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FOREWORD

When | launched the 90-90-90 targets three years ago, many people thought they were
impossible to reach. Today, the story is very different. Families, communities, cities and
countries have witnessed a transformation, with access to HIV treatment accelerating in
the past three years. A record 19.5 million people are accessing antiretroviral therapy,

and for the first time more than half of all people living with HIV are on treatment. More
countries are paying for HIV treatment themselves. More people living with HIV are
employed, more girls are in school, there are fewer orphans, there is less ill health and less
poverty. Families and communities are feeling more secure.

With science showing that starting treatment as early as possible has the dual benefit of
keeping people living with HIV healthy and preventing HIV transmission, many countries
have now adopted the gold-standard policy of treat all. Our efforts are bringing a strong
return on investment. AIDS-related deaths have been cut by nearly half from the 2005
peak. We are seeing a downward trend in new HIV infections, especially in eastern and
southern Africa, where new HIV infections have declined by a third in just six years. This
good news is a result of the combined effect of a rapid scale-up of treatment and existing
HIV prevention interventions. Moving forward, every additional dollar invested in AIDS will
deliver a US$ 8 return.

But our quest to end AIDS has only just begun. We live in fragile times, where gains can
be easily reversed. The biggest challenge to moving forward is complacency.

Global solidarity and shared responsibility has driven the success we have achieved so
far. This must be sustained. But for several years now, resources for AIDS have remained
stagnant, and we are not on track to reach the US$ 26 billion of investment we need by
2020. Without more domestic investments and international assistance, we cannot push
faster on the Fast-Track. More people will become infected with HIV and lives will be lost.
Without more community health workers, health systems will remain stretched. Without
changing laws, key populations will be left behind.

We must not fail children, women and girls, young people and key populations. We must
engage with men differently. Men are being left behind in the push to 90-90-90, in turn
affecting the lives of women and children.

| remain optimistic. This report clearly demonstrates the power of the 90-90-90 targets
and what can be achieved in a short time. It shows that innovations are possible at every
level—from communities to research laboratories, from villages to cities. It illustrates the
power of political leadership to make the impossible possible.

Michel Sidibé
UNAIDS Executive Director



1. INTRODUCTION:

TRANSFORMING THE 90-90-90
VISION INTO REALITY

As the world approaches the midway point between the 2014 launch of the 90-90-90

Since they were launched at the 20th International AIDS Conference in Melbourne,
Australia, in 2014, the 90-90-90 targets have become a central pillar of the global quest
to end the AIDS epidemic. The targets reflect a fundamental shift in the world’s approach
to HIV treatment, moving it away from a focus on the number of people accessing
antiretroviral therapy and towards the importance of maximizing viral suppression among
people living with HIV (Figure 1.1). This shift was driven by greater understanding of the
benefits of viral suppression—not only does treatment protect people living with HIV from
AIDS-related illness, but it also greatly lowers the risk of transmitting the virus to others.

EMPHASIZING VIRAL SUPPRESSION AMONG PEOPLE LIVING WITH HIV
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targets and their December 2020 deadline, UNAIDS has reviewed the progress made.
This has been done with the support of national AIDS programmes, which report data
annually to the United Nations and the guidance of national programme managers,
researchers and other experts within the UNAIDS Scientific and Technical Advisory
Committee (STAC) on 90-90-90.

The latest epidemiological estimates and programme data from 168 countries in all
regions reveal progress and gaps across the HIV testing and treatment cascade. Changes
in HIV policy since 2014 were also reported by countries, as were the development

and roll-out of innovations in technology and service delivery. Consistent with the
commitment to leave no one behind in Transforming our world: the 2030 agenda for
sustainable development, UNAIDS and its partners reviewed and synthesized country
data and studies that revealed the particular challenges and strategies for securing the
full preventive and therapeutic benefits of antiretroviral therapy among children, young
people, women, men and key populations at higher risk of HIV acquisition.

The data show that substantial progress has been made towards
the 90-90-90 targets. More than two thirds of all people living

with HIV globally knew their HIV status in 2016. Among those

who knew their HIV status, 77% [57- >89%] were accessing
antiretroviral therapy, and 82% [60- >89%] of people on treatment
had suppressed viral loads. Amid this progress, a major milestone
was reached in 2016: for the first time, more than half of all people
living with HIV (53% [39-65%]) were accessing antiretroviral therapy.

This acceleration of HIV testing and treatment—within a
comprehensive approach that includes condoms, voluntary medical male circumcision,
pre-exposure prophylaxis (PrEP), and efforts to protect human rights and establish an
enabling environment for service delivery—has contributed to a 32% global decline in
AIDS-related deaths and a 16% global decline in new HIV infections between 2010 and
2016.

In eastern and southern Africa, the region most affected by the epidemic, gains across
the three 90s have been particularly striking, bringing the region to a level of progress
comparable to Latin America. If progress is sustained, these two regions will likely achieve
the 90-90-90 targets alongside western and central Europe and North America. The
Caribbean was near the global average for the second 90, but lagged behind on the

first and third 90s. Asia and the Pacific, by contrast, was near the global average for the
first and third 90s, but lagged behind on the second 90. Other regions are in danger of
missing the 2020 deadline.
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Fully achieving the 90-90-90 targets translates into 73% of all people
living with HIV being virally suppressed. Across the globe, seven countries
had already achieved or exceeded this level of viral suppression by 2016:
Botswana, Cambodia, Denmark, Iceland, Singapore, Sweden and the
United Kingdom of Great Britain and Northern Ireland. An additional 11
countries were near this threshold: Australia, Belgium, France, Germany,
Italy, Kuwait, Luxembourg, Netherlands, Spain, Swaziland and Switzerland.
Several cities engaged in the Fast-Track Cities Initiative have also reached,
or are close to reaching, the 90-90-90 targets, including Amsterdam,
Melbourne, New York City and Paris.

Pioneering efforts to expand services into community settings in eastern

and southern Africa have demonstrated that the 90-90-90 targets can be

achieved in low-income, high-prevalence settings within just a few years.
Among them, the Sustainable East Africa Research in Community Health (SEARCH) study
has produced exceptional results (see box). These initiatives have built upon a collective
body of work by community-based organizations and community health workers that
have been supporting public health systems across the world to deliver HIV services more
widely and equitably since the earliest days of the AIDS response. Together, their lessons
have informed the emergence of the differentiated care model: a client-centred, rights-
based approach that simplifies and adapts HIV services across the cascade to better serve
the needs of people living with HIV and increase the efficiency of the health system.

Globally, progress made in improving knowledge of HIV status in 2016 was lower than
progress in other areas of the cascade, with gaps in knowledge of HIV status often largest
among young people and men. Knowledge of HIV status is the first step in the cascade,
and when it is low, subsequent efforts to enrol people living with HIV into care and to
initiate and sustain treatment are affected.

Closing those gaps requires making HIV testing an increased priority and taking full advantage
of new technologies and innovative service strategies. Rapid roll-out and promotion of
self-testing is one of several strategies for moving the locus of testing from health facilities

to community settings. The UNITAID-supported HIV Self-Testing Africa (STAR) project is
demonstrating that self-testing can reach many people who do not seek HIV tests in health
facilities, and that people with a reactive (positive) self-test can consistently be linked to a
confirmatory diagnosis and HIV treatment initiation. Assisted partner notification, point-of-care
early infant diagnosis and virological testing at birth are additional opportunities for increasing
knowledge of HIV status among adults and children living with HIV.

For the second 90, adoption of a treat all approach and same-day initiation, along with
increasing investment in scaled-up community-based strategies, will be critical to success.
This will require rapid expansion of proven models for linking newly diagnosed individuals
to care and refining clinic operations to improve efficiency, empower clients and expedite
treatment uptake. Lessons from the remarkable results achieved by the SEARCH and
HPTNO71 (PopART) studies also must be taken on board, including the strategic use of
trained community health workers and adoption of a holistic approach that treats not
only HIV but the entire health needs of the client. New antiretroviral medicines such as
dolutegravir can suppress viral loads more quickly, and they have fewer side-effects, are less
prone to resistance and have the potential to lower treatment costs and make treatment
programmes more sustainable.

Although most people accessing antiretroviral therapy obtain excellent clinical outcomes,
important opportunities exist to improve and maintain rates of viral suppression. It is critical for
treatment programmes to establish community-centred strategies and systems that support
patient adherence to treatment and reduce the number of patients lost to follow-up. Strategies
that use peers and trained community health workers generally achieve retention rates and
treatment outcomes that are comparable—or even superior—to those reported by mainstream
health facilities. The use of peer support groups, well-trained and supportive health workers,
short message service (SMS) reminders and reduced waiting times at clinics also have proven
successful for increasing retention among adolescents and young people living with HIV.

Viral load testing, which was rarely available in low- and middle-income countries just a
few years ago, is rapidly expanding. Nearly half of all people on treatment in countries
that reported data to UNAIDS in 2016 receive a routine viral load test, improving the
monitoring of treatment outcomes and informing a timely switch to second-line and third-
line therapy, when needed. Point-of-care technologies offer further potential to expand
viral load testing to everyone accessing treatment and to achieve more precise monitoring
of both individual and community viral loads.

11



SEARCH, a research project working in 32 rural communities in Kenya and Uganda, has demonstrated
that rapid gains to reach and exceed the 90-90-90 targets can be achieved at a population level.

In the 16 communities reached by SEARCH services, HIV testing and treatment is situated within

a broader health programme that addresses multiple health issues, including cervical cancer, child
services (such as deworming), diabetes, hypertension, malaria, voluntary medical male circumcision and
tuberculosis. As part of SEARCH's hybrid mobile and home-based testing effort, multidisease health
fairs are held in close proximity to where people live, peer educators build demand for services and
provide health-related counselling, and streamlined systems enable providers to reach large numbers
of community members within a short period of time.

For people who test positive for HIV, SEARCH uses an innovative, client-centred model of HIV
treatment delivery that prioritizes efficient service delivery (including colocation of services), a client-
friendly environment (with features such as flexible hours), a telephone hotline to answer client
questions and help with scheduling appointments, appointment reminders (by phone or SMS) and
structured counselling of clients on viral load suppression (2).

90-90-90 ACHIEVED IN RURAL EAST AFRICA
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In just two years of service delivery, the 90-90-90 targets have been reached in the communities
served by SEARCH (Figure 1.2). Knowledge of HIV status among people living with HIV was an
estimated 96% [95-97%], antiretroviral therapy coverage among people previously diagnosed with
HIV was 93% [93-94%] and 90% [89-90%] of people on treatment had achieved viral suppression

(3). Overall gains were remarkable: viral suppression among people living with HIV at baseline was
45% [44-46%], but after two years of service delivery, it had increased to 80%—well beyond the 73%
required for full achievement of 90-90-90 targets (3).

Especially noteworthy were the results achieved across the cascade for men and young people,
populations that have been historically difficult to reach with HIV testing and treatment services
(Figure 1.3). Among men, the first two 90s were achieved and 88% of those accessing treatment
had suppressed viral loads; the level of viral suppression among all men living with HIV in the study
area also increased, nearly doubling from 39% at baseline to 76% (3). Although results among young
people (aged 15-24 years) did not quite reach the 90-90-90 targets, the health outcomes for young

people living with HIV were remarkably improved, and the chance of onward transmission of the virus

was sharply reduced: while only 26% of young people living with HIV were virally suppressed at the
baseline, that had risen to 65% after two years (3).

REACHING MEN AND YOUNG PEOPLE
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Within this clear-cut picture of progress lurk troubling barriers to success. Although the
gaps across the cascade have narrowed, when combined, they translate to 44% [32-53%)]
of all people living with HIV being virally suppressed in 2016—substantially lower than the
73% required for full achievement of the 90-90-90 targets. The percentage of patients
with advanced disease at treatment enrolment (CD4+ T-cell count under 200 cells/mm?)
remains alarmingly high in many countries: among the 85 countries that reported data to
UNAIDS in 2016, under a third of people diagnosed with HIV had a CD4 T-cell count of
less than 200. These data reinforce the continued importance of a combination approach
to HIV prevention that is delivered at scale.

Data from a variety of sources show that that gaps in the 90-90-90 continuum are greater
for men, young people and key populations. Harmful masculine gender norms contribute
to greater risk-taking and poorer uptake of health services among men. Consent laws and
insufficient access to comprehensive sexuality education deny young people the services
and knowledge they need. Key populations often face criminalization and high levels of
stigma and discrimination. Closing gaps in service coverage requires intensified efforts to
convince men to reject harmful versions of masculinity, and to reach and empower women
and girls, young people and key populations, to enhance their agency and to ensure their
human rights are respected and protected. Addressing stigma, discrimination and human
rights violations at all levels through the creation of a protective and empowering legal
environment and strong rule of law is an imperative for both the AIDS response and the
wider 2030 Agenda for Sustainable Development.

RESOURCE AVAILABILITY IN DANGER OF FALLING SHORT OF GLOBAL COMMITMENTS
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Funding is an additional concern. Trends in resource availability for AIDS responses in low-
and middle-income countries remained flat for the third consecutive year, at about US$
19.1 billion. International investment in the AIDS responses of these countries peaked in
2013 at nearly US$ 10 billion (constant 2016 US dollars); it has since declined to around
US $8.1 billion in 2016. Meanwhile, although domestic investments increased by an
average of 11% a year from 2006 to 2016, the rate of that increase slowed to 5% between
2015 and 2016 (Figure 1.4).

This overall stable trend in resource availability is at odds with the resource commitments
agreed by the United Nations General Assembly: US$ 26 billion in low- and middle-
income countries by 2020. Building on the unprecedented international assistance

made by PEPFAR and through the Global Fund to Fight AIDS, Tuberculosis and Malaria,
additional domestic and donor investment is needed to achieve the 90-90-90 targets and
the other Fast-Track Targets for 2020 within the 2016 United Nations Political Declaration
on Ending AIDS.

For more than 35 years, the world has grappled with an AIDS epidemic that has claimed
an estimated 35.0 million [28.9 million—41.5 million] lives and at its peak threatened global
stability and security (4). Today the United Nations General Assembly has a shared vision
to consign AIDS to the history books and a Fast-Track strategy to achieve that goal.

A plan for a world without an AIDS epidemic, however, is not enough to make this vision a
reality. The world must act, using the passion and commitment that have proven so potent
in the past to make the required investments in the technologies and service delivery
strategies that we know can close gaps towards each of the targets in the 2016 Political
Declaration on Ending AIDS.

At the mid-point between the launch of the 90-90-90 targets
and their 2020 deadline, incredible progress has been achieved.
High-income cities across the world and large-scale projects in
rural and urban settings in eastern and southern Africa are proving
that challenges can be overcome and that the targets can be
achieved globally. Their successes are built upon a foundation laid
in the earliest days of the epidemic, when communities vigorously
confronted denial and inaction to put into motion what would
become known as the AIDS response. To reach the 90-90-90
targets, communities will again need to be at the centre of the response—in this case,
by delivering testing and treatment services, by continuing to innovate and by holding
stakeholders accountable for results. Only a genuine partnership—combining the energy,
know-how and commitment of communities, governments, health-care providers, private
industry and other vital stakeholders—will enable the world to reach a major milestone on
the road to our ultimate destination of a world without an AIDS epidemic.

15
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Cities are home to more than half of the world's
population and a large and growing proportion of
people living with HIV, tuberculosis (TB) and other
diseases (1). The risk of HIV and TB infection is often
higher in urban compared to rural areas because of
dynamics such as social networking, migration and
socioeconomic inequalities. Cities also serve as hubs
of innovation, community involvement and strong
local leadership—all of which are inherent advantages
in accelerating health responses.

At a historic meeting in Paris on World AIDS Day,
1 December 2014, UNAIDS, the City of Paris, the
International Association of Providers of AIDS Care
(IAPAC) and UN-Habitat joined 26 key cities from
around the world to launch the 2014 Paris Declaration
on ending the AIDS epidemic. To date, more than 200
cities and municipalities have signed the declaration,
pledging their commitment to attaining the 90-90-90
targets by 2020, to addressing disparities in access
to basic health and social services, social justice and
economic opportunities, and to ending AIDS as a
public health threat by 2030 (Figure 1.5).

Significant progress has been made, with at least
two cities—Amsterdam and Melbourne—attaining
the 90-90-90 targets, and others closing in on the
targets.! Mayors such as Anne Hidalgo of Paris are
playing key leadership roles. The engagement of
communities—including people living with HIV and
their clinical and service providers—in decision-making
processes has been critical to refocusing city AIDS
plans. Strategic use of data has improved prioritization
of resources and programmes to address gaps across
the HIV care continuum. With support from UNAIDS,
IAPAC and other partners, cities are adopting
innovative approaches to reach and diagnose hard-
to-reach populations, to optimize linkages to care and
antiretroviral therapy initiation, and to support people
living with HIV to suppress their viral loads.

While progress has been achieved in many cities, much
more remains to be done. Stigma and discrimination,
including in health-care settings, need to be addressed
to break down barriers to accessing and utilizing
HIV services, especially among key and vulnerable
populations. Best practices and lessons learned by Fast-
Track cities must be leveraged to inspire and encourage
the many other cities facing similar challenges in
their local AIDS responses. Case studies in this report
highlight progress achieved in cities worldwide.

17
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CITY CASE STUDY
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Paris has been edging closer to the 90-90-90
targets: according to the latest available data,
more than 90% of people diagnosed with HIV have
been linked to care under the national “treat all”
approach, and 94% of people on treatment for
more than six months have suppressed viral loads.
A key gap is late diagnosis of HIV infection and the
persistence of an ongoing hidden epidemic among
the estimated 16% of people living with HIV who
do not know their status. The city’s epidemic is
concentrated in specific districts and among two
populations: migrants from sub-Saharan Africa and
gay men and other men who have sex with men
account for 90% of new HIV diagnoses in Paris (5).

National guidelines updated in February 2017 call
for quarterly repeat HIV testing among gay men
and other men who have sex with men, and annual
repeat testing among migrants. Wide and diverse
use of community-based testing approaches,
including mobile testing programmes and walk-
in centres, is recommended. HIV self-testing has
been available in France since September 2015,
and PrEP has been available and reimbursed by
the national public health insurance since January
2016. Implemenation of this national framework is
required at city- and community-level to close the
remaining gaps in the cascade.

The city's AIDS response strategy, adopted by Paris
City Council in May 2016, focusses on reaching out
to key populations, on promoting a combination
prevention approach and on publicizing the
preventative effects of antiretroviral therapy.
Outreach efforts, including a broad communication
campaign (Figure X.X), have helped to double the
number of people screened for HIV using rapid HIV
tests in neighbourhoods with large populations of
migrants from sub-Saharan Africa. City authorities
have also contributed to scale up the offer of PrEP
and full HIV and sexually transmitted infection
screening every three months to gay men and other
men who have sex with men, by supporting gay-
friendly sexual health clinics and promoting evening
and weekend consultations to boost uptake of this
powerful preventive tool. Price negotiation at city
level has stimulated a 50% increase in the number
of free HIV self-testing kits delivered by local
community actors.

The constant assessment of progress and the rapid
adoption of new, proven tools and methods look
certain to place Paris among the first Fast-Track
cities to surpass the 90-90-90 targets.

Information for this case study was provided to
UNAIDS by the Fast-Track Paris team, Mairie de
Paris, on 12 July 2017.
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2. STATE OF THE EPIDEMIC

Global scale-up of antiretroviral therapy has been the primary contributor to a 48% decline
in deaths from AIDS-related causes, from a peak of 1.9 million [1.7 million-2.2 million] in
2005 to 1.0 million [830 000-1 2 million] in 2016 (Figure 2.1). Despite the fact that 51%

of people living with HIV globally are female, higher treatment coverage and better
adherence to treatment among women have driven more rapid declines in AIDS-related
deaths among females: deaths from AIDS-related illnesses were 27% lower among women
and girls in 2016 than they were among men and boys (Figure 2.2). Nonetheless, AIDS-
related illnesses remain the leading cause of death among women of reproductive age
(15-49 years) globally, and they are the second leading cause of death for young women
aged 15-24 years in Africa (1).

DECLINE IN DEATHS MORE RAPID AMONG WOMEN
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The number of children (aged 0-14 years) dying of AlDS-related illnesses has been nearly cut
in half in just six years, from 210 000 [160 000-260 000] in 2010 to 120 000 [79 000-160 000]
in 2016. Much of the decline is due to steep reductions in new HIV infections among children,
with increased access to paediatric antiretroviral therapy also playing an important role.

Declines in deaths from AIDS-related illnesses were sharpest in

eastern and southern Africa, where they peaked at 1.1 million

[950 000-1.2 million] in 2004 and then plummeted by 62% to

420 000 [350 000-510 000] in 2016, a trend that reflected the

rapid scale-up of antiretroviral therapy in the region. Declines in

AlDS-related deaths were also achieved over the last decade in the

Caribbean (52% reduction), western and central Europe and North

America (45% reduction), Asia and the Pacific (39% reduction) and

western and central Africa (30% reduction) (Figure 2.3). In Latin
America, where antiretroviral therapy scale-up occurred earlier and more gradually than in
most other regions, the decline in deaths over the past 10 years was just 16%. Worrying
increases in AIDS-related mortality have occurred over the past decade in the Middle East
and North Africa (48% increase) and eastern Europe and central Asia (38% increase).

DECLINE IN DEATHS SHARPEST IN EASTERN AND SOUTHERN AFRICA
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Global efforts to strengthen HIV prevention and treatment programmes are also reducing
the transmission of HIV. Since 2010, the annual number of new HIV infections (all ages)
has declined by 16% to 1.8 million [1.6 million-2.1 million]. The pace of decline in new
HIV infections, however, is far too slow to reach the Fast-Track Target agreed upon by the
United Nations General Assembly in 2016: fewer than 500 000 new infections per year by
2020 (Figure 2.4).

The pace of decline varied by age group and between men and women. Among children,
new infections have declined 47% since 2010, while coverage of antiretroviral medicines
provided to pregnant women living with HIV to prevent transmission to their children rose
from 47% [38-55%] to 76% [60-88%] over the same period (Figure 2.5).

Differences in the number of new HIV infections between men and women are more
pronounced at younger ages: in 2016, new infections among young women (aged 15-24
years) were 44% higher than they were among men in the same age group. Since 2010,
new infections among young women globally (aged 15-24 years) have declined by 17%,
reaching 360 000 [210 000-470 000] in 2016. New infections also declined among young
men (aged 15-24 years) during that time, falling by 16% to 250 000 [110 000-320 000] in
2016 (Figure 2.6).

REDUCTIONS IN NEW INFECTIONS ARE OFF TARGET
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Regional trends in the annual number of new HIV infections (all ages) also varied (Figure
2.7). The steepest declines between 2010 and 2016 were achieved in eastern and
southern Africa (29% decline), followed by Asia and the Pacific (13% decline), western and
central Africa (9% decline), western and central Europe and North America (9% decline),
the Caribbean (5% decline), and the Middle East and North Africa (4% decline). Trends
over the same time period in Latin America were stable, and in eastern Europe and central
Asia, the annual number of new infections climbed by an alarming 60%.
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In 2016, UNAIDS reported that the trend in new HIV infections among adults (aged 15 years and

older) had remained static between 2010 and 2015 at 1.9 million new infections per year [2015 range

of 1.7 million-2.2 million] (2). In 2017, however, UNAIDS estimates show a slightly different trend:
new adult infections are estimated to have declined by 8% between 2010 and 2015, and by 11%
between 2010 and 2016.

Most of the difference in the two sets of global estimates is driven by changes in country estimates
in eastern and southern Africa, where UNAIDS had previously estimated a 4% decrease in new HIV
infections among adults between 2010 and 2015. The 2017 estimate, however, is an 18% decrease
among adults over the same period.

The change in trends, both globally and in eastern and southern Africa, is due primarily to the
availability of new data. The trend data previously included in the model were mostly from HIV
sentinel surveillance sites at antenatal clinics. Several years ago, however, a number of countries
stopped conducting antenatal clinic sentinel surveillance. This resulted in limited availability of data
between 2012 and 2015 to inform the estimates of a number of high-prevalence countries.

In 2017, countries were able to include in their estimates routine HIV prevalence data from all
pregnant women who attend antenatal clinics. The move to using routine data is an important shift,
because it is more sustainable and more able to provide data on a timely and more granular basis.
The data suggest there was a greater decline in new HIV infections in a number of countries (e.g.
Mozambique, Swaziland and Uganda). In addition, data from the Public Health Impact Assessment
surveys in Malawi, Zambia and Zimbabwe contributed to the improved new infection estimates.

Every year, UNAIDS supports countries to produce a complete time series of all epidemiological

indicators using updated modelling software. Comparisons over time should always be done using a

time series from the same model.

In high-prevalence settings, young women remain at unacceptably high risk of HIV
infection. In eastern and southern Africa, for example, young women (aged 15-24 years)
accounted for 26% of new HIV infections in 2016 despite making up just 10% of the
population. Young women (aged 15-24 years) in western and central Africa and the
Caribbean respectively accounted for 22% and 17% of new HIV infections in 2016.

In lower prevalence settings, the majority of HIV infections occur among key
populations—people who inject drugs, sex workers, transgender people, prisoners, and
gay men and other men who have sex with men—and their sexual partners. Outside of
sub-Saharan Africa, key populations and their sexual partners accounted for 80% of new
HIV infections in 2015 (Figure 2.8). Even in sub-Saharan Africa, key populations and their
sexual partners are an important part of the HIV epidemic: in 2015, 25% of new infections
occurred among this group, underlining the importance of reaching them with services.

Globally, gay men and other men who have sex with men accounted for 12% of new
infections in 2015, while sex workers and people who inject drugs accounted for 5% and
8% of new infections, respectively. Furthermore, data reported by countries across the
world show that HIV prevalence among key populations often is substantially higher than
it is among than the general population (Figure 2.9).

KEY POPULATIONS ARE IMPORTANT IN ALL EPIDEMIC SETTINGS

GLOBAL SUB-SAHARAN AFRICA REGIONS OUTSIDE
SUB-SAHARAN AFRICA

5% 5% 29, 5%
8% o 20%
20%
12% 12%
1% 75%
56% 18% 31% e
2%
Sex workers People who inject drugs Gay men and other men who have sex with men Transgender people*
Clients of sex workers and other sexual partners of key populations Rest of population
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5. MIDTERM PROGRESS
TOWARDS 90-90-90

CLOSING IN ON A FAST-TRACK TARGET

70%

[51-84%]

of people living with
HIV who know their
know their status status are on treatment

of people on treatment
are virally suppressed

of people living with HIV

FIGURE 3.1. PROGRESS TOWARDS THE 90-90-90 TARGETS, GLOBAL, 2016

Source: UNAIDS special analysis, 2017; see annex on methods for more details.

Remarkable progress has been made towards achieving the 90-90-90 targets. More
than two thirds of all people living with HIV—an estimated 70% [51-84%]—knew
their HIV status in 2016. Among those who knew their HIV status, 77% [S57- >89%)]
were accessing antiretroviral therapy, and 82% [60- >89%] of people accessing
treatment had suppressed viral loads. Individual countries, cities and communities

in a diversity of settings have already achieved the 90-90-90 targets, proving that
global attainment of all three 90s by 2020 is both feasible and reachable if gaps
across the HIV testing and treatment cascade are aggressively addressed.

ACHIEVING THE 90-90-90 TARGETS, 2016

Achieved Australia Australia Mongolia Botswana Luxembourg Achieved Botswana
(90% or greater) Belarus Algeria Niger Brazil Malaysia 73% or greater) Cambodia
Denmark Botswana Portugal Belgium Myanmar Denmark
Ecuador Cambodia Rwanda Cambodia Netherlands Iceland
Malaysia Comoros Spain Chile Philippines Singapore
Sweden Denmark Sweden Comoros Poland Sweden
Thailand France Switzerland Czechia Romania United Kingdom
Haiti Uganda Denmark Singapore
Ireland United Kingdom  France Serbia
Malawi Zambia Germany Sweden
Malta Zimbabwe Hungary Switzerland
Iceland United Kingdom
Kuwait®
Nearly achieved Austria Austria Afghanistan Nearly achieved Australia
(85-89%) Botswana Ethiopia Bulgaria (65-72%) Belgium
Cuba Gambia Burundi France
Fiji Italy Canada Germany
Germany Luxembourg Ethiopia Italy
Hungary Mozambique Georgia Kuwait?
Ireland Nigeria Italy Luxembourg
Italy Netherlands Malawi Netherlands
Lithuania United Republic Malta Swaziland
Luxembourg of Tanzania Mongolia Spain
Netherlands Nepal Switzerland
Nicaragua Portugal
Rwanda Spain
Romania Swaziland
South Africa Uruguay
United Kingdom Zambia

FIGURE 3.2. COUNTRIES THAT HAVE ACHIEVED THE 90-90-90 TARGETS OR ARE NEAR TO
ACHIEVING THEM, MOST RECENT COUNTRY DATA"?

Source: UNAIDS special analysis, 2017; see annex on methods for more details.

" Data are for 2016, except as follows: 2015: Bulgaria, Germany, Hungary, Netherlands, Sweden, Switzerland, United Kingdom. 2014: Belgium, Canada, Serbia, Spain. 2013:
Austria, France. 2012: Italy.

2 Estimates of people living with HIV are supplied by the country and not validated by UNAIDS: Austria, Belgium, Bulgaria, Canada, Denmark, France, Germany, Hungary,
Iceland, ltaly, Luxembourg, Malta, Netherlands, Portugal, Singapore, Spain, Switzerland, and the United Kingdom

* Estimates for citizens of the country only.

CASCADE PROGRESS VARIES AMONG REGIONS
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€
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v
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25 1 1 [
0
Western and
Asia and Caribbean Eastern and Eastern Europe Latin America Middle East and Western and  |central Europe and
the Pacific southern Africa | and central Asia North Africa central Africa North Amercia’
[0 People living with HIV who know their status [l People living with HIV on treatment People living with HIV who are virally suppressed

Gap to reaching the 90-90-90 targets

FIGURE 3.3. KNOWLEDGE OF HIV STATUS, TREATMENT COVERAGE AND VIRAL LOAD
SUPPRESSION, BY REGION, 2016
Comparison of HIV testing and treatment cascades by region reveals different patterns of progress. Western and central Europe and

North America are approaching global targets. Latin America and eastern and southern Africa show high levels of achievement across
the cascade. Eastern Europe and central Asia, the Middle East and North Africa, and western and central Africa are clearly off track.

Source: UNAIDS special analysis, 2017; see annex on methods for more details.

' Cascade for the western and central Europe and North America region is for 2015.
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THE HIV TESTING AND TREATMENT CASCADE

37 100

N Gap to reachin
9
the first 90:
7.5 million . | 75
Gap to reaching
the second 90:
10.2 million

Z

Gap to reaching
the third 90:
10.8 million 50

18.5

Per cent

25

Number of people living with HIV (million)

People living with HIV People living with HIV People living with HIV who are
who know their status on treatment virally suppressed

FIGURE 3.4. KNOWLEDGE OF HIV STATUS, TREATMENT COVERAGE AND VIRAL LOAD
SUPPRESSION, GLOBAL, 2016

Source: UNAIDS special analysis, 2017; see annex on methods for more details.

MORE THAN HALF OF ALL PEOPLE LIVING WITH HIV ON
TREATMENT

A major milestone was reached in 2016: for the first time, more than half of all people
living with HIV (53% [39-65%]) were accessing antiretroviral therapy. More than four in five
people on treatment had suppressed viral loads, reflecting high rates of retention across
all regions. Data reported by 72 countries show that retention on antiretroviral therapy
after 12 months ranged from 72% in western and central Africa to 89% in the Middle East
and North Africa (Figure 3.15).

When the gaps across the HIV testing and treatment cascade are combined, however,
they translate to 44% [32-53%] of all people living with HIV being virally suppressed in
2016—substantially lower than the 73% required for full achievement of the 90-90-90
targets (Figure 3.4).

HIGH RETENTION RATES SUPPORT HIGH RATES OF VIRAL SUPPRESSION

86% 84% 80% 85%
Asia and the Caribbean Eastern and Eastern
Pacific southern Europe and
Africa central Asia
86% 89%
Latin America Middle East Western and
and North central Africa

Africa

FIGURE 3.5. PERCENTAGE OF PEOPLE LIVING WITH HIV RETAINED ON TREATMENT 12
MONTHS AFTER INITIATION, BY REGION, 2016
Source: UNAIDS 2017 estimates. Global AIDS Monitoring, 2017.

ON TRACK TO 30 MILLION PEOPLE ACCESSING TREATMENT
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FIGURE 3.6. NUMBER OF PEOPLE LIVING WITH HIV ON ANTIRETROVIRAL THERAPY,
GLOBAL, 2000-2016
Source: UNAIDS 2017 estimates. Global AIDS Monitoring, 2017.

GLOBAL CASCADE TRENDS

The number of people accessing antiretroviral therapy in 2016 was 19.5 million [17.2
million—20.3 million], up from 17.1 million [15.1 million—17.8 million] in 2015, an increase in
treatment coverage of six percentage points. The additional number of people on treatment
each year has increased over time, from 564 000 in 2005 to 1.5 million in 2010 to 2.0 million
in 2015 to 2.4 million in 2016. This upward trend has the world on track to achieve the United
Nations General Assembly’s target of 30 million people accessing antiretroviral therapy by
2020 (Figure 3.6).

Improving both knowledge of HIV status among people living with HIV and linkages to

care after diagnosis will be critical to maintaining the momentum of treatment scale-up.
Population-based survey data suggest that knowledge of HIV status has increased markedly
over the last decade. In eastern and southern Africa, nearly twice as many adults aged 15-49
years knew their status in 2012-2016 compared to 2007-2011. Although starting from a
very low level, gains in western and central Africa were even greater, with a fourfold increase
between 2007-2011 and 2012-2016 (Figure 3.7).
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REMARKABLE INCREASE IN KNOWLEDGE OF HIV STATUS OVER THE PAST DECADE
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FIGURE 3.7. KNOWLEDGE OF HIV STATUS AMONG ADULTS AGED 15-49 YEARS,
EASTERN AND SOUTHERN AFRICA AND WESTERN AND CENTRAL AFRICA, 2007-2011,
COMPARED TO 2012-2016

Source: UNAIDS special analysis, 2017.

Insufficient annual data on the first and third 90 before 2015 make year-on-year trends difficult
to determine. The HIV testing and treatment cascades for 2015 and 2016, however, suggests
that progress made in improving knowledge of HIV status—from 66% [48-80%] in 2015 to
70% [51-84%] in 2016—was lower than progress in other areas of the cascade.

By comparison, treatment coverage increased from 47% [35-58%] in 2015 to 53% [39-65%]

in 2016, and viral suppression rates increased from 38% [28-46%] in 2015 to 44% [32-53%] in
2016 (Figure 3.18).

ONE-YEAR GAINS ACROSS THE CASCADE
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