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TRANSFORMING THE RESPONSE

We are on the verge of asigni cant breakthrough in the AIDS response. e
vision of a world with zero new HIV infections, zero discrimination, and

zero AIDS-related deaths has captured the imagination of diverse partners,
stakeholders and people living with and a ected by HIV. New HIV infections
continue to fall and more people than ever are starting treatment. With research
giving us solid evidence that antiretroviral therapy can prevent new HIV
infections, it is encouraging that 6.6 million people are now receiving treatment in
low- and middle-income countries: nearly half those eligible.

Just a few years ago, talking about ending the AIDS epidemic in the near term
seemed impossible, but science, political support and community responses are
starting to deliver clear and tangible results.

Yet, to be e ective, the AIDS response must be transformed. We need to move
from a short-term, piecemeal approach to a long-term strategic response with
matching investment. e road map for this vision is clear. e United Nations
General Assembly set bold new targets in its historic 2011 Political Declaration

on HIV/AIDS: Intensifying Our E orts to Eliminate HIV/AIDS, with a focus on
clear, time-bound goals designed to bring about the end of HIV and also improve
human health across diverse communities.

To reach these targets and bring the end of AIDS in sight we must step on the
accelerator. Joining with partners, UNAIDS has mapped a new framework for
AIDS investments, focused on high-impact, high-value strategies.

e world cannot live up to the targets and spirit of the Political Declaration
unless countries and donors commit to using the tools available, focusing them
on the most e ective programmes and investing accordingly.

Michel Sidib@
UNAIDS Executive Director
Under Secretary-General of the United Nations



>\\e are here.

THE STATE OF THE AIDS EPIDEMIC

% More people than ever are living with HIV, largely due to greater access to
treatment.

A . . At the end of 2010, an estimated 34 million people [31.6 million-35.2
nnual new HIV infections million] were living with HIV worldwide, up 17% from 2001. This reflects the
fell 21% between continued large number of new HIV infections and a significant expansion
1997 and 2010. of access to antiretroviral therapy, which has helped reduce AIDS-related
deaths, especially in more recent years.

PEOPLE LIVING WITH HIV
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emm» People living with HIV

The number of people dying of AIDS-related causes fell to 1.8 million
[1.6 million-1.9 million] in 2010, down from a peak of 2.2 million [2.1
million-2.5 million] in the mid-2000s. A total of 2.5 million deaths have
been averted in low- and middle-income countries since 1995 due to
antiretroviral therapy being introduced, according to new calculations by
UNAIDS. Much of that success has come in the past two years when rapid
scale-up of access to treatment occurred; in 2010 alone, 700 000 AIDS-
related deaths were averted.

The proportion of women living with HIV has remained stable at 50%
globally, although women are more affected in sub-Saharan Africa (59% of
all people living with HIV) and the Caribbean (53%).
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People

There were 2.7 million [2.4 million-2.9 million] new HIV infections in 2010,
including an estimated 390 000 [340 000-450 000] among children. This
was 15% less than in 2001, and 21% below the number of new infections at
the peak of the epidemic in 1997.

The number of people becoming infected with HIV is continuing to fall,

in some countries more rapidly than others. HIV incidence has fallen in 33
countries, 22 of them in sub-Saharan Africa, the region most affected by the
AIDS epidemic.

NEW HIV INFECTIONS AND AIDS-RELATED DEATHS
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e New HIV infections Globally new HIV infections peaked in 1997.
@ AIDS-related deaths

Sub-Saharan Africa

Sub-Saharan Africa remains the region most heavily affected by HIV. In
2010, about 68% of all people living with HIV resided in sub-Saharan
Africa, a region with only 12% of the global population. Sub-Saharan Africa
also accounted for 70% of new HIV infections in 2010, although there was
a notable decline in the regional rate of new infections. The epidemic
continues to be most severe in southern Africa, with South Africa having
more people living with HIV (an estimated 5.6 million) than any other
country in the world.

Almost half of the deaths from AIDS-related illnesses in 2010 occurred in
southern Africa. AIDS has claimed at least one million lives annually in sub-
Saharan Africa since 1998. Since then, however, AlIDS-related deaths have
steadily decreased, as free antiretroviral therapy has become more widely
available in the region.

The total number of new HIV infections in sub-Saharan Africa has dropped
by more than 26%, down to 1.9 million [1.7 million-2.1 million] from the
estimated 2.6 million [2.4 million-2.8 million] at the height of the epidemic
in 1997. In 22 sub-Saharan countries, research shows HIV incidence
declined by more than 25% between 2001 and 2009. This includes some
of the world’s largest epidemics in Ethiopia, Nigeria, South Africa, Zambia
and Zimbabwe. The annual HIV incidence in South Africa, though still
high, dropped by a third between 2001 and 2009 from 2.4% [2.1%-2.6%)]
to 1.5% [1.3%-1.8%)]. Similarly, the epidemics in Botswana, Namibia and
Zambia appear to be declining. The epidemics in Lesotho, Mozambique
and Swaziland seem to be levelling off, albeit at unacceptably high levels.
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In Eastern Europe and
Central Asia, the number of
people living with HIV
rose 250% from 2001 to 2010.
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Caribbean
The Caribbean has the second highest regional HIV prevalence after sub-
Saharan Africa, although the epidemic has slowed considerably since the
mid-1990s.

In the Caribbean region, new HIV infections were reduced by a third

from 2001 levels. HIV incidence has decreased by an estimated 25% in

the Dominican Republic and Jamaica since 2001, while in Haiti it has
declined by about 12%. Slowing HIV incidence and increasing access to
HIV prevention services for pregnant women have led to a steep decline in
the number of children newly infected with HIV and in AIDS-related deaths
among children.

Unprotected sex is the primary mode of transmission in the Caribbean.
The number of people living with HIV has also declined slightly since
the early 2000s. Increased access to antiretroviral therapy has led to a
considerable drop in mortality associated with AIDS.

Asia

Although the rate of HIV prevalence is substantially lower in Asia than in
some other regions, the absolute size of the Asian population means it is
the second largest grouping of people living with HIV.

In South and South-East Asia, the estimated 270 000 [230 000-340 000]
new HIV infections in 2010 was 40% less than at the epidemic’s peak in
1996. In India, the country with the largest number of people living with
HIV in the region, new HIV infections fell by 56%.

The prevalence of HIV among key populations at higher risk of infection

— notably sex workers, people who inject drugs and men who have sex

with men - is high in several Asian countries although over time, the virus

is spreading to other populations. The overall trends in this region hide
important variations in the epidemics, both between and within countries.
In many Asian countries, national epidemics are concentrated in relatively
few provinces. In China, for example, five provinces account for 53% of the
people living with HIV?, while a disproportionately large share of Indonesia’s
burden is found in its Papua and West Papua provinces.?

Eastern Europe and Central Asia

In Eastern Europe and Central Asia, there was a 250% increase in the
number of people living with HIV from 2001 to 2010. The Russian
Federation and Ukraine account for almost 90% of the Eastern Europe and
Central Asia region’s epidemic. Injecting drug use remains the leading
cause of HIV infection in this region, although considerable transmission
also occurs to the sexual partners of people who inject drugs.

There is little indication that the epidemic has stabilized in the region, with
new HIV infections and AIDS-related deaths continuing to increase. After
slowing in the early 2000s, HIV incidence in Eastern Europe and Central
Asia has been accelerating again since 2008.

Unlike most other regions, AIDS-related deaths continue to rise in Eastern
Europe and Central Asia.



Middle-East and North Africa

HIV-related trends in the Middle East and North Africa vary, as incidence,
prevalence, and AIDS-related deaths are on the rise in some countries,
while in others the epidemic is stable. Generally, HIV prevalence in the
region is low, except in Djibouti and Southern Sudan, where the epidemic
is becoming generalized.

Latin America

The HIV epidemics in Latin America are generally stable. A steady decrease
in new annual HIV infections since 1996 levelled off in the early 2000s and
has remained steady since then at 100 000 [73 000-135 000] each year.

The total number of people living with HIV in this region continues to grow.
That increase is partly attributable to the increase in people living with HIV

who receive antiretroviral therapy, which has helped reduce the number of

annual AIDS-related deaths. More than one third (36%) of adults living with
HIV in this region in 2010 were women.

The number of children younger than 15 living with HIV in this region has
declined. There was a considerable decrease in new HIV infections and
AIDS-related deaths among children between 2001 and 2010.

Oceania

The number of annual new HIV infections in Oceania increased slowly until
the early 2000s, and then declined. The number of people living with HIV
in this region reached an estimated 54 000 [48 000-62 000] at the end of
2010, about 34% more than the estimate for 2001. AlIDS-related mortality
has decreased considerably.

North America, and Western and Central Europe

The HIV epidemic in North America and Western and Central Europe
remains stubbornly steady, despite universal access to treatment, care and
support and widespread awareness of the epidemic and the causes of HIV
infection. HIV incidence has changed little since 2004.

The total number of people living with HIV in North America and Western
and Central Europe reached an estimated 2.2 million [1.9 million-2.7
million] in 2010, about one third (34%) more than in 2001. More than half
(about 1.2 million) of the people with HIV in this region live in the United
States of America.

The rising number of people living with HIV reflects the wide-scale
availability of antiretroviral therapy, especially in the countries with the
largest epidemics, which has significantly reduced AIDS-related mortality.
The number of AIDS-related deaths has varied little since 2000, despite the
34% increase in the number of people living with HIV.

Recent trends vary across the region. Rates of diagnosed HIV cases
doubled between 2000 and 2009 in Bulgaria, Czech Republic, Hungary,
Lithuania, Slovakia and Slovenia and increased by more than 50% in the
United Kingdom. On the other hand, new HIV diagnoses decreased by
more than 20% in Latvia, Portugal and Romania.®
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Regional HIV and AIDS statistics, 2010 and 2001
Regional estimates of adults and children newly
infected with HIV, people living with HIV,

and AIDS-related deaths

SUB-SAHARAN
AFRICA

MIDDLE EAST AND

NORTH AFRICA

SOUTH AND

SOUTH-EAST ASIA

EAST ASIA

OCEANIA

LATIN AMERICA

Adults and children

Adults and children

Adult prevalence

Adult and child

Young people (15—

living with HIV newly infected (%) deaths due to AIDS 24) prevalence (%)
with HIV
Male Female

2010 22.9 million 1.9 million 5.0 1.2 million 1.4 3.3

[21.6-24.1 million] [1.7-2.1 million] [4.7-5.2] [11-1.4 million] [11-1.8] [2.7-4.2]
2001 20.5 million 2.2 million 5.9 1.4 million 2.0 5.2

[19.1-22.2 million] [2.1-2.4 million] [5.6-6.4] [1.3-1.6 million] [1.6-2.7] [4.3-6.8]
2010 470 000 59 000 0.2 35 000 0.1 0.2

[350 000-570 000] [40 000-73 000] [0.2-0.3] [25 000-42 000] [0.1-0.2]  [0.1-0.2]
2001 320 000 43 000 0.2 22 000 0.1 0.1

[190 000-450 000] [31 000-57 000] [0.1-0.3] [9700-38 000] [0.1-0.2] [0.1-0.2]
2010 4.0 million 270 000 0.3 250 000 0.1 0.1

[3.6-4.5 million] [230 000-340 000] [0.3-0.3] [210 000-280 000] [0.1-0.2] [0.1-0.1]
2001 3.8 million 380 000 0.3 230 000 0.2 0.2

[3.4-4.2 million] [340 000-420 000] [0.3-0.4] [200 000-280 000] [0.2-0.2]  [0.2-0.2]
2010 790 000 88 000 0.1 56 000 <0.1 <0.1

[580 000-1.1 million] ~ [48 000-160 000] [0.1-0.1] [40 000-76 000] [<0.1-<0.1] [<0.1-<0.1]
2001 380 000 74 000 <0.1 24 000 <0.1 <0.1

[280 000-530 000] [54 000—-100 000] [<0.1-0.1] [16 000-45 000] [<0.1-<0.1] [<0.1-<0.1]
2010 54 000 3300 0.3 1600 0.1 0.2

[48 000-62 000] [2400-4200] [0.2-0.3] [1200-2000] [0.1-0.1]  [0.1-0.2]
2001 41 000 4000 0.2 1800 0.1 0.2

[34 000-50 000] [3300-4600] [0.2-0.3] [1300-2900] [0.1-0.2] [0.2-0.3]
2010 1.5 million 100 000 0.4 67 000 0.2 0.2

[1.2-1.7 million] [73 000-140 000] [0.3-0.5] [45 000-92 000] [0.1-0.4] [0.1-0.2]
2001 1.3 million 99 000 0.4 83 000 0.2 0.1

[1.0-1.7 million] [75 000-130 000] [0.3-0.5] [50 000-130 000] [0.1-0.6]  [0.1-0.2]
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Adults and children Adults and children Adult prevalence Adult and child Young people (15—

living with HIV newly infected (%) deaths due to AIDS 24) prevalence (%)
with HIV
Male Female
CARIBBEAN 2010 200 000 12 000 0.9 9000 0.2 0.5
[170 000-220 000] [9400-17 000] [0.8-1.0] [6900-12 000] [0.2-0.5] [0.3-0.7]
2001 210 000 19 000 1.0 18 000 0.4 0.8
[170 000-240 000] [16 000-22 000] [0.9-1.2] [14 000-22 000] [0.2-0.8] [0.6-1.1]
EASTERN EUROPE 2010 1.5 million 160 000 0.9 90 000 0.6 0.5
AND [1.3-1.7 million] [110 000-200 000] [0.8-1.1] [74 000-110 000] [0.5-0.8] [0.4-0.7]
CENTRAL ASIA
2001 410 000 210 000 0.3 7800 0.3 0.2
[340 000-490 000] [170 000-240 000] [0.2-0.3] [6000-11 000] [0.2-0.3] [0.1-0.2]
WESTERN AND 2010 840 000 30 000 0.2 9900 0.1 0.1
CENTRAL EUROPE [770 000-930 000] [22 000-39 000] [0.2-0.2] [8900-11 000] [0.1-0.1]  [<0.1-0.1]
2001 630 000 30 000 0.2 10 000 0.1 0.1
[580 000-690 000] [26 000-34 000] [0.2-0.2] [9500-11 000] [0.1-0.1] [0.1-0.1]
NORTH AMERICA 2010 1.3 million 58 000 0.6 20 000 0.3 0.2
[1.0-1.9 million] [24 000-130 000] [0.5-0.9] [16 000-27 000] [0.2-0.6] [0.1-0.4]
2001 980 000 49 000 0.5 19 000 0.3 0.2
[780 000-1.2 million]  [34 000-70 000] [0.4-0.7] [15 000-24 000] [0.2-0.4] [0.1-0.3]
TOTAL 2010 34.0 million 2.7 million 0.8 1.8 million 0.3 0.6
[31.6-35.2 million] [2.4-2.9 million] [0.8-0.8] [1.6-1.9 million] [0.3-0.3] [0.5-0.6]
2001 28.6 million 3.1 million 0.8 1.9 million 0.4 0.8
[26.7-30.9 million] [3.0-3.3 million] [0.7-0.8] [1.7-2.2 million] [0.4-0.4] [0.7-0.8]

Methodologies

In collaboration with country partners, UNAIDS used the Spectrum software package to develop the epidemiology
estimates for countries and regions cited in this report. Spectrum incorporates all pertinent, available data, including:
surveys of pregnant women attending antenatal clinics; population-based surveys (conducted at the household
level); sentinel surveillance among populations at higher risk of HIV infection; case reporting; demographic data;

and information on antiretroviral treatment programmes and programmes to prevent mother-to-child transmission.
Taking these diverse data sources into account, Spectrum generates estimates of new HIV infections, the number of
people living with HIV both for adults and children, the number of people eligible for antiretroviral therapy and for
services to prevent mother-to-child transmission, and the number of AIDS-related deaths.

These new HIV estimates (including the estimates for previous years) supersede those published previously and
should not be compared to earlier reports. Previously published UNAIDS estimates for Latin America did not include
Mexico, which is now included in this region.
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Accelerating the epidemic’s decline

/O The world faces a clear choice: maintain current efforts and make
incremental progress, or invest smartly and achieve rapid success in the
AIDS response.

Antiretroviral coverage rose

20% in sub-Saharan Africa The unparalleled global response of the past decade has already forced

between 2009 the epidemic into decline. The rate of new HIV infections has fallen,
the number of AIDS-related deaths has decreased and unprecedented
and 2010. funding has been mobilized for HIV programmes. Historic political

agreements had a demonstrable impact on the AIDS epidemic, including
the 2001 Declaration of Commitment on HIV/AIDS and the 2006 Political
Declaration on HIV/AIDS which endorsed the goal of universal access to
HIV prevention, treatment, care and support.

A decade ago, when world leaders convened in New York for the United
Nations General Assembly Special Session on AIDS - the first time they
did so for a health issue — only three countries, Senegal, Thailand and
Uganda, stood out as having successfully responded to HIV. Today almost
every country in sub-Saharan Africa, Asia and Latin America has a success
story to tell, a story of lives saved through stopping new HIV infections
and preventing AlDS-related deaths. In a decade, committed political
leadership, social change, innovation and rapid injection of new resources
have transformed the AIDS response into a vanguard of global health
success. The AIDS response has reinvigorated interest in global health and
now has a new face of hope, resilience, courage and responsibility.

BEHAVIOUR CHANGE IS AVERTING NEW HIV INFECTIONS,
ESPECIALLY AMONG YOUNG PEOPLE

Declines in new HIV infections across the world have been spurred by
changes in behaviour among young people, sex workers and their clients,
people who inject drugs, men who have sex with men and transgender
people. Access to HIV prevention services has empowered individuals and
communities to act in earnest against the disease.

In countries with generalised epidemics, a combination of behaviour
changes, including reductions in numbers of sexual partners, increases in
condom use, and delayed age of first sex, have reduced new infections
(incidence) in several countries. HIV incidence in urban Zimbabwe fell from
an extremely high peak of almost 6% in 1991 to less than 1% in 2010.
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THE WORLD FACES A CLEAR CHOICE:
MAINTAIN CURRENT EFFORTS AND
MAKE INCREMENTAL PROGRESS, OR INVEST
SMARTLY AND ACHIEVE RAPID SUCCESS
IN THE AIDS RESPONSE.



New HIV infection trends
The course of new HIV infections, compared to
estimates if key changes had not happened
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GLOBAL NEW HIV INFECTIONS
URBAN MALAWI AMONG CHILDREN
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Adult new HIV infections in the
absence of behaviour change

== New HIV infections among children

New HIV infections among children
in the absence of treatment

Modelling suggests that without behaviour change, HIV incidence would
have remained twice as high as current levels, resulting in an additional

35 000 new infections annually. A similar story can be seen in urban areas
of Malawi, where in the absence of changes in sexual behaviour, the rate of
new HIV infections would have stabilised at about 4% annually but instead
dropped to less than 1% in 2010, avoiding about 15 000 new infections
annually.®
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A new generation of young people are taking charge of their destinies and
are protecting themselves against HIV. Encouraging trends are evident
among young people in several countries with large HIV burdens.

HIV prevalence declined among young people (aged 15-24 years) in at
least 21 of 24 countries with national HIV prevalence of 1% or higher. The
drop in HIV prevalence was statistically significant among pregnant women
attending antenatal clinics in 12 countries: Burkina Faso, Botswana, Congo,
Ethiopia, Ghana, Kenya, Malawi, Nigeria, Namibia, the United Republic of
Tanzania, Togo, and Zimbabwe. Four of those countries (Botswana, Malawi,
Tanzania and Zimbabwe) also had statistically significant declines in the
general population, according to results from population-based surveys
(among women in Botswana, Malawi and Zimbabwe, and among men in
Tanzania). Three other countries had statistically significant declines in the
general population, but showed no significant declines among antenatal
clinic attendees (among women in Zambia, and among men in Lesotho and
South Africa).

These declines have occurred amid signs of encouraging changes in sexual
behaviour among young people. The percentage of young men with
multiple partners in the past 12 months decreased significantly in 11 of the
19 countries with sufficient data, and among women it decreased in six
countries. The proportion of young people who said they used a condom
the last time they had high-risk sex increased significantly in seven (for men)
and five (for women) of the 17 countries with sufficient data. The percentage
of young men and women who have had sex before their 15" birthday
decreased significantly in eight of the 18 countries with sufficient data.

Important dimensions of social change have also reinforced measured
changes in behaviour and incidence. For example, community-based
participatory learning approaches can be effective in changing social
gender norms, including violence, when HIV and violence prevention
programming are paired with community mobilization and engaging

men to challenge harmful gender norms. A landmark study in South
Africa recently suggested that nearly one in seven cases of young women
acquiring HIV could have been prevented if the women had not been
subjected to intimate partner violence.®

Behavioural changes have been particularly notable in countries with

high HIV prevalence, although variations exist across these countries as
behavioural patterns continue to evolve, sometimes for the worse. For
example, in Rwanda and Zimbabwe, the proportion of young women with
multiple partners increased and a similar trend was observed among young
men in Guyana and Lesotho. Condom use by young men in Uganda and
Zimbabwe appears to have decreased and the proportion of young people
having sex before the age of 15 increased in Guyana, Lesotho and Haiti,
and among young men in Rwanda.

Additionally, in many countries with high HIV prevalence, young men are
beginning to get circumcised. Clinical trials in Kenya, South Africa and
Uganda indicate that voluntary medical male circumcision reduces the risk
of female-to-male sexual transmission by about 60%.”° Preliminary results
from cross-sectional surveys of the Orange Farm community in South
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Africa that is introducing voluntary medical male circumcision programmes
demonstrate the effectiveness of this approach.® An estimated 2000

new HIV infections were averted through 2010 among men in Kenya’s
Nyanza province, after scale-up of voluntary medical male circumcision
programmes.

VOLUNTARY MEDICAL MALE While young men have proved the
CIRCUMCISION IN KENYA most ready to take up the option

of medical male circumcision, to
maximize its benefits older men
also need to be reached. To achieve
the population-wide prevention
benefit of voluntary medical male
circumcision in Eastern and Southern
Africa, 20 million more males need
to be circumcised. If this goal is
achieved, it will avert approximately
3.4 million new HIV infections by
2015.

ACCELERATION THROUGH A FOCUS ON PEOPLE AT HIGHER RISK
OF HIV INFECTION

A focus on people at higher risk of HIV infection in countries with
concentrated epidemics has borne fruit, although in many cases, these
gains are limited and much more can be done. In Cambodia consistent
condom use among sex workers and their clients increased from about
40% in 1997 to current levels of over 90% and new HIV infections have
dropped to fewer than 2000 per year. Had condom use rates remained at
1994 levels, before the increase in condom use, the annual number of new
HIV infections is likely to have been more than 50 000.*2 Similar success has
been observed in Cotonou, Benin, where there is estimated to be 3000-
4000 fewer new infections annually as a result of an intensive behaviour
change programme with sex workers.*?

In Dhaka, Bangladesh, harm-

INVEST IN YOUNG LEADERS reduction programmes have been
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credited with slowing the spread of
HIV among people who inject drugs.
HIV prevalence in this population
rose from 1.4% in 2000 to 7%

in 2007, but thereafter dropped

to 5.3% in 2011, well below the
levels observed in areas without
prevention programmes. Where
countries ignore harm-reduction
programmes or do not take HIV
prevention programmes to scale,
the consequences have been
severe. In St Petersburg, Russia, HIV
prevalence has doubled in the past
five years, with estimates of almost
60% HIV prevalence among people
who inject drugs.*



People who inject drugs also

need equitable access to non- REDUCING HARM IN IRAN

discriminatory health and social
services. Studies in Eastern Europe
and Central Asia show many people
who inject drugs actively avoid
seeking health services due to the
risk of ostracism or fears that their
health providers will report them to
law enforcement authorities.*® Such
obstacles limit individuals’ access
to basic health services, such as
counselling in sexual risk reduction
and treating sexually transmitted
infections, as well as antiretroviral therapy for people who are HIV-positive.

ANTIRETROVIRAL TREATMENT IS KEY TO FASTER PROGRESS

While declines in new infections resulting from changes in behaviours show
a clear return on the investments made in the HIV prevention response,
initial declines are often followed by a stabilisation of rates of new
infections. A pattern is emerging of initial peaks in new infections, followed
by a reduction in new infections as prevention efforts are taken to scale and
behaviours change, followed by a plateauing of rates of new infections,
often at relatively high levels. Recent evidence suggests this plateau effect
can be broken by the added prevention benefit of high levels of treatment
coverage.'®

The most dramatic increases in antiretroviral therapy coverage have occurred
in sub-Saharan Africa, with a 20% increase between 2009 and 2010 alone.

It is estimated that at least 6.6 million people in low- and middle-income
countries are receiving HIV treatment. This is an increase of more than 1.35
million over the previous year. In low- and middle-income countries 47% of
the 14.2 million eligible people living with HIV were on antiretroviral therapy
at the end of 2010, compared to 39% at the end of 2009.

Universal access to treatment (defined as 80%, or greater coverage) has
been achieved in Botswana, Namibia and Rwanda, while Swaziland and
Zambia have achieved coverage levels between 70% and 80%. Across
cities and villages in sub-Saharan Africa, from Harare to Addis Ababa to
rural Malawi and South Africa’s Kwazulu Natal province, introducing HIV
treatment has dramatically reduced AlIDS-related mortality.’” In low- and
middle-income countries globally, treatment has averted 2.5 million AIDS
deaths since 1995, the majority in the past few years.

ACCESS TO TREATMENT BOOSTS THE SUCCESS OF COMBINATION
HIV PREVENTION PROGRAMMES

In addition to improving quality of life and reducing AIDS-related deaths,
antiretroviral treatment is now recognized as preventing HIV transmission
by reducing viral load and hence reducing the potential for transmission.
Coupling treatment access with combination prevention options is
pushing new HIV infections down to record levels. In countries with adult
HIV prevalence in excess of 10%, HIV treatment in combination with
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Proportion of eligible population receiving antiretroviral therapy
in low- and middle-income countries at the end of 2010

Rapid increases in ART coverage are helping more countries achieve

universal access to treatment, care and support.
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Source: UNAIDS and WHO, 2011.
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behaviour-change programmes and medical male
circumcision programmes may be the key to achieving
rapid declines in new HIV infections.

Namibia is in the forefront of reaping benefits of such
an approach. Over the last decade there has been a
concurrent scale-up of HIV prevention and treatment
programmes. Condom use has increased to nearly
75% among men; fewer than 11% of men and 2% of
women had multiple partners; and young people,
particularly boys, were starting to have sex at an older
age. Treatment access has reached an all-time high of
90%. The combined impact contributed to a 60% drop
in new HIV infections by 2010, from 22 000 in 1999.

Data from hyperendemic countries suggest that
behaviour change programmes are crucial to bring
down new HIV infections. However after initial dips,

the numbers of new HIV infections tend to stabilize,
sometimes at relatively high levels. The introduction of
new HIV prevention tools such as male circumcision and
HIV treatment can break this stalemate.

In countries that have achieved high levels of treatment
coverage, new infections may be declining even in the
absence of any significant changes in patterns of sexual
behaviour. In Zimbabwe, for example, a decline in new
HIV infections took place between 1995 and 2000.

This was followed by a period of relatively stable HIV
incidence of 1% — more than 50 000 new HIV infections
per year. However in recent years new HIV infections
have begun to decline, coinciding with scale-up of HIV
treatment and no significant national level changes

in sexual behaviour. Similarly, recent declines in new
HIV infections in Lesotho are particularly noteworthy

as they have occurred in conjunction with an increase
in risk-taking behaviour among some populations.

The drop in new HIV infections can, at least in part, be
attributed to the increased number of people accessing
treatment alongside the prevention effect of current
HIV prevention programmes.?

In countries where universal access to treatment has
been achieved, the results are more pronounced. In
Botswana, early declines in new HIV infections may

be explained by the natural course of the epidemic
together with a dramatic increase in condom use
between 1988 and 2000 (according to the 1988
Demographic and Health survey in Botswana only 10%
of adult women reported ever having used a condom).
Since 2000, patterns of sexual behaviour have remained
relatively stable leading to a slowing of the declines in
new HIV infections. However in this period, Botswana

THE CASE FOR HOME HIV TESTING
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New infections, behaviour change and
treatment coverage in Botswana
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Source: Botswana AIDS indicator surveys; UNAIDS; WHO.

has also rapidly increased provision of antiretroviral treatment. Botswana was
the first African country to implement a free national antiretroviral therapy
programme. Treatment for HIV is now available in 30 hospitals and 130
satellite clinics countrywide. Since 2009, Botswana has maintained more
than 90% of eligible people on treatment.*

There are early signs that this increase in access to treatment is contributing
to acceleration of the decline in new HIV infections. Data from modelling
suggests that the number of new HIV infections is 30% to 50% lower now
than it would have been in the absence of universal access to treatment for
eligible people living with HIV.

The full preventive effect of HIV treatment will be seen in the next 1-5
years, as increasing numbers of hyperendemic countries reach high levels
of coverage. The massive increases in the numbers of people receiving
treatment in South Africa between 2009 and 2010, for example, are likely
to be reflected in substantially fewer new infections in the near future.
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A major factor limiting the prevention dividend of HIV treatment, however,
is that more than 60% of people living with HIV are unaware of their HIV
status. This limits access to treatment and care services and hampers
prevention efforts. New approaches to HIV testing need to be explored to
increase knowledge of HIV status. While integrating HIV testing into routine
health services has helped to increase testing, it is insufficient. Introducing
community-based approaches to testing may help to increase accessibility
and uptake, and therefore, increase levels of knowledge of HIV status.

ACCELERATING THE DECLINE IN TUBERCULOSIS DEATHS

Without treatment and prophylaxis, people living with HIV have a 20-30
times higher lifetime risk of developing active tuberculosis, compared with
people without HIV.3! In 2010, people living with HIV accounted for about
13% of all new tuberculosis cases worldwide, and about 360 000 people
died from HIV-related tuberculosis.??

among people living with HIV

has been declining since 2004.
Close collaboration between HIV
and tuberculosis programmes can
accelerate this decline further to
meet the global goal of halving the
number of HIV-related tuberculosis
deaths by 2015.

Tuberculosis care, cure and
prevention should increase among
people living with HIV. Less than

a third of people living with HIV
sought care for tuberculosis at a
clinic in 2010. Halving HIV-related
tuberculosis deaths requires this rate to double, together with an increase
in tuberculosis cure rates from 70% to 85%, detection of at least 80% of
tuberculosis cases among people living with HIV, and isoniazid preventive
therapy reaching at least 30% of people living with HIV who do not have
active tuberculosis.

Regular screening and testing should be offered in countries with high
prevalence of HIV and tuberculosis, and more sensitive and specific
diagnostic tools and algorithms should be used. An inexpensive daily
dose of isoniazid significantly reduces the risk that latent tuberculosis will
progress to active disease.® At least 30% of people living with HIV who do
not have active tuberculosis should receive isoniazid preventive therapy.

Antiretroviral therapy should be initiated in a timely manner, because
earlier treatment substantially reduces the odds of HIV-related tuberculosis
illness and death. Meeting the global goal on halvin