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People undergo tests for HIV at a mobile outreach clinic in the Kyenjojo District, Uganda.

How tofinally end the
HIV/AIDS pandemic

John Nkengasong, Mike Reid & Ingrid T. Katz

Putting the specific needs of
individuals and communities
atthe heart of HIV/AIDS care,
by harnessing behavioural
science, is key to building on
the progress that has already
been made.

early30yearsago—morethanadecade
after HIV/AIDS was first identified — a
group of scientistsinthe United States
and Francereportedimpressive results
from a clinical trial. Pregnant women
living with HIV could reduce the risk of trans-
mitting the virus to their newborn child by
around 67% if they took a drug called zidovu-
dine during pregnancy and their infant took it
for the first six weeks of life’. Five years later, a
similar finding was reported in Africa? where, at
thetime, the prevalence of HIVamong pregnant
women exceeded 35% in several regions.
These studies, and subsequent ones thatelu-
cidated how effectively antiretroviral therapy

could block parent-to-child transmission of
HIV, augured an era of tremendous progress
—bothtowards eliminating such transmission
andscaling up accessto life-saving treatments
for children and adults living with HIV.

Since these landmark studies, 5.5 million
children of mothersliving with HIV have been
born free of the disease. This is due in large
parttoaprogramme called the US President’s
Emergency Plan for AIDS Relief (PEPFAR),
created under former US president George
W. Bush. Since its inception, PEPFAR, which
oneofus(J.N.) nowleads, hasensured crucial
access to life-saving treatment for more than
20 million people in at least 50 countries.
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Twenty years after the programme was
created, we now have the tools and knowledge
to end the HIV/AIDS pandemic as a threat to
public health —and to do so by 2030. Accord-
ing to the United Nations Programme on
HIV/AIDS (UNAIDS), this would meanreaching
the ‘95-95-95 targets: atleast 95% of people liv-
ing with HIV should know their status; at least
95% of those people should be on life-saving
antiretroviral therapy; and at least 95% of
those people should have an undetectable
viral load>. The crucial question is how do we
support countries to achieve these goals?

Early efforts to combat HIV/AIDS focused
onsystems-level changes — the procurement
of drugs, training of health workers and the
provision of clinics — that were needed to
ensure that effective interventions were made
available to millions of people. The global
health community should continue to ensure
sustained investment in these systems-level
strategies. But we also have an opportunity to
use behavioural-science approachestoreach
populations that are most in need. Making
people, rather than systems, the core focus
of our responseis the solution to finally ending
the pandemic.

Uphill battle

Botswana offers animportant model for other
countries (see ‘Building onsuccess’). In2008,
lin3 pregnantwomen aged 15-49 in Botswana
were living with HIV*. By 2022, prevalence
among women aged 15-49 had dropped to
around 24% (ref. 5), largely thanks to the gov-
ernment partnering with PEPFAR and other
organizations, including civil society and faith-
based groups. And in 2021, the World Health
Organization (WHO) declared Botswana tobe
the first high-burden country, in which more
than2% of pregnantwomenare living withthe
virus, to be on track to eliminating new HIV

infections among children.

Botswana’s achievements stem mainly from
effortsto ensure that people living with HIV —
and those at greatest risk of contracting the
infection — can access life-saving interven-
tions. These include drugs that eliminate the
risk of parent-to-child transmission; antiretro-
viral therapy, which by suppressing the virus,
both protects theinfected person fromsevere
illness and death, and blocks further transmis-
sion; condoms; voluntary male circumcision;
and pre-exposure prophylaxis therapy (PrEP),
all of which reduce people’s chances of con-
tracting the virus.

“Those who are most likely
tobenefitfromvarious
prevention strategies often
feeltheleastempowered
toaccessthem.”

But as infection becomes less common
globally, it is becoming more challenging to
reach the individuals and communities that
continuetobe severely affected by HIV/AIDS.

Testing is crucial — both to link people to
treatment, and to raise awareness about the
possible preventive measures available to
them and their partners. (Globally, an esti-
mated 5.5 million people are living with HIV
but are unaware of their status.) There is also
compelling evidence that beginning antiret-
roviral therapy quickly —ideally on the same
day as getting a diagnosis —increases the like-
lihood of a person taking the therapy, and of
continuing to take it throughout their lives®.

Numerous barriers, however, prevent
people — particularly those who might not
be able to access care in current health-care
systems — from getting tested and from

BUILDING ON SUCCESS

Botswana has achieved an impressive reduction in the rate of parent-to-child transmission
of HIV, but more needs to be done to reach certain communities.
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*These data are point estimates within a possible range. For complete data on the upper and lower bounds of these estimates, refer to aidsinfo.unaids.org.
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receiving timely antiretroviral therapy’. These
include anticipated or encountered stigma
and discrimination, both in clinics and in the
broader community; the logistical challenges
of getting access to care or collecting medi-
cation; and the possibility of inciting anger
and mistrust in partners or family members.
Similarly, those who are most likely to benefit
fromvarious prevention strategies often feel
the least empowered to access them.

No community left behind

For any one community, one strategy might
work better or be more feasible at scale than
another. But helping countries to achieve
the 95-95-95 targets will require empower-
ing health ministries, clinicians, community
health workers and HIV activists to partici-
pateinthe design of programmes thatensure
everyone has access to life-long HIV care that
is centred around the needs of individuals.

Most new infections occur in adolescents
and young adults. So efforts should prioritize
young people — specifically, girlsand women
aged 15-24 and men aged 25-35. Young peo-
ple, aged 15-24, account for around 27% of
new HIVinfections globally. Yetin eastern and
southern Africa —the region of the world most
severely affected by HIV — only 25% of girls
and 17% of boys between the ages of 15and 19
underwent HIV testing in the past year.

Efforts should also continue to prioritize
those who would benefit most from preven-
tive treatments such as PrEP, including girls
and women, sex workers and members of the
LGBT+ community (people from sexual and
gender minorities). These people might notbe
aware that they are at high risk of contracting
HIV, or realize the degree to which PrEP could
protect them?.

Several studies over the past decade have
indicated that young people, and others at
greater risk of fearing and experiencing stig-
matization and discrimination, benefit from
having choices. They need to be able to select
the combination of prevention or treatment
interventions, the medication pick-up loca-
tion and the frequency with which they take
the drugs that work best for them’. But estab-
lishing youth-friendly health services canalso
help with this. This might entail training and
supporting staff to better understand the
decision-making processes, sensitivities and
perspectives of young people — or providing
services that are easy for young people to
access while juggling school, employment,
family responsibilities and so on™.

In a study published earlier this year, for
example, researchers offered girlsand women
aged 18-25 information to help them with
decision-making in a primary health clinicin
Johannesburg, South Africa. The information
packageincluded youth-friendly information
and images of various prevention interven-
tions. The uptake of PrEP among this group
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A youth-run HIV/AIDS centre provides counselling and testing in Bongor, Chad.
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was more than 90%, and after one month, twice
as many people were continuing to take it,
compared with the group who received stand-
ard counselling™.

Evidence-based strategies to reduce stigma
are also crucial — especially for those expe-
riencing discrimination on multiple fronts,
for instance because of their age, gender,
sexuality, HIV status or ethnicity. At the com-
munity and individual level, these strategies
caninvolve using social networks to spread
messages about interventions or recruit-
ing people who have experienced their own
challenges while living with HIV to talk to and
motivate others. Independent monitoring of
the quality of care received by those living
with HIVis also key to improving services and
lessening stigma and discrimination'.

As new prevention tools, such as the drug
cabotegravir — which protects people from
HIV infection for up to two months after
being injected into the body — become more
widely available, health-care schemes must
be designed so that those who are most likely
to benefit from anintervention can accessiit.

Changing behaviour

Whether inrelation to testing, antiretroviral
therapy or PrEP and other prevention inter-
ventions, incorporating behavioural and
social science into the design of health-care
programmes —and making thisincorporation

mainstream — will be essential.

Agood example of theimportance of behav-
iouralinterventions comes from South Africa,
where men are significantly less likely than
women to seek HIV testing or engage in care,
and health and social-welfare systems have
failed to achieve the UNAIDS 95-95-95 goals for
men®.In2020, researchers provided 500 men
in Cape Town with a card containing infor-
mation about how antiretroviral therapy can
prevent an infected person from passing HIV
to their partner or family and inviting them
to get HIV testing at amobile clinic. The mes-
saging strategy almost doubled the number
of men who came to the mobile clinic for free
HIV testing™.

A meta-analysis by another group, which
included data from 47 studies conducted
around the world®, showed that leveraging
social networks to improve case finding (the
discovery of new cases and the determination
of whois at risk) is a useful and cost-effective
way to reach adolescents and youth. Leverag-
ingsocial networksinvolves identifying certain
people asbeingimportantinasocial network,
and then encouraging them to motivate sexual
partners or those intheir social networks, who
mightbenefit fromtesting, to test for HIV. Partly
because of the results of the meta-analysis, the
WHO now recommends that countriesincrease
their use of testing approaches that utilize
social networks.

Several mutually reinforcing interventions
thatsupport people to change their behaviour
can help toreduce the time between diagnosis
andapersonstarting antiretroviral treatment.
These approaches include providing people
who have tested positive for HIV with text
messages and other reminders to make
appointments at their local clinic; ensuring
that people can get to the clinic by public
transport; and providing incentives, such as
monetary rewards, for starting treatment®.

Future focus

Investing in innovative strategies that meet
the needs of individuals won’t just be key to
ending the HIV/AIDS pandemic by 2030. It will
also help to ensure that global health systems
areresilientand dynamicintheface of future
public-health threats. And it will help to shift
the focus of global health, so that solutions
to problems for tackling disease increasingly
come from the individuals and communi-
ties that are most affected, and less from
high-income countries.
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