
 

Prevention revolution: zero new infections and treatment for 
everyone who needs it  

New HIV infections have been reduced worldwide by 17% since the United Nations 
Declaration of Commitment on HIV/AIDS was signed in 2001, while the number of new 
infections in sub-Saharan Africa is approximately 15% lower. In East Asia new HIV 
infections declined by nearly 25% and in South and South-East Asia by 10% in the same 
time period. In Eastern Europe, after a dramatic increase in new infections among injecting 
drug users over the past decade, the epidemic has levelled off.  However, in some countries 
in this region there are signs that new HIV infections are rising again. 

Prevention programmes for groups 
at higher risk fall far short of 
universal access. Coverage for sex 
workers and their clients, men who 
have sex with men and injecting 
drug users has improved, but 
remains inadequate. 

Universal access: HIV prevention achievements  

 A 45% coverage of prevention of mother-to-
child transmission programmes in 2009, 
compared with 9% in 2004.  

 National programmes established to promote 
HIV testing and counselling as the entry point 
for prevention and earlier treatment in over 
10 high-prevalence counties. 

 Doubling of adults who used condoms in their 
first sexual encounter—64% in 2008, up from 
34% in 2004. 

 Male circumcision proved to reduce HIV 
infection by 60% in men, now featured in the 
Southern African Development Community 
(SADC) regional prevention strategy. 

 Regional strategies to reduce multiple and 
concurrent sexual partnerships under way in 
10 countries in East and Southern Africa. 

 Two African countries removed punitive 
provisions from their HIV-specific laws. 

 SADC regional commitment to a 50% 
reduction in new HIV infections by 2015. 

 

Each day there are 7400 new HIV 
infections worldwide—an amount 
that is outstripping treatment efforts. 
With an estimated five new people 
becoming infected for every two put 
on antiretroviral therapy, it is 
increasingly clear that major 
programmes that worked to prevent 
new infections at the beginning of 
the epidemic may not be having the 
same effect now.  

Getting to zero new HIV infections 
will take nothing short of a 
prevention revolution. To achieve 
this revolution, prevention 
programmes have to complement, 
as well as surpass the coverage of, 
treatment scale-up. Today, 
treatment and prevention are 
increasingly interdependent.  

With four million people on antiretroviral therapy in low- and middle-income countries at the 
end of 2008—a 10-fold increase in five years—advances in treatment access are estimated 
to have saved 1.1 million lives in sub-Saharan Africa since 2004. It is therefore important to 
ensure that treatment is available for everyone in need as we begin to boldly address HIV 
prevention. 

 

The AIDS epidemic is in transition, yet HIV prevention programmes are not rapidly 
adjusting to the changes 
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As the HIV epidemic evolves, so too must the response. One way countries are adapting is 
by undertaking a process of ‘Know your epidemic and response’, which means using 
epidemiological and other data to determine modes of transmission and basing HIV 
prevention programmes on the evidence found. This model is also proving helpful in 
detecting dissonance between where the infections are occurring and where resources are 
actually deployed.  

Missing the people who need it most 
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HIV prevention efforts are not 
reaching the people who need the 
prevention services most. Data 
show that few HIV prevention 
programmes exist for people over 
25, married couples or people in 
stable relationships, widowers and 
divorcees. Labelled ‘low risk’ in the 
1990s, these are the same groups 
in which HIV prevalence has been 
found to be high in many sub-
Saharan countries. For example, in 
Swaziland people over the age of 25 
account for more than two thirds of 
new adult infections, yet very few 
HIV prevention programmes are 
designed for this age group.  

Countries need to focus their efforts 
on where the majority of new 
infections are occurring. This might 
mean a redefinition of ‘populations 
at higher risk’, as Swaziland has done in recent years to include programmes for migrants. In 
Kenya, it has been found that most new infections occur among people who engage in 
casual sex with multiple partners and among their monogamous partners. However, the 
Kenya study highlighted the continued need to reach sex workers, men who have sex with 
men, prisoners and injecting drug users, who together account for nearly 31% of all new 
infections. In Africa these key populations are often ignored in prevention plans or are not 
provided with services at a sufficient scale to stop new HIV infections. 

Universal access: HIV prevention gaps  

 Only 40% of people living with HIV are aware 
of their status. 

 Despite almost universal AIDS awareness, 
only 42% of boys and 36% of girls in school 
had basic knowledge of HIV prevention in 
2008. 

 One in three countries have not yet enacted 
laws to protect the rights of people living with 
HIV. 

 Between 2005 and 2009, 21 countries in 
Africa adopted HIV-specific laws that contain 
at least one punitive element, and five more 
countries have punitive laws pending.  

 Inadequate attention is given to families, 
couples and people living with HIV in HIV 
prevention programming. 

 

 

What needs to be done? 

Experience from various countries clearly indicates that HIV prevention programmes work 
when we do the following:  

1. Better understand and involve populations at higher risk in programme design and 
delivery. 

2. Address social norms, policies, laws and other contextual factors. 

3. Allocate resources to appropriate populations, saturating high-burden areas as a 
priority. 

4. Increase investments for HIV prevention and sustain them over time.  



This requires a combination approach to HIV prevention that makes the best possible use of 
data, local knowledge and HIV prevention tools. 

Safer sex. Sexual transmission accounts for more than 80% of new HIV infections 
worldwide. Reversing the global AIDS epidemic requires a dramatic increase in community, 
national and global action for sexual and reproductive health and rights as well as an 
individual commitment to safer sex. One of the starting points for prevention has to be a 
concerted effort to increase condom use. Demand has to be created and met. However, the 
supply of both male and female condoms is less than a quarter of the need. In sub-Saharan 
Africa, only four condoms are available each year for every adult male of reproductive age. 
Even fewer female condoms are available. We have not done enough in promoting this 
relatively inexpensive and highly effective tool for HIV prevention. 

Combination prevention programmes: six key 
features 

1. Tailored to national and local needs and 
contexts. 

2. Include a combination of biomedical, 
behavioural and structural elements—to 
reduce both the immediate risks and the 
underlying vulnerabilities.  

3. Developed with the full engagement of 
affected communities, promoting human 
rights and gender equality. 

4. Operated synergistically, consistently over 
time, on multiple levels—individual, family 
and society.  

5. Invest in decentralized and community 
responses and enhance coordination and 
management. 

6. Flexible and based on continuous learning—
can adapt to changing epidemic patterns and 
can rapidly adjust and deploy new tools and 
innovations. 

 

Gender equality. Mother-to-child 
transmission of HIV can be virtually 
eliminated by 2015. It will require 
enhanced momentum to reach every 
pregnant woman in countries with 
generalized epidemics. The four-
pronged approach—preventing 
mothers from becoming infected in 
the first place, avoiding unwanted 
pregnancies, antiretroviral 
prophylaxis for HIV-positive 
pregnant women, along with safe 
delivery options and counselling and 
support on infant-feeding methods, 
and continuing access to treatment 
for HIV-positive mothers and infants 
who need it—can only be successful 
if we prioritize women’s health and 
development across different 
sectors. Not addressing sexual 
violence exacerbates the 
vulnerability of women to HIV. 
Without calling for change in harmful 
social norms such as 
intergenerational sex, girls and 
young women will not be able to 
negotiate safer sex. 

Engaging boys and men. The involvement of men and boys in addressing issues of safer 
sex, sexual violence and intergenerational and transactional sex is critical in stemming new 
HIV infections. Such an engagement requires difficult community conversations that 
challenge harmful social norms and that open the way to gender equality and the respect of 
rights, especially for women and girls. We are already seeing examples in action. In South 
Africa the One Man Can campaign supports men and boys to take action to end domestic 
and sexual violence and to promote healthy, equitable relationships that men and women 
can enjoy—passionately, respectfully and fully. 

Stigma, discrimination and punitive laws. Nearly three decades after the epidemic was first 
identified, HIV-related stigma, discrimination and punitive laws continue to undermine efforts 
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to prevent new infections. Ignorance, fear and social judgement are at the heart of stigma, 
and these have a notably pernicious effect on efforts to address the needs of sexually active 
young people and key populations, such as people who inject drugs, men who have sex with 
men and sex workers and their clients. 

 

Prevention revolution: the need for leadership 

 Investing for impact. To achieve universal access to HIV prevention, treatment, 
care and support, UNAIDS estimates that prevention spending ought to constitute 
approximately 45% of the global resource needs for the HIV response, although the 
optimal share of spending allocated to HIV prevention will vary between and within 
countries, based on the local needs and circumstances. However, in reality, funding 
for HIV prevention has become the smallest part of the HIV budgets of many 
countries. In 2007, countries spent on average only 21% of HIV-related resources on 
prevention efforts. For example, in Swaziland just 17% of the country’s total budget 
for AIDS was spent on prevention, despite a national HIV prevalence of 26%. 
Without adequate investment, it is unlikely that HIV prevention targets for universal 
access can be met. 

 Courage for change. In 2008, one in three countries did not have laws prohibiting 
discrimination against people living with HIV, and most countries did not have 
legislation to protect men who have sex with men, sex workers and people who use 
drugs from discrimination. In addition, many countries have punitive laws that make it 
difficult for populations at higher risk to access HIV prevention services. Leaders 
have to show political courage in setting aside punitive laws, in enforcing protective 
laws and in challenging stigmatizing attitudes and discrimination within communities.  

 Champions for constituency-building. Prevention leadership is sorely lacking. Few 
champions exist that can challenge communities and people to act beyond their 
zones of comfort. 

 New traditions to adapt for the future. Communities can decide to change. In 
Kenya, the Luo people, who traditionally do not circumcise, have adopted the 
practice to help stop new HIV infections. Nearly 32 000 Luo men came forward for 
circumcision within days of community endorsement. 

 Supporting a new generation of young leaders. A new generation of young 
people and leaders is coming of age in Africa. They have a unique perspective on the 
epidemic and must help to shape a new discourse on prevention. But how can they 
take on this challenge if less than 40% of young people have accurate information 
about protecting themselves from HIV? 

 Strengthening sexual, reproductive and maternal health. Stopping babies from 
becoming infected and mothers from dying requires scaling up programmes on 
reproductive and maternal health. Mothers have to be supported with comprehensive 
services—antiretroviral drugs are insufficient if the mother does not have access to 
safe delivery kits and trained health personnel during childbirth. 

 Treatment as prevention. Expanded access to antiretroviral therapy supports HIV 
prevention efforts, including leadership by people living with HIV in positive health, 
dignity and prevention of onward transmission. The available evidence suggests that 
the reduction in viral load as a result of antiretroviral therapy also is likely to reduce 
individual infectiousness. 
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 Prevention research for protecting women and girls. In sub-Saharan Africa, over 
60% of people living with HIV are female. Investment in gender-responsive 
prevention research is an urgent priority. So far, most advances in new prevention 
tools have failed to deliver for women and girls, even though indirect benefits can be 
accrued from an increased uptake of male circumcision. Research should prioritize 
female-initiated prevention technologies and structural interventions to protect 
women and girls.  

 

 

This brief background paper, which focuses primarily on Southern and Eastern Africa, was produced by the 
UNAIDS Secretariat to provide insights on the progress made to date and on the major issues that should be 
considered. This paper is intended to contribute and inform the discussions at the 9 March meeting, Driving 
Progress on Universal Access. 


