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the 2020 Prevention Road Map (162). For example, Zimbabwe spends a substantial portion of 
its HIV budget on comparatively less cost-effective approaches such as mass media 
campaigns. Important efficiency-promoting interventions, such as opioid substitution therapy 
and cash transfers, have yet to be brought to scale.  

Inadequate strategic data undermine our ability to monitor and influence financing flows and 
expenditure allocations. Countries are conducting National AIDS Spending Assessments less 
frequently than they before, and many use methodologies which involve “short cuts” that 
compromise the monitoring of investments. This undermines the systematic production of inputs 
for efficiency, sustainability and other monitoring functions. Existing health systems tools and 
frameworks have been unable to offer alternative methods for adequately monitoring HIV 
expenditures, identify strategies for sustainable financing, or monitor programmatic efficiencies. 
A lack of reliable data on unit costs makes it difficult to assess efficiency gains for services for 
key populations. Efforts to include and cost gender-responsive interventions in efficiency models 
should be further strengthened and expanded. 

Fragmented service delivery is reducing the impact and efficiency of health spending, with 
poorly functioning health systems causing an estimated 8.6 million avoidable deaths, including 
300 000 among people living with HIV (163). Although service integration is common for HIV 
and maternal and child health, other potential efficiencies through service integration have not 
been realized effectively. Only 4 of 35 countries with relevant data have fully integrated HIV and 
cervical cancer screening; 10% of programmes in low- and middle-income countries have fully 
integrated HIV services and human papilloma virus vaccination); 2 of 14 countries have met 
integration targets for HIV and harm reduction; and coverage of harm reduction services in 
prison settings remains extremely low.  

 

 

Future strategic directions: key questions for consideration 

● What strategic actions would increase the efficiency of HIV spending? 

What actions are needed to ensure actual implementation of efficiency-enhancing measures 
that are identified in HIV investment cases? How can countries be persuaded or encouraged 
to increase spending on the five pillars of combination prevention, use the best-possible 
procurement approaches, or align national programmes with WHO guidelines for optimized 
regimens and differentiated service delivery? What strategic actions are needed to 
incentivize countries and programme implementers to integrate services where integration is 
appropriate? What steps are needed to increase the evidence base for decision-making on 
when and how service integration is appropriate and efficiency-promoting? How can we 
enhance collaboration with other components of health systems to encourage integration? 

● How do we generate political support for national and subnational governments to 
increase domestic investments in HIV, health and social enablers? 

How can we build (or in some cases, rebuild) stronger political support for HIV investments? 
How can we strengthen domestic resource mobilization for social enablers? What is the 
future of the HIV investment case approach? Can we make a stronger case (including to 
finance ministries) for the fiscal, economic, development and health benefits of HIV 
spending? Is it possible to navigate the political economy of HIV financing more effectively 
(effectively managing and balancing political/advocacy and technical support)? Are there 
potential sources of influence at national and subnational levels that have not been tapped 
effectively to encourage increased domestic investments? How can we use lessons learned 
from countries that have increased domestic investments (e.g. India, Nigeria, South Sudan) 
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to encourage similar action in other countries? What is a fair share for domestic investment 
in the response to HIV? How can we fully fund the HIV responses in resource-scarce settings 
where multiple competing needs have to be met? How can we ensure fully-funded human 
rights and other services for key populations in volatile political environments? What 
strategies are available to address the fiscal space limitations associated with national debt 
loads?  

• What macroeconomic actions or reforms are needed to expand domestic fiscal space 
in different country contexts? 

What policies would support revenue generation for increased investments in health, HIV 
and social enablers? 

● How do we build the political will and take the strategic actions that are needed to 
minimize disruptions to HIV financing associated with the COVID-19 pandemic and 
avert worst-case scenarios of a permanent reduction in HIV investments? 

How can UNAIDS work proactively with governments to encourage focused investments in 
health and HIV to shorten the recovery period? How can UNAIDS help ensure that cash 
transfers are provided to help poorer households can protect their wellbeing and health? 
What steps are needed to prevent or minimize the impact on vulnerable households by the 
potential substitution of out-of-pocket spending for domestic public sector investments? 
Should the Global Fund be encouraged to allocate additional resources towards livelihood 
support in response to economic dislocations associated with COVID-19? 

● How do we revive and sustain donor investments in the HIV response? 

Is it possible to increase the evidence base for advocacy to sustain official development 
assistance for health and HIV at current levels? What opportunities exist to re-engage donor 
governments which have reduced HIV investments while increasing investments in health? 
How do we manage and overcome the political changes that may lead to the defunding of 
HIV programmes while increasing investments for other areas? What would constitute a "fair 
share" of support from donor governments to countries for HIV and other priorities, health or 
otherwise? What steps are needed to diversify donors to the HIV response? How might 
UNAIDS further strengthen its support to PEPFAR and Global Fund to “make the money 
work”? 

● What role does innovative financing methods have in closing the HIV resource gap? 

What actions are needed to translate the work that UNAIDS and partners have been doing 
in developing innovative financing mechanisms into concrete progress? Is it possible to tap 
the growing market for social impact investments? What is the potential for national or 
regional AIDS bonds to help close the HIV resource gap? Is it possible (and advisable) to 
mobilize substantial resources for health and HIV through private equity funds? What steps 
are needed to strengthen social contracting to support community-led responses? What 
mechanisms are needed to assess the potential and equity impact of taxes on health-
harming products as an additional funding source for HIV and other health programmes? 

● What steps are needed to strengthen strategic information to monitor HIV expenditure 
an to guide investment decisions? 

Agreed and coordinated technical support needs to deploy the right tools for the right policy 
questions. What is the right tool for each programmatic policy question and for the 
harmonious operation within the health system or other social development sectors? How 
detailed should the monitoring of programmatic implementation be? How to institutionalize 
the application of the regular resource tracking assessments? How can innovations in 
finance data management and other logistics and management information systems be used 
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to generate data for action? What data should be produced routinely to inform the 
development of efficiency analyses? Which programmatic financing data are needed for 
National Strategic Plans or sustainability plans? 

● How can UNAIDS and the broader HIV response be best-positioned to leverage 
progress towards Universal Health Coverage to include HIV services? 

Which are the HIV services that need to be integrated with other health services? Which 
principles and guidelines should guide the selection of optimal packages of integrated 
services? Which practices are best suited for planning and financing the integration of HIV 
services in the broader health system? How can non-health components be included most 
effectively as part of the broad HIV response? How can we ensure that the system, service 
and social enablers are properly addressed to optimize effectiveness? How do we ensure that 
the critical components of the health service package are included in the health insurance 
benefit package, including appropriate services for key populations and community-led 
responses? Are we missing opportunities for enhancing the sustainability and efficiency of HIV 
responses?  

● How can social enablers (including improvements in the legal environment and access 
to social justice, elimination of stigma and discrimination and gender equality) be 
strengthened even though cost-effectiveness analyses may not necessarily be 
applicable to those activities? 

Which are the best ways to achieve joint and coordinated actions with other social 
components of the SDGs (e.g. inequality, poverty, education, housing and nutrition)? How can 
we coordinate the response with other programmes and actors which take the lead in 
implementing social actions, but without losing relevance in the HIV arena and in each one of 
the other priorities? 

● What would a sustainable HIV response in 2030 look like in: (i) a lower-income country 
with high HIV prevalence; (ii) a lower-income country with lower HIV prevalence; (iii) a 
middle-income country with high HIV prevalence; and (iv) a middle-income country 
with lower HIV prevalence? 
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KEY POPULATION ACCESS TO 
COMBINATION HIV PREVENTION 
OPTIONS VARIES GREATLY AMONG 
COUNTRIES, AND IT REMAINS 
INSUFFICIENT GLOBALLY. IN SIX OF 
13 COUNTRIES THAT HAVE REPORTED 
DATA TO UNAIDS SINCE 2016, LESS 
THAN HALF OF TRANSGENDER 
WOMEN STATED THAT THEY WERE 
ABLE TO ACCESS AT LEAST TWO HIV 
PREVENTION SERVICES IN THE PAST 
THREE MONTHS.

Credit: UNAIDS
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Gender inequality, stigma and discrimination, and 
violence continue to impact the lives of women and 
girls, people living with HIV and key populations in 
myriad negative ways (see Chapter 1 and Chapter 4 
for more details).  

National authorities and civil society 
representatives in dozens of countries reported 
to UNAIDS in 2019 that various provisions and 
services were in place to protect the health, safety 
and security of survivors of domestic and sexual 
violence (Figure 2.20). However, the degree to 
which policies and legislation are implemented 
and enforced—including their coverage and 

quality—varies widely. Prevention efforts are also 
lagging significantly, as evidenced by the high 
levels of intimate partner violence reported in 
surveys conducted around the world (Figure 2.22). 
Surveys conducted in 46 countries between 2014 
and 2018 show that 19.7% of ever-married or 
partnered women and adolescent girls (aged 15 
to 49 years) experienced physical and/or sexual 
violence by an intimate partner in the past 12 
months. National prevalence of recent intimate 
partner violence ranged from 3.5% of respondents 
in Armenia to 47.6% in Papua New Guinea (Figure 
2.22).

FIGURE 2.20

Countries with provisions related to domestic violence, countries with available data, 2019
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ELIMINATE GENDER INEQUALITIES AND END ALL FORMS OF VIOLENCE AND DISCRIMINATION 
AGAINST WOMEN AND GIRLS, PEOPLE LIVING WITH HIV AND KEY POPULATIONS BY 2020.
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FIGURE 2.21

Countries with service delivery points providing appropriate medical and psychological
care and support for women and men who have experienced sexual violence, countries
with available data, 2019

N
um

b
er

 o
f c

o
un

tr
ie

s

100   —

90   —

80   —

70   —

60   —

50   —

40   —

30   —

20   —

10   —

0   —
National

authorities
National

authorities
National

authorities
National

authorities

First-line support 
(psychological first aid)

(n = 92)

Emergency contraception
(n = 91)

Safe abortion in accordance 
with national law if a woman 

becomes pregnant as a  
result of rape

(n = 86)

Post-exposure prophylaxis
(n = 94)

Civil society Civil society Civil society Civil society

Source: 2019 National Commitments and Policy Instrument. 

FIGURE 2.22

Percentage of ever-married or partnered women aged 15 to 49 years who experienced 
physical and/or sexual violence by an intimate partner in the past 12 months, 
2014–2018
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 �38–50%
 �No data

Source: Population-based surveys, 2014–2018. 
Note: Aggregates refer to the most recent data available from population-based surveys during the period of 2014 to 2018. Data coverage of aggregates: total: 46 countries, 
43% of 2018 population; Asia and the Pacific: 12 countries, 48% of 2018 population; Caribbean: 3 countries, 40% of 2018 population; eastern and southern Africa: 11 
countries, 84% of 2018 population; Latin America: 6 countries, 41% of 2018 population; western and central Africa: 10 countries, 85% of 2018 population. Aggregates for 
eastern Europe and central Asia, the Middle East and North Africa, and western Europe and North America are not shown, as data were available for few countries for the 
period of 2014 to 2018.
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ENSURE THAT 90% OF YOUNG PEOPLE HAVE THE SKILLS, KNOWLEDGE AND CAPACITY TO PROTECT 
THEMSELVES FROM HIV AND HAVE ACCESS TO SEXUAL AND REPRODUCTIVE HEALTH SERVICES BY 
2020, IN ORDER TO REDUCE THE NUMBER OF NEW HIV INFECTIONS AMONG ADOLESCENT GIRLS 
AND YOUNG WOMEN TO BELOW 100 000 PER YEAR. 

A critical component of HIV responses is ensuring 
that young people know both how to prevent HIV 
infections and where they can safely access HIV 
prevention and sexual and reproductive health 
services. 

An analysis of population-based surveys conducted 
since 2000 suggests that comprehensive 
knowledge of HIV among young women and men 
in western and central Africa—and men in eastern 
and southern Africa—has steadily risen. However, 
there has been little progress in efforts to increase 

comprehensive knowledge of HIV among young 
women in eastern and southern Africa (Figure 2.23).

Recent surveys show that there is still significant 
work to be done. Among surveys conducted 
between 2011 and 2018, just 39% of young women 
(aged 15 to 24 years) in eastern and southern 
Africa—and 28% in western and central  
Africa—demonstrated comprehensive knowledge 
of HIV, compared to 46% and 31% of young men in 
the same age group, respectively. 

Source: Population-based surveys from countries with two or more such surveys, 2000–2018. 

FIGURE 2.23

Comprehensive knowledge of HIV among young people (aged 15–24 years), 
select countries in sub-Saharan Africa, 2000–2018
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ENSURE THAT 75% OF PEOPLE LIVING WITH, AT RISK OF AND AFFECTED BY HIV BENEFIT FROM HIV-
SENSITIVE SOCIAL PROTECTION BY 2020.

The Sustainable Development Goals (SDGs) call 
for universal social protection and guaranteeing at 
least a basic level of social security for all. Increased 
efforts are needed to extend coverage: only 45% 
of the world’s population are effectively covered 
by at least one social protection benefit, while the 
remaining 55%—about 4 billion people—are left 
unprotected (4).

In countries with a high HIV burden, it is 
recommended that social protection schemes be 
made sensitive to the needs of people living with 
HIV, those at higher risk of HIV infection and others 
affected by the epidemic. Among 35 countries 
that account for nearly 90% of new HIV infections 
globally, 31 reported to UNAIDS in either 2019 or 
2020 that they had an approved social protection 
strategy, policy or framework (Table 2.2). Of those, 
26 reported that their strategies were being 
implemented. Among the approved strategies, 25 
refer to HIV, 22 refer to people living with HIV as 
key beneficiaries, and 13 refer to key populations 

at higher risk of HIV infection as key beneficiaries. 
Only two countries (the Islamic Republic of Iran 
and Mozambique) reported that all HIV-sensitive 
elements are reflected within a social protection 
strategy that is being implemented. 

Across 25 high HIV burden countries with available 
data, the proportion of the population covered 
by at least one social protection benefit ranged 
from 1.6% in Myanmar to 90.4% in the Russian 
Federation, with a median of 15.3%. Less than 
half of the population was covered by at least one 
social protection benefit in 19 of the 25 countries 
with available data (5). 

Among 21 high HIV burden countries that have 
strategies that refer to HIV and recognize people 
living with HIV as key beneficiaries, only five 
countries (Brazil, China, Indonesia, the Russian 
Federation and the United States of America) 
reported that at least half of the total population is 
covered by at least one social protection benefit. 
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TABLE 2.2

Effective coverage of social protection benefits and HIV-sensitivity of social protection strategies, 
policies or frameworks in Fast-Track countries, 2019 and 2020
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Angola 9.9 *

Botswana 15.4

Brazil 74.9

Cameroon 8.7

Chad Data not available

China 63

Côte d'Ivoire Data not available

Democratic Republic of the Congo 14.1

Eswatini Data not available

Ethiopia 11.6

Ghana 18.3

Haiti Data not available *

India 22

Indonesia 54

Iran (Islamic Republic of) Data not available

Jamaica Data not available

Kenya 10.4

Lesotho 9.2

Malawi 21.3 *

Mali Data not available

Mozambique 10.9

Myanmar 1.6

Namibia Data not available

Nigeria 11

Pakistan 8 *

South Africa 47.8

South Sudan Data not available *

Uganda 2.9

Ukraine 73

United Republic of Tanzania 4

Viet Nam 37.9

Zambia 15.3

Zimbabwe Data not available

Russian Federation 90.4

United States of America 76.1

Source: UNAIDS National Commitments and Policy Instrument, 2019 and 2020 (see http://lawsandpolicies.unaids.org/); SDG Indicators Global Database [Internet]. New York: United Nations 
Statistics Division; c2020 (https://unstats.un.org/sdgs/indicators/database/, accessed 17 April 2020). 
*Social protection strategy is not being implemented.

 �Yes

 �No

 �Data not available
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FAST-TRACK 
COMMITMENT 

7 

Communities play a critical role in HIV responses, 
serving as leaders, advocates, service providers 
and monitors. UN Member States recognized the 
role that community organizations play by making 
a commitment on community-led service delivery. 
However, progress on that commitment has proved 
difficult to measure, in part because community-led 

service delivery was not well-defined. To address 
this issue, civil society and governments are 
working together within the UNAIDS Programme 
Coordinating Board to produce recommendations 
on the use of definitions for community-led 
responses to HIV. 

ENSURE THAT AT LEAST 30% OF ALL SERVICE DELIVERY IS COMMUNITY-LED BY 2020.

Credit: UNAIDS
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FAST-TRACK 
COMMITMENT 

8 

ENSURE THAT HIV INVESTMENTS INCREASE TO US$ 26 BILLION BY 2020, INCLUDING A QUARTER 
FOR HIV PREVENTION AND 6% FOR SOCIAL ENABLERS.  
 

The funding gap for HIV responses is widening. 
Momentum established following global 
agreement on the Millennium Development Goals 
(MDGs) in 2000 has been lost in the SDG era. 
Increases in resources for HIV responses in low- 
and middle-income countries halted in 2017, with 
funding decreasing by 7% between 2017 and 2019 
(to US$ 18.6 billion in constant 2016 US dollars) 
(Figure 2.24).2 The total funding available in 2019 
for HIV in these countries amounted to about 70% 
of the 2020 target set by the UN General Assembly.

Domestic investments in HIV responses in low- 
and middle-income countries have grown by 50% 

since 2010. This growth peaked in 2017 and then 
declined by 2% in the following two years (in real 
terms, adjusted for inflation).3  Financial support for 
these countries provided through the Global Fund 
to Fight AIDS, Tuberculosis and Malaria (Global 
Fund) increased by 26% between 2010 and 2017, 
but it then declined by 15% over the next two 
years, leaving a 7% total increase over the  
nine-year period. Bilateral funding provided  
to these countries by the United States 
Government—primarily through the United 
States President’s Emergency Plan for AIDS Relief 
(PEPFAR)—increased by 50% between 2010 and 
2017 before declining by 8% over the next two 

Source: UNAIDS financial estimates, July 2020 (see http://hivfinancial.unaids.org/hivfinancialdashboards.html).
Note: Constant 2016 US dollars. 

FIGURE 02.24

Resource availability and key funding sources for HIV in low- and middle-income 
countries, 2000–2019, with 2020 target resource needs
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2 Resource availability estimates are presented in constant 2016 US dollars to account for inflation and thus be comparable to the target that was set by the UN General 
Assembly in the 2016 Political Declaration on Ending AIDS.
3 The nominal decrease (not adjusted for inflation) was 4%.
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years, leaving a 38% total increase since 2010 
(in constant 2016 US dollars). Contributions 
from other international sources have declined 
by 50% between 2010 and 2019. These trends 
reflect the fact that most bilateral donors have 
substantially reduced their contributions to 
the global HIV response in recent years. The 
United Kingdom of Great Britain and Northern 
Ireland, the second largest bilateral contributor 
of official development assistance for HIV, 
decreased its bilateral funding by 30% between 
2017 and 2018, and then maintained the 2018 
level of funding in 2019.

Further analysis of financial resource data 
shows how the mix of funding sources for 
HIV responses in low- and middle-income 
countries has changed significantly since 2010. 
The share of domestic resources grew from 
47% of total funding in 2010 to 57% in 2019 
(Figure 2.26). Bilateral funding from the United 
States increased from 23% to 26% over the 
same period, funding from the Global Fund 
decreased from 11% to 9%, and funding from 
other international donors dropped from 20% 
of total HIV resources in 2010 to only 8% in 
2019.

Over that same period (2010–2019), funding for 
HIV responses increased in all regions except 
western and central Africa, the Caribbean, 
and the Middle East and North Africa (see the 
region chapters for details). 

Note: All units in constant 2016 US dollars.
Source: UNAIDS financial estimates, July 2020 (see http://hivfinancial.unaids.org/
hivfinancialdashboards.html).

FIGURE 2.26

Changes in the HIV funding landscape,  
all sources, 2010–2019

Source: UNAIDS financial estimates, July 2020 (see http://hivfinancial.unaids.org/
hivfinancialdashboards.html).

FIGURE 02.25

Funding gap between 2019 resources 
and estimated need, 2020, by region
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In Latin America, where HIV responses are 
predominantly funded by domestic resources, total 
resource availability increased by 38% between 
2015 and 2019. Total HIV resources available in 
western and central Africa, by contrast, decreased 
by 14% in 2015–2019, reflecting both a steep 
drop (59%) in funding from international sources 
other than the United States and the Global Fund 
and an 18% decline in domestic HIV investments. 
Global Fund and bilateral United States support 
became increasingly focused on sub-Saharan 
Africa between 2010 and 2019 (see Chapter 5 for 
additional analysis). The regions with the largest 
shares of the overall resource gap in low- and 
middle-income countries in 2019 were western and 
central Africa (32%), Asia and the Pacific (26%), and 
eastern Europe and central Asia (17%) (Figure 2.25).

Large shares of HIV response spending in low- 
and middle-income countries go to HIV testing 

and antiretroviral therapy. UN Member States 
recognized in 2016 that HIV prevention efforts 
required greater attention, leading to a global 
commitment to spend a quarter of HIV response 
resources on prevention. The percentage of total 
spending needed for evidence-informed primary 
HIV prevention programmes varies from country 
to country, depending on the number of people 
living with HIV in the country, the per person cost 
of antiretroviral therapy and other variables.4 In 
Myanmar, spending on HIV prevention that focused 
on populations in greatest need accounted for 
most of the 24% of total HIV spending that went 
to primary prevention in 2017 (Figure 2.27). In 
South Africa, the country with the most people 
living with HIV on treatment, spending on primary 
HIV prevention in 2018 was about 9% of total HIV 
spending. In addition, some countries continue to 
spend significant proportions of their HIV funding 
on less effective forms of HIV prevention.

Note: Interventions included only when greater than 1% of prevention spending 
Source: Country reports to UNAIDS; UNAIDS Global AIDS Monitoring, 2019–2020 (see https://aidsinfo.unaids.org/). 

FIGURE 2.27

Country spending on prevention interventions as a proportion of total spending on  
HIV interventions, 2017 and 2018
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proportion of all interventions, 2017
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4 Priority primary HIV prevention interventions are: (i) combination prevention for adolescent girls and young women and their male partners in high-prevalence locations, 
mainly in sub-Saharan Africa; (ii) combination prevention programmes for all key populations; (iii) strengthened national condom and related behaviour change programmes; 
(iv) voluntary medical male circumcision; and (v) PrEP. See: HIV prevention road map 2020: accelerating HIV prevention to reduce new infections by 75%. Geneva: UNAIDS; 
2016.
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FAST-TRACK 
COMMITMENT 

9 

EMPOWER PEOPLE LIVING WITH, AT RISK OF AND AFFECTED BY HIV TO KNOW THEIR RIGHTS AND 
TO ACCESS JUSTICE AND LEGAL SERVICES TO PREVENT AND CHALLENGE VIOLATIONS OF  
HUMAN RIGHTS.
 

Effective HIV responses require legal, policy and 
social environments that empower people living 
with HIV, those at higher risk of HIV infection and 
others affected by the epidemic to claim their 
rights and receive redress when those rights are 
violated.

National authorities from 90 countries reported 
to UNAIDS in 2019 on whether various rights 
protection mechanisms were in place. Most 
(69) reported the existence of legal aid systems 

applicable to HIV casework, while half (45) reported 
the availability of community paralegals. Much 
less commonly reported were pro bono legal 
services provided by private law firms (35) and 
legal services provided by legal clinics (30). Civil 
society representatives were less likely to report 
the existence of legal aid systems applicable to 
HIV casework, but they were more likely to report 
the existence of pro bono legal services and legal 
services provided by legal clinics (Figure 2.28). 

Credit: UNAIDS
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FIGURE 2.28

Countries with mechanisms in place to promote access to affordable legal services, 2019 
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FIGURE 2.29

Countries with training and/or capacity-building programmes for people living with HIV 
and key populations on their rights in the context of HIV, 2019 
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Reports from national authorities and civil society 
representatives were similar regarding whether 
training programmes for people living with HIV and 
key populations on their rights in the context of 
HIV were available in 2019, and at what level and 
scale (Figure 2.29). Country reporting to UNAIDS 
in 2019 show that training programmes on human 
rights and non-discrimination legal frameworks 
applicable to HIV are operating at scale at the 
national level for police and other law enforcement 
personnel in 40 out 102 reporting countries, for 
members of the judiciary in 36 out of 100 reporting 
countries, and for lawmakers and parliamentarians 
in 30 out of 97 reporting countries (Figure 2.30). 

Reporting from national authorities and civil 
society representatives suggests that complaints 
procedures and systems to protect patient 
confidentiality and privacy in health-care settings 
are often in place, but that barriers to accessing 
these mechanisms are common. This includes 
limited awareness or knowledge of how to use 
these mechanisms, poor functionality of the 
mechanisms, cost constraints and a lack of HIV-
sensitive approaches (Figure 2.31).
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FIGURE 2.30

Countries with training programmes on human rights and non-discrimination legal 
frameworks as applicable to HIV, 2019 

Source: UNAIDS National Commitments and Policy Instrument, 2019 
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FIGURE 2.31

Countries with accountability mechanisms on discrimination and human rights violations 
in health-care settings and barriers to accessing these mechanisms, global, 2019

Source: UNAIDS National Commitments and Policy Instrument, 2019 (see http://lawsandpolicies.unaids.org/).
Note: The National Commitments and Policy Instrument consists of two parts, the first completed by national authorities and the second by civil society and other non-
governmental partners engaged in the national response.
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FAST-TRACK 
COMMITMENT 

0 

The risk of developing tuberculosis is 19 times 
higher (range, 15–22) for a person living with 
HIV than the rest of the world population. And 
tuberculosis remains the single largest cause of 
premature death among people living with HIV (6). 

Scale-up of antiretroviral therapy and 
improvements in the integrated delivery of HIV 
and tuberculosis services has reduced tuberculosis-
related deaths among people living with HIV by 
58% globally, from a 2005 peak of 590 000  
[470 000–730 000] to 250 000 [220 000–280 000] 
in 2018 (Figure 2.32). Among the 135 countries 
that reported data to UNAIDS and the World 
Health Organization (WHO) in 2019, 47.5% of the 

estimated 862 000 [776 000–952 000] people living 
with HIV who developed tuberculosis (incident 
cases) received treatment for both HIV and 
tuberculosis.

Since 2010, tuberculosis-related deaths among 
people living with HIV have declined in all 10 
countries that account for the majority of such 
deaths: the Democratic Republic of the Congo (33% 
decline), India (84% decline), Kenya (69% decline), 
Malawi (56% decline), Mozambique (49% decline), 
Nigeria (39% decline), South Africa (52% decline), 
Uganda (14% decline), the United Republic of 
Tanzania (60% decline) and Zambia (8% decline). 

FIGURE 2.32

Number of tuberculosis-related deaths among people living with HIV, global, 2004–2018 
and 2020 target
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Source: Global tuberculosis report. Geneva: WHO; 2019.

COMMIT TO TAKING AIDS OUT OF ISOLATION THROUGH PEOPLE-CENTRED SYSTEMS TO IMPROVE 
UNIVERSAL HEALTH COVERAGE, INCLUDING TREATMENT FOR TUBERCULOSIS, CERVICAL CANCER 
AND HEPATITIS B AND C. 
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The tuberculosis testing gap among people living 
with HIV is narrowing (Figure 2.33). However, the 
477 461 tuberculosis cases among people living 
with HIV that were notified in 2018 represented 
just 56% of the estimated number of incident 
tuberculosis cases among people living with HIV 
that year. Among people living with HIV who were 
notified tuberculosis cases, 86% were accessing 
antiretroviral therapy in 2018.

Additional information on the integration of HIV 
and tuberculosis responses, including the provision 
of preventive treatment for tuberculosis among 
people living with HIV, can be found in Chapter 5.

Hepatitis C coinfection with HIV is reported across 
all key populations at higher risk of HIV, especially 
among people who inject drugs. This is due to the 
ease with which both viruses are spread through 
the sharing of non-sterile drug preparation and 
injecting equipment (Figure 2.34). Additional 
information on the integration of HIV and viral 
hepatitis responses can be found in Chapter 5.

Cervical cancer is the most common cancer 
among women living with HIV, and the likelihood 
of a woman living with HIV developing invasive 
cervical cancer is up to five times greater than for 
a woman who is not living with HIV (7). Almost 
all cases of cervical cancer are caused by human 
papillomavirus (HPV), a common but preventable 
infection that women living with HIV have a higher 
risk of acquiring, with the risk increasing when CD4 
count is lower (8). Data and analysis on efforts to 
expand HPV vaccination can be found in Chapter 5.

Most countries with high rates of cervical cancer 
are in sub-Saharan Africa. Cervical screening 
programmes are slowly building in high-burden 
countries, with a total of 11 countries in sub-Saharan 
Africa reporting having either opportunistic or 
organized population-based screening programmes 
for cervical cancer in 2019. The estimated coverage 
of cervical cancer screening programmes in the 11 
countries varies, from less than 10% in Ethiopia, 
Guinea and Madagascar to 50–70% in Mozambique 
and South Africa (Table 2.3). 

FIGURE 2.33

Number of notified new and relapse tuberculosis cases known to be HIV-positive, number of HIV-
positive tuberculosis patients receiving antiretroviral therapy, and estimated number of incident 
tuberculosis cases among people living with HIV, 2004–2018
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FIGURE 2.34

Distribution of coinfection with hepatitis C and HIV, by key population, countries with available 
data, 2016–2019
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TABLE 2.3

Sub-Saharan African countries reporting a cervical cancer screening programme, its characteristics 
and estimated coverage, 2019

Estimated coverage Country Type of screening
Most widely used  
screening method

50–70% Mozambique Opportunistic screening Visual inspection1

South Africa Opportunistic screening PAP smear

10–50% Burkina Faso Organized population-based screening Visual inspection1

Côte d'Ivoire Opportunistic screening Visual inspection1

Djibouti Organized population-based screening PAP smear

Kenya Opportunistic screening HPV test

Malawi Organized population-based screening Visual inspection1

Senegal Opportunistic screening Visual inspection1

<10% Ethiopia Opportunistic screening Visual inspection1

Guinea Opportunistic screening Visual inspection1

Madagascar Opportunistic screening Visual inspection1

Source: Coverage of national cervical cancer screening program (%). In: The Global Health Observatory [database]. Geneva: WHO; c2020 (https://www.who.int/data/gho/data/indicators/
indicator-details/GHO/coverage-of-national-cervical-cancer-screening-program-(-), accessed 2 June 2020). 
1 Visual inspection with acetic acid.
Note on coverage estimation methodology: WHO coverage recommendation is cervical cancer screening for all women over 30 years. Official country response to the WHO NCD Country 
Capacity Survey. Countries that indicated they had a national cervical cancer screening programme were asked to indicate its coverage: "less than 10%," "10% to 50%," "more than 50% but less 
than 70%" or "70% or more." 
Note on type of screening: Organized screening programmes are preferred to an ad-hoc, opportunistic approach to achieve high screening coverage.
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