clampdowns also make it difficult,
even dangerous, for community
organizations to function, but they
are not silenced. In Botswana, for
example, LEGABIBO (The Lesbians,
Gays and Bisexuals of Botswana) was
refused permission to register as an
nongovernmental organization in 2012.
It took four years of legal challenges and
campaigning before the Court of Appeal
of Botswana ruled in 2016 that the decision
was unconstitutional (5). That victory enabled
LEGABIBO to mount and win a court case
in 2019 challenging a law criminalizing
same-sex sexual intercourse as unconstitutional (6).
Similar tenacity elsewhere has also yielded
victories. In several countries in Latin

America, for instance, community activists
successfully campaigned for the promulgation
of protective gender identity laws, while
The Inter-American Court of Human Rights
issued a landmark advisory ruling in July 2018
affirming the rights of transgender persons
and same-sex couples (7).1 In 2017, after
years of campaigning by a local organization,
Girasoles, Nicaragua became the third central
American country to formally recognize a sex
workers’ union (8).

Removing restrictions for
marginalized populations
A host of marginalized populations—
including people living with disabilities,
migrants, refugees, and other displaced

Other countries in the region that have seen protective gender identity laws enacted include Argentina, Chile, Mexico, the
Plurinational State of Bolivia and Uruguay.

1
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“WHILE THE COMMUNITIES HAD
THEIR DIFFERENCES OF OPINION,
PERSPECTIVES, POLICIES AND
IDEAS, THE OBJECTIVE OF GETTING
RID OF THE LAW BROUGHT
EVERYONE TOGETHER. THEY WERE
ABLE TO UNIFY, TO MAINTAIN AND
RESPECT THEIR DIFFERENCES WHILE
ACHIEVING THE OUTCOME.”
Tripti Tandon, Lawyers Collective, India

or mobile people—are denied access to
health services and placed at higher risk
of HIV infection and HIV-related illnesses
by structural factors, including social
exclusion, restricted or discriminatory
provision of health-care services, and
the lack of protective laws. For example,
restricting the entry, stay and residence of
individuals on the basis of their HIV status
can discourage migrants from seeking HIV
testing, prevention and treatment for fear
of being deported. HIV-related immigration
restrictions also violate the human rights
to health and privacy, while mandatory HIV
testing is in contravention of internationally
agreed standards relating to informed
consent, confidentiality and counselling.
Laws specifically targeting people living with
HIV increase stigma attached to HIV more
broadly, discouraging everyone—not only
migrants—from accessing HIV testing and
treatment (13).
The number of Venezuelans seeking refugee
status worldwide has increased by 8000%
since 2014: around 4.5 million Venezuelans
now live outside of their country (14). As of
2018, an estimated 7700 Venezuelans living
with HIV in host countries were in need
of antiretroviral therapy, while many more
Venezuelan refugees and migrants required
information on and consistent access to
combination HIV prevention and voluntary
counselling and testing services (15).
A multistakeholder campaign in Panama
demonstrates the power of advocacy to
demand and achieve change in HIV-related

immigration restrictions (13). In 2018,
Carmen (not her real name), a Venezuelan
woman living in Panama, was detained by
Panamanian immigration authorities when
she was diagnosed with HIV at a health
clinic. She awaited deportation to Venezuela
for eight months; for more than two months,
she had no access to antiretroviral therapy.
Following a legal campaign spearheaded
by the Panamanian Ombudsman Office and
the Committee on Human Rights for Key
Populations, Carmen was released (16). The
Panamanian Ministry of Health published
a resolution stating that it would no longer
automatically inform immigration services
about migrants who are diagnosed with
HIV, and that it would not require them to
be detained or deported on the grounds of
their HIV status (13).

Demanding the enforcement of laws
Laws and policies that explicitly protect the
human rights (including the right to health)
of people living with HIV and members
of key populations must be more than
words on paper. When legislative change
is not followed by efforts to raise public
awareness and ensure enforcement, stigma
and discrimination, violence and injustice
can remain ingrained within institutions
and among duty bearers, including judges,
law enforcement officers, policy-makers,
parliamentarians and health-care workers.
Legal aid services are a key element of
accountability. People living with HIV and
members of key populations can lack
sufficient knowledge of their rights and the
mechanisms available to protect them. They
often are unable to afford the legal support
they need to seek remedies when their rights
are violated, even where they are aware such
an option exists.
In 2016, United Nations (UN) Member
States committed to having national AIDS
strategies that empower people to know
their rights and access legal services in
order to prevent and challenge violations of
human rights. In 2019, 69 countries reported
to UNAIDS that they had legal aid systems
applicable to HIV casework, and 30 reported
the existence of legal clinics providing
legal services. Civil society reports differed
in some countries, with some disagreeing
with the government’s assertation that legal
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FIGURE 5.2
Number of countries that report having mechanisms in place for accessing affordable
legal services, global, 2019
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Accountability and community oversight
mechanisms can stop rights violations
before they occur, and they can ensure
that communities receive redress when
they do. Such mechanisms should be
developed with community involvement,
as in Ghana, where a web- and
SMS-based discrimination reporting
system developed by community
organizations and the government
links people living with HIV, members
of key populations and the civil society
organizations that support them to
legal services (17). In 2019, 84 countries
reported to UNAIDS the existence of
systems to protect and respect patient
privacy or confidentiality in health-care
settings, 77 reported the existence of
complaint procedures and 43 reported
the existence of mechanisms for the
redress of human rights violations
(Figure 5.3).
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FIGURE 5.3
Number of countries reporting the existence
of accountability mechanisms in relation to
discrimination and human rights violations in
health-care settings, global, 2019
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Members of MENA-Rosa, a regional network of women living with or affected by HIV, participate in a community
dialogue. The women shared their experiences, documented gender-related stigma and discrimination and
explored the underlying causes of violence and HIV in their communities.

BURKINA FASO: LEGAL AID FOR PEOPLE LIVING WITH HIV AND KEY
POPULATIONS
In Burkina Faso, mobile technology is helping to widen the reach of legal aid services for sex workers, people
living with HIV, and gay men and other men who have sex with men who are victims of stigma and discrimination or rights violations (18).
The nongovernmental organizations Kasabati and CICDoc have contracted a legal firm, JurisExpress, to
provide services to beneficiaries from across the network of community-based organizations they support.
Field lawyers in Ouagadougou and Bobo Dioulasso specialize in HIV and human rights and are familiar with
key populations and the problems they face.
JurisExpress offers awareness raising and information for key populations on their rights, as well as legal
advice, legal defence and counsel. Beneficiaries can access the services through telephone calls, SMS,
WhatsApp groups, legal clinics at the law firm or at the premises of community-based organizations, or even
through home visits. The use of phone technologies has helped to widen the reach of the programme.
The service has seen a wide range of requests: inheritance and child custody disputes from women living
with HIV; labour contracts, property expulsion or paternity testing from sex workers; and instances of physical violence, arbitrary detention, and stigma and discrimination from sex workers and gay men and other
men who have sex with men. The vast majority of requests (71%) come from women, and the Ouagadougou
team has recruited a woman member to deal with cases that are more difficult to discuss with a man (18).
In the first 15 months of the programme, nearly 1000 people living with HIV, sex workers and gay men and
other men who have sex with men benefited from JurisExpress information sessions. In addition, 629 people
received legal advice and 197 received longer term legal assistance, while 72 cases required oral or written
defense arguments prepared by JurisExpress lawyers. More than 100 people were referred to other services,
including social welfare services. Most cases have been solved through mediation, with very few (29 cases)
referred to law enforcement. None have been referred to the courts. The number of requests from all methods
of access tripled in a little over a year (18).
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CASE
STUDY
THE TWO-DECADE FIGHT
AGAINST SECTION 377
in India
The power to demand can be a long, incremental process, in which the
community voices, power and engagement gained along the way can be as
important as the legislative outcomes.
On 6 September 2018, India’s Supreme Court unanimously overturned
Section 377 of the Indian Penal Code, a colonial-era law that criminalized
consensual same-sex sexual activity, ruling that discrimination on the basis
of sexual orientation is a fundamental violation of human rights (9). The
change was the result of a sustained effort by community groups—20 years of
campaigning and organizing—during which time the communities involved
grew in strength and activism.

“TODAY WE NO LONGER
HAVE SECTION 377, INSTEAD
WE HAVE THE FREEDOM
OF THE QUEER MOVEMENT
AND A NEW PATHWAY FOR
LGBTI PEOPLE TO SEEK THEIR
RIGHTS, PROTECT THEIR DIGNITY AND ACCESS HEALTH
CARE. WE ARE THANKFUL TO
INDIA’S SUPREME COURT BUT
WE MUST NOT FORGET THE
SACRIFICES OF MILLIONS OF
LGBTI LEADERS WHO FOUGHT
SHOULDER-TO-SHOULDER
OVER THE YEARS AND MADE
THIS DREAM COME TRUE.
WE ARE QUEER AND WE
ARE FREE.”
Abhina Aher, India HIV/AIDS
Alliance (10)
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The first effort to roll back Section 377 came in 1994, when the AIDS
Bhedbhav Virodhi Andolan (ABVA, or AIDS Anti-discrimination Movement)
challenged an order that condoms should be prohibited in a prison (11).
The writ was dismissed in 2001. In that year, the Naz Foundation, a sexual
health nongovernmental organization working with gay men and other
men who have sex with men—supported by the legal nongovernmental
organization Lawyers Collective—filed a public interest litigation in the Delhi
High Court, challenging the constitutionality of Section 377 and calling for
the legalization of homosexuality. The legal battle over Section 377 went back
and forth for several years, with India’s LGBTI and HIV communities (including
Voices Against 377, a coalition of nongovernmental organizations) playing a
high-profile role as advocates against the legislation. In 2013, the Supreme
Court overturned a Delhi High Court decision to strike down Section 377.
This major setback galvanized the LGBTI community, and a “global day
of rage” was observed across the country and other parts of the world
protesting the decision (12).
Several key legal developments paved the way for the 2018 decision to
overturn Section 377. These include: (a) the passing of the Protection of
Children from Sexual Offences Act (2012); (b) expansions of the definition
of rape under criminal law (2013); (c) the passing of the 2017 HIV and AIDS
Prevention and Control Act and Mental Healthcare Act; and (d) the Supreme
Court’s recognition of the fundamental right to gender identity (2014),
its decision that privacy is a constitutionally protected right (2017) and its
affirmation of the right to choose one’s partner as an integral component of
the right to life (2018).

Abhina Aher, a transgender woman working with the India HIV/AIDS Alliance, speaks at a UNAIDS Programme Coordinating
Board meeting in 2017.
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Mercy Kyando, a programme officer of the Tanzania Youth Alliance, trains peer educators on combination
prevention for adolescent girls and young women.
Credit: UNAIDS/D. Msirikale

Bringing community data
to the table
Epidemiological data, behavioural surveys
and service coverage data are the building
blocks of the strategic information that
guides efforts to improve the response to
HIV. As well as programme managers and
health-care providers, communities need
data to advocate for their rights, access
testing and treatment, and seek support
for adherence and other services.
In the eastern Caribbean, networks of sex
workers, gay men and other men who have
sex with men and transgender people came
together in partnership with government
officials and social science researchers to
implement biobehavioural surveys for their
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respective communities on six islands. The
surveys were undertaken to address a severe
lack of data on these communities, with
previous attempts to collect data stymied
by an inability to reach populations due
to fears among community members of
disclosure and stigma and discrimination.
The surveys used participatory action
research, with community members serving
as paid co-owners of the project. The results
demonstrated that community-based
organizations and activists can collect
high-quality and reliable data on issues
faced by hidden subpopulations. The
data were used to advocate for and make
decisions about programming and allocation
of resources that directly benefited these
groups (19).

The People Living with HIV Stigma Index
survey is another way for communities
to hold their countries accountable for
commitments to eliminate HIV-related
stigma and discrimination. The surveys
have been carried out in more than
100 countries as of 2019, with two goals:
(1) to increase the evidence base on
HIV-related stigma and discrimination; and
(2) to empower people living with HIV and
their communities to engage in advocacy
around the HIV response.2 While there is
no question about the success of the first
goal, it has been harder for communities to
achieve the second.
In Kazakhstan, a Stigma Index survey was
undertaken in 2015 as part of a regional
initiative that also included Kyrgyzstan and
Tajikistan. Based on the findings of the
survey, the Kazakhstan National Plan against
Stigma and Discrimination for 2018–2019
was adopted and co-signed by the leader
of the national network of people living
with HIV and the head of the Republican
AIDS Centre. The plan included specific
objectives relating to further research,
legal analysis (including of labour rights
violations), social contracting for community
activities against stigma and discrimination,
and information campaigns and training
for medical staff. Communities of people
living with HIV have been monitoring the
implementation of the National Plan against
Stigma and Discrimination, raising concerns
over a lack of adequate funding and its slow
implementation.
As part of this monitoring process, Kazakh
community organizations used the Stigma
Index survey data for a shadow report
to the Committee on the Elimination of
Discrimination against Women (CEDAW)
(20, 21). The report was presented by
Kazakh women living with HIV at the
CEDAW presession meeting in March 2019.
As a result, the list of issues and questions
from CEDAW to the Government of
Kazakhstan contained the following:
Please provide information on measures
taken to eliminate discrimination and violence
against women living with HIV and women
who use drugs, including in prisons, and
to ensure their access to adequate health
services, including sexual and reproductive
2

health services, drug dependency treatment
and HIV treatment. (22)

The Government of Kazakhstan responded
to these in its formal reply to the list and at
the 74th session of CEDAW in October 2019
(23, 24).
An updated and improved version of
the People Living with HIV Stigma Index
was launched at the end of 2018. This
Stigma Index 2.0 reflects changes in the
HIV epidemic and aims to provide more
detailed information about the prevalence
and character of HIV-related stigma and
discrimination. It probes the experiences of
specific populations in more detail, as well as
the impact of stigma on health-care services
generally. Stigma Index 2.0 also uses digital
data collection, one of several improvements
that make the survey easier to conduct. In
Brazil, organizations of people living with
HIV, supported by UNAIDS, were able to
swiftly collect data in seven cities, conducting
1800 interviews in two months (25).

Young people call for change
across continents
In the face of multiple barriers to sexual
and reproductive health and rights and HIV
services, young people are coming together
to demand their rights and hold authorities
accountable.
In Zambia, Tikambe (“Let’s Talk”), a youth
accountability project run by Restless
Development, raises civic awareness of
the rights and responsibilities of young
people and encourages them to take
action and hold government to account for
the provision of accessible and adequate
youth-friendly health services (27, 28). It
also provides peer-led training for student
teachers on young people’s sexual and
reproductive health and on rights protection
mechanisms for pupils, encouraging these
future teachers to act as positive role models
and share their knowledge in schools and
communities (28). The Tikambe Youth
Resource Centre opened in March 2019,
providing a safe space for young people
to meet, connect and share experiences
with each other, and to develop advocacy
strategies on issues that affect their

For more information, please see the People Living with HIV Stigma Index website: www.stigmaindex.org
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well-being. The Centre focuses on young
people both in and out of school, supporting
their access to information (including on the
prevention of HIV, gender-based violence
and child marriages), comprehensive
sexuality education and youth-friendly health
services. It also offers supportive counselling,
including on employment and educational
opportunities (29).
In India, Know Your Body Know Your Rights
is a youth-led programme that aims to
empower young people to advocate for and
access information on human rights, gender,
sexuality, sexual and reproductive health,
HIV and youth-friendly health services.
Three-quarters of its youth leaders and
outreach staff are young women, among
whom leadership, self-confidence and
negotiation skills have increased (30). The
campaign has reached around 1.9 million
people, with more than 12 000 people
engaged through grass-roots partner
organizations (26).
The Know Your Body Know Your Rights
programme runs comprehensive sexuality
education workshops and outreach in
diverse locations (including urban slums,
institutional care homes, schools, colleges
and vocational training centres). It provides
young people with leadership opportunities,
such as developing and facilitating the
peer-education model and advocating
with policy-makers. Youth leaders also
conducted an assessment of access to
youth-friendly health services, with the data
from their research used in multistakeholder
consultations at the district and state levels
and in constructive dialogues between
youth leaders and front-line health workers,
doctors, and representatives of government
and nongovernmental organizations (31).
Other efforts are providing young people
with monitoring and evaluation tools.
#uproot, an audit and accountability tool
developed by and for young people, was
launched in 2016 by The PACT, a coalition
of more than 80 youth organizations (32).
The #uproot scorecard is used to assess
progress made by countries on the issues
that matter to young people and affect them
most, including the commitments on young

“WHEN NOBODY IS READY TO LISTEN
OR WILLING TO PROVIDE INFORMATION,
THEN THE ADOLESCENTS HAVE TO
START THEIR OWN MOVEMENT.”
Zafreen Neha, Project Coordinator,
Centre for Social Equity and Inclusion,
India (26)

people in the 2016 Political Declaration on
Ending AIDS (33). It uses both quantitative
and qualitative data to assess progress in
five areas: laws and policies, participation,
partnerships, beneficiaries and leaders
(34). The scorecard is intended to be the
starting point for youth-led advocacy at
the national level to hold governments
and decision-makers accountable for
their commitments on HIV, sexual and
reproductive health and rights, and gender
equality (32).
#uproot scorecards have been finalized and
validated through national consultations
in at least 18 countries.3 They have been
implemented with youth leaders and
networks and the participation of more
than 400 young people, including those
living with HIV and those representing key
populations (34). Advocacy road maps based
on scorecard results have been developed in
nine countries.
In August 2019, the findings of the #uproot
scorecard informed South Sudan’s first-ever
National Youth Conference on HIV, sexual
and reproductive health and rights, and
gender equality (35). The conference
brought together 22 youth-led organizations
and more than 100 young people from
across the country, including young people
living with disabilities, refugees and
internally displaced people. Participants
took part in skill-building sessions and
discussions on a broad range of issues,
including the widespread and systematic

The 18 countries are: Cambodia, Egypt, Fiji, Ghana, India, the Lao People’s Democratic Republic, Mali, Mexico, Myanmar, Nigeria,
Panama, the Philippines, the Russian Federation, South Sudan, Sri Lanka, Ukraine, the United Republic of Tanzania and Zambia.
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Teenergizer activists in Kazan, Russian Federation, pose for a selfie. Teenergizer brings together adolescents
born to mothers living with HIV and other young volunteers from Georgia, the Russian Federation and
Ukraine who are advocating for adolescents’ sexual and reproductive health and rights.

incidence of conflict-driven rape and other
forms of sexual and gender-based violence
in South Sudan. They also discussed stigma
and discrimination, barriers to accessing
services and information on sexual and
reproductive health and rights, early and
forced marriage, menstrual health, and
comprehensive sexuality education for
in-school and out-of-school youth. The
conference concluded with the adoption of
a youth compact on sexual and reproductive
health, HIV and gender equality. An
operational plan to support national
authorities in implementing the compact is
being developed (35).

“#UPROOT IS A CHANCE TO SHOW
THAT WE’RE BEING LEFT BEHIND,
AND THIS ISN’T AN ACCIDENT—IT’S
BECAUSE OF POLITICAL CHOICES
ON WHO AND WHAT TO INVEST
IN, AND BECAUSE OF STIGMA AND
FEAR AROUND YOUNG PEOPLE’S
SEXUALITY.”
Hayley Gleeson, ACT!2030 Project
Coordinator, The PACT (33)

POWER TO DEMAND

81

82

UNAIDS 2019

REFERENCES

Introduction
1.

Pye L. Asian power and politics: the cultural dimensions of authority. Cambridge (MA): Belknap
Press; 1985.

2.

Dahl RA. The concept of power. Behav Sci. 1957;2(3):201-15.

3.

Brams SJ. Measuring the concentration of power in political systems. Am Pol Sci Rev.
1968;62(2):461-75.

4.

Stannah J, Dale E, Elmes J, Staunton R, Beyrer C, Mitchell KM et al. HIV testing and engagement
with the HIV treatment cascade among men who have sex with men in Africa: a systematic review
and meta-analysis. Lancet HIV. 2019;6(11):e769-e787.

5.

Evidence for Contraceptive Options and HIV Outcomes (ECHO) Trial Consortium. HIV incidence
among women using intramuscular depot medroxyprogesterone acetate, a copper intrauterine
device, or a levonorgestrel implant for contraception: a randomised, multicentre, open-label trial.
The Lancet. 13 June 2019.

6.

HIV and social protection assessment tool: generating evidence for policy and action on HIV and
social protection. Geneva: UNAIDS; 2017.

7.

Bastagli F, Hagen-Zanker J, Harman L, Barca V, Sturge G, Schmidt T et al. Cash transfers: what
does the evidence say. A rigorous review of programme impact and the role of design and
implementation features. London: Overseas Development Institute (ODI); 2016.

8.

Owusu-Addo E, Cross R. The impact of conditional cash transfers on child health in low- and
middle-income countries: a systematic review. Int J Public Health. 2014;59(4):609-18.

9.

Cash transfers evidence paper: policy division. London: Department for International Development
(United Kingdom); 2011.

10.

Guidance on social protection: a Fast-Track commitment to end AIDS. Geneva: UNAIDS; 2018.

11.

De Neve JW, Fink G, Subramanian SV, Moyo S, Bor J. Length of secondary schooling and
risk of HIV infection in Botswana: evidence from a natural experiment. Lancet Glob Health.
2015;3(8):e470-e477.

12.

Behman JA. The effect of increased primary schooling on adult women’s HIV status in Malawi and
Uganda: universal primary education as a natural experiment. Soc Sci Med. 2015 Feb;127:108-15.

13.

Pettifor AE, Levandowski BA, MacPhail C, Padian NS, Cohen MS, Rees HV. Keep them in school: the
importance of education as a protective factor against HIV infection among young South African
women. Int J Epidemiol. 2008;37:1266-73.

14.

Gorgens M, Mabuza K, de Walque D. Sitakhela Likusasa impact evaluation: results of a cluster
randomized control trial (cRCT) of financial incentives for HIV prevention among adolescent girls
and young women (AGYW) in Eswatini. Tenth International AIDS Society Conference, Mexico City,
21–24 July 2019. Abstract TUAC0205LB.

15.

Burke J. Botswana judges rule laws criminalising gay sex are unconstitutional. The Guardian. 11
June 2019 (https://www.theguardian.com/world/2019/jun/11/botswana-high-court-decriminalises-gay-sex, accessed 14 November 2019).

16.

Contesse J. The Inter-American Court of Human Rights’ advisory opinion on gender identity and
same-sex marriage. Insights. 2018;22(9) (https://www.asil.org/insights/volume/22/issue/9/inter-american-court-human-rights-advisory-opinion-gender-identity-and, accessed 14 November 2019).

17.

Nicaragua Labour Ministry Formally Recognises Sex Worker Union. In: nswp.org [Internet]. 19
October 2017. Edinburgh: Global Network of Sex Work Projects (NSWP); c2014 (http://www.nswp.
org/news/nicaragua-labour-ministry-formally-recognises-sex-worker-union, accessed 14 November
2019).

18.

Zambia. In: Restless Development [Internet]. London (UK): Restless Development; c2019 (https://
restlessdevelopment.org/zambia, accessed 14 November 2019).

19.

Tikambe. In: Restless Development [Internet]. London (UK): Restless Development; c2019 (https://
restlessdevelopment.org/tikambe, accessed 14 November 2019).

20.

Know your body, know your rights campaign [video]. In: theypfoundation [Internet]. The YP
Foundation; c2019 (http://www.theypfoundation.org/kybkyr-2-0campaign, accessed on 14
November 2019).

POWER TO THE PEOPLE

83

84

UNAIDS 2019

21.

Empowering young people in South Sudan. In: UNAIDS Eastern and Southern Africa [Internet]. 26
August 2019. Geneva: UNAIDS; c2019 (http://rstesa.unaids.org/highlights/2019/item/214-empowering-young-people-in-south-sudan, accessed 14 November 2019).

22.

Myer L, Phillips T, Zerbe A, Brittain K, Le Roux SM, Remien R et al. Integration of postnatal
services improves MCH and ART outcomes: a randomized trial. Conference on Retroviruses and
Opportunistic Infections (CROI), Seattle, WA, 23–26 February 2015. Abstract 24.

23.

Kerrigan D, Kennedy CE, Morgan-Thomas R, Reza-Paul S, Mwangi P, Win KT et al. A community
empowerment approach to the HIV response among sex workers: effectiveness, challenges, and
considerations for implementation and scale-up. Lancet. 2015;385:172-85.

24.

Shangani S, Escudero D, Kirwa K, Harrison A, Marshall B, Operario D. Effectiveness of peer-led
interventions to increase HIV testing among men who have sex with men: a systematic review and
meta-analysis. AIDS Care. 2017;29(8):1003-13.

25.

Mavhu W. HIV self-testing and its potential to increase linkage to VMMC and HIV care among men.
Tenth International AIDS Society Conference, Mexico City, 21–24 July 2019. Session TUSA05.

26.

Gashobotse D, Lillie T, Kamariza G, Nkunzimana A, Cooper E, Boyee D. Peer-mobilized HIV
self-testing increases case detection and linkage to ART among key populations in Burundi. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract WEAC0203.

27.

Baruah D, Dange A, Rawat S, Chakrapani V, Solomon S, Srikrishnane AK et al. Facilitators and
barriers toward HIV self-testing among transgender women in Mumbai and Delhi, India. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract TUPEC457.

28.

HIV epidemiology annual report, 2014. San Francisco (CA): Population Health Division, San
Francisco Department of Public Health; 2015.

29.

Grulich A, Guy RJ, Amin J, Schmidt H-M, Selvey C, Holden J et al. Rapid reduction in HIV
diagnoses after targeted PrEP implementation in NSW, Australia. Conference on Retroviruses and
Opportunistic Infections (CROI), Boston, MA, 4–7 March 2018. Abstract 88.

30.

Cambiano V, Miners A, Dunn D, McCormack S, Ong KJ, Gill ON et al. Cost-effectiveness of
pre-exposure prophylaxis for HIV prevention in men who have sex with men in the UK: a modelling
study and health economic evaluation. Lancet Infect Dis. 2018;18:85-94.

31.

Grulich A, Jin F, Vaccher S, Bavinton B, Vickers T, Amin J et al. Continuing low HIV incidence in the
expanded pre-exposure prophylaxis (PrEP) implementation in communities—New South Wales
study (EPIC-NSW). Tenth International AIDS Society Conference, Mexico City, 21–24 July 2019.
Abstract TUAC0201.

32.

Celum CL, Delany-Moretlwe S, Baeten JM, van der Straten A, Hosek S, Bukusi EA et al. HIV
pre-exposure prophylaxis for adolescent girls and young women in Africa: from efficacy trials to
delivery. J Int AIDS Soc. 2019;22 Suppl 4:e25298.

33.

Celum C, Mgodi N, Bekker L-G, Hosek S, Donnell D, Anderon P et al. Adherence 3 months
after PrEP initiation among young African women in HPTN 082. Conference on Retroviruses and
Opportunistic Infections (CROI), Seattle, WA, 4–7 March 2019.

34.

Hanscom B, Janes HE, Guarino PD, Huang Y, Brown ER, Chen YQ et al. Preventing HIV-1 infection in
women using oral pre-exposure prophylaxis: a meta-analysis of current evidence. J Acquir Immune
Defic Syndr. 2016;73(5):606.

35.

Essien T, Mhlanga N, Hinson K, Mzizi P, Johnson A, Chasakara C et al. Engaging adolescent girls
and young women in HPTN 082: lessons learned. Tenth International AIDS Society Conference,
Mexico City, 21–24 July 2019. Abstract TUAC0201.

36.

UNAIDS Programme Coordinating Board. 43rd Meeting, 11–13 December 2018. Decisions. (https://
www.unaids.org/sites/default/files/media_asset/20181214_UNAIDS_PCB43_Decisions_EN.pdf,
accessed 17 November 2019).

37.

Implementing comprehensive HIV and STI programmes with men who have sex with men. Geneva:
World Health Organization (WHO); 2015 (https://www.who.int/hiv/pub/toolkits/msm-implementation-tool/en/, accessed 17 November 2019).

38.

Implementing comprehensive HIV/STI programmes with sex workers: practical approaches from
collaborative interventions. Geneva: World Health Organization (WHO); 2013 (https://www.who.int/
hiv/pub/sti/sex_worker_implementation/en/, accessed 17 November 2019).

39.

Implementing comprehensive HIV and HCV programmes with people who inject drugs. Geneva:
World Health Organization (WHO); 2017 (https://www.who.int/hiv/pub/idu/hiv-hcv-idu/en/,
accessed 17 November 2019).

40.

Implementing comprehensive HIV and STI programmes with transgender people. Geneva: World
Health Organization (WHO); 2016 (https://www.who.int/hiv/pub/toolkits/transgender-implementation-tool/en/, accessed 17 November 2019).

41.

Best practices on effective funding of community-led HIV responses. Agenda item 8, UNAIDS/
PCB(43)/18.28. Geneva: UNAIDS; 2018 (https://www.unaids.org/en/resources/documents/2018/
PCB43_18.28, accessed 17 November 2019).

42.

People power under attack. A global analysis of threats to fundamental freedoms. Johannesburg:
Civicus; 2018 (https://monitor.civicus.org/PeoplePowerUnderAttack2018/, accessed 17 November
2019).

43.

Global Commission on HIV and the Law. Risks, rights and health: supplement. New York: UNDP;
July 2018 (https://hivlawcommission.org/wp-content/uploads/2018/09/HIV-and-the-Law-supplement-FINAL.pdf, accessed 17 November 2019).

44.

From invisibility to indivisibility: Robert Carr Fund annual report 2017. Amsterdam: Robert Carr
Fund for Civil Society Networks; 2018.

45.

Reinforcing marginalization: the impact of the closing of civic space on HIV response in Ethiopia,
Kenya and Uganda. Washington (DC): The International Center for Not-for-Profit Law; 2018 (http://
www.icnl.org/programs/africa/ICNL-Reinforcing-Marginalization.pdf, accessed 17 November 2019).

46.

Zimbabwe’s national key populations HIV and AIDS implementation plan. Harare (Zimbabwe):
National AIDS Council; 2019 (http://nac.org.zw/wp-content/uploads/2019/05/Zimbabwes-National-Key-Populations-HIV-and-AIDS-Implementation-Plan-2019-2020-1.pdf, accessed 17 November
2019).

Power to choose
1.	Aspinall EJ, Nambiar D, Goldberg DJ, Hickman M, Weir A, Van Velzen E et al. Are needle and
syringe programmes associated with a reduction in HIV transmission among people who inject
drugs: a systematic review and meta-analysis. Int J Epidemiol. 2014;43(1):235-48.
2.	Dutta A, Wirtz AL, Baral S, Beyrer C, Cleghorn FR. Key harm reduction interventions and their
impact on the reduction of risky behavior and HIV incidence among people who inject drugs in
low-income and middle-income countries. Curr Opin HIV AIDS. 2012;7(4):362-8.
3.	Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, Puren A. Randomized, controlled
intervention trial of male circumcision for reduction of HIV infection risk: the ANRS 1265 Trial. PLoS
Med. 2005;2(11):e298.
4.	Evidence for Contraceptive Options and HIV Outcomes (ECHO) Trial Consortium. HIV incidence
among women using intramuscular depot medroxyprogesterone acetate, a copper intrauterine
device, or a levonorgestrel implant for contraception: a randomised, multicentre, open-label trial.
The Lancet. 13 June 2019.
5.	Understanding the results of the ECHO Study. New York (NY): AVAC; June 2019.
6.	Noguchi LM, Simelela PN. How should we listen to ECHO? Lancet. 2019;394(10195):275-6.
7.	Human Rights Watch, Sex Workers Education and Advocacy Task Force. Why sex work should be
decriminalised in South Africa. New York: Human Rights Watch; August 2019 (https://www.hrw.org/
sites/default/files/report_pdf/southafrica0819_web_0.pdf, accessed 11 November 2019).
8.	South African Health Monitoring Survey (SAHMS): an integrated biological and behavioural survey
among female sex workers, South Africa 2013–2014. Final report. San Francisco (CA): University of
California San Francisco, Anova Health Institute; 2015.
9.	Preventing HIV among sex workers in sub-Saharan Africa: a literature review. Geneva: World Health
Organization; 2011.
10.	The South African National Sex Worker HIV Plan, 2016–2019. Pretoria (South Africa): South
African National AIDS Council; 2016 (http://catalogue.safaids.net/sites/default/files/publications/
SANAC%20Sex%20Worker%20HIV%20Plan%202016-2019_0.pdf, accessed 11 November 2019).
11.	Let our actions count: South Africa’s National Strategic Plan for HIV, TB and STIs, 2017–2022.
Pretoria (South Africa): South Africa National Department of Health; 2017.
12.	World Health Organization, United Nations Population Fund, Joint United Nations Programme on
HIV/AIDS, Global Network of Sex Work Projects, The World Bank. Implementing comprehensive
HIV/STI programmes with sex workers: practical approaches from collaborative interventions.
Geneva: World Health Organization; 2013.
13.	HIV epidemiology annual report, 2014. San Francisco (CA): Population Health Division, San
Francisco Department of Public Health; 2015.
14.	Grulich A, Guy RJ, Amin J, Schmidt H-M, Selvey C, Holden J et al. Rapid reduction in HIV
diagnoses after targeted PrEP implementation in NSW, Australia. Conference on Retroviruses and
Opportunistic Infections (CROI), Boston, MA, 4–7 March 2018. Abstract 88.
15.	Cambiano V, Miners A, Dunn D, McCormack S, Ong KJ, Gill ON et al. Cost-effectiveness of
pre-exposure prophylaxis for HIV prevention in men who have sex with men in the UK: a modelling
study and health economic evaluation. Lancet Infect Dis. 2018;18:85-94.

POWER TO THE PEOPLE

85

16.	Grulich A, Jin F, Vaccher S, Bavinton B, Vickers T, Amin J et al. Continuing low HIV incidence in the
expanded pre-exposure prophylaxis (PrEP) implementation in communities—New South Wales
study (EPIC-NSW). Tenth International AIDS Society Conference, Mexico City, 21–24 July 2019.
Abstract TUAC0201.
17.	Prepwatch.org [database]. New York (NY): AVAC; c2019 (https://www.prepwatch.org/, accessed 11
November 2019).
18.	Thailand Princess PrEP. Fact sheet. Washington (DC): USAID; September 2018.
19.	PrEP 15 and Princess PrEP programmes. Slide presentation. Thai Red Cross AIDS Research Centre.
22 October 2019.
20.	Ramautarsing R. Community-led PrEP services: the key to successfully reaching at-risk populations.
The 3rd Asia–Pacific Regional Consultation on PrEP Implementation. 14 January 2019.
21.	Phanuphak N, Sungsing T, Jantarapakde J, Pengnonyang S, Trachunthong D, Mingkwanrungruang
P et al. Princess PrEP program: the first key population-led model to deliver pre-exposure
prophylaxis to key populations by key populations in Thailand. Sex Health. 2018;15(6):542-55.
22.	Vannakit R, Kim M, Charoenying S, Mills S, Avery M, Phanuphak Pungpapong N, et al. Key
population-led health services (KP-LHS) critical to PrEP introduction among men who have sex
with men (MSM) and transgender women (TGW) in Thailand. Oral abstract IAS Amsterdam 2018
TUAC0302.
23.	Sevelius JM, Keatley J, Calma N, Arnold E. “I am not a man”: trans-specific barriers and facilitators
to PrEP acceptability among transgender women. Glob Public Health. 2016;11(7-8):1060-75.
24.	Seekaew P, Nguyen E, Sungsing T, Jantarapakde J, Pengnonyang S, Trachunthong D et al.
Correlates of nonadherence to key population-led HIV pre-exposure prophylaxis services among
Thai men who have sex with men and transgender women. BMC Public Health. 2019;19(1):328.
25.	Update on the PrEP Impact Trial. In: NHS England [Internet]. 11 January 2019. NHS UK; c2019 (https://
www.england.nhs.uk/2019/01/update-on-the-prep-impact-trial/, accessed 11 November 2019).
26.	United Kingdom national HIV surveillance data tables. No. 2, 2019. London: Public Health England; 2019.
27.	Eakle R, Venter F, Rees H. Pre-exposure prophylaxis (PrEP) in an era of stalled HIV prevention: Can it
change the game? Retrovirology. 2018;15(1):29.
28.	Celum CL, Delany-Moretlwe S, Baeten JM, van der Straten A, Hosek S, Bukusi EA et al. HIV
pre-exposure prophylaxis for adolescent girls and young women in Africa: from efficacy trials to
delivery. J Int AIDS Soc. 2019;22 Suppl 4:e25298.
29.	Beima-Sofie K, Wagner A, Pintye J, Abuna F, Laga H, Baeten J et al. Implementation challenges
and strategies in integration of PrEP into maternal and child health and family planning services:
experiences of frontline healthcare workers in Kenya. Tenth International AIDS Society Conference,
Mexico City, 21–24 July 2019. Abstract WEPDC0203.
30.	Ortblad K, Mogere P, Kearney J, Kiptinness C, Baeten J, Ngure K et al. PrEP users perceive high
community-level PrEP stigma in Kenya. Tenth International AIDS Society Conference, Mexico City,
21–24 July 2019, Abstract TUPEC391.
31.	Machado DM, de Sant’Anna Carvalho AM, Riera R. Adolescent pre-exposure prophylaxis for HIV
prevention: current perspectives. Adolesc Health Med Ther. 2017;8:137-48.
32.	Lanham M, Stankevitz K, Ridgeway K, Mireku M, Nhamo D, Pillay D et al. Healthcare providers’
attitudes and experiences delivering oral PrEP to adolescent girls and young women:
implementation research to inform PrEP rollout in Kenya, South Africa, and Zimbabwe. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract WEPDC0201.
33.	Celum C, Mgodi N, Bekker L-G, Hosek S, Donnell D, Anderon P et al. Adherence 3 months
after PrEP initiation among young African women in HPTN 082. Conference on Retroviruses and
Opportunistic Infections (CROI), Seattle, WA, 4–7 March 2019.
34.	Bärnighausen KE, Matse S, Kennedy CE, Lejeune CL, Hughey AB, Hettema A et al. “This is mine,
this is for me”: preexposure prophylaxis as a source of resilience among women in Eswatini. AIDS.
2019 Jun 1;33 Suppl 1:S45-S52.
35.	Murire M, Ridgeway K, Lanham M, Shamu P, Pillay D, Shoko N et al. Service provider insights:
implications for national training and support for PrEP provision in South Africa. Tenth International
AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract TUPEC 420.
36.	Personal communication. Aleisha Rozario, Country Director, Jhpiego Lesotho. 13 November 2019.
37.	Govender E, Abdool Karim Q. Understanding women and men’s acceptability of current and new
HIV prevention technologies in KwaZulu-Natal, South Africa. AIDS Care. 2018;30:1311-4.
38.	Marcus JL, Buisker T, Horvath T, Amico KR, Fuchs JD, Buchbinder SP et al. Helping our patients
take HIV pre-exposure prophylaxis (PrEP): a systematic review of adherence interventions. HIV Med.
2014;15(7):385-95.
39.	Kashuba AD, Gengiah TN, Werner L, Yang K-H, White NR, Karim QA et al. Genital tenofovir
concentrations correlate with protection against HIV infection in the CAPRISA 004 trial: importance
of adherence for microbicide effectiveness. J Acquir Immune Defic Syndr. 2015;69(3):264-9.

86

UNAIDS 2019

40.	Cottrell ML, Yang KH, Prince HMA, Sykes C, White N, Malone S et al. A translational pharmacology
approach to predicting outcomes of preexposure prophylaxis against HIV in men and women using
tenofovir disoproxil fumarate with or without emtricitabine. J Infect Dis. 2016;214(1):55-64.
41.	Murnane PM, Celum C, Mugo N, Campbell JD, Donnell D, Bukusi E et al. Efficacy of preexposure
prophylaxis for HIV-1 prevention among high-risk heterosexuals: subgroup analyses from a
randomized trial. AIDS. 2013;27(13):2155-60.
42.	van der Straten A, Stadler J, Montgomery E, Hartmann M, Magazi B, Mathebula F et al. Women’s
experiences with oral and vaginal pre-exposure prophylaxis: the VOICE-C qualitative study in
Johannesburg, South Africa. PLoS One. 2014;9(2):e89118.
43.	Corneli AL, McKenna K, Headley J, Ahmed K, Odhiambo J, Skhosana J et al. A descriptive
analysis of perceptions of HIV risk and worry about acquiring HIV among FEM-PrEP participants
who seroconverted in Bondo, Kenya, and Pretoria, South Africa. J Int AIDS Soc. 2014;17(3 Suppl
2):19152.
44.	Marrazzo JM, Ramjee G, Richardson BA, Gomez K, Mgodi N, Nair G et al. Tenofovir-based
preexposure prophylaxis for HIV infection among African women. N Engl J Med. 2015;372(6):509-18.
45.	Celum C, Mgodi N, Bekker L-G, Hosek S, Donnell D, Anderson PL et al. PrEP adherence and effect
of drug level feedback among young African women in HPTN 082. Tenth International AIDS Society
Conference, Mexico City, 21–24 July 2019. Abstract TUAC0301.
46.	Mullick S. Service delivery: targeting young people at risk—reach and 10 lessons learnt. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Session MOSA09.
47.	Hanscom B, Janes HE, Guarino PD, Huang Y, Brown ER, Chen YQ et al. Preventing HIV-1 infection in
women using oral pre-exposure prophylaxis: a meta-analysis of current evidence. J Acquir Immune
Defic Syndr. 2016;73(5):606.
48.	Essien T, Mhlanga N, Hinson K, Mzizi P, Johnson A, Chasakara C et al. Engaging adolescent girls
and young women in HPTN 082: lessons learned. Tenth International AIDS Society Conference,
Mexico City, 21–24 July 2019. Abstract TUAC0201.
49.	Eakle R, Bothma R, Bourne A, Gumede S, Motsosi K, Rees H. “I am still negative”: female sex
workers’ perspectives on uptake and use of daily pre-exposure prophylaxis for HIV prevention in
South Africa. PLoS One. 2019;14(4):e0212271.
50.	Omollo V, Odoyo J, Travil D, Rousseau E, Kidoguchi L, Bekker L-G et al. PrEP re-initiation after
interruption by adolescent girls and young women in Kenya and South Africa. Tenth International
AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract TUAC0304.
51.	Pyra M, Haberer JE, Heffron R, Kidoguchi L, Brown ER, Bukusi EA et al. Brief report: PrEP use during
periods of HIV risk among East African women in serodiscordant relationships. J Acquir Immune
Defic Syndr. 2018;77(1):41-5.
52.	Mugwanya KK, Pintye J, Kinuthia J, Abuna F, Lagat H, Begnel ER et al. Integrating preexposure
prophylaxis delivery in routine family planning clinics: a feasibility programmatic evaluation in
Kenya. PLoS Med. 2019;16(9):e1002885.
53.	Mello MV. Overview of the WHO guidelines on implementation of PrEP for adolescents as part
of SRHR. Tenth International AIDS Society Conference, Mexico City, 21–24 July 2019. Session
MOSA09.
54.	Human rights. In robertcarrfund.org [Internet]. Amsterdam: Robert Carr Fund for civil society
networks; c2019 (https://robertcarrfund.org/networks/results/human-rights, accessed 11 November
2019).
55.	The global state of harm reduction 2018. London: Harm Reduction International; 2018 (https://www.
hri.global/files/2019/02/05/global-state-harm-reduction-2018.pdf, accessed 11 November 2019).
56.	Abdul-Quader AS, Feelemyer J, Modi S, Stein ES, Briceno A, Semaan S et al. Effectiveness of
structural-level needle/syringe programs to reduce HCV and HIV infection among people who
inject drugs: a systematic review. AIDS Behav. 2013;17(9):2878-92.
57.	Platt L, Minozzi S, Reed J, Vickerman P, Hagan H, French C et al. Needle and syringe programmes
and opioid substitution therapy for preventing HCV transmission among people who inject drugs:
findings from a Cochrane Review and meta-analysis. Addiction. 2018;113(3):545-63.
58.	Marzel A, Kusejko K, Weber R, Bruggmann P, Rauch A, Roth JA et al. The cumulative impact of harm
reduction on the Swiss HIV epidemic: cohort study, mathematical model, and phylogenetic analysis.
Open Forum Infect Dis. 2018;5(5):ofy078.
59.	Des Jarlais DC, Feelemyer JP, Modi SN, Abdul-Quader A, Hagan H. High coverage needle/syringe
programs for people who inject drugs in low- and middle-income countries: a systematic review.
BMC Public Health. 2013;13:53.
60.	MacArthur GJ, Minozzi S, Martin N, Vickerman P, Deren S, Bruneau J et al. Opiate substitution
treatment and HIV transmission in people who inject drugs: systematic review and meta-analysis.
BMJ. 2012;345:e5945.

POWER TO THE PEOPLE

87

61.	Health, rights and drugs: harm reduction, decriminalization and zero discrimination for people who
use drugs. Geneva: UNAIDS; 2019.
62.	Harm Reduction: The Senegalese Experience. In: osiwa.org [Internet]. Open Society Initiative for
West Africa (OSIWA); c2019 (http://www.osiwa.org/newsroom/multimedia/harm-reduction-senegalese-experience/, accessed 11 November 2019).
63.	Putri D. Women and drugs in Myanmar: Beyond harm reduction. In: tni.org [Internet]. 8 March 2018.
Amsterdam: Transnational Institute; c2015 (https://www.tni.org/en/article/women-and-drugs-inmyanmar-beyond-harm-reduction, accessed 11 November 2019).
64.	Rigoni R, Breeksema J, Woods S. Speed limits: harm reduction for people who use stimulants.
Amsterdam: MAINline; 2018 (http://mainline-eng.blogbird.nl/uploads/mainline-eng/2018_
Mainline_–_Harm_Reduction_for_People_Who_Use_Stimulants_–_Full_Report.pdf, accessed 11
November 2019).

Power to know
1.	AVAC, ATHENA Network, Salamander Trust. Key barriers to women’s access to HIV treatment:
a global review. New York: United Nations Entity for Gender Equality and the Empowerment
of Women (UN Women); 2017 (https://www.unwomen.org/-/media/headquarters/attachments/
sections/library/%20publications/2017/key-barriers-to-womens-access-to-hiv-treatment-a-globalreview-en.%20pdf?la=en&vs=3431&la=en&vs=3431, accessed 12 November 2019).
2.

Population-based surveys, 2013–2018.

3.	United Nations Educational, Scientific and Cultural Organization (UNESCO), United Nations
Population Fund (UNFPA), United Nations Children’s Fund (UNICEF), United Nations Entity for
Gender Equality and the Empowerment of Women (UN Women), World Health Organization
(WHO), UNAIDS. International technical guidance on sexuality education: an evidence-informed
approach. Revised edition. Paris: UNESCO; 2018.
4.	Salam RA, Faqqah A, Sajjad N, Lassi ZS, Das JK, Kaufman M et al. Improving adolescent sexual
and reproductive health: a systematic review of potential interventions. J Adolesc Health.
2016;59(4S):S11-28.
5.	Haberland, N. The case for addressing gender and power in sexuality and HIV education: a
comprehensive review of evaluation studies. Int Perspect Sex Reprod Health. 2015;41(1):31-42.
6.	Adolescents and family planning: what the evidence shows. Washington (DC): International Center
for Research on Women; 2014.
7.	United Nations Population Fund (UNFPA) East and Southern Africa Regional Office. Regional
comprehensive sexuality education resource package for out of school young people. UNFPA;
2018 (https://esaro.unfpa.org/en/publications/regional-comprehensive-sexuality-education-resource-package-out-school-young-people, accessed 12 November 2019).
8.	iCAN package workbook. Johannesburg and Harare; United Nations Population Fund (UNFPA)
East and Southern Africa Regional Office, SAfAIDS; 2016 (https://www.youngpeopletoday.org/?issue=hiv, accessed 12 November 2019).
9.	Amaze. More Info. Less Weird [Internet]. Washington (DC): AMAZE; c2019 (https://amaze.org/za/
contact-us/, accessed 12 November 2019).
10.	Development Solutions. Safeguard young people: end of phases I and II programme evaluation.
Final evaluation report. 2019.
11.	Tallarico R, De Beer T, Bakaroudis M, Samarthya-Howard A, Markus HB. TuneMe: a mHealth
initiative to increase young people’s knowledge and skills to promote the adoption of protective
sexual behaviours. J Dev Commun. 2018;29(1):101-10.
12.	VCT@WORK: Voluntary, confidential HIV counselling and testing for workers. In: ilo.org [Internet].
International Labour Organization (ILO); c1996–2019 (https://www.ilo.org/aids/WCMS_215899/
lang--en/index.htm, accessed 12 November 2019).
13.	100 Years – 100 Lives. Uganda: “I have taken the HIV test. Now I encourage my co-workers to
do the same.” In: ilo.org [Internet]. 13 August 2019. International Labour Organization (ILO);
c1996–2019 (https://www.ilo.org/africa/hundred/WCMS_685189/lang--en/index.htm, accessed 12
November 2019).
14.	Johnson CC, Kennedy C, Fonner V, Siegfried N, Figueroa C, Dalal S et al. Examining the effects of
HIV self-testing compared to standard HIV testing services: a systematic review and meta-analysis. J
Int AIDS Soc. 2017;20(1):21594.
15.	Hatzold K, Gudukeya S, Mutseta MN, Chilongosi R, Nalubamba M, Nkhoma C et al. HIV
self-testing: breaking the barriers to uptake of testing among men and adolescents in sub-Saharan
Africa, experiences from STAR demonstration projects in Malawi, Zambia and Zimbabwe. J Int
AIDS Soc. 2019;22(Suppl 1):e25244.

88

UNAIDS 2019

16.	Gichangi A, Wambua J, Mutwiwa S, Njogu R, Bazant E, Wamicwe J et al. Impact of HIV self-test
distribution to male partners of ANC clients: results of a randomized controlled trial in Kenya. J
Acquir Immune Defic Syndr. 2018;79:467-73.
17.	Choko AT, Corbett EL, Stallard N, Maheswaran H, Lepine A, Johnson CC et al. HIV self-testing
alone or with additional interventions, including financial incentives, and linkage to care or
prevention among male partners of antenatal care clinic attendees in Malawi: an adaptive
multi-arm, multi-stage cluster randomised trial. PLoS Med. 2019;16(1):e1002719.
18.	Mwanda K, Chikuba McLeod M, Chilongoshi J, Chitalu M, Mwila E, Ciccio L et al. HIV self-testing in
Zambia – an account of early lessons from multi-province program implementation scale-up. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract MOPED586.
19.	Mavhu W. HIV self-testing and its potential to increase linkage to VMMC and HIV care among men.
Tenth International AIDS Society Conference, Mexico City, 21–24 July 2019. Session TUSA05.
20.	Gashobotse D, Lillie T, Kamariza G, Nkunzimana A, Cooper E, Boyee D. Peer-mobilized HIV
self-testing increases case detection and linkage to ART among key populations in Burundi. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract WEAC0203.
21.	Baruah D, Dange A, Rawat S, Chakrapani V, Solomon S, Srikrishnane AK et al. Facilitators and
barriers toward HIV self-testing among transgender women in Mumbai and Delhi, India. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract TUPEC457.
22.	Stannah J, Dale E, Elmes J, Staunton R, Beyrer C, Mitchell KM et al. HIV testing and engagement
with the HIV treatment cascade among men who have sex with men in Africa: a systematic review
and meta-analysis. Lancet HIV. 2019;6(11):e769-e787.
23.	Kenya AIDS strategic framework, 2014/2015–2018/2019. Nairobi: National AIDS Control Council
(Kenya) (https://www.undp.org/content/dam/kenya/docs/Democratic%20Governance/KENYA%20
AIDS%20STRATEGIC%20FRAMEWORK.pdf, accessed 12 November 2019).
24.	Troung K. Kenya’s First Gay Health Clinic Provides Care Without the Judgment. In: NBC News
[Internet]. 15 May 2017. NBC; c2019 (https://www.nbcnews.com/feature/nbc-out/kenya-s-first-gayhealth-clinic-provides-care-without-judgment-n758131, accessed 12 November 2019).
25.	ISHTAR MSM. Ishtar MSM on local and global stages: from grassroots organization to sub-regional
capacity development hub. Draft advance copy.
26.	Tartaglione G. Ishtar: Providing Stigma-Free Sexual Health Services in Kenya. In: mpactglobal.org
[Internet]. MPACT; c2019 (https://mpactglobal.org/ishtar-stigma-free-sexual-health-services-kenya/,
accessed 12 November 2019).
27.	About Us. In: LoveYourself [Internet]. LoveYourself PH; c2019 (http://www.loveyourself.ph/p/
about-us.html, accessed 12 November 2019).
28.	Project PrEPPY: Tacking an Old Epidemic in a New Way. In: who.int [Internet]. 12 July 2017. Geneva:
World Health Organization (WHO); c2019 (https://www.who.int/philippines/news/feature-stories/
detail/project-preppy-tackling-an-old-epidemic-in-a-new-way, accessed 12 November 2019).
29.	MPact Global Action for Gay Men’s Health and Rights. Scale-up of HIV-related services for gay and
bisexual men in Zimbabwe. Draft advance copy.
30.	Badza G. “I have no place in society.” In: dandc.eu [Internet]. 01 August 2019. Bonn (Germany):
D+C Development and Cooperation; c2019 (https://www.dandc.eu/en/article/homophobia-zimbabwe-hurts-mental-health-lgbti-people, accessed 12 November 2019).
31.	The GALZ Centre. In: GALZ [Internet]. Gays and Lesbians of Zimbabwe (GALZ); c2015–2017
(http://galz.org/galz-center/, accessed 12 November 2019).
32.	MCoalition. In: Facebook [Internet]. (https://www.facebook.com/mcoalition/?__tn__=%2Cd%2CP-R&eid=ARAKai9jhdIVd0UmvDa01zdXL5XYOdmBjcg4t3EbWkmGH6EubxMCLEt0-aw0lWa3SfzysSmqxY7mqWR8, accessed on 12 November 2019.
33.	Understanding gaps in the HIV treatment cascade in 11 West African countries: findings from
ITPC’s regional community treatment observatory. Gaborone (Botswana): International Treatment
Preparedness Coalition (ITPC); 2019.
34.	Vihaan Care and Support: Increasing treatment adherence, reducing stigma and discrimination, and
improving the quality of life of people living with HIV. In: India HIV/AIDS Alliance. New Delhi: India
HIV/AIDS Alliance; c2016 (http://www.allianceindia.org/our-work/vihaan/, accessed 12 November
2019).
35.	An Extended Family for PLHIV: Vihaan Care & Support Centres. In: India HIV/AIDS Alliance. New
Delhi: India HIV/AIDS Alliance; c2016 (http://www.allianceindia.org/extended-family-plhiv-vihaancare-support-centres/, accessed on 12 November 2019).
36.	eMpower: Technology amplifies our power. In: India HIV/AIDS Alliance. 16 March 2017. New
Delhi: India HIV/AIDS Alliance; c2016 (http://www.allianceindia.org/empower-technology-amplifies-power/, acessed 12 November 2019).
37.	eMpower project: IBM and India HIV/AIDS Alliance. The Global Fund to Fight AIDS, Tuberculosis
and Malaria; 2019 (https://www.theglobalfund.org/media/8708/publication_privatesectorempowerproject_focuson_en.pdf?u=637030122720000000, accessed 12 November 2019).

POWER TO THE PEOPLE

89

38.	The western and central Africa catch-up plan: putting HIV treatment on the Fast-Track by 2018.
Geneva: UNAIDS; 2017.
39.	The Community Treatment Observatory (CTO) Model explained: how communities can collect and
analyze health data to ensure accountability and drive change. Gaborone (Botswana): International
Treatment Preparedness Coalition (ITPC); 2019.
40.	Improving access to quality HIV treatment in 11 West African countries: impact of ITPC’s Regional
Community Treatment Observatory. RCTO-WA regional fact sheet. Gaborone (Botswana):
International Treatment Preparedness Coalition (ITPC); 2019.
41.	Why we must watch what matters: initial findings from the Regional Community Treatment
Observatory in West Africa. Gaborone (Botswana): International Treatment Preparedness Coalition
(ITPC); 2018.

Power to thrive
1.

Start Free Stay Free AIDS Free: 2019 report. Geneva: UNAIDS; 2019.

2.	Innovative approaches for eliminating mother-to-child transmission of HIV: community client
tracing through mentor mothers in the Democratic Republic of the Congo. New York (NY): United
Nations Children’s Fund (UNICEF); 2018 (https://childrenandaids.org/sites/default/files/2018-11/
Community%20Engagement_DRC.pdf, accessed 13 November 2019).
3.	Myer L, Phillips T, Zerbe A, Brittain K, Le Roux SM, Remien R et al. Integration of postnatal
services improves MCH and ART outcomes: a randomized trial. Conference on Retroviruses and
Opportunistic Infections (CROI), Seattle, WA, 23–26 February 2015. Abstract 24.
4.	Good practices in the implementation of the national HIV Acceleration Plan – Sierra Leone.
Ouagadougou: Initiatives Conseil International – Santé; May 2019.
5.	Innovative approaches for Eliminating Mother-to-Child Transmission of HIV––“CPN Papa”: men as
change agents in the Democratic Republic of the Congo. New York (NY): United Nations Children’s
Fund (UNICEF); 2018 (http://childrenandaids.org/sites/default/files/2018-11/Male%20Involvement_
DRC.pdf, accessed 13 November 2019).
6.	Documentation des bonnes pratiques en Afrique de l’Ouest et du Centre – Niger. Ouagadougou:
Initiatives Conseil International – Santé; 2019.
7.	Innes S, Lazarus E, Otwombe K, Liberty A, Germanus R, Van Rensburg AJ et al. Early severe
HIV disease precedes early antiretroviral therapy in infants: are we too late? J Int AIDS Soc.
2014;17:18914.
8.	Bourne DE, Thompson M, Brody LL, Cotton M, Draper B, Laubscher R et al. Emergence of a peak in
early infant mortality due to HIV/AIDS in South Africa. AIDS. 2009;23(1):101-6.
9.	Newell ML, Coovadia H, Cortina-Borja M, Rollins N, Gaillard P, Dabis F et al. Mortality of
infected and uninfected infants born to HIV-infected mothers in Africa: a pooled analysis. Lancet.
2004;364(9441):1236-43.
10.	Koller M, Patel K, Chi BH, Wools-Kaloustian K, Dicko F, Chokephaibulkit K et al. Immunodeficiency
in children starting antiretroviral therapy in low-, middle-, and high-income countries. J Acquir
Immune Defic Syndr. 2015;68(1):62-72.
11.	HIV diagnosis and ARV use in HIV-exposed infants: a programmatic update. Geneva: World Health
Organization; 2018 (https://apps.who.int/iris/bitstream/handle/10665/273155/WHO-CDS-HIV18.17-eng.pdf?ua=1, accessed 13 November 2019).
12.	Point-of-care early infant HIV diagnosis: issue brief. Washington (DC): Elizabeth Glazer Pediatric
AIDS Foundation; 2018 (http://www.pedaids.org/wp-content/uploads/2018/07/2018_POCEID_
DoingMoreFaster_digital.pdf, accessed 13 November 2019).
13.	Bianchi F, Cohn J, Sacks E, Bailey R, Lemaire JF, Machekano R et al. Evaluation of a routine
point-of-care intervention for early infant diagnosis of HIV: an observational study in eight African
countries. Lancet HIV. 2019;6(6):e373-e381.
14.	Goal area 1: every child survives and thrives. Global annual results report 2018. New York (NY):
United Nations Children’s Fund (UNICEF); 2019 (www.unicef.org/reports/global-annual-results-2018,
accessed 13 November 2019).
15.	African Society for Laboratory Medicine (ASLM), Clinton Health Access Initiative (CHAI), Ministry
of Health and Child Care Zimbabwe, United Nations Children’s Fund (UNICEF), Unitaid. Integrated
testing for TB and HIV using GeneXpert devices expands access to near-point-of-care testing.
August 2019 (https://www.childrenandaids.org/sites/default/files/2019-09/Integrated%20Testing%20
for%20TB%20and%20HIV%20Zimbabwe_Eng_digital.pdf, accessed 13 November 2019).
16.	Kidman R, Anglewicz P. Are adolescent orphans more likely to be HIV-positive? A pooled data
analysis across 19 countries in sub-Saharan Africa. J Epidemiol Community Health. 2016;70:791-7.

90

UNAIDS 2019

17.	Govindasamy D, Ferrand RA, Wilmore SM, Ford N, Ahmed S, Afnan-Holmes H et al. Uptake and
yield of HIV testing and counselling among children and adolescents in sub-Saharan Africa: a
systematic review. J Int AIDS Soc. 2015;18:20182.
18.	Guidelines on HIV self-testing and partner notification: supplement to consolidated guidelines on
HIV testing services. Geneva: World Health Organization; 2016 (http://apps.who.int/iris/bitstream/
handle/10665/251655/9789241549868-eng.pdf?sequence=1, accessed 13 November 2019).
19.	Gage AJ, Do M, Grant D. Guidelines on best practices for adolescent- and youth-friendly HIV
services: an examination of 13 projects in PEPFAR-supported countries. Chapel Hill (NC): MEASURE
Evaluation; 2017.
20.	Consultation on HIV differentiated service delivery models for specific populations and settings:
pregnant and breastfeeding women, children, adolescents and key populations. Meeting report.
Geneva: World Health Organization; 2017 (https://www.who.int/hiv/pub/meetingreports/DSDmeetingreportJan122017.pdf, accessed 13 November 2019).
21.	Consolidated guidelines on HIV testing services. Geneva: World Health Organization; 2015
(http://www.who.int/hiv/pub/guidelines/hiv-testing-services/en, accessed 13 November 2019).
22.	Pant Pai N, Sharma J, Shivkumar S, Pillay S, Vadnais C, Joseph L et al. Supervised and
unsupervised self-testing for HIV in high- and low-risk populations: a systematic review. PLoS Med.
2013;10(4):e1001414.
23.	Williams S, Renju J, Ghilardi L, Wringe A. Scaling a waterfall: a meta-ethnography of adolescent
progression through the stages of HIV care in sub-Saharan Africa. J Int AIDS Soc. 2017;20:21922.
24.	Indravudh PP, Fielding K, Kumwenda MK, Nzawa R, Chilongosi R, Desmond N et al. Community-led
delivery of HIV self-testing targeting adolescents and men in rural Malawi: a cluster-randomised
trial. Tenth International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract
MOSY0105LB.
25.	Shanaube K, Schaap A, Chaila MJ, Floyd S, Mackworth-Young C, Hoddinott G et al. Community
intervention improves knowledge of HIV status of adolescents in Zambia: findings from HPTN
071-PopART for youth study. AIDS. 2017;31(Suppl. 3):S221-32.
26.	Daniels J, Komarek A, Forgreive B, Pahl K, Stafford S, Bruns LC et al. Shout-It-Now: a mobile HCT
model employing technology and edutainment in South Africa. J Int Assoc Provid AIDS Care.
2017;16:506-11.
27.	Iwelunmor J, Ezechi O, Obiezu-Umeh C, Nwaozuru U, Gbajabiamila T, Falodun F et al. #HIVSelfTest:
a social media campaign to promote HIV self-testing among young people in Nigeria. Tenth
International AIDS Society Conference, Mexico City, 21–24 July 2019. Abstract WEPDC0101.
28.	Delany-Moretlwe S, Cowan FM, Busza J, Bolton-Moore C, Kelley K, Fairlie L. Providing
comprehensive health services for young key populations: needs, barriers and gaps. J Int AIDS Soc.
2018;18(2 Suppl 1):19833.
29.	van de Ven R, Antelman G, Mukaminega M, Edward C, van’t Pad Bosch J. Do peer-led adolescent
support groups improve retention? Lessons learnt from Tanzania. 22nd International AIDS
Conference, Amsterdam, Netherlands, 23–26 July 2018. Abstract 7243.
30.	Ridgeway K, Dulli LS, Murray KR, Silverstein H, Dal Santo L, Olsen P et al. Interventions to improve
antiretroviral therapy adherence among adolescents in low- and middle-income countries: a
systematic review of the literature. PLoS ONE. 2018;13:e0189770.
31.	Fatti G, Jackson D, Goga AE, Shaikh N, Eley B, Nachega JB et al. The effectiveness and cost–
effectiveness of community-based support for adolescents receiving antiretroviral treatment: an
operational research study in South Africa. J Int AIDS Soc. 2018;21(Suppl 1):e25041.
32.	Mark D, Bloch K, Cluver L, Toska E, Ronan A, Gittings L et al. The power of peers: multi-country
analysis of adolescent viral suppression in sub-Saharan Africa. Cape Town: Paediatric Adolescent
Treatment Africa; 2018.
33.	Willis N, Milanzi A, Mawodzeke M, Dziwa C, Armstrong A, Yekeye I et al. Effectiveness of
community adolescent treatment supporters (CATS) interventions in improving linkage and
retention in care, adherence to ART and psychosocial well-being: a randomised trial among
adolescents living with HIV in rural Zimbabwe. BMC Public Health. 2019;19(1):117.
34.	Cluver LD, Pantelic M, Toska E, Orkin M, Casale M, Bungane N et al. STACKing the odds for
adolescent survival: health service factors associated with full retention in care and adherence
amongst adolescents living with HIV in South Africa. J Int AIDS Soc. 2018;21:e25176.
35.	McKinnon B, Vandermorris A. National age-of-consent laws and adolescent HIV testing in
sub-Saharan Africa: a propensity-score matched study. Bull World Health Organ. 2019;97(1):42-50.
36.	World Health Organization, Department of Reproductive Health and Research, London School
of Hygiene and Tropical Medicine, South African Medical Research Council. Global and regional
estimates of violence against women: prevalence and health effects of intimate partner violence
and non-partner sexual violence. Geneva: World Health Organization; 2013 (http://www.who.int/
reproductivehealth/publications/violence/9789241564625/en, accessed 13 November 2019).

POWER TO THE PEOPLE

91

37.	Jewkes RK, Dunkle K, Nduna M, Shai N. Intimate partner violence, relationship power inequality,
and incidence of HIV infection in young women in South Africa: a cohort study. Lancet.
2010;376(9734):41-8.
38.	Stöckl H, March L, Pallitto C, Garcia-Moreno C; WHO Multi-country Study Team. Intimate partner
violence among adolescents and young women: prevalence and associated factors in nine
countries: a cross-sectional study. BMC Public Health. 2014;14(1):751.
39.	Gorgens M, Mabuza K, de Walque D. Sitakhela Likusasa impact evaluation: results of a cluster
randomized control trial (cRCT) of financial incentives for HIV prevention among adolescent girls
and young women (AGYW) in Eswatini. Tenth International AIDS Society Conference, Mexico City,
21–24 July 2019. Abstract TUAC0205LB.
40.	Hatcher AM, Smout EM, Turan JM, Christofides N, Stöckl H. Intimate partner violence and
engagement in HIV care and treatment among women: a systematic review and meta- analysis.
AIDS. 2015;29(16):2183-94.
41.	Siemieniuk RA, Krentz HB, Miller P, Woodman K, Ko K, Gill MJ. The clinical implications of high
rates of intimate partner violence against HIV-positive women. J Acquir Immune Defic Syndr.
2013;64:32-8.
42.	Gibbs A, Jacobson J, Wilson AK. A global comprehensive review of economic interventions
to prevent intimate partner violence and HIV risk behaviours. Glob Health Action. 2017;10(Sup
2):1290427.
43.	Maticka-Tyndale E, Barnett JP. Peer-led interventions to reduce HIV risk of youth: a review. Eval
Program Plann. 2010;33(2):98-112.
44.	McCoy SI, Kangwende RA, Padian NS. Behavior change interventions to prevent HIV infection
among women living in low- and middle-income countries: a systematic review. AIDS Behav.
2010;14(3):469-82.
45.	Mannell J, Willan S, Shahmanesh M, Seeley J, Sherr L, Gibbs A. Why interventions to prevent
intimate partner violence and HIV have failed young women in southern Africa. J Int AIDS Soc.
2019;22(8):e25380.
46.	HIV and social protection assessment tool: generating evidence for policy and action on HIV and
social protection. Geneva: UNAIDS; 2017.
47.

World social protection report, 2017–2019. Geneva: International Labour Organization (ILO); 2017.

48.	Bastagli F, Hagen-Zanker J, Harman L, Barca V, Sturge G, Schmidt T et al. Cash transfers: what
does the evidence say. A rigorous review of programme impact and the role of design and
implementation features. London: Overseas Development Institute (ODI); 2016.
49.	Owusu-Addo E, Cross R. The impact of conditional cash transfers on child health in low- and
middle-income countries: a systematic review. Int J Public Health. 2014;59(4):609-18.
50.	Cash transfers evidence paper: policy division. London: Department for International Development
(United Kingdom); 2011.
51.	Cluver LD, Orkin M, Meinck F, Boyes ME, Yakubovich AR, Sherr L. Can social protection improve
Sustainable Development Goals for adolescent health? PLoS One. 2016;11:e0164808.
52.

Guidance on social protection: a Fast-Track commitment to end AIDS. Geneva: UNAIDS; 2018.

53.	Björkman-Nyqvist M, Corno L, Walque DD, Svensson J. Evaluating the impact of short-term
financial incentives on HIV and STI incidence among youth in Lesotho: a randomized trial. 13th
International AIDS Society Conference, Kuala Lumpur, Malaysia, 30 June–3 July 2013.
54.	Baird SJ, Garfein RS, McIntosh CT, Özler B. Effect of a cash transfer programme for schooling
on prevalence of HIV and herpes simplex type 2 in Malawi: a cluster randomised trial. Lancet.
2012;379:1320-9.
55.	De Walque D, Dow WH, Nathan R, Abdul R, Abilahi F, Gong E et al. Incentivising safe sex: a
randomised trial of conditional cash transfers for HIV and sexually transmitted infection prevention
in rural Tanzania. BMJ Open. 2012;2:e000747.
56.	De Neve J-W, Fink G, Subramanian SV, Moyo S, Bar J. Length of secondary schooling and
risk of HIV infection in Botswana: evidence from a natural experiment. Lancet Glob Health.
2015;3(8):e470-e477.
57.	Stoner MCD, Kilburn K, Pettifor A. A systematic review of cash transfers for HIV prevention: what do
we know? [submitted for publication]
58.	Pettifor A, MacPhail C, Selin A, Gomez-Olivé X, Hughes J, Wagner R et al. HPTN 068 conditional
cash transfer to prevent HIV infection among young women in South Africa: results of a randomized
controlled trial. Eighth International AIDS Society Conference, Vancouver, BC, 19–22 July 2015.
Abstract TUAC0106LB.
59.	Mason-Jones A-J, Sinclair D, Mathews C, Kagee A, Hillman A, Lombard C. School-based
interventions for preventing HIV, sexually transmitted infections, and pregnancy in adolescents.
Cochrane Database Syst Rev. 2016;11:CD006417.

92

UNAIDS 2019

60.	Kerrigan D, Kennedy CE, Morgan-Thomas R, Reza-Paul S, Mwangi P, Win KT et al. A community
empowerment approach to the HIV response among sex workers: effectiveness, challenges, and
considerations for implementation and scale-up. Lancet. 2015;385:172-85.
61.	Shangani S, Escudero D, Kirwa K, Harrison A, Marshall B, Operario D. Effectiveness of peer-led
interventions to increase HIV testing among men who have sex with men: a systematic review and
meta-analysis. AIDS Care. 2017;29(8):1003-13.
62.	Stannah J, Dale E, Elmes J, Staunton R, Beyrer C. HIV testing and engagement with the HIV
treatment cascade among men who have sex with men in Africa: a systematic review and
meta-analysis. Lancet HIV. 2019;6(11):e769-e787.
63.	Silva-Santisteban A, Eng S, de la Iglesia G, Falistocco C, Mazin R. HIV prevention among
transgender women in Latin America: implementation, gaps and challenges. J Int AIDS Soc.
2016;19(3 Suppl 2):20799.
64.	Turan B, Budhwani H, Fazeli PL, Browning WR, Raper JL, Mugavero MJ et al. How does stigma
affect people living with HIV? The mediating roles of internalized and anticipated HIV stigma in
the effects of perceived community stigma on health and psychosocial outcomes. AIDS Behav
2017;21:283-91.
65.	Katz IT, Ryu AE, Onuegbu AG, Psaros C, Weiser SD, Bangsberg DR et al. Impact of HIV-related
stigma on treatment adherence: systematic review and meta-synthesis. J Int AIDS Soc. 2013;16(3
Suppl 2):18640.
66.	Pantelic M, Steinert JI, Park J, Mellors S, Murau F. “Management of a spoiled identity”: systematic
review of interventions to address self-stigma among people living with and affected by HIV. BMJ
Glob Health. 2019;4(2):e001285.
67.	Global Burden of Disease Study 2016 (GBD 2016) data resources [website]. Seattle: Institute for
Health Metrics and Evaluation; 2016 (http://ghdx.healthdata.org/record/ihme-data/gbd-2016-incidence-prevalence-and-ylds-1990-2016, accessed 13 November 2019).
68.	Vreeman RC, McCoy BM, Lee S. Mental health challenges among adolescents living with HIV. J Int
AIDS Soc. 2017;20(Suppl. 3):21497.
69.	Nakimuli-Mpungu E, Bass JK, Alexandre P, Mills EJ, Musisi S, Ram M et al. Depression, alcohol use
and adherence to antiretroviral therapy in sub-Saharan Africa: a systematic review. AIDS Behav.
2012:16:2101-18.
70.	Hubber Z, Mills EJ, Nachega JB, Vreeman R, Freitas M, Bock P et al. Patient-reported barriers
to adherence to antiretroviral therapy: a systematic review and meta-analysis. PLoS Med.
2016;13:e1002183.
71.	Sin NL, DiMatteo MR. Depression treatment enhances adherence to antiretroviral therapy: a
meta-analysis. Ann Behav Med. 2014;47:259-69.
72.	Nakimuli-Mpungu E, Wamala K, Okello J, Alderman S, Odokonyero R, Mojtabai R et al. Group
support psychotherapy for depression treatment in people with HIV/AIDS in northern Uganda: a
single-centre randomised controlled trial. Lancet HIV. 2015;2(5):e190-e199.
73.	Nakimuli-Mpungu E, Wamala K, Okello J, Alderman S, Odokonyero R, Musisi S et al. Developing a
culturally sensitive group support intervention for depression among HIV infected and non-infected
Ugandan adults: a qualitative study. J Affect Disord. 2014;163:10-7.
74.	Who We Are. In: SEEK-GSP.org [Internet]. Seek-GSP; c2019 (http://seek-gsp.org/who-we-are/,
accessed 13 November 2019).
75.	van Luenen S, Garnefski N, Spinhoven P, Kraaij V. Guided internet-based intervention for people
with HIV and depressive symptoms: a randomised controlled trial in the Netherlands. Lancet HIV.
2018;5(9):e488-e497.
76.

Personal communication. Cindy Stine, Project Coordinator, Sero. 22 October 2019.

Power to demand
1.	Tan RK, Wong CS. Mobilizing civil society for the HIV treatment cascade: a global analysis on
democracy and its association with people living with HIV who know their status. J Int AIDS Soc.
2019;22(8):e25374.
2.	Confronting discrimination: overcoming HIV-related stigma and discrimination in health-care
settings and beyond. Geneva: UNADS; 2017.
3.	Office of the UN High Commissioner for Human Rights. Open letter by the Special Rapporteur on
the right of everyone to enjoyment of the highest attainable standard of mental and physical health,
Dainius Pūras, in the context of the preparations for the UN General Assembly Special Session
on the Drug Problem (UNGASS), which will take place in New York in April 2016. 7 December
2015, New York (http://www.ohchr.org/Documents/Issues/Health/SRLetterUNGASS7Dec2015.pdf,
accessed 14 November 2019).

POWER TO THE PEOPLE

93

4.	Global Commission on HIV and the Law. Risks, rights and health. New York: United Nations
Development Programme; 2012 (http://www.undp.org/content/dam/undp/library/HIV-AIDS/
Governance%20of%20HIV%20Responses/Commissions%20report%20final-EN.pdf, accessed 14
November 2019).
5.	Botswana Court of Appeal upholds ruling in favour of registration of LGBTI organization. In: unaids.
org [Internet]. 17 March 2016. Geneva: UNAIDS; 2016 (https://www.unaids.org/en/resources/
presscentre/featurestories/2016/march/20160317_Botswana, accessed 14 November 2019).
6.	Burke J. Botswana judges rule laws criminalising gay sex are unconstitutional. The Guardian. 11
June 2019 (https://www.theguardian.com/world/2019/jun/11/botswana-high-court-decriminalises-gay-sex, accessed 14 November 2019).
7.	Contesse J. The Inter-American Court of Human Rights’ advisory opinion on gender identity and
same-sex marriage. Insights. 2018;22.9 (https://www.asil.org/insights/volume/22/issue/9/inter-american-court-human-rights-advisory-opinion-gender-identity-and, accessed 14 November 2019).
8.	Nicaragua Labour Ministry Formally Recognises Sex Worker Union. In: nswp.org [Internet]. 19
October 2017. Edinburgh: Global Network of Sex Work Projects (NSWP); c2014 (http://www.nswp.
org/news/nicaragua-labour-ministry-formally-recognises-sex-worker-union, accessed 14 November
2019).
9.	India court legalises gay sex in landmark ruling. In: BBC News [Internet]. 6 September 2018. BBC;
c2019 (https://www.bbc.com/news/world-asia-india-45429664, accessed on 14 November 2019).
10.	“A victory of law and love”: India decriminalises homosexuality. In: Frontline AIDS [Internet].
6 September 2018. Hove (UK): Frontline AIDS; c2019 (https://frontlineaids.org/a-victory-of-law-and-love-india-decriminalises-homosexuality/, accessed 14 November 2019).
11.	Open Letter to Yale University Authorities – Don’t Steal/Hijack/Subvert the Collective Work of
ABVA, New Delhi, India. Scrap Brudner Prize 2019. In: AIDS Bhedbhav Virodhi Andolan [Internet].
3 November 2019. AIDS Bhedbhav Virodhi Andolan (ABVA); c2019 (http://aidsbhedbhavvirodhiandolan.blogspot.com, accessed 14 November 2019).
12.	Bhatia I, Pillai S. Protestors mark “global day of rage” against Section 377. In: Hindustan Times
[Internet]. 15 December 2013. HT Media Limited; c2019 (https://www.hindustantimes.com/india/
protestors-mark-global-day-of-rage-against-Section-377/story-qsVGByXH3XIvffs4Poao1I.html,
accessed on 14 November 2019).
13.	Mobility and stability: advancing the health and rights of migrants in Latin America and the
Caribbean. Geneva: UNAIDS; 2019.
14.	Venezuela situation. In: UNHCR [Internet]. Office of the United Nations High Commissioner for
Refugees (UNHCR); c2001–2019 (https://www.unhcr.org/venezuela-emergency.html, accessed on 14
November 2019).
15.	Regional refugee and migrant response plan for refugees and migrants from Venezuela. January–
December 2019. Response for Venezuelans (R4V); 2019 (https://www.iom.int/sites/default/files/
press_release/file/rmrp_venezuela_2019_onlineversion_final.pdf, accessed 14 November 2019).
16.	Inter-American Commission on Human Rights (IACHR). Resolution 81/18 PM 490/18. M.B.B.P.,
Panama (http://www.oas.org/es/cidh/decisiones/pdf/2018/81-18MC490-18-PN.pdf, accessed 14
November 2019).
17.	Williamson RT, Wondergem P, Amenyah RN. Using a reporting system to protect the human
rights of people living with HIV and key populations: a conceptual framework. Health Hum Rights.
2014;16(1):148-56.
18.	Initiatives Conseil International – Santé. Documenting good practices in central and western Africa:
Burkina Faso (Documentation des bonnes pratiques en Afrique de l’Ouest et du Centre: Burkina
Faso). 2019. Draft.
19.	Davis SLM. The uncounted: politics of data in global health. Cambridge (UK): Cambridge University
Press; 2020 [forthcoming].
20.	Kazakhstan Union of People Living with HIV, Public Foundation for Women Living with HIV in
Kazakhstan, Public Foundation “Answer,” Public Association “My Home,” Public Association
“Amelia,” Public Charitable Foundation “Shapagat.” Shadow report of civil society organizations
on discrimination and violence against women who use drugs, women living with HIV, sex workers
and women in prison in Kazakhstan. 2018 (https://tbinternet.ohchr.org/Treaties/CEDAW/Shared%20
Documents/KAZ/INT_CEDAW_ICO_KAZ_31511_E.pdf, accessed 14 November 2019).
21.	Kazakhstan Union of People Living with HIV, Public Foundation for Women Living with HIV in
Kazakhstan, Public Foundation “Answer,” Public Association “My Home,” Public Association
“Amelia” and Public Charitable Foundation “Shapagat.” Additional information to the Shadow
Report of Civil Society Organizations on Discrimination and Violence against Women who use
Drugs, Women living with HIV, Sex Workers and Women in Prison in Kazakhstan. 2018 (https://
tbinternet.ohchr.org/_layouts/15/treatybodyexternal/Download.aspx?symbolno=INT%2fCEDAW%2fCSS%2fKAZ%2f37320&Lang=en, accessed 14 November 2019).

94

UNAIDS 2019

22.	Committee on the Elimination of Discrimination against Women (CEDAW). List of issues and
questions in relation to the fifth periodic report of Kazakhstan. CEDAW/C/KAZ/Q/5. 18 March
2019 (https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/Download.aspx?symbolno=CEDAW%2fC%2fKAZ%2fQ%2f5&Lang=en, accessed 14 November 2019).
23.	Committee on the Elimination of Discrimination against Women (CEDAW). List of issues and
questions in relation to the fifth periodic report of Kazakhstan. Addendum: replies of Kazakhstan to
the list of issues and questions. CEDAW/C/KAZ/Q/5/Add.1. 17 September 2019 (https://tbinternet.
ohchr.org/_layouts/15/treatybodyexternal/Download.aspx?symbolno=CEDAW%2fC%2fKAZ%2fQ%2f5%2fAdd.1&Lang=en, accessed 14 November 2019).
24.	General Documentation. Convention on the Elimination of All Forms of Discrimination against
Women. 74 Session (21 October–08 November 2019). In: UN Treaty Body Database [Internet]
(https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/SessionDetails1.aspx?SessionID=1303&Lang=en, accessed on 14 November 2019).
25.	Two decades of engagement in the response to HIV in Brazil. In: UNAIDS.org [Internet].
Geneva: UNAIDS; c2019 (https://www.unaids.org/en/resources/presscentre/featurestories/2019/
october/20191014_jair_brandao, accessed 14 November 2019).
26.	Know your body, know your rights campaign [video]. In: theypfoundation [Internet]. The YP
Foundation; c2019 (http://www.theypfoundation.org/kybkyr-2-0campaign, accessed on 14
November 2019).
27.	Zambia. In: Restless Development [Internet]. London (UK): Restless Development; c2019
(https://restlessdevelopment.org/zambia, accessed 14 November 2019).
28.	Tikambe. In: Restless Development [Internet]. London (UK): Restless Development; c2019
(https://restlessdevelopment.org/tikambe, accessed 14 November 2019).
29.	Youth Resource Centre Launched! In: Restless Development [Internet]. 21 March 2019. London
(UK): Restless Development; c2019 (https://restlessdevelopment.org/news/all/zambia/2019/03/21/
youth-resource-launched, accessed 14 November 2019).
30.	Know Your Body, Know Your Rights. In: theypfoundation [Internet]. The YP Foundation; c2019
(http://www.theypfoundation.org/know-your-body-know-your-rights, accessed 14 November 2019).
31.	“Seen, not heard”: youth led audit of sexual and reproductive health services in Lucknow. New
Delhi: The YP Foundation (https://static1.squarespace.com/static/5837d4b3725e25680b8b758e/t/5
8737e16e6f2e14a35267a17/1483963934364/Seen%2CNotHeard+%5BEnglish%5D.pdf, accessed 14
November 2019).
32.	#uproot. In: The Pact [Internet]. The PACT; c2018 (https://www.theyouthpact.org/uproot.html,
accessed 14 November 2019).
33.	Young people ready to #uproot the structural causes that put them at risk. In: unaids.org [Internet].
23 May 2017. Geneva; UNAIDS; c2019 (https://www.unaids.org/en/resources/presscentre/
featurestories/2017/may/20170523_uproot, accessed 14 November 2019).
34.	2019 UNAIDS priorities—products to deliver on fit-for-purpose and Fast-Track commitments:
#uproot scorecards. Power Point presentation. UNAIDS; 2019.
35.	Empowering young people in South Sudan. In: UNAIDS Eastern and Southern Africa [Internet]. 26
August 2019. Geneva; UNAIDS; c2019 (http://rstesa.unaids.org/highlights/2019/item/214-empowering-young-people-in-south-sudan, accessed 14 November 2019).

POWER TO THE PEOPLE

95

Source for Figure 5.1:
Criminalization of transgender people
UNAIDS National Commitments and Policy Instrument, 2017 and 2019 (see http://lawsandpolicies.unaids.org/).
Criminalization of same-sex sexual acts
UNAIDS National Commitments and Policy Instrument, 2019 (see http://lawsandpolicies.unaids.org/).
Mendos LR. State-sponsored homophobia 2019. 13th ed. Geneva: International Lesbian, Gay, Bisexual, Trans and Intersex Association:
2019.
https://www.southernafricalitigationcentre.org/wp-content/uploads/2019/06/Botswana-decrim-judgment.pdf.		
Republic of Chile. Modifica el Codigo Penal, El Codigo de Procedimiento Penal y Otros Cuerpos Legalese en Materias Relativas
al Delito de Violacion: Ley N° 19.617. Article 365 (https://www.leychile.cl/Navegar?idNorma=138814&idParte=8346393&i
dVersion=1999-07-12).
Antigua and Barbuda, The Sexual Offences Act, 1995
(https://www.ilo.org/dyn/natlex/docs/ELECTRONIC/42538/79312/F1146620290/ATG42538.pdf).
Barbados. Sexual Offences Act, 1992. Section 9 (http://www2.ohchr.org/english/bodies/hrc/docs/ngos/lgbti2.pdf).
Drug use or possession for personal use an offence
UNAIDS National Commitments and Policy Instrument, 2019 (see http://lawsandpolicies.unaids.org/).
Laws criminalizing transmission of, non-disclosure of or exposure to HIV transmission
UNAIDS National Commitments and Policy Instrument, 2019 (see http://lawsandpolicies.unaids.org/).
Cameron S, Bernard EJ. Advancing HIV justice 3: growing the global movement against HIV criminalisation.
Amsterdam: HIV Justice Network; May 2019.
Decreto No. 25-2015, La Gaceta, 13 November 2015
(https://www.slideshare.net/FundacionLlaves15/reforma-de-la-ley-especial-del-vih-y-sida-en-honduras).
Law on HIV/AIDS Prevention and Control
(https://www.ilo.org/wcmsp5/groups/public/---ed_protect/---protrav/---ilo_aids/documents/legaldocument/wcms_113364.pdf).
Lei nº8/04 sobre o Vírus da Imunodeficiência Humana (VIH) e a Síndroma de Imunodeficiência Adquirida (SIDA)
(https://www.ilo.org/wcmsp5/groups/public/---ed_protect/---protrav/---ilo_aids/documents/legaldocument/wcms_125156.pdf).
Ley 11, Registro Oficial 58, 14 de abril de 2000, Ley para la prevencion y asistencia integral del VIH SIDA
(http://www.coalicionecuatoriana.org/web/pdfs/LEYPARALAPREVENCIONASISTENCIAINTEGRALDELVIHSIDA.pdf).
Mandatory testing
UNAIDS National Commitments and Policy Instrument, 2019 (see http://lawsandpolicies.unaids.org/).
Laws or policies restricting the entry, stay and residence of people living with HIV
Still not welcome: HIV-related travel restrictions. Geneva: UNAIDS, UNDP; 2019 (https://www.unaids.org/sites/default/files/media_asset/
hiv-related-travel-restrictions-explainer_en.pdf).
Criminalization of sex work
UNAIDS National Commitments and Policy Instrument, 2019 (see http://lawsandpolicies.unaids.org/).
Bangladesh Penal Code s290 (https://www.oecd.org/site/adboecdanti-corruptioninitiative/46812525.pdf).
Kiribati Penal Code Article 167 (http://www.vertic.org/media/National%20Legislation/Kiribati/KI_Penal_Code.pdf).
Malaysia Penal Code Article 372, 372A, 373
(http://www.agc.gov.my/agcportal/uploads/files/Publications/LOM/EN/Penal%20Code%20%5BAct%20574%5D2.pdf).
Antigua and Barbuda S.21 of the Sexual Offences Act 1995
(http://www2.ilo.org/dyn/natlex/docs/ELECTRONIC/42538/79312/F1146620290/ATG42538.pdf).
Barbados Sexual Offences Act, sections 18 and 20
(https://tbinternet.ohchr.org/Treaties/CCPR/Shared%20Documents/BRB/INT_CCPR_NGO_BRB_89_8206_E.pdf).
Cuba Penal Code Article 302 (https://www.wipo.int/edocs/lexdocs/laws/es/cu/cu004es.pdf).
Eswatini Crimes Act 61 of 1889 Article 49 (http://www.osall.org.za/docs/2011/03/Swaziland-Crimes-Act-61-of-1889.pdf).
Eswatini Sexual Offences and Domestic Violence Act 2018 (Articles 13–18)
(https://www.ilo.org/dyn/natlex/docs/SERIAL/108709/134536/F1384531235/SWZ108709%20Eng.pdf).
Lesotho Penal Code Article 55 (https://lesotholii.org/ls/legislation/num-act/6).
Madagascar Penal Code Article 334bis sub-section 9
(http://www.justice.mg/wp-content/uploads/textes/1TEXTES%20NATIONAUX/DROIT%20PRIVE/les%20codes/CODE%20PENAL.pdf).
Malawi  Penal Code Article 145 (https://malawilii.org/system/files/consolidatedlegislation/701/penal_code_pdf_14611.pdf).
South Africa Sexual Offences Amendment Act 32 of 2007 (http://www.justice.gov.za/legislation/acts/2007-032.pdf).
South Africa Sexual Offences Act 1957 (https://www.gov.za/sites/default/files/gcis_document/201505/act-23-1957.pdf).
Zambia Penal Code Article 178a (http://www.parliament.gov.zm/sites/default/files/documents/acts/Penal%20Code%20Act.pdf).
Azerbaijan Code of Administrative Offences 2000
(https://www.legislationline.org/download/id/3439/file/Azerbaijan_Code%20on%20Administrative%20offences_2000_eng.pdf).
Kazakhstan Penal Code Article 309 (https://www.unodc.org/res/cld/document/penal-code_html/New_penal_code.pdf).
Republic of Moldova Criminal Code Article 220 (https://www.legislationline.org/download/id/3559/file/Criminal%20Code%20RM.pdf).
El Salvador Penal Code Articles 170 and 170A (https://www.oas.org/dil/esp/Codigo_Penal_El_Salvador.pdf).
Guatemala Codigo Penal Decreto 9-2009, Articulo 39 (https://www.refworld.org/pdfid/4a03e3d22.pdf).
Nicaragua Ley 641 Articulo 178 (https://www.poderjudicial.gob.ni/pjupload/noticia_reciente/CP_641.pdf).
Venezuela Penal Code Article 382 (http://oas.org/juridico/spanish/mesicic3_ven_anexo6.pdf).
Burkina Faso Loi no. 025-2018, Article 533-20, 533-27, 533-28 (https://www.refworld.org/docid/3ae6b5cc0.html).
Central African Republic Penal Code Article 90 (https://www.wipo.int/edocs/lexdocs/laws/fr/cf/cf003fr.pdf).
Guinea Penal Code Articles 346 and 351 (https://www.refworld.org/docid/44a3eb9a4.html).
Mali Penal Code Article 179, 183 (https://wipolex.wipo.int/en/text/193676).
Senegal Penal Code Article 323 (https://www.refworld.org/docid/49f5d8262.html).
Sierra Leone Sexual Offences Act Article 17 (http://www.sierra-leone.org/Laws/2012-12.pdf).
Togo Penal Code Article 91 (https://www.wipo.int/edocs/lexdocs/laws/fr/tg/tg003fr.pdf).
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