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Disclaimer:  

This PDF file shows red-line edits to the FY 2023 Technical Considerations, which were 

originally Section 6 of the 2022 COP/ROP Guidance. For quick reference, the Appendix  has a 

table -style summary of all edits. That said, the red -line edits and section edit summaries 

clarify precisely what was changed for  fiscal year 2024 (FY24) as compared to technical 

considerations within PEPFAR 2022 Country and Regional Operational Plan (COP/ROP) 

Guidance for all PEPFAR -Supported Countries . 

 

In 2 instances (Section 6.6.8ïïImpact-Driven Information Systems and Data Management 

Investments and Section 6.6.9  Sustainability of the HIV Response) the technical considerations 

were necessarily redrafted to align with PEPFARôs new strategic direction and policy changes. 

Section 6.6.10  (Local Partners Definition) and the last 2 technical considerations in this 

document (Section 6.8ïïSurveys-Surveillance, Research, and Evaluation (SRE) Technical 

Considerations and Section  6.9 Addressing Barriers to Health Equity: Stigma, Discrimination, 

and Human Rights) are new. Outside of these 5 sections, changes were only made to align 

wording with policy, to remove content that is no longer fit for purpose, or to correct errors. 

 

Other Notes:   

1. Section Numbering:  Technical Considerations section numbering was carried over from 

the 2022 COP/ROP Guidance. Consequently, the 2023 COP/ROP Guidance references 

to Technical Considerations content appear as ñFY24 Technical Considerations Section 

6.X.X.ò   

2. Data Preface:  The data throughout the Technical Considerations was not updated. 

However, recognizing that PEPFAR embraces data-driven approaches, this year there 

are ñStatus of the Epidemicò and ñStatus of the Responseò updates that serve as the 

FY24 Technical Considerations introduction. The latest PEPFAR program data are 

available at PEPFAR Panorama Spotlight. 

3. The Future of Tech nical Consideration s: This yearôs light-touch editing is not reflective 

of the future of PEPFARôs Technical Considerations management. Rather, this measure 

was applied to help S/GAC teams, in-country programs, and other stakeholders focus on 

implementing PEPFARôs 5-Year Strategy. In calendar year 2023 (FY24), PEPFAR will 

convene stakeholders to discuss the future of PEPFARôs Technical Considerations to 

https://data.pepfar.gov/
https://www.state.gov/pepfar-five-year-strategy-2022/#:~:text=Fulfilling%20America's%20Promise%20to%20End,public%20health%20threat%20by%202030.


 

  

  

ensure these recommendations remain agile and appropriately responsive to policy 

changes and updates in best practices.  

4. Comment Period:  Because most of the wording for FY 2024 Technical Consideration is 

carried over from the prior year, the comment period will only collect feedback on new 

content (i.e., only on content in red font).
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Status of the Epidemic  

To allocate resources in the most efficient and effective manner, we must lead with data and 

understand where the HIV/AIDS pandemic is nowïïglobally, nationally, and subnationallyðby 

population. HIV treatment and prevention services have significantly decreased new infections 

and all-cause mortality among people living with HIV. More countries are now at a point in which 

the number of people requiring HIV treatment services is not annually increasingðHIV 

prevalence is decreasing, and over the past decade, incidence and mortality have been halved. 

The COVID-19 pandemic and other infectious disease outbreaks continue to test PEPFAR 

program durability. Communities have adapted their behaviors, and PEPFAR has adapted and 

leveraged its platforms to protect HIV gains while also aiding the COVID-19 response. 

 Population-Based HIV Impact Assessment (PHIA) surveys continue to provide insight into the 

HIV response as well as information on gaps in routine health information data. Routine health 

data inform day-to-day patient and program management. As treatment and prevention 

programs have effectively scaled, data systems have also scaledðthough they need to be 

brought together across sites at the individual level and institutionalized for accurate, routine use.  

Data out of Botswana, Malawi, Zimbabwe, Uganda, Lesotho, Namibia, Eswatini, and Rwanda 

demonstrate that reaching more than 73% community viral suppression across age/sex bands is 

achievable and leads to stabilizedðand even decreasing HIV disease burden. Botswana and 

Eswatini released PHIA results in 2022; these surveys were conducted during COVID-19 and 

assessed the resilience of people living with HIV staying on life-saving antiretroviral therapy 

(ART). Botswana reached 95-98-98 among those 15 years of age and older, and Eswatini 

achieved 94-97-96 These countries are well on their way to eliminating HIV/AIDS as a public 

health threat by 2030 (See Figures 1 and 2 ).  
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Figure 1 Progress toward Equitable Services UNAIDS 95 -95-95 Targets among Adults (15 Years of 

Age and Older) across Select Countries in Southern, Eastern, and Western Africa:  Of the 17 

countries depicted in this graph, Botswana is the only one that has reached all three UNAIDS 95-95-95 

targets and has an estimated 92% viral suppression among all people living with HIV. Eswatini, Malawi, 

and Zambia have achieved the second and third 95 for treatment and viral suppression and are nearing 

the first 95 target. Tanzania, Cameroon, Haiti, Nigeria, and Cote dôIvoire are lagging far behind other 

countries, with significant gaps to reaching the first 95 and low population viral suppression. Source: PHIA 

surveys (2016ï2021) 

 

 

Figure 2 Progress toward Equitable Services Reach ing UNAIDS 95 -95-95 Targets among 15 - to  24-

Year-Olds across Select Countries in Southern, Eastern , and Western  Africa : Achievement of the 95 

targets and viral suppression among all people living with HIV aged 15 to 24 years old is lower for all 

countries compared to that of adults aged 15 years and older. Botswana has the highest achievement at 
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85-99-92 and 77% population VLS, while Nigeria has the lowest achievement (31-92-77, 33% population 

viral load suppression [PopVLS]1). There is no cascade viral suppression estimate for Cameroon due to a 

denominator of less than 25. Source: PHIA surveys (2016ï2021) 

 

Upon comparing recent, second-round PHIA results to first-round results, we see progress 

toward health equity and reaching 95-95-95 targets for all.2 Data for Zimbabwe, Lesotho, Malawi, 

Uganda, and Eswatini reveal that prevention and treatment programming that targeted specific 

gaps and previously unmet needs in younger populations is paying offðthere are now fewer new 

infections in younger populations (15- to 24- and 25- to 34-year-olds). Of course, as people living 

with HIV age, HIV prevalence has shifted toward older adults. This expected outcome should not 

be ignored as we continue our work against HIV/AIDS.  

 

Follow-up PHIA results for Malawi, Zimbabwe, Lesotho, Eswatini, Uganda, and Zambia show 

significant gains in reaching the 95-95-95 goals for every age (15 and older) and sex group since 

the prior PHIA (See Figures 3ï8). MPHIA 2021 data show that Malawi has achieved 95-95-95 

among females 35 to 39 years of ageðfollowing a 7% increase in the number of people living 

with HIV who know their HIV status and a 6% increase in the number of people who are on ART 

achieving viral suppression since 2016 round-one PHIA (See Figure 3 ). Comparing 2017 to 

2020 PHIAs, Lesotho shows similar achievement among males 50 years of age and older (See 

Figure 5). In each of these countries, iterative programming helped fill gaps and improve clientsô 

health outcomes. 

 
 

1 Population viral load suppression (PopVLS) is the estimated percentage of all people living with HIV who have a 
suppressed viral load. 

2 Third-round PHIA in Eswatini 
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Figure 3 HIV Impact and Progress toward Health Equity Reaching 95-95-95 Targets in Malawi:  The 

prevalence of HIV has shifted to the older population from the first PHIA (PHIA1) in 2016 to PHIA2 in 2021, 

with prevalence among 50- to 64-year-olds increasing from 15.3% to 16.6%, and prevalence decreasing 

among the younger age groups (people aged 15 to 24 and 25 to 34 years). Females 35 to 49 years old 

have reached the UNAIDS 95-95-95 targets; however, despite improvements since the first PHIA, males 

still show equity gaps compared to their female counterparts in all age groups. Source: PHIA1 and PHIA2, 

Malawi 

 

 

Figure 4 HIV Impact and Progress toward Health Equity Reaching 95 -95-95 Targets in Zimbabwe:  

Zimbabwe had a significant shift in HIV prevalence from the younger age groups to the older population 

between PHIA1 in 2016 and PHIA2 in 2021. Though all age groups under 50 showed a reduced burden of 
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HIV, the prevalence among those 50 to 64 years old increased from 19.8% to 25.6%. The second 

Zimbabwe PHIA highlights remaining inequities among males and the younger age groups, with lower 

achievement of the UNAIDS 95-95-95 targets compared to females and older people living with HIV. 

Source: PHIA1 and PHIA2, Zimbabwe 

 

Figure 5 HIV Impact and Progress toward Health Equity Reaching 95 -95-95 Targets in Lesotho:  

People who are 35 to 49 years old have the greatest burden of HIV (39.8%), followed by those who are 

50- to 64 years old (26.3%) in PHIA2 (2020)ðalthough, prevalence has lowered for all age groups since  

PHIA1 (2017). PHIA2 found that males 50 and older and females from 35 to 49 years old have achieved 

the 95-95-95 targets, though inequities still exist between ages and sexes, with younger age groups 

showing the greatest gaps in achieving their targets. Source: PHIA1 and PHIA2, Lesotho 

 

Figure 6 HIV Impact and Progre ss toward Health Equity Reaching 95 -95-95 Targets in Eswatini: HIV 

prevalence decreased for most age groups from PHIA2 (2016) to PHIA3 (2021); the prevalence among 50- 

to 64-year-olds increased from 32.9% to 36.6%. This shift is primarily due to successful HIV-treatment 
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programming that has led to an aging population of people living with HIV. Though the estimated 95s are 

higher for all age and sex groups from PHIA2 to PHIA3, PHIA3 revealed that the greatest inequity in 

reaching UNAIDSôs 95-95-95 targets is among males 25 to 34 years old. At an estimated achievement of 

75-87-96, males 25 to 34 years old lag behind younger and older male age groups and behind all female 

age groups. Source: PHIA2 and PHIA3, Eswatini 

 

 

Figure 7 HIV Impact and Progress toward H ealth Equity Reaching 95 -95-95 Targets in Uganda:  

Results from the 2021 PHIA2 in Uganda show HIV prevalence shifting to older age groups, with the 

greatest burden among those aged 35 to 49 years (10.9%). Females in all age groups show the highest 

attainment of UNAIDS 95-95-95 targetsðparticularly, among those 35 to 49 years old and 50 years old 

and older. Males are still lagging along the cascade as compared to their female counterparts; however, 

achievement has improved since their PHIA1 in 2017. Source: PHIA1 and PHIA2, Uganda 



 

 

FY2024 PEPFAR Technical Considerations                                 Page 7 of 481 

  

 

Figure 8 HIV Impact and Progress toward Health Equity Reaching 95 -95-95 Targets in Zambia:  All 

age groups saw a reduction in estimated HIV prevalence from PHIA1 (2016) to PHIA2 (2021); the highest 

prevalence remains in the 35- to 49-year-old group, followed by the 50-years-old and older age groups 

(20.7% and 17.9%, respectively). All age and sex groups have made great progress toward achieving 95-

95-95 targets, though malesðparticularly, those aged 15 to 24 and 25 to 34ðstill lag far behind. Source: 

PHIA1 and PHIA2, Zambia 

 

While we celebrate nearing and achieving 95-95-95 in many countries, there is still work to doð

especially when it comes to keeping new infections low in the face of the youth bulge. PHIA 2 

results reveal gaps in equitable services. In all countries with a recent follow-up PHIA, males in 

all age groups are further from the 95 targets than females in similar age bands. In Lesotho, 

females 35 to 49 years old have achieved all three 95s (95-98-94), whereas their male 

counterparts are lagging (89-96-91). And though males 50 years old and older have reached 

their targets (96-99-95), younger males (25 to 34 years old) are further behind at 77-91-82 (See 

Figure 5). Ugandaôs second PHIA in 2021 shows that females who are 50 years old and older 

are at 92-98-97; however, females who are 15 to 24 years old are only at 64-95-87ða 28% 

difference in the number of younger females living with HIV who know their status as compared 

to older females (See Figure 7 ). Identifying programs that effectively serve each age/sex 

population is critical to decreasing incidence and mortality. Data such as these remind us that a 

sustained response against HIV/AIDS requires youth programming that is adaptive to changing 

cultural and social norms. 
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As we implement PEPFARôs 5-Year Strategy, we emphasize that equitable treatment of all 

populations we serve is essential to ending HIV/AIDS as a public health threat. The data reveal 

that we must consider the different level of services that aging populations need and implement 

effective and sustainable programs that reach men and younger age groups. 

 

Progress on New Infections  

In PEPFAR partner countries in sub-Saharan Africa, trends in new infections have been 

declining since 2010; however, new infections among women continue to be higher than in male 

counterparts (See Figure 9 ). Among people 15 to 24 years old and 25 to 34 years old, new 

infections among females are double that seen for males of the same age group. Across all 

age/sex populations, males had the steepest decline in new infections since 2010ða 65% 

reduction in new cases in males 15 to 24 years old and a 59% reduction in new cases among 

24- to 34-year-old males. Among females, the same age groups had 50% and 41% decreases 

respectively. Voluntary medical male circumcision (VMMC) and HIV treatment services had the 

most impact among males during this period.  

 

 

Figure 9 Trends in New Infections by Age Group in PEPFAR Partner Countries in Sub -Saharan 

Africa:  Nearly all age and sex groups for those aged 15 years and older have seen a decline in the 

number of new HIV infections from 2010ï2021. In every year, females 15 to 24 years old had the greatest 
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number of estimated new infections but also saw the greatest reduction in number of new infections over 

time. Source: UNAIDS 2021 Estimates 

 

We need to increase the reach of PEPFAR HIV-prevention programs. One way to better target our 

services is to reflect on demographic data in combination with epidemiological data. For example, 

as shown in Figure 10 , crossing demographic data with epidemiological data shows where high-

risk adolescent girls and young women in Uganda remain underserved. This mapping can 

proactively inform where clinical and prevention services need to be bolstered for a more equitable 

response.  

 

Figure 10 Triangulating HIV Pr evalence, Population Density, and Increases in the AGYW Population 

in Uganda:  (Top Left) National HIV prevalence among adolescent girls and young women by priority sub-
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national unit (PSNU) / district in 2020; (Top Right) National HIV prevalence among adolescent girls and 

young women crossed with population density in each district; (Bottom Left) Percentage increase in 

adolescent girls and young women by parish from 2017ï2020; (Bottom Right) The count increase in the 

number of adolescent girls and young women, 2017ï2020.  

Progress among Children  

Shifting to pediatric data, new infections among children have dramatically decreased since 2010 

(See Figure 11 ). PEPFAR-funded comprehensive programming, including treatment and 

prevention, has resulted in more than 5.5 million babies being born HIV-freeðprevention of 

mother-to-child transmission of HIV (PMTCT) services alone saved 3 million babies from being 

born with HIV (See Figure 12 ). Babies who have born HIV-free have cut new infections in most 

PEPFAR partner countries by more than 60%. While celebrating this accomplishment, we canôt 

ignore the gaps that remain to reach 95-95-95 targets among children. While ART coverage has 

increased for all since 2010 and, on average, 81% of pregnant women are on treatment, children 

only have an average of 52% coverage. Understanding the unique service-delivery needs for 

children is essential to address this inequity. 

 

Figure 11 Reduction in New Infections among Children (2010 ï2021): Since 2010, Nigeria has had a 

nearly 20% reduction in new infections among children. Malawi, Botswana, and Cote dôIvoire reduced the 

number of new infections among children by more than an estimated 80% between 2010ï2021. Source: 

UNAIDS 2021 Estimates 
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Figure 12 Babies Born HIV -Free through PEPFAR Support (2004 ï2021): In 2021, the PEPFAR 

PMTCT program in each country resulted in an estimated 150,000 babies being born without HIV through 

prophylaxis or  HIV treatment to mothers living with HIV to prevent mother-to-child transmission. When 

including general HIV prevention and treatment services, the total PEPFAR program has prevented an 

estimated 450,000 babies from being born with HIV, an increase from an estimated 200,000 babies born 

HIV-free in 2004. 

Progress among Orphans  

As communities reach 90-90-90 targets and beyond, vulnerable communities are stabilized, 

quality of life improves, and overall fewer children are being orphaned due to AIDS. Though the 

absolute number of orphans due to AIDS has increased since the start of PEPFAR, the rate of 

orphaning has decreased (See Figure 13 ). UNAIDS estimated 13.6 million orphans in 2003 at 

PEPFARôs inception, an estimated 18 million in 2012, and an estimated 14.9 million in 2021.3 

The age distribution of orphans has also shifted: more than half of orphans are older than 12. 

Children 6 to 11 years old make up the next largest groups of orphans due to AIDS.  

 

 
 

3 UNAIDS AIDSinfo ς AIDS orphans (0ς17) Estimates. Accessed December 8, 2022. https://aidsinfo.unaids.org/ 
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Figure 13 Number of Orphans Due to HIV/AIDS (2000 ï2021): South Africa shows the greatest number 

of orphans due to AIDS from 2000ï2021, with a peak around 2010 of just over 1.8 million and then 

decreasing to just under 1 million in 2021. Namibia, Eswatini, and Rwanda had the smallest number of 

orphans due to AIDS each year, with their estimates remaining relatively flat from 2000ï2021. Source: 

UNAIDS 2021 Estimates 

 

Progress among Key Populations  

Though key populations (KPs) make up less than 5% of the population worldwide, the 2022 

UNAIDS Global AIDS Update estimated that 70% of new, global HIV infections were among key 

populations and their sexual partners.4 Impact of the response and progress toward 95-95-95 

among key populations is varied; more routine data and surveillance data are needed to fully 

address HIV prevention and treatment inequities. Quality estimates require quality data inputs, 

but large gaps remain in epidemiological and KP surveillance data. Representative survey and 

surveillance data are critical to improve estimates and inform efficient, effective programs for key 

 
 

4 IN DANGER: UNAIDS Global AIDS Update 2022. Geneva: Joint United Nations Programme on HIV/ AIDS; 2022. 
Licence: CC BY-NC-SA 3.0 IGO 

 -

 200,000

 400,000

 600,000

 800,000

 1,000,000

 1,200,000

 1,400,000

 1,600,000

 1,800,000

 2,000,000

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

#
 o

f 
O

rp
h
an

s 
d
u
e
 t

o
 A

ID
S

Year

 South Africa

Tanzania

 Kenya

 Uganda

 Zimbabwe

 Zambia

 Malawi

 Ethiopia

 Rwanda

 Eswatini

 Namibia



 

 

FY2024 PEPFAR Technical Considerations                                 Page 13 of 481 

  

populations. KP surveillance surveys must use representative sampling approaches like 

respondent-driven sampling and time-location sampling alongside empirical population-size 

estimation methods to ensure that resources are used to produce high-quality data. 

Risk, availability of services, stigma, violence, and discrimination concerns differ by key 

populationðboth between and within countriesðand must be understood to address remaining 

inequities that slow progress. Examples from a couple of countries demonstrate these 

differences. Further technical guidance for key populations can be found in FY24 Technical 

Considerations Section 6.9 .  

 

Sex Workers  

Results from the Crane Survey of Female Sex Workers in Uganda demonstrate similar UNAIDS 

95-95-95 findings as seen for the general population (See Figure 14 ). PEPFAR Uganda has 

implemented services for female sex workers since the beginning of the program; the Crane 

Survey has provided routine data to direct and refine the program over the years to close 95-95-

95 gaps. 

 

 

Figure 14 Status of UNAIDS 95 -95-95 Goals among  Female Sex Workers in Kampala, Uganda:  

Unconditional percentages show that out of all female sex workers living with HIV in Kampala, 92% know 

their status, 89% are on ART, and 84% are virally suppressed. Conditional cascade percentages show that 

92% of HIV-positive female sex workers in Kampala know their status, 96% of those who know their status 

are on treatment, and 93% of those who are on treatment are virally suppressed. 
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Men Who Have Sex with Men   

The 2021 bio-behavior survey among men who have sex with men (MSM) in the Kyrgyz 

Republic found that only 41% of MSM living with HIV knew their status (See Figure 15 ). This 

represents a significant gap in achieving the first 95 target and indicates that MSM at increased 

risk may not be accessing HIV testing services. Addressing policies at national level and site 

level to remove barriers for same day initiation, multimonth dispensing and timing of services 

must be addressed for equitable services.  

 

 

Figure 15 Achievement of UNAIDS 95 -95-95 Goals among MSM in Bishkek, Kyrgyz Republic:  

Though the percentage of MSM who know their status and are on treatment is nearing the second 95 

target at 92.7%, there is a significant gap in the percentage of MSM living with HIV who know their status 

(41.0%). Source: 2021 Bio-Behavior Survey 

 

 

 

Summary  
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Many people living with HIV are successfully receiving prevention and treatment services; 

however, inequities that jeopardize the entire HIV pandemic response remain. To maintain gains 

and simultaneously address remaining inequities, we need more granular data to focus our 

attention on where inequalities and gaps still exist. We need to collect and use person-centered 

data to continuously refine prevention and clinical services for youth and for aging populations.  

 

Flexible prevention programming for youth including VMMC, Determined, Resilient, 

Empowered, AIDS-free, Mentored and Safe (DREAMS), and  pre-exposure prophylaxis (PrEP) is 

vital. Itôs also important to learn from prevention programs that are successful in reaching youth to 

adapt clinical services for the younger population.  

 

As people living with HIV age, programs need to responsively scale efficient and effective clinical 

services that address the total health of people over the age of 50 who are living with HIVð

particularly those with other chronic conditions. Aligning case-finding approaches to rapidly identify 

people with new and undiagnosed long-term infections is essential; therefore, active public health 

response approachesðincluding safe and ethical index testingðremain critical. Of course, 

inequities in children must also be addressed. Some of the barriers we need to overcome to 

succeed in closing gaps for children are specific to child services (e.g., well-tolerated treatment 

regimens); others exist in the general health system.  

 

We also need to overcome the data gap for key populations; we need to know where clinical and 

prevention services for key populations need bolstering. Countries have made extensive use of 

PHIA data; we should similarly use bio-behavioral study (BBS) and population size estimate (PSE) 

data to inform services and triangulate with program data. Results from KP surveys should be 

shared with all stakeholders within 2 months of the end of data collection to quickly discover gaps 

and ensure continuous program quality improvement and equitable resource allocation. PEPFAR 

has a track record of identifying gaps and addressing these inequities, and together we can once 

again rise to the challenge to close remaining inequities.  

 

Figures 16ï18 demonstrate where countries stand in achieving UNAIDS 95-95-95 goals, new 

infections, mortality, and stabilization of the HIV/AIDS epidemic.  
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Figure 16 (Panels A ïF) Countries That  Have a Stabilized HIV/AIDS Epidemic and Have Reached the 

73% Population Viral  Load Suppression Target : Botswana, Zimbabwe, Lesotho, Kenya, Ethiopia, and 

Eswatini have stabilized HIV/AIDS epidemics, as shown by a trend of decreasing HIV incidence (new 

infections) and total all-cause mortality among the HIV-positive population. They also have an estimated 

viral load suppression of at least 73% among all people living with HIV. Source: UNAIDS 2021 Estimates 
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Figure 16 (Panels G ïK) Countries That  Have a Stabilized HIV/AIDS Epidemic and Have Reached the 

73% Population Viral  Load Suppression Target : Burundi, Malawi, Namibia, Rwanda, and Nigeria have 

stabilized HIV/AIDS epidemics, as shown by a trend of decreasing HIV incidence (new infections) and total 

all-cause mortality among the HIV-positive population. They also have an estimated viral load suppression 

of at least 73% among all people living with HIV. Source: UNAIDS 2021 Estimates 
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Figure 17 Countries in Which the HIV/AIDS Epidemic Has Been Stabilized but the 73% Population 

Viral Load Suppression Target Has Not Yet Been Reached:  Cameroon, Cote dôIvoire, the Democratic 

Republic of the Congo (DRC), Mali, Togo, and Sierra Leone have stabilized HIV/AIDS epidemics, as 

shown by a trend of decreasing rates of HIV incidence (new infections) and total all-cause mortality among 

people living with HIV However, these countries have not yet achieved a viral load suppression rate of at 

least 73% among all people living with HIV. Source: UNAIDS 2021 Estimates 
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Figure 18 Countries That Have Increasing HIV /AIDS Epidemics : Haiti, Uganda, South Africa, Zambia, 

Tanzania, Ghana, South Sudan, and Angola do not have stabilized HIV/AIDS epidemics. These countries 

display a trend of increasing or flat rates of HIV incidence (new infections) and/or total all-cause mortality 

among people living with HIV   and have not yet achieved a viral load suppression rate of at least 73% 

among all people living with HIV. Source: UNAIDS 2021 Estimates 
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Status of the Response  

Along with COVID-19, other public health threats have emergedïïincluding monkeypox and a 

resurgence of Ebolaïïalbeit these threats havenôt had the same global impact as COVID-19. 

Nevertheless, these threats test PEPFAR program resilience. The same health systems 

PEPFAR established to respond to HIV are now being used to combat other emerging and 

existing public health threats as they continue to protect our gains in the HIV response. OU 

teams have worked with partner-country governments and other stakeholders to scale HIV 

services, such that over 20 million people living with HIV are now sustained on lifesaving, 

continuous ART. Of those on ART, 17.7 million clients have a documented viral load test result, 

and 94% of those tested (nearly 16.8 million) are confirmed to have achieved viral suppression. 

PEPFAR programs continue to demonstrate that controlling the HIV/AIDS epidemic is achievable 

through focusing and prioritizing the most impactful programs. The priority is to reach 95-95-95 

targets by 2025 for people of all ages and sexes living with HIVïï including children, 

adolescents, and key populationsïïand to ensure public health systems can operate in a routine 

manner to maintain this level of programmatic success.  

 

To ensure that at least 90% of people living with HIV are linked to ART (95-95-95) by 2025, we 

need to further improve person-centered services for continuity of treatment and case finding. 

Figure 19  depicts country graphs that show the age/sex gaps remaining at the end of COP22 

which need to be addressed in COP23 to reach global 95-95-95 goals. In countries that have 

attained over 80% ART coverage, the age distribution of people living with HIV left to find is 

different than in countries that have not reached this goal. We must examine ART continuity by 

age and sex and adapt programs to sustain impact and prevent an increase in new infections 

and AIDS related mortality. 
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Figure 19 (Panels A ïF) Adaptive Services to Address Continuity on ART,  Fourth Quarter (Q4) of  

FY22: By the end of FY22: (A) In Angola, all groups of females older than age 30 met their treatment 

targets, while males still showed TX_NET_NEW needed for all age groups. (B) Botswana reached its 

treatment targets for females age 40 and older, but males age 35 to 44 still represent a gap in 

TX_NET_NEW; individuals 15 to 34 years of age made up the majority of TX_NET_NEW needed for both 

sexes.C) Burundi met its treatment targets for females aged 25 to 29 years and 35 years and older; all 

male age groups show TX_NET_NEW needed to reach treatment targets. (D) Cameroon met treatment 

targets for females who were 40 years old or older and males who were 45 years old or older, with large 

gaps for both sexes aged 25 to 29 and 30 to 34 years. (E) Cote dôIvoire shows many more females 

needing to meet their treatment targets compared to males, especially in the 20-to-39 age bands. (F) DRC 

shows a large gap in TX_NET_NEW needed of nearly 9,000 for males aged 25 to 29 years and close to 

5,000 for males aged 30 to 34 years. Smaller gaps are seen for females, mostly in the 1- to 4-year-old age 

group. 
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Figure 19 (Panels G ïL) Adaptive Services to Address Continuity on ART, FY22 Q4 : (G) In Eswatini, 

the TX_NET_NEW needed to reach treatment targets for females was double that of males in nearly every 

age band, and there was a bulge among the 20- to 24-year-old and 35- to 39-year-old age groups for both 

sexes. (H) Though Ethiopia met TX_CURR targets for both males and females 50 years old and older, 

significant gaps remain among those 25 to 39 years old, especially for females. Males have more 

TX_NET_NEW needed in the older age groups. (I) Haiti has reached treatment targets for both males and 

females older than the age of 40 but has large gaps remaining for those who are 20 to 24, 25 to 29, and 30 

to 34 years old, with similar distributions of TX_NET_NEW needed by sex. (J) In Kenya, TX_CURR targets 

were met for males and females 50 years old and older; however, both sexes have bulges in 

TX_NET_NEW needed for those 5 to 14 years old and 20 to 44 years old, with larger gaps for females. 

Nearly 15,000 females aged 30 to 34 years are needed to meet their treatment target, while close to 

10,000 males are needed in the same age group. (K) Lesotho has more males needed to reach their 

treatment targets for most age bandsðparticularly, among those 25 to 39 years old, with 3,000ï5,000 

TX_NET_NEW needed in each age band. (L) Malawi has a similar distribution and total number of males 

and females needed to reach their TX_CURR targets, though females have the largest gaps at 15 to 19 

and 20 to 24 years old, while males have the largest gaps at 20 to 24, 25 to 29, and 30 to 34 years old.  
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Figure 19 (Panels M ïR) Adaptive Services to Address Continuity on ART, FY22 Q4 : (M) Mozambique 

has not reached treatment targets for any age/sex population. Over twice as many females are needed 

compared to males, with the largest gaps in 15- to 19-year-old and 20- to 24-year-old females (30,000ï

40,000 TX_NET_NEW needed). Nearly 20,000 males aged 20 to 24, 25 to 29, and 30 to 34 years are 

needed to reach targets in those age groups. (N) Namibia has reached treatment targets for females aged 

40 years and older and males aged 45 years and older but has similar sex gaps among those 20 to 39 

years old. (O) Nigeria has reached treatment targets for females aged 10 to 14 years and 20 years and 

older and males aged 20 to 34 years and older than 45 years. The largest gaps remain for males and 

females 1 to 4 years old and males 40 to 44 years old, at nearly 12,000 TX_NET_NEW needed in this 

older age group. (P) Rwanda has reached treatment targets for females and males aged 40 years and 

older. The remaining gaps are skewed slightly younger for women 20 to 34 years old and for men 25 to 39 

years old. (S) Significant treatment coverage and continuity gaps are seen across all age and sex groups 

in South Africa, though the gaps are larger for men, with nearly 110,000 males 30 to 34 years of age 

needed and similar TX_CURR gaps for males aged 25 to 29 and 35 to 39 years. Nearly 55,000 females 

are needed for each 5-year age group between 20 to 39 years old. (T) South Sudan has more 
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TX_NET_NEW needed among females aged 40 years and older and for younger males, with a large 

treatment gap of nearly 3,000 among males 25 to 29 years old. 

 

Figure 19 (Panels S ïX) Adaptive Services to Address Continuity on ART, FY22 Q4 : (S) Tanzania has 

met its treatment targets for females aged 25 years and older, though it needs close to 5,000 girls in the 5- 

to 9-year-old and 10- to 14-year-old age groups. Many more males are needed across all age bands, with 

the largest gaps at 25 to 29 and 30 to 34 years old. (T) In Uganda, significant treatment gaps remain 

among males 20 to 24, 25 to 29, and 30 to 34 years old as well as females who are 20 to 24 years old. 

More than twice as many males are needed to reach treatment targets than females. (U) Ukraine has met 

most of its TX_CURR targets by 5-year age band for both sexes, though work still needs to be done to 

improve ART coverage and continuity among males and females 25 to 29 and 30 to 34 years old. (V) 

While Vietnam has largely met its treatment targets for males younger than 35 years old, nearly 4,000 

TX_NET_NEW is needed for males 35 to 39 years old and 2,000 for males 40 to 44 years old. Females 

have the largest gaps among the 30- to 34-year-old and 35- to 39-year-old age bands, with 1,500ï2,000 

TX_NET_NEW needed for each group. (W) Similar age distributions for TX_NET_NEW needed to meet 

treatment targets in Zambia are seen for both sexes, though there are many more men needed to close 

ART coverage and continuity gaps. Females have the largest gaps in the 20- to 24-year-old and 25- to 29-

year-old age bands, while males have the largest gaps in the 25- to 39-year-old age groups. (X) In 
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Zimbabwe, nearly three times as many males are needed to reach their treatment targets than females 

across all age bands, with the largest gaps being among males 30 to 44 years old. 

 

While striving to reach the 95-95-95 target by 2025, we must also ensure that clients presently 

on ART are receiving services that address their current needs and health systems must be able 

to maintain people living with HIV on ART as they age. With the aging HIV population, more than 

22% of people living with HIV are older than 50 (See Figure 20 ), and other health conditions, 

such as hypertension, are emerging that need to be treated through an integrated service 

delivery platform. 

 

Case finding to reach 95-95-95 requires continuous adaptation to find undiagnosed individuals 

for treatment services to promote healthy living. Using active public health testing such as safe 

and ethical index testing has proven to be effective for finding previously undiagnosed 

individuals. Figure 21  showsdistribution by modality of positive HIV test results in FY22. For 

efficient use of limited human resources and test kits commodities, as countries are reporting a 

shortage of test kits, allocating these finite resources where case finding can be most effective 

and efficient for reduction in incidence and mortality is important.  

 

Health equity and functional health systems are intertwined, and barriers to equitable services 

often signal that the health system is not adaptable or functional for certain populations. Progress 

toward establishing person-centered prevention and treatment services needs to be examined by 

age and sex groups to ensure the system is meeting the needs of all people living with HIV. 
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Figure 20 (Panels A ïF) Age Distribution among Those on ART, FY22 Q4 : (A) In Angola, more women 

are on treatment than men. For women, the age groups with the most people on treatment are 30 to 34 

and 35 to 39 years old; for men, it is those who are at least 50 years old. (B) In Botswana, most individuals 

on treatment are at least 35 years old. The largest TX_CURR is nearly 30,000 at 50 years old and older for 

both men and women; more women are on ART than men for all ages. (C) In Burundi, more women are on 

treatment than men, with the largest age group being those 50 years old and older. (D) In Cameroon, 

many more women are on treatment than men, with the largest age group being those 50 years old and 

older, with increasing treatment cohort size in the older age groups. (E) A similar pattern is seen in Cote 

d'Ivoire, where more women were on treatment than men, the largest age group being those 50 years old 

and older. (F) In DRC, more women were on treatment than men. Among women, the 30- to 34-year-old 

and 35- to 39-year-old age groups had the most people living with HIV on treatment, at around 30,000 

TX_CURR, while, for men, it was 50 years old and older. 
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Figure 20 (Panels G ïL) Age Distribution among Those on ART, FY22 Q4 : (G) In Eswatini, nearly twice 

as many women were on treatment than men, with the largest age group on treatment being those 50 

years old and older for both sexes. There were many women aged 30 to 44 years on treatment as well. (H) 

In Ethiopia, more women were on treatment than men. For women, the age groups with the most people 

on treatment were 35 to 39, 40 to 44, and 50 years old and older; for men, the age group with the most 

people on treatment was 50 years old and older, with steadily decreasing TX_CURR as the age groups got 

younger. (I) In Haiti, more women were on treatment than menðparticularly, in the 25- to 49-year-old age 

groups. The largest age group on treatment for both sexes was those 50 years old and older, with 20,000 

TX_CURR for women and 17,000 for men. (J) In Kenya, more women were on treatment than men in all 

age groups, with the largest age group on treatment being those 50 years old and older for both sexes. 

There were also many women on treatment between the ages of 30 and 49. (K) Lesotho shows a similar 

trend, with many more women on treatment than men across all age bands, with the largest TX_CURR 

age group for both sexes being 50 years old and older and a large cohort of women 30 to 49 years old. (L) 

Malawi has approximately twice as many women on treatment than men; many women on treatment are in 

the 30- to 49-year-old age band. The largest age group on treatment for both sexes was 50 years old and 

older, with around 115,000 TX_CURR for women and 100,000 for men. 
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Figure 20 (Panels M ïR) Age Distribution among Those on ART, FY22 Q4 : (M) In Mozambique, 3 times 

as many women were on treatment than men in nearly every 5-year age band. For women, the 30- to 34-

year-old age group had the most people on treatment, with 176,000 TX_CURR, closely followed by 25- to 

29-year-olds and 35- to 39-year-olds. From there, treatment coverage decreases until the age group of 50 

years old and older. In contrast, the male age group of 50 years old and older had the most men on ART, 

with 97,000 TX_CURR, followed by men in the 30- to 44-year-old age band. (N) Namibia had at least twice 

as many women on treatment than men, with the largest age group on treatment being those 50 years old 

and older for both sexes. The greatest sex differences start at the 20- to 24-year-old age band and are 

especially stark among those 30 to 49 years old. (O) In Nigeria, many more women are on treatment than 

men. The largest TX_CURR age group for women is 30 to 34 years old at 241,000, closely followed by 35- 

to 39-year-olds, while, for men, it is 50 years old and older, with 138,000 TX_CURR. (P) More women are 

on treatment than men in Rwanda, with increasing TX_CURR in each progressively older age group. The 

largest age group on treatment for both sexes is 50 years old and older. (Q) In South Africa, 2 to 3 times 

more women are on treatment than men, with the largest age group on treatment being those 50 years old 

and older at 603,000 women and 373,000 men. There is a bulge in the female treatment cohort for those 

30 to 44 years old. (R) South Sudan has more women on treatment than men. Most women on treatment 

are in the 25- to 29-year-old and 30- to 34-year-old age groups, while, for men, it is the 30- to 34-year-old 

and 35- to 39-year-old age groups. 
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Figure 20 (Panels S ïX) Age Distribution among Those on ART, FY22 Q4 : (S) In Tanzania, many more 

women were on treatment than men, with the largest age group on treatment being those 50 years old and 

older. There were also many women on treatment between the ages of 20 and 49 years old. (T) Uganda 

saw a similar pattern in its treatment cohort, with many more women on treatment than men. In addition, 

the largest age group on treatment was those 50 years old and older for both sexes, and there was a large 

female TX_CURR bulge between the 25- to 29-year-old and 40- to 44-year-old age groups. (U) In Ukraine, 

more men were on treatment than women, with most people living with HIV on treatment for both sexes in 

the 35- to 39-year-old and older age groups. The treatment cohorts for females 35 to 39, 40 to 44, and 50 

years old and older were nearly the same. The largest was around 11,000 TX_CURR; for men, the largest 

treatment group was 40 to 44 years old, with 16,000 TX_CURR. Males 35 to 39, 45 to 49, and 50 years old 

and older had similar numbers on treatment: around 12,500. (V) In Vietnam, 3 to 4 times more men were 

on treatment than women in all age groups. Among females, the 35- to 39-year-old age band had the most 

females on treatment, while, for men, it was 40 to 44 years old, closely followed by 25 to 29 and 35 to 39 

years old. (W) Zambia had more women on treatment than men, with the largest age group on treatment 

being those 50 years old and older. Many women 25 to 44 years old were also on treatment. (X) In 

Zimbabwe, more women were on treatment than men, with the largest age group on treatment being those 

50 years old and older, with 158,000 TX_CURR for women and 122,000 for men. 
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Figure 21 Proportion of PEPFAR Case Finding through Active Public Health Response, Facility 

Testing, and Standard of Care Modalities, FY22 : Across all OUs, the greatest proportion of positive test 

results were found through the Facility and Active Index testing modalities in FY22. Nigeria had a 

significant proportion of positive test results through the Active Other modality, which is an outlier and 

warrants further questions. The Dominican Republican and Ukraine found at least 10% of their positives 

through Active social network strategies (SNS) testing. 

VMMC has been successful in reducing new infections among men, and PEPFAR has been 

circumcising the 15- to 29-year-old age group for maximum prevention impact. Many countries 

are now recovering from the pause in VMMC during COVID lockdowns (See Figure 22 ). 

Countries have begun saturating the 15- to 29-year-old age group and are adjusting strategies to 

reach the next highest age group or geography for prevention impact. Further reducing incidence 

among men through impactful VMMC services is a core component to reach the 2030 UNAIDS 

goal to end HIV/AIDS as a public health threat. 

 

Pre-exposure prophylaxis (PrEP) is another effective HIV prevention method and has scaled 

exponentially since FY19, from 160,000 HIV-negative individuals initiated on PrEP in FY19 to 

nearly 1.5 million people new PrEP enrollments at the end of FY22. In Figures 23 and 24 , we 

can see the scale up of PrEP initiation among key populations and females. Innovation is needed 

to successfully get PrEP into populations with the greatest need through person-centered 

models.  
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Figure 22 Trends in Prevention for Men, Voluntary Medical Male Circumcision, 2018 ï2022: Panel (A) 

groups OUs with low VMMC volume and shows fewer VMMCs performed in FY22 compared to FY18 for 

each country and between 60ï120% target achievement. Panel (B) groups OUs with medium VMMC 
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volume and shows a decreasing trend in volume of VMMCs performed and targets from FY18ïFY22. 

Kenya and Zimbabwe both reach their targets, at 103% and 101% respectively. Panel (C) groups OUs with 

high VMMC volume, showing a similar trend of lower targets and number of VMMCs performed from 

FY18ïFY22. South Africa had the lowest target achievement in FY22 of 63%, while Zambia had the 

highest at 142%. 

 

Figure 23 (Panels A ïH) Trends in Key Populations Receiving PrEP : (A) For Asia Region, the number 

of KP clients newly on PrEP has consistently increased since FY21 Q3ïïwith 6,002 people on PrEP in 

FY22 Q4. (B) Burundi tends to connect more KP clients with PrEP in Q4 of a given year; 401 KP clients 










































































































































































































































































































































































































































































































































































































































































































































































































































































































