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KEY POINTS

 To reduce new HIV infections globally to fewer than 500 000 by

2020, a step towards ending the HIV epidemic as a public health
threat by 2030, we need to Fast-Track the response, including
renewed commitment to, sustained funding for and scaled-up
implementation of HIV prevention programmes.

 The HIV epidemic is mostly sustained by pockets of high rates

of transmission. This is where HIV prevention efforts need to
focus. These include key populations (in particular, female, male
and transgender sex workers and their clients, men who have sex
with men, and people who inject drugs) and, mostly in eastern and
southern Africa, young women and their older male sexual partners.

 No single HIV prevention approach alone can stop the epidemic.

Meeting ambitious 2020 and 2030 targets requires focused combination
packages that offer a mix of proven high-impact HIV prevention
interventions. These include condom provision, immediate initiation
of antiretroviral therapy (ART) and pre-exposure prophylaxis (PrEP).
Specific populations and locations require additional tools such as harm
reduction (needle–syringe and opioid substitution therapy programmes)
for people who inject drugs and voluntary medical male circumcision
(VMMC) for men in eastern and southern Africa.

 Saturation of HIV prevention programming in specific locations

and for specific key populations is needed so that HIV prevention is
delivered at adequate scale where and for whom it will make the most
difference.

 More than ever, HIV prevention and treatment need to be delivered

together in all dimensions of programming, including service delivery,
demand generation and support for treatment adherence.

 Continued innovation is essential. This includes better technology—

improved condoms, new male circumcision devices, long-acting
antiretroviral medicines (ARVs)—and better programme delivery,
including expanded community-based services, demand generation
and adherence support, better integration with other health services
and use of new media.

 Systematic and well-managed coordination is critical to rapid

progress. Communities, policy-makers, providers and funders must
work together to achieve 75% reductions in new infections among
most-affected populations.

Fast-Tracking combination prevention
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INTRODUCTION: WHY FAST-TRACK
COMBINATION HIV PREVENTION NOW?

The last decade has transformed our thinking about HIV. AIDS-related
deaths have been decreasing, thanks largely to accessible and affordable
treatment in the most heavily HIV-affected countries. The number of
new HIV infections also has decreased in many countries (1). While the
causes of this decrease in incidence are many, ART has certainly started to
contribute, by decreasing viral load and, thus, transmission risk (2). This
progress has stimulated discussion of the possibility of stopping new HIV
infections, something unimaginable not long ago.
We may be able to reduce the number of new HIV infections to under
500 000 in 2020 and under 200 000 in 2030, thus effectively ending the
AIDS epidemic as a public health threat. Compared with a 2010 baseline,
these numbers would constitute a 75% reduction in new HIV infections by
2020 and a 90% reduction by 2030 (3). Achieving these goals will require
focused, high-impact HIV prevention; accelerated testing, treatment and
retention in care; anti-discrimination programmes; and an unwavering
commitment to respect, protect and promote human rights.
The declines in HIV prevalence among young people in many countries
reflect in part the success of HIV prevention programmes. Populationbased surveys report increasing age at first sex and decreasing numbers of
partners in Kenya, the United Republic of Tanzania, Zimbabwe and other
countries (4). Several countries that have seen this decline in infections
also report increased condom use among youth.
Significant declines in HIV incidence have been seen in many high
burden countries, but they are not universal. Some countries in eastern
and southern Africa continue to experience high incidence among young
women. HIV incidence also remains high among key populations, particularly men who have sex with men, in many settings globally and among
other vulnerable groups in specific countries and local contexts (5).
Overall, the current pace of progress is too slow to reach the target of
500 000 by 2020 (Figure 1). Several core HIV prevention elements will
need to be strengthened, tailored to local epidemics and scaled up faster
to reduce incidence to 500 000 or fewer by 2020. This paper discusses six
elements of HIV prevention efforts that are crucial to achieve the target:
commitment, focus, synergies, innovation, coverage and accountability.
This paper will focus on prevention of HIV infections among youth and
adults, as prevention of mother-to-child transmission (PMTCT) has
already been addressed in detail in separate global documents (6).
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Ending the AIDS
epidemic as a
public health
threat by 2030
is possible.

New HIV infections among adults (15+) (million)

Figure 1. New HIV infections among young people and adults (15+)
declined by less than 10% between 2010 and 2014
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Source: Prepared for this publication based on UNAIDS global HIV estimates 2015.
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I. COMMIT TO MAKING HIV PREVENTION
AND TREATMENT WORK TOGETHER

To reach the new 2020 HIV prevention goal of fewer than 500 000 new
HIV infections worldwide, renewed commitment at the international,
national and local levels to strategic and tailored combination HIV
prevention programmes with adequate financing is needed.

Renewing national commitment to HIV prevention
Commitment is at the core of successful national HIV prevention
responses because HIV prevention requires both robust service delivery
and changes in social norms around such issues as rights of key populations, empowerment of young women and the acceptability of services
as diverse as provision of condoms, clean needles and voluntary medical
male circumcision.
Commitment to a national HIV prevention strategy requires specifics.
Decision-makers need clear and effective packages of investments that
they can consider. Countries need to commit to specific programmatic
priorities and actions. Commitment needs to gather critical mass through
leaders’ specific, concrete and public actions. This needs to happen at both
national and local levels, with key players from the health and non-health
sectors working together.
Financial commitment to HIV prevention now saves money in the
future. Every new HIV infection averted will save future treatment
and care costs. A UNAIDS modelling exercise suggests that nearly 25%
of future HIV investments should go to effective combination HIV
prevention interventions, with the rest supporting treatment and critical
enablers, to achieve the 90–90–90 targets1 and reduce new HIV infections by 75% (Figure 2) (7). Optimal allocations will vary from country
to country, but, without sustaining and intensifying well-targeted HIV
prevention programmes, the 2020 prevention and treatment targets will
not be achieved. Treatment supports the achievement of HIV prevention
targets by reducing viral load and transmission of the virus. Prevention
programmes support the achievement of the 90–90–90 targets in various
ways. Prevention communication enhances demand for testing, while
community-based prevention programmes can increasingly integrate
demand generation for early ART and adherence support for people living
with HIV.

1

 s part of the Fast-Track approach, UNAIDS has set 90–90–90 targets for treatment: 90% of people
A
living with HIV knowing their HIV status, 90% of people who know their HIV-positive status on
antiretroviral treatment and 90% of people on treatment with suppressed viral loads.
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Figure 2. A balanced and efficient AIDS response portfolio: estimated
investment required by 2020
Total Fast-Track requirement by 2020: US$ 31.9 billion
7%

26%

19%

48%

Prevention*

Treatment

Critical enablers

Synergies

* Includes PrEP and a small allocation to cash transfers
Source: UNAIDS modelling, 2014.

Leaders’ personal commitment as role models and advocates can
transform people’s norms. HIV prevention needs the support of political
and religious leaders as well as influential role models from the arts, music,
business, media and sports. These leaders can raise community awareness
and influence norms regarding HIV prevention, including condom use,
pre-exposure prophylaxis (PrEP), voluntary medical male circumcision
and early treatment. Some previous advocacy for HIV prevention involved
only ad hoc, short-term special events. What is required now is ongoing
technical and strategic advice for leaders to keep them informed of
scientific developments and priority prevention communication needs, in
particular at country and local levels.
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II. FOCUS ON THE RIGHT LOCATIONS, POPULATIONS
AND PROGRAMMES TO MAXIMIZE IMPACTS

To maximize impact and use resources optimally, HIV prevention interventions of proven high impact need to be delivered to key locations and
priority populations.

Focus on key locations

Prevention resources
should be focused
more intensely
on geographic areas
at elevated risk.

Most HIV epidemics are diverse. Even in countries in southern Africa
with very high HIV prevalence, risk varies by location. For example,
in Mozambique mapping of HIV prevalence found the highest density
of people living with HIV in districts along transport corridors and in
major seaports in central and southern provinces. In KwaZulu-Natal,
the province with the highest HIV prevalence in South Africa, risk is not
uniformly distributed across the province (Figure 3.) or across populations
or age groups (8). HIV epidemics among key populations are commonly
concentrated in urban areas and other geographically-defined settings. In
Burkina Faso, for example, HIV prevalence is highest in the three largest
cities and significantly higher among specific key population groups.
Outside these major urban areas, HIV prevalence is generally low except
along two major trade routes to neighbouring countries (9).
Thus, HIV prevention resources should be focused more intensely on
geographic areas at elevated risk. Recent modelling found that in Kenya a
uniformly distributed combination of prevention approaches could reduce
new HIV infections by 40% over 15 years. But new infections could be
reduced by another 14% if a prevention strategy with the same budgetary
resources focused on people and locations of greatest risk (Figure 4 and
Figure 5) (10). India has used geographical and population prioritization
in its prevention efforts and, as a result, has seen a marked decrease in new
infections between 2000 and 2010 (11).
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Figure 3. Clusters of low and high HIV prevalence in a northern part of
KwaZulu-Natal province, South Africa

0

4 km

8 km

HIV prevalence (%)
<10%
10–14%
15–19%
20–24%
Main road

25–29%
30–34%

Highway

35% and above

Mountains

Source: Tanser et al., 2009 (2). Image redesigned by UNAIDS.
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Figure 4. Estimated new HIV infections among women in the general
population, by county, Kenya, 2011
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Source: Hallett, 2013 (11). Image redesigned by UNAIDS.

Figure 5. Impact of setting programme priorities based on distribution of
new HIV infections, Kenya
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HIV spending, a combination prevention scenario and a scenario of combination prevention with
geographically prioritized allocation.
Source: Hallett, 2013 (12).

Focusing HIV prevention packages on people at greatest risk and key
locations can increase prevention impact even without increasing expenditure. However, this would require not only intensifying programmes where
they are needed most but also reducing spending where programmes are
needed less. Shifting programme focus can be politically difficult, particularly where the epidemic is still seen as affecting everyone and resources
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are allocated uniformly. For this reason, analyses of incidence disaggregated by location, population and mode of transmission are essential
to making the case for refocusing resources in order to reduce incidence
further.
By 2030 an estimated 60% of the world’s population will live in cities—
twice as much as in 1950. Urban areas bear a major part of the global
HIV burden. In addition to their large number of people, cities tend
to be home to large numbers of people belonging to key populations
at high risk for HIV, such as men who have sex with men, sex workers
and people who inject drugs. Thus, in low-prevalence countries where
the epidemic is concentrated in key populations and in high-prevalence
countries, effective prevention action including new programmes to
quickly reach high coverage in cities is crucial to national outcomes. Such
city programmes can be the starting point for nationwide programmes
that are expanded to towns and rural areas. Even within cities there can be
substantial differences in epidemics and thus a need for even tighter focus.
In South Africa, for example, HIV incidence in informal urban areas is
nearly 2.5 times higher than in other urban areas, which have an HIV
incidence only moderately higher than rural areas (5).

Focus on priority populations
HIV prevention programmes are most effective when they address social,
gender and age groups with the highest HIV incidence rates and the
largest numbers of new HIV infections while also being tailored to their
sociocultural context. In all settings programmes should define priority
populations based on regular epidemiologic and sociodemographic
analyses of data to determine which population groups are most affected
and their size, and these populations should be involved in designing,
implementing and monitoring HIV prevention programmes.
In most epidemics priority populations include a combination of key
populations-sex workers, men who have sex with men, transgender people,
people in prisons or other closed settings, people who inject drugs-and
other country specific populations. In countries and sub-national areas
with high prevalence, mostly in sub-Saharan Africa, priority populations
go beyond these key populations and include women and men in specific
age groups and locations (see below).
Prioritizing resource allocation among priority populations should
take into account differences in behavioural patterns that determine
the domino effect of preventing an infection (13). For example, a new
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HIV prevention
programmes will be
most effective and
provide the best value
for money when
delivered to priority
populations
in tailor-made
programmes.

infection in a sex worker or someone with multiple sex partners is much
more likely to lead to numerous other new infections than a new infection,
passed from a sex work client to their regular partner, who does not have
other sexual partners. Hence, prevention will be most effective if new
infections can be minimized among those priority populations, which
are involved in the majority of transmission events, as averting those new
infections will benefit all population groups indirectly.
This means that the most intensive community outreach and demand
generation is needed for priority population groups at the center of
sexual networks in areas with high HIV prevalence, key populations
and diagnosed PLHIV. It was recently estimated that in Kisumu, Kenya,
although a minority of HIV infections occur directly in sex-work settings,
two-thirds of new infections are attributable to sex work. This is because
a large number of subsequent infections follow from each infection in a
sex-work setting (14).
Over time, in some epidemics affecting key populations the relative
importance of populations can change. For example, in Ukraine HIV
prevalence and new HIV diagnoses among adult women in regions with
high HIV prevalence continued to increase at a time when the epidemic
among people who inject drugs had levelled off (15). This suggests that
transmission to sexual partners of people who inject drugs has become
a major source of new infections. In such instances services for key
populations will remain the top priority, but access to prevention, testing
and treatment should also be provided to their sexual partners.
In countries with high HIV-prevalence, particularly in eastern and
southern Africa, programmes must focus strongly on young women and
their male partners, but still include key populations such as sex workers
and men who have sex with men. HIV incidence remains high among
women ages 15–24 in some countries in eastern and southern Africa and
in some of these settings also among slightly younger or older women.
Due to the demographic profile in countries with high incidence, women
ages 15–29 constitute a high proportion of the female population at risk
for HIV. In these countries HIV incidence in men tends to be highest in
the age group 20–39 and in some countries also older men (5). In addition,
certain professional groups such as mobile miners, farm workers, crossborder traders or uniformed personnel face high risk and particularly need
to be reached.
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Finding where patterns of risk intersect is a powerful use of data to identify
who needs attention most. Figure 6 presents an example. Simultaneously
considering differences in risk by age/sex, residence and relationship status
paints a clear picture of those most at risk in South Africa: younger women
and their adult male partners, populations in informal urban areas and
populations who are single or in non-marital relationships. Such information on HIV incidence rates should be triangulated with other data,
such as the absolute number of new infections in these groups and risk
behaviours.

Figure 6. Using HIV incidence data to identify populations at high risk in
South Africa
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Source: Shisana et al., 2014 (5).
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Focus on high-impact programmes
Several HIV prevention methods have proved effective when used
consistently, but no single prevention approach has the ability to stop
the epidemic on its own. Combinations of prevention interventions are
needed. Different settings and populations will require different combinations of interventions. The best HIV prevention impact comes from
offering a package of interventions carefully selected to suit the epidemic
setting and the population.
Condoms remain the only available tool for triple protection against
HIV, other STIs and unintended pregnancy. Evidence from extensive
research among discordant couples, in which one partner is infected
with HIV and the other is not, shows that correct and consistent condom
use significantly reduces the risk of HIV transmission both from men
to women and from women to men (16). Laboratory studies show that
male latex condoms are impermeable to infectious agents contained in
genital fluids (17). Condom promotion for female sex workers has had a
substantial impact in many epidemics. This has been well-documented in
Thailand (18) and in various communities in India (19). In Zimbabwe (20)
and South Africa (21), two high-prevalence countries, increased condom
use has been found to contribute to reductions in HIV incidence. Among
men who have sex with men, condom use has been shown to reduce HIV
transmission during anal intercourse, and use of condom-compatible
lubricants reduces condom failure (22).
ARVs can prevent as well as treat HIV. A study among discordant
couples found that, when the HIV-positive partner initiated ART
immediately, HIV transmission was reduced by 96% compared to
delayed ART after a decline in the CD4 count or the onset of HIV-1related symptoms (23). The effect of ART on HIV transmission is likely
to be less outside perfect study conditions due to less consistent use
of ART or to transmission from partners outside the relationship who
may not be on ART. Nonetheless, data on population-level effects of
treatment suggest that ART is making substantial contributions towards
reducing the numbers of new infections (2).
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Figure 7. PrEP efficacy and adherence in major studies: PrEP works if taken
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Source: Prepared based on WHO, 2015 (24).

Pre-exposure prophylaxis (PrEP) with ARVs can be highly effective (25,
26, 27, 28). PrEP is the daily use of an antiretroviral medicine or medicines
by uninfected people at risk of HIV in order to prevent infection.
Consistent use is the key to the effectiveness of PrEP. Studies have shown
that, when people adhered to daily use of PrEP, the reduction in HIV
transmission was significant (Figure 7).
Voluntary medical male circumcision (VMMC) provides high protection
to millions of men in sub-Saharan Africa. It reduces the risk of HIV transmission from females to males through sexual intercourse by 60%, according
to three trials in South Africa (29), Kenya (30), and Uganda (31).
Strong evidence has existed for some time for the effectiveness of harm
reduction interventions such as needle–syringe programmes and
opioid substitution therapy (OST) among people who inject drugs.
Needle–syringe programmes reduce the use of unsterile injecting
equipment and they have contributed to reductions in HIV transmission in national programmes in countries such as China and Viet Nam
among others (32, 33). A meta-analysis of nine studies showed that OST
decreased HIV incidence by 54% by reducing high-risk drug-injecting
behaviours (34). In Xichang City, Sichuan Province, China, following
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the implementation of harm reduction strategies (OST, needle–syringe
distribution, condom distribution and peer outreach along with free access
to ART), HIV incidence among people who inject drugs dropped from 2.5
to 0.6 cases per 100 person-years. In addition, the incidence of hepatitis B
virus infections declined from 14.2 to 8.8 cases per 100 person-years (35).
Adopting a harm reduction approach has multiple benefits for the health
outcomes of people who use drugs, their families and the communities in
which they live, and it is cost-effective (36).

It is critical that
national HIV
prevention responses
focus on combinations
of these proven
high-impact tools,
including condoms,
VMMC and PrEP.

Specific programmes using communication and social change
approaches for HIV prevention can be effective. SHARE, an intervention
combing communication on prevention of HIV and intimate partner
violence, reduced HIV incidence by one-third in Rakai, Uganda (37).
There is some, limited evidence of effect, as measured by biological
endpoints, of other social and behaviour change interventions for prevention such as HIV testing services (HTS) (38, 39, 40), peer education (41),
mass-media communication (42), school-based sex education (43), family
planning for HIV-infected women (44), income generation programmes
(45) and behavioural counselling (for example, of discordant couples)
(46). Most documented effects are in the form of self-reported behavioural change rather than biological outcomes such as reduction in HIV
incidence (for example, see Figure 8), and behavioural studies point to
moderate effects on sexual behaviour. Therefore, relying on any one of
these HIV prevention approaches alone in any context would likely not be
sufficient, but in combination with the biomedical interventions discussed
above, they may increase impact. Many of these programmes have
supportive functions. Mass and interpersonal communication are critical
in demand generation for all HIV services.
Reviews examining effective HIV prevention strategies for specific groups
at risk (47-52) or in specific regions (53-58) indicate that combinations
of social change and communication interventions designed for specific
populations and contexts have enhanced the adoption of HIV prevention behaviours and the uptake of services. Community empowerment
and mobilization and addressing structural barriers in order to increase
knowledge, accessibility and uptake of effective prevention constitute
critical elements of combination prevention (59).
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Figure 8. Reported condom use after exposure to HIV programmes
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Source: Denison et al., 2008 (38); Medley et al., 2009 (41); Fonner et al., 2014 (43); Kennedy et al.,
2010 (60); Sweat et al., 2012 (61).

More than ever before, it is critical that national HIV prevention responses
focus on combinations of these proven high-impact tools, including
condoms, VMMC, PrEP and ART. Context-specific, evidence-based
behavioural and structural programme elements are important as well.
Approaches providing basic knowledge, awareness and general behaviour
change messages need to be replaced with approaches informed by local
evidence on factors shaping behaviours and programme models, which
have been effective in achieving the intended outcomes in similar contexts.
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III. SYNERGIES: DEFINE EFFECTIVE
PROGRAMME PACKAGES

People at risk of HIV infection have a cascade of HIV prevention
needs. They need to be aware of risk, to learn how to protect themselves
(including knowing their HIV status) and to have the means to protect
themselves. They also need the power to make informed decisions about
HIV prevention options and to receive support for their choices.
Packages of HIV services offered to all populations at risk and in all
settings should consist of a combination of biomedical HIV prevention tools that includes condoms, testing and treatment along with
demand generation and behavioural components. All packages require
a strong community empowerment element and need to be linked to a
wider system of critical enablers and structural health and development
synergies, in particular health systems strengthening (including blood
safety, STI treatment), social protection (including social transfers to
vulnerable populations) and gender equality and norms. Adequate funding
is needed to build community norms that support preventive behaviour as
well as demand and adherence to prevention and treatment programmes
Inclusion of some components of population-specific prevention packages
will depend on epidemiological, cultural or geographical context. For
instance, while the World Health Organization recommends that PrEP
be offered to gay men and other men who have sex with men as an
effective component of combination prevention, not all gay men in all
locations may be at high risk and need PrEP. Similarly, different economic
empowerment strategies may be considered for young women and girls in
different contexts in Africa. Also, roll-out of VMMC is recommended in
14 southern and eastern African countries, but policy-makers may decide
to initially prioritize high-incidence locations within those countries.
Hence, the combination prevention packages presented in this section are
examples that will need to be adapted for different settings. Furthermore,
similar packages should also be offered to populations not discussed here,
including transgender people and people in prisons and other closed
settings.

HIV prevention packages for young women and their
male partners
In high-prevalence countries in Africa, a large proportion of new HIV
infections occurs among young women, ages 15−24, and their (often
older) male partners. Increasing understanding of epidemiological, social
and behavioural factors informs focused prevention packages for these
epidemics. Figure 9 gives an example of a prevention package for highprevalence sites in southern Africa.
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Figure 9. Example of a combination HIV prevention package for highprevalence sites in southern Africa
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* According to WHO, the term HIV testing services (HTS) is used to embrace the full range of
services that should be provided together with HIV testing—counselling (pre-test information and
post-test counselling); linkage to appropriate HIV prevention, treatment and care services and
other clinical and support services; and coordination with laboratory services to support quality
assurance and the delivery of correct results.
Source: WHO. Consolidated guidelines on HIV testing services. Geneva, July, 2015.
http://apps.who.int/iris/bitstream/10665/179870/1/9789241508926_eng.pdf

The various components of the package are complementary. ART reduces
HIV transmission, while PrEP and VMMC reduce susceptibility. Condoms
are relevant in all settings as an easily accessible HIV prevention option,
including for short-term relationships. Social and behaviour change
programmes need to be reinvigorated and focused more on social patterns
and norms that influence key sexual risks such as having multiple partners
and age-disparate sex. Cash transfers, incentives, and other economic
empowerment strategies may have an impact on HIV incidence in some
settings as well as other, wider health and social benefits (62, 63, 72).
Generally, most of these will not be funded out of HIV budgets. The
optimal combination of services may not be uniform nationally. Countries
facing widespread epidemics will need to design combination packages
specific to local settings.
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HIV prevention packages for key populations
HIV prevention packages for key populations include similar elements,
in particular condom promotion and HIV testing followed by ARV-based
strategies. In addition, programmes for key populations include elements
that address their specific HIV prevention needs. Figures 10−12 provide
examples of HIV prevention packages tailored to different key populations.

Figure 10. Example of a combination HIV prevention package for
sex workers
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Clinical
health
services
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Elsewhere, WHO, UNAIDS and partners provide more detailed guidance
on HIV prevention packages for key populations (64, 65), including
specifically for sex workers (66, 67). Specific guidance is also available on
programmes for men who have sex with men and for transgender people
(68) and for people who inject drugs (69).
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Figure 11. Example of a combination HIV prevention package for men
who have sex with men
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Other health
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Target:
90% access
to tailored
prevention
services
Condoms &
lubricant
programming
Community/
peer-led
outreach
services

Figure 12. Example of a combination HIV prevention packages for people
who inject drugs
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IV. INNOVATION: USE NEW APPROACHES TO
INCREASE PREVENTION EFFECTIVENESS

Innovation in HIV prevention during the past decade has yielded
both new tools—VMMC, ART as prevention, PrEP—and new ways of
delivering these services more effectively. Innovation has also brought
better means of embedding national HIV programmes in broader social
and health programmes.
Figure 13. Different innovations: ready for implementation at scale

Innovation

Using social and digital
media for HIV prevention

Cash transfers to prevent HIV
among young women

Female condoms for specific
women at high risk

Self testing, easy, comfortable
and convenient

PreP, an effective new use
of antiretrovirals

New voluntary medical
male circumcision devices

PrEP moves from effective trials to impact at scale

In a recent study
men taking ARVs for
PrEP four or more
times per week were
protected from HIV.

As summarized in Figure 7, studies have shown that daily oral PrEP, when
taken as recommended, can be highly effective in preventing acquisition of
HIV infection.
Like condoms and abstinence, PrEP works only when it is used consistently. In general, the greater the adherence to PrEP, the greater the protection afforded (70). In a recent study PrEP completely protected men who
have sex with men from HIV infection when they had been taking four or
more pills a week (71). PrEP has also been offered in pilot programmes for
women at high risk, including sex workers; WHO broadened its recommendation for PrEP in September 2015 to offer PrEP to people at significant HIV risk as an additional prevention choice as part of combination
prevention. Implementation guidance will be available in early 2016.
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Potential PrEP users
The challenge now is implementing PrEP. Implementation needs to be
well-targeted to those with significant HIV risk—defined as being in
communities where incidence is over 3%—and still reach the required
scale. Operational issues that need consideration include testing, toxicity
monitoring and support for adherence.
At the country level, implementation requires parallel action on several
priorities. Countries need to accelerate the process of registering ARVs
for PrEP use and develop national guidelines. Population groups that
might benefit from PrEP—including people from key populations and
locations—need to be identified, their preferences for access studied and
different demand generation and adherence models developed and tested.
In many communities the benefits of PrEP are not well-known, and efforts
are needed to increase awareness and knowledge. Countries also need to
overcome political obstacles to implementation of PrEP.

Male circumcision grows thanks to societal change
and new technologies
The progress on male circumcision in only one decade illustrates how
much change is possible in a short time. After ecological and observational
evidence had been available for some time, male circumcision was proven
effective in three trials, in South Africa (29), Kenya (30), and Uganda (31);
results were released between 2005 and 2007. Soon thereafter, WHO issued
recommendations on male circumcision for HIV prevention. Although it
took a few years for countries to develop policies and set up programmes,
tremendous progress has been made in a number of countries; around
10 million men have received VMMC services since programmes started
in eastern and southern Africa. In addition, broader societal change is
taking place as many young men are coming forward for the procedure.
New circumcision devices have simplified the procedure. They have
been found to be acceptable in many settings and have relatively low
adverse events (73). In addition, VMMC devices can be applied by nurses
and other health cadres besides doctors. This can speed roll-out in the
African region.
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Around 10 million
men in eastern and
southern Africa opted
for voluntary medical
male circumcision
to prevent HIV
infection.

Cash transfers may help young women avoid risk
In South Africa a national longitudinal study of an ongoing publically
funded social grant programme found that, among more than 3000
families receiving regular child support or foster child grants, adolescent
girls reduced transactional sex by 53% and age-disparate sex by 71% (see
Figure 14) (74). This is not an isolated example. However, in 2015, the
findings of two further studies were released showing no impact of cash
transfers on HIV incidence.

Percentage engaging in risky
sexual behaviour*

Figure 14. Effect of cash transfers and care on sexual risk behaviour
among young women, South Africa

Cash alone: risk behaviour 37% lower than no cash
Cash plus care: risk behaviour 45% lower

60
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41%

40

25%

30

15%

20
10
0

No support

Cash

Cash plus care

* Risk behaviours included multiple partners and age-disparate relationships.
Reductions in levels of risk behaviour were expressed as odds ratios comparing “Cash” and “Cash
plus care” to “No support”
Source: Cluver et al., 2013 (74).

Cash transfers are an example of an intervention that was not primarily
intended to reduce HIV infection but that may, in specific social contexts,
help to do so (75). Some young women have sexual partnerships with
older men to support immediate economic needs or in exchange for
consumer goods. Older men, who are more likely to be HIV-positive than
younger men, put these young women at greater risk than their peers
would. A study in Malawi (72), among others, suggests that, when young
women are given cash transfers, they chose to have fewer relationships
with older men and at the end of the study HIV prevalence among women
receiving cash transfers was around 60% lower. In that study cash transfers
also increased school attendance and reduced teenage pregnancy and child
marriage.
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For any social programme the potential effect of cash transfers on HIV
prevention needs to be evaluated in the specific context. Cash transfers will
always need to be complemented by other HIV prevention programmes.

Digital social media: a new tool to support highimpact programmes
Even in low-income countries mobile phone ownership and Internet
access have grown considerably in recent years, changing how people
interact and receive information. These new technologies are helping sex
workers find clients and men who have sex with men to find partners.
Leveraging the same new media approaches for HIV prevention and
social mobilization are potentially powerful ways to reach many who are
otherwise hard to reach and to develop new ways of increasing knowledge
about risk and prevention options. Large-scale social and behaviour
interventions in China, South Africa and Thailand have used media in new
ways for HIV prevention information and service referrals.
Blued, a dating app in China, connects gay men and other men who have
sex with men and provides HIV information delivered in an entertaining
format, with linkages to HIV testing services.
Young Africa Live (YAL) is an African entertainment-oriented, interactive
mobile platform for information and discussions. It enables young people
to talk about topics that affect their daily lives including sex, HIV, rape and
gender issues, as well as where to get tested for HIV.
In Africa Shuga, a television and radio soap opera, which has an interactive internet platform and is also present on Youtube examines various
themes related to HIV. These include HIV testing, counselling, condom
use, positive prevention, gender inequality and sexual violence, transactional sex, alcohol abuse and the role of multiple concurrent partnerships
in driving the HIV epidemic. Shuga started in 2009 in Kenya as a TV
series, became a hit and since has aired in 40 African countries and on
over 70 international TV stations.
New approaches based on prompting and tracking by means of short
message service (SMS) texts are helping people navigate between different
community- and facility-based services and helping retain people at risk in
prevention programmes and people living with HIV in treatment and care.
Approaches such as these enable HIV prevention messages to reach
populations that are harder to reach through health facilities, schools or
conventional media. This includes groups faced with high levels of stigma,
such as men who have sex with men and sex workers, and people who are
not accessing services but are essential to reach for prevention, such as
out-of-school youth and men.
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iMonitor
iMonitor is an application for smartphones, tablets, computers and other digital media
that provide people seeking HIV services with a simple, real-time tool for monitoring and
evaluating certain public HIV services. It creates an opportunity for dialogue with authorities to address challenges and enhance programme quality. The application, which was first
tested in Indonesia, Thailand and the Philippines enables people to log “alerts” if access to
ARV treatment, condoms and related medicines and HIV testing is not available in health
centres. It also enables people to report violence and discrimination in the workplace. In
addition, iMonitor informs people of the locations of all health centres for HIV testing and
other health services.

New HIV tests help change service delivery models
The field of HIV testing has also seen major innovations, including rapid diagnostic tests
and community-based testing service models as well as self-testing. If these innovations are
strategically linked to other HIV services and communications, they can provide additional
entry points for treatment and prevention. Self-testing has the potential to increase access to
HIV testing particularly for groups that are hard to reach with conventional, provider-initiated
testing, such as men and adolescents. Different modalities for the sale and distribution of HIV
self-testing kits need to be tested and evaluated to maximize benefits and minimize harm in
different settings.

Innovation in wider social and health programmes
HIV prevention may spearhead innovations in the wider health and social sectors. In
epidemics affecting key populations this innovation includes rights-based approaches for
sex workers, men who have sex with men and transgender people, access to services in
prisons and other closed settings and advocacy for wider health and social services, including
housing, for people who inject drugs. In high-prevalence settings synergies with programmes
addressing gender-based violence, labour migration and different types of economic empowerment of young women have been explored. Implementing such initiatives can inspire and
advocate change in these areas. In an innovative programme in South Africa, for example,
some mining companies provide family housing to reduce spousal and family separation (76),
which may contribute to reductions in vulnerability and risk practices (77).
Just as innovation has changed the landscape of HIV prevention in the past decade, innovation will remain critical for HIV prevention in the coming decade, as basic research progresses
on new tools such as vaccines, existing tools such as condoms and VMMC improve, and
innovative ways emerge to deliver HIV prevention programmes effectively and at scale.
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V. SCALE AND INTENSITY: MAKE SURE PREVENTION
COVERS THE NEED

Lack of emphasis on delivering HIV prevention interventions at full
scale has been a major shortcoming of HIV prevention programmes.
Implementing HIV prevention programmes with sufficient intensity and
coverage, and over a long enough period of time, is critical for success.
Despite a wealth of strategies and policy papers, HIV prevention coverage
has been fragmented. Wide coverage of quality HIV prevention services is
still the exception. This shortcoming can be overcome. Examples of wide
coverage do exist for virtually all priority HIV prevention programmes.
With a clearly defined focus and appropriate planning, wide coverage can
be achieved in a fairly short time.

HIV prevention works when done at scale and with
intensity

In India, South
Africa, Thailand
and Zimbabwe,
when condom supply
increased, use increased,
and HIV incidence
declined.

Condom programmes illustrate how—while high coverage and impact
have been achieved in some countries—major coverage gaps persist in
some areas even three decades into the HIV epidemic. Mathematical
modelling based on data from South Africa shows that condom use
increased when the distribution of condoms increased, leading to declines
in national HIV incidence between 2000 and 2008 (21). What facilitated
success in such countries as India, South Africa, Thailand and Zimbabwe
is the widespread availability of condoms and intensive promotion
addressing priority populations combined with strong community
support. Both intensive social marketing programmes and public-sector
distribution have contributed to high use.
What has limited the population-level effect of condoms—particularly in
generalized epidemics—is their inconsistent use, which is due to a combination of reasons. Condom procurement and distribution have not been
scaled-up sufficiently in many countries (78), despite the relatively low
cost of male condoms—less than US$ 4 for an annual supply for a couple
(79). Availability of condoms in sub-Saharan Africa varies greatly, from
over 40 condoms per man per year in some countries to fewer than five in
others; higher levels of distribution are associated with higher self-reported
levels of use (80). Condom availability varies greatly within countries as
well (Figure 15). Health facilities continue to experience stock-outs (81),
and young people’s access to condoms remains constrained by social
norms and health workers’ negative attitudes. Condom use at last sex with
non-regular partners has reached about 80% among men in countries as
diverse as Cambodia, Kyrgyzstan and Namibia. It is considerably lower
(40−65%) in most other countries, however, including some countries
greatly affected by HIV, such as Lesotho, Mozambique and Zambia, and it
is as low as 10−30% in other African countries (82).
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Venues with and without condoms: Iringa, Tan
Figure 15. Using local data to track coverage and supply gaps and
develop delivery solutions: condom availability mapping in Iringa, United
Republic of Tanzania

n Venues where co

are available
n Venues without
condoms

Venues where condoms are available

Venues where condoms are not available

Source: Weir et al., 2012 (83).

This wide variation points up needs for improvement of local logistics
management, distribution and demand generation, as well as the need to
set country and subnational benchmarks for distribution with real-time
monitoring of distribution and sales, as done in the private sector.
Condom sales have increased substantially where condom distribution
has been linked to private-sector logistics for other commodities such as
soft drinks, as, for example, in South Africa’s condom social marketing
programme. The same effort, commitment and logistics need to be applied
to condom distribution elsewhere. HIV prevention programmes need to
ensure that a variety of choices of high-quality condoms are accessible
to those who need them when they need them and that they have the
knowledge, skills and commitment to use them correctly and consistently.
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Although 10 million men have opted for voluntary medical male
circumcision in eastern and southern Africa, substantial gaps in coverage
remain a decade after release of the results of the first successful trial.
Scaling up VMMC programmes in the priority countries in eastern and
southern Africa to 20 million male circumcisions by 2020 is ambitious
but not impossible, given that some areas have already achieved scale up.
Reaching full scale for VMMC programmes requires availability of the
service, innovative delivery models including task sharing and, potentially,
choice between surgery and the new circumcision devices. Intensive
demand generation needs to be based on evidence concerning the public’s
understanding of VMMC efficacy, how service quality is perceived and which
norms are barriers or facilitators of VMMC uptake. This demand generation
can be complemented by outreach, including school-based campaigns,
outreach to places frequented by men and promotion by role models.
HIV prevention efforts for key populations, such as people who inject
drugs, gay men and other men who have sex with men, sex workers and
transgender people, have all shown results when the services are available,
community-led and responsive to community needs (84). Many national
HIV programmes for key populations, however, have limited scale, scope
and intensity, and reviews have found that the coverage of prevention efforts
for those at highest risk is insufficient. Most HIV prevention projects for
sex workers in sub-Saharan Africa, for example, are small, local-level efforts
providing condoms and occasionally HIV testing. They do not have the
required scale, are often not community-led or sufficiently tailored to sex
workers’ needs, nor have they yet incorporated new programme elements
with the potential to have a large impact, such as PrEP (85).
Programme coverage for men who have sex with men is similarly low with
some exceptions. Countries report that programmes reach between 12% and
70% of men who have sex with men with any type of service. These figures
include regions such as Latin America and Asia, where men who have sex
with men account for the majority of HIV infections (86). In sub-Saharan
Africa only one of every 10 gay men and other men who have sex with men
receives a basic package of HIV prevention interventions. This can change:
a programme in Ghana, for example, reached around 90% of the estimated
number men who have sex with men in the country through a combination
of community and new media outreach approaches (87).
HIV prevention programmes for young people, who are an important
target population for HIV prevention activities in high prevalence settings,
also have limited coverage in many countries. In southern and eastern
Africa, fewer than four of every 10 young people has full basic knowledge
about HIV transmission, and many adolescents and young people who are at
risk do not believe they are at risk of HIV (88).
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A crucial coverage gap also exists for people who inject drugs, one of the
populations at highest risk for HIV infection. This gap occurs even though
all available evidence shows that harm reduction packages, including the
provision of clean injection equipment, are one of the most effective HIV
prevention interventions available. Despite political and legal barriers that
limit these programmes in many places, it is possible to increase commitment and coverage. Events demonstrate this in four of the six countries
most affected by HIV due to injecting drug use. A 2014 review shows that
China, Malaysia, Ukraine and Viet Nam have shifted their policies towards
increased HIV service coverage for people who inject drugs. China and Viet
Nam have expanded HIV treatment and opioid substitution therapy, and
Malaysia has moved from a punitive to an evidence-informed HIV response
(89). Filling critical gaps in commitment and action is essential now if we are
to reach 2020 targets.

Figure 16. Limited access as a factor in prevention performance: harm
reduction services for people who inject drugs. Number of countries
reporting low, medium and high HIV prevention service coverage

Number of countries
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testing services
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No service coverage

Low coverage

Coverage of
opioid substitution
therapy

Medium coverage

Source: UNODC, 2014 (90). 16 countries have been assessed for this figure.
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Coverage of
antiretroviral
therapy

High coverage

With the exception of HIV testing coverage, the majority of priority
countries report low coverage of programmes for people who inject drugs.
Less than 30% of survey priority countries reported high coverage of
needle–syringe programmes, opioid substitution therapy and ART.
As demonstrated in India, it is possible to provide wide coverage of
HIV prevention at a meaningful scale for large populations. Over a
very short period of time, a new model of targeted interventions for
sex workers, introduced in 1998, was quickly scaled up, and most
areas had HIV prevention activities by 2005. The government of
India adopted this scaling up, and as a result by 2009 a robust mix of
sex work interventions existed nearly everywhere they were needed
(Figure 17) (11).
As a result of the scale up, reductions in HIV and STI prevalence were
recorded. A modelling analysis for south India suggested that 57% of new
infections were averted over a 10-year period, translating to an estimated
606,000 new infections averted in 69 priority districts in south India (19).

Figure 17. Change in coverage of HIV prevention programmes for female
sex workers in India: coverage of targeted intervention (TI) project

Source: Kumar et al., 2011 (11).
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VI. ACCOUNTABILITY: ENSURE THAT EACH PROGRAMME
DOES ITS PART AND RECEIVES THE SUPPORT IT NEEDS

India was able to develop and deliver a comprehensive HIV prevention
programme for people most at risk in states with very large populations
in a five-year period (91). In addition to extensive community involvement, the strategy included setting ambitious but realistic targets and
developing management plans that would enable the programme to reach
these targets. Close monitoring and needed course corrections were also
essential to success (Figure 18).

Programming to reach
targets: the Kenya HIV
Prevention Revolution
Roadmap
 Countdown to 2020 and 2030.
 From a national to

geographically-specific
(counties, cities) approach.

 From single interventions to

population-specific packages.

 From a bio medically

dominated to a combination
HIV prevention approach,
including behavioural and
structural interventions.

This comprehensive management of HIV programmes is a useful example
of clear strategy and results-orientation, which are key features of the
effective programming required to reach Fast-Track HIV prevention
targets.
Systematic and well-managed coordination between sectors nationally and
in key locations is critical for rapid progress. In cities where key population
programmes are a high priority, creating an enabling policy environment
for service delivery, scale-up and uptake, by engaging health administrators and law enforcement, is particularly important. Similarly, where the
sexual and reproductive health of young people is the major concern, and
gender inequality is a major driver of the epidemic, engaging education,
social welfare and gender officials is critical.
Furthermore, national and local programmes can be well-intentioned,
but short-comings may emerge during national planning. HIV prevention programmes may lack focus, quality and scale, so that resources
are stretched and priorities difficult to establish or maintain. Additional
challenges are commonly observed in developing implementable plans.
Countries have gained valuable experience in the application of good
strategic and management principles to the development of HIV prevention programmes in some contexts. Kenya’s Prevention Revolution
Roadmap, for instance, has clearly identified not only priority populations
and intervention packages but also the locations where efforts should be
carried out.
Each country and each subnational unit (city or district) should reassess
its targets and design programmes with the mix of interventions, scale and
intensity necessary to reach Fast-Track targets.
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Figure 18. India’s Management Model for Prevention for Key Populations through Civil
Society Organizations
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Integration with health
system & mainstreaming
with 14 ministries; clear road
map to reduce stigma &
discrimination
PM is the chairman of
National Parliamentary
Forum for HIV/AIDS; state
legislative forums

District Monitoring
- Intensive 3-days onsite
visits each month to review
implementation
- Each CBO visited once a
month
- District consolidates all
reports, finds action points
and linkages with other
stakeholders

District AIDS Prevention
and Control Units in 1818
high prevalence districts;
17 state level Technical
Support Units State
Training Resource Centres
for capacity building of
implementer staff

Accountability framework
Once the strategic focus and priorities of a national HIV prevention
strategy have been defined, a sound accountability framework and
management system must be set up to:
 Develop a pragmatic implementation plan:
— Estimate the numbers and map the location of people in need.
— Cost out the minimum service packages.
— Develop a scale-up plan with clear milestones and quarterly annual
targets at national and subnational levels.
— Establish baselines and set up a rigorous impact evaluation
framework.
 Establish or adapt programme delivery systems.
 Develop a performance management mechanism and culture

of quarterly peer review at the local level and annual review at
subnational and national levels (see Figure 18).

 Establish service delivery capacity in all targeted facilities and outreach

teams over the first one to two years.

 Set coverage targets, for example, “80% of the population to be reached

by the end of year 3”, and implement programmes accordingly.

 Conduct outcome evaluations aiming for early results in areas covered

early (after year 2) and outcome results achieved at scale after year 4.

 Conduct rigorous impact evaluation every five years.
Figure 19. Management mechanism for a national HIV prevention
programme
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At each new phase of the response, the accountability for making progress
and achieving prevention results cannot lie just with a national AIDS
programme or the ministry of health. Achieving dramatic reductions in
new HIV infections will require other sectors, including social welfare,
education, transport and trade, to play their roles and to create an environment in which there are real choices available that encourage healthy
behaviours, as well as use of HIV prevention tools including condoms,
PrEP and harm reduction.
Governments, including their treasuries, and international donors will
need to allocate the resources required. HIV prevention is not expensive.
In fact, implemented at sufficient scale and with sufficient intensity, it saves
money. Even more importantly, communities will need to use their power
to push this Fast-Track HIV prevention targets and hold governments,
donors and themselves accountable. With community ownership, the
target of reducing new HIV infections by 75% by 2020, and virtually
eliminating them by 2030, can be achieved.
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Implemented at
sufficient scale
and with sufficient
intensity, prevention
saves money.

CONCLUSION

The goals of reducing new HIV infections to fewer than 500 000 per
year by 2020 and fewer than 200,000 new infections by 2030. were
inconceivable not long ago. Now, with new advances in HIV prevention
and treatment, and real progress in a number of key countries, they are
within reach. However, these goals will be achieved only with concerted
and substantially accelerated efforts.
The combination prevention approach described in this document is
essential. Countries need to recommit to such an approach, seriously
examine the focus, scale, mix and intensity of their HIV prevention
programmes and improve performance and increase coverage. The
opportunity to dramatically reduce and virtually end the epidemic should
not be missed. The opportunity to end the AIDS epidemic as a public
health threat by 2030 should not be missed.
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ART

antiretroviral therapy

ARV

antiretroviral medicine

FP

family planning

HTS

HIV testing services

OST

opioid substitution therapy

PrEP

pre-exposure prophylaxis

SRH

sexual and reproductive health

STIs

sexually transmitted infections

TI

targeted interventions (India)

UNAIDS

Joint United Nations Programme on HIV/AIDS

UNODC

United Nations Office on Drugs and Crime

UNFPA

United Nations Population Fund

VCT

voluntary counselling and testing

VMMC

voluntary medical male circumcision

WHO

World Health Organization

UNAIDS
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