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The COVID-19 pandemic arose nearly 40 years after the
advent of the global AIDS pandemic. The implications of
COVID-19 for global health were immediately apparent,
and wide-ranging measures were set in motion to limit its
spread — notably by imposing restrictions that disrupted
social and economic life. It was clear at the time that
impacts of this rapidly evolving pandemic would disrupt
the response to HIV, and had the potential to reverse
many hard-won gains. But we were aware there were
lessons from the response to AIDS that could be applied to
containing COVID-19.
The historical context is important. Both HIV and
COVID-19 have shown that humankind is not in control of the
emergence of new pathogens, as Laurie Garrett puissantly
warned in her milestone 1994 book, The Coming Plague.1
The emergence and rapid spread of HIV in the early 1980s
came at a time when smallpox had just been eradicated.
Many health professionals hoped this marked the end of the
scourge of infectious disease. AIDS showed that this was a
forlorn hope, and COVID-19 is but one of a number of severe
diseases that have spread around the world since then.
In April 2020, an editorial in this journal entitled “Managing
the march of COVID-19: lessons from the HIV and AIDS
epidemic” highlighted three main themes — the harsh
realities of COVID-19 and its impending impacts; the need
to draw lessons from what is known to work and to mobilise
knowledge; and the need to consider the role of scholarly
publishing to support the pandemic response.2
This special issue represents a realisation of that vision,
bringing together the work of scholars, researchers and
policymakers who provide important insights into the
intersections between COVID-19 and HIV. Importantly, this
has been made possible through a partnership with the Joint
United Nations Programme on HIV/AIDS (UNAIDS) that
builds on the understanding that responses to COVID-19
and HIV have shaped each other, that new and important
nuances and insights have emerged, and that these must be
preserved in published form.

The articles in this special issue can be divided broadly
into two categories — one, a global and multi-country lens,
and two, the experiences on the ground at country level.
In their article, “Considering the global HIV response in
the context of human capital development”, David Wilson,
Alethea Wen Lan Cook and Zara Shubber explore the
significant investments made in HIV response from a
developmental perspective, including both impact and
sustainability, and the remaining crisis of inequality. They
call for a focus on “resilient health systems, with deep
community roots and trust” that have “the capacity and
flexibility to respond to new challenges”. Charles Birungi,
Jaime Atienza Azcona and Daniel Munevar expand on
this theme, looking at HIV, COVID-19 and debt in low- and
middle-income countries, clarifying that COVID-19 has
exacerbated debt that, in turn, has resulted in resources
shifting away from HIV. This leads to the conclusion
that there is a need to support innovative approaches to
strengthening health systems to avoid a needless descent
into “intractable health challenges”.
The second category explores themes of community
mobilisation and coercive public health measures, notably
lessons from the HIV and COVID pandemics on the
alignment of compelled interventions with human rights.
Country-level analyses of COVID-19 and HIV bring us
closer to understanding the political and social dynamics at
play. In their article on presidential communication in South
Africa, Nompumelelo Gumede, Emma Durden and Eliza
Govender differentiate between the denialism of Thabo
Mbeki, the misinformation and misogyny of Jacob Zuma,
and the elitism of Cyril Ramaphosa. In the context of stark
political differences and historical moments, they identify
the common thread of mistrust that is grounded in the
exclusion of the voices and experiences of people on the
ground — voices that need to be at the centre if one is to
resolve the crises of COVID-19 and HIV.
UNAIDS has persistently highlighted the vital need to
consider and address inequalities driving HIV, as well as
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emphasising the detrimental impacts and consequences of
COVID-19, and the remaining articles in this section connect
to this theme.
While the global headlines counted cases and deaths
from COVID-19, the dire health consequences for people
living with HIV were muted, as was the silence about the
sustained impacts on people who are disempowered
and economically marginalised. Lockdowns exposed the
vulnerability of systems sustaining the lives of people living
with HIV to disruption, and food insecurity and access to HIV
medicines were immediate concerns.
Communities and people living with HIV were immediately
vulnerable, and consequences were dire. Eric Lamontagne
and colleagues explore factors associated with limited
access to HIV, tuberculosis and sexual and reproductive
health services among women and girls living with HIV during
the COVID-19 pandemic. Isaac Taramusi and colleagues
describe increasing HIV-related mortality in Zimbabwe;
Idah Moyo, Livhuwani Tshivhase, and Azwihangwisi
Helen Mavhandu-Mudzusi illustrate the diverse negative
outcomes for sex workers in that same country; and Mathew
Nyashanu and co-authors outline the challenges for older
people living with HIV. There were also efforts to overcome
these challenges, as Kenneth Mulondo and Warren Parker
found at district level in Uganda, where village health
teams and health workers addressed challenges as they
arose — including stigma, which has persisted despite the
country’s long history of AIDS response.
The Biblical book of Matthew has the verse: “For unto
every one that hath shall be given, and he shall have
abundance: but from him that hath not shall be taken away
even that which he hath” (Matthew 25:29). This is sometimes
known as the Matthew effect. It was certainly seen in the
AIDS pandemic where the poor and disadvantaged suffered
most. This has been amplified in this latest pandemic.
African Journal of AIDS Research (AJAR), its publishers
NISC (Pty) Ltd and the editors are delighted to present this
special issue. It is worth noting the process we engaged in
to produce it. First it was all done, including blinded peer
reviewing, at great speed. The idea was first mooted less
than a year ago. The call for papers set the deadline for
abstracts initially as the end of November 2021, but this
had to be extended to January 2022. Authors and reviewers
were harried to submit. We were able to produce the finished
product to coincide with International AIDS Conference in
Montreal at the end of July 2022.
It is appropriate therefore to give thanks to everyone
involved in the issue. The authors are commended for their
speed in writing and rewriting. The production of quality
academic research depends on an army of reviewers
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who take the time to read and comment on papers, and
on revisions. The importance of this reasoned critique
cannot be understated. This issue would not have been
possible without the project management skills of Dr Nina
Veenstra. In addition to looking after the process, she also
read, commented and edited papers, and attended weekly
meetings at 4am from her New Zealand base. We owe her a
huge thank you.
We had 17 first drafts of papers submitted and are
publishing 13 articles in this special issue. However, a
number of the papers did not make the cut off time, but met
the criteria for inclusion. The next issue of AJAR will include
a section with these papers. Look out, in particular, for one
on the effects of COVID-19 on food insecurity, financial
vulnerability and housing insecurity among women and girls
living with or at risk of HIV and a second on the situation in
Eswatini.
AJAR needs to remain relevant and continue to produce
quality scientific papers that are accessible and influential.
This issue represents one of the ways we are adaptive and
we would like to thank everyone who was involved in the
process, especially the endlessly patient publishing team at
NISC. We are particularly grateful for the financial support
of UNAIDS that made it possible to publish and disseminate
this special issue.
It is not farfetched to assert that we seem to have entered
an era of pandemics. Future pandemics will emerge more
often, spread more rapidly, do more damage to the world
economy, and kill more people than HIV and COVID-19,
unless there is change in the global approach to dealing
with infectious diseases. Without ending inequalities that
drive and sustain HIV, COVID-19 and other unfinished
pandemics, the world is in danger. It does not have to be
this way. We can turn the tide. Indeed, the response to HIV
offers many lessons.
Notes
1

2
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Introduction to Special Issue
To end AIDS and COVID-19, end inequalities
Matthew M Kavanagh
Deputy Executive Director a.i., Policy, Advocacy and Knowledge Branch, UNAIDS, Geneva, Switzerland
Correspondence: KavanaghM@unaids.org

Over 40 years since the first case of HIV was diagnosed,
thanks to courageous action by scientists, political leaders,
activists, and communities, the global response to the AIDS
pandemic has made remarkable progress against a virus
with no vaccine and no cure. Yet, increasingly as we have
reached more and more people, it has been inequality
that drives the continued pandemic. And now the collision
of pandemics of AIDS and COVID-19 have blown us off
course. Inequalities have deepened, poverty, and debt,
worsened and HIV risks exacerbated.
And that moment has not passed. It continues. We are in
an era of pandemics and of crises.
As the papers in this special issue illustrate so powerfully,
the global AIDS response is in danger. Unless there is a
course correction, this will lead to millions of preventable
deaths. The world cannot afford the high cost of inaction.
Though the AIDS response is under significant threat
and strain, there are reasons for hope. Whilst failure would
be fatal, it is not fate. There are pockets of remarkable
resilience where, even amidst crises, services have
continued. Many lives and livelihoods continue to be saved
when AIDS responses equal and inclusive. These guide us
to what we need to scale up.
From the outset, AIDS has been as much a political
condition as a medical one. This was one of the key lessons
that guides UNAIDS. The unprecedented achievements of
the response are a testament to bio-medical progress, but
they are also a consequence of political action on the social
and structural drivers of HIV vulnerability. The combination
of science, political leadership and activism has put a
remarkable three-quarters of all people living with HIV have
access to antiretroviral treatment. Such progress inspired
the pledge by leaders to end the AIDS epidemic as a public
health threat by 2030.
But we must be frank. Right now we are not on track to
fulfil that promise. AIDS continues to take lives, especially
in the most marginalized and excluded communities.
Approximately 10 million people living with HIV do not have
access to antiretroviral treatment, and only half (52%) of
children living with HIV have access to lifesaving medicine.

Progress in prevention and treatment is faltering around the
world, putting millions of people in grave danger. In East and
Southern Africa rapid progress from previous years slowed
significantly in 2021. Eastern Europe and central Asia, Latin
America, and the Middle East and North Africa have all
seen increases in annual HIV infections over several years.
In Asia and the Pacific, UNAIDS data now shows new HIV
infections are rising where they had been falling. These
realities masked strong declines in new infections in West
and Central Africa. In a pandemic, progress against the virus
cannot succeed in one country or one region alone. Action
to tackle the inequalities driving the pandemic is essential to
prevent millions of new HIV infections.
In 2021, the AIDS pandemic took a life every minute,
on average, in 2021, with 650 000 AIDS deaths despite
effective HIV treatment and tools to prevent, detect, and
treat opportunistic infections. We will not end AIDS without
confronting the structural factors that fuel it. Extreme
poverty, gender inequality, social marginalization and
discriminatory laws increase vulnerability to HIV and limit
the reach and effectiveness of treatment. HIV infection, in
turn, impoverishes households, exacerbates inequalities,
diminishes opportunities for economic and social
advancement, and causes profound human hardship. At the
national level, the continuing impacts of HIV hinder gains in
poverty reduction, education, health and gender equity.
These deep-rooted and interwoven conditions demand
collective action that strikes at the heart of intersecting
inequalities in wealth and income, gender, key population
status, ethnicity, and beyond. The evidence is clear that
structural interventions are key in addressing the linked
challenges of HIV, extreme poverty, and social and
economic inequality. Effective strategies include: ensuring
equal access to new health technologies; economic and
community empowerment, especially for women and
for marginalised communities; transformative legal and
policy changes such as decriminalization, enactment
and enforcement of anti-discrimination provisions, and
campaigns to change social norms; and social protection
initiatives such as cash transfers and housing support. A
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well-designed conditional cash transfer program for young
women, for example, can increase school attendance, help
prevent new HIV infections, promote poverty reduction, and
contribute to more equitable gender norms.
Investments in ending AIDS, COVID-19 and inequalities
make both political and economic sense by promoting fairer
distribution of opportunity, inclusive economic growth and,
ultimately, and more resilient and secure societies. In many
countries, where the AIDS response has been sufficiently
resourced, it has shown highly equalizing force — for
example ensuring that those in poverty have equal viral
suppression levels to those in the top income quartiles. That
is an achievement. But it is far from universal. Inequalities
are driving the continued pandemic; and HIV is further
widening those inequalities. Examples of progress point
toward what effective pandemic response requires – with
some of the strongest progress where community-led
services, enabling legal and policy environments, and
equitable services are clearest.
The papers in this special issue point to a range of urgent
actions. Critical ideas come to the fore. First, uniting the
movements for ending AIDS and ending COVID-19 with
those struggling against inequality and discrimination.
Second, ensuring that countries and international partners

Introduction – Kavanagh

ramp up long-term investments to confront the structural
drivers of HIV, COVID-19 and inequalities. Third, addressing
the inequalities that stop people receiving HIV prevention,
testing and treatment services. Fourth, realizing human
rights and gender equality. Fifth, a new push for HIV
prevention. Sixth, supporting and effectively resourcing
community-led responses. Lastly, ensuring sufficient and
sustainable funding. Here, major new investment to ensure
a fully funded global AIDS response is essential both from
international donors and governments in low- and middleincome countries. Coordinated international action is also
required to alleviate the debt crisis facing too many countries
and to counteract the pressure for short-sighted and
counterproductive national austerity measures.
We have a wealth of approaches that the evidence confirms
succeed — in short we know how to stop pandemics.
Whether we do, lies in a combination of political will and how
we deploy resources. Investing enough in the HIV response
now, so that we work to defeat the AIDS pandemic quickly is
much less expensive than underinvesting now in an effort to
defeat it slowly. Alongside many preventable deaths and new
infections, moving against AIDS today also rational economic
self-interest. The papers in this issue can help inspire the
courage we need to get there.
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The global HIV response at 40
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It is helpful to divide the global HIV response into three phases: The first, from about 1980 to 2000, represents
“Calamity”. The second, from roughly 2000 to 2015 represents “Hope.” The third, from 2015, is unfolding and may
be termed “Choices” – and these choices may be severely constrained by COVID, so “Constrained Choices in
an era of COVID” may prove more apt. As we take stock of HIV at 40, there are positive lessons for the wider
health response — and challenging reflections for the wider impact of the global HIV response. The positive
lessons include: (1) the importance of activism; (2) the role of scientific progress and innovation; (3) the impact of
evidence in concentrating resources on proven approaches; (4) the importance of surveillance to understanding
transmission dynamics; (5) the use of epidemic intelligence to guide precision implementation; (6) the focus on
implementation cascades (diagnosis, linkage, adherence, disease suppression); and finally (7) an overarching
execution and results focus.
Given this remarkable legacy, it seems churlish to ask whether the HIV response could have achieved more. Yet,
consider these approximate figures. Development assistance for HIV totals about 100 billion dollars, 70 billion from
the USA matched by roughly 100 billion in domestic resources. For 200 billion dollars, should we not have achieved
more than 23 million people initiating treatment (very crudely, 10 000 dollars per person on treatment)? Much of
the hundred billion dollars of development assistance (roughly half) focused on about a dozen priority countries in
eastern and southern African. The larger PEPFAR recipients, with populations of roughly 50 million, each received 5
billion dollars or more cumulatively. And there are further Global Fund contributions of an additional billion dollars
in many of these countries. For 6 billion dollars per country, should we have expected more?
The World Bank Human Capital Project posits that to maximize human capital formation, countries must ensure
that their children survive, are well nourished and stimulated, learn skills and live long, productive lives. Using
the Human Capital Index (a composite index based on these factors), South Africa — the largest HIV financing
recipient — ranks 126th of 157 countries, below Haiti, Ghana, the Congo Republic, Senegal and Benin. Consider
how many recipients of major HIV development finance fall into the bottom fifth: Namibia, Botswana, Eswatini
(formerly Swaziland), Malawi, South Africa, Tanzania, Zambia, Uganda, Lesotho, Ethiopia, Mozambique, Cote
D’Ivoire and Nigeria. Of course, causality is unresolved and there are several possible explanations: (1) low human
capital formation may increase HIV transmission; (2) the HIV epidemic may have intergenerational impacts; (3) the
all-consuming focus on HIV may have displaced other health, education and development priorities. Yet, it remains
hard to see these data and to argue that successful HIV responses among the largest HIV financing recipients
strengthened their wider health sector and human development outcomes.
A plausible principle emerges. Narrowly targeted disease-specific emergency responses may lead to disease-specific
gains but do not improve governance or national systems capacity or wider disease or development outcomes. This
is not to undermine the emergency origins of the HIV response; 2021 is not 2000 and it is unlikely that we would
have 23 million people initiating treatment without an emergency response. Yet, there are reasons (intensified by
COVID), to suggest that we must pivot towards long-term, integrated, developmental, nationally owned and financed,
systems-orientated responses — particularly when both development assistance and national budgets are likely to be
constrained in an era of COVID.
Keywords: COVID, World Bank
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
This article is adapted from a plenary talk given on the eve
of COVID in 2019. It represents a snapshot assessment of
the potential contribution of the HIV and AIDS response to

wider health and development challenges before COVID-19
emerged. It also reflects on the challenges and opportunities
posed by the intersecting HIV and COVID-19 epidemics,
both on one another and on the resilience of health systems
for future epidemics.
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Since the first cases of AIDS were reported in 1981,
the emergence of new epidemic diseases has become
commonplace (but no less tragic): severe respiratory
syndrome (SARS), Middle East respiratory syndrome
(MERS), Ebola, Zika and now, coronavirus disease (COVID19). As the HIV and AIDS epidemic enters its fifth decade,
it is important to take stock of the progress achieved and
the lessons HIV can offer for other global health crises,
including the COVID pandemic. At the same time as we look
at the path forward for HIV, we must reflect on the potential
limitations of the emergency, disease-specific approach
taken thus far, and the shifts needed to integrate HIV into
broader health systems.
As we reflect on 40 years of the global response to HIV
and AIDS, it may be helpful to divide the response into three
phases. The first, spanning two decades from about 1980 to
2000, represents “Calamity”. The second, from roughly 2000
to 2015, represents “Hope”. The third, from 2015 onwards,
is still unfolding and may provisionally be termed “Choice”.
Calamity (1980–2000)
The human immunodeficiency virus was identified among
gay men in North America in 1981, then observed in
western Europe, the Caribbean and central Africa. For
two decades, HIV scythed through gay communities
worldwide, leaving a trail of emaciation, bedside death vigils
and funerals. It is impossible to overstate its devastating
impact among gay communities, who were still striving for
acceptance and rights.
Most unexpected was the HIV wildfire that raged through
Africa, initially central Africa, but thereafter, with even
greater ferocity southern Africa. In Botswana, HIV-infection
rates among pregnant women at prenatal clinics grew from
roughly 6% in 1991 to 30% in 1993. In Francistown, 43%
were HIV-positive (Hensle, 1998). South Africa (with 0.7% of
the world’s population) quickly became the global epicenter
of HIV with one-fifth of HIV infections globally (Abdool-Karim
et al., 2009).
During these years, the response was laregly
characterized by denial, discrimination, limited resources
and impotent prevention responses with few tools and
successes. Care was palliative and inadequate. Within
decades, AIDS would claim over 30 million lives. There
seemed no respite in sight.
Hope (2000–2015)
This scenario began to change by the 2000s. Unprecedented
advocacy and media coverage, driven by the emerging story
of HIV and AIDS in Africa, led to a global response (Brodie
et al., 2004). This was spearheaded by the USD 15 billion
United States President’s Emergency Plan for AIDS Relief
(PEPFAR) project — the largest global health initiative in
history — and supported by the creation of the Global Fund
to Fight AIDS, Tuberculosis, and Malaria. HIV-treatment
costs fell by more than ninety per cent from over USD
10 000 to under USD 100 per year, owing to political
pressure and an unprecedented pivot to mass production of
generics (Mills et al., 2012). Annual development assistance
for HIV and AIDS peaked in 2012 at over USD 12 billion
before falling to USD 9 billion in 2020 (IHME, 2022).
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By 2015, 17 million people living with HIV were on
treatment globally, over three-quarters of whom were in
sub-Saharan Africa (UNAIDS, 2016; Mikkelson et al., 2017).
AIDS deaths fell by almost half and almost eight million
deaths were prevented (UNAIDS, 2016; WHO, 2015). By
2015, population-based life expectancy in Kwazulu-Natal
province of South Africa surpassed pre-epidemic levels
(Narsai et al., 2016). Hope was restored to communities,
countries and a continent. It is hard to exaggerate how
fundamentally the AIDS landscape was transformed from
2000 to 2015.
Choice (2015–)
The post-2015 era presented demanding choices. It is
helpful to first reflect on what was achieved and learned
before we ask more searching questions.
Lessons from the global response to HIV and AIDS
The greatest achievement is incontestably 27 million people
initiating treatment (UNAIDS, 2021). It is an implementation
marvel that breathed life and hope into a continent. The
evolution of the HIV response and the innovations behind
this achievement have had a far-reaching impact on
scientific, medical and public health practices. They offer
inspiring lessons for global health, particularly as the world
faces the intersecting epidemics of HIV and COVID-19.
Here, we highlight seven key lessons.
Activism
Activism is a defining feature of the global response to HIV
and AIDS. Unprecedented science-informed, communitybased activism is what led to the free, widely available
treatment that made everything else possible (Harrington,
2010). It also holds important lessons for combating the
discrimination and stigma associated with tuberculosis (TB)
and other diseases, including COVID-19 (Daftary et al.,
2017).
Scientific progress
The HIV response is typified by scientific discoveries such
as combination treatments, technological innovations such
as rapid, point-of-care tests, and implementation advances
such as single-dose pills (Klausner & Broutet, 2017).
The story of HIV has inspired innovation in the historically
cautious fields of TB, the neglected field of hepatitis C
virus (HCV) and the rising challenge of noncommunicable
diseases (NCDs) (Denkinger & Pai, 2012; Lazarus et al.,
2014; Palma et al., 2016). Technologies initially developed
for HIV — such as rapid, point-of-care diagnostics and
novel vaccine platforms — have also enabled the rapid
implementation of diagnostic and immunization capacity for
COVID-19 (McMahon et al., 2020).
Evidence
HIV’s evolution from having no proven approaches
and numerous contesting candidate interventions to
overwhelming alignment behind three key investments —
(1) targeted interventions for key populations; (2) male
circumcision; and (3) treatment — is remarkable. Those of
us working in other public health fields, especially nutrition,
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population and NCDs, marvel at the absence of evidence
for major investments and reluctance to de-vest unproven
approaches (Heidkamp et al., 2021; Collins et al., 2022).
One of the authors’ favorite sayings in health is: “If a thing is
not worth doing, it is not worth doing well.” Or, in Deming’s
more elegant words: “It is not enough to do your best; you
must know what to do, and then do your best” (1986).
Surveillance
HIV began with sentinel surveillance and expanded to key
population surveillance using ingenious sampling methods
and population-based surveillance, often bio-demographic
and health surveys. The systematic use of surveillance
for understanding, planning and action has inspired
strengthened surveillance in other fields, including TB, HCV
and NCDs (Weinstock, 2009; Lazarus et al., 2014; Patel et
al., 2018). And now, with the COVID-19 pandemic, countries
such as South Africa have been able to leverage existing
HIV-surveillance infrastructure and capacity for a rapid and
sustained response to COVID-19 (Adepoju, 2022).
Precision implementation
The use of surveillance for micro-understanding,
micro-targeting and precision implementation informed by
performance data is a hallmark of the HIV response (Wilson
& Taaffee, 2017; Aral et al., 2015). To a far greater extent
than other fields, HIV understands — and acts on — the
who, where, why and how of precision implementation. HIV
epitomized a form of predictive analytics before today’s data
science revolution.
The continuum of care
The implementation cascade from diagnosis to linkage
to care to treatment adherence to disease control is not
new; Tanahashi famously described it in 1978 and TB has
used descriptive cascades for years. However, the use of
implementation cascades as a practical, near real-time
diagnostic, remedial and management tool is new. Other
disease areas have described their cascades, but few
have aggressively used them as HIV and AIDS has as a
performance tool and sought to understand and remediate
breakpoints in the cascade. Few other program managers
have care cascade figures, breakpoints and remedial
measures at their fingertips. As countries work to develop
their public health programs for the early identification and
containment of COVID-19, HIV and AIDS offers a useful
example of how a focus on cascades and targets can
strengthen both disease surveillance and outcomes (FraserHurt et al., 2021).
An overarching execution and results focus
In keeping with its emergency antecedents, HIV has an
execution and results focus — a can-do, must-do, whateverit-takes ethos informed by near real-time data.
Key challenges to the HIV response
Given this remarkable legacy, it seems almost churlish to
ask whether the HIV response could have achieved more.
Yet, consider these figures. Between 2000 and 2015, nearly
USD 563 billion was spent on HIV and AIDS globally, 57.6%
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of which was financed by governments (Global Burden of
Disease Health Financing Collaborator Network, 2018). As
former President of the World Bank and originator of the
groundbreaking “3 x 5” campaign Jim Kim asks: for USD 563
billion, should we not have achieved more than 27 million
people initiating treatment? After all, that is very crudely
USD 21 000 per person on treatment.
Also, consider investments by country. Much of the
development assistance for HIV and AIDS (roughly half),
focused on about a dozen priority countries in eastern
and southern Africa. Indeed, UNAIDS estimates that this
sub-region has half a billion more than it needs for HIV. The
larger PEPFAR recipients (with populations of roughly 50
million) each received USD 5 billion or more cumulatively.
This excludes Global Fund contributions of an additional
USD 1 billion in many of these countries. For USD 6 billion
per country, should we have expected more?
Working in South Africa on wider health and human
development challenges made it impossible to suppress
these reflections. South Africa is an upper-middleincome, BRICS and G20 country. It has the world’s largest
HIV-treatment and research program — and the greatest
HIV expertise outside the US. It has received more than
USD 6.2 billion from PEPFAR and over USD 1.3 billion
from the Global Fund and other donors (US Department of
State, 2020; Global Fund, 2022).Yet, South Africa’s infant
mortality rate of 26 places it 135th of 193 countries, below
Guyana, Nepal and Kyrgyzstan (WHO, 2020). South Africa
is among the world’s ten most under-immunized countries
(Berkley, 2019). Only 84% of children receive all DPT3
doses — compared to 91% in Rwanda, with roughly a sixth
the income (UNICEF, 2020).
The picture is starker still when one turns to wider human
development,. The World Bank’s Human Capital Project
posits that to maximize human capital formation, countries
must ensure that their children survive, are well nourished
and stimulated, learn skills and live long, productive
lives. Using the Human Capital Index — a simple, robust
composite index of human capital based on these factors —
South Africa ranks 135th of 174 countries, below Haiti,
Ghana, and Togo. Consider how many major recipients
of HIV-development finance fall into the bottom quarter:
Namibia, Botswana, Eswatini (formerly Swaziland), Malawi,
South Africa, Tanzania, Zambia, Uganda, Lesotho, Ethiopia,
Mozambique, Cote D’Ivoire and Nigeria (World Bank,
2021a). The list is long.
Of course, causality is unresolved and there are several
possible explanations. First, low human capital formation
may increase HIV transmission. Second, the HIV epidemic
may have intergenerational impacts from the decades
of peak mortality preceding treatment, especially among
health and education workers. Third, we may overestimate
how much treatment reversed the adverse health impacts
of AIDS. And fourth, the consuming focus on HIV may
have displaced other health, education and development
priorities. Yet, it remains hard to see these data and to argue
that South Africa’s successful HIV response strengthened
wider health sector and human development outcomes.
It unquestionably strengthened laboratory, scientific and
epidemiological capacity, but whether it contributed to wider
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public health capacity, health systems and societal health
resilience is questionable.
A likely principle emerges. Narrowly targeted, diseasespecific emergency responses may lead to disease-specific
scientific and implementation gains but are unlikely to
improve capacity in governance or national systems and
wider disease or development outcomes. It is striking that
countries that have sought to integrate HIV responses into
wider governance and health systems reforms (notably
Rwanda and Ethiopia) have made far greater progress in
wider health outcomes (Nsanzimana et al., 2015; Assefa
et al., 2018). There is a further challenge: emergency
responses (as opposed to longer-term developmental
approaches) do not evoke the governance, systems and
financing reforms that are needed to sustain long-term
national responses.
This is not to undermine the emergency origins of the HIV
response; 2022 is not 2000 and it is unlikely we would have
27 million people initiating treatment without an emergency
response. Yet, there are three reasons to suggest we now
need to pivot towards long-term, developmental, nationally
owned and financed responses. First, assertions that we can
end this epidemic are premature. We will be living with HIV
into the next century. Even if we could miraculously end all
HIV transmission now, treatment costs would continue to
grow for decades. Second, it will be increasingly difficult to
sustain emergency disease-specific HIV responses without
integrating them into wider health systems and national
developmental financing plans. Third, we are unlikely to
achieve the wider health and human development outcomes
we all seek without wider governance and systems
improvements.
The way forward for HIV
Let us conclude with an illustration of the possible contours
of a wider developmental approach by using the specific
imperative of HIV financing, an urgent challenge for four
major reasons.
First, HIV’s reliance on development financing is highly
exceptional. Consider TB. Of approximately USD 9 billion
spent annually on TB, about USD 8 billion is domestic and
one billion is international (IHME, 2022). Overall, health
development assistance accounts for 5.3% and 3.9% of
total health spending in low-income and lower-middleincome countries, respectively (Moitra et al., 2021).
Moreover, unlike other health or development financing, HIV
development finance is perilously reliant on one financier:
the US accounted for almost three-quarters of global HIV
financing in 2019 and contributes approximately one-third of
the Global Fund (Kates et al., 2020; Global Fund, 2016). In
comparison, the largest World Bank development assistance
investors contribute about 10%.
Second, many high-HIV burden countries face a specific
challenge: they have graduated to middle income status
and evidence shows that development assistance declines
significantly after graduation (Knack et al., 2014). Yet, their
reliance on development financing for HIV remains vast.
Third, countries have little incentive to assume greater
domestic responsibility for HIV while development partners
finance the response (Lyman & Wittels, 2010). Countries
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such as Ghana and Tanzania omitted any HIV services from
their emerging health insurance schemes because their
inclusion would denote some domestic capacity to pay.
Fourth, finance ministries do not actually see or need to
plan for most HIV inflows because they are off-budget (often
through non-state actors) and invisible to them. They are,
therefore, not confronted by the need to plan for them.
What would a developmental response to sustained
HIV financing look like? We will suggest nine possible
steps. First, economic growth remains the handmaiden of
increased domestic financing. If a country’s economy grows
at seven per cent annually for a decade (as Rwanda’s
has) then its economy and its health budget automatically
doubles within a decade. If it grows below one per cent (like
Burundi) then its economy doubles every century.
Second, we must increase fiscal capacity, which refers to
the percentage of GDP captured in revenues. Low-income
countries typically capture 10 to 15 per cent; middle-income
countries 20 to 30 per cent; and high-income countries
30 to 40 per cent. This means reducing international tax
evasion and corruption. It also means increasing domestic
taxation, which presents a particular challenge. In contexts
where the formal economy and employment are small
(and even shrinking), consumption taxes, especially on the
digital economy, are attractive. However, such taxes are
regressive; they fall disproportionately on the poor.
Third, we must increase the share of government budgets
allocated to health. Most African countries are below global
norms and the Abuja Declaration target of allocating 15%
cent of their national budgets to the health sector. Some
countries (e.g. Kenya and Tanzania) reduced the share of
the budget they allocated to health for several years while
development financing inflows were strong (World Bank,
2016). Others (e.g. Nigeria and Pakistan) allocate less
than 5% of their budgets to health (WHO, 2019). No good
outcomes are possible with such low spending.
Fourth, we must integrate HIV into wider health financing
plans for universal health coverage while ensuring the
inclusion of key populations. Finance ministries typically
allocate funding to the health sector and not to individual
diseases within that sector. The health sector must make
objective decisions about health priorities based on
transparent criteria reflecting societal values including, but
not limited to, cost-effectiveness. The major vehicle for
determining health priorities is a health benefits package
specifying what services will be offered in each context.
Health budgets are developed in concert with health benefits
packages. HIV has largely been excluded — or excluded
itself — from such critical processes. In doing so, it risks
being marooned if and when development financing dries
up.
Fifth, in the context of integration, countries must set
goals to ratchet up domestic HIV financing, albeit at variable
speeds. Upper-income countries and BRICS (Brazil,
Russia, India, China and South Africa) will be expected
to rapidly finance their entire responses. Lower-middleincome countries must substantially and progressively
increase domestic financing year-on-year for several years.
Low-income, high-burden countries face fewer expectations
to reduce reliance on development financing but cannot be
complacent.
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Sixth, and related, development assistance should
increasingly focus on sustaining health services in the
lowest-income countries and supporting domestic resource
mobilization in middle-income countries.
Seventh, we must seek greater efficiencies in health
in areas such as procurement, management, service
integration and staffing. Ministries of finance typically view
ministries of health as inefficient, low on budget execution
and results, and undeserving of budget increases.
Eighth, we must seek innovations that increase efficiency
and value in health services, including scientific discoveries
such as vaccines and long-lasting treatments, but also
implementation advances such as digital payments,
automated verification and anomaly detection, telemedicine,
task-shifting and decentralized pharmaceutical distribution.
Ninth, we must champion and harness the power of other
sectors for health. Several studies show that education and
social assistance (particularly for girls) improve a range
of health outcomes (Campbell et al., 2014; Pega et al.,
2017). Even before the COVID-19 pandemic, the world was
already experiencing a learning crisis, with over half of all
ten-year-old children in low- and middle-income countries
without basic literacy. With the global disruption to education
caused by COVID-19, this could rise up to seventy per cent
(World Bank, 2021b). Addressing this worsening learning
crisis may have positive benefits for health.
This leaves us with two issues: (1) Have we engineered
a global HIV response designed to maximize HIV
treatment, while unintentionally minimizing wider health
benefits? (2) There are both push and pull reasons for
countries to transform their HIV responses from externally
financed emergency actions to developmental responses,
characterized by integration into strengthened national
health systems and budgets. The push is the risk of
reduced development financing; the pull is the opportunity
for wider health and human development impacts. Will
these factors suffice? So far, they have not. Calls for a
transition to stronger national ownership and financing have
been undermined by suggestions that we can end the HIV
epidemic with a surge and have elicited limited success.
Ultimately, the question we face is whether the AIDS
transition is planned and managed or whether it requires a
train wreck to provoke action.
While we still have time to choose, the ongoing COVID-19
pandemic commands urgent action. It has exacerbated
existing challenges and inequalities, threatening to derail
decades of progress in the HIV response. At the same time,
the COVID-19 pandemic has also forced health systems
to adapt and innovate in unforeseen ways. Can COVID-19
offer the impetus needed to invigorate and improve the HIV
and AIDS response?
Finally, reflecting on HIV and COVID-19
The analysis suggested in this article (prepared before
COVID) fits much of what we have seen during the
COVID-19 pandemic. South Africa is a useful example.
The laboratory, diagnostic, surveillance, epidemiological
and genomic capacity established in South Africa largely
in response to HIV and also TB is remarkable. South Africa
has led the world in many areas of COVID-19, particularly
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genomics and also vaccine trials. Yet, this immense scientific
capacity has not spared South Africa from one of the worst
COVID-19 epidemics in the world — nor, in fairness, should
it be expected to do so. This is more an observation on the
limits of technological interventions in societies with so many
of the common drivers of HIV, TB and even COVID-19 —
poverty, inequality, poor housing and living conditions,
limited social capital, cohesion and confidence in institutions,
uneven and overstretched primary health care facilities and
tertiary facilities under immense pressure. Many of these
same drivers can be seen in South America, a high capacity
region that also experienced a severe COVID-19 crisis.
There is a limit to how much single disease platforms and
technological interventions can remediate health systems
and social vulnerabilities. This is not in any way to denigrate
South African scientific leadership in HIV, TB or COVID-19,
which has been a true global public good.
COVID-19 makes the need for resilient, robust adaptive
health systems clearer than ever and yet harder to attain.
The impact of the disease as well as global instability on
economic growth and government budgets is likely to be
deep and protracted. Many countries may face a double
shock of constrained development assistance for health
and highly contested domestic budgets. This necessitates
deeper integration of health financing and services, and
greater efficiencies through integration and increased
allocative and implementation efficiency.
In many ways, COVID-19 has deepened a tension
raised by HIV. Both HIV and COVID-19 are exemplars of
unprecedented and unexpected scientific progress. HIV
showed that despite prevailing misgivings, effective antivirals
could be developed and produced cheaply at large-scale.
COVID-19 showed that we could develop and produce
vaccines at unprecedented scale within just a year. And
yet, large numbers of people with HIV still do not receive
lifesaving treatment and there are now more free COVID-19
vaccines available than there is demand, particularly in
low-income countries. These are due to implementation
challenges, building demand and confidence, building
effective primary care systems including last mile capacity,
and accessing hard-to-reach priority groups.
If there is a lesson from both HIV and COVID-19 it is that
we need to combine scientific and social progress by striving
to match unparalleled scientific progress with resilient health
systems, with deep community roots and trust, and with the
capacity and flexibility to respond to new challenges.
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In 2020 the Global Fund for AIDS, Tuberculosis and Malaria initiated a new funding modality, the COVID-19
Response Mechanism, to mitigate the pandemic’s effects on HIV, TB and malaria programmes and health systems in
implementer countries. In 2021 UNAIDS introduced an innovative technical virtual support mechanism for COVID-19
Response Mechanism proposal development to help countries quickly implement COVID-19 interventions while at
the same time adapting HIV and related services to the pandemic’s circumstances and mitigate its impact while
maintaining hard-won gains. It also intended to ensure more attention was paid to communities, human rights and
gender considerations in proposal development, resulting in successful proposals to mitigate COVID-19’s impact,
bring human rights-based and people-centred HIV programmes back on track and even expand their reach through
using new delivery platforms. In 2021, applications from 18 sub-Saharan African and Asian countries received
in-depth remote peer reviews. We discuss the reviews’ key findings and recommendations to improve proposal
quality and identify future opportunities for virtual technical support. The model was successful and contributed
to better quality funding applications, but also highlighted challenges in pandemic mitigation, adaptations and
innovations of HIV programmes. Countries still fell short on comprehensive community, human rights and
gender interventions, as well as innovations in HIV service delivery, especially in prevention and gender-based
violence. Several other weaknesses meant that some countries would have to refine their programme design and
implementation model in the final version of their funding application. There are implications for future assistance
to countries trying to mitigate the impact of COVID-19 on their health programmes and innovative ways to deliver
technical support using new technologies and local expertise.
Keywords: gender-based violence, HIV programme adaptations, COVID-19 impact mitigation, UNAIDS, remote peer review,
technical assistance
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
In 2020, the Global Fund for AIDS, Tuberculosis and
Malaria (the Global Fund) established a special model, the
COVID-19 Response Mechanism (C19RM), to respond
to the urgent need for support to mitigate the impact of
coronavirus on countries’ disease programmes and health
systems. As the pandemic took hold, new donor support to
C19RM expanded the pool of emergency support available
to countries. In 2021, the Joint United Nations Programme
for HIV/AIDS (UNAIDS) set up an innovative virtual
technical assistance (TA) mechanism to support countries
preparing applications for C19RM’s second phase. This
virtual support desk mechanism comprised in-country TA
(with the availability of a documents repository, clinics and
one-to-one support) for proposal development and remote
virtual peer reviews of draft grant applications by a team
of experts working in English and French. The TA was

designed based on experiences learnt in assisting countries
to prepare their 2020–2022 Global Fund Funding Requests
(FRs) and first applications to C19RM in the previous year,
2020. Some of the shortcomings identified in the first round
of C19RM applications included the limited inclusion of
community, rights and gender (CRG) interventions. Attention
to CRG interventions was deemed important because of the
rising number of human rights violations during COVID-19
lockdowns that affected people living with HIV (PLHIV) and
key and vulnerable populations (KVPs), including gay men
and other men that have sex with men and sex workers.
There were also more reported cases of gender-based
violence (GBV) in many countries. The potential of using
community-based and community-led service provision was
also often overlooked during those initial submissions.
Therefore, the main purpose of the virtual support for the
second round of C19RM applications was to help countries
to develop quickly proposals that would: (1) pay more
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attention to CRG considerations; (2) mitigate the impact of
COVID-19 on HIV programmes; and (3) design interventions
to bring HIV programmes back on track and even expand
their reach, tailored to the pandemic context in each country.
However, support was also available for other aspects of
proposal development, including TB and malaria programme
mitigation as well as areas related to strengthening health
systems, particularly community systems.
The virtual support was launched in May 2021 by the
UNAIDS Technical Support Mechanism (TSM),1 funded
by a grant from the United States Agency for International
Development through its Office of the Global AIDS
Coordinator.
In this paper, we consider the lessons learnt in providing
virtual support to assist countries in their efforts to mitigate
the impact of coronavirus on their disease programmes and
health systems. We explain the weaknesses found in the
draft proposals reviewed through the TA support and make
recommendations to help improve their quality in future. In
addition, we also provide some considerations for applying
new technologies and empowering local expertise in the
provision of technical support.
The Global Fund’s response to COVID-19
Since early 2020, many HIV, TB and malaria (HTM)
programmes have faced significant disruptions due to
COVID-19 related public health measures, supply chain
challenges, impediments to health service attendance, and
impact on health care systems (The Global Fund, 2021a).
As countries went into lockdown, pandemic responses
interrupted critical testing and prevention activities,
particularly for KVPs who are most at risk of contracting HIV
(The Global Fund, 2021b). In many countries, the national
responses that inhibited movement negatively impacted HIV
prevention programmes, especially for KVPs and adolescent
girls and young women and their partners. Services such as
antenatal care (ANC), HIV testing and early infant diagnosis,
and treatment initiation/adherence, were all adversely
affected. The pandemic also highlighted the central role of
communities, community-led organisations, and community
health workers in national responses.
Another key impact, which became apparent even in
the very early stages of the pandemic in 2020, was the
significant rise in GBV (UNDP, 2020) and human rights
abuses (Mittal & Singh, 2020). Unemployment soared, and
access to health care for the poorest and most vulnerable
was compromised. COVID-19 made people less likely to
seek health care because they could no longer afford to do
so and/or they were afraid of being infected with the virus.
Fear and uncertainty surrounding COVID-19 also increased
stigma and discrimination.
In 2020, in response to the pandemic, the Global Fund
introduced grant flexibilities and the C19RM to help
countries fight COVID-19, mitigate its impacts on lifesaving
HTM programmes, ensuring the availability of critical health
commodities to deal with priority diseases, and prevent
fragile health systems from being overwhelmed (The Global
Fund, 2020). To date, the Global Fund has disbursed some
USD 894 million in terms of 2020 grant flexibilities and
C19RM grants (The Global Fund, 2021c).
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Allocating extra funds to tackle programme disruptions
The Global Fund’s allocation methodology sought to
increase the impact of programmes to prevent, treat and
care for people affected by HTM, and build resilient and
sustainable systems for health. It allocated USD 12.71
billion for country allocations and USD 890 million for
catalytic investments for the 2020–2022 allocation period
but likely to be used between 2021 and 2023. All countries
receiving funding from the Global Fund, including regional/
multi-country recipients, were eligible to receive C19RM
funding in addition to their 2020–2022 allocations. As per the
core allocations, C19RM funds could be used until end 31
December 2023.
In 2021, the Global Fund received an emergency fund
of USD 3.5 billion for the C19RM provided by the United
States Government followed by additional contributions from
Canada, Denmark, Germany, Luxembourg, the Netherlands,
Norway, Sweden and Switzerland. Accordingly, the Global
Fund was able to accelerate its response to the pandemic
and continue support through C19RM 2.0 in 2021. As of
8 October 2021, the Global Fund had awarded a total of
USD 4billion to more than 100 low- and middle-income
countries to address COVID-19.
Under C19RM 2.0 in 2021, the Global Fund placed
a stronger focus on strengthening partners’ and
communities’ engagement. Eligible investments included:
(1) actions to reinforce national responses to COVID-19;
(2) pandemic-related adaptation of HTM programmes;
and (3) strengthening health and community systems.
The Global Fund also stressed that these three areas
“should also incorporate cross-cutting activities that bolster
community responses to COVID-19”.
The details of how countries could access the C19RM
funding can be found on the Global Fund website.2
In brief, all eligible countries were allocated a basic
amount equivalent to 15% of the applicant’s 2020–2022
country allocation which, in principle, they could expect
to receive if they were to submit “ambitious, quality and
prioritised” requests. Moreover, countries could access
additional funds, initially the equivalent of 15% of their
2020–2022 country allocations, but this could be more or
less for prioritised programmatic needs.
The size of the allocation awards took account of factors
such as the country’s COVID-19 burden, the extent of
service disruption to Global Fund-supported programmes,
the amount of C19RM 2020 funding previously awarded and
grant absorption progress, and the availability of funding
from other sources.
Countries could request funding through a full FR which
includes programmatic activities. They also had the option
to submit a Fast-track FR that would allow the urgent
procurement of health commodities, including personal
protective equipment (PPE), COVID-19 diagnostics and
therapeutics and associated procurement and supply chain
management costs. However, countries could only use up to
half of their C19RM base allocation for a fast-track FR.
Approaches to be used and materials for developing a
C19RM full FR were similar to those required for regular
Global Fund FRs, e.g., meaningful stakeholder engagement
(especially civil society and KVPs) and endorsement by the
Country Coordinating Mechanism.
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However, there were also some new aspects. It was
expected that, based on the World Health Organization’s
guidelines for COVID-19 Strategic Preparedness and
Response Plan (SPRP) development for 2021, countries
would have prepared their own national plan (NSPRP) and
thus their proposed C19RM activities should also be in line
with the national plan’s pillars as well as being coordinated
with the national COVID-19 response coordinator (World
Health Organization, 2021).
One other major factor affected the development and
submission of C19RM FRs: the turnaround time from receipt
of the Global Fund Allocation Letter, outlining the amount
of funding for which the country was eligible to apply, to
proposal submission was between four to eight weeks.
When one considers that developing a full FR can take as
long as six months or more, it is evident that such a short
space of time, placing additional pressures on countries,
was likely to result in insufficient attention paid to some
important aspects of the FR.
UNAIDS C19RM technical support
The Global Fund had asked partners to support countries in
the development of technically sound C19RM applications.
In 2020 and early 2021, UNAIDS’ TSM had provided
extensive in-country and remote support to countries
developing their 2020–2022 Global Fund FRs and
helped raise USD 7.4 billion for 61 countries. It had also
already assisted several countries with their first C19RM
applications. The 2021 C19RM virtual support model was
therefore built on experiences and lessons learnt from the
Global Fund proposals and the first round of the C19RM.
During the same period, TSM also supported technical
assignments for HIV mitigation, continuation of HIV
services, adaptations and scale-up. Some of these were
COVID-related (e.g., information on impact and responses,
innovative models, support to national task teams and
community-led systems responses), or had a partial COVID
focus (e.g., service access plan, combination prevention
innovations and social protection). UNAIDS also supported

Visit our
virtual community

non-COVID assignments such as enhancing the resilience
and recovery of national HIV responses in the time of COVID
(e.g., differentiated HIV service delivery (DSD) including
multi-month dispensing (MMD) of health commodities,
and community-led responses and monitoring, and other
innovations).
In 2021, TSM provided in-country assistance to four
countries’ C19RM applications (Botswana, El Salvador,
Kenya, Zimbabwe) and virtual support to one country (Cabo
Verde). However, the establishment of an online support
mechanism for countries preparing their C19RM 2021
full FRs to the Global Fund was through an entirely new
mechanism, never before piloted, and hence of particular
interest. The support was entirely virtual, not only given
COVID-19 travel restrictions but also because new ways of
working through online mechanisms had resulted in savings,
increased efficiency and enabled the peer review team to
help a greater number of countries. Co-sponsors (UNICEF,
WHO, and others) were kept informed during the peer
review process and contributed by providing documents
for the depository and participating in clinics; some even
contributed to reviewing sections of the draft FRs.
The aim of the enhanced UNAIDS support was to enable
countries to access additional funding from the Global Fund
and submit quality C19RM full FRs, focusing on HIV impact
mitigation and better attention to CRG considerations. This
virtual support desk mechanism is depicted in Figure 1.
It comprised three components: (i) conducting remote
peer reviews of funding applications and providing technical
clarifications (virtual helpdesk); (ii) establishing a Community
of Practice; and (iii) holding virtual clinics on topics relevant
to C19RM proposal development. The Virtual Community
of Practice is shown in Figure 2; each hexagon around
the Community illustrates one of the components of the
application for which TA was provided.
Countries could receive virtual support from specialists
on HIV, COVID-19, CRG and community health systems,
procurement and supply management, budgeting, and other
thematic areas. TSM specialists — and others from UNAIDS
and its co-sponsors — would conduct virtual desk reviews of

virtual clinics

lessons learnt
and examples.

CC the UNAIDS
Country
Director
Figure 1: Virtual Help Desk for C19RM v2.0 Funding Requests with special focus on HIV impact mitigation and community systems
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Figure 2: Virtual Community Of Practice

draft C19RM FRs or clarify technical questions. Consultants
and those drafting FRs were able to access and share the
latest guidelines and examples of COVID-19 adaptations
and cross-cutting considerations for human rights and
gender equality. Those interested could also participate
in regular virtual clinics (webinars) on specific topics such
as CRG, GBV, HIV mitigation, HIV prevention and service
delivery through virtual innovations.
In a similar way as the reviews organised for Global Fund
full FRs, remote desk peer reviews of draft C19RM FRs in
English or French were conducted by a team of experts. In
total, 18 draft FRs were submitted for peer review and, of
these, four resubmitted their proposals for a second peer
review. Applications came from Botswana, Central African
Republic, Chad, Congo, Cote d’Ivoire, Gambia, Kenya,
Liberia, Madagascar, Namibia, Nigeria, Pakistan, Senegal,
Tanzania, Uganda, Zambia, Zanzibar and Zimbabwe. The
corresponding immediate funding for 2021 approved by the
Global Fund was close to USD 1.1 billion.
The peer review process generated several findings, some
of which also apply to peer reviews of ‘regular’ Global Fund
FRs. However, there were also new findings and lessons
that are applicable to the development of any kind of FR, as
discussed below.

Findings
Findings have been grouped under four different areas. First,
weakness related to the completeness and presentation
of the C19RM full FRs. Second, technical robustness of
the applications. Third, opportunities and weaknesses for
community engagement and initiation and expansion of
community models. And lastly, findings related to gender
equality, particularly addressing GBV and sexual and
reproductive health and rights (SRHR).
The key findings of the peer reviews are that, in general,
countries struggled in the limited time available to follow
the application instructions and ensure completeness and
technical robustness. They did not pay sufficient attention to
adapting HIV prevention programmes to take account of the
new context of maintaining service delivery in the time of the
pandemic; and were especially weak in addressing the area
of gender equality, human rights and community responses
to HIV and COVID.
Finding 1: Countries experienced challenges to ensure
completeness and follow the application’s instructions
The peer reviews revealed persistent weaknesses in FRs.
Although the time and resource constraints limited what
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countries were able to prepare, the weaknesses discussed
below nonetheless indicate a lack of attention to instructions.
(a) Draft FRs were not prepared early enough to review
properly. The short time allowed to prepare quality
FRs meant that countries needed to have assembled
experienced personnel to prepare their FRs and work to
a clear plan and timetable. The little time for turnaround
implied insufficient planning. A minimum of 48 hours
should have been allowed for peer reviews to enable the
provision of detailed feedback.
(b) Instructions were not always followed. There was a
surprisingly high incidence of inadequate/incorrect use of
the detailed Global Fund templates and instructions. For
example, key annexes were not always attached to draft
FRs. Reviewers would have been better able to provide
more comprehensive feedback had the necessary
annexes, such as the budget, been attached. Detailed
instructions needed to be followed to the letter or queries
raised. However, if FR writers encountered difficulties,
this suggests that a review of the Global Fund templates
and instructions might be helpful.
(c) The FRs were seeking to obtain C19RM grants yet
they did not provide sufficient information about the
pandemic disruptions to the disease programmes and
health systems. This resulted in what appeared to be
an imbalance in the split of resources between ‘pure
COVID’ activities and those mitigating the impact on
responses to the three diseases and health system
strengthening. On the whole countries seemed to
find it easier to comment on health system challenges
rather than HIV service disruptions in the detail needed
to provide the evidence base for HIV programme
adaptations. As a result, the HIV component was
sometimes poorly thought through, and opportunities
were missed or only partially addressed. Yet many
countries were already implementing interventions such
as DSD, MMD and HIV self-testing (HIVST) that could
have been further expanded to respond to mitigating
the impact of the pandemic on HIV services. Moreover,
there may have been more openness to innovations
due to the unusual circumstances; anecdotally, in many
contexts it was reported that communities showed a
readiness to organise themselves to provide DSD and
MMD, for example, rather than being told how to do it or
responding to central plans.
(d) Generally, proposals demonstrated a limited
understanding of COVID-related good practices and
options for interventions and resource allocation. Despite
COVID-19 restrictions, some FRs included very high
travel-related costs, e.g., meetings, workshops, training
(one country had allocated 49% of its budget to this)
instead of using virtual platforms, innovations or other
new/not-so-new technologies. Applications should have
contained much more information about: (i) programme
disruptions due to the pandemic (and associated
measures); (ii) the use of digital technology to provide
information and services to targeted populations; and (iii)
how the C19RM application and proposed adaptations to
disease programmes to deal with the situation would get
the programmes back on track.
(e) Sections on how interventions were prioritised were
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weak and inadequately explained how activities had
been determined (as also seen in 2020 with ‘regular’
Global Fund FRs). The prioritisation process should
be explained in full, including how interventions were
assessed, ranked and selected for inclusion in the FR,
and clearly state who was involved in the process.
(f) Global Fund grants are a performance-based funding
mechanism so the anticipated outputs and results
should be set out in the FR. Few applications did
so; and, in those that did, the expected results were
mostly unquantifiable and very poorly outlined across
all countries. Outcomes should be SMART (specific,
measurable, attainable, realistic, and time-bound).
(g) There was a failure to link the context (e.g.,
socio-economic) to corresponding proposed interventions
and to the appropriate pillars of the NSPRP. In fact, in
some proposals even failed to reference the NSPRP.
(h) Finally, there was insufficient consideration of DSD. A
country attempting to mitigate the impact of the pandemic
on HIV service delivery should provide DSD where
possible or widen the use of existing DSD modalities
such as HIVST and MMD.
At the peer review stage, most of the draft proposals
reviewed were found to suffer from some or all of the above
weaknesses. These must be avoided when preparing future
submission for grant funding and should be highlighted in
any training provided on proposal preparation.
Finding 2: Many funding requests displayed weak
technical components
A strong technical focus is needed to convince a grantee of
the validity of a proposal. The peer reviewers found most
technical components to be weak. Typically, the weaknesses
were:
(a) A lack of quantified data/information on COVID-19’s
impact on disease programmes and health systems
which made it harder for countries to propose convincing
evidence-based and measurable disease adaptations. A
weak evidence base is equally true of many regular FR
applications.
(b) Despite the significant impact on disease programmes,
some countries only prioritised ‘pure COVID’ support with
no or insufficient investment in health and community
systems strengthening (such as capacity building).
(c) The strong impact of the pandemic on HIV programmes
was inadequately described and supported with
data and the proposed mitigation activities gave
scant consideration to condom programming, preand post-exposure prophylaxis and mother-to-childtransmission (MTCT) through ANC. In future, the ANC
and MTCT status needs to be better described to ensure
the coherence of the context with the proposed modules.
Overall, HIV adaptations were weak: applicants needed
to address all affected services, including voluntary
medical male circumcision, and consider initiating or
scaling up tailored COVID-19 adaptations to HIV services
such as MMD for HIV commodities, not only treatmentrelated but for prevention and harm reduction, HIVST
where applicable, virtual interventions, and many others.
(d) Proposed actions lacked detail with many modules’
interventions reading like shopping lists instead of
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(e)

(f)

(g)

(h)

(i)
(j)

(k)

providing clear descriptions of prioritised effective
activities. Often there was also no indication of whether
countries had had any positive experiences rolling out
innovative COVID-19 mitigation approaches and whether
the proposed interventions would be based on those
lessons learnt.
There were missed opportunities to link services for
adolescent girls and young women to ANC, GBV,
SRHR and sexually transmitted infections, including
HIV. The steep rise in GBV and human rights violations
following the onset of the pandemic was anecdotally
acknowledged yet there were no data on this. In
countries with nomadic populations or refugee camps,
there was a lack of consideration of the impact of GBV
not only on women but on boys. Urban slums, with
‘hotspots’ of underserved communities such as migrants
were also largely neglected.
Even when FRs mentioned human rights violations and
increased stigma and discrimination, they rarely included
appropriate interventions to address these issues aimed
at, for example, police, parliamentarians and legislative
bodies.
Community-led
responses
displayed
missed
opportunities and a lack of innovation. What made
the C19RM different from the usual Global Fund FRs
was the even higher importance placed on the role of
the community. This was especially imperative given
that service mitigation and adaptations also implied
enhanced use of DSD, which would require greater use
of community structures.
It was evident that collaboration with opinion leaders
and social influencers — such as politicians, mayors,
artists, singers and footballers, for example — was
insufficiently exploited to continue reaching people with
HIV prevention and testing messages.
TB programmes were badly hit by the pandemic, but TB
activities were poorly developed in most applications,
including joint HIV/TB activities.
The Global Fund had encouraged applicants to consider
“innovations” but those proposed made little use of
new digital technologies, social media or eHealth, or
alternative and new ways to provide essential services
that were unable to function normally because of COVID.
One of the reasons for this may be due to the problems
inherent in bringing IT-based solutions to poor and/or
rural communities.
Finally, and somewhat surprisingly, applicants rarely
considered how they could link C19RM activities to
interventions under the existing Global Fund grants
and those of the United States President’s Fund for
AIDS Relief (PEPFAR). This was a significant missed
opportunity as synergies and better alignment would
have allowed further integration of services and better
technical efficiencies (avoiding duplication of activities).

Finding 3: Communities did not stand out sufficiently
The Global Fund consistently emphasises that applications
must pay particular attention to community-based/led
initiatives, especially those led by and/or offered to PLHIV
and KVPs, and targeted at hard to reach/under-served
groups such as internally displaced populations, prison
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inmates, miners and long-distance truckers. Yet not
enough attention was paid to initiating or expanding the
delivery of HIV services through community models even
though these offered an alternative to those afraid to seek
services from already overburdened health facilities. This
gap was reflected in: (i) a lack of community-generated
data (for example, countries could have undertaken a
rapid assessment of KVP/PLHIV needs, the findings of
which could inform gaps and needed interventions as was
undertaken in certain regions and countries); and (ii) what
appeared to be insufficient inclusion of representatives from
KVPs in the FR development process. This was surprising
given the Global Fund’s emphasis on inclusive consultations
for FR development reflected in detailed descriptions of the
approach and participants involved. However, there were also
legitimate difficulties in organising consultative processes,
particularly with communities that are marginalised in terms
of access to IT, data and confidence for remote consultative
processes. More emphasis needs to be placed on building
new processes and systems for community engagement in
the COVID and post-COVID reality.
Also, there was an apparent lack of private sector
involvement, when, in some countries, the private sector
provides more than 50% of health care services, especially
in urban areas. It is possible that many countries did not
have a community systems specialist or expertise available.
This must be addressed in future.
The Global Fund also wanted to see evidence not only of
community engagement in developing FRs but also, once
funding had been secured, how communities would continue
to participate. However, it was often unclear to what extent
the constituencies/communities would be involved in
implementation. In fact, the related section was largely left
empty in the drafts that came to the peer reviewers. The
importance of civil society, including in FR development,
implementation and monitoring, was frequently
underestimated. For example, civil society was often not
broken down by its constituents and there was an apparent
lack of engagement of KVP- and PLHIV-led networks. It was
unclear how funding prioritisation/re-prioritisation decisions
were conveyed back to the constituencies or whether
stakeholders were able to provide more inputs other than
during the first consultations. No proposal noted whether
the constituencies’ costs were covered where appropriate
(e.g., transport, etc.) or if consultations were held virtually
and how this worked in communities without access to
e-based platforms. This might show a disconnect between
donors’ expectations about what a robust proposal might
look like on the one hand and, on the other, the issues that
country stakeholders perceive are of most importance to
them. For example, funders tend to want applicants to set
out ‘the ideal answer’ rather than considering more countryspecific proposals that have resulted from a sound process
that addressed gaps in understanding and design through
meaningful community engagement.
Finding 4: More attention was needed for interventions
aimed at addressing women, GBV and SRHR
Under the C19RM, the Global Fund allowed greater
emphasis on HIV impact mitigation through linking HIV and
SRHR services. Integrating SRHR and HIV would allow
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providers to be able to address an assorted range of issues
including those related to gender concerns, such as GBV
and human rights. It was noted that COVID-19 had also had
a significant impact on family planning services, resulting in
gaps in contraception and a rise in the number of unintended
pregnancies (Ameyaw et al., 2021). Yet, despite the evident
gaps in this area, interventions to respond to these were
largely missing.
Some of the activities that might have been considered
included, for example, ensuring continued supplies of
contraceptives delivered through alternative mechanisms if
clinics were closed due to COVID. For survivors of intimate
partner violence, programmes needed to ensure that peer
counsellors and communities (including KVPs) were readily
able to access pre- and post-exposure HIV prophylaxis, and
ensure the provision of rape kits, emergency contraception
and psychosocial support.
Regarding GBV, ensuring continued access to women’s
centres and/or shelters became even more important,
including temporary shelters, and especially for new clients
given the rise in domestic abuse during the pandemic.
Likewise, domestic violence helplines could have been
strengthened and online virtual support networks leveraged
by taking advantage of social media. For post-GBV cases,
the provision of legal aid and expanded community paralegal
programmes was an important consideration, as were
prevention interventions aimed at law enforcement officers
and judiciary. However, most proposals were weak in this
area.
The role of the community in monitoring human rights had
become even more important through increasing community
awareness of potential rights violations in the context of
COVID-19. However, we found that FRs rarely mentioned
the extra barriers related to human rights violations and
increased stigma and discrimination in the COVID context,
resulting from the overuse of criminal laws and punitive
approaches. This is an area that must be better addressed
for HIV adaptations to mitigate the impact of pandemics on
vulnerable populations. Interventions that applicants could
have considered include:
• Supporting community and civil society efforts to prevent
the introduction of new legislation or the application of
existing legislation to criminalise exposure, non-disclosure
or transmission of viruses and communicable diseases.
• Supporting efforts that refocus law enforcement measures
to ensure public safety and refer marginalised groups to
health and social services, and fund efforts to train law
enforcement officers to ensure the protection of rights in
implementing law enforcement actions.
Limitations of the peer reviews
The results described above were based on an observation
of the peer reviews conducted for 18 countries. This was not
a formal research project and there have been no other such
studies to date. However, the C19RM FR peer reviewers
had also previously conducted peer reviews for ‘regular’
Global Fund FRs and noted similar findings. The major
limitation of the study, therefore, is that there is no formal
baseline with which to compare findings.
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Secondly, the peer reviews were conducted remotely so
there was no first-hand observation of data and facts; we
had to rely on the accuracy of the information in the FRs. For
example, the lists of priorities which read as ‘wish lists’ could
not be verified. Working remotely from the country teams
developing the FRs meant that our own biases and opinions
may have influenced our findings.
The limitations of the national pandemic response
plans and proposed interventions (developed early in
the pandemic and based on a limited understanding of its
impact and response) could have been a constraint on the
quality and scope of submissions — and perhaps the peer
reviews themselves. It may have been problematic for the
Global Fund to insist that the applications reflect the national
plans rather than drawing on them mainly where useful.
Finally, the context of application development was
unusual due to the urgency of the situation, COVID
restrictions affecting consultations, and limited understanding
of impact and good practices. The peer reviewers may have
been aspiring to good practices that are difficult to expect in
challenging circumstances and point to a need to build the
capacity of consultants, adapt application and grant-making
processes to deal with these types of issues, or build other
mechanisms to deal more effectively with these constraints.
Countries are not referred to by name as this is privileged
information.
Recommendations
We provide recommendations across five main areas: quality
of the FRs, scaling up innovations, ensuring synergies with
existing country grants and projects, establishing a stronger
implementation M&E mechanism, and paying more attention
to community system strengthening and community
engagement.
1. Improve the quality of C19RM and core Global Fund
funding requests.
Based on the above findings, there are several actions that
can be taken to improve the quality of full FRs for C19RM
and core Global Fund FRs:
(a) Attention must first be given to the resources available
to develop an FR, including a constituency engagement
strategy; and, if considered inadequate, the applicant
should seek technical assistance from development
partners (such as the virtual support provided by the
UNAIDS TSM).
(b) Next, a team leader should be appointed to draw up
a work plan and timetable for FR preparation. It was
unclear if team leaders were designated early on in the
context of this kind of emergency and what the local
factors were constraining this task. In either case, it may
point to a broader issue that, especially under rushed
and unusual situations, it cannot be assumed that
countries can apply basic good practices developed for
other applications when more time is available.
(c) The timetable must make adequate allowance for: (i)
following the directions for preparing the FR as set out by
the Global Fund; (ii) identifying where the main thematic
gaps are and determining how best to address them;
(iii) addressing known difficult topics; (iv) researching
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(d)
(e)

(f)

(g)

and gathering appropriate data; (v) exploring possible
opportunities for innovation; and (vi) involving key
stakeholders including representatives of communities,
especially KVPs, civil society and the private sector.
Ensure that the preparation timetable is adhered to.
Explain in the draft FR: (i) what research/data collection
was undertaken and what was not and why; and (ii) what
assumptions were made and on what basis. This then
helps foster a clear understanding of how interventions
were ranked and prioritised for the FR.
Ensure that, in developing priority activities: (i) they
are clearly explained and the requirements for their
implementation, including the estimated costs, are
determined; (ii) the expected outputs and outcomes of
possible activities are identified and evaluated; (iii) the
opportunities for introducing innovations have been
fully explored, making the best use of new technologies
rather than rolling out business as usual, when the new
and evolving context makes it even more important
than before to deliver services differently; (iv) there is
adequate consultation with the various stakeholders, that
their contributions and views are noted in the proposal
and that they understand how the priorities have
been determined and ranked; and (v) implementation
management and oversight are thought through so that
the proposal adequately describes the leadership as well
as the oversight and governance mechanisms that will
ensure that proposed interventions deliver the expected
results.
Given the effects of COVID-19, attention must be paid
to strengthening systems and cross-cutting approaches
that will enhance longer-term service performance
and limit the risk both that a future pandemic could
undermine them but also that specific interventions
may become outdated as the epidemic or treatments
evolve. For example, very specific initial responses
(e.g., a focus on buying ventilators) may become
unnecessary as the pandemic loses momentum and
fewer are infected. This highlights the importance of
considering prioritising key health systems strengthening
components, such as human resources for health and

Box 1: Virtual platforms for COVID-19 mitigation and HV adaptation

• Online support networks for KVP programmes:
– Remote health counselling
– COVID-19 information
– Psychosocial support
• Virtual case management:
– eHealth
– Telemedicine and tele-results
– Virtual consultations (by mobile phone)
• New communication approaches by using social media
(WhatsApp, Instagram, Facebook, Twitter, TikTok,
YouTube, hook-up apps, etc.)
• Leverage social influencers, bloggers, etc.
• Establishing hotlines, call centres
• Community-led mapping, influencer mapping, density
mapping
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supply chain management, that have to be fit for purpose
but also able to be flexible enough to change according
to circumstances — especially when dealing with a
pandemic.
There is also a need to continue strengthening service
delivery models alongside the traditional health facility setup,
either through community or digital health platforms, and
that successful innovations are maintained and scaled up.
2. Maintain and scale up successful innovations
The Global Fund C19RM instructions clearly requested
applicants to: (1) look for alternative and new ways to
provide essential services that were currently unable to
function normally because of COVID-19; and (2) identify
mechanisms for optimising results and value for money.
But, as we have noted, very few countries took advantage
of technological innovations, especially for KVPs and
CRG. In the next Global Fund funding window(s), but also
at grant-making and implementation stages, countries will
further need to explore and introduce new technologies
for national programmes to move from purely physical
interventions to virtual ones, across all thematic areas.
Such virtual interventions and responses as well as
alternative HIV commodity delivery models (such as home
delivery or delivery at tertiary locations) have already been
deployed and documented in different regions as described
in Box 1 (UNAIDS, 2022a; UNAIDS, 2022b) and knowledge
of good practices and success factors is slowly growing. It is
therefore important to disseminate that learning by enabling
stronger collaboration between the Global Fund and its key
technical partners (such as PEPFAR, UNAIDS, WHO and
other TA providers) in different regions. Countries should
not only consider innovations that have been introduced in
other countries in their region but also in other regions where
some countries may be way ahead of the curve.
3. Ensure synergies with existing grants and across
component
We previously mentioned the frequent lack of information
about programme disruption and even more so regarding
how C19RM-requested funds complement domestic and
other resources, despite the Global Fund’s request to
provide details on the “impact of COVID-19 on the overall
health system, including the impact on continuity of services,
particularly for key and vulnerable populations” and
remembering that some countries already included aspects
of HTM mitigation using funds from earlier grants (The
Global Fund, 2020).
As C19RM grants should not be implemented in isolation
from Global Fund and other partners’ grants (such as
those from PEPFAR and the COVID-19 Vaccines Global
Access (COVAX)3 immunisation effort through Gavi, the
Vaccine Alliance), countries should judiciously review
the relationship and linkages between the various grants
and search for synergies during the grant-making and
implementation phases (e.g., ensuring that monitoring and
evaluation (M&E) supports, rather than complicates, multiple
programmes), and address fundamental issues like supply
chain management and capacity development.
In addition, countries could consider supporting COVID-19
vaccine demand generation and hesitancy particularly in the
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African continent among PLHIV and KVPs, who may often
be at a much higher risk of COVID-19 than the general
population. Or identifying those interventions that could be
integrated such as HIV prevention activities and COVID-19
education, testing and COVID-19 vaccine demand creation,
which are often implemented by the same community
implementers.
One of the limitations of the C19RM was the fact that FRs
could not include HIV commodities as these were expected
to be part of the core HIV grants. However, some countries
struggled to scale up HIVST or MMD of HIV commodities,
which were successful C19RM adaptations, due to the
lack of or delayed supplies. These considerations may
eventually lead to a programme revision of core Global
Fund grants.
4. Establish a stronger implementation M&E mechanism
Beyond the lack of data on COVID-19’s impact, and because
the Global Fund does not require a M&E framework at the
proposal stage, in future countries might consider working
together with the Global Fund Country Teams to develop a
framework with measurable indicators and targets to monitor
C19RM grant implementation. This would also demonstrate
how the new investments and adaptations are expected
to succeed in supporting countries addressing COVID-19,
mitigating its impact on the three diseases and the health
system.
Going forward, countries will also need to:
• Consider the provision of information and data for refining
strategies and programmes. Some countries will cope
better with addressing COVID-19 than others who may
struggle with the ‘shifting sands’ of new implementation
models and changing COVID-19 epidemiology, depending
on whether vaccine programmes are reaching the right
beneficiaries.
• Be aware of global best practices.
• Conduct ongoing needs assessments to ensure that the
priorities remain the same or are adjusted accordingly.
5. Pay more attention to community system strengthening
and civil society involvement
The C19RM FRs noticeably lacked an emphasis on
community health system strengthening. These are areas
where UNAIDS, the Global Fund (through its CRG Strategic
Initiative) and other partners such as Frontline AIDS can
support countries to incorporate C19RM interventions
that strengthen programme design, implementation,
M&E, financing and service delivery. The importance of
communities in C19RM grants, emphasised by the Global
Fund, means that countries have to understand how to
integrate public sector collaboration with civil society and
community organisations in key areas of the responses to
COVID and the three diseases. This integrated community
systems strengthening approach should be discussed with
key partners, like PEPFAR, to avoid any divergence or
duplication of interventions and realise potential synergies
and improved effectiveness across the whole health
pyramid including the central, intermediary and peripheral
levels.
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Opportunities for new models of technical support
As previously discussed, most countries will still need further
to develop, strengthen and refine their C19RM grants and
national responses to tackle the pandemic and its impact
on the diseases and health systems. This raises new
challenges, but also opportunities, for technical support
partners. There are also valuable lessons learnt that should
be considered for future technical support.
There are five key opportunities:
1. Replicate the virtual support mechanism
The innovative virtual support achieved some noticeable
successes despite limited time and resources. While not
replacing in-country support, this model may be worth
considering for the next stages (e.g., grant-making,
implementation) and/or strengthening specific thematic
areas which were noticeably weaker in proposals that
did not get this support. Virtual support can also link
experts between regions and countries and incentivise
cross-fertilisation of new ideas and best practices. It can also
work as a mentoring mechanism to support local consultants
who want to develop new expertise in a particular area.
However, connectivity limitations may make this difficult to
support.
2. Rethink and revitalise capacity development/
orientation
During previous Global Fund grant periods there was a
general perception that capacity development, technical
support and webinars for FR development were not
productive, and it was assumed that FR writing teams
knew enough or could use and interpret standard
guidance efficiently. However, C19RM challenges, travel
restrictions, technological improvements, and the expanded
involvement of stakeholders, have made webinars or ‘clinics’
indispensable for many. They confirmed that there is an
imperative need to provide consultants assigned to assist
in developing FRs with appropriate technical orientation to
ensure high quality FRs. The pandemic also showed that the
right mixes of in-country presence and remote support, like
the remote peer review, assists the Global Fund application
process and is a smart investment.
3. Continue to develop local expertise and engage local
consultants
During the COVID-19 pandemic, it was clear that countries
where investments had been made in building local
knowledge and providing a pool of local consultants were
more resilient and able to continue the provision of technical
support despite travel restrictions.
4. Provide additional TA at grant-making and
implementation phases
Many of the weaknesses identified in the reviewed C19RM
FRs could still be corrected during grant-making and/or at
start-up of grant implementation. In addition, TA providers
should also further promote and support countries with
routine ‘non-material’ and early ‘material’ programme
revisions (formerly known as reprogramming) for both the
C19RM and the core Global Fund grants. TSM has listed
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potential areas where TA providers can still add value to
the grant-making and implementation phases, as well as to
further C19RM rounds, through best practices, prioritisation
processes, innovation, indicative budgeting/costing,
programme evaluations, tools and other materials.
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5. Review existing technical support
Many pre-existing TA plans, such as UNAIDS’ current
regional and country-level virtual technical support plans,
may under-represent assignments that explicitly build
COVID resilience and impact mitigation for HIV programmes.
They are likely to miss new opportunities created by COVID
to accelerate HIV/TB service innovation and efficiency
as part of C19RM or other grants. Countries and partners
should revisit technical support plans, starting with country
level assessments to identify the main gaps.
As we look at the way forward in resolving what might be
some systemic challenges in mitigating COVID-19’s impact
on HIV responses, there are three critical gaps that need
to be discussed with other partners: (1) the need to clarify
Global Fund plans for refining weaker C19RM and HIV/
TB grant responses, and addressing important gaps, e.g.,
underdeveloped community components, GBV-related
interventions, etc.; (2) the division of TA roles and
responsibilities between partners; and (3) plans for possible
future C19RM FRs that could benefit from refined guidance
and TA.

Notes

Conclusions
The experiences gained from applying the virtual support
mechanism and the many peer review comments provide a
wealth of information that should be built on and leveraged
for support to future quality FRs for both C19RM and Global
Fund grants. Moreover, countries can still build on some
of these lessons at the grant-making and implementation
phases.
Of the weaknesses in funding application noted in
this article, one stands out in need of most emphasis:
the importance of civil society, including communities’
engagement and involvement in FR development,
implementation, and monitoring. There is still insufficient
engagement with — and underestimation of — civil society,
especially KVPs and PLHIV-led networks; and this needs to
be addressed by all partners.
Countries will soon start to develop the next cycle of
Global Fund FRs for the funding cycle 2023–2025. —
and maybe more C19RM FRs will be forthcoming — so it
will be important for countries to take these findings and
recommendations into account, and for partners to be ready
to provide new models of technical support using virtual
platforms and local knowledge.

1

2
3

See https://www.unaids.org/en/topic/TSM for a full description of
the services provided by TSM.
https://www.theglobalfund.org/en/covid-19/response-mechanism/
COVAX is co-led by CEPI, GAVI and WHO, alongside key
delivery partner UNICEF. See: https://www.who.int/initiatives/
act-accelerator/covax.
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This article assesses the impact of the HIV and COVID-19 pandemics and debt dynamics on health, HIV and pandemic
preparedness and response-related financing in developing countries. Using a novel dataset, we did a cross-national
systematic analysis of all data sources available for government expenditures on health, HIV, COVID-19 and debt
servicing in selected developing countries. We found an inadequate multilateral response with the ensuing gaps
allowing both pandemics to thrive. The G20 Debt Service Suspension Initiative and the Common Framework only
covered countries with a third of the global population of people living with HIV. Rising and unsustainable debt levels
are limiting the capacity of governments to protect the health of their populations. Government spending is already
falling in response to high debt payments. Specifically, debt servicing is crowding out lifesaving investments. In 2020,
for every USD 5 available, USD 4 was spent on debt servicing. Only USD 1 was invested in health. This is a binding
constraint on countries’ efforts to control COVID-19. Even with a gargantuan effort to increase health expenditure,
the outlook for health financing remains negative. Fiscal consolidation, with a heavy emphasis on expenditure cuts,
is expected to take place across 139 countries in the coming years. These findings suggest that fiscal policymakers
should be concerned about the crowding-out and constraining effects of public debt. To this end, pragmatic
recommendations are made to treat and cancel debt as a critical policy lever to accelerate the end of the HIV and
COVID-19 pandemics in developing countries as a key condition to addressing the growing inequalities and to ensure
debt can be a benefit, not a burden.
Keywords: debt, developing countries, fiscal, health, multi-crises
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
The COVID-19 pandemic has eroded decades of progress
in poverty reduction, hunger eradication, educational
attainment and health outcomes over the last thirty months
(UNCTAD, 2021a; Josephson et al., 2021), while the uneven
distribution of the effects of COVID-19 has widened global
inequalities (Bambra et al., 2020; Blundell et al., 2020;
Wachtler et al., 2020; UNCTAD, 2021a; Nanda, 2020;
Jeanne et al., 2022). Inadequate multilateral support, high
debt levels and fiscal constraints limited the size of stimulus
packages in middle- and low-income countries, with fiscal
responses averaging 5.5% and 3.3% of gross domestic
product (GDP), respectively, in 2020, compared to 9.7% in
high-income countries (UNCTAD, 2020; Stubbs et al., 2021).
While 64.5% of the world population has received at least
one dose of a COVID-19 vaccine, only 14.5% of people
in low-income countries have received at least one dose.
This means that 2.8 billion people around the world are still
waiting to get their first shot (Our World in Data, 2021).
The global dynamics of inequality that have been
exacerbated by COVID-19 are reproduced at national

and local levels. Vulnerable groups facing one or more
socio-economic challenges such as poverty, hunger, labour
informality and lack of access to quality public education
and health care, have been worst affected by the ongoing
crisis (UN, 2021a). The 38 million people living with HIV
(PLHIV) are one such highly vulnerable and affected
group (UNAIDS, 2021c) whose vulnerability stems from
overlapping factors that increase health risks (WHO, 2022b),
limited access to necessary health care and medicines
(Webb et al., 2020) and insufficient public resources to
finance essential HIV services (World Bank, 2021b). It is
projected that over the next decade 7.7 million people will
die of AIDS-related causes (UNAIDS, 2021e). Effectively
addressing the colliding HIV and COVID-19 pandemics
demands that we fully protect the lives and human rights
of the most vulnerable, including PLHIV (UNAIDS, 2021b).
However, the heavy debt burden experienced by most lowand middle-income countries undermines the capacity of
states to address these colliding pandemics (United Nations,
2020; Laskaridis, 2021{a or b?}; Kose et al., 2021). Public
debt levels in these countries rose from 55% to 63.8% of
GDP, on average, between 2019 and 2020, representing a
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staggering USD 2.3 trillion (IMF, 2021c). Payments on these
debts inevitably reduce the resources available to implement
programmes that guarantee the full enjoyment of economic,
social and cultural rights of people across the globe (United
Nations, 2020). Prioritisation of creditor claims over people’s
rights erodes the provision of public services, including
health, disproportionately impacting the most vulnerable
(Fresnillo, 2020a). Consequently, PLHIV find themselves at
the intersection of the myriad negative consequences of a
pandemic triad — the converging and colliding crises of the
HIV and COVID-19 pandemics as well as debt in developing
countries.
Against this background, this cross-national systematic
analysis assesses the impact of the HIV and COVID-19
epidemics in the context of the debt crises facing low- and
middle-income countries. This analysis specifically focuses
on developing countries that were eligible to participate
in the G20’s Debt Service Suspension Initiative (DSSI)
established in May 2020 (Fresnillo, 2020b. Enhanced data
transparency on up-to-date fiscal and debt figures for these
countries provided by the International Monetary Fund (IMF)
and World Bank enabled this analysis (IMF & World Bank
Group, 2021).
To place this article in the broader context of this debt
challenge and to use it as a springboard to delineate the
implications for development assistance for health (DAH) for
low- and middle-income DSSI-eligible countries, we analyse
the debt-to-GDP ratios of high-income countries. However,
because the focus of the article is on developing countries,
we do not dwell at length on the situation in high-income
countries. The debt-to-GDP ratio of emerging markets and
developing economies is averaging 66.3% in 2022, rising
to 115.5% among advanced economies (IMF, 2022). This
raises two noteworthy points. First, it reveals the limitations
that donor countries will likely face in the coming years to
meet the Abuja Declaration target. Second, it also brings
some perspectives on the COVID-19 pandemic and debt.
The USA, for example, has more than 1.1 million PLHIV and
a 126% debt-to-GDP ratio.
The analysis in this article highlights how debt distress
and ensuing fiscal constraints abrogate the rights of people
in many countries to access essential health interventions,
including HIV treatment and COVID-19 vaccinations.
Below, we provide an analysis of the impact of the HIV and
COVID-19 pandemics on low- and middle-income countries
and the multilateral responses. We also examine the impact
of the colliding HIV and COVID-19 pandemics on public
debt and health expenditure, including HIV expenditure in
the G20 DSSI countries. Thereafter, we highlight the risks
posed by post-COVID-19 fiscal consolidation and estimate
the amount of debt service suspension required to close
health financing gaps. We conclude with policy implications
and recommendations.
The impact of the HIV and COVID-19 pandemics on
developing countries and multilateral responses
The multilateral response to the COVID-19 pandemic has
not matched the magnitude of the crisis (Humphrey, 2020;
Stubbs et al., 2021; United Nations, 2021b). This has led
to a starkly uneven global economic recovery, leaving the
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most vulnerable countries and populations behind (United
Nations, 2021b; Bajaj et al., 2022; Lanziotti et al., 2022). The
inadequacy of the multilateral responses to the COVID and
HIV pandemics is apparent from a review of global initiatives
focused on health, emergency financing and debt.
First, international and domestic financing for the HIV
response has plateaued (UNAIDS, 2022). Second (and of
relevance to COVID-19), a case in point is the G20 initiative
Access to COVID-19 Tools (ACT) Accelerator, the primary
multilateral health initiative, which aims to accelerate the
development, production and equitable access to COVID-19
tests, treatments and vaccines (WHO, 2022a). Its most
important pillar is the COVID-19 Vaccines Global Access
initiative (COVAX), which sought to ensure worldwide
access to COVID-19 vaccines once they were available,
regardless of a country’s wealth (Berkley, 2020). Although
COVAX was unveiled with great hope and fanfare, the
inadequacy of international support doomed it to failure
(Usher, 2021). While high-income countries pledged to
provide 1.8 billion vaccines for distribution in middle- and
low-income countries (UNAIDS, 2021a), only a third of the
original goal (601 million doses) had been delivered to 144
countries by the end of 2021 (UNICEF, 2021). This failure,
combined with the refusal of several high-income countries
to endorse a suspension of intellectual property rights for
these vaccines, has created a “vaccine apartheid” with
almost 9 out of 10 people living in the poorest countries still
lacking access to a COVID-19 vaccine in 2022 (Byanyima,
2021).
Several emergency financing initiatives were undertaken
in the first year of the pandemic. A general allocation
of IMF Special Drawing Rights provided countries with
USD 650 billion in additional liquidity (Jensen, 2021a;
Pforr et al., 2022; Viterbo, 2022). In the meantime, the
IMF, World Bank and multilateral development banks
supplied USD 317 billion in financial assistance to low- and
middle-income countries (World Bank Group Development
Committee, 2021). To complement this multilateral financing,
high-income countries from the Organization for Economic
Cooperation and Development (OECD) provided a total
of USD 161 billion in official development assistance in
2020 (OECD, 2021). In a nutshell, multilateral initiatives to
address the debt challenge are insufficient to address the
scale of the debt crises faced by developing countries. For
example, from an estimated benchmark of USD 1 trillion in
needed debt relief, the IMF’s debt service relief amounts to
USD 257 million; the DSSI — even if implemented in full —
covers only USD 11.5 billion. At the same time, the IMF’s
rapid disbursing facilities have created USD 14.7 billion
de facto senior new debts for DSSI eligible countries
(Laskaridis, 2021a).
Emergency financing initiatives (as with health initiatives),
while considerable in absolute terms, have fallen well
short of what is needed to address the acute crises facing
low- and middle-income countries. A full two-thirds of IMF
Special Drawing Rights (SDR) allocations — equivalent
to USD 438 billion — accrued to high-income countries
(Jensen, 2021a) with no agreement being reached on how
to reallocate these SDRs to alleviate the financial crises
facing low- and middle-income countries (Hicklin, 2021;
Plant, 2021; Cornier & Wagner, 2022). Financial assistance
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by international financial institutions represents less than
half of the USD 649 billion that developing countries
have paid in debt service to their public external creditors,
including multilateral institutions, in 2020–2021 (Munevar,
2021). OECD countries, which pledged to contribute
official development assistance equivalent to 0.7% of
their gross national income (GNI), averaged only 0.32% in
2020. Had they adhered to their commitment, an additional
USD 155 billion would have been available to support lowand middle-income countries.
Debt initiatives in the first year of the pandemic were also
inadequate, especially considering that low- and middleincome countries in debt distress risked “economic collapse”
in the absence of meaningful debt treatment (Georgieva &
Pazarbasioglu, 2021; Haughton & Keane, 2021; Ozili, 2021).
The G20 DSSI allows for the temporary suspension of debt
service on external public debts owed to bilateral creditors
by 73 low-middle and low-income countries, enabling 47
countries to suspend debt payments worth USD 10.3 billion
as of June 2021 (Kharas & Dooley, 2021; Martínez Resano
& Gallego Herrero, 2021). However, these debt suspensions
amounted to less than 10% of the USD 104 billion paid
by DSSI-eligible countries in external public debt service
in 2020–2021 (IMF & World Bank Group, 2021). Proving
similarly insufficient was the G20’s Common Framework for
Debt Treatments Beyond the DSSI announced in October
2020 to provide debt treatments to DSSI-eligible countries at

high risk of debt distress (G20 & Paris Club, 2020; Munevar,
2020). Only three countries (Chad, Ethiopia and Zambia) had
applied to the Common Framework by the end of 2021. Of
these, none had received debt service suspension. Both the
DSSI and the Common Framework were developed by the
G20 without formal input from eligible developing countries.
Middle-income countries in debt distress are not eligible
to participate in these G20 initiatives and no mechanism
exists to ensure the participation of external commercial and
multilateral creditors. These gaps have not only financial
ramifications but also limit capacity to respond to pandemics,
including HIV.
More than 26 million PLHIV live in low- and middle-income
countries (Figure 1), with nearly two-thirds of PLHIV living
in countries that have not received debt service suspension
during the COVID-19 crisis. The 65 middle-income countries
that are home to 13.4 million PLHIV are wholly ineligible to
participate in the G20 DSSI. A further 2.6 million people live
in 24 countries that declined to participate despite being
eligible to do so.
Among the 10.5 million PLHIV who reside in 47 countries
that have benefited from G20 debt service suspensions, 7.7
million live in just seven countries: Mozambique, Tanzania,
Kenya, Uganda, Zambia, Malawi and Ethiopia. The situation
in these countries with heavy HIV burdens illustrates the
shortcomings of the multilateral response. Among these
seven countries, where service on external public debt
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amounted to USD 19 billion and where the need to prioritise
resources for the protection of vulnerable populations in the
context of COVID-19, including people living with HIV, was
pressing, the G20 DSSI permitted the suspension of only
6.8% of total external public debt payments (Mishra et al.,
2020).
Every American dollar used to pay foreign creditors is a
dollar less available to provide health care and education and
to protect the most vulnerable, among others. In 2020, 6 billion
people lived in 101 countries with health care expenditure
below the minimum benchmark of 4.3% of GDP required
to achieve the third sustainable development goal by 2030
in low-income countries (Stenberg et al., 2017). Amidst the
2020 pandemic, 62 governments allocated more resources
to meet creditor claims than to provide health care to their
citizens. Of these, only 43 countries were eligible for the
G20 DSSI. Systemic underinvestment in public health care
hampers equitable vaccine rollout and disease prevention
and treatment, putting the third sustainable development
goal out of reach. Figure 2 plots the percentage of the
world population that is fully vaccinated against COVID-19
as well as the percentage of PLHIV who are receiving
antiretroviral therapy (ART). Non-DSSI countries have higher
COVID-19 vaccination rates (32.3%) than those registered
in DSSI-eligible (17.1%) and DSSI-participant countries
(8.1%). By contrast, 67.4% of the population in high-income
countries has been vaccinated. Of 126 low- and middleincome countries for which data are available, only four
have vaccination rates equal to or higher than is observed
in high-income countries.1 Without a concerted effort to
accelerate vaccination efforts across the world, the costs of
containing the pandemic are set to increase substantially
over time due to coronavirus variants and the impacts of
lockdowns (Agarwal & Gopinath, 2021; Baker et al., 2021).

Different patterns emerge with respect to ART coverage,
which is remarkably similar among non-DSSI (58.3%),
DSSI-eligible (60.9%) and DSSI-participant countries
(58.1%). However, ART coverage in each of these groups
of countries remains far below the 90% target set in the
United Nations’ Political Declaration on Ending AIDS (UN,
2016). The above notwithstanding, there is some degree of
variation between countries. Only five out of 105 countries
have managed to achieve the 90% target while in at least
24 countries ART coverage is less than half of the target.2
Differences in patterns between COVID-19 vaccination
and ART coverage — with non-DSSI countries (primarily
middle-income) having markedly better vaccination rates,
but with only modest differences in ART coverage apparent
between non-DSSI and DSSI-eligible countries — can be
explained by the availability of substantial international HIV
assistance. On average, external financing covers 76.9% of
HIV expenditures in DSSI-participant countries (Figure 3).
For countries classified as having generalised and
hyperendemic HIV pandemics (UNAIDS, 2008), external
sources account for 91.5% of HIV expenditures. The
observed decline in HIV incidence in recent years, as well
as the continuation of this trend in the context of COVID-19,
would not have been possible without external support
(Haacker, 2016; The Global Fund, 2022).
The different patterns of COVID-19 vaccinations and ART
coverage highlight the critical importance of international
financing to support effective pandemic responses — not
only for vulnerable low- and middle-income countries, but
for the health and well-being of the entire world. Infectious
diseases do not respect national boundaries. Insufficient
international financing, including for tracking, treatment
and vaccination, will make it much more difficult to contain
the spread of the coronavirus and allowing dangerous new
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variants to emerge. Similarly, a reduction in donor support
for HIV will make it impossible to end AIDS by 2030, as
envisaged in the sustainable development goals. In this
respect, increasing international financing to address both
pandemics should be viewed as an essential investment
rather than charity. The growing debt burden facing lowand middle-income countries risks further restricting crucial
investments in pandemic responses.
Impact of the crisis on public debt and health
expenditure in G20 DSSI-participant countries
The COVID-19 pandemic triggered an unprecedented
increase in public debt levels around the world, aggravating
debt vulnerabilities that had been on the rise across
countries over the last decade (Kose et al., 2021; Makin &
Layton, 2021; Mehrotra & Sergeyev, 2021; UNAIDS, 2021b).
Like the HIV and COVID-19 pandemics, the unfolding debt
crisis has affected vulnerable countries particularly badly.
Figure 4 charts the recent evolution of public debt levels and
demonstrates the marked impact of the COVID-19 crisis in
DSSI-participant countries. The combination of higher debt
and challenging economic conditions has elevated risk of
default. Additionally, looking to the future, this will tighten
borrowing constraints and could trigger a wave of debt
downgrades.
Figure 4 illustrates the considerable debt load of the 44
DSSI-participant countries, a problem that predates the
COVID-19 pandemic. Public debt levels for these countries
rose, on average, from 39.6% of GDP in 2011 to 66.3%
in 2020. Around two-thirds of this increase took place
between 2011 and 2019, with the remaining third (equivalent
to 9.5 percentage points of GDP) occurring in a single

year — 2020. Twenty-five countries had public debt levels
above 55% of GDP in 2020, breaching the IMF/World Bank
debt solvency threshold traditionally used to measure the
risk of debt distress in low-income countries with medium
institutional capacity (Jensen, 2021b). Figure 4 makes clear
that rising debt burdens cannot be attributed to idiosyncratic,
country-specific factors because debt levels grew in 40
countries over the last decade. This strongly suggests that
the debt problem is the result of underlying systemic factors,
including lack of access to timely, reliable and concessional
development financing (Levin, 2019; UNCTAD, 2021b;
Zajontz, 2022). The group of seven vulnerable countries
with a heavy HIV burden — defined here as either having
a generalised epidemic or a hyperendemic one (UNAIDS,
2008) — has been particularly affected by the debt crisis,
with public debt levels rising from 29.4% of GDP in 2011 to
74% in 2020. These seven countries are Ethiopia, Kenya,
Malawi, Mozambique, Uganda, Tanzania and Zambia. It
is noteworthy that in these seven highly HIV-burdened
countries, debt levels rose by 11% of GDP in 2020 alone.
High debt levels hamper the capacity of countries to
respond to the HIV and COVID-19 pandemics. This can
be seen, for example, by comparing amounts allocated to
public debt service and public health expenditure as a share
of GDP for DSSI-participant countries. As Figure 5 shows,
in 2020 even as COVID-19 posed unprecedented risks
(including to the HIV response), governments allocated
four of every ten dollars of revenue to debt servicing
versus only one for health. In the case of acute pandemics,
prioritisation of debt payments over health expenditures is
both economically and ethically misguided. Figure 5 shows
that 29 countries allocated more than 18% of government
revenues to servicing debt in 2020, exceeding the threshold
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used by the IMF and World Bank to measure liquidity risks in
low-income countries with medium institutional capacity. For
these countries, prioritisation of debt payments inevitably
reduces resources available for other areas of government
expenditure, including health. Using a 45-degree line
comparing debt service and health expenditures, Figure 5
also demonstrates that 37 countries spent more resources

on debt service than health in the 2020 pandemic (located
above the line). This group includes 28 of the countries
above the liquidity risk threshold and five countries with a
high HIV burden.3 In contrast, seven countries (only three of
which are in Africa) spent more on health than debt service
in 2020 (located below the line).
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It follows, therefore, that reversing such imbalances in
resource allocation is vitally important for shoring up the
capacity to end the HIV and COVID-19 pandemics. As
Figure 6 illustrates, there is some encouraging news on this
score. Most DSSI-participant countries increased the share
of GDP allocated to health in 2020 notwithstanding the
devastating economic impact of the COVID-19 crisis. Health
expenditure in DSSI-participant countries rose on average
from 1.5% to 2.2% of GDP from 2019 to 2020. Health
spending increased in 32 countries, remained constant in
three and declined in another four. Health expenditures
declined as a share of GDP in Guinea, Madagascar,
Tanzania and Tonga. Tanzania is a case of special concern
due to the high number of PLHIV. Government health
spending is likely to fall short of pre-COVID-19 trends in
many places, given diverging recovery paths with large
disparities in the ability to build out public investments. In
many countries, however, the priority given to health in
government budgets is dropping. This leaves the affected
countries with difficult either/or choices. Without bold country
action and a sustained, major ramp up of development
assistance for health, an inclusive and sustained recovery is
under threat.
It is important, however, to place the abovementioned
increases in health expenditure in a broader context. Even
after the 2020 increases, most countries’ health expenditure
remains well below levels required to meet international
commitments to human rights and health such as the UN

International Covenant on Economic, Social and Cultural
Rights (1976), the Vienna Declaration and Programme of
Action (1993), the Abuja Declaration (2001) and the UN
2030 Agenda for Sustainable Development (2015). Taken
together, these commitments establish the obligation of
states to maximise available resources to achieve the full,
progressive realisation of economic, social and cultural
rights, including to ensure healthy lives and promote
well-being for all (United Nations, 2011). While there is
no established benchmark for measuring the adequacy
of existing health expenditure to meet this goal, the Abuja
Declaration, endorsed by 32 African countries, set a target
of allocating at least 15% of annual budgets to the health
sector. As all DSSI-participant countries from Africa are
signatories of this declaration, it is convenient for analytical
purposes to extend the Abuja Declaration benchmark to
cover the entire group.
Figure 7 shows that only three DSSI-participant countries
have health expenditures that exceed the Abuja Declaration
target, although the financing gap across all such countries
declined from 2.1% of GDP to 1.7% of GDP in 2019–2020.
The financing gap declined in 26 countries, including in the
three countries (Guinea-Bissau, Liberia and the Maldives)
where health spending exceeds the Abuja Declaration target
and in six countries with a heavy HIV burden (Ethiopia,
Kenya, Mozambique, Uganda, Tanzania and Zambia). On
the other hand, in 12 countries, the financing gap widened
during the COVID-19 pandemic. Thus, the general increase
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in health investments in 2020, while important, was
insufficient to overcome the longstanding underinvestment in
health in most DSSI-participant countries.
The evolution of health expenditure has potential
implications for domestic financing of the HIV response.
Here, two elements are worth highlighting: the role of
domestic private health spending and out-of-pocket
expenditure. Among the seven countries with a high HIV
burden studied in the article, the share of private expenditure
averaged approximately 45%, except for Malawi (13%)
(WHO, 2021). Out-of-pocket expenditure as a percentage
of current health expenditure is 10% in Mozambique and
Zambia, 17% in Malawi, 22% to 25% in Tanzania and
Kenya and up to 29% in Uganda. Looking to the future,
in a context of the likely growing deprioritisation of HIV
financing, the private health sector (including private, not-forprofit organisations) and households (through out-of-pocket
expenditures) are poised to become the main adjustment
variables of a contraction of domestic and assisted HIV
expenditure in developing countries.
A focus on HIV funding alone risks under stating the
health impacts of COVID-19 on the HIV response and other
health challenges. COVID-19 is also undermining other
critical sectors that affect health outcomes. Good education
is central to the broader development agenda (Cutler &

Lleras-Muney, 2006; Brende, 2015) and specifically to efforts
to end AIDS as a public health threat. Raising educational
attainment is associated with reduced risk of HIV acquisition
in girls (Psacharopoulos & Patrinos, 2004; UNAIDS, 2021d)
and increased HIV-testing uptake (Muyunda et al., 2018),
for example. Most of the world’s children had their schooling
interrupted by the COVID-19 pandemic (UNESCO, 2020),
raising concerns about the pandemic’s long-term effects on
learning, especially in developing countries. Two-thirds of
countries have cut funding for education systems, threatening
to turn temporary setbacks in educational outcomes into
longer-term learning deficits (World Bank, 2021a). While
possible reductions in HIV funding could directly undermine
access to essential HIV-prevention and treatment services,
pandemic-related effects on education and other sectors may
also increase vulnerability to HIV and reduce people’s ability
to use the HIV services that are available.
Closing the health financing gap post-COVID-19
The outlook for health and HIV financing appears daunting.
Fiscal consolidation, with a heavy emphasis on expenditure
cuts, is expected to take place across 139 countries in
the coming years (Ortiz & Cummins, 2021), the purpose
of which is to ensure debt sustainability in the aftermath
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of the COVID-19 pandemic (Munevar, 2021). In the case
of DSSI-participant countries, primary expenditure levels
(i.e. public expenditure excluding interest payments) are
expected to decline on average by 2.8% of GDP between
2020 and 2026. Among the countries where primary
expenditure is projected to decline are five countries with a
heavy HIV burden (Figure 8).4
If the projected declines in expenditures come to pass,
the broader global health and development agenda,
including the quest to end AIDS as a public health threat,
will be jeopardised. The projected decline in expenditure
runs counter to international human rights commitments
and targets in the sustainable development goals, as
low-income countries require an additional USD 400 billion
in annual investments to meet the goals of the 2030 agenda
(SDSN, 2019). The magnitude of projected cuts makes it
unlikely that health budgets will be spared (Kentikelenis &
Stubbs, 2022). A substantial share of observed increases
in health expenditure were related to one-off COVID-19
emergency responses (IMF & World Bank Group, 2021).
Funds freed up thereafter are likely to be consumed during
fiscal consolidation, especially in countries in a weak fiscal
position (IMF, 2021b). The combination of overwhelmed
health sectors and expenditure cuts will have considerable
negative effects on public health in these countries (United
Nations, 2021a). The HIV response is likely to suffer too
because consolidating and reprioritising expenditures may
reduce domestic financing for HIV and AIDS programmes.
Episodes of fiscal consolidation tend to increase health
inequality, disproportionately affecting vulnerable groups
such as infants (Chauvet et al., 2020). It is highly unlikely
that PLHIV would remain untouched by this dynamic.
Avoiding these outcomes will require a systemic
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reprioritisation of public resources towards health, in
general, and HIV programmes in particular. One such
type of reallocation involves shifting resources away
from debt payments towards health. DSSI-participant
countries will lack the means to end the dual pandemics
if they continue to devote as much as four times the
resources towards debt servicing as they do for public
health. To close the health financing gap, DSSI-participant
countries would need to reallocate, on average, 57% of
debt servicing expenditure towards health expenditure in
2020.5 Closing the HIV-financing gap would require a shift
on average of 5.5% of debt servicing expenditure towards
HIV programmes in 2020.6 For countries with a heavy HIV
burden, an even greater shift from debt servicing to HIV
financing (10.9%) would be needed to close the gap.7 It is
in this context that the failure of the G20 DSSI and the G20
Common Framework to provide sufficient debt relief appears
especially counterproductive.
The recent call by the International Monetary Fund to
revise and improve the Common Framework is partly
an acknowledgment of the inadequacies of this ongoing
multilateral response (Georgieva & Pazarbasioglu, 2021).
There is a pressing need for a commitment to a baseline
of debt relief to DSSI-participant countries, similar to
those established in the Heavily Indebted Poor Countries
initiative (Essers & Cassimon, 2021), in addition to
improving implementation of the Common Framework by,
for example, including private sector participation. Baseline
commitments of debt relief should be directly linked to
identified financing needs of the UN’s 2030 agenda and the
COVID-19 pandemic response. In the specific cases of the
health sector and HIV programmes, the provision of debt
relief must extend beyond ad hoc emergency responses

Figure 8: Government primary expenditure as a percentage of GDP, projected change in DSSI-participant countries between 2020–2026.
Yellow denotes countries with a high number of people living with HIV and AIDS (Authors’ analysis of IMF, 2021c).
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and focus instead on establishing a financing framework
conducive to sustained, holistic and cohesive health
system strengthening, including service delivery, the health
workforce and access to medicines. Renewal of multilateral
action to address the multiple health crises can help the
most vulnerable countries — and the global community as a
whole — to avoid having pandemics needlessly mutate into
permanent, intractable health challenges (UNRIC, 2021).
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Conclusion and future directions

1

This article set out to explore HIV, COVID-19 and debt
in developing countries. The confluence of pandemics
and public sector austerity and persistent debt servicing
challenges has the potential to generate vicious cycles of
increased vulnerability, budget cuts and diminished capacity
to protect the health and well-being of people living in lowand middle-income countries. COVID-19 has increased
resource needs and decreased allocations for health and
HIV relative to debt servicing. Furthermore, the ensuing
challenge of debt in OECD Development Assistance
Committee countries may further constrain development
assistance for health. Specifically, the limited fiscal space
in donor countries due to their own COVID-19 mitigation
policies could affect their capacity to sustain official
development assistance for HIV and health in the coming
years.
To resolve the pandemic triad, there are no one-sizefits-all actions and approaches. Nevertheless, our analysis
points to the need for the urgent implementation of at least
the following two recommendations. First, strengthen the
multilateral response to the tripartite crisis of HIV, COVID-19
and debt. Here, IMF Special Drawing Rights should
immediately be reallocated from high-income to low- and
middle-income countries. Relatedly, debt cancellation for
low- and middle-income countries is urgent to enable the
expansion of the fiscal space for investments in health and
other critical sectors (Cassimon et al., 2018). Donors should
increase their financing for health-promoting systems and
interventions in low- and middle-income countries, with a
specific focus on closing existing HIV and health financing
gaps. Finally, donors should collaborate with low- and
middle-income countries to identify and implement a broader
spectrum of highly concessional instruments. Finally, the
design of debt relief initiatives, including the G20 Common
Framework for Treatments Beyond the DSSI, should clearly
and meaningfully prioritise health spending and health
system strengthening. Supporting low- and middle-income
countries to achieve the health and HIV committments in
the UN’s 2030 agenda, as well as the specific commitment
of African countries to meet the health spending target in
the Abuja Declaration, should be a central consideration
in the design and implementation of debt relief initiatives.
Innovative mechanisms to strengthen health systems,
including but not limited to raising contributions from the
private sector, should be actively explored and effectively
resourced and supported by donors and low- and middleincome countries to build strong, sustainable, peoplecentred health systems.

Disclaimer — The views expressed in this article are those of the
authors and do not necessarily represent the views of their employers.

Notes
2

3

4
5

6

7

These countries are Cambodia, China, Cuba and Malaysia.
These include Cabo Verde, Eswatini, Rwanda, Uganda and
Zimbabwe.
This includes Kenya, Mozambique, Tanzania, Uganda and
Zambia. Ethiopia spent more resources on health relative to debt
servicing in 2020. No data on health expenditure was available
for Malawi.
These are Zambia, Mozambique, Malawi, Kenya and Uganda.
This figure is estimated for the DSSI-participant country group,
excluding Afghanistan. Afghanistan is an extreme outlier that
eschews the estimation of the group average due debt service
to Abuja health financing gap ratio (1791.7%). Including
Afghanistan, the average for the group increases the Abuja
health financing gap ratio to 99.8% with a median of 29.8.
Excluding this country reduces the average to 57.3 and the
median to 29.1.
This figure is estimated for the DSSI-participant country group,
excluding Afghanistan (see footnote 5). Including Afghanistan,
the average for the group increases the HIV and AIDS financing
gap to 7.2% with a median of 4.2. Excluding this country reduces
the average to 5.5 and the median to 3.8.
This figure is the average for Ethiopia, Tanzania, Uganda and
Zambia.
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The SARS-CoV-2 outbreak and its impact on countries across the globe has been unprecedented. The lack of
pharmaceutical interventions to prevent or treat infection have left States with limited avenues to control the
spread of the virus. Many countries have introduced stringent lockdowns along with regulatory regimes that give
governments new powers to compel compliance with these regulations and to punish non-compliance. This article
investigates the use of compelled public health interventions during both the HIV and COVID-19 pandemics and
how these can be aligned to human rights. This includes discussion on the use of interventions such as mandatory
quarantine and isolation, compelled testing, criminalisation of HIV and SARS-CoV-2 transmission in Africa. This
article also outlines what State obligations are in relation to pandemic responses, both in terms of mandating an
effective response and which human rights principles should underscore these responses.
Using South Africa as a case study, this article analyses whether the use of these interventions complies with
international human rights law. We assess the use of compelled public health interventions in both the HIV and
COVID-19 pandemics against established human rights principles applicable to pandemic responses. This article
discusses lessons to be learnt about the relationship between human rights and public health interventions across
both pandemics so as to guide human rights-based approaches to future pandemics as well as subsequent stages
of the SARS-CoV-2 pandemic.
Keywords: human rights, COVID-19, international law, non-pharmaceutical interventions
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
The SARS-CoV-2 outbreak and its impact on countries across
the globe has been unprecedented. During the first year of
the pandemic, roughly 79 million infections were identified
with around 1.7 million resulting deaths (WHO, 2020a). The
rapid spread of SARS-CoV-2 and the limits of pharmaceutical
intervention, especially during the initial periods of the
outbreak, resulted in far-reaching and invasive regulations
mandating uptake of non-pharmaceutical interventions
(NPIs). In April 2020 (less than six months after the first cases
of COVID-19 was detected), it was estimated that half of the
world’s population was experiencing some form of lockdown
(Sandford, 2020). The implementation of these NPIs
necessitated a discussion on the human rights implications
of their enactment, to assess both the substance of the
interventions as well as the procedures for enacting them.
The tensions with human rights inherent in these interventions
are perhaps most clearly illustrated in State-mandated,
non-voluntary interventions such as compelled testing,

quarantine and isolation, as well as the use of criminalization
as a sanction for breaching NPI regulations.
Unlike the controversial lockdowns, which continue to
be implemented in COVID-19 responses, compelled public
health interventions are not unique to this pandemic. The
HIV pandemic compelled law and policy makers to engage
with these inherent human rights tensions and attempt to
develop best practices. In South Africa, these HIV-related
policies and laws have been subject to public inputs, expert
guidance and judicial oversight for almost 40 years. The high
prevalence of tuberculosis in South Africa has also seen
the government formulate additional responses to disease
transmission. International and regional law has also
provided high-level guidance on how pandemic responses
should be formulated.
Recognising the parallels between the COVID-19
response and the initial stages of the HIV-response, there
were calls very early on in the current pandemic to anchor
responses in human rights and to ensure that responses
drew on lessons learn from the HIV pandemic (UNAIDS,
2022; Avavia et al., 2020; Jensen, 2020). It was highlighted
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(as with HIV) that many of the NPIs being implemented
could have a disproportionately negative impact on
vulnerable populations (Pūras et al, 2020). Beyond this, it
was recognised (as with HIV) that if a human rights-based
approach was not taken then the resulting stigma and fear
could potentially undermine public health and reduce the
effectiveness of NPIs (Pūras et al, 2020; Somse & Eba,
2020).
This article considers South Africa’s regulatory response
to COVID-19 through the lens of international and regional
human rights law standards for pandemic control. It
draws comparisons with the approach taken by the State
(sometimes as mandated by South African courts) to curb
the impact of HIV and AIDS in South Africa and to draw
lessons for future pandemic preparedness. Our focus is
on compelled public health interventions where competing
human rights concerns are often stark.
We first outline the human rights framework applicable
to health interventions at both an international and regional
level. Thereafter, we describe the legal frameworks
applicable to both the COVID-19 and HIV epidemics in
South Africa before evaluating the COVID-19 response
against human rights principles. Finally, we draw out lessons
for future pandemics.
International and regional framework for human rights
and public health responses
Section 39 of the South African Constitution mandates that
international law must be considered when interpreting
the Bill of Rights. South Africa is a party to most major
international law treaties and therefore incorporates
provisions of those treaties in South African law.
Article 25(1) of the United Nations’ 1948 Universal
Declaration of Human Rights (“Universal Declaration”)
affirmed that ‘[e]veryone has the right to a standard of
living adequate for the health of himself and of his family,
including food, clothing, housing and medical care and
necessary social services.” This right to health was set out
more comprehensively in article 12 of the United Nations’
1966 International Covenant on Economic, Social and
Cultural Rights (ICESCR), which provided that State parties
recognise the “right of everyone to the highest attainable
standard of physical and mental health”. This right is also
protected in various forms in other international treaties.
The formulation in the Universal Declaration encapsulates
that this right is seen in the broader context of other
socio-economic rights such as access to safe water, food,
housing, sanitation and a healthy environment (UNCESCR,
2000). A specific component of this right as set out in section
12 of the ICESCR is that States take steps necessary for
the “prevention, treatment and control of epidemic […]
diseases”. General comment 14 notes that this includes:
the creation of a system of urgent medical care in
cases of […] epidemics […] the provision of disaster
relief and humanitarian assistance in emergency
situations. The control of diseases refers to States’
individual and joint efforts to, inter alia, make
available relevant technologies, using and improving
epidemiological surveillance and data collection
on a disaggregated basis, the implementation or
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enhancement of immunization programmes and
other strategies of infectious disease control.
Already, we can see that the State’s duty in pandemic
response can limit individual rights such as the right to
privacy (for purposes of surveillance). Older persons are
also to be protected through “preventive, curative and
rehabilitative health treatment” (UNCESCR, 2000). One of
the core obligations contained in article 12 of the ICESR is
for States to “adopt and implement a national public health
strategy and plan of action, on the basis of epidemiological
evidence, addressing the health concerns of the whole
population”. This plan must be periodically reviewed
and must provide a special focus on vulnerable people.
However, article 12 also applies to the individual. The right
of everyone to the highest attainable standard of physical
and mental health not only provides entitlements but also
guarantees fundamental health care freedoms, such as
the right to be free from nonconsensual medical treatment
(OHCHR, 2008). This immediately sets up a tension where
compelled public health interventions are enacted during
pandemics. Article 4 of the ICESCR — which provides that
States may limit rights “in so far as this may be compatible
with the nature of these rights and solely for the purpose of
promoting the general welfare in a democratic society” —
therefore applies.
Regionally, the Organisation of African Unity’s (1980)
African Charter on Human and Peoples’ Rights (ACHPR)
also provides for the right to health in article 16: “[e]very
individual shall have the right to enjoy the best attainable
state of physical and mental health”, and that State parties
“shall take the necessary measures to protect the health
of their people and to ensure that they receive medical
attention when they are sick”. The ACHPR does not go
further to address additional determinants of health, such
as a pandemic response. This is particularly odd given the
experiences on the continent with other epidemics such as
HIV, Ebola and malaria. However, the 2010 Principles and
Guidelines on the Implementation of Economic, Social and
Cultural Rights in the ACHPR (hereafter “Guidelines”; African
Commission on Human and Peoles’ Rights, 2010)) mimic
key aspects of the ICESCR’s right to health by reiterating the
right of individuals to be free from “unwarranted interference,
including non-consensual medical treatment”, and identifying
the State’s duty to take steps to prevent, treat and control
epidemics as a minimum core obligation. However, the
Guidelines go further by speaking about a duty on States to:
(1) establish a national mechanism for the response to
epidemics that ensures a coordinated, participatory,
transparent and accountable response;
(2) review and reform public health legislation and criminal
laws to ensure they adequately address the public health
issues raised by epidemic diseases and are consistent
with international human rights obligations; and
(3) create national health strategies designed to reflect
a human rights approach, including accountability
mechanisms and maximise community input.
Therefore, it is clear that States have a human rights duty
to enact public health measures in response to pandemics,
both by curbing the spread of disease and by providing
medical treatment to those affected. Consequently, there
is a need to discuss human rights as complementary to
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public health and to conceptualise public health efforts as
an integral component of the fulfilment of State obligations
under international human rights law. However, this does
not give States carte blanche in public health responses but
rather means that the State’s response must be detailed,
guided by epidemiology, participatory and subject to
accountability mechanisms.
The UN Commission on Human Rights’ (1984) Siracusa
Principles on the Limitation and Derogation Provisions in the
International Covenant on Civil and Political Rights (hereafter
“Siracusa Principles”) confirm the need to ensure that public
health responses are compatible with human rights, albeit
specifically in the context of the ICESCR, and to provide
guidance on how States may derogate or limit human rights
in the context of a public health crisis (AAICJ, 1985). The
Siracusa Principles provide that: “[p]ublic health may be
invoked as a ground for limiting certain rights in order to
allow a State to take measures dealing with a serious threat
to the health of the population or individual members of the
population” (AAICJ, 1985, p. 8). However, “[t]hese measures
must be specifically aimed at preventing disease or injury
or providing care for the sick and injured”. A limitation or
derogation in terms of the Siracusa Principles requires that
any restriction or derogation is: (a) in accordance with and in
terms of the law; (b) in the interest of a legitimate objective of
general interest (for example, in the instance of COVID-19,
it should be in service of a public health outcome such
as the prevention and control of the epidemic); (c) strictly
necessary to achieve the objective; (d) the least restrictive
means available; and (e) based on scientific evidence and
not arbitrary, unreasonable or otherwise discriminatory
(Zarifi & Powers, 2020).
This need to consider human rights and to ensure that
derogations from human rights are proportional is echoed
in the 2005 International Health Regulations (IHR) that
outline principles to guide a pandemic response and require
that States implement IHR measures “with full respect for
the dignity, human rights and fundamental freedoms of
persons” (WHO, 2005, article 3.1). Although the application
of the IHR measures to individuals is largely limited to
travellers, it is noteworthy that the regulations envision
the use of compelled public health interventions in some
circumstances.
Hence, we posit that a human rights basis for pandemic
responses is mandated by international and regional law
and should contain the following important components:
• be guided by the principles of participation and democracy;
• be evidence-based and effective;
• be subject to accountability mechanisms; and
• be minimally invasive of other rights and the least
restrictive alternative.
Legal frameworks for epidemic response in South
Africa: Covid-19 and HIV
This section outlines the legal frameworks applicable to
COVID-19 and HIV in South Africa. These frameworks are
distinct, not only in substance (as will be described below),
but also in approach. While the COVID-19 response has
been a rapid response dictated by a handful of government
agents, the HIV response focused on community
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participation and was strongly underpinned by a respect for
human rights (Somse & Eba, 2020).
The COVID-19 response
South Africa declared a national state of disaster on 15
March 2020 in terms of its Disaster Management Act of
2002 to combat the COVID-19 pandemic. This declaration
enabled the Minister of Cooperative Governance and
Traditional Affairs (COGTA) to make regulations or issue
direction for the purpose of “assisting and protecting the
public”, amongst others. It is significant that the State did
not declare a state of emergency. Section 37 of the South
African Constitution does allow for the declaration of a state
of emergency where “the life of the nation is threatened
by war, invasion, general insurrection, disorder, natural
disaster or other public emergency” and “the declaration
is necessary to restore peace and order”. It allows for the
derogation of several rights guaranteed in the Bill of Rights
if the derogation is “strictly necessary” and done in terms of
national legislation.
A state of emergency, however, also has certain built-in
accountability mechanisms that may be absent from a state
of disaster, such as the emergency being limited to 21 days
unless it is extended by one of the houses of the legislature,
and increasing oversight from both the legislature and
judiciary as its duration lengthens. The State of Emergency
Act 64 of 1997 dictates that a declaration of a state of
emergency — along with any regulations, orders, rules or
bylaws made pursuant to such a declaration — must be
tabled in the National Assembly (a house of the legislature),
which may disapprove of or make recommendations
concerning such regulations, orders, rules or by-laws).
This provides the South African legislature with substantial
oversight powers over a state of emergency.
In contrast, during a state of disaster, regulations and
other measures taken must comply with the Bill of Rights
of the Constitution and deviation is allowed only if it passes
the constitutional limitations test built into section 36 of
the Constitution — a test that asks whether the specific
limitation is reasonable and justifiable in an open and
democratic State based on certain foundational values
such as democracy, human dignity, equality and freedom.
However, the regulation-making process has fewer oversight
mechanisms than a state of emergency with law-making
powers vested primarily in the Minister of COGTA.
The first set of comprehensive regulations passed by
the Minister of COGTA (hereafter “Disaster Management
Regulations”) created a new regime for managing COVID-19
interventions (RSA, 2020, March 18). It provided that no
person who is a confirmed or suspected COVID-19 case
(or who has been in contact with a “carrier of COVID-19”)
may: refuse consent to be medically examined (including
permitting an authorised person to take a bodily sample);
refuse admission to a health establishment or a quarantine
or isolation site; or refuse to undergo prophylaxis, treatment,
isolation or quarantine. Any person who refuses to consent
must be placed in isolation or quarantine for a period of 48
hours pending a warrant being issued by the magistrate
court for medical examination (i.e., testing). The court only
requires a member of the South African Police Service, a
member of the South African National Defence Force or a
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peace officer (collectively enforcement officers) to provide
information that a person is confirmed as having been
infected with COVID-19, is reasonably suspected of having
contracted COVID19, or is reasonably suspected of having
been in contact with a person who is a carrier of COVID-19.
The court may “impose restrictions on the powers of the
enforcement officer” as it deems fit (RSA 2020, March 18,
s. 4[3]).
The Disaster Management Regulations create offences
when individuals refuse to test, quarantine or isolate.
Such individuals may be convicted of contravening the
regulations, resulting in a fine or imprisonment for up to six
months. However, the regulations go further and expand
the scope of common law offences to allow for individuals
to also be convicted of murder, attempted murder or
assault if they intentionally expose people to COVID-19.
This use of criminal law to punish exposure to the virus is
not merely theoretical but has actually resulted in at least
three individuals being charged with attempted murder for
exposing others to the disease (Abdool Karim, 2020).
The HIV response
Initial responses to the HIV epidemic were characterised by
panic and denial, globally and particularly in South Africa
(Fee & Parry, 2008). In many places, there were calls for
HIV-positive persons to be isolated from society and for
forced testing to be implemented (Somse & Ebba, 2020; Fee
& Parry, 2008). Many countries implemented HIV-specific
legislation that would regulate the lives of HIV-positive
persons and, in many instances, criminalised transmission
of the virus (Somse & Ebba, 2020; Fee & Parry, 2008). It is
well understood that the resulting stigma and discrimination
caused significant harm, not just to those infected, but to
the broader public health response to the epidemic. While
many of these laws continue to subsist, the approach to
the HIV epidemic began to shift dramatically — particularly
in the 1990s and early 2000s — from punitive public
health measures to a new era of health and human rights
underpinned by respect (Pūras et al., 2020). In this regard,
Somse and Eba (2020) extract five key lessons to be learned
from the HIV response in Africa. Importantly, they highlight
to need to protect human rights and to avoid stigmatisation
as key lessons. Other lessons, which undoubtedly support
this direction, are to include the need for the response to
be framed by scientific evidence and based on correct
information rather than panic and conjecture. Somse
and Eba also underscore the importance of community
involvement, leadership at a global and national level, as
well as global solidarity.
Although South Africa’s initial response to the HIV
pandemic did follow a “power and police” model in its initial
phases, it did evolve and was eventually held up globally as
an example of how to adopt a human rights-based approach
to pandemic control (Cameron, 1993). By the mid-1990s,
many of the more punitive measures such as compelled
HIV testing and isolation had been entirely abandoned
from the public health response, with a greater emphasis
instead being placed on voluntary testing, counselling and
education. As Cameron (1993, p. 3) stated: “Public health
therefore demands the recognition and enforcement of
individual human rights and that structures of discrimination
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be eliminated. Human rights protection may, by limiting the
effect of discrimination, play a significant part in fighting the
epidemic”. Through the development of HIV-related law in
South Africa, this aspiration has been realised.
Since the 1990s, the judicial system and the State have
played a significant role in doing away with most punitive
laws related to HIV and implementing strong human
rights protections. In Minister of Health and Others v
Treatment Action Campaign and Others (2002, “TAC”), the
Constitutional Court recognised both the severity of the HIV
epidemic as well as the government’s duty to fulfil the right
to healthcare by providing pregnant women in the public
healthcare system with access to nevirapine. Thereafter,
a series of cases sought to give vulnerable populations,
including prisoners, access to HIV treatment — EN & Others
v Government of RSA & Others, 2006; Du Plooy v Minister of
Correctional Services, 2004; and B v Minister of Correctional
Services, 1997).
There were also cases that sought to provide greater
protection to those living with HIV. In Hoffmann v South
African Airways (2000), the Constitutional Court recognised
the profound effect of stigma and discrimination on persons
living with HIV, stating:
People who are living with HIV [and] AIDS are
one of the most vulnerable groups in our society.
Notwithstanding the availability of compelling
medical evidence as to how this disease is
transmitted, the prejudices and stereotypes against
HIV-positive people still persist. In view of the
prevailing prejudice against HIV-positive people,
any discrimination against them can, to my mind, be
interpreted as a fresh instance of stigmatisation and
I consider this to be an assault on their dignity. The
impact of discrimination on HIV-positive people is
devastating. [...] For this reason, they enjoy special
protection in our law (para. 28).
Similar cases concerning the right to privacy were also
brought (e.g., NM & Others v Smith & Others, 2007),
underscoring the need to ameliorate the stigma faced by
HIV-positive persons.
In this context, it is unsurprising that the South African
government’s response to HIV and AIDS was diffused
into a series of national legislation and policy instruments
developed over time to respond to different developments
in the epidemic. In contrast to the Covid-19 regulatory
approach, compelled public health interventions were
strongly opposed and have been largely abandoned in the
context of HIV.
The legal framework underscores the importance of
informed consent to testing and treatment — with only
a handful of exceptions for very particular purposes. For
example, compelled testing is generally not permitted. The
Employment Equity Act 55 of 1988 makes mandatory testing
for employment unlawful except when supported by a court
order. In the case of C v Minister of Correctional Services
(1996), informed consent as a necessary pre-requisite to
HIV-testing was reaffirmed, with pre-counselling forming a
key part of the process to obtain such informed consent.
In Joy Mining Machinery v NUMSA and Others (2002),
the Labour Court allowed for voluntary HIV testing in
the workplace where counselling was provided, privacy
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protection mechanisms were incorporated, and a refusal to
test could not draw a negative inference.
The Criminal Law (Sexual Offences and Related Matters)
Amendment Act 32 of 2007 allows for mandatory testing of
sexual assault and rape suspects. An application to compel
such a test can be made by the alleged victim of a sexual
offence. Such a person may apply to a magistrate within
ninety days of the alleged offence, given that they have
reported the offence to the South African Police Service and
confirm the identity of the alleged perpetrator. A magistrate
will then consider the application in chambers — not in
open court, but in their office — and can order such testing
based on prima facie evidence (evidence at face value).
Investigating officers can also approach the court for such an
intervention for the purpose of advancing their investigation.
There are no discernible and effective safeguards built into
the Act to protect the alleged perpetrator’s HIV-status should
they test positive. In fact, disclosure to the victim is the
purpose.
A further arena where South Africa’s laws have not been
developed to align with international best practices or
accepted human rights standards is in the criminalisation
of HIV-transmission. In S v Nyalangu (2013), the High
Court found that an HIV-positive man who raped a woman
was also guilty of the crime of attempted murder. The
effect was to criminalise HIV transmission in South Africa
despite ongoing criticism of criminalisation and the way
it perpetuates stigmatisation of people living with HIV
(Nienaber, 2017; Burris & Cameron, 2008). The courts
were afforded an opportunity to revisit this decision in Phiri
v S (2013), in which a man who was appealing against a
conviction of attempted murder for failing to disclose his
HIV-positive status to a sexual partner although his partner
was not infected as a result. The High Court erroneously
stated that: “it was established over a decade ago by this
court that such conduct constitutes attempted murder” (para.
10), ostensibly expanding the criminalisation of HIV. South
Africa’s criminalisation of HIV continues to be subject to
criticism but there has been little effort to change this positon
(Nienaber, 2017).
The remaining vestiges of compelled public health
interventions are not contained in HIV-specific laws but
are housed under the National Health Act of 2003 and
regulations on notifiable conditions (RSA, 2017). It should
be noted that HIV is not listed as a notifiable condition
but we mention these laws for the sake of completeness.
The regulations enable the government, in very limited
circumstances, to compel the testing, treatment or
implementation of other disease control measures
without the patient’s consent. In order to implement this,
the condition must pose a public health risk, the person
concerned must have refused voluntary measures and
to consent to any measures. In these limited instances, a
government official is empowered to apply for a court order
to compel the person to be subjected to the intervention.
In Minister of Health, Western Cape v Goliath (2009),
the High Court had to determine whether it could order the
forced isolation of a patient with extensively drug-resistant
tuberculosis who had refused to be voluntarily isolated.
The Court recognised that this required balancing of the
individual’s rights with those of broader society, giving
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consideration to the protection of the lives and health of
those who could contract the disease from the respondent.
The Court acknowledged that compulsory isolation would
amount to a deprivation of freedom but placed significant
weight on the public health consequences of allowing the
disease to spread.
Assessment: COVID-19 compared to standards created
during the HIV pandemic
As outlined above, international and regional laws dictate
that a State’s pandemic response be: (1) guided by the
principles of participation and democracy; (2) evidencebased and effective; (3) subject to accountability
mechanisms; and (4) minimally invasive of other rights and
the least restrictive alternative. Using these measures, we
will consider COVID-19 regulatory responses in contrast
with HIV policy and law.
Participation and democracy
The duty to create a participatory response includes
participation in both law-making as well as being responsive
to communities during implementation. As a point of
departure, the ad hoc nature of the COVID-19 response
in South Africa is problematic. The right to health as
encapsulated in international and regional instruments
clearly mandates States to establish standing and evidencebased health strategies. The African Commission on Human
and Peoples’ Rights’ 2010 Guidelines and Principles on
Economic, Social and Cultural Rights in the African Charter
on Human and Peoples’ Rights highlight that a participatory,
transparent and human rights approach is required when
developing national health strategies. An excellent way
to achieve this result in South Africa is through the duty to
facilitate public involvement in law-making (sections 57(1),
59(1), 72(1) of the Constitution, 1996), which is triggered
during the ordinary process of passing bills or creating
subordinate legislation.
However, the regime of the Disaster Management
Act removes much of this duty to engage the public and
instead allows for the creation of regulations without
public involvement. Specifically, section 27(2) of this Act
empowers the Minister of COGTA to make regulations or
issue directions without requiring greater participation than a
consultation with the relevant cabinet member.
This lack of provision for public participation and
involvement in the South African COVID-19 response was
raised in Fair-Trade Independent Tobacco Association
v President of the Republic of South Africa and Another
(2020) in which the applicant argued that the Disaster
Management regulations were unconstitutional due to a
lack of consultation. The Court’s finding on this issue was
a clear affirmation that the Disaster Management Act —
and executive action more broadly — requires no such
participation. The Court held (para. 60):
In our view, FITA’s contention that the process
followed by the Minister was flawed is ill-conceived
and must therefore be rejected. In this regard, the
Minister is correct when she points out that given that
executive conduct is only required to be procedurally
rational and not fair, the fact that FITA alleges that
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it was not given an opportunity to be fairly heard is
immaterial. All that is required is that the process
leading up to the promulgation of the regulations is
rationally related to achieving the purpose sought to
be achieved through the regulations. In this regard,
we agree with the Minister. In Masetlha v President
of the Republic of South Africa and Another the
Constitutional Court found that “[t]he authority
conferred must be exercised lawfully, rationally
and in a manner consistent with the Constitution.
Procedural fairness is not a requirement.
Consequently, there is no formal or binding duty on
the State to involve the citizenry in the development and
adoption of COVID-19 regulations; thus, there is little public
participation in the COVID-19 response. As the pandemic
has progressed, this lack of participation has been criticised
in the public domain (Chabana, 2020; Naicker, 2020;
Runji, 2020). Although the State has begun to have ad
hoc consultations with different bodies on aspects of the
pandemic, a formal, engaged and transparent consultation
process that allows citizens to meaningfully engage would
better align with a human rights-based approach and would
likely improve the legitimacy of the State’s actions.
In contrast, the regulation of the HIV response does
not occur within this exceptional legal state. Laws and
policies intended to regulate HIV issues are subject to
several constitutional oversight mechanisms and checks —
parliamentary oversight of policy; a legislative process that
mandates the facilitation of public involvement; consideration
by different bodies in the legislature that reflect proportional
representation of constituents subject to the legislation; and
procedures to resolve possible constitutionality issues that
might arise from the instrument.
Effective and evidence-based
The novel nature of the SARS-CoV-2 virus and the
ever-changing landscape of what is known about it and
what options are effective against it means that the best
approach and the evidence supporting it may change weekly
or a particular intervention may have little to no scientific
evidence to support it (Nicola et al., 2020).
This uncertainty in the evidence base and the lack of
scientific expertise within the judiciary have led to conflicting
standards and decisions being made by the courts. In De
Beer and Others v Minister of Cooperative Governance and
Traditional Affairs (2020), the Court had to consider whether
the entirety of the Disaster Management Regulations
was constitutional and justifiably infringed certain civil and
political rights in the Constitution. The Minister of COGTA
provided a broad justification for the declaration of a state of
disaster saying (para. 4):
The WHO also issued guidelines as to how
countries can slow the rate of infection and prevent
many deaths. The government also learnt from
other countries which were already grappling with
the measures to contain the disease. An effective
means to slow the rate of infection and “flatten the
curve” was to employ measures to manage the
COVID-19 by ensuring a coordinated response
and putting the South African national resources of
the national government together to deal with this
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pandemic. There were no effective measures to
manage the risk of infection or prevent infection and
to ensure that the government was prepared to deal
with COVID-19 pandemic. The government had to
consider placing measures to deal with the outbreak,
considering the consequences of those measures
on the South African population and economy.
However, the Court ultimately found that there was
insufficient justification for the measures taken, holding
that the regulations in their entirety were invalid and
unconstitutional. In its reasoning, the Court appeared to
apply a standard that required specific evidence to support
each aspect and measure adopted during the lockdown. In
contrast, in Fair-Trade Independent Tobacco Association
(2020), the Court upheld the ban on sales of tobacco
products despite concluding that there was not currently
conclusive evidence on the relationship between tobacco
and COVID-19 specifically. To this end, the court stated
(para. 37):
The Minister further states that available studies
conducted by the [WHO] also suggest that — though
not as yet conclusive as research is ongoing —
smokers are at a higher risk of developing severe
diseases and death. In the 11 May 2020 report
conducted by the WHO, it is stated that “tobacco
smoking is a known risk factor for many respiratory
infections and increases the severity of respiratory
diseases” (emphasis added).
In contrast — if one considers the Court’s approach to
evidence — a clear, high-level threshold for evidence is
used in HIV-related litigation. In Hoffmann v South African
Airways (2000), which assessed possible discrimination
against an HIV-positive job applicant, the Court took great
pains to discuss medical evidence to understand the
rationality of a policy that excluded HIV-positive persons
from employment as cabin attendants. The Court considered
the independent evidence, as well as that presented by
the airline, and found that no “objective medical evidence
justifies such discrimination” (para. 25). In TAC (in response
to submissions about how formula feed might act as a
substitute for breastfeeding), the Court stated that the issue
was “complex” and it did not have “sufficient evidence” to
justify an order, but provided that further comprehensive
policy must be formulated after the results of certain studies
were available.
Accountability
In some respects, the accountability mechanisms (or lack
thereof) in the COVID-19 response emanate from the
provisions of the Disaster Management Act that reduce
public participation and centralise power with the Minister of
COGTA. This reduced accountability is made all the more
stark when contrasted with the oversight provisions that exist
under a state of emergency that vest significant authority
with the President but, at the outset, require oversight
from the legislature. In contrast, section 27(1) of the
Disaster Management Act permits the Minister of COGTA
to unilaterally declare a state of disaster. The Act does, in
a sense, provide a limit for the duration of the declaration,
limiting an initial declaration to three months but permitting,
theoretically, indefinite one-month extensions thereafter.
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Critically, the Act makes no provision for increased oversight
as the disaster lengthens.
Of greater concern is an immunity provision introduced
in the initial Disaster Management Regulations (RSA, 2020
March 18), which appears to have been removed in one of
the subsequent amendments (RSA, 2020 March 25). The
initial regulations contained an exemption for enforcement
officers, including members of the South African Police
Force and South African Defence Force, stating: “No person
is entitled to compensation for any loss or damage arising
out of any bona fide [good faith] action or omission by an
enforcement officer under these regulations” (RSA, 2020
March 18). The judiciary was called on to hold the State
accountable for human rights violations and abuses by
enforcement officers during the COVID-19 response. Khosa
and Others v Minister of Defence and Military Defence and
Military Veterans and Others (2020) was centrally about
incidences of torture and brutality perpetrated by members
of the South African security forces against citizens during
the State’s pandemic response measures. In its judgment,
the case was among the first to exercise oversight of the
lockdown measures; yet, the accountability realised through
the judiciary in this matter has not been replicable to other
human rights violations during the lockdown.
In contrast, there has been a high level of government
accountability to HIV laws and policies as evidenced by,
for example, the TAC case in which the Government was
required to make treatment available in fulfilment of the
right to health. Furthermore, through labour legislation, the
government has also protected persons living with HIV from
discrimination by private actors such as employers.
Minimally invasive
Particular focus is placed on compelled public health
interventions when considering if policy responses are
minimally invasive. For example, at the beginning of
the COVID-19 lockdown, government officials actively
threatened compelled isolation. Given the long duration
of the compulsion (then 10 days) and the far-reaching
consequences — inability to earn a wage, isolation from
family and friends, and potential stigma — the resultant
infringements on human rights and patient autonomy require
careful management.
In dealing with previous epidemics such as tuberculosis,
the approach adopted was one in which compelled isolation
was a “last resort” (Moodley, Obasa & London, 2020). The
application of compelled isolation would also have lead to
inequitable implementation. Difficulties in isolating and
social distancing in townships and poorer areas have meant
that these communities are disproportionately affected by
compelled quarantine orders and there is a higher likelihood
of these individuals being forced to isolate or quarantine at
government facilities rather than at home (Singh, 2020). The
threat of being isolated or quarantined in a State facility,
particularly if framed as punishment, could contribute to
stigma and could lead to those with possible infection
avoiding medical testing and treatment to sidestep being
detained (Singh, 2020).
The criminalisation of mere exposure to COVID-19 is
of great concern because it represents a fairly significant
departure from existing laws, which primarily criminalised
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transmission. As in many other countries, South African
law currently provides for criminalising intentional
HIV-transmission (as discussed above), which has resulted
in convictions: once in a sexual assault case in S v Nyalungu
(2013), and once in a case of consensual sex where one
partner intentionally misled the other about their status and
refused to wear a condom (Phiri v S, 2013). Based on these
precendents, it seems that the following requirements would
need to be established to convict under attempted murder
laws: 1) The accused must have a communicable disease
of which they are aware and which subsequently infects
someone else; 2) the accused’s conduct must risk infection
and the accused accepted that risk; and 3) the contracted
disease must potentially diminish or shorten a person’s
lifespan (Abdool Karim, 2020). However, individuals who
were not aware that they had COVID-19 because they were
awaiting test results and did not follow doctor instructions
to isolate have been criminally charged under the Disaster
Management Regulations (Rall, 2020).
The criminalisation of HIV transmission has been
criticised for fuelling stigma (Nienaber, 2017) and for
reducing tendencies to test (Bird & Brown, 2001). The
World Health Organization issued a guide (2020b) on
preventing and addressing the social stigmatisation of
COVID-19 by discouraging the use of language that even
creates an impression of criminalisation. It is also likely
that criminalisation will disproportionately impact the poor
who have reduced access to amenities such as water
and sanitation, who often live in informal settlements
that are densely populated, who are more vulnerable to
retrenchments, and who are more likely to be employed in
no-work, no-pay scenarios (Abdool Karim, 2020).
Lessons for future public health responses
It is important to review State practice and compliance with
international human rights law as an accountability exercise,
and to assist in correcting missteps and to highlight
lessons that are transferrable to other countries or different
scenarios. The South African Government’s response
to COVID-19 has highlighted some important lessons
necessary to improve a human rights-based approach to
pandemic responses.
First, regarding principles of participation and democracy,
States should where possible develop and update their
national health framework to allow for its use in emergency
situations. This is a core obligation of the International
Covenant on Economic, Social and Cultural Rights.
Pre-preparedness allows for national health strategies to be
developed in a conscientious manner and with the benefit
of local structures aimed at participation. It allows States to
reflect on past experiences of controlling diseases. It also
creates an opportunity for States to educate role-players
in pandemic response frameworks on their powers and
limits. States should also promote information sharing and
community dialogue in their pandemic responses. This
promotes public compliance, avoids resource-intensive
enforcement of compliance, and promotes the rights of the
individual.
The principles of efficacy and evidence require that the
State must be mindful of the level of decision-making that is
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needed to avoid creating an artificial sense of oversight while
stifling its own process. Basing decisions on evidence also
reduces public criticism and legal challenges. Furthermore,
the State should be mindful when providing immunity to law
enforcement officers. South Africa corrected its misstep in
this regard, but its initial policy decision might be tempting
to replicate in other jurisdictions, which would undermine the
rights of individuals.
Finally, the State should reflect on the impact of compelled
public health interventions in creating stigma and inequitable
implementation. In particular, criminalisation should be
removed from the public health armamentarium and
compelled quarantine and isolation should be a last resort.
While a strong, human rights-based approach towards
HIV has been gradually developed in South Africa, what
emerges clearly from the above discussion is that many of
these lessons learnt and approaches developed were not
transferred to the COVID-19 response. In many respects,
the latter has closely resembled the initial phases of the HIV
response, and it is unsurprising that mistrust of public health
actors and the stigmatisation of COVID-19 have resulted.
Conclusion
Promoting a human rights-based approach to pandemics
is mandatory under international law, but it also serves to
promote the efficacy of public health responses. This is
illustrated by examining South Africa’s COVID-19 response:
the State failed to implement a pandemic response that
accords with section 12 of the ICESCR and article 16 of
the ACHPR; more broadly, it also departed from the human
rights-based approach it eventually adopted towards HIV.
The lessons learnt from HIV and the approach adopted
therein ought to be followed in the next phases of the
COVID-19 response. If steps to correct the pandemic
response are taken, South Africa’s response will be brought
in line with its international human rights obligations and its
Constitution, the spread and impact of COVID-19 will be
curbed, stigma will be reduced, and trust in public health will
be rebuilt.
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Recent literature has shown how the HIV architecture, including community systems, has been critical for fighting
COVID-19 in many countries, while sustaining the HIV response. Innovative initiatives suggest that fostering the
integration of health services would help address the colliding pandemics. However, there are few documented
real-life examples of community mobilisation strategies responding to COVID-19 and HIV. The African Union and
Africa Centres for Disease Control and Prevention (Africa CDC) launched the Partnership to Accelerate COVID-19
Testing (PACT) in June 2020 with the goal of training and deploying one million community health workers across
the continent. UNAIDS partnered with Africa CDC to implement the PACT initiative in seven countries, i.e. Algeria,
Côte d’Ivoire, Gabon, Ghana, Madagascar, Malawi and Namibia. The initiative engaged networks of people living
with HIV and community-led organisations to support two of its pillars, test and trace, and the sensitisation to
protective measures against COVID-19 for the most vulnerable populations. It later expanded to improve access
to COVID-19 vaccines. Based on the assessment of country projects, this article explains how PACT activities
implemented by communities contributed to mitigating COVID-19 and HIV among vulnerable and marginalised
groups. This article contributes to a better understanding of the impact of a community-based approach in
responding effectively to emerging health threats and provides lessons from integrated COVID-19 and HIV
community-led responses.
Keywords: Africa, community-led, health promotion, pandemic preparedness, prevention, vaccination
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
Community actors, including community health workers
(CHWs), non-governmental organisations (NGOs) and
community-based organisations (CBOs), have played a
key role in the AIDS response, particularly on the African
continent. Sub-Saharan Africa has been the epicentre of the
world’s AIDS epidemic. In 2020, two thirds (67%) or over 25
million of the world’s people living with HIV (PLHIV) resided
in sub-Saharan Africa. In 2020, the region accounted for
60 per cent (close to 900 000) of all new HIV infections in
adults and children and a total of 460 000 people died from
AIDS-related illnesses in the region (UNAIDS, 2022).
Community actors have historically played a critical role
in HIV prevention, testing and treatment programmes,
providing a range of services outside the traditional health
facility model. CHWs and CBOs are often seen as the bridge
that can link health services to the communities, especially
for the most marginalised and hard to reach populations.

The HIV response has been at the forefront of efforts to
have communities at the centre of the design, delivery and
monitoring of HIV services. In fact, the 2021–2026 Global
AIDS strategy includes specific targets for HIV services to
be delivered by community-led organisations, defined as
such as they are composed of more than 50% of people
from the community they serve and are accountable to them
(UNAIDS, 2019). For instance, 80 per cent of HIV prevention
services for key populations and women and 30 per cent of
testing and treatment services are expected to be delivered
by community-led organisations by 2025 (UNAIDS, 2021).
Therefore, not surprisingly, CHWs and CBOs working
in the field of HIV have also played a critical role in the
response to the novel coronavirus SARS-CoV-2 (COVID-19)
since its emergence as a public health threat in early 2020.
The African continent has not been as affected as other
regions in the world by COVID-19, but it has experienced
the emergence of new variants and an unequal distribution
of COVID-19 vaccines. At present, 9 121 651 COVID-19
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cases and 173 535 accumulated deaths have been
confirmed in the region (WHO, 2022). In addition, Africa has
the lowest COVID-19 vaccination rate than any other region
in the world. Only 19.1% of the African population have
been fully vaccinated, with just 2.3% having received a first
booster dose (Africa CDC, 2022). In comparison, in the
European Union and Eastern European countries, 72.7% of
the population has been fully vaccinated and 52.7% have
received a first booster dose (European Centre for Disease
Control and Prevention, 2022). Recent studies have shown
how PLHIV who acquire COVID-19 are at increased risks
of developing COVID-19 illness and dying, which highlights
the importance of ensuring this population is prioritised for
COVID-19 vaccination (Ambrosioni et al., 2021; Del Almo,
2021).
The African Centres for Disease Control and Prevention
(Africa CDC) launched the Partnership to Accelerate
COVID-19 Testing (PACT): Test, Trace and Treat in June
2020. The initiative originally aimed at recruiting and training
one million CHWs in Africa to raise awareness, strengthen
surveillance, support contact tracing and contribute to the
Africa CDC’s goal of conducting 10 million COVID-19 tests
by October 2020. It was later expanded to cover a longer
period and to include COVID-19 vaccine demand generation
and to tackle vaccine hesitancy, especially among the
priority and most vulnerable populations (Nkengasong et al.,
2020).
The Africa CDC’s strategy to recruit and train CHWs to
support the PACT initiative included two modalities. The
first one was to work directly with the ministries of health for
those countries that had established CHW programmes. The
second modality applied to those countries that did not have
institutionalised CHW programmes. In those cases, Africa
CDC worked in partnership with the ministries of health,
finding partners to identify local CBOs and NGOs that already
had experience working on HIV or other communicable
diseases. Under this second modality, Africa CDC partnered
with UNAIDS to implement the PACT initiative in seven
countries, including Algeria, Côte d’Ivoire, Gabon, Ghana,
Madagascar, Malawi and Namibia. Under this partnership
model, UNAIDS relied on its extensive network of community
partners in those countries that worked in close collaboration
with national authorities, including the ministries of health.
Therefore, reviewing the implementation of the PACT
initiative that relied on HIV-focused community actors in
these seven countries allows us to understand whether
these activities have been effective at mitigating the spread
of COVID-19 as well as advancing HIV services among
underserved and vulnerable communities.
The term “community health worker” usually covers
different types of educated or lay people and paid workers
or volunteers within a formal or an informal arrangement
with health authorities. The official definition in the
International Labour Organization’s (ILO) International
Standard Classification of Occupations (ISCO) categorises
a CHW as a distinct occupational group in the health
associate professionals’ category (ILO, 2012) that provides
health education, support and assistance with prevention
health measures and access to health and social services,
especially for marginalised and hard-to-reach communities.
In this article, we use the CHW term in the broader sense
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to include all types of community-based workers, including
those who are members of community-led and communitybased organisations, non-governmental organisations and
networks of PLHIV as well as other key and vulnerable
populations such as women’s organisations.
Importance of the research question
The role of CHWs and CBOs in the response to emerging
health threats such as COVID-19 is still not well studied.
Several articles offer insights into how community
mobilisation has contributed to previous health emergencies,
such as the Ebola response in West Africa (Abramowitz
et al., 2015; Oosterhoff & Wilkinson, 2015; Gillespie et al.,
2016; Pronyk et al., 2016; Boyce & Katz, 2019; Parker et al.,
2019; Bhaumik et al., 2020; Raven et al., 2020; Richards et
al., 2020; Tsai et al., 2020; Mayhew et al., 2022).
Mayhew et al. (2022, p.1) looked at three local responses
to Ebola in Sierra Leone and showed how the complex
interaction between people and formal and informal
institutions at community level, shaped a unique and
dynamic “system of care”. They found that CHWs played a
critical role in these ever-changing arrangements. Not only
are they members of the community, but they also used
their valuable local knowledge to negotiate new power
dynamics with the formal health system. Similarly, the
empirical analysis conducted by Tsai et al. (2020) into the
Liberian government’s door-to-door canvassing campaign
during the Ebola epidemic in Liberia demonstrated that
local intermediaries were able to increase knowledge
of the disease and promote voluntary compliance in
previously low-trust local settings as they resided in the
community and were members of existing social networks
and institutions. Therefore, they could be held accountable
for the information and support they provided. In this way,
in contrast with direct engagement by government officials,
community outreach workers were able to build trust and
confidence, persuade other community members to trust
health authorities and adhere to new health measures. On
the other hand, CHWs were also vulnerable and open to
sanctions by their communities if there were any issues,
especially if they were not well equipped or supported by
formal health system structures.
Recent research has also focused on the perceptions of
CHWs or CBOs working during the COVID-19 pandemic
(Ballard et al., 2020; Olateju et al., 2022). Some have
focused on the challenges CHWs have faced when
providing specific health services, such as maternal and
child health in India (Mishra et al., 2022), or HIV services to
marginalised communities (McMahon et al., 2020; UNAIDS,
2020) in the COVID-19 context. There are some insights
into how CHWs and CBOs helped mitigate some of the
disruption of COVID-19 on health services, particularly on
HIV services, showcasing an array of innovations in service
delivery, including the decentralised distribution of ARVs
and the use of virtual interventions such as WhatsApp and
Facebook groups and phone calls, among others (Pinto &
Park, 2020; Reza-Paul et al., 2020). Vanden Bossche et al.
(2022) provided evidence of how CHWs served vulnerable
groups by providing psychosociological support and other
services and building trust-based relationships during the
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COVID-19 pandemic that complemented the work of health
facilities in high-income countries.
On the other hand, there is limited evidence demonstrating
to what extent the existing community-level infrastructure
built for other communicable diseases such as HIV has been
used effectively to respond to COVID-19, what have been
the main aspects it has addressed, the services that have
been provided and to what level of success. Many authors
have written commentaries on how the COVID-19 response
should build on the responses and existing infrastructure
developed to address communicable diseases such as HIV
and Ebola (Celum et al., 2020; Odinga et al., 2020; Collins
et al., 2021; Msomi et al., 2021). Others have commented
on how the lessons that have emerged from the response
to these epidemics could be applied to the COVID-19
response (McMahon et al., 2020; UNAIDS, 2020). One
article has looked at the specific aspect of community-based
surveillance for COVID-19 in Niger, which offered a good
insight into how this type of surveillance could be rapidly
expanded from and integrated into the existing polio network
(Maazou et al., 2021). Therefore, this article contributes
to community-based health, including the provision of
integrated health services and the role of community health
actors in emerging health threats.
The PACT initiative
The PACT initiative is part of the African Union Joint
Continental Strategy for the COVID-19 outbreak that
ultimately aims at decreasing COVID-19 transmission
and deaths. At the time of its launch in June 2020, it had
ambitious targets such as deploying 1 million CHWs,
conducting 10 million COVID-19 tests, training 100 000
health care workers and supporting regional efforts to
establish a pooled procurement platform for laboratory and
medical equipment by October 2020. The initiative consisted
of three main pillars: testing and diagnosis of COVID-19
cases, contact tracing and providing adequate treatment for
those who need it.
In particular, the role of CHWs under the PACT initiative
included COVID-19 education, case detection and linkage to
testing and medical treatment, contact tracing and quarantine
support, household support and home-based care for less
severe illness, community engagement and mobilisation to
find tailored community solutions. In addition, CHWs were
tasked to carry out community mobilisation and advocacy
to ensure that communities had access to appropriate
information and encouraged positive behaviours such as
self-reporting and seeking health care if needed. CHWs were
meant to focus on sub-populations with a higher exposure
risk to COVID-19, such as those living in densely populated
areas, the elderly, people living with co-morbidities, PLHIV
and other vulnerable and marginalised populations. Africa
CDC would directly engage with 100 000 CHWs for the
appropriate management of COVID-19, including through the
Africa Volunteer Health Corps.
The implementation model with UNAIDS in the seven
countries
The PACT activities supported by UNAIDS in the seven
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countries aimed not only at supporting the COVID-19
response efforts as mentioned above, but also at ensuring
the continuation of HIV services. Depending on the country
context, this would entail reaching key and vulnerable
populations with HIV prevention services. These services
included the distribution of HIV prevention items such as
condoms and syringes (including their home delivery), home
distribution of HIV prevention and treatment products, linking
PLHIV that had interrupted antiretroviral treatment (ART)
back into care, etc. The HIV community infrastructure such
as HIV-focused NGOs, CBOs and faith-based organisations
were meant to complement existing community health
systems in collaboration with national authorities, Africa
CDC and other local and international development partners.
The country selection criteria for the PACT initiative
to be implemented in partnership with UNAIDS included
low COVID-19 testing rates, deployment status of CHWs,
UNAIDS country presence and a strong HIV community
ecosystem. Table 1 shows the participating countries and
the number and type of community actors involved, which
included networks of PLHIV, HIV-focused CBOs and local
NGOs.
The start date and duration of the country projects varied,
depending on how long it had taken to finalise the project
design and contractual processes with all community
implementers. Some adjustments had to be made in the
choice of targeted sites before implementation in some
countries (Gabon, Côte d’Ivoire, Madagascar) to respond
to the rapid evolution of COVID-19, secure the buy-in
of national authorities and other stakeholders and tailor
the interventions to restrictive measures and lockdowns.
Country action plans were developed throughout the last
part of 2020 by implementing partners with the support of
UNAIDS and Africa CDC, which conducted the quality
assurance. Table 2 shows recent COVID-19 data across
countries, as well as the vulnerable populations that were
targeted in each country.
Africa CDC developed learning modules on COVID-19
specifically for CHWs. The main modules include: PACT
(Infection Prevention and Control, COVID-19 contact case
follow-up and community engagement and monitoring),
home-based management of mild cases and COVID-19
vaccine sensitisation. Under the initiative, the training
curriculum was to be adapted to the local context while
maintaining harmonisation and standardisation of key
information. In addition, UNAIDS added a module on
addressing COVID-19 and HIV-related stigma and
discrimination. The project included the provision of
personal protective equipment (PPE), including masks and
hydroalcoholic gels, for CHWs. They were also provided
with brochures and information flyers. Some countries also
included HIV items such as condoms and self-testing kits.
Methodology of the review
Through this implementation research, we tried to
understand the real-world experiences of community actors
when faced with the introduction of new practices. In this
case, the provision of community-based COVID-19 services
and help determine whether these types of interventions
could be replicated or improved in the future. Therefore,
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Table 1: Details of the Africa CDC PACT initiative in partnership with UNAIDS

Country

Date
started

Community
implementers
(n)

September 2021

6

1 network of PLHIV, 5 CBOs

July 2021

2

1 network of NGOs (7 out of the 20
NGO members), 1 NGO
1 large NGO overseeing 10 small
CSOs and PLHIV networks
1 Network of PLHIV, 1 CBO

Sub-national areas targeted

Algeria

Alger, Oran, Annaba, Blida et Sidi Belabbes,
Relizane, Tebessa, Tiaret, Tamanrasset
Côte d’Ivoire Abidjan, San-Pédro

Type of community actors

Gabon

Libreville, Port-Gentil, Lambaréné, Franceville

July 2021

1

Ghana

Accra Metropolitan Assembly, Greater Accra Region
Ashaiman Municipal Assembly, Greater Accra
Region
La-Nkwantanang Madina Municipal Assembly,
Greater Accra Region
Oforikrom Municipal Assembly, Ashanti Region
Amansie South District Assembly, Ashanti Region
Sekyere Central District Assembly, Ashanti Region
In Mahajanga (region of Boeny, for this phase 1)
in 6 districts (Mahajanga I, Mahajanga II, Soalala,
Mitsinjo, Ambato-boeny, Marovoay)
Mzimba North, Thyolo, Blantyre, Zomba, Chikwawa
Balaka, Lilongwe, Mangochi and Phalombe
Khomas Region: Windhoek;
Erongo: Walvisbay and Swakopmund;
Oshana Region: Oshakati and Ondangwa

July 2021

2

July 2021

5

July 2021

1

1 network of PLHIV, 4 networks
of key and vulnerable populations
and youth in and out of school.
2 NGOs

July 2021

3

1 network of PLHIV, 2 NGOs

Madagascar
Malawi
Namibia

Source: Project data

we carried out a qualitative review of the monthly reports
submitted by community implementers from the start of
the initiative in July 2021 until December 2021, which
represented the first phase of the project.
Implementers were requested to provide information on
relevant indicators aligned with the Africa CDC monitoring
and evaluation framework for the PACT initiative (Africa
CDC, 2020). The core indicators included the “number of
CHWs deployed and trained” and “the proportion of CHWs
trained in home-based management of mild cases” (Africa

CDC, 2020). Other indicators tracked the number of CHWs
per 10 000 population and those CHWs that received
adequate technical support including equipment (such
as masks and gel, education material, T-shirts, etc.). In
addition, the report also requested the number of community
health workers dedicated to the PACT initiative with gender
disaggregation, information regarding the number of people
reached with COVID-19 education and other COVID-19
services, and depending on the country context, the
disaggregation by type of vulnerable communities including

Table 2: Summary of cumulative COVID-19 cases, COVID-19-related deaths, and vulnerable populations targeted under the initiative in the
seven countries

Country

Cumulative COVID-19
Cumulative
cases per million
COVID-19-related
people
deaths

People fully
vaccinated against
COVID-19

Algeria

5 839

6 875

14.2%

Côte d’Ivoire

2 999

805

19.9%

Gabon

20 571

304

12.9%

Ghana

5 132

1 450

22.2%

Madagascar

2 242

1 398

4.1%

4 296
62 954

2 645
4 061

7.9%
16.2%

Malawi
Namibia

Source: Africa CDC (https://africacdc.org/covid-19-vaccination/)

Population groups identified as vulnerable
Vulnerable groups at high risk of COVID-19 infection, gay
men and other men that have sex with men, sex workers,
people who use drugs, migrants and PLHIV
Sex workers, people who use drugs, LGBT+ people,
adolescent girls and young women and PLHIV
People living in the selected geographical areas and
PLHIV
Women’s groups, market women, elderly population, other
vulnerable groups and PLHIV
LGBT+ people, adolescent girls and young women, sex
workers, prisoners and PLHIV
Key populations and young people living with HIV
People living in informal settlements, low-income
communities, long-distance truck drivers, people living in
COVID-19 hotspots and PLHIV
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PLHIV and/or geographical areas targeted. Indicators related
to the number of people, including PLHIV, who had reported
to have experienced stigma and discrimination due to their
COVID-19 status were also added. Implementers were also
invited to provide a narrative on any key achievements and
challenges identified.
Findings and results
Algeria
The launch of the project in Algeria was significantly delayed
due to the impact of a third COVID-19 wave that the country
was experiencing towards the end of 2021. During this
period, a total of 153 CHWs were trained and deployed. By
December 2021, 3 747 people were reached with COVID-19
prevention education and COVID-19 vaccine sensitisation
and were provided with PPE and information materials.
In comparison with the rest of the countries, a high
number of people, 234, reported experiencing stigma
and discrimination due to testing positive for COVID-19,
including 47 PLHIV. This aspect influenced community
partners to carry out advocacy workshops among health
authorities and professionals to look at ways to improve
and provide services for PLHIV and vulnerable people in a
non-discriminatory way. As a result, a system of referrals for
COVID-19 testing and vaccination was organised to address
this issue by one of the CBOs that included the engagement
of sensitised health professionals accompanied by CHWs.
Côte d’Ivoire
The PACT initiative in Côte d’Ivoire focused on the Abidjan
zone and the south-west city of San-Pédro. During the
initiative, a total of 55 CHWs were trained and deployed
in Abidjan, and an additional 25 CHWs in San-Pédro. The
focus was on community surveillance, sensitisation and
community information. This initiative was carried out in
close collaboration with the Ministry of Health, particularly
the National HIV Programme, the General Health Directorate
and the Community Health Directorate. The last two were
responsible for the supervision and trainings of CHWs.
Activities in the Abidjan zone compared to San-Pédro
differed significantly as they were tailored to the local
needs and context. For instance, there was still a huge
disparity between the vaccination rate in the capital
(24% fully vaccinated) and the rest of the country (5%
fully vaccinated) by November 2021 (Ministry of Health,
Côte d’Ivoire). In addition, a community survey among
450 people, undertaken in September 2021 by one of the
community implementers in Abidjan and other focus cities,
also indicated good knowledge of COVID-19 preventative
measures. Around 74% were aware of COVID-19 preventive
measures, but there were signs of vaccine hesitancy.
66.6% had not been vaccinated and many had heard
misinformation and had hesitancy regarding COVID-19
vaccines. Information from this survey was considered for
project design and communication strategies.
Community actors also highlighted that the focus in
the capital was to support vulnerable groups as listed
in Table 2, whereas in the San-Pédro area, the focus
population was mainly PLHIV with the goal of increasing
vaccine demand and COVID-19 impact mitigation on
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HIV services. Consequently, community support groups
for PLHIV in San-Pédro were organised to ensure HIV
treatment continuation while providing integrated COVID-19
and HIV prevention education. At both sites, services
provided included COVID-19 vaccine referrals. The results
up to December 2021 for Abidjan included reaching 5 860
vulnerable people with COVID-19 education and the
distribution of masks and gel. In San-Pédro, 1 709 people,
including 300 PLHIV, were reached.
Local structures also determined the mechanisms for
service provision at the community level. In Abidjan, people
referred to a health centre for a COVID-19 vaccination would
receive a ticket for referral to get vaccinated, and which
could monitor the number of sensitized people receiving
a full vaccination. That way there was a mechanism to
incentivise people to seek vaccination services and to
monitor acceptance. On the other hand, in San-Pédro, the
community implementer had a dedicated health centre
which after 27 September 2021 also became a COVID-19
vaccination centre for the municipality. 48% (985/2 050) of
the cumulative number of people referred for COVID-19
vaccination by CHWs received a complete COVID-19
vaccination in the Abidjan zone, whereas in San-Pédro
this figure was 44% (312/709). This was a signal of the
challenges CHWs faced when closing the gap in vaccination
rates.
One of the successes cited in the reports was the high
number of people that use drugs that, despite strong initial
reluctance, decided to get fully vaccinated after CHWs
provided education and referral services. However, several
challenges were noted during the first few months, including
contractual and administrative delays. During project
implementation, limited financing, insufficient coordination,
weak involvement of networks of vulnerable populations
were also noted. In addition, CHWs had not received
COVID-19 training before and had expressed COVID-19
misunderstandings and fears themselves before the training
took place. At the start of the project, out of the 55 CHWs
trained in Abidjan, only eight had been vaccinated. There
was also a need to carry out refresher training on HIV.
Based on the reports, transgender people, men that have
sex with men and other gay men and people who use drugs
were afraid to be referred to a health centre for COVID-19
vaccination out of fear of being stigmatised. CHWs reported
that many PLHIV wanted to get their treating doctor’s
authorisation before getting vaccinated.
Gabon
Although its surveillance system is weak, Gabon did not
appear to have experienced as many COVID-19 deaths as
other participating countries, as seen in Table 2. This might
explain why the 67 CHWs, including 6 supervisors, were
actively involved in many different aspects of the response
and other health issues. These included surveillance,
provision of health education and sensitisation in several
areas including COVID-19, HIV, sexual and reproductive
health (SRH) and gender-based violence (GBV) services.
It also involved the provision of PPE to vulnerable groups,
outreach information material as well as HIV prevention
items (condoms). The Ministry of Health coordinated the
project with support from UNAIDS, and CHWs were trained
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on all modules except for home-based management of mild
COVID-19 cases.
Reports cite quite a number of challenges including
the roll-out of training in distant sites, difficulties faced
by the CHW using a mobile phone app for reporting and
transportation and additional costs incurred by CHWs while
carrying out home visits. On the other hand, there were
also successes. CHWs were able to reach a high number
of people with COVID-19 education (5 512), the majority of
which were adolescents and young people (63%). CHWs
appreciated having a supervisor they could reach out to. In
fact, one innovation that was successfully introduced was
online working sessions with supervisors to tackle issues
that CHWs were facing on the ground.
CHWs were also able to identify PLHIV who had
interrupted ART by carrying out home visits, making
follow-up phone calls and helping them get back into care.
55 PLHIV were linked back and restarted ART and care,
mainly in Libreville, Franceville and Port-Gentil. In many
cases, the CHWs accompanied them to the nearest health
centre to restart treatment.
Ghana
The workplan of activities in Ghana was tailored to the
country context and needs. It was concentrated in the
Greater Accra and Ashanti regions, which accounted for
about 70% of COVID-19 cases by the start of the project.
During the period up to December 2021, the main role of
the 36 CHWs was to carry out a community survey that
would inform programme design for the subsequent phase
of the project. In parallel, CHWs were expected to provide
COVID-19 prevention education, raise awareness on
COVID-19 vaccines and help address vaccine hesitancy.
CHWs were given smart phones with a custom-built app
known as the CeTracker to help with these tasks. This
app contained decision support, electronic versions of the
education and communication materials developed for the
CHW programme and tools for community mapping and
household visits. Activities were monitored by a steering
committee that included national authorities, community
implementers and international development organisations.
The Ghanaian health service provided an extensive training
curriculum that included the core modules from the Africa
CDC and specialised training on data reporting and data
protection. There was an effective collaboration with the
district health authorities and each CHW was supervised by
a community health nurse.
Some of the successes included the high volume of
people reached. A total of 2 066 households were reached
through door-to-door visits, with an estimated population
of over 10 300. CHWs provided COVID-19 education and
supported sensitisation campaigns on COVID-19 vaccination
in churches, religious settings, marketplaces, taxi ranks and
community information centres. This is estimated to have
reached an additional 14 150 people.
Based on the results of the survey (450 participants),
project activities led to an increased proportion of PLHIV
and other community members getting vaccinated between
July and December 2021, 18.6% vs 57.3%, and 34.8% vs
64.5%. Importantly, the vaccine acceptance rate among
PLHIV increased during the same period, indicating the
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positive contribution of the several risk communications
and awareness campaigns organised through the project.
Involvement of NGOs as one of the contributory sources for
COVID-19 information was identified in the endline survey
results (39%) over the baseline (9%).
One of the best practices highlighted was in
La-Nkwantanang Madina Municipal Assembly, where it
was noted that the proximity between the municipal health
management team, the market and the local health facility
provided an opportunity for the CHWs to work closely with
health workers and jointly plan and undertake community
education sessions. CHWs appreciated that level of
alignment and engagement. Reports also cite some other
positive practices such as monitoring teams engaging
with community information centres or local radio stations
to boost education on COVID-19 prevention and vaccine
uptake, directing their messages to their communities.
A few challenges were also identified. Despite asking
relevant questions and reaching a high number of people
during the completion of the survey, the project did not
contribute to any case detection as none of the respondents
acknowledged having any COVID-19 symptoms or having
been in touch with someone that had tested positive for
COVID-19 recently. It is hard to say if respondents did not
feel reassured enough to share this type of information.
In addition, by 14 January 2022, CHWs also reported
a cumulative number of 34 people who had indicated
having experienced stigma and discrimination due to their
COVID-19 status. It was noted that in some cases, they were
ousted from their place of residence, or were not allowed to
buy food from street vendors in their communities. CHWs
highlighted the frustration of not being able to provide any
livelihood support, which was not included in the project in
the first phase. Also, despite efforts by CHWs to encourage
people to get vaccinated, there were issues with vaccines
supplies, which affected the results and motivation of CHWs.
Madagascar
The main objective in Madagascar was to reach at least
75% or 136 521 vulnerable people in the six targeted
districts in the Boeny region, with a total of 80 CHWs. The
populations shown in Table 2 were chosen as they were
considered among the most vulnerable and the community
organisations had experience working with them. There was
a strong collaboration with the health centre of Mahajanga,
who led most of the training, as well as with other
international development partners.
The range of services differed among these populations,
focusing on COVID-19 education, PPE distribution and
COVID-19 vaccination referral for most of them. It is worth
noting that among all participating countries, Madagascar
has the lowest COVID-19 vaccination coverage at 4.1%, as
shown in Table 2 (Africa CDC, 2022). Additional services
were also delivered for PLHIV.
Most populations benefitted from integrated education on
COVID-19, HIV and sexually transmittable infections (STIs).
In total, around 30 717 vulnerable people were reached,
including young people in and out of school, prisoners,
LGBT+ people, sex workers and PLHIV. Community
implementers also prioritised the work with PLHIV, and
reported 812 home visits, many of which included support
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during quarantines. 131 PLHIV were reintegrated into care,
although 11 deaths were also reported among PLHIV.
It was also noted that around 280 PLHIV were referred
for COVID-19 vaccination, but only 23 received a full
vaccination in the end. This also shows the low level of
COVID-19 vaccine acceptance among this group. 37 people
reported to have suffered stigmatisation due to being tested
positive for COVID-19, two of which were also HIV positive.
The key challenges reported in the PACT Madagascar
initiative included the period of lockdown in Mahajanga at
the start of the project, which halted most of the activities.
In addition, there was limited information from national and
local authorities related to the evolution of the COVID-19
epidemic in the region. In fact, together with the lack
of communication regarding the COVID-19 vaccination
campaign, these were highlighted as the main issues that
helped propagate misinformation about the coronavirus.
Other challenges included poor infrastructure, the weak
implementation of sanitary protocols and the limited
distribution of handwashing devices.
Malawi
The implementation in Malawi was carried out by two
NGOs, which deployed 993 CHWs with all training modules
provided by nurses and health officers. Apart from providing
PPE and information materials, CHWs were able to refer
people for COVID-19 screening and testing.
However, the initiative in Malawi suffered many challenges
which led to an early termination of phase 1 at the end of
October 2021. Despite all CHWs having been trained in all
four modules, the project did not report results regarding
people reached. Implementation challenges included
difficulties carrying out training due to restrictions that limited
the number of participants per meeting. Poor communication
and coordination between the ministry of health and other
districts and community implementers were also cited. In
addition, tracing ART defaulters was suspended during
peak periods of the COVID-19 epidemic, due also to the
restrictions between September and October 2021.
A few best practices were identified during the short period
of implementation of phase 1 between July and October
2021. Civil society partners worked closely with COVID-19
district committees to support the decongestion of ART clinics
to prevent COVID-19 transmission and scaled up community
ART groups and community ART outreach clinics. Community
mobilisation activities also went beyond COVID-19 and HIV to
include GBV training and sensitisation activities among key
stakeholders and young people in the communities. A digital
health platform for CHWs was used and CHWs were also
able to provide water, sanitation and hygiene supplies.
Namibia
The activities in Namibia went beyond the type of services
provided in other countries. Community implementers
operating in the three focus regions with a total of 20
CHWs tried to provide integrated health services as much
as possible. An additional 538 CHWs from all regions also
received training using the PACT curriculum and contributed
to the results. Services included household visits in target
sites (7 018) which provided COVID-19 and HIV education.
Vulnerable people were also reached with COVID-19, HIV
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and SRH information and services at different community
venues. The project was carried out in close collaboration
with national authorities and training was provided by the
National Health Training Centre staff of the Ministry of
Health and Social Services.
It was reported that cumulatively 423 community members
suspected to have COVID-19 were referred for testing, with
175 COVID-19 positive cases identified. Those outreach
opportunities were also used to provide HIV self-tests (398)
and prevention items such as condoms. In contrast to other
countries, CHWs in Namibia tried to refer people for other
health issues, establishing a bi-directional referral system
with local health facilities. It was highlighted that 13 people
were referred to psychosocial support services and 360
were linked to health facilities for non-COVID-19 related
health issues. Through school outreach interventions, 150
adolescents were reached with HIV, adolescent responsive
SRH and COVID-19 messages and screened for COVID-19,
with 40 interested adolescents referred for SRH services.
CHWs also used the existing infrastructure and their
networks to provide COVID-19 information. For instance, the
network of PLHIV used its existing PLHIV communication
networks to send bulk SMS messages to PLHIV support
groups about COVID-19 information, reaching up to 18 000
people. The national World AIDS Day commemoration was
also used as an opportunity to provide joint COVID-19 and
HIV information.
One of the implementing partners launched a COVID-19
vaccination campaign in Windhoek in September 2021
and provided two sites for COVID-19 vaccinations. The
aim was to reach key and vulnerable communities such as
long-distance truck drivers, low-income communities and
those living in COVID-19 hotspots. By December 2021,
1 854 people had been vaccinated in these sites and a
system was developed to collect community members
unable to get to vaccination sites by themselves. 14 PLHIV
were confirmed to be vaccinated after referral by the PLHIV
network, although the initial number of PLHIV reached for
sensitisation and referral was not reported.
Best practices identified in the Namibia initiative included
the strong coordination mechanism that was established
with national health authorities, international partners and
community implementers, which included the roll-out of the
nation-wide vaccination campaign. In addition, community
implementers carried out a strong communication strategy,
reaching out to community influencers such as teachers,
leaders of youth groups, women and marginalised groups,
which were encouraged to advocate for COVID-19
screening and vaccination acceptance and uptake. Positive
results attracted additional funding by other international
development partners, whose support expanded the
initiative to deploy more CHWs and expand the scale of the
project.
Some of the main challenges at the start of the project
was the COVID-19 impact on the health sector and the
implementing community partners themselves, with several
staff ill with COVID-19. COVID-19 vaccine stockouts
were also reported. CHWs highlighted the need to have
training and information material in local languages. During
project implementation, CHWs experienced out-of-pocket
expenditures to reach their supervisors and reported
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difficulties in persuading community members to adhere
to health protocols. There were also cases reported in
which CHWs were not allowed to visit homes. CHWs faced
vaccine hesitancy, especially among young people. Young
people appeared reluctant to participate in strictly COVID-19
interventions and usually demanded distribution of condoms,
whose supply was impacted by stockouts. Other challenges
reported by CHWs were sanitation issues in COVID-19
hotspots, which were referred to a humanitarian organisation
to address, and increased food insecurity among community
members. Mental health concerns were also highlighted,
particularly among school-age children orphaned due to
COVID-19 and those whose parent or parents had lost
income during the pandemic.
Limitations of the findings
The results described above were based on the review of
the regular reports submitted by UNAIDS country offices and
community implementers in each of the seven participating
countries. There was no direct observation of the data
and facts. Therefore, findings might be affected by the
interpretation of the reviewers. The major limitation of the
findings is related to the quality of the data regarding people
reached with health interventions and the completeness of
the narrative reports that described the main successes and
challenges experienced.
Discussion
The PACT initiative showed the added value of providing
services or reaching vulnerable people where they are,
outside of the traditional health facility model. It served to
complement strained health systems at a time of health
crisis in those sub-national areas hardest hit by COVID-19,
including densely populated and informal urban settlements.
A total of 1 404 CHWs (452 males, 946 females and 6
others) were trained and deployed, provided with equipment
(PPE, information materials, T-shirts or badges, etc.) and
stipends in the seven participating countries. It is worth
noting that vulnerable populations also differed according
to the country context as shown in Table. 1.2. They
included sex workers, people who use drugs, low-income
communities, gay men and other men who have sex with
men, adolescents out of school, prisoners and PLHIV,
among others. It is likely that many of these people might
not otherwise have been reached with COVID-19 and HIV
services during the health crisis.
As community implementers in the seven participating
countries were given ample flexibility to tailor their
approaches, the implementation models differed significantly
across and within countries. The fact that community actors
had experience working with HIV also shaped how they
responded to COVID-19, making use of their own expertise,
experiences, connections and infrastructure. We can discern
several patterns.
First, activities were constantly changing to address
barriers faced by vulnerable people, including PLHIV.
In many cases, CHWs sought to provide transportation
support or accompanied people to the nearest vaccination
centre. In a few cases, local COVID-19 referrals systems
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were developed. That was, for example, the case for Côte
d’Ivoire where tailored referrals systems were implemented
in Abidjan and San-Pédro, using similar referrals systems
for confidential HIV testing among key and vulnerable
populations. In Namibia, NGO-supported centres were used
for COVID-19 vaccinations, helping reach populations such
as long-distance truck drivers, low-income communities,
those living in COVID-19 hotspots and PLHIV, which
would otherwise have been hard to reach. In many cases,
CHWs played particular attention to PLHIV, supporting
COVID-19 vaccine efforts. As others have noted, these
activities show the resilience and adaptability of CHWs to
address community needs and to complement strained
health systems (Bhaumik et al., 2020). They also show,
as it has been noted before, how the local knowledge and
perspectives of CHWs are critical to the response to health
crises in constrained environments (Parker et al., 2019).
Second, stigma and discrimination were two areas that
CHWs were particularly sensitive to, given its relevance in
the HIV context. They were also trained and had to report
on the number of people affected. When confronted with
these issues, it appears that CHWs tried to advocate, find
solutions, or at least voice their frustration if there was
nothing they could do. For instance, in Algeria, which was
the country that reported the highest cumulative number
of such cases (234, including 47 PLHIV), community
implementers worked with health authorities and helped
develop a system of referrals for COVID-19 testing and
vaccination for vulnerable people, involving trained and
sensitised health professionals with the accompaniment of
CHWs. In communities in Ghana and Malawi, the stigma
associated with being COVID-19 positive was high, leaving
marginalised and vulnerable groups exposed to food
insecurity and lack of shelter. Malawian CHWs were able
to provide livelihood support, which was not the case in
Ghana. As Tsai et al. (2020) have highlighted in the case of
the Ebola crisis in Liberia, CHWs as community members
are also left vulnerable if they are not well supported. In this
case, Ghanian CHWs felt frustrated at not being able to care
for their fellow community members. Yet, we do not have
information about how their communities reacted in return.
Third, in most cases, it was clear that communities
demanded not only COVID-19 services, but other services
such as STI and SRH education and referrals, GBV
prevention and referrals for psychological support and
other non-COVID-19 related health issues. In Namibia, for
instance, young people did not want to participate in only
COVID-19 health promotion activities, they also wanted
to receive HIV and SRH education and referrals as well
as condoms and other HIV prevention items. This shows
that community actors should be equipped and supported
to provide integrated health services during pandemic
responses, as others have noted before (Brault et al., 2021).
Lastly, the initiative demonstrated that existing communitylevel infrastructure built for HIV was rapidly leveraged to
respond to COVID-19. For example, CBOs and networks
of PLHIV used their networks to send bulk SMS messages.
They also used their social media platforms and websites,
their contacts with local radio stations and community
influencers to provide accurate and tailored COVID-19
information and to address vaccine hesitancy. In addition,
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a few also invested in gathering local data on COVID-19
perceptions, particularly regarding COVID-19 vaccination,
with the intention of informing their project design and
deciding how to frame their messages, as seen in Ghana
and Côte d’Ivoire. Community organisations working on
HIV have become used to the use of data and evidence
for decision-making. As mentioned before, community-led
monitoring and community-led responses in the field of HIV
are a priority in the latest global AIDS strategy (UNAIDS,
2021).
In all countries, CHWs never stopped supporting PLHIV,
their original networks. CHWs identified PLHIV that had
dropped out from ART during the COVID-19 pandemic,
whether out of fear of COVID-19 transmission at health
facilities or overburdened health systems. They helped
set up community ART groups and community ART
outreach clinics in Malawi. This reflects the important role
of HIV-focused CHWs mitigating the effects of a health
crisis on PLHIV who currently require lifelong treatment and
access to health services.
The PACT experience in the seven countries also
highlighted a few limitations. Despite being the focus for
some countries, there was limited evidence on whether
community surveillance efforts contributed to COVID-19
case detection. For instance, the community surveillance
system established in Ghana did not help identify people
with COVID-19 symptoms despite the significant number
of people reached. One could argue that there was not
sufficient trust to provide information regarding COVID-19
symptoms, or there was uneasiness regarding the use of
this data. On the other hand, household support was valued
by their communities, especially during quarantines.
Other challenges related to the relationship and
communication with formal authorities. For instance,
CHWs in Madagascar, which has the lowest vaccination
rates among participating countries, complained about
the lack of official COVID-19 information and vaccination
campaigns. Lack of coordination with national and district
authorities, including the Ministry of Health and other
community implementers, was highlighted by Malawian
community implementers as key challenges that led to
the early termination of activities. In contrast, community
implementers highlighted that good alignment and closeness
between CHWs with formal structures, such as the local
health facility or school and places where the community
congregates such as markets and taxi hubs, led to better
acceptance and results. This is in line with the findings of
Mayhew et al. (2022) in the context of the Ebola response
in Sierra Leone and how the different stakeholders and
dynamics enact fluid “systems of care” shaping the health
crisis response. More research is needed with direct insights
from community implementers and CHWs participating in
PACT activities to understand the complex social spaces
where they interact. As Richards et al. (2020) have argued,
it is important to integrate ethnographic research into health
crisis responses at community level to understand how best
to tailor local interventions and delivery mechanisms.
Additionally, even though HIV-focused community actors
could use their skills and experience gained in the HIV
response, many CHWs were not so familiar with COVID-19
at the start of the project and had similar perceptions and
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reluctance to preventive measures and vaccination as the
rest of their communities. As mentioned earlier, only eight
of the 55 CHWs trained in Abidjan had been vaccinated
when training started. CHWs also highlighted issues with
additional costs for transport and home visits and difficulties
using digital health platforms, among others. Therefore,
training, equipment and sufficient financial support are
preconditions to ensure CHWs can do their work. These
challenges have also been identified in other studies
looking at CHWs’ perceptions working during the COVID-19
pandemic and other health crises (Vandi et al., 2017; Mishra
et al., 2022; Olateju et al., 2022).
Based on the above findings, there are several lessons
learnt from integrated COVID-19 and HIV community-led
responses that should be considered when addressing
future health crises and pandemic responses:
(1) Giving flexibility to community actors to decide and tailor
their local responses ensures that they make use of
their local knowledge and the trust of their communities.
There needs to be a bottom-up approach to project
design and implementation, with full engagement from
communities;
(2) HIV-focused community actors can bring significant
experience on stigma and discrimination issues and
with advocacy experience. Therefore, they can channel
human rights-based responses at a local level;
(3) Community engagement during a health crisis should
provide integrated health services as much as possible
and livelihood support and GBV prevention if needed.
Working with existing HIV-focused community actors
and others can enhance the sustainability of community
health systems, especially in countries with no formal
CHW programmes;
(4) CHWs should be recognised by and able to work in
partnership with other formal and informal structures,
including health authorities. CHWs need to be well
embedded in the whole ecosystem that shapes local
health responses; and
(5) Expectations about CHWs’ tasks should be clear
from the start and discussed regularly. Community
surveillance might not have worked as expected in
this experience, but CHWs expanded their support in
other areas valued by their communities such as home
support during quarantines. Furthermore, as mentioned
before, CHWs need to be trained, be financially
rewarded and well equipped to carry out their work.
Conclusion
Positive results arose from engaging HIV-focused NGOs,
CBOs and networks of PLHIV. Firstly, their experience in
outreach, health education provision and referrals and data
reporting proved valuable. Secondly, they were able to
integrate COVID-19 and HIV services, such as helping those
PLHIV that had interrupted ARV treatment get back into
care, as well as raising COVID-19 vaccination awareness
and increasing demand among this group or providing HIV
health items (condoms and HIV self-test kits). More research
is needed into how community-based service provision and
community mobilisation have provided integrated health
services, including COVID-19 and cost-effectiveness.

African Journal of AIDS Research 2022, 21(2): 132–142

In sum, there is a need to have strong CHW and CBO
teams in African countries ready to provide support
during emerging health crises and across multiple public
health initiatives. However, this needs to be done in
close coordination with all relevant country stakeholders,
national and local authorities, community implementers and
communities. One of the main lessons learnt is the need to
ensure national authorities are involved, and that they own
and lead relevant processes such as training and capacity
building activities and guarantee that CHWs are not only
linked to local health centres, but also compensated, trained
and given sufficient supervision and support to perform their
tasks, including the provision of health items. In addition,
expanding or repurposing the focus of community actors and
CHWs to go beyond single diseases would also strengthen
the resilience of community-based systems and ensure their
long-term sustainability.
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The HIV response in the African continent over past decades demonstrates the potency that the words and actions
of political leaders have in either expediting or impeding the implementation and adoption of preventive measures
at the individual and community levels. The article explores the health communication approaches employed by
two South African past presidents (Thabo Mbeki and Jacob Zuma) in responding to the HIV epidemic, and contrasts
these with the communicative approach of President Cyril Ramaphosa during the COVID-19 pandemic. Approached
from this understanding, this article provides a comparative analysis of the communication approaches of
these three presidencies across the two pandemics, and considers the variously trusted sources of top-down,
government-driven and bottom-up, community-informed approaches to health communication. Critical lessons that
emerged in South Africa during the HIV epidemic regarding the need to include communities in communicating
about risks and behaviour change have not been adopted into the COVID-19 response. Political leaders are not best
placed to communicate about these issues, and, in the context of pandemics, there is a clear need to reconsider
top-down communication approaches that are designed without the participation of communities and ignore the
interconnected nature of health and other social determinants of health.
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Introduction
During a public health crisis, clear communication from
trusted sources on the health threat, the implications for the
country and its people, and the most applicable course of
action to mitigate this threat should be a national imperative.
This ensures that people can make informed decisions to
navigate the uncertainty and take appropriate action for
positive health outcomes.
COVID-19 and AIDS have been the two predominantly
fatal and highly infectious public health crises faced by
South Africa over the past three decades. These crises
have posed ongoing health threats which require effective
communication efforts that promote social and behaviour
change at the individual, community and societal levels.
Often during the early stages of health crises, multiple
stakeholders converge towards a common health outcome.
However, there remains a primary reliance on government
at the onset of health crises to inform the public and offer
a clear national directive for early detection, containment,
mitigation and, where possible, eradication of the disease.
In the case of South Africa, the political communication by
previous and current presidencies on these health threats

has arguably resulted in confusion and panic, causing
economic disaster and unnecessary deaths. This article
explores the health communication approaches employed
by two South African past presidents (Thabo Mbeki and
Jacob Zuma) in responding to the AIDS epidemic, and
contrasts these with the communicative approach of
President Cyril Ramaphosa during the COVID-19 pandemic,
identifying how these have led to a breakdown of trust
within the country. These three presidential approaches
cover almost two decades of continuous leadership in
the South African health response and therefore offer an
opportunity to explore lessons to advance the future of
health communication.
The identification of trusted health message sources is
recognised as a significant contributor to influence message
reception and changes in health behaviour. A range of contextdependent factors influence individuals’ trust in the source
of health information, and national health communication
campaigns should evaluate sources of trust as part of strategic
communication design (Peterson et al., 2020).
While governments and authoritative health bodies are
recognised as well-placed to lead health communication,
a population may trust local or alternate sources over
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these structured, often highly politicised and national
bodies. There may be many reasons for this, including
perceptions of limited expertise, and an overall distrust of
governments, where “some individuals perceive that the
regulatory authority of government excessively interferes or
has undue influence on individual autonomy and choice”;
in contrast non-governmental organisations (NGOs) and
many civil society bodies are not subject to the same
negative perceptions (Peterson et al., 2020, p. 982). In many
instances, local leaders, family members, partners, peers,
community support groups and local health care workers are
more influential than health authorities and governments in
matters of health behaviour (MacKay et al., 2022).
In the South African context, ignoring these trusted sources
of influence can result in top-down health communication
through billboards, radio, television, and national addresses
run the risk of rejection of critical health messaging,
particularly when trust in the government is reduced.
Citizens’ trust in government depends on credible
policy-making, and on government being perceived as
being “promise-keeping, efficient, fair, and honest” (Blind,
2006, p. 3). When a country’s political leaders are seen
as making decisions that are partisan, they lose what is
referred to as the ‘encapsulated trust’ of its people. When
the individual leaders are seen to be morally or ethically
out of tune with the public, then they lose what is referred
to as ‘psychological trust’. These aspects of trust are vital
for good governance, which in turn builds social trust and
can encourage the social engagement necessary to build
stronger societies (Blind, 2006).
Trust in the South African government has eroded
substantially over time, often as a result of poor service
delivery. Access to health information and the delivery of
health services during the consecutive health crises of AIDS
and COVID-19 has similarly left South Africans mistrustful of
the government. The 2022 Edelman Trust Barometer notes
that trust in governments, the media and other institutions
has fallen dramatically worldwide, including in South Africa,
during the period of COVID-19, from 2020–2022. Citizens
believe that governments are only interested in votes,
while the media is only interested in ‘clicks and likes’.
Government is noted as being the least trusted source
to take a leadership role in solving societal problems and
successfully achieve results; and businesses and NGOs are
seen as being more reliable trusted sources for information
(Edelman, 2022).
An online survey conducted with South Africans at the
onset of the COVID-19 pandemic in 2020 indicated that
89% of those surveyed had confidence in the accuracy
of information provided by the South African health
authorities (IPSOS, 2020). After two years of arguably
poor communication and confusing decisions on the part
of the government, including the prevarication around
mask-wearing at the start of the pandemic (Parker, 2021)
and the unpopular closing of beaches and open public
spaces during various waves of the pandemic; the level of
trust in government by South Africans is dramatically lower,
and rated at just 21% (Edelman, 2022). The trust in the
WHO in contrast has increased in 2022 to 54%; however,
this is substantially lower than in many other surveyed
countries (Edelman, 2022).
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With this ongoing lack of trust in these government
institutions as purveyors of health information, it is imperative
to understand how communication can be approached
differently to address current and future pandemics. The
case has been made for the need to leverage on lessons
learnt in previous public health crises, particularly in HIV
prevention in order to advance our health responses to
COVID-19 (UNAIDS, 2020). Some of these include the need
to create an enabling environment for informed decisions
that can influence behaviour change through the adoption
of socio-ecological frameworks (Hargreaves et al., 2020),
the need to address stigma in the COVID-19 response
(Logie & Turan, 2020), as well as the value and imperative
of involving affected communities in the planning and
implementation of health responses (Celum et al., 2020).
Political leadership of COVID-19 and lessons from the
AIDS response
The role of political leadership has been highlighted as a
key component of a strategic communication response
to emerging health threats such as AIDS and COVID-19
(Amon, 2014; Karan et al., 2017; Muller, 2021). Political
messaging through government and political leaders can be
effective to promote behavioural change and build support
for public responses to a national emergency. However,
Baekkeskov and Rubin (2014) stress that for pandemic
preparedness, it is vital that expert-based agencies are
recognised as having the required knowledge and skills
to develop policy and communicate this effectively, and
that they, rather than political leaders are seen as the key
players in the unfolding drama. This has, however, not
been the case in many instances during both the COVID-19
pandemic and previous health crises in South Africa, such
as the AIDS epidemic in the 1990s and 2000s, and the
listeriosis outbreak in 2018.
In Uganda’s AIDS response, the early and decisive steps
taken by the then president, Yoweri Museveni, resulted in
Uganda experiencing a much milder disease trajectory
than that seen in other African countries (Parkhurst & Lush,
2004). Similarly, in Malawi, President Dr Joyce Banda’s
open acknowledgement and support of people living with
HIV was seen as an important step towards the elimination
of HIV stigma, and Tanzania’s President Kwikere’s public
testing for HIV served to legitimise and strengthen public
acceptance of HIV testing (Karan et al., 2017).
However, missteps have also been observed in other
countries where political leadership blunders resulted in
negative outcomes for the AIDS response, with confusing
and stigmatising messaging being noted in Uganda,
Swaziland and South Africa at different times of the
pandemic response (Karan et al., 2017).
The importance and impact of political leadership has also
been noted with COVID-19. In a multi-country study during
COVID-19, Abu-Akel et al. (2021) compared reception to
communication on social distancing, and the likelihood to
share this message, when the message emanated from
heads of state, health experts and celebrities. They found
that audiences responded best to information shared by a
health expert, followed by elected government officials.
People were less likely to respond to or share health
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messages shared by celebrities. In the Scandinavian
countries of Sweden, Norway and Denmark, Bjørkdahl et al.
(2021) note how political leaders’ context-specific appeals
to solidarity in these three countries influenced public trust
and positively influenced the adoption of recommended
protective measures against COVID-19.
In the case of Israel’s political leadership of the COVID-19
response, however, Gesser-Edelsburg (2021) notes with
concern the government’s non-inclusive communication
style, fear-based strategy, conflicting guidelines,
stigmatisation of marginalised communities and politicallymotivated decision-making resulting in the erosion of the
public’s trust in the government’s response. Similarly, in the
United States (US), political leadership’s “denial, missteps,
delays in scaling up testing, inconsistent messaging, and
the politicization of public health responses” consequently
increased community transmission in many parts of the
country (Celum et al., 2020, p. e106(2)).
Comparably, health communications from political leaders
in South Africa have arguably missed the mark through both
the AIDS and COVID-19 pandemics. Two past presidents,
Thabo Mbeki and Jacob Zuma, are recognised for having
‘gone rogue’ with their departure from the scientific advice
of public health experts and the development of their own
peculiar messages about the health threat of AIDS. The
current president, Cyril Ramaphosa, famous for his televised
addresses referred to by the Office of the Presidency and
the media as ‘family meetings’ to address the nation on
COVID-19, has in some instances ignored the advice of his
own special ministerial advisory committee, but for the main
part, has amplified the advice of expert health bodies.
Some of the criticisms levelled against the health
messaging and communicative approaches from these
three presidents are outlined in this paper, with an analysis
of how they met or missed the mark, how they exemplify
effective multi-level communication approaches, and what
future presidents could do better, both to build trust and
communicate more effectively.
Theoretical considerations
Previous experience with HIV has shown the effectiveness of
employing a multi-level communication strategy that targets
not only the individual, but the broader policy, structural
and socio-cultural environment (Storey & Figueroa, 2012).
Recognising these social, physical, and cultural aspects of
an environment and its cumulative effect on health (Stokols,
1996) enables more effective communication to influence an
individual’s decision to take preventive action or engage in
positive health behaviour.
The expanded Social Ecology Model (Bronfenbrenner,
1977; McLeroy et al., 1988) identifies five levels of
influence specific to health behaviour, including individual
intrapersonal factors, interpersonal processes and social
networks, institutional and organisational factors, community
relationship factors and public policy. This model is widely
used by health authorities such as the CDC, WHO and
others to inform interventions and health communications.
The Social Ecology Model of Communication and Health
Behaviour (SEMCHB) describes how these factors are
intertwined in a complex system, and that health behaviour is
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more likely to be sustained when communication considers
the hierarchy of these systems (Storey & Figueroa, 2012).
Strategic health communication works best when it is
approached and designed at these multiple levels, to reach
people with context-appropriate messaging about the health
problem and influence their behaviour accordingly (Babalola
et al., 2017). Extensive literature argues the need for health
communication at the community level, which has been
widely used for communication about HIV, family planning,
Ebola, and other health issues (Piotrow & Kincaid, 2001;
Figueroa, 2017).
Approached from this understanding, this article provides
a comparative analysis of three consecutive South
African presidencies and their respective communication
approaches across two ongoing pandemics: AIDS and
COVID-19, and analyses their respective approaches
within this SEMCHB framework; thereby exploring effective
communication through the various trust sources of either
top-down, government-driven or bottom-up, communityinformed approaches to communicating about these health
threats.
Mbeki, denialism, and disaster
With the onset of AIDS in South Africa in the early 1990s,
a dominant paradigm of social marketing, accompanied by
health propaganda, clouded early HIV prevention efforts.
A turbulent decade of strained communication endeavours
positioned the science behind HIV and AIDS as coming
from a Western ideology with partial recognition of AIDS
as a development problem. When recognising a health
threat as a developmental problem, communication should
be approached from a social change and development
communication perspective.
One of the intensifying realities during this period was the
interconnectivity of behaviour, culture, religious ideologies
and human health. The Beyond Awareness Campaign
(1996–2000), one of the first initiatives undertaken for
the national AIDS Directorate, highlighted the need to
operationalise health communication with cultural, social
and economic factors as key drivers to be embedded in an
effective behavioural and social change response (Parker et
al., 2000; Govender, 2011).
During this period, the initial response to HIV was driven
predominantly by NGOs and supported by government.
However, this shifted during the presidency of Thabo Mbeki,
who was incumbent from 1999 for almost two full terms, until
he was forced to resign by the populist faction within his
own political party in 2008. While generally recognised as
an educated and diplomatic leader, Mbeki came under fierce
criticism for his stance on HIV and AIDS; and during his
presidency, the rate of HIV infection climbed dramatically.
Mbeki’s dissident views resulted in him being seen as a
pariah in the worldwide efforts to manage the AIDS crisis:
“The president’s embrace of AIDS denialism did not remain
an individual matter. It came to infect the government and
ANC as a whole. One powerful man’s obsessions gave rise
to an unofficial ‘anti-policy’ on AIDS that continued despite
almost universal condemnation” (Heywood, 2010, p. 2).
In an analysis of Mbeki’s communication on HIV and
AIDS, Kerry Cullinan (2003) finds this communication was
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not unconsidered, but reflects a keen interest in science and
intellectual engagement with the arguments of established
AIDS dissidents. However, his approach to his detractors
was to label them as racists or ‘Uncle Toms’ when he was
challenged on his views that HIV did not cause AIDS, and
that antiretroviral treatment (ART) was not appropriate in the
South African context.
Initially, Mbeki’s AIDS rhetoric was well considered and
sincere, and his communication aimed to unite the majority
of South Africans behind his government in opposition to
‘The West’. His communications shifted over time from
rallying the population over concerns about AIDS in 1998 to
raising questions about recognised treatments in 1999 and
overtly claiming in 2000 that Western treatments were not
applicable in the South African context and that allowing
such treatments would be a “criminal betrayal” of the South
African people (Sheckels, 2004, p. 73).
During this period, the issue of AIDS became an
ideological argument rather than a health epidemic. African
AIDS denialism, as a form of Afro-optimism, was seen
as a counter-response to Afro-pessimism (Mulwo et al.,
2012). The result was that “it tragically mixes its metaphors,
muddles its discourses and confuses its sites of struggle.
The result is yet more misery, more death and more negative
imagery” (Mulwo et al., 2012, p. 9).
During Mbeki’s tenure, chronic misinformation and
pseudo-science introduced a range of theories and
assertions that often appeared scientific but were not,
causing populations at highest risk of HIV infection to
dismiss health concerns around AIDS as conspiracy
theories in the face of false messages and traditional cures
from health authorities and media sources. The messages
emanating from the president’s office had a marked impact
on the uptake of prevention measures.
Without the benefit of accessible ART in the country,
prevention via behaviour change was the only way to avoid
HIV infection from resulting in AIDS. Misinformation around
the cause and spread of HIV hindered the understanding,
receptivity, and willingness of people to receive and respond
to HIV prevention messages. Beliefs in witchcraft and other
conspiracy theories around the cause of AIDS reduced
confidence in the effectiveness of condoms, and young
men’s intention to use them (Bogart et al., 2011; Grebe &
Nattrass, 2012).
The South African ARV debacle continued with Mbeki
and his counterparts leading a publicly controversial and
misinformed debate on the “safety, efficacy and motives
behind the roll-out of antiretroviral therapy” (Mulwo et al.,
2009, p. 574). Mbeki clashed with civil society organisations,
with the South African Medicines Control Board, and
with various other expert health bodies (Heywood, 2004;
Kiwanuka-Tondo et al., 2004). This resulted in widespread
confusion and had a devastating effect on the population
living with HIV, who were unable to access life-saving
treatment.
Mbeki clearly shifted from aligning with expert knowledge
and adopted dissident views. He also refused to engage
with civil society organisations on the issue of AIDS. He
was sharply criticised for ignoring the fact that a pro-poor
civil society movement, such as that building around the
AIDS response, could rally support for his own political party
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(Heywood, 2004). Mbeki appeared to be less concerned
with the popularity of his approach, and more about the
ideal of ‘African solutions for the African continent’, a phrase
that gained traction within the African Union from 2001
(Potgieter, 2021).
The government’s approach was to lead with top-down
communication from the president’s office, with no reliance
on the trusted community-based organisations who were
working with those living with HIV. The outright tension
between the government communication and the activism
of community-based organisations resulted in a standoff
between civil society and government, with a resultant distrust
in government health communications. After an estimated
330 000 unnecessary deaths and “persistent activism,
advocacy, litigation and mass mobilization”, and as the result
of a legal battle, Mbeki’s government eventually initiated an
ART rollout plan in 2004 (Abdool Karim, 2011, p. 29).
Contrary to being led by health experts or by political
expedience, Mbeki’s health communication took its own
direction. Driven by the ideal of self-determination for African
countries, his approach to AIDS communication was to
politicise the real health crisis faced by many South Africans,
and to refuse to engage with established science.
Mbeki’s approach exacerbated the health crisis at multiple
levels. At the policy level, his dissident views led to a lack
of policy on ARVs. At the institutional and organisational
levels, there was a resultant lack of systems to ensure
access to treatment at local health facilities and a distinct
lack of engagement with communities and with civil society
organisations. The impact of this approach led to confusing
communication at the intrapersonal and interpersonal levels
and within social networks, where the lived reality of families
grappling with HIV and established science were in direct
opposition to the communication from political leadership.
Zuma, misinformation, and misogyny
Jacob Zuma’s presidency started in 2009 after the ousting of
former president Mbeki in 2008. In contrast to the intellectual
Mbeki, Zuma positioned himself as an ‘everyman’, focused
on the concerns of the ordinary citizen. With his lack of
formal education and his humble background, he was often
referred to as ‘the people’s president’ and is an example of a
populist leader in his positioning of ‘the people’ against ‘the
elite’. As such, one might imagine that his communication
approach would be informed by what the people wanted to
hear, and in the early years of his presidency, it was.
In contrast to his predecessor, Zuma “immediately
acknowledged HIV as among the most important challenges
facing the country” (Simelela & Venter, 2014, p. 250). His
departure from the AIDS denialism that characterised
Mbeki’s presidency was lauded as a “refreshing and brave
shake-up by a politician” (The Lancet, 2009, p. 1867) and
served to usher the country into a new dispensation of
acknowledgement of HIV as a priority that deserved a
focused and urgent government response.
Together with his newly-installed national Minister
of Health, Dr Aaron Motsoaledi, Zuma put in place an
integrated and multi-pronged strategy to address HIV and
AIDS. At the policy level, South Africa had already signed
off on the National Strategic Plan (NSP) for HIV & AIDS
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and STIs, 2007–2011, which committed the government
to providing ART to 80% of those eligible (Department of
Health, 2007), although this roll-out was hindered by a range
of factors (Simelela & Venter, 2014).
In his first AIDS day address as president, Zuma
committed to increasing access to treatment for children,
pregnant women, and patients with HIV and TB co-infection,
promising that policy would be backed up with the availability
of resources at community level (Zuma, 2009).
Zuma’s communication on AIDS departed from Mbeki’s
anti-Western stance as he embraced the support that
South Africa received from international partners towards
managing the AIDS epidemic and acknowledged the
medical and scientific developments that influenced the new
government strategy under his tenure. In another departure
from Mbeki’s ideological approach, Zuma argued against the
politicisation of the response (Zuma, 2009, 2014).
All indications were that Zuma was being well-informed
by the relevant health experts and following their advice.
He balanced top-down science with the recognition of the
importance of community-based approaches to prevention
and treatment. In addressing the stigma associated with HIV
and AIDS, Zuma regularly raised the issue in his speeches
(de Boer, 2021), and publicly tested for HIV (Karan et al.,
2017). However, Zuma’s personalisation of the issue
backfired, with serious repercussions for the AIDS response
and the public’s trust in this messaging.
In 2006, prior to his taking on the presidency, Zuma was
prosecuted for rape. While he denied the rape charge, he
openly admitted to having had unprotected sex with a
31-year-old woman living with HIV, and stated that he had
showered after the sexual act to minimise his chances of
getting infected with HIV (British Broadcasting Corporation,
2006). This utterance caused widespread ridicule amongst
those secure in their knowledge about HIV, but widespread
confusion amongst the general public who were less familiar
with the nuances of transmission and prevention.
Peer educators working with people living with HIV
reported that “President Zuma’s contradictory behaviour
and public statements led clients to doubt the veracity of
public statements about HIV” (Rubincam, 2014, p. 12).
This resulted in a breakdown of trust and contributed to
an undoing of his own progressive strategy to address the
epidemic. Community members were not sure if showering
was indeed an effective preventative measure against HIV
infection, and doubted the truthfulness of the negative HIV
test result that Zuma had publicly disclosed, resulting in
lower uptake of HIV testing (Rubincam, 2014).
Zuma’s utterances arguably furthered AIDS denialism,
not in the form of the government’s lack of recognition of
the disease, but rather at the community and individual
level where individuals refused to recognise their own risk
of HIV infection. Abdool Karim (2011) posits that biomedical
advances in treatment as prevention are only valuable
if people recognise their risk of infection and if they know
their HIV status. Zuma’s lack of a sense of risk and concern
around taking personal responsibility for HIV prevention
had a trickle-down effect into communities and impacted on
individual attitudes about risk.
The lack of responsibility shown by the president had
another damaging effect. In the same rape trial, Zuma and
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his defence counsel argued that his accuser had seduced
him by wearing ‘revealing clothes’, referring to the kanga,
a traditional African cloth worn by women. This statement
came at a time when there was increasing acknowledgement
of the gendered dimensions of HIV (Jewkes & Morrel,
2010), and served to reinforce harmful norms that place the
burden of sexual restraint on women, negating efforts for an
HIV prevention response that contributes more broadly to
gender transformation (Epstein et al., 2004). This resulted
in misinformation and the perpetuation of harmful and toxic
notions of masculinity.
This event led to further misinformation and myths around
HIV and AIDS. Linking Zuma as the ‘people’s president’ to
the AIDS cause was a disaster for health communications.
While Zuma’s presidency initially heralded a new and
positive era in South Africa’s AIDS response, his approach
ultimately had mixed successes. At the policy level,
strong policies assisted in the rollout of ARV treatment
and enhanced testing for HIV. At the institutional and
organisational levels, systems were strengthened to ensure
access to treatment at local health facilities. Communities
and civil society organisations were actively engaged and
played a key role in the HIV response.
However, Zuma’s personal life and his utterances during
his rape trial, in addition to the growing suspicions around
Zuma’s corruption and engagement in state capture,
impacted on people’s trust in the messaging emanating
from government, and at the intrapersonal and interpersonal
levels and within social networks, it is likely that there was
more talk about Zuma’s wrongdoings than there was about
his leadership on combatting HIV.
As was his predecessor, Zuma was asked to step down as
president by his own party, and Cyril Ramaphosa took over
the role in 2018.
Ramaphosa, education, and elitism
As the sitting president, the diplomatic Ramaphosa shifted
public perceptions of the government as a populist-led
government to a presidency informed by education and
science. His approach to AIDS communication has been
one of strong support for both HIV prevention and accessible
treatment with AIDS as a national public health focus.
COVID-19 has also provided an opportunity for Ramaphosa
to engage in public health diplomacy on the global stage.
Ramaphosa was initially praised for his proactive and early
response to COVID-19, both nationally and internationally,
with a particular emphasis on his decisive political leadership
(Muller, 2021), reliance on scientific advice (Xinhua, 2020)
and the drastic lockdown measures imposed (Wadvalla,
2020).
From March 2020, Ramaphosa’s political messaging was
geared towards the science of the pandemic. While initial
communications about COVID-19 came predominantly
from the National Institute for Communicable Diseases
(NICD), which supports government in their response
to communicable disease threats, their voice was soon
overshadowed by pronouncements from the president’s
office, with the declaration of the State of Disaster.
Ramaphosa’s communication approach was one based on
political trust, with the premise that if the population trusts in
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science, and if the government established a communicative
platform for scientists, then the population would trust the
government’s response. Education and scientism drove
the early parts of the response with the formation of the
Ministerial Advisory Committee (MAC) and the National
Command Council (NCC) allowing scientific experts to
advise political decision-makers, thereby developing political
trust to charter the COVID-19 response.
However, political trust required citizens to voluntarily
forego some of their rights in pursuit of the greater
public good during the crisis. In South Africa, President
Ramaphosa’s political messaging highlighted the ‘buying
time’ approach to prepare the public health system to contain
and where possible mitigate the impact of COVID-19.
Despite proving effective elsewhere in the world, the
measures put in place, such as isolating at home, wearing
masks, and using hand sanitiser or washing hands regularly
were less effective given the socioeconomic realities of
South Africa (Staunton et al., 2020; Govender, 2021).
In an analysis of Ramaphosa’s speeches during this
period, Hunt (2021) finds that his lexical choices, and the
reference to national addresses as ‘family meetings’ created
the idea of South Africans as a family in this crisis together,
breaking down hierarchies and creating a relationship
of unity. She suggests that “simultaneously, trust and
compliance are invoked by the shift in role as President from
a powerful position of control to a position of shared concern
and responsibility” (2021, p. 1). Despite this seemingly
inclusive familial approach, the population did not respond
well to what was often perceived as a limited threat with
containment measures far more devastating to lives and
livelihoods than the disease was proving to be.
The closing of churches and other places of worship
were extremely unpopular in a country where much of the
population hold strong religious beliefs, and limited access to
workplaces, job losses, the banning of alcohol and tobacco
sales and other containment measures were criticised
widely, particularly for their economic impact (de Villiers
et al., 2020). While Ramaphosa acknowledged people’s
frustrations in his public addresses, the pandemic policies
did not change to accommodate these.
Ramaphosa adopted a goal-oriented public health
perspective, which was often devoid of the necessary
communicative practices towards advancing prosocial
health behaviours. The early stages of COVID-19 saw the
return of top-down and western-centric approaches with the
diffusion of persuasive health messages and the adoption
of biomedical health messages largely promoted by
governments and key experts in the field (Govender, 2021).
Ramaphosa’s communication approach during the
COVID-19 pandemic appeared to be informed by health
experts, but possibly at the expense of his popularity as a
president, and therefore was not politically expedient. His
lack of engagement with civil society and “the lack of public
deliberation and community engagement” has been noted
with criticism (Staunton et al., 2020, p. 3).
The low uptake of COVID-19 vaccines in South Africa may
be a result of this top-down communication approach which
is recognised as being inaccessible to the ordinary citizen
and therefore elitist.
In their study into vaccine hesitancy, Cooper et al. (2021)
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note that communication around COVID-19 vaccines must
“form part f broader trust-building measures that focus on
relationships, transparency, participation, and justice”
(p. 1); and often this trust is built through creating enabling
spaces for community participation and sharing of diverse
and collective perspectives for health seeking behaviours.
While Ramaphosa’s communication efforts have seemed
to focus on building these relationships, and did encourage
participation between elected officials and health experts,
the overall feeling is that his approach has not effectively
considered the reality of communities and the culture and
beliefs of ordinary citizens.
Writing at the start of the epidemic, Staunton et al.,
(2021) argue that public engagement is “essential at both
a macro level in the formation of policy and at a micro level
whereby community engagement can help support the
implementation of policy” ( p. 7); however, this has not been
the case during Ramaphosa’s Covid-19 response, which
ultimately criminalised non-compliance with containment
measures and that were out of touch with the realities of
ordinary South Africans.
While Ramapahosa’s “family meeting” approach was
arguably closer to Zuma’s populist approach than Mbeki’s
intellectualism, the scientific approach he took meant that
the necessary health messages still failed to reach the
majority in a meaningful way.
At the policy level, Ramaphosa’s State of Disaster allowed
for draconian lockdown measures and the development
of policies to contain the spread of COVID-19. At the
institutional and structural levels, health facilities were
geared up for readiness, yet still struggled to cope at
the peak of the different waves of the pandemic. At the
intrapersonal and interpersonal levels and within social
networks, the concepts of physical distancing and isolation
appeared to disregard the community contexts of living
conditions in South Africa’s informal settlements and
townships, and due to the lockdown measures, there was
little opportunity for communication to circulate at these
levels outside of social media, recognised as being a key
driver of misinformation about the pandemic.
Conclusions
It is well established that an enabling environment
for behaviour change is built through the adoption of
socio-ecological frameworks (Hargreaves et al., 2020),
and involving affected communities in the planning and
implementation of health responses (Celum et al., 2020).
An analysis of the three South African presidencies who
assumed presidential office over the last two decades reveal
an overall similarity in this political leadership, in having
missed the mark in their communication approaches to the
health crises of AIDS and COVID-19.
Mbeki’s AIDS denialism negatively impacted the policy
environment that was needed to ensure an effective
response to the epidemic, resulting in lack of resource
provision (ARVs and the necessary training of health care
workers) at public health facilities and lack of community
engagement to inform the AIDS response. Mbeki refused
to engage with community-led organisations advocating
for ARV treatment, and excluded communities from
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engaging in the health response. At the interpersonal and
community levels of social networks, misinformation that
was in opposition to established science abounded, causing
confusion and unnecessary deaths.
Zuma appeared to turn this around, with a strong policy
environment that facilitated the revamping of public health
facilities through making ARVs widely accessible with
increased training of health personnel in ARV initiation and
maintenance for patients. His strategy further emphasised
the greater involvement of all sectors of society, including
people living with HIV. However, his own behaviour
undermined the accepted science and impacted on the
trust in political leadership, resulting in further confusion and
fragmented health communication.
The communication approach and failures of both
presidents in their response to AIDS highlighted the need
to package scientific health messages in an acceptable
and culturally appropriate manner, and to engage with
communities to explore myths and misinformation.
President Ramaphosa had the opportunity to learn from
the previous AIDS experience to prepare for an effective
multi-level, community-informed response to COVID-19.
At the policy level his strategy involved what is now known
as one of the hardest lockdowns in the world, which had
grave economic repercussions for the majority of the South
African population. His over-reliance on science and limited
engagement with community organisations meant that his
containment measures were out of touch with the population,
and as such messaging was seen as being elitist and often
simply tuned out by the majority.
Where governments do not adequately engage
communities in message-making around the health crisis,
but resort to government-led messaging around the issue,
then trust is a key factor in ensuring that communities will
heed this messaging.
South Africa is characterised by distrust, where 78%
of surveyed citizens expressed concern about “false
information or fake news being used as a weapon”
(Edelman, 2022, p. 3). Citizens note that they trust scientists
and their own bosses and colleagues, above national health
authorities, and they trust members of their own community
above business leaders, governments and journalists. The
health communication emanating from all three presidencies
has resulted in a breakdown of the public’s trust in the South
African government’s ability to respond adequately to the
health crises faced by the country.
Mbeki’s departure from accepted international messaging
on AIDS can be understood as having reduced his credibility
with the South African public. Perceptions of his ideologically
driven approach resulted in a breakdown of ‘encapsulated
trust’, where, with AIDS deaths increasing daily, citizens
could no longer trust that Mbeki had their best interests at
heart.
Zuma’s leadership resulted in a breakdown of
‘psychological trust’, where his personal values and
attributes were seen to be out of sync with that of the public,
thus eroding earlier goodwill. As citizens started to question
Zuma’s sincerity and truthfulness around his personal
actions, this impacted on the veracity of his messaging
around AIDS.
Ramaphosa appears to have fallen into the same trap
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as Mbeki, where the lockdown policies have resulted in a
breakdown of ‘encapsulated trust’. Without the public’s
trust in individual political leaders, backed up by acceptable
policies, messaging from political leaders ceases to have
any meaningful impact.
Trust is more likely to be retained when political leaders
are seen to be non-partisan, with the best interests of the
country at the heart of their policymaking (apparent failings
of the Mbeki and Ramaphosa health policies); and that they
are not found to be lacking in moral values and attributes
that the population aspires to (the apparent failing of the
Zuma regime). Blind (2006) ascertains that trust builds good
governance and vice-versa, and only when these two factors
are brought together are we likely to see better outcomes to
health crises.
Building political trust can also engender social trust
and greater engagement by the public in issues that affect
them. Any health intervention, whether it is understood
as biomedical, behavioural, or both, requires community
engagement and mobilisation to make a difference (Adam,
2011). Where health communications include engagement
with community-based organisations with an established
history of trust, and with a more realistic understanding of
the target audience, these are likely to be able to tackle
prevailing myths around disease and disease response
at the individual and social levels, and ultimately increase
public confidence in the acceptability of scientifically
accurate health messages.
Mbeki refused to engage with both health experts and with
community-led activist organisations bearing the brunt of
living with HIV. Zuma engaged with both, but through the
populist linking of himself with the issue, arguably undid
much to undermine the effectiveness of his own policies.
Ramaphosa’s approach to COVID-19 excluded engagement
with communities and was removed from the socioeconomic
realities of South Africa and led to the erosion of trust in the
government’s response.
Each of these three presidents has arguably lost the trust
of ordinary South Africans through their communication
on these health issues. With the understanding that
health experts, not presidents, make the most effective
communicators in a health crisis, perhaps it is time for the
government to rethink its position as the chief communicator
on health issues.
The South African HIV landscape has been plagued
with Western ideologies and ‘othering’ of the epidemic.
With a deep distrust of Western science, and the history of
racial oppression of black South Africans, AIDS conspiracy
theories have long existed (Nattrass, 2007), while COVID-19
conspiracy theories, particularly around the vaccine, are rife.
One of the key lessons learned from the AIDS response
is that an effective way to enhance risk perception to
bring about behaviour change is to address this ‘othering’
with the resultant stigmas, conspiracy theories, myths and
misinformation, through participatory communication and
community inclusion (Teer-Tomaselli et al., 2021). This
inclusive approach, while being embraced in the previous
decade of the AIDS response, has not been adopted in
Ramaphosa’s COVID-19 communications.
As we consider how to move forward in a pandemic world,
strengthening partnerships between governments and
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communities is imperative, with a strong call from those working
in the health humanities to “listen harder, listen differently
and listen better” to those who have been silenced and
marginalised (DasGupta, 2020, p. 37). There is a need to learn
from the AIDS response and to “rethink pandemic responses
in ways that are localised and people-centred, ensuring the
inclusivity of local voices and experiences” (Govender, 2021, p.
8). In addition to this broader inclusive consultative approach,
the communication approaches employed by political leaders
should aim to retain and rebuild trust amongst the public. This
trust cannot be built simply through messaging and presidential
family meetings, but rest on the actions and realigned policies
instituted by these leaders.
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In 2020, COVID-19 started spreading from Wuhan in China to the USA, the UK and Europe and then to the rest of the
world. In Africa, the first case of COVID-19 was reported in Egypt on 14 February, while South Africa’s first case was
identified on 5 March. On 11 March, the World Health Organization declared a pandemic. At the time, it was said that
COVID-19 would become the great equaliser because the virus made no distinction between first and third world
countries, between the rich and the poor, and nor was it influenced by gender, sexual orientation or race. When
someone contracted SARS-CoV-2, no guarantee could be given that the patient would survive, regardless of who
they were or their status in the community.
This stood in contrast to the early experience of AIDS before antiretrovirals existed and when HIV was spreading
like wildfire in sub-Saharan Africa and other countries with low or lower-middle-income status. It seemed as if these
countries were doubly cursed — by poverty and the AIDS pandemic that was causing as many as 6 000 mortalities
per day in sub-Saharan Africa. This led to the South African president at the time, Thabo Mbeki, to assert that
poverty was an even greater problem than HIV and AIDS.
It did not take long to see that COVID-19 was not the anticipated equaliser. As lockdowns were enforced within most
countries across the globe and resulting in economic slumps, differences between rich and poorer countries and
their respective citizens were thrown into sharp relief once again. This article reports how both AIDS and COVID-19
adversely affected women, the impoverished and those without access to sustainable souces of food and medicine.
Keywords: inequality, pandemics, sustainable development goals
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
On 5 June 1981, an article in the Morbidity and Mortality
Weekly Report announced an increase in pneumocystis
carinii pneumonia, a rare lung infection. The patients were
all male, had been treated in three different hospitals in
Los Angeles, and were active homosexuals (Gottlieb,
et al., 1981, p. 1). Preliminary observations led to the
assumption that this disease was restricted to homosexual
men (Altman, 1981). Later reports, however, indicated that
the disease was also spreading among intravenous drug
users. Furthermore, it became clear that the disease was
being spread through blood transfusions and heterosexual
intercourse. The conclusion was that nobody was exempt
from possible infection with what then became known as
the human immunodeficiency virus (HIV) which causes
acquired immune deficiency syndrome, better known as
AIDS (Maartens, 2012, p. 11).
In 1983, Margaret Heckler, secretary for the United States
Health and Human Services predicted that a vaccine would
be ready by no later than 1986 and concluded by saying,

“Yet another terrible disease is about to yield to patience,
persistence and outright genius” (Smith, 2009).1
At the 11th International Conference on AIDS in
Vancouver (July 1996), there was great excitement and
anticipation about treatment with combination antiretroviral
therapies (ART). Some scientists even declared that “[a]
ggressive treatment with multiple drugs can convert deadly
AIDS into a chronic, manageable disorder like diabetes”
(Maugh, 1996). A few critical voices, largely ignored,
mentioned that the drugs, which could cost up to $16 000
per year, were too expensive for many Americans and most
of the rest of the world. The South African health minister
at the time, Nkosazana Zuma, warned that “most people
infected with HIV live in Africa, where therapies involving
combinations of expensive antiviral drugs are out of the
question” (Black History Month, 2015). In time, however, the
cost of antiretrovirals (ARVs) fell dramatically and treatment
was being rolled out worldwide with the support of donors by
the early 2000s.
On 31 December 2019, the World Health Organization
(WHO) was informed of cases of pneumonia occurring in

African Journal of AIDS Research is co-published by NISC (Pty) Ltd and Informa UK Limited (trading as Taylor & Francis Group)

African Journal of AIDS Research 2022, 21(2): 152–161

Wuhan, China. A month later, the emergency committee
convened by the WHO director-general declared a public
health emergency of international concern and said, “…it is
still possible to interrupt virus spread, provided that countries
put in place strong measures to detect disease early,
isolate and treat cases, trace contacts, and promote social
distancing measures commensurate with the risk” (WHO,
2020a). A coronavirus was identified as the cause of the
infections and, on 11 February 2020, the WHO announced
that COVID-19 would be the official name of the disease
caused by the novel virus named severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2; WHO, 2020b). On
11 March 2020, the director-general of the WHO announced
that COVID-19 had spread to 114 countries, with more
than 118 000 cases identified and 4 291 related mortalities
(WHO, 2002c). With the expectation that these numbers
would continue to rise, COVID-19 was declared a pandemic.
At the time, it seemed that the entire world was similarly
affected. International borders were closed and strict
lockdown measures were announced, while masking, hand
sanitising, and physical distancing regulations created the
impression that people everywhere were affected in the
same way. SARS-CoV-2 was even portrayed as the great
equaliser because no one was immune against infection
(Galasso, 2020, p. 376) — but it soon emerged that this was
not the case. In his statement announcing COVID-19 as a
pandemic, the WHO director-general acknowledged that
not all countries were facing the same challenges; some
were struggling with a lack of capacity, some with a lack of
resources, and some with a lack of resolve (WHO, 2020c).
Both the AIDS and the COVID-19 pandemics affected
the marginalised most adversely. In Southern Africa (the
focus of this article), HIV spread at a disproportionate rate,
with younger women — especially from early adolescence
— being at much greater risk of infection than males. In
the case of COVID-19, people over the age of 65 as well
as those with comorbidities and a compromised immune
system, were at greater risk of severe illness and death.
In this article, I examine the inequalities exacerbated
by the two pandemics, to determine whether there is a
correlation between those struck hardest by AIDS and those
struck hardest by COVID-19.
Methodology
Although the conclusions drawn in this article are universal
in that inequality is experienced not only within poorer
countries but also among certain communities within
richer countries, it was decided to concentrate on two
countries — South Africa (where the author resides) and
Eswatini (where the author has had more than 30 years of
experience working among people living with HIV and AIDS
[PLWHA]). South Africa has the highest number of PLWHA
in the world,while Eswatini has the highest HIV-infection
rate (World Population Review, 2022). The article draws
on published sources as well as data collected since 2008
from about 1 500 home-based caregivers associated with
Shiselweni Home-Based Care, an NGO in Eswatini.
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Inequality amid global pandemics
UNAIDS made a case for strong action to be taken against
inequalities to bring an end to AIDS, COVID-19 and future
pandemics (UNAIDS, 2021). Goal 10 of the United Nations’
Sustainable Development Goals (SDGs) was aimed at
reducing inequality within and among countries (United
Nations, 2020). The UN agreed in 2021 “to address
inequalities, to close gaps in HIV-service access by 2025
and to get on track to the global goal of ending AIDS by
2030” (UNAIDS, 2021, p. 5). These inequalities include, but
are not limited to, gender, age, poverty, food insecurity and
access to medical services.
When COVID-19 was declared a pandemic, it soon
became clear that not everyone was equally at risk. People
older than 65, those with comorbidities, as well as those
who were immunocompromised or have weakened immune
systems, had a higher risk of severe illness, hospitalisation
and death (DC, 2020). As early as April 2020, Emily Wong
of the Africa Health Research Institute at the University of
KwaZulu-Natal had warned that “HIV infection may also
affect SARS-CoV-2 infection and COVID-19 severity”
(Medical Brief, 2020). With initial news reports of countries,
especially in Europe, running out of hospital beds and
intensive care facilities to treat those with severe COVID-19
(Horowitz, 2020; Carreño & Rodríguez, 2020), the obvious
question was: What would happen in poorer countries with
fewer medical personnel, fewer hospitals, fewer ICU beds,
fewer ventilators and less access to oxygen and basic
medical care?
Gender and age
HIV and AIDS
Three in five new HIV infections in people aged 15–24 years
occurred among women in 2017 (UNAIDS, 2019). Almost 30
per cent of all new HIV infections occur among adolescent
girls and women aged 15–24 and they seroconvert five to
seven years earlier than their male counterparts (Dellar
et al., 2015, p. 64). The high incidence of HIV among this
cohort is caused mostly by sexual relations with older
males, sometimes voluntarily but often transactional, a
practice frequently driven by desperation from extreme
poverty. Research done by Human Rights Watch in several
African countries has shown that child marriages and early
pregnancies increase significantly during crises such as
pandemics (UNAIDS, 2020, p. 145). Globally, more than one
in three women have been physically or sexually violated
either by an intimate partner or by a non-partner, making
these victims 50 per cent more likely to be infected with HIV
(UNAIDS, 2014, p. 3; Health & Development Information
Team, n.d., p. 2). These are also often the people who
lack the knowledge or power to negotiate safe sex. “Of the
38 million sexually active adolescent girls aged 15 to 19
years globally, more than half are not using contraceptives”
(UNAIDS, 2020, p. 24).
While women are more likely to access HIV testing and
ART than men, the lower number of men who know their
HIV status and are willing to adhere to ART contributes to
the higher number of new HIV infections among women,
especially in sub-Saharan Africa (UNAIDS, 2020, p. 25). The
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age group most susceptible to infection — ages 15 to 65
years — also correlates with the group that would normally
be the most productive in the labour market, thereby leading
to further impoverishment of affected households (Whiteside
& Whalley, 2007, p. v; 14; 41).
The plight of orphaned or vulnerable children — often
referred to as the fourth wave of the AIDS pandemic —
cannot be ignored. A person below the age of 17 who has
lost one or both parents is considered to be an orphan
(Maartens, 2012, p. 19). Eswatini had about 130 000
orphaned or vulnerable children in 2007 (Whiteside &
Whalley, 2007, p. v) – more than 10 per cent of the country’s
total population. In 2019 it was reported that a staggering
58 per cent of the kingdom’s children were orphans or
vulnerable due largely to the impact of HIV and AIDS; that
one in four children had lost one or both parents; and at
least 38 per cent of rural households cared for at least one
orphan (Altorio, 2019).
COVID-19
From the start of the COVID-19 pandemic, it was clear
that age played a significant role in morbidity and mortality
from the virus (The Economist, 2020). These findings were
confirmed by further research indicating that adults aged
over 65 years represented 80 per cent of hospitalisations
due to COVID-19 and that this cohort had a 23-fold greater
chance of dying than those under the age of 65 (Mueller et
al., 2020).
Although SARS-CoV-2 has no gender bias, early research
indicated that more men than women were suffering from
severe symptoms and were dying (Wenham et al., 2020).
However, women once again found themselves in a more
disadvantaged position, as during the AIDS pandemic. Most
caregivers are women, both at home and in communities.
Due to their higher exposure to people with SARS-CoV-2,
these women had an increased risk of being infected
themselves. Almost 9 300 healthcare workers in the USA
had been infected with the virus by early April 2020, of which
73 per cent were women. The same pattern emerged in
other countries: in Spain, 75.5 per cent of more than 28 000
healthcare workers infected were women; in Italy, 69 per
cent of 20 800 infected healthcare workers were female (UN
Women, 2020a).
COVID-19 has exacerbated existing gender inequalities,
especially in countries where women form the backbone
of the informal economy. In many cases, female migrant
workers had to return to their home countries due to
lockdown measures in the countries where they were
working, thereby losing the ability to make a sustainable
income. In sectors and jobs which were hardest hit by
COVID-19 — manufacturing, textile and garments, care
services, and hospitality and tourism industries — the
workforce consists largely of women who found themselves
without any income. The same applies to women employed
as domestic workers and daily wage workers (UN Women,
2020b, pp. 6–7; Nanda, 2021, pp. 114–115). Worldwide,
women are bearing the brunt of the economic crisis caused
by the COVID-19 pandemic.
Wuhan, where SARS-CoV-2 is believed to have been
first detected, went into lockdown on 23 January 2020. The
lockdown regulations included the banning of gatherings,
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thereby forcing most people to remain inside their homes.
These measures were replicated in countries across the
world and, by the end of March 2020, more than a fifth of
the world’s population was living under strict lockdown
regulations (Van Wyngaard & Whiteside, 2021, p. 119).
Reducing interpersonal contacts and maintaining physical
distance between people were considered to be effective
ways to slow down the spread of the virus, thereby
“flattening the curve” and enabling healthcare systems to
better cope with increased cases.
Although these lockdown measures were partially
successful, an unintended outcome was the increase in
domestic violence, with women mostly on the receiving end.
Shortly after South Africa introduced lockdown measures,
Phumzile Mlambo-Ngcuka, former deputy president of South
Africa and former executive director of UN Women, said:
Confinement is fostering the tension and strain
created by security, health, and money worries. And it
is increasing isolation for women with violent partners,
separating them from the people and resources that
can best help them. It’s a perfect storm for controlling,
violent behaviour behind closed doors. And in parallel,
as health systems are stretching to breaking point,
domestic violence shelters are also reaching capacity,
a service deficit made worse when centres are
repurposed for additional COVID-response.
She added that women needed to not only survive the
pandemic but also to emerge as a powerful force of recovery
(Mlambo-Ngcuka, 2020, April 6).
Poverty2
HIV and AIDS
The general population of the USA has not been impacted
by the AIDS pandemic as has happened in sub-Saharan
Africa. Nevertheless, the Centers for Disease Control and
Prevention (CDC) has found that the HIV-prevalence rate
among Americans living in poverty is twenty times greater
than the prevalence among all heterosexuals in the USA
(Denning & DiNenno, 2019). However, despite the strong
correlation between poverty and AIDS, causality cannot
be inferred, as indicated by Tladi (2006, p. 380), as well
as Gillespie et al. (2007, p. 15): “In summary, when
examining the interplay between wealth or poverty and HIV
transmission, there is no simple explanation, no magic bullet.
AIDS cannot accurately be termed a ‘disease of poverty’.”
Still, the connection between poverty and AIDS cannot
be denied. Based on data analysed from 16 sub-Saharan
countries, Fox (2012, p. 477) concluded that while poverty
as such does not lead to a higher risk for HIV infection,
inequality or “relative deprivation” does play a greater role
in the growing HIV-infection rate, concluding: “Inequality
trumps wealth: living in a region with greater inequality in
wealth was significantly associated with increased individual
risk of HIV infection” (p. 459). Mufune (2015, p. 14) argues
that poverty is often also the cause of a feeling of insecurity
and low self-esteem in men who see themselves as the
breadwinners and, in failing to fulfil this role, may revert to
intimate partner violence (p. 22), which presents a high risk
of HIV-infection for the female partners (Be in the Know,
2022). A sense of powerlessness (often a result of poverty)
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was identified among many mineworkers in South Africa as
a factor that leads to risky sexual practices (Campbell, 1997,
p. 277).
COVID-19
The World Bank reported in October 2021 that the global
economy was starting to recover from the economic ravages
of the COVID-19 pandemic, but this was not experienced
equally (Yonzan et al., 2021). Poorer countries face a deeper
and longer-lasting crisis that is reversing recent downward
trends in inequality. About 97 million more people are living
on less than USD 1.90 per day since the pandemic, resulting
in the loss of about three to four years of progress toward
ending extreme poverty (Sánchez-Páramo et al., 2021).
According to the World Bank Group’s Global Economic
Prospects, the recovery from the recession brought on by
the COVID-19 pandemic is uneven, “leaving behind some
of the poorest countries”, and adding that “(l)ower-income
population groups have been hurt disproportionately, and
the pandemic has raised extreme poverty rates” (World
Bank Group, 2022, p. 157). According to the International
Monetary Fund (Kharas & Dooley, 2021), by 2026, 33
developing countries will still have per capita income levels
lower than what they were in 2019. Fifteen of these countries
are in sub-Saharan Africa.
Children across the globe suffered tremendously when
schools were closed in an attempt to prevent the virus from
spreading. In many countries, more than 200 school days —
more than a year’s education – had been lost by the end
of 2021. In São Paulo, where educators measure the state
of learning continuously, it was found that students had
learned 27 per cent less than under normal circumstances
(Gill & Saavedra, 2022). The World Bank believes that a
hybrid learning system — combining in-person and remote
instruction through the use of digital technology – is here
to stay. Once again, however, not all will be able to benefit
from such learning innovations:
[M]ore than half the households in 30 African
countries don’t even have electricity. For just too
many children in the world, conditions at home are
not conducive for learning, too many do not have
Internet access, a decent device, or money to pay
for data or books, and a space to study at home. And
education is inherently a social endeavor: it requires
incessant interaction. This means brick-and-mortar
schools, which must open and be made safe for
students and teachers. Investments are needed.
Quite often there is money available for this and
there is no dearth of guidelines from international
agencies on how to reopen schools safely. What is
generally missing in many countries is a national
sense of urgency (Gill & Saavedra, 2022).
Food insecurity
HIV and AIDS
Food insecurity is closely related to the problem of poverty.
The lack of regular access to a sufficient quantity of food
has a direct impact on an individual’s ability to survive
AIDS. HIV by definition causes immunodeficiency in a
human; therefore, it is paramount that the immune system
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of someone who is HIV-positive be built up, including by
following a healthy diet. Food insecurity, usually a direct
result of poverty, makes it impossible to choose what food to
eat, leading to deteriorating health. The AIDS pandemic has
also contributed greatly to the problem of food insecurity, as
De Waal and Whiteside (2003, p. 1234) argue:
Our hypothesis is that the HIV/AIDS epidemic in
southern Africa accounts for why many households
are facing food shortages and explains the grim
trajectory of limited recovery. Four factors are new:
(1) household-level labour shortages are attributable
to adult morbidity and mortality, as is the rise in
numbers of dependants; (2) loss of assets and skills
result from increased adult mortality; (3) the burden
of care is large for sick adults and children orphaned
by AIDS; and (4) vicious interactions exist between
malnutrition and HIV.
While a healthy and nutritious diet is essential to enable
the body to fight disease, food insecurity poses another
challenge when a person commences ART. In the early
days of ART, some drugs had to be taken with food. People
without access to regular meals had to choose between
taking the drugs on an empty stomach, resulting in severe
discomfort and pain, or defaulting on their prescribed
medication regime.
During a research project undertaken in the Shiselweni
district of Eswatini (known as Swaziland at the time), 38 per
cent of the 296 participants indicated that they had defaulted
on their medication regime at least once due to a lack of
food (Van Wyngaard et al., 2017, p. 604), which posed
serious health risks for PLWHA (Ndubuka, Lim, Van der
Wal, & Ehlers, 2016, pp. 1–2).
Newer ARVs, by contrast, have the advantage that they
can be taken on an empty stomach. As a direct result of
the aforementioned research project in Eswatini, Médecins
Sans Frontières held a conference in October 2016 where
attendees were given the assurance that they could take
their ARVs, even on an empty stomach, without suffering
any negative consequences (Zabsonre, 2016).
COVID-19
When Eswatini followed the example of its neighbour, South
Africa, and announced a partial lockdown from 27 March
2020 — closing borders, banning non-essential travel within
the country and restricting gatherings (GardaWorld, 2020) —
the distribution of food was severely affected. Shortly after
announcing the lockdown regulations, the South African
government published a communique to prevent companies
from unreasonably increasing the prices of basic foods
and consumer items, imposing severe penalties where
these regulations were ignored (GCIS, 2020). In Eswatini,
however, this was not the case. Unable to travel to larger
towns or across the border to South Africa to buy staple
food such as maize meal, the Swazi public in rural areas
had to rely on unscrupulous store owners who raised their
prices, knowing that people had no choice other than to
buy the food from them.3 Furthermore, all schools and
neighbourhood care points, where thousands of children
received meals, were ordered to close. After the Eswatini
government realised the implications of this decision, these
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centres were allowed to re-open, but had to cope with higher
food prices.4
Shiselweni Home-Based Care is a faith-based
organisation situated in the southern district of Eswatini,
delivering home-based care through a network of 1 500
trained community members to 5 845 clients. Of these
clients, 1 058 (18%) have been diagnosed with hypertension
while 585 (10%) suffer from diabetes. Hypertension and
diabetes are specific risk factors for death from COVID-19
(Patel, et al., 2020, p. 110).
In a research project conducted among five different
population groups in Uganda, South Africa, Tanzania and
Nigeria, more than 25% of those interviewed were found to
suffer from hypertension, of whom only 50% were aware of
their condition (Guwatudde, et al., 2015, p. 1;4). According
to Kibirige et al. (2019, p. 1), “the prevalence of diabetes
mellitus (DM) has reached epidemic levels especially in lowand middle-income countries” (2019, p. 1). They projected
an increase of 48% by 2045.
Food insecurity (associated with poverty) is a leading
cause of both these conditions (Marmot, et al., 2010, p. 159)
and results in more people who are at risk of serious illness
or death due to COVID-19.
Access to medical services
HIV and AIDS
The difference between poverty-stricken and more affluent
societies is harshly illuminated when observed through the
lens of access to medical services. Maartens found in 2012
that in Eswatini there were 15 doctors per 100 000 of the
population, compared to the USA where there were 230
doctors for the same number of people (p. 18). In poorer
countries, people are dependent on public health systems,
which were not only inadequate but also overburdened as
HIV infections increased (Whiteside & Whalley, 2007, p. 8).
Van Wyngaard (2014) observed that “terminally ill people
are hospitalised until they are stabilised and then often sent
home where they die. Whilst in hospital, most patients ask
family members or friends to remain with them to feed and
wash them, as the understaffed hospitals cannot provide in
these basic needs” (p. 4).
With antiretroviral drugs, things changed as certain death
was transformed “into a chronic, manageable condition”
(Mufune, 2015, p. 4). However, as Mufune rightly indicates,
this transformation did not come easily. Combination ART,
costing as much as USD 16 000 annually initially, was
out of reach for all but the most wealthy. As these drugs
became more affordable, the next stumbling block was
the Agreement on Trade-Related Aspects of Intellectual
Property Rights (TRIPS), accepted by the World Trade
Organization (WTO) in 1994 and requiring all member states
to introduce twenty-year patents in all fields of technology,
including pharmaceutical products (Hoen et al., 2011, pp.
2–3).5 In November 2001, the WTO ministerial conference
adopted the Doha Declaration on TRIPS and Public
Health, which made it clear that the TRIPS agreement “can
and should be interpreted and implemented in a manner
supportive of WTO Members’ right to protect public health
and, in particular, to promote access to medicines for all”
(Hoen et al., p. 5).

Van Wyngaard

By 2008, 95 per cent of all ARVs funded by donors were
generics, of which most were manufactured in India. In
South Africa, the initial inaccessibility of ARVs due to their
high cost as well as the reluctance of the government under
former president Thabo Mbeki to approve their distribution,
led to 3.8 million person-years being lost between 2000
and 2005, while 35 000 babies were born with HIV due to
the failure to implement a mother-to-child transmission
prophylaxis programme (Chigwedere et al., 2008, pp.
412–413).
COVID-19
Of the 5 845 clients in Shiselweni Home-Based Care’s
programme, about half are HIV-positive. Since 2008, the
organisation has kept accurate records of all its clients,
including the number that had died. Since 2008, the number
of clients who died declined annually (Root et al., 2015,
p. 269). In 2018, a total of 99 clients died and in 2019 this
number decreased to 91. However, in 2020 the number of
mortalities rose to 144, of whom 14 were positively identified
as having died of COVID-19. In 2021, the number of
mortalities among the clients rose to 162, of whom 74 had
been diagnosed with COVID-19. Over the same period, 13
caregivers also died due to COVID-related illness. Thus, out
of 7 345 caregivers and clients, at least 101 (1.4%) had died
due to COVID-19 in the twenty months from May 2020 to
December 2021.
In Eswatini, dire circumstances in public hospitals, such
as those found at the height of the AIDS pandemic, have
remained much the same. By 2016, the number of doctors
available for the population had decreased to eight per
100 000 people (Index Mundi, 2019); in the entire country,
there are only 2 573 hospital beds and a mere 23 critical
care beds (Ayebale et al., 2020). This is the scenario across
most of Africa, where only six countries have more than two
critical care beds per 100 000 of the population, in contrast
with Europe, where there are, on average, fourteen times
more critical care beds.6
A direct result of the COVID pandemic was that the
provision of HIV services, including supplying ARVs, was
greatly disrupted. After the first lockdown was announced
in South Africa, 13 per cent of PLWHA said that they did
not have access to their chronic medication and, by May
2020, only 30 to 50 per cent of patients were collecting their
medication (Jewell, et al., 2020, pp. e629–e630). This led to
an increase in mortality risk, where “[a] 6-month interruption
in ART supplies for 50% of people would be expected to
lead to an approximately 1.63 times (range 1.39–1.87)
increase in HIV-related deaths over one year” (p. e638).
Soon after SARS-CoV-2 was identified, the race was on
to manufacture a vaccine against infection with the virus.
Twelve months after the virus had first been identified, the
Pfizer vaccine received emergency use authorisation from
the Food and Drug Administration on 11 December 2020
(Solis-Moreira, 2021). However, the distribution of vaccines
happened in an inequitable manner, with some wealthy
nations hoarding enough vaccine supplies to vaccinate their
entire population more than twice, while low- to middleincome countries had to make do with insufficient doses
(International Rescue Committee, 2021). “Out of more than
nine billion vaccines doses produced, Africa [had] only

African Journal of AIDS Research 2022, 21(2): 152–161

received approximately 540 million (about 6 per cent of all
COVID vaccines, despite having 17 percent of the world’s
population)” by January 2022 (Sidibé, 2022).
Highlighting the inequities in vaccine distribution,
Pilkington et al. (2022, p. 2) noted:
• Within the first year of distribution of vaccines
against COVID-19, high-income countries (HICs)
have achieved vaccination rates of 75–80%, while
low-income countries (LICs) have vaccinated <10%.
• The pharmaceutical industry did not develop
these vaccines alone, with billions of dollars of
public funding being instrumental in their discovery
and development. However, private companies
who hold [intellectual property] currently control
manufacturing, distribution, and pricing.
• The current model of global vaccine distribution is
based on financial competition for limited vaccine
supplies, resulting in HICs getting first access to
vaccines, with LICs being forced to rely on voluntary
donations through schemes like COVAX [COVID-19
Vaccines Global Access initiative].
On 12 March 2022, it was reported that Prince Harry
and Duchess Meghan had pledged their support for The
People’s Vaccine Alliance through which more than 130
world leaders, scientists, faith leaders, humanitarians
and others advocated for an end to vaccine monopolies,
speaking out against the European Union, the UK and
Switzerland for blocking the “lifting of intellectual property
rules which would enable the redistribution and scale-up of
COVID-19 vaccines, test and treatment manufacturing in the
global south” (McKay, 2022). The open letter7 stated that it is
possible to bring an end to the pandemic and to ensure that
everyone is protected:
This is possible, thanks to the incredible advances
of science and the public investment of governments
around the world. However, the cruel reality is
that self-defeating nationalism, pharmaceutical
monopolies and inequality stand in our way. We did
not need to reach the milestones of two years and
an estimated twenty million deaths from COVID-19.
This was avoidable.
Addressing the inequalities
The United Nations adopted 17 Sustainable Development
Goals (SDGs) in 2015. These SDGs shared a vision of a
life of dignity for all. Both the AIDS and the COVID-19
pandemics accentuated the inequalities between countries
as well as between different communities within countries.
From 2015 to 2019, great progress was made towards the
SDGs. However, the COVID-19 pandemic led to a regress
in some of these goals, notably, with the first rise in extreme
poverty in a generation, an increase in world hunger, a
shortened life expectancy, an increase in gender-based
violence and reversals in reducing income inequality (United
Nations, 2021).
In the foreword to the 2021 Sustainable Development
Goals Report (p. 4), the Secretary-General of the United
Nations, António Guterres, stated:
The global community is at a critical moment
in its pursuit of the Sustainable Development
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Goals (SDGs). More than a year into the global
pandemic, millions of lives have been lost, the
human and economic toll has been unprecedented,
and recovery efforts so far have been uneven,
inequitable and insufficiently geared towards
achieving sustainable development. The current
crisis is threatening decades of development gains,
further delaying the urgent transition to greener,
more inclusive economies, and throwing progress on
the SDGs even further off track.
A letter from the group of 13 agencies supporting The
Global Action Plan for Healthy Lives and Well-being for
All (SDG3 GAP) — while acknowledging the widening
inequities caused by COVID-19 — called on countries to
“deepen and scale collaboration” through (1) joint planning;
(2) joint monitoring; (3) joint promotion of equity; and (4) joint
alignment with other processes (SDG3 GAP Principals,
2022).
South Africa’s president, Cyril Ramaphosa, announced
on 21 April 2020 that financial assistance would be given to
various recipients in South Africa, including medium, small
and micro-sized businesses, as well as a special coronavirus
grant to relieve the plight of those most desperately affected
by the pandemic (Ramaphosa, 2020, p. 3). This grant was
specifically aimed at addressing poverty and food insecurity
among the most vulnerable people in the country.
However, governments need support from corporates to
effectively address the inequalities deepened by COVID-19.
In a Fortune Daily article, a call was made (Dunn & Tavarez,
2021) for the world to:
Reimagine capitalism and for companies to
embrace stakeholder capitalism… to tackle some
of the biggest challenges the world has faced —
the climate crisis, growing inequality and wealth
disparity, inequitable access to health care, and
long-rooted systemic racism and bias.
Fortune’s Change the World list encouraged exactly
this by honouring companies “that use the creative tools
of capitalism — including the profit motive — to address
society’s unmet needs” (Fortune, 2021a). When compiling
the 2021 list, it was observed that many honourees were
making notable progress reversing the neglect of some
societal needs, as magnified by the pandemic, by investing
in the long-term health of their businesses through supporting
those on the lower rungs of the global economic ladder.
One example from South Africa was the
telecommunications group Mobile Telephone Networks
(MTN) — number 34 on Fortune’s global 2021 list — making
use of their “creative tools of capitalism” to ensure that
people could be vaccinated (Fortune, 2021b):
At a time when rich countries had bought up most
of the global supply of COVID vaccines, telecom
giant MTN paid $25 million to secure 7 million doses
for countries such as Malawi, Ghana, Nigeria, and
South Sudan — helping provide essential protection
for health workers. MTN has also partnered with
the Africa CDC to send SMS messages to spread
the word about anti-COVID measures to far-flung
communities.
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Conclusion
COVID-19 will not be the last pandemic to spread across the
world. During pandemics, the marginalised, specifically, are
vulnerable. This was true for AIDS as well as for COVID-19.
Although HIV and SARS-CoV-2 are two completely different
viruses, there is a similarity in that inequality, both across
country borders as well as within countries, can and does
exacerbate the effects of both these viruses.
• Progress made towards the SDGs was greatly reversed
by the COVID-19 pandemic. However, gender and other
forms of inequality, poverty, food insecurity, gender-based
violence and poor access to medical services were not
initiated by either the AIDS or the COVID pandemics,
which merely brought these inequalities back into the
spotlight. Should the world be faced with a new pandemic,
or should SARS-CoV-2 mutate into a new variant more
deadly than the delta variant, then the world must be
better prepared to address these inequalities.
• Pursuing the SDGs, specifically those that address
inequalities between different groups of people — ending
poverty (SDG 1), achieving food security (SDG 2),
ensuring healthy lives for all (SDG 3), achieving gender
equality and empowering women and girls (SDG 5) and
reducing inequality within and among countries (SDG 10)
— must be fast-tracked.
• Gender-based violence must be addressed as a matter of
high priority. Although this is the objective of SDG 5 and
certainly justifies a spot on the world agenda, boys and
men need to be educated to ensure that they do not resort
to gender-based violence when they become angry or
frustrated.
• The challenges of poverty and food insecurity cannot be
addressed by any one entity alone. Concerted efforts
are required from governments, corporates, smaller
companies, NGOs and individuals to address inequalities
in income. One is reminded of Mother Teresa’s famous
motto: “Live simply so others may simply live.” Inequality
or “relative deprivation” (Fox, 2012, p. 477) should no
longer be considered the norm.
• The struggle to make ARVs accessible to all PLWHA and
to allow the manufacture of generics was long and hard.
Presently, the manufacture of generic COVID-19 vaccines
is still prohibited under IP laws. It should not have been
necessary to fight the same battle as with ARVs to make
COVID vaccines available to all on an equal basis. The
priority must be to ensure that everybody anywhere in
the world will have access to the necessary medication
during a pandemic, and we should not need to debate
whether pharmaceutical companies may produce generic
vaccines.
• The aforementioned letter from the SDG3 GAP principals
emphasised the imperative to “leave no one behind”,
which requires greater collaboration between various
stakeholders to support countries’ response efforts
towards health. This requires a joint effort to help countries
recover and to ensure that all will be better prepared for
future pandemics.
For now, all other things being equal, things are not equal. We
are all in the same storm, but certainly not in the same boat.8

Van Wyngaard

Acknowledgements — This special issue of the African Journal
of AIDS Research is sponsored by the Joint United Nations
Programme on HIV/AIDS (UNAIDS).

Notes
1

2

3

4

5

6

7

8

Ironically, the sub-title of this article reads, “Over the past 25
years, HIV/AIDS has gone from a death sentence to – at least in
the developed world – a manageable, if not curable, illness” (my
italics).
In 1992, Richard Wilkinson published an article in the British
Medical Journal in which he indicated that income distribution
had a direct influence on life expectancy. He further elaborated
on his thesis in two subsequent publications (1996; 2000) in
which he focussed on the connection between income inequality,
social hierarchy, social anxiety and health. The theory that
income inequality has a direct bearing on health, was confirmed
in an article in Lancet (Lynch, et al., 2001). Wilkinson’s view
was not accepted without criticism. Johan Mackenbach (2002)
considered it too restricted in the number and type of countries
included, based on research published ten years previously.
In South Africa, COVID-19 highlighted existing income-related
health inequalities, where it was found that race, hunger, income
and employment all played a role in determining how people
could respond to the pandemic (Nwosu & Oyenubi, 2021).
In a personal interview with some of the residents in the Nsalitje
area of Eswatini, it was found that, before the COVID-19
pandemic, a 50 kg bag of maize cost 350 emalangeni (≈USD 22)
in local stores, while the cost in the neighbouring Pongola area
of South Africa was only E290. When the borders to South Africa
were closed under lockdown, the price of 50 kg of maize kept
rising in Eswatini and, by the beginning of 2022, the price was as
high as E460.
In a conversation with Mduduzi Lukhele, manager of a feeding
programme in Eswatini that provides meals to about 500 children
daily, it was pointed out that the cost of basic food used for these
meals had increased by 33 per cent after COVID-19.
One of the unforeseen consequences of this agreement
was that patented ARVs remained too expensive for most
developing countries. Azidothymidine (AZT), an antiretroviral
made by Glaxo-Wellcome, cost USD 240 a month in South
Africa, whereas a generic version made in India cost only USD
48 (Bond, 1999, p. 767). In 1999, there was a call to “humanize
the trade agreements” and to “accelerate the production and
availability of low-cost generic medicines for HIV, without risk of
trade retaliation” at the WTO Ministerial Conference in Seattle
(Hoen, Berger, Calmy, & Moon, 2011, p. 3). At the International
AIDS Conference held in Durban in 2000, the Treatment Action
Campaign organised a global march for treatment, increasing
pressure on the pharmaceutical industry to make ARVs more
affordable for developing countries.
It was reported by South Africa’s Minister of Health that by
May 2022 the country had one doctor per 3 198 patients
(Businesstech, 2022), which amounts to 31 doctors per 100 000
patients (Clarke, 2022).
https://peoplesvaccine.org/wp-content/uploads/2022/03/Vaccine-Open-LetterMarch-2022.pdf
https://www.secc.sydney/we-are-not-in-the-same-boat-a-poem-about-covid-19/
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Background: The impact of school closures due to COVID-19 raised widespread concerns about children’s health
and well-being. We examine the impact on the sexual health needs of learners in the context of COVID-19 related
lockdowns in rural KwaZulu-Natal, South Africa.
Methods: In July–November 2020 and August–November 2021 we conducted 24 in-depth interviews and 8 group
discussions with teachers and learners from 4 schools, community members and key education stakeholders. All
interviews were conducted by telephone. We used a thematic analysis approach and Nvivo 12 software to manage
the data.
Results: Four main themes related to the COVID-19 pandemic emerged from the data: the sexual and reproductive
health (SRH) of learners in the lead-up to the pandemic; the impact of COVID-19 on learners’ SRH and wellbeing;
the opportunities schools provided to support sexual well-being of learners during the pandemic; and the role of
schools in supporting SRH for learners during the pandemic. Learners and stakeholders reported that the SRH
of young people was affected by alcohol misuse, poor SRH knowledge and few pathways to link learners with
services. Stakeholders working with schools reported that a lack of access to biomedical interventions (e.g.,
contraception) increased learner pregnancies. Gender-based violence in learners’ households was reported to have
increased during the COVID-19 pandemic related to loss of income. School closures disrupted the provision of a
safe space to provide SRH and HIV-education through Life Orientation lessons and school nurse talks. This loss of
a safe space also left learners vulnerable to sexual and physical violence. However, once schools re-opened, daily
COVID-19 screening in schools provided the opportunity to identify and support vulnerable children who had other
social needs (food and uniforms).
Conclusion: The COVID-19 pandemic may have increased SRH needs and vulnerability of school-going children in
a high HIV-burden rural setting. School shutdowns reduced the opportunity for schools to provide a vital safe space
and information to enhance SRH for adolescents. Schools play a vital health promotion and social protection role.
Keywords: adolescents, pregnancy, HIV, alcohol and substance abuse, COVID-19, Life Orientation
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
Adolescents in South Africa face the interlinked epidemics
of poor sexual and reproductive health (SRH) and high
HIV-incidence in a context of exceedingly high youth

unemployment, orphanhood, and violence (Dellar et al.,
2015; Human Sciences Research Council (HSRC), 2017;
Francis et al., 2018). Despite advances in biomedical
HIV prevention tools that can reduce HIV transmission
and acquisition to zero, two out of every seven new HIV
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infections globally in 2019 were among young people (15–24
years) with adolescents and young women being at greatest
risk of HIV acquisition (UNAIDS, 2021).
Early, unintended pregnancies among schoolgirls exposes
them to socioeconomic challenges, sexually transmitted
infections (STIs) and HIV, and the discontinuation of their
education during that time exacerbates the situation by
reducing their future economic and job opportunities.
Teenage pregnancy is a major cause of school dropouts
and is associated with higher poverty, poor performance
and grade repetition in South Africa (Jochim et al., 2021).
In South Africa in 2020, teenage pregnancy statistics were
estimated as 33 899 babies born to mothers who were 17
years old or younger, with 499 children aged 10 to 13 years
giving birth (Statistics South Africa, 2021). Between 2018
and 2019 there was a surge in adolescent pregnancies
in various parts of South Africa, and more recently during
the COVID-19 pandemic (Jonas, 2021). This suggests
challenges in access to and uptake of reproductive health
among female learners.
In uMkhanyakude district in rural KwaZulu-Natal, South
Africa (SA), although HIV incidence is dropping among
young people, it remains high with an HIV-incidence of 4.5
cases per 100 person-years in 2011 to 2015 compared
with 2.8 per 100 person-years in 2016 to 2018 among
15–19-year-olds and 7.1 per 100 person-years as compared
with 5.8% among 20–24-year-olds, despite widespread
antiretroviral therapy (ART) scale-up (Chimbindi et al., 2018;
Birdthistle et al., 2021). The setting has a high incidence of
teenage pregnancy at 6% per annum among 15–19-yearolds, and one in five 15–24-year-olds has a treatable STI,
with the herpes simplex virus (HSV2) incidence at 16.3%
per annum (Francis et al., 2018; Shahmanesh et al.,
2019). There is a high unmet sexual health need among
adolescents. In 2015, only 15% of adolescent girls and
young women aged 15–19 years were using contraception
while < 50% reported condom use at last sex, and only 32%
had tested for HIV in the past 12-months (Chimbindi et al.
2018). There is poor awareness and uptake of effective
new HIV-prevention technologies such as HIV pre-exposure
prophylaxis (PrEP) in this setting (Chimbindi et al. 2021).
The World Health Organization (WHO) Global School
Health Initiative recognises schools as a convenient setting
to deliver effective health interventions that promote the
well-being of learners to large numbers of young people
within a sustainable infrastructure (WHO, 2021). In SA, more
than 90% of school-going age (7–19 years) children are in
school (Hall, 2015) and school attendance has consistently
been associated with lower HIV risk and better sexual health
outcomes (Pettifor et al., 2008).
South Africa has the highest number of COVID-19 cases in
Africa (34%), accounting for 43% of all reported COVID-19related deaths on the continent (Abdool Karim & Baxter,
2022). The COVID-19 pandemic has not only directly caused
high morbidity and mortality but also exposed the inadequacy
of investments in education and public health. The pandemic
has shown the persistence of profound economic and social
inequalities and disrupted essential systems for health,
including SRH and HIV prevention and care programmes.
After being declared a global pandemic by WHO, South
Africa instituted a national lockdown at the end of March

163

2020, which restricted movement and closed most parts of
the economy, including schools. Globally, there has been
widespread concern around the negative impact of school
closures on learners. UNESCO indicated that the COVID-19
impact was particularly severe for the most vulnerable
and marginalised children and their families. The resulting
disruptions exacerbated already existing disparities within
the education system for learners. The rippling after-effects
of the pandemic and associated responses have directly
led to increased exposure to violence and exploitation, early
marriages, sexual exploitation of girls and young women,
and teenage pregnancies (UNESCO, 2021). Impaired
access to healthcare services had a disproportionate
impact on HIV testing and SRH services (Dorward et al.,
2021; Abdool Karim & Baxter 2022; Freer & Mudaly, 2022).
Adolescents (15–19 years) are particularly affected by the
closure of schools, community centres, and clinics where
many of them obtain SRH education and services (Abdool
Karim & Baxter, 2022). A recent review on the impact of
the COVID-19 on adolescents’ SRH in Africa found that the
pandemic significantly restricted access to SRH services
and led to increases in teenage pregnancies and reports of
sexual violence (Groenewald et al., 2022). In this paper we
investigate the SRH needs of school-going young people in
the context of the COVID-19 pandemic in an area of rural
KwaZulu-Natal, South Africa with a high burden of HIV.
Methods
Study setting
This study is situated in uMkhanyakude district, KwaZuluNatal, South Africa. The district is predominantly rural with
high levels of youth unemployment, significant HIV-burden,
mental ill-health and teenage pregnancy among adolescents
(Gareta et al., 2021). Health care is mainly nurse-led and
provided through the public-sector fixed and mobile clinics
with very little or no school-based delivery of health services
except for screenings done through the Integrated School
Health Teams in primary and secondary schools, including
SRH services for older learners (Education 2019).
The HIV and AIDS Life Skills Education Programme Life
Orientation (LO) is implemented in the public school system
with a focus on learners at the primary and secondary school
level. The curriculum is delivered by teachers. The main
objectives of the life skills programme are to integrate HIV
and AIDS and relevant life skills into the school curriculum
as a learning area/subject to prevent and mitigate the spread
of HIV infection, and to provide care and support for learners
that are infected and affected by HIV.
Study design
At the time of the study, July–November 2020 and August–
November 2021, very little was known about the health
needs of the adolescents in South Africa during the
pandemic (study 1 July–November 2020) or how schools
would respond to the COVID-19 pandemic (study 2 August–
November 2021). We thus conducted a qualitative methods
exploratory study, consulting various stakeholders, including
school learners, teachers, community members and key
stakeholders to explore these issues.
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Data collection
We purposively selected four schools to represent rural/
urban and high schools/schools in our setting. First, we
engaged with the school principals and gatekeepers to
introduce the study and set up appointments for recruitment.
We conducted 24 in-depth interviews (IDIs) with principals,
teachers and school governing board representatives,
Department of Education (DoE) key stakeholders and
non-governmental organisation (NGO) representatives using
semi-structured interview guides. Interviews were conducted
telephonically through the Africa Health Research Institute’s
(AHRI) call centre unit. All calls were recorded, transcribed
and translated.
Focus group discussions (FDGs) were conducted by
telephone. Each focus group was arranged by a research
assistant who explained the study to prospective participants
and provided consent forms and formed a WhatsApp
group to decide on the suitable internet-based application
to use (WhatsApp, Zoom or Microsoft Teams) for the call.
WhatsApp was also used to agree on the date and time for
the group discussion and the provision of information on
how to join the call.
For the FDGs with young people attending school, the
research assistant worked with the Life Orientation teachers
to introduce the study and organise interested learners. All
learners were above 18 years old. FDGs with community
members were conducted with parents/guardians of young
people of school-going age residing in our study community.
These focus group participants were recruited using a
snowballing approach. Peer navigators were approached
and invited to participate in FDGs through a similar process
as that used to recruit learners. These peer navigators are
young people aged 18–30 working at the Africa Health
Research Institute (AHRI) in youth-focused HIV prevention
programmes.

We conducted eight FGDs with high school learners, peer
navigators, non-governmental stakeholders and parents/
community members. A total of 69 participants were
recruited in this study: 45 participated in FGDs and 24 in
IDIs. Table 1 shows the participants recruited per section of
the study.
All interviews were conducted in isiZulu, the local
language, by two trained native speaker research assistants.
Verbal consent was obtained telephonically and recorded.
All the interviews and consenting processes were audio
recorded, transcribed verbatim and translated into English
and analysed iteratively for themes. Interviews and
discussions lasted between 30 and 60 minutes. The main
challenge was with network connections, resulting in some
interviews or discussions being shorter than others or having
fewer participants per group.
Weekly debriefing sessions were conducted with the
first author (NC) and the research assistants who reviewed
interview summaries and notes to capture and reflect on the
interview context and identify emerging codes and themes.
We used a thematic analysis approach (Braun & Clarke,
2006) and Nvivo 12 (QSR International) software to manage
the data for analysis. Emerging themes in the data were
identified and coded using the Nvivo software, which was
then used to help us identify recurring patterns. Themes
were determined by the study aims which had informed
the content of the interview guides as well as inductive
development of codes as they emerged from the data. Two
members of the study (NC and UN) read all transcripts to
familiarise themselves with the contents and contribute to
the identification of the initial codes. NC discussed codes
with mentors and supervisors of the study (JS and MS) to
group codes with similar or close meanings to generate
broader themes. Four main themes related to the COVID-19
pandemic emerged from the data: the SRH of learners in

Table 1. Participants enrolled in the two studies
Study 1
July–November 2020

Participants
In-depth interviews
Principal and deputy principal
Life orientation teacher
Educational social worker
School governing board member
Non-governmental organisation stakeholder life coach
Department of Education stakeholder inspector
Community member/parents and guardians
Focus group discussions
Community member/parents and guardians
Learners

Non-governmental organisation stakeholder life coach
Peer navigators
Total

2 females; 2 males
2 females; 2 males
1 female
2 females; 1 male
2 females

Two focus group discussions
9 females; 7 males
Four focus group discussions
7 females* were enrolled but only 1
remained to the end of the call; 7 males*
were enrolled but only 3 remained to the
end of the call; 9 females; 4 males
One focus group discussion
3 females* were enrolled but only 2
remained to the end of the call
One focus group discussion
6 females and 4 males (mixed group)

*Participants dropped from the call due to poor network connections

Study 2
August–November 2021

3 females
1 female
1 male
3 females; 2 males

Total
4
7
1
3
3
1
5
16
17

2
10
69
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the lead-up to the pandemic; the impact of COVID-19 on
learners’ SRH and well-being; the opportunities schools
provided to support sexual well-being of learners during the
pandemic; and the role of schools in supporting SRH for
learners during the pandemic.
Ethics
The study was approved by the Biomedical Research
Ethics Committee, University of KwaZulu-Natal
(BREC/00000571/2019). Participation was voluntary and
verbal consent was obtained telephonically and recorded
prior to data collection.
Findings
In this study we sought to understand the wider health needs
and support available for HIV-prevention for adolescents
and young people of school-going age within the school
environment, as well as to investigate the effect of the
non-pharmacological public health response to COVID-19
on the health and well-being of school-going children. We
present the findings that relate to the sexual health needs
of learners in the context of the COVID-19 related lockdown
and the effect of the non-pharmacological public health
response to COVID-19 on the sexual health of school-going
children.
We present our study findings under the following
four main themes that emerged from the data: the SRH
of learners in the lead-up to the pandemic; the impact
of COVID-19 on learners’ SRH and well-being; the
opportunities schools provided to support sexual well-being
of learners during the pandemic; and the role of schools in
supporting SRH for learners during the pandemic.
Theme 1: Sexual reproductive health context before
COVID-19
Learners and key education stakeholders reported that even
before the pandemic, SRH of young people was generally
affected by alcohol and substance misuse and poor sexual
reproductive health knowledge. Community members and
parents indicated that school-going young people often
faced multiple challenges due to peer pressure to fit in with
their peers and their living conditions.
Many learners did not live at home; instead they rented
rooms in houses used as boarding houses and that is where
young people engaged in transactional sex and used drugs
and alcohol, we were told:
You find out that a school kid has 5, 6 boyfriends.
For a boy…they are busy over here smoking
marijuana, drinking […] They smoke eh [including
girls], they are courting here [in the rented places],
they have (sex), and some end up getting pregnant.
They do not use condoms; you can even tell that
(peer navigator, FGD).
Key stakeholders working with schools and teachers
reported that lack of access to and provision of biomedical
interventions (e.g., contraception) and HIV services within
schools increased learner pregnancies and poor HIV testing
uptake. Teachers, principals, and social workers indicated
that some policies, such as not providing condoms in
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schools (which is the decision of individual school governing
bodies) hampered SRH support.
There is certain policy, the (condoms) must be put at
the gate because some people tell you openly…they
tell you that no, I have girlfriends and I have sex with
them or (I am) a father of a child, or a mother of their
child. Probably the condoms should be available to
help for the pregnancy to decrease, isn’t it is hard
to get those condoms, the clinic is far. They must
be there at school or the security gate at least, okay
(NGO life coach IDI).
Young people reported that there was a lack of access
to support for pregnant learners, resulting in pregnancy
termination and school drop-out. Further, they reported
poor SRH knowledge among the learners and lack of clear
pathways to link with services.
A girl from this household is pregnant obviously, they
will laugh at her and say we saw it coming (laughing)
you see there is no support in that regard. And I think
that’s where a person ends up doing things that are
not good you see…things like pregnancy termination
(learner, FGD).
However, COVID-19 had exacerbated many of the health
and welfare challenges faced by school-going children.
COVID-19 came at the wrong time while there are
still these social ills [alcohol and drugs]; it is very
harmful. Eh, then there is alcohol because, after all,
children do not stop drinking; any decision taken by
a drunk person will never be the correct one (key
stakeholder, IDI).
Theme 2: Role of schools
Stakeholders described the key role that schools play in
promoting sexual well-being and mitigating some of the
SRH vulnerabilities (through enrichment and providing
a safe space) that learners face in their community. They
described how this key protective role was lost during the
school closures.
Health promotion – SRH promotion
Prior to COVID-19, the schools in our study setting relied
mainly on Life Orientation lessons, NGOs and Department
of Health (DoH) nurses for educating learners about SRH
through workshops and health education talks. School
health nurses screened and taught learners about SRH
and encouraged them to access and take up care using
adolescent friendly services at the primary healthcare
clinics, such as the ‘happy hour’ where they do not queue or
wait for long.
The (nurses) offered to talk to the children […] they
just come to the clinic at a certain time. They gave
them the time 4 ’clock onwards, they would attend
to them without any questions asked (high school
principal, IDI).
Social workers were reported to visit some schools and
educate young female learners about teenage pregnancy
and conduct anti-substance campaigns targeting male
learners. However, these visits were insufficient, even prior
to COVID-19, as they were provided only once every three
months, due to a lack of human resources and transport to
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cover all the schools adequately. Health talks also included
information on STIs:
That you must be responsible now that you have
started having sex, which means you must know
that you have to protect yourself. I talked about how
dangerous STIs are in their lives, how much damage
they can cause to their bodies…I ask, okay, okay,
fine, how many sex partners they have. Okay, fine,
I also, talked about having (sex) without using a
condom; if you know that you have sex with different
partners, unprotected it will make you get an STI
(NGO life coach, FGD).
Schools were seen to be safe spaces for providing
HIV education and encouraging uptake and retention in
services because young people spent most of their time at
school and it is easier to learn about diseases, symptoms,
prevention and importance of adherence to treatment while
still at school. Suggestions were also made for the need to
raise awareness and knowledge of newer technologies such
as pre-exposure prophylaxis (PrEP) for HIV prevention in
learners as young as those in primary schools to prevent
them from getting infected.
So, if you are infected with HIV because we don’t use
condoms…that is why I am saying these Grade 6,
Grade 7 children need the information about sex. If
they become sexually active it is important for them
to be protected with a condom, they must take PrEP
so they decrease the chance of getting HIV because
they like older people (peer navigator, FGD).
All of these wider sexual health promotion activities were
put on hold during the lockdown months (March–May 2020
and again in July–August 2020).
Social enrichment – Keeping adolescents safe and occupied
Schools provide sporting and extracurricular activities which
are used to teach and engage learners in activities other
than academic subjects. These activities were key platforms
for integrating and delivering SRH education which were lost
during lockdown.
Some local NGOs did provide HIV testing in a few schools
which was beneficial, but it was reported that their coverage
was limited and did not reach most school children.
Eh, at school there used to be [X NGO] that came
and taught us about sports, exercise, (and) just
eating a balanced diet. If we wish to test for HIV we
can go to the existing containers [temporary shelter]
to test at that time (peer navigator, FGD).
Discussions with peer navigators during the early days
of COVID-19 lockdown indicated that young people no
longer had access to sports and extracurricular activities.
These activities were good for young people in helping
them to abstain from and reduce their engagement in risky
behaviours.
Eh…what I can say is that children should get
something that will keep them busy so that they will
be able to abstain…What is important is that a child
must get something to keep him/her busy like being
involved in sports, there are lot of things they can do,
others are attending churches, others are singing
and dancing, there are different things that children
can do which can help them (peer navigator, FGD).

Schools as a social safety netand how it relates to SRH
Schools play a key social role in supporting menstrual
hygiene in our setting; some schools provide sanitary
pads donated through NGOs for female learners. This was
welcomed by most learners and found to be beneficial as
learners did not have to miss school for lack of sanitary
wear. However, during lockdown and school closures the
provision of sanitary wear for girls ceased.
But now in addition to [participant 4’s name], young
people are really privileged now because in schools
they get sanitary towels which was not possible
(back then). If a person went for her period, she
wouldn’t go to school (as) there was no money [to
buy proper sanitary wear], or she would use the
wrong things that could end up harming her (peer
navigators, FGD).
Food insecurity was another issue described by
informants to be a concern in our rural setting due to the
high unemployment rates and it often predisposes young
people to transactional sex. The Department of Education
helps to tackle this through a school feeding scheme.
Schools prepare and serve food for both primary and
secondary school learners in quintile 1 to 3 (these are
no-fee schools, and they are characterised by the poverty
level of the community around the school, as well as certain
infrastructural factors) to help supplement their diet. One
teacher indicated that malnutrition was prevalent among
learners, and children who were living alone depended on
school meals and received an extra helping to take home.
The school feeding programmes were disrupted during the
initial COVID-19 hard lockdown and this increased learner
vulnerability.
A lot of learners were dependent on the meals that
were provided at the school. This also affected
parents so much, the lockdown brought a lot of
suffering to many households. Sometimes you will
find that there is an 18-year-old who takes care of
younger siblings, and all these kids depend on the
school feeding scheme (NGO, life coach IDI).
Theme 3: Adversity during lockdown
Sexual reproductive health challenges and abuse
Respondents reported increases in rape cases and sexual
and physical abuse of learners during the lockdown. Loss
of jobs, unemployment and poverty due to lockdown
restrictions exposed young girls to increased risks. Incidents
were reported of relatives taking advantage of young girls
due to increased contact time, especially when young
people were not supervised.
And to make matters worse, you will find that an
uncle will lose his job due to COVID-19 and will
spend his whole time plotting to take advantage of
his niece and as a result the young girl becomes a
victim of rape (NGO, life coach IDI).
Teachers reported that COVID-19 resulted in increased
teenage pregnancies as the children spent less time in
school — due to rotational learning implemented by the
Department of Education to increase social distancing in
schools and lack of adult supervision at home indicating the
important protective role of keeping children in school.
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Those children had a disturbance and because
they don’t go to school often, they sometimes meet
and play together then they might end up doing
naughty things because they are not going to school
anymore. And parents are working they are not
always with them all the time that’s how kids end
up making each other pregnant because they don’t
always have adult supervision (community member,
parent IDI).
Teenage pregnancy was reported to be a huge issue in
the area and the main reason for school dropouts among the
young girls.
Mental and psychosocial challenges
One of the key themes that emerged was the significant toll
that the pandemic placed on the mental health of learners,
and how this in turn directly or indirectly impacted on SRH.
Substance abuse is known to have negative effects on
young people’s SRH outcomes and is associated with less
likelihood to report condom use resulting in STIs, unplanned
pregnancies and partner violence. Alcohol and substance
abuse were reported to have increased during lockdown in
our study. Alcohol was easily available, even during times
when the sale of alcohol was banned because people brew
their own beer in their homes. There was also reportedly
increased smoking of marijuana, particularly by young girls,
as a coping mechanism for the stress of the COVID-19
impact. This increased their risk of experiencing violence as
they would often sneak out at night to smoke.
During the lockdown there were a lot of reported
cases which included rape, substance abuse, and
gender-based violence. Sometimes the learners
would report that their mothers were experiencing
gender-based violence. Substance abuse was very
rife during the lockdown. People were under a lot
of stress, so they turned to drugs for comfort and
because this is a rural area alcohol is easily available
and even if it is banned from the shops, people brew
their own. Another issue we are faced with is currently
is “insangu” [marijuana] (NGO life coach, IDI).
One community member explained how loss of income
due to COVID-19 impacted on the households and the lives
of learners. Having to share the same living space for longer
periods without income resulted in parents fighting in the
presence of their children as they were not in school.
Parents lost their jobs, and they will be stressed […]
And most of the time when parents are together for
a very long period and not working, they fight all
the time, they will start saying that we are hungry
in this house and your father is failing to provide
(community member, parent IDI).
Extended periods of separation of learners from one
another caused fear and anxiety among young people as
they feared this was the end of the world. Learners spent a
lot of time on social media:
They began to spend more focus on their phones,
watching videos of how people who died from
COVID-19 were buried and all that really posed a
great stress and anxiety on their well-being (high
school teacher, IDI).
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It was realised there was a need to support learners as
they went through the trauma of COVID-19 and encourage
them to learn to live with the virus but also acknowledge the
impact of COVID-19 related deaths:
But while we are saying that, we need to also put in
mind that people are dying in front of these children
some of them are even orphans due to COVID-19,
so we need to also take that into consideration
(community member, parent IDI).
Some learners who were staying far from their homes
had to return home or transfer to other schools which
caused emotional and financial strain on the parents and the
learners.
My child was studying at [area’s name] then they
heard that they are dying at (area’s name) then they
cried and wanted to come back, can you imagine the
money paid for the whole year in a private school and
now the child had to come back to study here and
start over? I was not going to leave my child while
saying, ‘Mom, COVID-19 is high at [area’s name], I
am scared’ you can see that it harmed them; we also
lost jobs (community member, parent, IDI).
Parents and learners were saddened when, because of
the disruption of the COVID-19 pandemic to schooling, their
children failed a year and could not be promoted to the next
grade. An NGO life coach explained:
It has affected them negatively. One, they are always
under pressure of not knowing if they will pass or
fail. Two, they are always anxious if the schools will
be closed, and their syllabus will be affected. Three,
they also experience loneliness because they do not
see their friends as often as before, when they do
see each other, they must maintain social distance,
they cannot hug, touch one another, or interact just
like how they used to before all this new normal
has a huge negative impact on the learner’s mental
well-being. We are the support system for learners
at school, they come to us for consultations, where
they express their feelings and share their fears of
COVID-19. During the consultations learners will
share that they have panic attacks or assume they
have developed one or two COVID-19 symptoms.
So as much as learners are emotionally affected,
they are far better off than their teachers because
they have us and we are always available to counsel
them when they require help and should the matter
be beyond us, we do refer them for professional
assistance.
The government introduced a social grant for the
unemployed youth during the lockdown to provide relief and
support for individuals and household, but this grant caused
several problems:
I am referring to the R350 unemployment grant.
[…] a lot of students would be absent from school
and some they need to queue the day before to get
assistance. Have you ever seen how long those
queues get? Also, the government allocated this
money to assist the unemployed youth so that they
can be able to have some sort of income, indirectly
the grant caused more damage than good. Some of
them will unintentionally fall into these social ills, like
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for instance they will buy alcohol with it because they
are already in town and have cash on hand (NGO,
life coach, IDI).
Theme 4: Opportunities – COVID-19 health promotion
and screening vulnerabilities
Despite the many challenges, schools continued to provide
social support and health promotion throughout the
lockdowns. There was overwhelming support for the school
feeding schemes that continued during lockdown which
illustrated the social role that schools provide.
Schools were seen as places young people could learn
about COVID-19, be monitored and ensure they adhere
to COVID-19 prevention strategies, unlike at home. One
stakeholder indicated that HIV was no longer ‘killing’ people
because of high awareness of prevention and treatment and
care support, which was still lacking from COVID-19.
Ah, for me I think the school is a safe place to be
than other places, you see when they are at school,
even though we always remind them that masks
need to be on their mouths and nose all the time so I
think if they are not at school they do as they please,
there is no discipline and there is no one who cares
enough to ensure that their lives are safe and always
remind them that they will get sick if they don’t wear
a mask (high school teacher, IDI).
When schools restarted, the daily screening for COVID-19
symptoms conducted each morning as learners arrived at
school provided space to identify and support vulnerable
children who had other social needs such as food and
uniforms. One principal indicated,
When you record in the morning that they are
there, then you see the way they are dressed, you
can see that no, this child needs an intervention,
maybe the jersey is no longer right. In the morning,
it’s one-on-one, you take their temperature looking
at them until you finish them all, seeing the children
that no, [colleagues] please come closer to this child,
I [noticed] that they are not well. So, we prepare for
that person [to be referred and helped].
Discussion
Our findings show that the COVID-19 pandemic exacerbated
the existing SRH vulnerability and risk of school-going young
people, whilst simultaneously removing the protective role
that schools provide, namely sexual health promotion,
enrichment, and provision of safe spaces. COVID-19
pandemic prevention measures, such as hard lockdowns
which limited access to services, restricted young people’s
access to life-saving SRH services including contraception,
HIV prevention such as condoms, PrEP and STI treatment.
This has a huge impact in our setting where pre-COVID
uptake of SRH and HIV prevention services among young
people was already poor (Baisley et al., 2018; Francis et al.,
2018; Gourlay et al., 2019).
Teenagers from low- and middle-income countries are at
risk of poor SRH, which can lead to unwanted pregnancies,
unsafe abortions, sexual assault, and sexually transmitted
infections (UNAIDS. 2021). Prior to the COVID-19 crisis,
young people in our setting experienced substantial

challenges with access to critical SRH information and
services such as HIV testing, condoms and contraception
and this improved with the roll-out of combination
HIV-prevention programmes targeted at young people
which were implemented between 2016 and 2018 (Zuma
et al., 2020). We found increased teenage pregnancy being
reported to have occurred during the lockdown period. This
finding indicates the effect of the COVID-19 restrictions
on learners’ access to SRH services and support and
their ability to identify pathways to link into care during the
lockdown period as was found elsewhere in South Africa
(Jonas 2021). Schools provide consistent and accurate
SRH information through the curriculum-based Life
Orientation subject and peer support through peer buddies
in some schools. The Integrated School Health programme
provides screening and vaccinations for the lower grades
and SRH education and support for referral for the upper
grades (Education 2019). In the face of the COVID-19
pandemic these services were disrupted, and this may have
contributed to the increased teenage pregnancy observed.
Indeed, increased teenage pregnancy was also observed
during the lockdown period in most parts of South Africa as
well as in other African countries such as Kenya, Zimbabwe
and Uganda (Schwikowski 2021; Murewanhema et al.,
2022). It is vital that governments ensure that restrictions
on movement do not limit access to SRH information and
services and they should prioritise and fully fund SRR as
part of their COVID-19 response plans.
Disrupted learning, home schooling, rotational learning
and boredom were reported to have created an environment
where young people had space and time to engage in risky
behaviours, including unprotected sex, particularly those
living alone without parental/adult supervision. In addition,
easy access to alcohol (despite sales of this being banned)
and addictive substances, including marijuana, among
this age group during lockdown worsened the situation.
Most pregnant teenage girls often do not return to school
and are more likely to end up in violent relationships or
informal employment and sex work (Nordhues et al., 2021,
Murewanhema et al., 2022).
Women and girls are more vulnerable to domestic, physical
or sexual assault by an intimate partner during global health
crises and such assaults are often linked to alcohol and
substance abuse (Nordhues et al., 2021). Similarly, in our
study, an increase in rape cases, sexual abuse and violence
among girls and women during the COVID-19 pandemic
lockdown was reported. Women experiencing GBV are
at increased risk of contracting HIV and are less likely to
report the case or seek medical or legal help (Kumar et al.,
2020). Hard lockdown restrictions impacted negatively on
the mental health and well-being (Nordhues et al., 2021)
of learners, increasing anxiety and fear among them,
similar to what has been found in other settings (Elharake
et al., 2022). Understanding the mental health effects of the
COVID-19 pandemic on children is important for creating
timely interventions that will improve young people’s mental
well-being, especially in a setting where common mental
disorders among young people is already high (Mthiyane et
al., 2021) and in a context of high alcohol and drug abuse
among young people (Zuma et al., 2020).
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Staying in education has been shown to protect girls from
acquiring HIV (Pettifor et al., 2008). Our findings show that
schools are not merely places of learning but play critical
social roles such providing meals for children and families as
well as safe spaces for learning about SRH and provision of
sanitary wear for girls.
Our study adds to the growing body of knowledge that
suggests schools are an important setting to deliver effective
health interventions that promote the well-being and
improved sexual health outcomes for learners (Pettifor et al.,
2008; WHO, 2021). Much work has been done on the mental
health impact of the COVID-19 pandemic and associated
non-pharmacological control measures on young people but
these are mainly in high-income settings (Chadi et al., 2022).
In this paper, we have shown some of the negative impacts
on SRH and the mental health of learners in the short term
in a poor rural setting. Further work needs to be done to
monitor the medium-term effect, e.g., on HIV incidence, STIs
and teenage pregnancy and mitigate against the longer-term
effects of the COVID-19 pandemic on young people.
Conclusion
We found schools in rural KwaZulu-Natal are perceived
as a safe space to reinforce and deliver interventions and
promote SRH and health and well-being during pandemics.
However, the COVID-19 pandemic may have increased
SRH needs and vulnerability of school-going children in our
high HIV-burden rural setting. School shutdowns reduced
the opportunity for schools to provide a vital safe space and
information to enhance SRH for adolescents. There is need
to strengthen and protect the health promotion and social
protection role that schools provide, especially in the context
of HIV and sexual health during pandemics by ensuring that
non-pharmacological public health responses do not impact
negatively on school-going children’s ability to access SRH
information and services.
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Aim: To determine the proportion of women and girls living with HIV (WGLHIV) who had poor access to HIV, tuberculosis
and sexual and reproductive health (SRH) services in Nigeria during the COVID-19 pandemic and associated factors.
Methods: This was a cross-sectional study that recruited WGLHIV with six categories of vulnerability (sex work,
transactional sex, injecting or using illegal drugs, people on the move, transgender women and people with a
disability) through an online survey conducted in ten Nigerian states between June and October 2021. The
associations between the limited access to HIV, tuberculosis and SRH services due to COVID-19, the categories
of vulnerability and the financial and non-financial barriers to these services were determined using multivariable
logistics regression analysis.
Results: Over 6 in 10, almost 2 in 10, and almost 4 in 10 WGLHIV had limited access to HIV, tuberculosis and
SRH services respectively during the COVID-19 pandemic. Transgender women had 3.59 (95% CI 2.19–5.91) higher
odds, women who engaged in sex work had 4.51 (95% CI 2.28–8.42) higher odds, and women who inject or use
illegal drugs had 2.39 (95% CI 1.47–32.90) higher odds of facing limited access to sexual and reproductive health
services when it was needed. In addition, the direct consequences of the COVID-19 crisis, such as the closure of
HIV services and SRH service points, exacerbated pre-existing barriers significantly. Having no money, having to
pay additional unofficial fees and the lack of security on the road to the health facility were the barriers with the
greatest impact on access to health services.
Conclusions: The COVID-19 pandemic had a negative impact on the access of WGLHIV to essential health services.
This impact was disproportionately higher for marginalised groups. WGLHIV need non-discriminatory and
affordable access to essential health services during the pandemic.
Keywords: barriers to health services, key population, service disruption, tuberculosis, vulnerable population
This article is part of a special issue on AIDS in the time of COVID-19
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Introduction
The COVID-19 pandemic worsened the financial and social
barriers associated with access to health care services (Azar
et al., 2020; Shadmi et al., 2020; Abedi et al., 2021; Núñez
et al., 2021; Han & Guan, 2022). These health care services
include HIV and sexual and reproductive health services.
The disruption of access to HIV and sexual and reproductive
health services is a huge concern for the West and Central
Africa region, home to 4.7 million of the 37.7 million people
living with HIV in 2020. Of these, 150 000 died of HIV in
2020, and there were 200 000 new infections (UNAIDS,
2021b).
Nigeria, a country in West and Central Africa, has 1.9
million people living with HIV. This was the second highest
absolute number of people living with HIV in Africa at the
end of 2018 (UNAIDS, 2019). The estimated prevalence is
high among key, vulnerable and stigmatised populations
like transgender individuals, people who use drugs, people
who sell sex and people with disabilities (National Agency
for the Control of AIDS, 2014; Enhancing Nigeria’s HIV
and AIDS Response Programme, 2015; United Nations
Office on Drugs and Crime, 2018; Eneni et al., 2020). The
epidemic is skewed toward women and girls in Nigeria —
the HIV prevalence among females aged 15–49 years is
1.7% (1.6%–1.9%), while that for males aged 15–49 years
is 0.8% (0.7%–0.9%) (UNAIDS, 2019). HIV services are
essential services for Nigeria. Ensuring uninterrupted access
to lifelong antiretroviral therapy for people living with HIV is
critical to ensuring viral suppression and reducing the risk of
HIV transmission (Gavin & Pazol, 2016; Oguntibeju, 2012).
A second essential service is tuberculosis services.
Nigeria has one of the world’s highest tuberculosis burdens,
with about 590 000 new cases each year. The country
accounts for about 4% of the world’s incident tuberculosis
cases (WHO, 2018; Abdullahi et al., 2020), placing Nigeria
as the country with the third highest burden of tuberculosis
in the world after China and India (Copenhagen Consensus
Centre, n.d.). The country has been unable to contain its
tuberculosis epidemics because of poor access to health
care services, especially among people living with HIV
(KNCV Tuberculosis Foundation, n.d.). The disruption
of access to tuberculosis services increases the risk of
developing tuberculosis multidrug resistance strains (WHO,
2014; Sultana et al., 2021), and this increases the risk of
death for an individual living with HIV who is co-infected with
tuberculosis (Aliyu et al., 2018; Singh et al., 2020).
A third essential service is sexual and reproductive health
services, such as contraceptive services, pregnancy testing
and counselling and sexually transmitted disease services
(Gavin & Pazol, 2016). Sexual and reproductive health
services are essential in Nigeria to facilitate safe spacing
of pregnancies, to not unduly increase the unsustainable
population growth and to reduce the health risk of women
and children (Health Policy Project, 2011). The population in
Nigeria is currently about 2.64% of the total world population
(Worldometer, 2022) and may become the third most
populated country in the world by 2047 due to the high birth
rates and poor access to contraceptives (World Population
Review, 2022).

Uninterrupted access for women living with HIV to sexual
and reproductive health services reduces the risks of
unwanted pregnancies and adverse pregnancy outcomes,
such as preterm birth, low birth weight and infant mortality
(Amin, 2015; Gómez-Suárez et al., 2019). The need to
reduce the risk for unwanted pregnancies by women living
with HIV during COVID-19 is further heightened because
of their high risk of both intimate and non-intimate partner
violence (UN Women, 2017; Peitzmeier et al., 2021). The
estimated lifetime exposure of women to intimate partner
violence from their current husband or partner in Nigeria is
estimated be 19% for emotional intimate partner violence,
14% for physical intimate partner violence and 5% for sexual
intimate partner violence (National Population Commission
& ICF International, 2014). However, studies conducted
in the country give a higher prevalence ranging from 31%
to 61% for psychological/emotional violence, 20% to 31%
for sexual violence and 7% to 31% for physical violence
(Mapayi et al., 2013).
Women living with HIV also need uninterrupted access
to HIV services to reduce the risk of mother-to-child
transmission of HIV associated with unwanted pregnancies.
Programmes instituting measures to ensure access of
women living with HIV to services may also need to address
pre-COVID-19 pandemic-related barriers to service access
like stigma and discrimination, lack of access to and control
over resources and fear of HIV status disclosure (Obinna,
2022). COVID-19 may also have created new barriers that
may make women living with HIV vulnerable to financial and
non-financial barriers associated with poor access to health
services not access these services.
COVID-19 disrupted access to essential health services
in Nigeria (Assefa et al., 2021), such as HIV (Pinto & Park,
2020), tuberculosis (Odume et al., 2020), and sexual and
reproductive health services (Adelekan et al., 2021; Balogun
et al., 2021). However, there is little knowledge about how
the pandemic affected vulnerable populations like women
living with HIV. Other sub-populations of women vulnerable
to HIV infection include women who inject drugs, are
sex workers, are living with a disability and are migrants,
refugees and displaced persons (WHO, 2022). The aim
of this study was, therefore, to determine the proportion of
women and girls living with HIV who reported poor access
to HIV, tuberculosis and sexual and reproductive health
services in Nigeria between June and October 2021 during
the COVID-19 pandemic; and the financial, non-financial
factors and respondents’ vulnerability status associated with
the poor access to these services.
Methods
Ethical considerations
This study is part of a survey approved by the Institute
of Public Health Research Ethics Committees (IPH/
OAU/12/1692) and the ethics committee from six states
(LS/C.350/S.1/215 for Lagos State, MH/AWK/M/321/363
for Anambra State, ADHEC07/06/2021 for Adamawa State,
MH/PRS/99/Vol.V/994 for Akwa Ibom State, MOH/STA/208/
VOL.1/183 for Benue State and MOD/ADM/774/VOL.1/1008
for Kaduna State) in Nigeria. The primary survey generated
information that can be used to design measures to mitigate
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the impact and strengthen access to essential health services
for the population during the pandemic. It therefore had social
value for the target community. The risk of adverse or serious
adverse events was considered unlikely or minimal. A waiver
for parental consent for adolescents aged 15 to 17 years was
obtained for this non-intrusive sexual and reproductive health
research in line with the national guidelines on sexual and
reproductive health research conducted with adolescents
(Federal Ministry of Health, 2014). Participants provided
written informed consent before starting to fill in the online
questionnaire by ticking a box. Study participants who
completed the online survey on their own device received
airtime vouchers for internet usage expenses valued at
USD 1.70 (NGN 1 000). Participants also got a face mask
and hand sanitiser valued at ≈USD 1.00.
Study design, target population, study sites and study
population
The main study had a cross-sectional design and collected
data using self-administered electronic and web-based data
collection methods. The target population for the survey
were adolescent girls and women living with or at risk of HIV
acquisition, as defined by the World Health Organization
(WHO, 2022). The study recruited girls and women who
were aged 15 years and older, living with a disability (women
who have long-term physical or sensory impairments), who
sell sex (women who engaged in commercial sex work),
migrants, refugees and displaced persons (non-Nigerians
who have moved across an international border away from
their habitual place of residence and referred to as people
on the move from here on), who inject or use illegal drugs,
who engage in transactional sex (entering into a sexual
relationship with a man — not the husband — to get needed
or important things such as food, clothing, school fees, gifts)
and transgender women.
Sample size
The sample size for each of the six vulnerable population
groups (living with a disability, engaged in sex work, engaged
in transactional sex, people on the move, injecting or using
illegal drugs and transgender women) was determined
based on the statistical modelling perspective based on
comparable surveys and on pragmatic considerations of
time, cost and risk of exposing data collectors to COVID-19.
We set a presurvey minimum threshold of 66 participants
for each of the key population groups in each of the six
states, representing a minimum of 396 valid participants per
vulnerable population group, corresponding to a minimum
sample size of 2 400 participants at the country level.
This sample size is required for a 95% confidence level
within ± 5% of an estimated proportion. From a statistical
perspective, an a priori sample of at least 122 valid
respondents was needed for multiple regressions with eight
predictors with a desired statistical power level of 0.95 and a
probability level of 0.05.
Study instrument
The questionnaire for the survey contained validated
instruments for collecting survey data among women and
vulnerable populations. The questionnaire was first reviewed
for content validity by 18 data collectors recruited for the
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study. The data collectors were social scientists resident in
the different states where the study was to be conducted.
The review of the study questionnaire by the data collectors
was followed by a review of the revised questionnaire by 36
community representatives to ensure the language of the
instrument could be understood by community members.
The revised questionnaire was pretested with 18 community
members drawn from the target populations. The content
of the questionnaire was then harmonised with standard
indicators and protocol checklists used in behavioural
surveillance. We organised the questionnaire into different
modules, including a sociodemographic module, the
assessment of the impacts of COVID-19, including impact
on HIV, tuberculosis and sexual and reproductive health
services access, the participant’s economic and social
situation, behavioural economics, health and well-being
modules and six modules that assessed risks specific for
each of the vulnerable population groups.
The survey was made available in English, Nigeria’s
official language of communication. To ensure the most
extensive participation of the different communities’
members across the six geopolitical regions, keywords in
the questionnaire were translated into the main languages
in the surveyed regions — Yoruba, Igbo and Hausa — and
to specific dialects or local languages that were predominant
in the states. The data collectors translated these words,
keywords and phrases into local dialects and in consultation
with representatives of the target population leading the
community entry process in each state. The terms used were
reached by consensus. A similar approach was successfully
implemented in the 2005 and 2007 National HIV/AIDS and
Reproductive Health Survey, as well as the 2008 and 2010
Integrated Biological and Behavioural Surveillance surveys
conducted in Nigeria, given the more than 300 different
languages spoken in the country.
Access to the online survey was provided through
LimeSurvey™, a secure, SSL encrypted (using TLS
cryptographic protocols) weblink compliant with the EU-US
Privacy Shield Framework and Swiss-US Privacy Shield.
The tool did not install any targeting or advertising cookies.
Participant recruitment
Representative organisations and networks of vulnerable
populations at national, state and local levels were contacted
for study participation and venue-based sampling. They
informed community members about the study and identified
the community entry leads for each study population in each
target state.
Community entry leads were community members who
managed large community-based organisations addressing
the needs of populations targeted for this study. Community
entry leads for adolescent girls and women living with HIV
were identified by the African Network of Adolescent and
Young Person’s Development (ANAYD), while the National
Association of Persons with Physical Disability (NAPWPD)
identified the community entry leads for females with a
disability. The National Sex Workers Association (NSWA)
identified the community entry leads for women who sell sex,
YouthRise identified the community entry leads for female
drug users, the Northern Nigerian Transgender Initiative
identified the community entry leads for transgender women
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and Jami Al Hakeem Foundation identified the community
entry leads for migrants and refugees.
A three-day online training session was conducted
for the data collectors (three data collectors in each
state — one data collector per two target populations)
and the supervisor (one supervisor per state). Data
collectors were recruited from the target states to improve
communication. The training included a review and pilot
testing of the questionnaires, research ethics and effective
communication. The translated keywords were also
discussed by the team during the training session.
Data collectors and the supervisor in each state held
a two-day training session for the community entry leads
(six leads per state) to discuss the study protocol, study
tools and their roles in participant recruitment. Community
entry leads were to introduce the study to their community
members and identify the first community contacts for
the study. Recruitment strategies were discussed and
adjusted to ensure diversity of study participant recruitment
by geolocation (rural, urban and semi-urban) and
socio-economic strata.
Community entry leads developed the outreach strategies
in collaboration with key community-based organisations
and support groups working with the target population
groups in the state. The strategies were designed for the
effective roll-out of the survey among community members.
Community members interested in the study were linked
to the data collectors at a venue familiar to community
members. Each state research team recruited study
participants over two weeks. The survey was open from 30
June to 1 October 2021.
Sampling procedure
Multiple non-probability sampling methods were used to
recruit participants to promote the diversity of respondents.
First, we used a venue-based sampling method in which the
venue defined the primary sampling unit. The venue-based
sampling method is appropriate for recruiting hard-to-reach
and hidden populations like those we targeted (Muhib et
al., 2001). It also allows for the construct of a sample with
known properties, thereby enabling statistical inferences
to be made to the larger population. Using the premises
of community-based organisations working with the target
population ensured convenient and confident access to the
community members. The venue facilitates the identification
of actual members of the community (Muhib et al., 2001).
Respondents who completed the survey were given
coupons to invite up to five peers. This snowball sampling
process was used to reach other community members
who may not have been reached using the venue-based
sampling method. It is also a method appropriate for
reaching hard-to-reach populations like those we targeted
for this study (Shaghaghi et al., 2011). We tried to resolve
the problem of selection bias associated with snowball
sampling by selecting a large sample of study participants
(Atkinson & Flint, 2001).
Additional participants were recruited in Enugu, Gombe
and Niger states through the river sampling method.
Community leaders in these states posted the survey link on
social media (Facebook, Twitter, Instagram and WhatsApp
groups) and email networks, and invited peers to take

the survey. This enabled the survey to reach community
members who otherwise may not be in the network of
those reached by the venue-based and snowball sampling
methods.
Study dependent variables
Access to HIV services
Respondents were asked if the COVID-19 pandemic
impacted their attendance at the health facilities for HIV
prevention, treatment and care-related services, referred
to as HIV services (UNAIDS, 2006). Respondents had the
option of ticking “yes”, “no” or “not needed”. The responses
were dichotomised into “yes” and “no/not needed”. A “yes”
answer was coded as poor access to services. The question
was adapted from the questionnaire developed by the
United Nations (United Nations Population Fund, 2020).
Access to tuberculosis services
Respondents were asked if the COVID-19 pandemic had
an impact on their attendance at the health facilities for
tuberculosis services when needed. Respondents had the
option of ticking “yes”, “no” or “not needed”. The responses
were dichotomised into “yes” and “no/not needed” (United
Nations Population Fund, 2020).
Access to SRH services
Access to sexual and reproductive health services was
a composite score derived from indications of access
to at least one of the following services: abortion, family
planning, sexually transmitted infection treatment and
gender-based violence services (United Nations Population
Fund, 2020). Respondents were asked if the COVID-19
pandemic impacted their attendance at the health facilities
for any of the sexual and reproductive health services when
they needed them. Respondents had the option of ticking
“yes”, “no”, or “not needed”. An indication of the inability to
access any of these services indicated the respondent’s
inability to access a sexual and reproductive health service.
The responses were dichotomised into “yes” and “no/not
needed”. A “yes” response indicated poor access to services
(United Nations Population Fund, 2020).
Study independent variables
Vulnerability status
Respondents were asked to identify whether they identified
as one of the following groups: people with a disability (yes/
no); transgender women (yes/no); persons on the move
(yes/no); engaging in transactional sex (yes/no); selling
sex (yes/no); and injecting or using illegal drugs (yes/no)
(UNAIDS, 2021a).
Financial reasons for poor access to HIV, tuberculosis and
SRH services
Study participants were explicitly asked if there were costs
or expenditures that prevented them from accessing HIV,
tuberculosis or sexual and reproductive health services
needed during the COVID-19 pandemic. Participants had
the option of ticking what was applicable on the list and
including other reasons not listed. Reasons listed were:
(1) transportation costs; (2) the costs of medicines or tests;
(3) paying fees at the clinic or hospital; (4) the additional
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unofficial fees to the cost of care; (5) loss of income from
hospital visit; and (6) having no money. Participants who
ticked the box were categorised as having financial reasons
for poor access to services.
Non-financial reasons for poor access to HIV, tuberculosis
and SRH services
Study participants were also asked whether other
(non-financial) reasons prevented them from accessing
HIV, tuberculosis or sexual and reproductive health services
needed during the COVID-19 pandemic. Reasons listed
were: (1) “the way to the health facility is risky for me”
[violence, high risk of sexual assault]; (2) “worried people
could disclose one’s sexual orientation”; (3) “worried people
could disclose one’s HIV status”; (4) “was humiliated at my
last visit for HIV service”; (5) “faced improper treatment
[violence, insult, or discrimination] the last time I went for
HIV service”; (6) “do not have the time to go to the health
facility”; (7) “the service point was closed due to COVID-19”;
and (8) “concerned with being infected with COVID-19 at the
health facility”. Participants were required to tick the box for
options most appropriate to them. Participants who ticked
any of the boxes to these questions were categorised as
having non-financial reasons for poor access to services.
Study confounders
Sociodemographic variables
The sociodemographic variables were grouped as
ages 15–24 years, 25–44 years and ≥ 45 years, and
socio-economic standing was rated on a scale of 1–10,
with 1 representing those “having the least money, least
education and least respected jobs or no job”, and 10
representing being “among those having the most money,
most education and most respected jobs” in the country.
The MacArthur scale defined the socio-economic status for
subjective socio-economic status assessment (Adler et al.,
2000). The rating was converted to terciles representing
lower, middle and higher socio-economic statuses. All
confounder variables were preliminarily tested for their
correlation with the independent and the dependent
variables using binary logistic regressions and chi-squared
correlation tests.
Data management and data analysis
Respondents who left the survey before completing the
first module were de facto excluded from the survey.
Respondents who click the “exit” button are also excluded
from the survey. To improve the dataset quality, the research
team constructed discrepancy flags indicating whether
respondents supplied inconsistent data in different areas of
the questionnaire.
Only the data from adolescent girls and women living
with HIV for this study were considered. A descriptive
analysis of all the study variables was done. A test of the
associations between the dependent, independent (financial
and non-financial) and confounding variables was conducted
using Pearson’s chi-square test. Three multivariable logistic
regression models were built to determine associations
between the respondents’ three dependent variables and
vulnerability status. Another three multivariable logistic
regression models were built to determine associations
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between the three dependent variables and the financial
barriers to health services. An additional three multivariable
logistic regression models were constructed to determine
the associations between the three dependent variables and
the non-financial barriers to health services. The models
were adjusted for the confounding variables. Statistical
significance was taken at a p-value less than 0.05. Statistical
analyses were performed using Stata 16.
Results
Table 1 shows the sociodemographic profile of the study
participants with the modal age being 25 to 44 years
(54.77%). Also, 458 (22.52%) respondents had middle
socio-economic standing. There were 1 056 (50.87%) study
participants who engaged in transactional sex and 1 283
(64.5%) who reported poor access to HIV services, and 764
(38.96%) participants who reported poor access to sexual

Table 1: Characteristics of study participants, and access to
selected health services during the COVID-19 pandemic (N = 2076)
Variable
Age group
15–24 years
25–44 years
≥45 years
Socio-economic standing
Lower
Middle
Higher
People with disability
No
Yes
Transgender woman
No
Yes
People on the move
No
Yes
Women who engage in
transactional sex
No
Yes
Women who sell sex
No
Yes
Women who use inject or
use illegal drugs
No
Yes
Poor access to HIV services
No
Yes
Poor access to tuberculosis
services
No
Yes
Poor access to sexual and
reproductive health services
No
Yes

Valid respondents
n
%

n

Missing
%

774
1 137
165

37.28
54.77
7.95

0

0.00

779
797
458

38.30
39.18
22.52

42

2.02

1 829
227

88.96
11.04

20

0.96

1 749
327

84.25
15.75

0

0.00

2 039
37

98.22
1.78

167

8.04

1 020
1 056

49.13
50.87

0

0.00

1 155
921

55.64
44.36

0

0.00

1 565
511

75.39
24.625

0

0.00

706
1 283

35.50
64.50

87

4.19

1 512
366

80.511
19.489

198

9.54

1 197
764

61.04
38.96

115

5.54
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and reproductive health services during the COVID-19
pandemic.
Table 2 shows that 15- to 24-year-old women and girls
living with HIV had significantly higher odds of reporting
limited access to HIV services during the COVID-19
pandemic when compared with peers aged 25–44 years
(AOR 1.391; p = 0.003). Study participants with higher
socio-economic standing also had significantly higher
odds of reporting limited access to HIV services during the
COVID-19 pandemic when compared with peers with middle
socio-economic status (AOR 1.582; p = 0.001). In addition,
transgender women (AOR 2.593; p = 0.002) and women
who sell sex (AOR 2.635; p = 0.019) had significantly higher
odds of reporting limited access to HIV services during the
COVID-19 pandemic when compared to respondents who
were not transgender individuals nor women who sell sex.
With respect to access to tuberculosis services,
surprisingly, women and girls living with HIV who had higher
socio-economic standing had significantly higher odds of
reporting limited access to tuberculosis services during
the COVID-19 pandemic when compared with peers with
middle socio-economic status (AOR 1.592; p = 0.003). Also,
transgender women (AOR 2.138; p = 0.007) and women
who sell sex (AOR 3.118; p = 0.003) had significantly higher
odds of reporting limited access to tuberculosis services
during the COVID-19 pandemic. On the contrary, those
with lower socio-economic standing had significantly higher
odds of reporting limited access to tuberculosis services
during the COVID-19 pandemic when compared with peers
with middle socio-economic status (AOR 0.652; p = 0.005).
Persons on the move also had significantly lower odds of
reporting limited access to tuberculosis services during the
COVID-19 pandemic (AOR 0.19; p = 0.029) compared to
respondents who were not on the move.
Concerning the access to sexual and reproductive health
services, women and girls living with HIV aged 15–24 years
had significantly higher odds of reporting limited access to
HIV services during the COVID-19 pandemic compared with

peers who were aged 25–44 years (AOR 1.307; p = 0.014).
Also, transgender women (AOR 3.585; p < 0.001), women
who engaged in sex work (AOR 4.51; p < 0.001) and users
of illegal drugs (AOR 2.393; p < 0.001) had significantly
higher odds of reporting limited access to sexual and
reproductive health services during the COVID-19 pandemic
when compared to respondents who were not transgender
women, women who engaged in sex work and users of
illegal drugs. On the contrary, those older than 45 years had
significantly lower odds of reporting limited access sexual
and reproductive health services compared with peers aged
25–44 years (AOR 0.597l; p = 0.040).
Table 3 shows that women and girls living with HIV
who had limited access to HIV services had higher odds
of identifying the payment of additional unofficial fees
(AOR 17.32; p < 0.001), loss of income from hospital visits
(AOR 7.207; p < 0.001), having no money (AOR 3.922;
p < 0.001), fees at the clinic or hospital (AOR 3.498;
p < 0.001), transportation costs (AOR 3.394; p < 0.001)
and costs of medicines or tests (AOR 2.525; p < 0.001) as
financial factors associated with poor access to HIV services
during the COVID-19 pandemic when compared with women
and girls living with HIV who did not have limited access to
or did not need HIV services.
Study participants who had limited access to tuberculosis
services had higher odds of reporting the costs of medicines
or tests (AOR 5.827; p < 0.001), paying additional unofficial
fees (AOR 4.674; p < 0.001), loss of income from hospital
visits (AOR 4.674; p < 0.001), having no money (AOR 4.549;
p < 0.001) and transportation costs (AOR 2.614; p < 0.001)
as financial barriers to accessing tuberculosis services
during the COVID-19 pandemic when compared with women
and girls living with HIV who did not have limited access to
or did not need tuberculosis services.
Furthermore, study participants who had limited access to
sexual and reproductive health services had higher odds of
reporting fees at the clinic or hospital (AOR 4.148; p < 0.001),
paying additional unofficial fees (AOR 22.128, p < 0.001),

Table 2: Association between access to HIV and tuberculosis and sexual and reproductive health (SRH) services among subgroups of women
and girls living with HIV in Nigeria
Variable
Age group
15–24 years
25–44 years
≥45 years
Socio-economic standing
Lower
Middle
Higher
Categories of vulnerable people
People with disability
Transgender woman
People on the move
Women who engage in
transactional sex
Women who sell sex
Women who inject or use
illegal drugs
Constant

Limited access to HIV services
AOR (95% CI)
p-value

Limited access to TB services
AOR (95% CI)
p-value

Limited access to SRH services
AOR (95% CI)
p-value

1.391 (1.12–1.727)
1.000
0.745 (0.519–1.068)

0.003
–
0.109

1.238 (0.951–1.612)
1.000
0.697 (0.382–1.271)

0.113
–
0.239

1.307 (1.054–1.619)
1.000
0.597 (0.365–0.977)

0.014
–
0.040

0.824 (0.661–1.026)
1.000
1.582 (1.194–2.097)

0.083
–
0.001

0.652 (0.484–0.879)
1.000
1.592 (1.169–2.167)

0.005
–
0.003

1.05 (0.833–1.322)
1.000
0.904 (0.688–1.188)

0.682
–
0.469

0.84 (0.561–1.259)
2.593 (1.424–4.721)
1.741 (0.151–20.111)
0.844 (0.528–1.351)

0.398
0.002
0.657
0.480

0.604 (0.299–1.219)
2.138 (1.228–3.723)
0.19 (0.043–0.846)
0.921 (0.472–1.796)

0.159
0.007
0.029
0.809

0.642 (0.351–1.174)
3.585 (2.174–5.912)
1.092 (0.063–18.943)
2.054 (1.238–3.407)

0.150
<0.001
0.952
0.005

2.635 (1.176–5.908)
1.357 (0.848–2.172)

0.019
0.203

3.118 (1.464–6.639)
1.295 (0.706–2.374)

0.003
0.403

4.51 (2.275–8.942)
2.393 (1.47–3.896)

<0.001
<0.001

1.227 (0.981–1.536)

0.073

0.168 (0.123–0.228)

<0.001

0.225 (0.172–0.293)

<0.001
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Table 3: Association between related financial factors and access to HIV, TB and SRH services among women and girls living with HIV in Nigeria
Variable

Limited access to HIV services
AOR (95% CI)
p-value

Age group
15–24 years
1.451 (1.163–1.809)
25–44 years
Base
≥45 years
0.543 (0.378–0.781)
Socio-economic standing
Lower
0.792 (0.631–0.994)
Middle
Base
Higher
1.604 (1.221–2.107)
Types of financial barriers
Transportation costs
3.394 (2.542–4.531)
Costs of medicines or tests
2.525 (1.529–4.168)
Fees at the clinic or hospital
3.498 (1.736–7.049)
Additional unofficial fees
17.32 (5.186–57.845)
Loss of income from hospital 7.207 (2.671–19.449)
visits
I have no money
3.922 (2.187–7.032)
Constant
0.572 (0.434–0.755)

Limited access to TB services
AOR (95% CI)
p-value

Limited access to SRH services
AOR (95% CI)
p-value

0.001
–
0.001

1.23 (0.947–1.597)
Base
0.489 (0.27–0.885)

0.121
–
0.018

1.314 (1.065–1.621)
Base
0.273 (0.168–0.445)

0.011
–
<0.001

0.044
–
0.001

0.661 (0.489–0.895)
Base
1.584 (1.176–2.134)

0.007
–
0.002

0.995 (0.792–1.251)
Base
1.028 (0.794–1.332)

0.968
–
0.832

<0.001
<0.001
<0.001
<0.001
<0.001

2.614 (1.646–4.151)
5.827 (3.151–10.776)
3.962 (1.763–8.904)
4.674 (2.043–10.692)
4.425 (1.816–10.782)

<0.001
<0.001
0.001
<0.001
0.001

2.69 (1.913–3.784)
3.329 (1.97–5.627)
4.148 (2.103–8.18)
22.128 (8.795–55.674)
7.267 (3.24–16.297)

<0.001
<0.001
<0.001
<0.001
<0.001

<0.001
<0.001

4.549 (2.257–9.171)
0.086 (0.055–0.136)

<0.001
<0.001

4.433 (2.484–7.913)
0.202 (0.145–0.282)

<0.001
<0.001

loss of income from hospital visits (AOR 7.267; p < 0.001)
and having no money (AOR 4.433; p < 0.001), costs of
medicines or tests (AOR 3.329; p < 0.001) and transportation
costs (AOR 2.69; p < 0.001) as financial barriers to accessing
sexual and reproductive health services during the COVID-19
pandemic when compared with women and girls living with
HIV who did not have limited access to or did not need
sexual and reproductive health services.

Table 4 shows that women and girls living with HIV who
faced limited access to HIV services had significantly higher
odds of reporting (1) being humiliated at the last visit for
HIV services (AOR 3.726; p = 0.018), (2) facing improper
treatment at the last visit for HIV services (AOR 2.806;
p = 0.040), (3) having the HIV services usually offered at
school or a local NGO closed due to COVID-19 (AOR 2.646;
p = 0.003), (4) concern with being infected with COVID-19

Table 4: Association between non-financial-related factors and access to HIV and TB and SRH services among women and girls living with
HIV in Nigeria
Variable
Age group
15–24 years
25–44 years
≥45 years
Socio-economic standing
Lower
Middle
Higher
Type of non-financial barriers
The road to the health facility
is risky for me
I’m worried people could
discover my HIV status
Last time I went for HIV
or health services, I was
humiliated
Last time I went for HIV or
health services, I faced
improper treatment
The service was offered at
school or at a local NGO
and it is now closed due to
COVID 19
I fear being infected with
COVID-19 in the health
facility
Constant

Limited access to HIV services
AOR (95% CI)
p-value

Limited access to TB services
AOR (95% CI)
p-value

Limited access to SRH services
AOR (95% CI)
p-value

1.595 (1.291–1.969)
Base
0.618 (0.437–0.874)

<0.001
–
0.007

1.306 (1.013–1.683)
Base
0.545 (0.305–0.975)

0.039
–
0.041

1.415 (1.156–1.732)
Base
0.316 (0.198–0.504)

0.001
–
<0.001

0.784 (0.631–0.974)
Base
1.422 (1.09–1.856)

0.028
–
0.009

0.648 (0.482–0.87)
Base
1.648 (1.23–2.208)

0.004
–
0.001

0.989 (0.794–1.232)
Base
0.901 (0.699–1.162)

0.921
–
0.422

1.704 (1.288–2.256)

<0.001

1.181 (0.838–1.663)

0.342

1.968 (1.504–2.576)

<0.001

1.017 (0.798–1.297)

0.889

1.064 (0.774–1.462)

0.702

1.107 (0.86–1.425)

0.431

3.726 (1.257–11.039)

0.018

3.12 (1.366–7.126)

0.007

2.601 (1.19–5.684)

0.017

2.806 (1.047–7.521)

0.040

1.846 (0.782–4.359)

0.162

2.1 (0.964–4.574)

0.062

2.646 (1.382–5.065)

0.003

1.146 (0.506–2.599)

0.744

3.1 (1.796–5.349)

<0.001

2.213 (1.33–3.682)

0.002

1.333 (0.76–2.338)

0.315

1.184 (0.741–1.892)

0.481

1.29 (1.052–1.582)

0.014

0.194 (0.149–0.254)

<0.001

0.459 (0.372–0.567)

<0.001
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at the health facility (AOR 2.213; p = 0.002), and (5) the
road to the health facility is risky (AOR 1.704; p < 0.001) as
non-financial barriers when compared with women and girls
living with HIV who did not face limited access to or did not
need HIV services
With the exception of being humiliated during their last visit
for HIV or health services (AOR 3.12; p = 0.007), women and
girls living with HIV who faced limited access to tuberculosis
services did not report statistically significant differences in
non-financial barriers to access the tuberculosis services
during COVID-19 when compared with those who did not
face limited access to or did not need tuberculosis services
Lastly, women and girls living with HIV who reported
limited access to sexual and reproductive health services
had significantly higher odds of identifying the following
two non-financial factors for poor access to sexual and
reproductive health services during the COVID-19 pandemic
when compared with those who did not face limited access
to or did not need sexual and reproductive health services:
being humiliated at the last visit for HIV service (AOR 2.601;
p = 0.017) and having the SRH services usually offered at a
school or a local NGO closed due to COVID 19 (AOR 3.1;
p < 0.001).
Discussion
The study results indicated that before October 2021, the
COVID-19 pandemic disrupted the access of over 6 in every
10, almost 2 in every 10 and nearly 4 in every 10 women
and girls living with HIV to HIV, tuberculosis and sexual and
reproductive health services. We identified five key findings:
(1) adolescents and young people aged 15 to 24 years are
the most affected age group regarding disrupted access
to HIV and sexual and reproductive health services during
the first year of the COVID-19 pandemic; (2) women and
girls living with HIV from the higher socio-economic tercile
were more likely to have their access to HIV and sexual and
reproductive health services disrupted during the first year
of the COVID-19 pandemic; (3) the members of vulnerable
population groups appear disproportionately impacted
by disruptions in the access to essential health services
when it was needed during COVID-19. More particularly,
transgender women and women who sell sex were more
likely to report limited access to the three services. Women
and girls who engaged in transactional sex and who inject
or use illegal drugs were more likely to report limited access
to sexual and reproductive health services; (4) additional
unofficial fees, loss of income from the hospital visits and
lack of money seem to be the three most impactful financial
barriers faced by adolescent girls and women living with HIV
to access HIV, tuberculosis and sexual and reproductive
health services during the pandemic. Other financial barriers
such as transportation costs and fees at the clinic or hospital
appear to have a lower yet significant impact on access to
the three services. The costs of medicines or tests seem
to be a major financial barrier to accessing tuberculosis
services; and (5) the experience of being humiliated at the
last HIV or health service appears to have been the main
non-financial barrier associated with the disruption in access
to all three health services. Having the service usually
offered at school or a local NGO unavailable following

its closure due to COVID 19 is an important non-financial
barrier to accessing HIV and sexual and reproductive health
services. Finally, improper treatment was also a critical
non-financial barrier to access of women and girls living with
HIV to HIV services.
One of the strengths of this study was the inclusion of
samples of subpopulations of women and girls living with
HIV in the study. These subpopulations are often left out
of online surveys because they are hidden and difficult
to access, but also because many are in the lower tercile
of society and are therefore less likely to have internet
access, or are unable to read and write. The engagement of
community representatives in the design and implementation
of this study and the purposive recruitment strategies that
enabled potential study participants to receive support to
respond to the questionnaire allowed us to reach a diversity
of vulnerable populations that may have been left behind in
many studies conducted during this pandemic.
Despite these strengths, the study had some limitations.
The survey used a non-probability, convenience sample and
thus suffers the risk of selection bias and low generalisability
of the study results beyond the population studies. Caution
needs to be taken when trying to extrapolate the results of
this study to the general population. However, the study
used a combination of the most appropriate non-probability
sampling methods for the hidden and hard-to-reach
populations targeted for this survey. Despite this, the need
for internet access to take the survey may have limited
respondents with financial or material constraints from
participating in the study. Although the survey covered
the costs of internet access and provided support to study
participants reached through the venue-based sampling to
address literacy challenges that could have been a barrier to
completing the survey, those who were not part of any of the
study teams’ community networks may have been left out of
the survey due to these barriers. In addition, the study does
not have a pre-COVID-19 comparator group; thus, there
can only be an assumption of the impact of the pandemic
on access based on the magnitude of observation made.
Despite these limitations, the findings are valuable for the
purposes for which they were generated.
First, the limited access for adolescent girls and young
women to HIV and sexual and reproductive health services
due to financial and non-financial reasons was similar to
their poor access to HIV prevention (Sam-Agudu et al.,
2016; Ajayi et al., 2020; Badru et al., 2020), HIV treatment
(Spreckelsen et al., 2022) and sexual and reproductive
health services (Odo et al., 2018) before the pandemic
(Nmadu et al., 2020). Though measures are needed to
facilitate the access for adolescent girls and young women
in Nigeria to HIV and sexual and reproductive health
services as the COVID-19 pandemic continues to unfold in
the country, longer-term policy and health service reforms
are needed to address the inequity in health service access
deepened by the pandemic. Such policy reforms should
improve access to friendly services that reduce the risk of
experiencing discrimination and humiliation that may disrupt
access to services.
Second, the reasons why women and girls living with HIV
with high socio-economic standing were more likely to report
limited access to HIV and sexual and reproductive health
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services during the pandemic are not readily discernible. We
postulate that the closure of private clinics and hospitals —
the point of receipt of health care services by those with
higher socio-economic status — during the pandemic (the
current study indicated that service closures increased the
risk for poor access to HIV and sexual and reproductive
health services) may explain this finding. Also, the
pandemic-associated financial shocks may have resulted in
an astronomical increase in service costs in the few open
private clinics, making services less accessible. These are
postulations that need to be studied further.
Third, we observed that transgender women and women
who sell sex were more likely to report poor access to
the three services. The similarity in the profile of the two
populations may be because many transgender women
sell sex (Nadal et al., 2014). This study provides one of the
very few pieces of information about the access of women
who sell sex and transgender women to health services
in Nigeria. Transgender women and women who sell sex
may keep away from public health care centres where they
are humiliated (Sekoni et al., 2022) and patronise private
health care centres instead. The services provided by the
private health care sector were severely disrupted in Nigeria
(Wallace et al., 2022). These factors may have caused
exacerbated disparities in health care access for the two
populations because of the low income from sex work and
the failure of the government to provide the community with
economic relief (Adebisi et al., 2020). Though the country
successfully instituted multiple strategies to mitigate the
impact of the pandemic on HIV service delivery (Boyd
et al., 2021), these study findings suggest that hard-toreach populations like transgender women and women
who sell sex may have been left behind. Of concern is the
possibility of increased risk for mortality among transgender
women and women who sell sex living with HIV who also
have tuberculosis. This risk needs to be monitored by
disaggregating data on HIV-related deaths by HIV risk
profile.
Fourth, the financial barriers to accessing the three
essential services are not new to the pandemic. Transport
costs, costs of medicines and tests, additional unofficial fees
and loss of income are known disruptors of services (Tuller
et al., 2010). Advocates have been pushing hard to remove
fees paid at the HIV clinics known as “user fees” (Ahonkhai
et al., 2020). The results of this study seem to indicate that
“user fees” also disrupt access to sexual and reproductive
health services. Instituting community-based and communityowned programmes can significantly improve the general
population’s access to HIV services without compromising on
quality (Inegbedion, 2021). Implementing community-based
HIV treatment programmes worked well for the HIV response
in Nigeria during the COVID-19 pandemic (Boyd et al., 2021)
and may be replicated for sexual and reproductive health
delivery during and after the pandemic. The country has tried
to promote community-based services for HIV and sexual
and reproductive health (Beyeler et al., 2015; Akeju et al.,
2021). Lessons learnt can be used to scale up communitybased service accesses, and future studies can explore the
effectiveness of community service delivery for routine HIV,
tuberculosis and sexual and reproductive health care delivery
in preparation for future emergencies.
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Fourth, the leading direct impact of the COVID-19
pandemic on adolescent girls and women living with HIV
was the closure of HIV services and sexual and reproductive
health service points due to the stay-at-home order in
response to the pandemic. These are known COVID-19specific health access disruption factors that national
emergency response plans can address. The risk linked to
the road to the health facility cannot be considered a direct
COVID-19-specific factor. There is a possibility that this was
a limiting factor to health care access before the pandemic
and continued to exert its effect during the pandemic.
There is also the possibility that due to COVID-19 sanitary
measures, choices of transportation were limited and the
access to health services by other means, such as walking,
made it riskier for some vulnerable groups of women and
girls. The data do not enable us to isolate the impact of
COVID-19 sanitary measures on increased risk linked to
lack of security for women and girls.
Finally, we found a significant effect in the fear of being
infected with COVID-19 in the health facility as a barrier
to accessing HIV services only. This finding highlights
the need for more communication and information on the
increased risk that COVID-19 puts on people living with
tuberculosis and on pregnant women. Though we found
direct associations between these COVID-19-specific and
non-specific factors and poor access to the three essential
health services, these factors may have acted as mediators
or moderators of other associations. Age (i.e., aged >45
years) and socio-economic status (i.e. low socio-economic
standing) may also have moderated or mediated these
associations. Future studies are needed to explore these
possibilities.
Conclusion
This study was conducted to assess the health vulnerability
of women and girls living with HIV in Nigeria during the first
year of the COVID-19 pandemic. The results indicated that
a very high proportion of women and girls living with HIV in
Nigeria reported that the COVID-19 pandemic impacted their
attendance at the health facilities for HIV, tuberculosis and
sexual and reproductive health services in Nigeria. Also,
there were different associations between the ease of access
to health, vulnerabilities and COVID-19 pandemic-induced
social and economic determinants of health. Financial and
non-financial barriers factors associated with limited access
to HIV, tuberculosis and sexual and reproductive health
services appear to be a combination of new factors linked
to the prevailing sanitary situation, such as the closure of
HIV services and sexual and reproductive health service
points due to lockdown measures, and pre-existing factors
exacerbated by the COVID-19 crisis such as having no
money or having to pay additional unofficial fees due to
COVID-19. The lessons learnt about factors that could
negatively affect the access to critical health services can
inform governments and civil society organisations involved
in health care planning and delivery about measures to take
to mitigate the impact of the next COVID-19 wave or the
next pandemic on the health of adolescent girls and women
living with HIV in countries with sociodemographic profiles
like Nigeria.

180

Folayan, Arije, Enemo, Sunday, Muhammad, Nyako, Abdullah, Okiwu, Undelikwo, Ogbozor, Amusan, Alaba & Lamontagne

Acknowledgements — This special issue of the African Journal
of AIDS Research is sponsored by the Joint United Nations
Programme on HIV/AIDS (UNAIDS).

ORCID iDs
Morenike Oluwatoyin Folayan – https://orcid.org/0000-0002-9008-7730
Olujide Arije – https://orcid.org/0000-0001-5192-3698
Erik Lamontagne – https://orcid.org/0000-0002-6394-0070

References
Abdullahi, S. A., Smelyanskaya, M., John, S., Adamu, H. I.,
Ubochioma, E., Kennedy, I., Abubakar, F. A., Ago, H. A., Stevens,
R., & Creswell, J. (2020). Providing TB and HIV outreach services
to internally displaced populations in Northeast Nigeria: Results of
a controlled intervention study. PLoS Medicine, 17(9), e1003218.
https://doi.org/10.1371/journal.pmed.1003218
Abedi, V., Olulana, O., Avula, V., Chaudhary, D., Khan, A., Shahjouei,
S., Li, J., & Zand, R. (2021). Racial, economic, and health inequality
and COVID-19 infection in the United States. Journal of Racial and
Ethnic Health Disparities, 8(3), 732–742. https://doi.org/10.1007/
s40615-020-00833-4
Adebisi, Y. A., Alaran, A. J., Akinokun, R. T., Micheal, A. I., Ilesanmi,
E. B., & Lucero-Prisno, D. E. (2020). Sex workers should not be
forgotten in Africa’s COVID-19 response. The American Journal
of Tropical Medicine and Hygiene, 103(5), 1780–1782. https://doi.
org/10.4269/ajtmh.20-1045
Adelekan, B., Goldson, E., Abubakar, Z., Mueller, U., Alayande, A.,
Ojogun, T., Ntoimo, L., Williams, B., Muhammed, I., & Okonofua,
F. (2021). Effect of COVID-19 pandemic on provision of sexual and
reproductive health services in primary health facilities in Nigeria:
A cross-sectional study. Reproductive Health, 18, 166. https://doi.
org/10.1186/s12978-021-01217-5
Adler, N. E., Epel, E. S., Castellazzo, G., & Ickovics, J. R. (2000).
Relationship of subjective and objective social status with
psychological and physiological functioning: Preliminary data in
healthy, White women. Health Psychology, 19(6), 586–592. https://
doi.org/10.1037/0278-6133.19.6.586
Ahonkhai, A. A., Regan, S., Idigbe, I., Adeniyi, O., Aliyu, M. H.,
Okonkwo, P., Adeola, J., Losina, E., Musa, Z., Ezechi, O., &
Freedberg, K. A. (2020). The impact of user fees on uptake of HIV
services and adherence to HIV treatment: Findings from a large
HIV program in Nigeria. PLoS One, 15(10), e0238720. https://doi.
org/10.1371/journal.pone.0238720
Aliyu, G., El-Kamary, S. S., Abimiku, A., Blattner, W., & Charurat,
M. (2018). Demography and the dual epidemics of tuberculosis
and HIV: Analysis of cross-sectional data from sub-Saharan Africa.
PLoS One, 13(9), e0191387. https://doi.org/10.1371/journal.
pone.0191387
Ajayi, A. I., Awopegba, O. E., Adeagbo, O. A., & Ushie, B. A. (2020).
Low coverage of HIV testing among adolescents and young adults
in Nigeria: Implication for achieving the UNAIDS first 95. PLoS One,
15(5), e0233368. https://doi.org/10.1371/journal.pone.0233368
Akeju, D., Nance, N., Salas-Ortiz, A., Fakunmoju, A., Ezirim, I.,
Oluwayinka, A. G., Godpower, O., & Bautista-Arredondo, S.
(2021). Management practices in community-based HIV prevention
organisations in Nigeria. BMC Health Services Research, 21(1),
489. https://doi.org/10.1186/s12913-021-06494-1
Amin, A. (2015). Addressing gender inequalities to improve the sexual
and reproductive health and wellbeing of women living with HIV.
Journal of the International AIDS Society, 18(6S5), 20302. https://
doi.org/10.7448/IAS.18.6.20302

Assefa, N., Sié, A., Wang, D., Korte, M. L., Hemler, E. C., Abdullahi, Y.
Y., Lankoande, B., Millogo, O., Chukwu, A., Workneh, F., Kanki, P.,
Baernighausen, T., Berhane, Y., Fawzi, W. W., & Oduola, A. (2021).
Reported barriers to healthcare access and service disruptions
caused by COVID-19 in Burkina Faso, Ethiopia, and Nigeria: A
telephone survey. The American Journal of Tropical Medicine and
Hygiene, 105(2), 323–330. https://doi.org/10.4269/ajtmh.20-1619
Atkinson, R., & Flint, J. (2001). Accessing hidden and hard-to-reach
populations: Snowball research strategies. Social Research Update,
33, 1–4.
Azar, K. M. J., Shen, Z., Romanelli, R. J., Lockhart, S. H., Smits, K.,
Robinson, S., Brown, S., & Pressman, A. R. (2020). Disparities
in outcomes among COVID-19 patients in a large health care
system in California. Health Affairs, 39(7), 1253–1262. https://doi.
org/10.1377/hlthaff.2020.00598
Badru, T., Mwaisaka, J., Khamofu, H., Agbakwuru, C., Adedokun,
O., Pandey, S. R., Essiet, P., James, E., Chen-Carrington, A.,
Mastro, T. D., Aliyu, S. H., & Torpey, K. (2020). HIV comprehensive
knowledge and prevalence among young adolescents in Nigeria:
Evidence from Akwa Ibom AIDS indicator survey, 2017. BMC Public
Health, 20(1), 45. https://doi.org/10.1186/s12889-019-7890-y
Balogun, M., Banke-Thomas, A., Sekoni, A., Boateng, G. O., Yesufu,
V., Wright, O., Ubani, O., Abayomi, A., Afolabi, B. B., & Ogunsola,
F. (2021). Challenges in access and satisfaction with reproductive,
maternal, newborn and child health services in Nigeria during the
COVID-19 pandemic: A cross-sectional survey. PLoS One, 16(5),
e0251382. https://doi.org/10.1371/journal.pone.0251382
Beyeler, N., Liu, J., & Sieverding, M. (2015). A systematic review of
the role of proprietary and patent medicine vendors in healthcare
provision in Nigeria. PLoS One, 10(1), e0117165. https://doi.
org/10.1371/journal.pone.0117165
Boyd, A. T., Jahun, I., Dirlikov, E., Greby, S., Odafe, S., Abdulkadir,
A., Odeyemi, O., Dalhatu, I., Ogbanufe, O., Abutu, A., Asaolu, O.,
Bamidele, M., Onyenuobi, C., Efuntoye, T., Fagbamigbe, J. O., Ene,
U., Fagbemi, A., Tingir, N., Meribe, C., . . . Swaminathan, M. (2021).
Expanding access to HIV services during the COVID-19 pandemic
– Nigeria, 2020. AIDS Research and Therapy, 18(1), 62. https://doi.
org/10.1186/s12981-021-00385-5
Copenhagen Consensus Centre. (n.d.). Nigeria perspective:
tuberculosis. https://www.copenhagenconsensus.com/publication/
nigeria-perspective-tuberculosis#:~:text=Background,of%20all%20
deaths%20in%20Nigeria
Eneni, N., Umoh, P., & Akhigbe, M. (2020). Prevalence of HIV among
transgenders in Nigeria. International Journal of Infectious Diseases,
101(1), 295. https://doi.org/10.1016/j.ijid.2020.09.771
Enhancing Nigeria’s HIV and AIDS Response Programme (ENR).
(2015). HIV prevalence and sexual behaviours of persons with
disabilities in Nigeria. ENR. https://www.popcouncil.org/uploads/
pdfs/2015HIV_ENR-PersonsWithDisabilities.pdf
Federal Ministry of Health. (2014). Guidelines for young persons’
participation in research and access to sexual and reproductive health
services. Nigeria Federal Ministry of Health. https://www.popcouncil.
org/uploads/pdfs/2014HIV_YoungPersonsSRH-Nigeria.pdf
Gavin, L., & Pazol, K. (2016). Update: providing quality family planning
services – Recommendations from CDC and the US Office of
Population Affairs, 2015. Morbidity and Mortality Weekly Report,
65(9), 231–234. https://doi.org/10.15585/mmwr.mm6509a3
Gómez-Suárez, M., Mello, M. B., Gonzalez, M. A., Ghidinelli, M., &
Pérez, F. (2019). Access to sexual and reproductive health services
for women living with HIV in Latin America and the Caribbean:
Systematic review of the literature. Journal of the International AIDS
Society, 22(4), e25273. https://doi.org/10.1002/jia2.25273
Han, B., & Guan, H. (2022). Associations between new health
conditions and healthcare service utilisations among older adults
in the United Kingdom: Effects of COVID-19 risks, worse financial
situation, and lowered income. BMC Geriatrics, 22, 356. https://doi.
org/10.1186/s12877-022-02995-8

African Journal of AIDS Research 2022, 21(2): 171–182

Health Policy Project. (2011). Ensuring access to family
planning in Nigeria. http://www.healthpolicyproject.com/index.
cfm?ID=NigeriaBlog#:~:text=An%20additional%2016%20
percent%20of,women%20and%20children%20at%20risk
Inegbedion, H. (2021). Impact of COVID-19 on economic growth in
Nigeria: Opinions and attitudes. Heliyon, 7(5), e06943. https://doi.
org/10.1016/j.heliyon.2021.e06943
KNCV Tuberculosis Foundation. (n.d.). Control of TB among people
with HIV/AIDS in Nigeria. https://www.kncvtbc.org/en/project/
controlling-tb-among-people-with-hivaids-in-nigeria/
Mapayi, B., Makanjuola, R. O. A., Mosaku, S. K., Adewuya, O. A.,
Afolabi, O., Aloba, O. O., & Akinsulore, A. (2013). Impact of intimate
partner violence on anxiety and depression amongst women in
Ile-Ife, Nigeria. Archives of Women’s Mental Health, 16(1), 11–18.
https://doi.org/10.1007/s00737-012-0307-x
Muhib, F. B., Lin, L. S., Stueve, A., Miller, R. L., Ford, W. L., Johnson,
W. D., & Smith P. J. (2001). Community intervention trial for youth
study team. A venue-based method for sampling hard-to-reach
populations. Public Health Reports, 116(Suppl 1), 216–222. https://
doi.org/10.1093/phr/116.S1.216
Nadal, K. L., Davidoff, K. C., & Fujii-Doe, W. (2014). Transgender
women and the sex work industry: Roots in systemic, institutional,
and interpersonal discrimination. Journal of Trauma & Dissociation,
15(2), 169–183. https://doi.org/10.1080/15299732.2014.867572
National Agency for the Control of AIDS (NACA). (2014). Nigeria
integrated biological and behavioural surveillance survey (IBBSS).
https://naca.gov.ng/final-nigeria-ibbss-2014-report/
National Population Commission (NPC/Nigeria) & ICF International.
(2014). Nigeria Demographic and Health Survey 2013. https://
dhsprogram.com/publications/publication-fr293-dhs-final-reports.
cfm
Nmadu, A. G., Mohamed, S., & Usman, N. O. (2020). Barriers to
adolescents’ access and utilisation of reproductive health services
in a community in north-western Nigeria: A qualitative exploratory
study in primary care. African Journal of Primary Health Care &
Family Medicine, 12(1), e1–e5. https://doi.org/10.4102/phcfm.
v12i1.2307
Núñez, A., Sreeganga, S. D., & Ramaprasad, A. (2021). Access to
healthcare during COVID-19. International Journal of Environmental
Research and Public Health, 18(6), 2980. https://doi.org/10.3390/
ijerph18062980
Obinna, C. (2022). COVID-19: Overcoming barriers to family planning
access non-negotiable. Vanguard Newspaper, 22 February. https://
www.vanguardngr.com/2022/02/covid-19-overcoming-barriers-tofamily-planning-access-non-negotiable/
Odo, A. N., Samuel, E. S., Nwagu, E. N., Nnamani, P. O., & Atama,
C. S. (2018). Sexual and reproductive health services (SRHS) for
adolescents in Enugu State, Nigeria: A mixed-methods approach.
BMC Health Services Research, 18(1), 92. https://doi.org/10.1186/
s12913-017-2779-x
Odume, B., Falokun, V., Chukwuogo, O., Ogbudebe, C., Useni, S.,
Nwokoye, N., Aniwada, E., Olusola Faleye, B., Okekearu, I., Nongo,
D., Odusote, T., & Lawanson, A. (2020). Impact of COVID-19 on TB
active case finding in Nigeria. Public Health Action, 10(4), 157–162.
https://doi.org/10.5588/pha.20.0037
Oguntibeju, O. O. (2012). Quality of life of people living with HIV and
AIDS and antiretroviral therapy. HIV/AIDS (Auckland, N.Z.), 4,
117–124. https://doi.org/10.2147/HIV.S32321
Peitzmeier, S. M., Fedina, L., Ashwell, L., Herrenkohl, T. I., & Tolman,
R. (2021). Increases in intimate partner violence during COVID-19:
Prevalence and correlates. Journal of Interpersonal Violence,
2021, 8862605211052586. Advance online publication. https://doi.
org/10.1177/08862605211052586

181

Pinto, R. M., & Park, S. (2020). COVID-19 pandemic disrupts HIV
continuum of care and prevention: Implications for research and
practice concerning community-based organisations and frontline
providers. AIDS and Behavior, 24(9), 2486–2489. https://doi.
org/10.1007/s10461-020-02893-3
Sam-Agudu, N., Folayan, M., & Ezeanolue, E. (2016). Seeking
wider access to HIV testing for adolescents in sub-Saharan Africa.
Pediatric Research, 79, 838–845. https://doi.org/10.1038/pr.2016.28
Sekoni, A. O., Jolly, K., & Gale, N. K. (2022). Hidden healthcare
populations: Using intersectionality to theorise the experiences
of LGBT+ people in Nigeria, Africa. Global Public Health, 17(1),
134–149. https://doi.org/10.1080/17441692.2020.1849351
Shadmi, E., Chen, Y., Dourado, I., Faran-Perach, I., Furler, J.,
Hangoma, P., Hanvoravongchai, P., Obando, C., Petrosyan, V.,
Rao, K. D., Ruano, A. L., Shi, L., de Souza, L. E., Spitzer-Shohat, S.,
Sturgiss, E., Suphanchaimat, R., Uribe, M. V., & Willems, S. (2020).
Health equity and COVID-19: Global perspectives. International
Journal for Equity in Health, 19, 104. https://doi.org/10.1186/
s12939-020-01218-z
Shaghaghi, A., Bhopal, R. S., & Sheikh, A. (2011). Approaches to
recruiting “hard-to-reach” populations into research: A review of the
literature. Health Promotion Perspectives, 1(2), 86–94.
Singh, A., Prasad, R., Balasubramanian, V., & Gupta, N. (2020).
Drug-resistant tuberculosis and HIV infection: Current perspectives.
HIV/AIDS (Auckland, N.Z.), 12, 9–31. https://doi.org/10.2147/HIV.
S193059
Spreckelsen, T. F., Langley, M., Oluwasegun, J. I., Oliver, D., Magaji,
D., & Haghighat, R. (2022). Adolescence and the risk of ART
non-adherence during a geographically focused public health
intervention: An analysis of clinic records from Nigeria. AIDS Care,
34(4), 492–504. https://doi.org/10.1080/09540121.2021.1969331
Sultana, Z. Z., Hoque, F. U., Beyene, J., Akhlak-Ul-Islam, M., Khan,
M. H. R., Ahmed, S., Hawlader, D. H., & Hossain, A. (2021). HIV
infection and multi-drug resistant tuberculosis: A systematic review
and meta-analysis. BMC Infectious Diseases, 21(1), 51. https://doi.
org/10.1186/s12879-020-05749-2
Tuller, D. M., Bangsberg, D. R., Senkungu, J., Ware, N. C., Emenyonu,
N., & Weiser, S. D. (2010). Transportation costs impede sustained
adherence and access to HAART in a clinic population in
south-western Uganda: A qualitative study. AIDS and Behavior,
14(4), 778–784. https://doi.org/10.1007/s10461-009-9533-2
UN Women. (2017). Key barriers to women’s access to HIV treatment:
A global review. https://www.unwomen.org/en/digital-library/
publications/2017/12/key-barriers-to-womens-access-to-hiv-treatment
UNAIDS. (2006). Towards universal access: assessment by UNAIDS
on scaling up HIV prevention, treatment, care and support. General
Assembly A/60/737. https://www.unaids.org/en/resources/docume
nts/2006/20060420_20060324_hlm_ga_a60737_en.pdf
UNAIDS. (2019). New survey results indicate that Nigeria
has an HIV prevalence of 1.4%. http://www.unaids.org/en/
resources/presscentre/pressreleaseandstatementarchive/2019/
march/20190314_nigeria
UNAIDS. (2021a). Global AIDS strategy 2021–2026. End
inequalities. End AIDS. https://www.unaids.org/en/resources/
documents/2021/2021-2026-global-AIDS-strategy
UNAIDS. (2021b). World AIDS Day 2021. Fact sheet.
https://www.unaids.org/sites/default/files/media_asset/
UNAIDS_FactSheet_en.pdf
United Nations Population Fund (UNFPA). (2020). Surveys and
assessments on young people and COVID-19. https://www.unfpa.org/
resources/surveys-and-assessments-young-people-and-covid-19
United Nations Office on Drugs and Crime. (2018). Drug use in Nigeria.
https://www.unodc.org/documents/data-and-analysis/statistics/
Drugs/Drug_Use_Survey_Nigeria_2019_BOOK.pdf

182

Folayan, Arije, Enemo, Sunday, Muhammad, Nyako, Abdullah, Okiwu, Undelikwo, Ogbozor, Amusan, Alaba & Lamontagne

Wallace, L. J., Agyepong, I., Baral, S., Barua, D., Das, M., Huque,
R., Joshi, D., Mbachu, C., Naznin, B., Nonvignon, J., Ofosu, A.,
Onwujekwe, O., Sharma, S., Quayyum, Z., Ensor, T., & Elsey, H.
(2022). The role of the private sector in the COVID-19 pandemic:
Experiences from four health systems. Frontiers in Public Health,
10, 878225. https://doi.org/10.3389/fpubh.2022.878225
World Health Organization (WHO). (2014). Companion handbook
to the WHO guidelines for the programmatic management of
drug-resistant tuberculosis. WHO.
World Health Organization (WHO). (2018). Global Tuberculosis Report
2018. WHO. http://www.who.int/tb/publications/global_report/en/

World Health Organization (WHO). (2022). AIDS and sexually
transmitted diseases: Vulnerable groups and key populations at
increased risk of HIV. http://www.emro.who.int/asd/health-topics/
vulnerable-groups-and-key-populations-at-increased-risk-of-hiv.html
World Population Review. (2022). Nigeria population 2022. https://
worldpopulationreview.com/countries/nigeria-population
Worldometer. (2022). Nigeria population. https://www.worldometers.
info/world-population/nigeria-population/

Manuscript received May 2022/ revised July 2022/accepted July 2022

Copyright © The Authors

African Journal of AIDS Research 2022, 21(2): 183–193

AJAR

Open Access article distributed in terms of the Creative Commons Attribution License
[CC BY 4.0] (https://creativecommons.org/licenses/by/4.0)

ISSN 1608-5906 EISSN 1727-9445
https://doi.org/10.2989/16085906.2022.2101934

Research Article
Utilisation of HIV services by female sex workers in Zimbabwe during the
COVID-19 pandemic: a descriptive phenomenological study
Idah Moyo1,2*

, Livhuwani Tshivhase3

& Azwihangwisi Helen Mavhandu-Mudzusi4

Department of HIV Services, Populations Solutions for Health, Harare, Zimbabwe
Department of Health Studies, University of South Africa, Pretoria, South Africa
3Department of Nursing Sciences, Sefako Makgatho Health Sciences University, Pretoria, South Africa
4Office of Graduate Studies and Research, University of South Africa, Pretoria
*Correspondence: idahbandamoyo@gmail.com
1
2

This study focuses on female sex workers as a key population group that suffers a degree of vulnerability
according to the World Health Organisation (WHO). Key populations refer to people at heightened risk of
contracting the human immunodeficiency virus (HIV) due to specific behaviours and social and legal environments
which increase their vulnerability to the virus. Key populations are disproportionately affected by HIV, yet they
have less access to HIV services compared to the general population. The coronavirus (COVID-19) lockdown and
its restrictive measures have further widened the inequalities and gaps in accessing HIV services for this group.
A descriptive phenomenological study was undertaken to explore female sex workers’ experiences of utilisation
of HIV services during COVID-19. The study setting was the Bulawayo Metropolitan Province, Zimbabwe. Data
were collected through in-depth individual interviews with 10 female sex workers. Purposive sampling coupled
with snowballing was utilised for recruiting participants. Data were analysed guided by the seven-step Colaizzi
technique. Rigour was ensured through adhering to Lincoln and Guba’s trustworthiness criteria. The study found
that the COVID-19 pandemic adversely affected the livelihoods of sex workers and their utilisation of HIV services.
There was limited access to HIV services due to an initial lack of travel authorisation letters and financial challenges
experienced by study participants. In addition, the quality of care in health care facilities was further compromised
by poor screening processes and reduced provider-client interactions. Maintaining access to HIV services for
female sex workers during pandemics is critical for the country to attain HIV epidemic control.
Keywords: COVID-19, descriptive phenomenology, female sex workers, HIV services, livelihood, utilisation
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
This article reports on the experiences of female sex
workers as they utilised HIV services during the COVID-19
pandemic in Bulawayo Metropolitan Province, Zimbabwe.
Female sex workers are categorised as a key population
in the fight against HIV and AIDS. The World Health
Organization (WHO, 2016) defines key populations as
populations at higher risk of HIV irrespective of the epidemic
type or local context. These populations also face social
and legal challenges. They include sex workers, men who
have sex with men, transgender people, people who inject
drugs and people in prison and other closed settings (where
inmates do not interact with outsiders on a regular basis).
According to the WHO (2016), sex workers include female,
male and transgender adults (18 years old and above) who
receive money or goods in exchange for sexual services
that are consensual between adults. In Zimbabwe, like other

countries, sex work and related acts, including solicitation,
procuring and keeping a brothel, are illegal but pervasive.
The dire economic situation in the country has led many
women to engage in sex work. In addition, criminalisation of
sex work exacerbates the female sex workers’ vulnerability
to HIV outcomes (Footer et al., 2016; Busza et al., 2017).
Statistics indicate that in 2020, of all the new adult HIV
infections globally, 62% were among key populations and
their sexual partners as reported by the Joint United Nations
Programme on HIV/AIDS (UNAIDS, 2020a). The results
showed that nearly 4 000 new HIV infections occur annually
among female sex workers, with a prevalence of around
57.1% compared to 12.9% among adults in Zimbabwe
(Zimbabwe Ministry of Health and Child Care, & the National
AIDS Council, 2018). A study in Zimbabwe demonstrated
that police intimidation, harassment and arrests increase
sex workers’ vulnerability to HIV (Busza et al., 2017). The
local laws and police harassment, stigma, discrimination and
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service availability are key determinants for sex workers to
access HIV care services (Footer et al., 2016; Busza et al.,
2017). In times of crisis such as COVID-19, such vulnerable
groups suffer disproportionately (Weiner, 2020).
While the COVID-19 pandemic started as a localised
outbreak in China at the end of December 2019, the virus
soon spread all over the world (WHO, 2020). The outbreak
was declared an international public health emergency
by the World Health Organization on 30 January 2020
and a pandemic on 11 March 2020. Recommendations
by the WHO resulted in nationwide lockdowns and
home-confinement strategies in many countries to prevent
further disease transmission (Rubin & Wessely, 2020; Lai
et al., 2020). This has taken an economic and psychosocial
toll on the population (WHO, 2020). In line with the WHO
guidelines, nations resorted to measures that included
imposing various restrictions such as those on movement
and closure of businesses (bars and restaurants),
quarantines and isolation of COVID-19 positive patients
(WHO, 2020).
Zimbabwe was not spared this pandemic and
implemented COVID-19 restrictions and measures. These
included the closing of businesses and entertainment
centres. The closure of brothels and night clubs resulted
in sex workers lacking clients and having no source of
income. In addition, the introduction of curfews and related
regulations meant that street-based soliciting could not take
place either. Evidence from Zimbabwe suggests that during
the COVID-19 lockdown, female sex workers were affected
as they were forced to confine themselves to their homes
and hence lost income (Mavhandu-Mudzusi & Moyo, 2022;
Nyabeze et al., 2022). According to a non-profit human
development organisation based in the US, FHI 360 (2020),
during the lockdown, some governments put in place social
safety nets and public food distribution systems for residents
in the general population. However, none of these measures
were tailored for key populations, making access to food
and other essential services difficult for these groups. The
discrimination and marginalisation experienced by key
populations placed them at greater risk of psychosocial
challenges during the COVID-19 national lockdowns and
associated restrictions of movement (UNICEF, 2020).
The closure of areas where sex workers operate their
businesses and a lack of targeted support led some of the
sex workers to resort to street-based sex work, which made
them prone to violence, low or no pay and condomless
sex (Global Network of Sex Work Projects [NSWP], 2020;
UNAIDS, 2020b). Machingura et al. (2021) found evidence
that in Zimbabwe during the COVID-19 lockdown, female
sex workers were forced to engage in condomless sex out
of desperation. This is consistent with findings by Nyabeze
et al. (2022) and Matiashe (2020) on the prevalence
of condomless sex by female sex workers during the
COVID-19 pandemic in Zimbabwe. The situation of limited
condom usage by sex workers affects the attainment of
UNAIDS’ fast-track 95:95:95 targets and other critical
priorities in achieving HIV epidemic control. Crucial in this
regard is the threat to gains made in HIV programmes for
continuity of treatment and viral suppression among people
living with HIV (FHI 360, 2020).

Moyo, Tshivhase & Mavhandu-Mudzusi

Before the emergence of COVID-19, a number of
studies highlighted the challenges faced by sex workers
in accessing health care services in sub-Saharan Africa
(Cowan et al., 2017; Wanyeze et al., 2017; Nnko et al.,
2019; Moyo & Macherera, 2021) . This study will add to the
growing body of knowledge on how these challenges were
further compounded by the COVID-19 pandemic. Outside
sub-Saharan Africa, SWAN and ICRSE (2020), Ferguson et
al. (2017) and Benoit et al. (2020) are some of the studies
focusing on challenges faced by sex workers before and
during COVID-19. With reference to the sub-Saharan African
context, some empirical evidence has been generated
focusing on sex workers and their access to health services
during COVID-19 (Gichuna et al., 2020; Kimani et al., 2020).
The present study will add empirical evidence to other
studies on female sex workers and their access to HIV
services in Zimbabwe (Mtetwa et al., 2013; Cowan et al.,
2017, Moyo & Macherera, 2021).
Anecdotal evidence suggests that while the COVID-19
restrictive measures, economic meltdown and financial losses
have affected many, it has disproportionately affected female
sex workers (United Nations Development Programme,
2020). Due to prevailing stigma and discrimination, key
population groups are more vulnerable to harassment
by law enforcement agents trying to enforce COVID-19
restrictions (Gichuna et al., 2020; NSWP, 2020). We explored
the experiences of female sex workers with regard to the
utilisation of HIV services during the COVID-19 pandemic in
Zimbabwe. In this study, HIV services refers to the provision
of pre-exposure prophylaxis (PrEP), CD4 scores, viral load
and antiretroviral therapy (ART) (UNAIDS, 2016).
Methods
Design
A descriptive phenomenological design was used to explore
and describe the experiences of female sex workers
accessing HIV services during the COVID-19 pandemic in
Bulawayo Metropolitan Province, Zimbabwe. This design
owes its origins to Alfred Schutz and Edmund Husserl
who contended that a phenomenon should be viewed as
it is lived and experienced (Wertz, 2011). We intentionally
chose Husserlian theory because of its assumptions related
to reality, which is underpinned by the fact that a human’s
lived experience shapes an individual’s understanding of
their life world. The theory’s principles of natural attitude,
intentionality and phenomenological reduction are also
relevant because the study participants were sex workers
and those elements are very relevant to determine how they
understand their world. The Husserlian phenomenology is
premised on the philosophical belief that the lived human
experience, which is at the very core of this article, facilitates
understanding of the phenomenon under study (Christensen
et al., 2017). Husserl held that the experience as recognised
by human consciousness has importance and should be the
subject of scientific study (Lopez & Willis, 2004). It assumes
that a human’s lived experience shapes their understanding
of their lived world and their attitudes and responses to
a specific phenomenon. In addition, each participant’s
experience is considered unique and a complete description
of the phenomenon (Moustakas, 1994). We opted for
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this design because of its potential to bring out the lived
experiences of female sex workers during the COVID-19
pandemic. We found this design more appealing because of
its ontological and epistemological assumptions.
Inherent in this research paradigm is the need for the
researcher to be free from any preconceptions, suppositions,
attitudes and beliefs so as to focus on the participants’
experience of the phenomenon and identify the essence of
the phenomenon (Lopez & Willis, 2004). According to Wertz
(2011), the researcher must remain neutral and unbiased
with respect to the phenomenon under study ─ a process
referred to as bracketing. We found bracketing difficult
because it is not possible to eliminate biases and prejudices
completely as indicated by Rau (2020). We were conscious
of our biases and used open-ended questions to avoid
channelling participants responses. There were no pre-set
probes, but probing was based on an individual’s narration
of their experiences.
Critical to descriptive phenomenology is the concept of
the validation of the study findings by participants (Grbich,
2012). In the context of this study, validation of data was
done through the process of member checking to ensure
that the identified essence reflected each participant’s
experiences.
Settings and participants
In Zimbabwe, sex work is illegal, and in health care settings,
this group experiences unfriendly and discriminatory
treatment (Moyo & Macherera, 2021). The illegal nature of
the job in Zimbabwe and the high rates of unemployment
disproportionately affecting women have made sex workers
more vulnerable. Zimbabwe is characterised by a fragile
economy and political instability. In the given context,
women then move to urban settings for employment and
ultimately resort to sex work as an alternative means of
survival. The context of COVID-19 saw sex workers losing
their income during the COVID-19 lockdown.
The study setting was the Bulawayo Metropolitan
Province, Zimbabwe. It has two central hospitals, 17 city
health facilities and two private facilities that provide HIV
services to key populations. The study population was
female sex workers in Bulawayo. However, only female sex
workers who met the following criteria were included in the
study: self-identifying as sex workers; willing to participate;
owning a cell phone; being a female aged 18 years or
older; and receiving ART or PrEP from any of the health
care facilities in Bulawayo. Purposive sampling coupled
with snowballing were used to identify study participants.
Because sex workers are considered a hard-to-reach
population (Bungay et al., 2016), we accessed the first
two participants as referrals from the staff working at an
organisation that provides services to key populations.
Through snowballing, participants led us to other sex
workers until data saturation was reached. A sample size of
ten participants was determined following data saturation.
Data collection1
The participants identified through snowballing were
given the cell number of one of the researchers and then
voluntarily sent a WhatsApp message showing their
willingness to participate in the study. The approach of
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referral to other vulnerable and hard-to-reach populations
using snowballing technique is considered ethical (Morgan,
2008, Polit & Beck, 2018). The researcher then phoned the
potential study participants. After establishing a willingness
to participate in the study, an appointment was made. Data
were collected by the first author (IM) of this article, through
face-to-face interviews from 15 December 2020 to 14 March
2021. To mitigate the risk of contracting COVID-19 during
the data collection process, the World Health Organization
guidelines were followed: disinfection of chairs and tables
with a sanitiser that contained 70% alcohol, use of hand
sanitiser, use of face masks, maintaining social distancing
of at least two metres during the process of data collection
and sterile wipes to sanitise equipment such as the audio
recorder and pens (WHO, 2020).
To ensure privacy, the participants were interviewed in a
private room at the centre. An interview guide with a central
question was used to guide the interviews and probe the
sex workers’ experiences. The participants were interviewed
in the local language (isiNdebele). Prior to embarking on
the main study, the interview guide was piloted on two
participants. These participants provided relevant responses
to the questions without difficulty and also sought minimal
clarification on the research questions asked. The questions
were rephrased to enhance clarity and the interview guide
was adjusted accordingly. The in-depth interviews were
conducted one-on-one and audio recorded. The researcher
(IM) started with a central question: “What have been your
experiences in utilising HIV services during the COVID-19
lockdown?” This was followed by open-ended probing
questions to explore further and obtain detailed descriptions
of the participants’ experiences. The follow-up probes were
based on the participants’ responses. This is in keeping with
Polit and Beck (2018), who posit that open-ended probes
enable the researcher to delve deeper into personal and
sensitive issues. Each interview lasted between 45 and 60
minutes. Field notes were taken to enhance data collection
and to provide a rich context for analysis (Creswell &
Creswell, 2017).
Data saturation was reached at participant number eight.
However, two additional participants were interviewed, but
no new information emerged. Data collection stopped when
all questions were thoroughly explored in detail and no new
concepts or themes emerged in subsequent interviews
(Marshall et al., 2013). The sample size of 10 is justifiable
in a descriptive phenomenological study as supported by
Polit and Beck (2018), who reported a sample of 10 or more
as adequate. This is corroborated by DeJonckheere and
Vaughn (2019), who posit that a sample of six to twenty is
suitable for a phenomenological study.
The researcher who collected data was conscious of the
possibility of bias, but made a deliberate effort to remain
professional and non-judgmental. The researcher kept a
reflective diary where she recorded her thoughts, feelings
and perceptions throughout the research process. A
reflective diary is considered an important tool in developing
bracketing skills (Wall et al., 2004). This allowed the
researcher to re-examine her position on a continuous basis
on issues that may affect the research process, such as
emotions. It also enabled the researcher to keep track of the
research process as a whole.
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Data analysis
Colaizzi’s method of data analysis was applied (DeJonckheere
& Vaughn, 2019). The first author, as she is fluent in both
isiNdebele and English, transcribed and translated the
isiNdebele version into English. This approach follows the
seven data analysis steps outlined below. Table 1 shows a
summary of the cluster of themes and themes developed
from significant statements and formulated meanings. In this
study on lived experiences of female sex workers accessing
HIV services during COVID-19, the researcher gained holistic
insights into the participants’ experiences through conducting
physical interviews. In addition, the researchers listened
to the audio recordings three to four times in an attempt to
comprehend the thought processes and the feelings of the
participants. This is consistent with Colaizzi (1978), who
indicated the researcher should listen to the audio recording
many times to clearly understand the content. This process
was followed by transcribing the recorded interviews verbatim
(Colaizzi, 1978).
During the second step, the researchers examined
documents for rich data and extracted significant statements
and phrases pertaining to the experiences of female sex

workers in accessing HIV services during the COVID-19
lockdown. The researcher read the transcript several times
and analysed each transcript and identified significant
statements from each of the participant’s transcripts
(Colaizzi, 1978).
This was followed by step three, where two researchers
independently formulated meanings from the significant
participant statements about their experiences of accessing
HIV services during the COVID-19 pandemic. The
formulated meanings and the significant statements were
discussed by the two researchers as recommended by
Colaizzi (1978; DeJonckheere & Vaughn, 2019). Though
not fully implemented, the researchers used bracketing
(putting one’s own ideas about the phenomenon aside) to
avoid misinterpretation of the participants’ views. Because
of her work in HIV programming and with sex workers, the
researcher who collected data brought some foreknowledge
and experience of sex workers which needed to be put
aside. The researchers therefore kept a reflective diary
noting possible biases and made a conscious effort to
keep them at bay. The researchers’ interpretations were
compared with the original meanings for consistency of

Table 1: Development of clusters of themes and emergent themes from significant statements and formulated meanings
Significant statements
It was difficult to go to the clinic to collect my medicines
since the police required an authorisation letter to travel,
so I defaulted taking treatment for two weeks. I had to
carry my empty tins of medicines to be allowed to pass
through the police roadblock.

Formulated meanings
Authorisation letters were required for
participants to move around or pass
through police roadblocks to access
either PrEP or ART from health care
facilities

I had no travel authorisation letter and was removed
from the ZUPCO bus because I did not have it. I failed
to access my PrEP resupplies.
It was difficult to get money from sex work. My PrEP
supplies got finished and at the time I had no transport
fare to get to the clinic.

Without authorisation letters participants
were denied permission to pass through
the police roadblocks
Participants had challenges getting
money from sex work, as a result they
had no transport fares to the clinic

With the lockdown, the source of income disappeared. I
was no longer doing sex work as usual. I had no money
for food, rentals and transport fares to the clinic.
Cervical screening that was due could not be done
since there were fewer service providers during the
lockdown and my medicine for the prevention of
tuberculosis [isoniazid] could not be supplied.

Reduced income levels and in turn no
money for food, rentals and transport
fares resulting in defaulting treatment
Screening at the facilities was not done
effectively and clients left the facilities
without getting all the medicines that
were due

My viral load results should have been out just before
the lockdown. When I went to the facility for medicines
pick-up, I did not ask about them and the service
provider seemed pressured. I have not heard anything
about my viral load.
The providers seemed to be in a hurry and not
keen to listen as in the past. As a result, there was
minimal interaction with the nurses. I could not even
ask questions concerning my treatment. The usual
counselling was not there anymore.

Screening not properly done, the
providers said to be under pressure,
client left the facility without getting their
viral load results

Previously, there was ample time with the nurses, to
discuss challenges associated with taking treatment
and counselling was always provided. With the
lockdown, the situation was different; we spent very little
time at the clinic.

Reduction in time spent by client at the
facility and counselling not provided

Health care providers perceived to
be in a hurry, minimal provider-client
interaction

Cluster themes
Lack of
authorisation
letters

Emergent themes
Limited access to
HIV care

Financial
challenges

Poor screening
services

Reduced
patient and
service provider
interaction

Compromised
quality of care
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descriptions. Minimal differences were found between
the researchers. The derived meanings were given to an
independent coder to check the process and the consistency
of the meanings. Through this process, it was established
that the meanings were consistent.
The researchers continued to step four and then arranged
formulated meanings from significant statements into
clusters of themes (Colaizzi, 1978). The clusters of themes
were then condensed into emergent themes displayed
in Table 3 which shows how the themes were formulated.
The clusters of themes were checked for accuracy by a
researcher (AHM) experienced in qualitative research.
In step five, all emergent themes were refined into an
exhaustive description of the phenomena under study.
This was achieved by combining all the theme clusters,
emergent themes and interpretations into a description to
create an overall structure. The expertise of the experienced
researcher was sought. She reviewed the findings for
richness and completeness to provide sufficient description
and to confirm that the exhaustive description reflected the
experiences of female sex workers during the COVID-19
pandemic (Colaizzi,1978; Beck, 2019).
This led to step six, where the fundamental structure of
the phenomenon was constructed after an exhaustive
description. This process involved reviewing the description
to identify key elements that were then transposed
into a definition of the participants’ descriptions of their
experiences during the COVID-19 pandemic.
During the final step, which is step seven, the exhaustive
description was validated with each of the participants
by using a “member checking” technique as described
by Shosha (2012). This was achieved by providing the
participants with a summary of the research findings and
discussing the results with them on a telephone call. The
participants confirmed that the findings reflected their feelings
and experiences through follow-up telephone interviews.
Ethical considerations
Approval for the research was obtained from the Medical
Research Council of Zimbabwe (Ethics Clearance Number
MRCZ/A/2659). Authority to gain access to the study
participants was obtained from the director of the centre that
offers services for key populations. Before each interview
was conducted, an informed consent form was signed by
participants following receipt of background information
related to the study. Participants also consented to audio
recordings of the interviews. As part of the consent process,
participants were informed that participation was voluntary
and that consent could be withdrawn at any time without
prejudice. Anonymity and confidentiality were observed
through the use of pseudonyms. Only the researchers
reviewed and transcribed the data. To minimise costs for
participants, each participant was given 5 US dollars for
transport costs to and from the centre where the interviews
were conducted.
Measures of ensuring trustworthiness
Measures were taken to ensure trustworthiness and
rigour (Maher et al., 2018). According to Beck (2019), to
ensure trustworthiness, the research should satisfy four
criteria, namely credibility, transferability, dependability
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and confirmability. Credibility refers to the accuracy of
the findings (Shosha, 2012). To enhance credibility, all
interviews were audio recorded and transcribed verbatim.
Member checking, peer evaluation and a co-coder were
used to enhance credibility. The third researcher, who was
not involved in data collection and acted as an independent
co-coder, reviewed and challenged the analysis to ensure
rigour and credibility (Lincoln & Guba, 1985). Transferability
relates to the ability of the findings to be transferred to other
contexts. A “thick description” of the research context was
provided to allow the reader to assess whether or not it is
transferable to their situations. The researcher thoroughly
described the research context, participants and data
collection method.
To enhance dependability, the research process is
described in detail to enable another researcher to replicate
the study (Beck, 2019). All records were kept locked away
and a step-by-step description of methods was done to
ensure an audit trail. Confirmability was enhanced by the
use of bracketing to minimise researcher bias. To enhance
authenticity, verbatim extracts from the interviews were
utilised and member checking was done. A week after the
interviews, the researchers re-engaged the participants
through phone calls and went over the individual transcripts
with each participant. The transcribed verbatim transcripts
were summarised and discussed with each participant in
a simplified and understandable way as per insights from
Carlson (2010) and Harvey (2015). This facilitated checking
for accuracy of information contained in the transcript and
the participants confirmed that their perspectives were
adequately captured and represented.
Findings
Biographic information
The sample consisted of 10 female sex workers of
between 31 to 45 years old. These participants were either
collecting PrEP or ART from Bulawayo health care facilities
in Zimbabwe. Of these, four participants were on PrEP,
while six were on ART. Table 2 displays the participants’
biographic data. Data analysis resulted in two emergent
themes with related cluster of themes, as presented in
Table 3. Two emergent themes, namely (i) limited access
to HIV services and (ii) compromised quality of care, with
related cluster of themes, emerged during data analysis.
Limited access to HIV services
This emergent theme relates to the challenges encountered
by study participants in accessing HIV services due to
COVID-19 restrictions. It has the following cluster of themes:
lack of authorisation letters and financial challenges.
Lack of authorisation letters
Participants in this study had restricted access to ART and
PrEP due to COVID-19 lockdown regulations as they were
expected to have authorisation letters when they travelled
to the treatment centres. Without authorisation letters, they
were denied free movement and the excerpts below confirm
this.
With the emergence of COVID-19, it was difficult
to go to the clinic to collect my medicines since the
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Table 2: Biographic data of participants

Pseudonym
Sue
Moe
Rue
Liz
Sie
Roo
Tee
Noe
Sae
Lera

Age range
(years)

Level of
education

Number of
children

Employment
status other than
sex work

Service

Duration
of accessing
services

Treatment
access site

36–40
31–35
31–35
41–45
31–35
41–45
36–40
31–35
41–45
36–40

O Level
Form 2
O Level
Grade 7
O Level
Form 2
O Level
O Level
Grade 7
Tertiary

1
4
2
3
3
4
2
2
3
2

Domestic worker
Not employed
Hairdresser
Not employed
Shopkeeper
Not employed
Hairdresser
Not employed
Not employed
Not employed

PrEP
PrEP
ART
ART
ART
ART
ART
PrEP
ART
PrEP

2 years
3 years
2 years
4 years
8 years
4 years
3 years
2 years
3 years
2 years

Private
Private
Public
Public
Private
Private
Public
Private
Private
Private

Table 3: Cluster of themes and emergent themes on sex-workers’
experiences
Emergent themes
Limited access to HIV care
Compromised quality of care

Cluster of themes
Lack of authorisation letters
Financial challenges
Poor screening services
Reduced patient and service
provider interaction

police required an authorisation letter to travel, so I
defaulted taking treatment for two weeks…[paused
interaction and took a deep breath]. I had to carry
my empty tins of medicines to be allowed to pass
through the police roadblock (Liz).
I ran out of PrEP for five weeks because I had no
travel authorisation letter. I was removed from the
ZUPCO bus because I did not have it. I failed to
access my PrEP resupplies (Lera).
This was further enforced at police roadblocks where
travel authorisation letters were required. In the absence
of this document, participants had to produce their medical
records as proof of going for a medical check-up. The
clients felt this was an interference with their privacy and
confidentiality.
I was only able to pass through a police roadblock
after showing ART medicines or records to police
as a passport to be allowed to go to the clinic. This
used to frustrate me so much because it was an
involuntary disclosure of my HIV status, but I had
no choice. In one instance, I had to call the nurse
at the clinic, who had to call back and speak to the
police to allow me to proceed to the clinic to access
my medication (Roo).
Participants related how the situation at the police
roadblocks resulted in forced disclosure as they had to
produce their medical records.
I had to display my medical records at the police
roadblock. I felt that was interference with my
privacy. The thought of having to go through the
roadblock made me skip my ARVs on some days
(Tee).

At the roadblock, I was forced to show the police my
PrEP medical records. They were reading, checking
and asking me about the kind of medication I was
taking. This forced me to disclose that I am taking
PrEP. I felt frustrated, angry and it would take me
time to gather strength to go through the same
process again [raised tone of voice and facial
expression changed] (Sue).
Apart from experiencing challenges related to
authorisation letters, participants also faced difficulties in
accessing HIV services due to financial problems.
Financial challenges
The study found that during the COVID-19 lockdown,
there was a loss of income because participants could
not access their clients. The loss of income had a bearing
on participants getting transport fares and food. The
inadequate food supplies resulted in clients not adhering to
or discontinuing the intake of medicines.
It was difficult to get money from sex work and at
times I would charge less than usual. My PrEP
supplies got finished and at the time I had no
transport fare to get to the clinic. I discontinued
taking PrEP, yet I knew I was at risk of getting HIV
infection (Moe).
With the lockdown, the source of income
disappeared. I was no longer doing sex work as
usual. My income levels dwindled, I had no money
for food and rentals. Transport fares to the health
facility were also a challenge. I defaulted treatment.
I only got assistance when the nurse from the clinic
phoned me (Roo).
Lack of food supplies also had a bearing on participants’
treatment adherence.
Because I did not have adequate food supplies,
hunger remained a challenge and I would skip taking
my tablets [ARVs] on some days...The food pack
that I received from the organisation that assisted us
with food aid had to be shared with the rest of the
family and was not enough. It was not easy to take
my medication without having eaten (Rue).
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Compromised quality of care
This theme highlights the downside of attempts to reduce
the number of clients served at health care facilities per
given time to adhere to COVID-19 regulations. Two clusters
of themes emerged: poor screening services and reduced
patient and service provider interaction.
Poor screening services
Participants voiced that they were never screened for other
conditions such as cervical cancer and viral load monitoring
as they used to when coming to access ARV medicines.
Cervical screening that was due could not be done
since there were fewer service providers during the
lockdown and my medicine for the prevention of
tuberculosis [isoniazid] could not be supplied (Liz).
My viral load results should have been out just
before the lockdown. When I went to the facility for
medicines pick up, I did not ask about them and the
service provider seemed pressured. I have not had
anything about my viral load. In the past, providers
were concerned about how viral load results look
and the emphasis that these signify my body’s
response to ARVs (Tee).
Prior to entry into the health care facilities, screening
activities were done as part of prevention strategies to
reduce COVID-19. This screening exercise resulted in
unintended effects.
The system had changed. There was this extensive
screening outside before entry into the clinic. After
standing for a long time, I felt frustrated, and I left
without collecting my ARVs (Sie).
It emerged that the screening activities also resulted in
unintended HIV disclosures at health care facilities. The
participants felt that COVID-19 screening activities at the
health care facilities exposed them and threatened their
privacy and confidentiality.
At the facility where I get my ARVs, during the
lockdown, we had to wait outside for COVID-19
screening purposes. The concern was that if I am
seen standing outside the facility, it would cause a
lot of suspicion from my clients or they would know
that I am accessing ARVs and this would jeopardise
my work as a sex worker (Sae).
Clinic staff would unintentionally announce and
disclose client’s HIV status by calling and screening
clients to check whether they have come for ART
or PrEP. We had to stand outside the facility for
COVID-19 screening. I did not like the new system.
Because of this new system I left without collecting
my ARVs (Tee).
Reduced patient and service provider interaction
Communication between the service providers and patients
is important in the provision of patient-centred care.
Participants noted that there was reduced interaction with
service providers.
The providers seemed to be in a hurry and not
keen to listen as in the past. As a result, there was
minimal interaction with the nurses. I could not even
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ask questions concerning my treatment. The usual
counselling was not there anymore (Sae).
We had ample time with the nurses. It was easy to
highlight challenges associated with taking treatment
and counselling was always provided. During
COVID-19 lockdown, the situation was different, we
spent very little time at the clinic (Noe).
I had concerns about feeling nauseous after taking
my medication, but I had no opportunity to explain
my situation because the nurse did not have time to
listen to me (Moe).
Discussion
From our findings, the COVID-19 pandemic has adversely
affected the livelihoods of sex workers as well as their
access to HIV services with a potential for dire outcomes.
This discussion will focus on two key findings and their
implications, namely the limited access due to COVID-19
restrictive measures and the compromised quality of care.
During data collection process, the researcher observed
non-verbal cues from study participants showing that they
experienced challenges and frustrations at police roadblocks
emanating from issues such as unintended HIV disclosures.
The lockdown restrictions resulted in treatment
interruptions and hence the need for service delivery
adjustments. Even though some participants were getting
their medication from either the public or private health care
facilities, their experiences of accessing HIV care services
were not different. As part of the COVID-19 restrictive
measures, authorisation letters were required from everyone
for movement from one place to the other. The study
findings reveal that sex workers with no authorisation letters
had difficulties passing through police roadblocks and were,
like everyone else without the letters, often turned away.
Out of desperation, they resorted to carrying empty ARV
bottles or medical records as proof that they needed to travel
to the health care facility. This resulted in the unintended
disclosure of HIV status and to treatment interruption as
sex workers stopped taking ARV medicines for some time.
Participants also attributed non-adherence to HIV medicine
to lack of food brought about by dwindling resources as a
result of the COVID-19 lockdown.
A study conducted in Kenya by Gichuna et al. (2020)
found that measures by the government to contain the
spread of COVID-19 made it difficult for sex workers (as in
this study) to access health care services. Evidence from
southern and eastern Africa (Baleta, 2015) established that
sex workers are often victims of controversy and stigma,
resulting in limited access to health care services — a
situation worsened by COVID-19. According to the United
Nations Population Fund (UNFPA, 2020), COVID-19 has
exacerbated prevalent vulnerabilities and inequalities for sex
workers in eastern and southern Africa. Other COVID-19related studies in Africa (UNFPA, 2020; El-Sadr & Justman,
2020) found that the COVID-19-induced disruption to health
care services may lead to poor health outcomes for the
sex worker community. Since studies elsewhere (UNICEF,
2020; Nam et al., 2021) have demonstrated that vulnerable
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populations such as sex workers are prone to emotional
challenges during pandemics, the idea of providing and
strengthening counselling services for sex workers can
enhance the quality of their lives. Given the stresses to
which female sex workers are subjected, the provision of
psychosocial support for this vulnerable group becomes
critical.
The study found that COVID-19 restrictions have had a
serious financial implication on sex workers as they either
lost income or earned less since they charged less for
their services. This resulted in them not having transport
fares to get to the health care facility, resulting in treatment
interruption. In addition, due to loss of income, participant
were unable to buy basic food supplies. Participants in
this study indicated that they had challenges taking their
medication while they were hungry. While some participants
in this study accessed food aid through a non-governmental
organisation, the food was not enough since it was shared
among family members. This is consistent with study
findings in Uganda and Kenya where sex workers lost
income and experienced challenges of sourcing money for
rental, food and funding for their families in general (FHI
360, 2020; Kawala et al., 2020). Loss of income meant that
sex workers had challenges in getting the transport fare to
health facilities to access HIV services. Studies have found
that one of the causes of non-adherence to antiretroviral
therapy was, as in this study, food insecurity (Bukenya et al.,
2019; Macharia et al. 2020).
Prior to entry into the health care facility, there was
screening for COVID-19 infection and to establish the
purpose of the visit. However, this exercise was done in
an open space in the presence of other clients. This study
found that efforts to conduct COVID-19 screening in health
care facilities resulted in threats to privacy and confidentiality
in the form of unintended HIV disclosures. In some
instances, some participants left the facility without collecting
their medication, as in the case of Sae ─ a situation that
may result in treatment interruption. Defaulting or stopping
of antiretroviral therapy may result in the deterioration of
quality of life, a further compromise to one’s immune system
and the possible development of opportunistic infections
(Hughes & Sharrock, 2016). Other authors (Kheswa, 2017;
Sun et al., 2020) call for the need for sensitivity to maintain
privacy and confidentiality and guard against unwanted HIV
disclosure during service provision in the context of the
COVID-19 pandemic.
This study found that in health care facilities, there was
poor screening and service provision. Participants indicated
that when they visited the health care facilities, they noted
that service providers seemed pressured and did not focus
on checking or giving the clients their viral load test results.
This poses a concern with regard to viral load monitoring and
patient health outcomes. Related to this, a study conducted
in Zimbabwe (Centers for Disease Control and Prevention,
2021) found implementation gaps in viral load testing and
utilisation of test results and, as a result, treatment was
not fully optimised. Another study (Apollo et al., 2021)
demonstrated that the COVID-19 pandemic had affected
HIV care outcomes and viral load suppression rates. In
addition to overlooking the issue of viral load monitoring,
participants noted that service providers seemed to be in
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a hurry and there was reduced verbal interaction between
service providers and clients.
This study also established that the usual counselling was
no longer available. This is contrary to evidence elsewhere
(Spinelli et al., 2020) that has demonstrated the critical
role health communication plays in influencing positive
behaviours in the HIV care continuum. The authors further
highlight that counselling is an effective strategy in HIV care
and contributes to positive health outcomes. This must be
seen in the context of the already existing negative and
discriminatory attitudes of health care workers towards sex
workers as demonstrated by studies in South Africa (Duby
et al., 2018; Nnko et al., 2019), in Uganda (Wanyeze et al.,
2017) and in Zimbabwe (Moyo & Macherera, 2021). There
is a need for in-service training of health care workers
that allows them to offer sensitive, non-discriminatory and
inclusive services that eliminate stigma against female sex
workers. There is sufficient evidence of the effectiveness
of this approach as demonstrated in studies in Bangladesh
(Geibel et al., 2017) and in South Africa (Duby et al., 2018).
Participants in this study indicated that they failed to
access services that they were due for, such as cervical
cancer screening, because there were fewer providers at
the facilities. This resulted in missed opportunities. Similarly,
a study conducted in Zimbabwe (Murewanhema, 2021)
established that due to the COVID-19 pandemic, there was a
reduction in cervical cancer screening services. In addition,
another study by Murewanhema and Makurumidze (2020)
also found that there were disruptions of essential services
in areas of sexual and reproductive health (inclusive of
cervical cancer screening) services in the majority of health
care settings as a result of the COVID-19 pandemic. To deal
with this challenge, other scholars (Castanon et al., 2021)
advocate for optimising access to cervical cancer screening
through the utilisation of such strategies as tele-health
(for counselling and providing information on where to
access the services) and making appointments to avoid
overcrowding in health care facilities.
Conclusion and recommendations
Since sex work is criminalised in Zimbabwe and access
to HIV services has always been a challenge even before
the onset of COVID-19, it is critical that the government
and Ministry of Health develop innovative, well-thought-out
strategies that increase access to HIV services for sex
workers. This is a critical pathway in contributing to HIV
epidemic control (UNAIDS, 2020a). In addition, the HIV
prevalence among sex workers is disproportionately high
compared to the general population (Zimbabwe Ministry of
Health and Child Care, & the National AIDS Council, 2018;
UNAIDS, 2020b).
The study has demonstrated that due to COVID-19
measures, sex workers experienced psychosocial and
economic challenges that significantly affected their access
to HIV care services. Loss of income, food shortages and
lack of transport fares cannot be tackled in isolation. There
is a need for a robust strategy that addresses both HIV
service access and issues of livelihood. Policing lockdown
measures and provisioning of health services need to be
innovative and sensitive to the fact that this group carries
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a high HIV burden in terms of new adult HIV infections and
prevalence (UNAIDS, 2020a).
In the current context where the government prioritises
curtailing the spread of COVID-19, sex workers will continue
to experience financial hardships, impacting on their
access to HIV services (Benoit et al., 2017). This calls for a
paradigm shift by both government and society, which have
criminalised sex work (Graham et al., 2018). Sex workers
need financial assistance to survive under these difficult
conditions and treatment interruptions must be prevented.
If the country is to maintain the gains made in rolling back
the HIV pandemic, service providers need to continue to be
innovative in HIV prevention treatment and care strategies.
Limitations
Due to the COVID-19 restrictions and limited movement,
recruiting participants for the study was not that easy
because the hot spots (bars, night clubs) were closed during
the data collection period. However, the researchers were
able to get an adequate sample for the study.
The study used purposive and snowballing sampling,
which could have introduced an element of bias. However,
the selection bias was minimised by involving staff working
at the study setting to recruit the first two study participants.
The study was also limited to the experiences of female sex
workers and not the other groups of key populations and it
was conducted in one province of the country. Hence the
results cannot be generalised.
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The COVID-19 pandemic was reported from March 2020 in Zimbabwe. COVID-19 containment measures which
included repeated lockdowns have disrupted community interactions, reduced working hours, restricted travel and
restricted HIV services for people living with HIV (PLHIV), among others. The study adopted a cross-sectional design.
Both qualitative and quantitative data were collected in all the 10 provinces and analysed. A sample size of 480 was
calculated for the cross-sectional survey. Secondary data on HIV early warning indicators from 2018 to 2021 were
extracted from 20 randomly selected health facilities and used for modelling. Mathematical modelling was conducted
to assess the impact of COVID-19 on PLHIV. AIDS-related deaths increased from 20 100 in 2019 to 22 200 in 2020.
In addition, there were significant years of life lost (YLLs) from premature mortality and years of life lost due to
disability (YLDs) from COVID-19. Prevalence of COVID-19 among PLHIV was 4%. COVID-19 vaccination coverage
was 64%, which is higher than the national average of 42%. Stress and breach of confidentiality as ARV medicines
were given out in open spaces and fear of contracting COVID-19 were the perceived psychological issues. COVID-19
disrupted HIV service provision, increased AIDS-related deaths and caused psychological challenges.
Keywords: disability-adjusted life years, DALYs, mathematical modelling, quality-adjusted life years, QALYs, service
disruption, vaccination
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
The HIV pandemic has had devastating effects globally,
with about 36.3 million (27.2 million to 47.8 million) people
having died from AIDS-related illnesses since the start
of the epidemic, and with 680 000 (480 000 to 1.0 million)
people dying from AIDS-related illnesses in 2020 alone.
An estimated 37.7 million (30.2 million to 45.1 million)
people globally were living with HIV in 2020, with 1.5 million
(1.0 million to 2.0 million) people having been newly infected
in 2020 (UNAIDS, 2020). Sub-Saharan Africa, the epicentre
of the HIV and AIDS epidemic, is home to two thirds (67%)
of people living with HIV in the world. Since 2000 to date,
the disease has claimed more than 12 million lives in the
region. Zimbabwe has an estimated 1.3 million people
living with HIV (PLHIV) and of these 1.2 million are adults.
In 2020, the national HIV incidence was 0.27% (0.19–0.39).
The incidence declined significantly by 73.3% between 2010
and 2020 (MoHCC, 2021a).
On 30 January 2020, the World Health Organization
(WHO) declared the novel coronavirus originally first

reported in China in 2019 as a public health emergency.
Within weeks COVID-19 had spread to all continents. An
observational study by Vizcarra et al. (2020) based on a
Madrid cohort of 1 339 hospitalised people living with HIV,
showed that 51 people contracted COVID-19, translating
to a prevalence of 3.8% in 2020. Another study, based on
5 700 hospitalised PLHIV in New York by Richardson et al.
(2020) estimated the prevalence at 0.8%. The collision of
the ongoing HIV epidemic and the COVID-19 pandemic in
2019 exposed the world’s fragilities — including persistent
economic and social inequalities and woefully inadequate
investments in public health (UNAIDS, 2020).
People living with HIV are perceived to have a higher risk
of not only contracting COVID-19, but of suffering from the
psychosocial effects brought about by the virus. The WHO
(2020a) noted that those who were already facing severe
and extreme humanitarian needs risked being made even
more vulnerable by the spread of the coronavirus. Indeed,
affected populations find themselves in places that are
overcrowded and where public health and other services
are already overstretched and have limited capacity. The
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common psychosocial risks suffered by people living with
HIV who contract COVID-19 in the United States included
symptoms of anxiety or a depressive disorder such as
difficulty sleeping (36%) or eating (32%), increases in
alcohol consumption or substance use (12%) and worsening
chronic conditions (12%) due to worry and stress over
the coronavirus (Panchal et al., 2020). This was further
aggravated by limited physical and psychosocial support as
a result of COVID-19 containment measures. It is therefore
of utmost importance to evaluate and monitor the situation
of those who are already vulnerable to help communities
prepare and respond to the ongoing spread of the COVID-19
virus.
In addition, PLHIV were not only affected psychosocially,
but so was their disability-adjusted life years (DALYs) and
quality-adjusted life years (QALYs). Mirzaei et al. (2021),
in a study of 252 patients with COVID-19-HIV co-infection,
found that globally 14% died. Furthermore, HIV infected
persons with a COVID-19 infection in New York were more
likely to be admitted to hospital compared to those who
were not infected with HIV (sRR 1.38 [95% CI 1.29–1.47]
(Tesoriero, et al, 2019).
A global study on COVID-19 in people living with HIV
by Lee et al. (2021) found that 28.4% of PLHIV affected
by COVID-19 were admitted to hospital. The infection was
classified as severe or critical in 2.5% of patients and 3.5%
of patients were admitted to the intensive care unit. The
mortality rate was 5.3%. Severe or critical COVID-19 patients
were older (54.8 years ± 13.2) compared to non-severe or
critical cases (46.7 years ± 11.8). Further, among the severe
or critical cases, the frequency of comorbidities was much
higher compared to the non-severe or critical cases.
At the advent of COVID-19, countries took various
measures to counter the threat that the pandemic posed.
The most common response measures were the imposition
of travel restrictions, banning mass gatherings, closing
of national borders and lockdowns. A Global Fund report
(2021) indicated that due to COVID-19 induced containment
measures, there were high-levels of disruptions of HIV
(72%), TB (74%) and malaria programmes (53%) in 2020,
especially for services that required community and face-toface interaction for delivery. As a further containment
measure, all people were encouraged to get vaccinated
against COVID-19.
WHO (2020c) recommended that all people living with
HIV should be prioritised for early vaccination. A study in
France indicated that 27.8% of 237 PLHIV expressed their
hesitancy over the COVID-19 vaccination owing to fear of
their chronic disease status, despite assurances of safety
(Vallée et al., 2021).
Though vaccination programmes were initiated in Africa,
COVID-19 vaccines were taking a long time to arrive. For
instance, by July 2021, less than 3% of people in Africa had
received at least one dose of a COVID-19 vaccine (UNAIDS,
2020). In Zimbabwe, the first COVID-19 case was reported
in March 2020. As of December 2021, the country reported
226 000 confirmed COVID-19 cases and 5 258 deaths.
(MoHCC, 2021b).
The impact of COVID-19 among PLHIV in our setting is
not known. We therefore carried out this study to estimate
the prevalence of COVID-19 among PLHIV, to measure
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deaths due to COVID-19, to assess whether COVID-19
had any effect on the DALYs and QALYs among PLHIV,
to find out whether there was service access by PLHIV
and disruption during COVID-19, to find out whether there
were some psychological effects among PLHIV as a result
of COVID-19 and to estimate vaccination coverage among
PLHIV.
Methods
Study design
We conducted a cross-sectional survey that used both
qualitative and quantitative methods with people living with
HIV.
Study setting
Zimbabwe has a heterogeneous generalised HIV epidemic
with a prevalence rate of 11.9% (MoHCC, 2021a). There
are 1 648 sites providing anti-retroviral therapy (ART) out
of 1 874 health facilities in Zimbabwe providing services
to 1 192 019 PLHIV (Ministry of Health and Child Care
[MoHCC], 2021). Clients on ART pick up medicines at
static sites, outreach points and use differentiated service
delivery (DSD) models that offer pick-up of medicines in the
community. Prior to COVID-19, people in DSD models used
to meet every three months, but during COVID-19, they met
every six months. During COVID-19, multi-month dispensing
of ARV medicines was done. The study was carried out at
opportunistic infections (OI) and ART sites in Zimbabwe.
Study population
The study population comprised PLHIV in Zimbabwe who
were 18 years old and above.
Sample size determination
Epi-Info version 7.2.4.0 StatCalc (Centers for Disease
Control and Prevention [CDC], 2020) function was used
to calculate the sample size of 480. The assumptions
used were that there is an estimated population of PLHIV
of 1 300 000 (MoHCC, 2021a), an estimated COVID-19
prevalence of 50% among PLHIV and a 5% margin of error,
assuming an 80% response rate. The number of PLHIV to
be interviewed per site was calculated in proportion to size
of PLHIV served by the site (Table 1).
Study procedures
Selection of study sites
The stratified random sampling method was used where
each province constituted a stratum. In each stratum, simple
random sampling was carried out to select sites to take part
in the study.
Recruitment of study participants
The Zimbabwe National Network of People Living with HIV
(ZNNP+) and District AIDS Coordinators (DAC) mobilised
PLHIV using the existing community structures while
observing COVID-19 regulations. The PLHIV gathered at
the selected health facility and were conveniently selected
to participate in the study. Key Informants were purposively
selected from MoHCC staff, ZNNP+, the Zimbabwe AIDS
Network (ZAN) and the National AIDS Council.
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Table 1: Number of PLHIV interviewed by site
Province

District

Health facility

Bulawayo
Bulawayo
Harare
Harare
Manicaland
Manicaland
Mashonaland Central
Mashonaland Central
Mashonaland East
Mashonaland East
Mashonaland West
Mashonaland West
Masvingo
Masvingo
Matabeleland North
Matabeleland North
Matabeleland South
Matabeleland South
Midlands
Midlands
Total

Emakhandeni District
Nkulumane District
Eastern District
Southern District
Makoni District
Mutare District
Guruve District
Mount Darwin District
Seke District
Murewa District
Zvimba District
Chegutu District
Chivi District
Chiredzi District
Tsholotsho District
Binga District
Bulilima District
Insiza District
Gweru District
Mberengwa District

Magwegwe Clinic
Nketa Clinic
Mabvuku PolyClinic
Waterfalls Clinic
Nyazura Mission Clinic
Zimunya Clinic
Ruyamuro Clinic
Nyamahobogo Rural Health Centre
Beatrice Rural Hospital
Nyamutumbu Rural Health Centre
Mapinga RDC Clinic
Katanga Utano Clinic
Ngundu Rural Health Centre
Nyangambe Rural Health Centre
Phumula Mission Hospital
Lusulu Rural Health Centre
Solusi Mission Clinic
Shangani Rural Hospital
Monomutapa Clinic
Mberengwa District Hospital

Quantitative data collection
A semi-structured, interviewer-administered questionnaire
(collecting information on reported prevalence of COVID-19
among PLHIV, service provision, vaccination status and
perceived psychological effects) was used to collect data
from PLHIV. A data abstraction tool was used to collect data
on early warning indicators such as medicine pick-up, those
lost to follow-up and retention on the first line from 2018 to
2021 and month to month from the OI and ART registers.
Qualitative data collection tool
Three focus group discussions (one for women, one for men
and a combined one) were held per site using a structured
guide. A key informant interview guide was used to collect
data on health service provision and uptake by PLHIV during
COVID-19.
Data management
Data was entered, cleaned and analysed using the Epi-Info
version 7.2.4.0 statistical package. Data was checked
for outliers, duplicates and inconsistencies before it was
analysed.
Data variables and sources of data
Data variables included age, gender, vaccination status
and COVID-19 status. Data sources comprised PLHIV
interviews, focus group discussion responses, key informant
interview responses and OI and ART registers. Data were
collected from October 2020 to November 2021.
Data analysis
Frequencies and their corresponding percentages were
used to analyse the quantitative data, while qualitative data
was analysed for content. Trends in early warning indicators
were presented in line graphs. HIV modelling was done

PLHIV
on ART
2 621
3 649
4 497
3 056
589
1 027
1 576
399
3 502
827
731
1 849
1 991
616
1 004
986
669
1 461
4 564
2 474
38 088

Proportion
0.07
0.10
0.12
0.08
0.02
0.03
0.04
0.01
0.09
0.02
0.02
0.05
0.05
0.02
0.03
0.03
0.02
0.04
0.12
0.06
1.00

PLHIV
interviewed
33
46
57
39
7
13
20
5
44
10
9
23
25
8
13
12
8
18
58
31
480

to estimate the impact of COVID-19 of PLHIV in terms of
mortality, DALYs and QALYs. Avenir Health Spectrum
software version 6.06 (2021) was used to estimate the
impacts of COVID-19. Programme data that included
PLHIV receiving treatment, the lost to follow-up rate,
pregnant women receiving ART and programmes coverage,
demographic, survey and surveillance data were entered
into the system and processed.
Ethical issues
Written permission to conduct the study was obtained from
the Permanent Secretary of the Ministry of Health and Child
Care. Ethical approval of the protocol was obtained from the
Medical Research Council of Zimbabwe (MRCZ). Written
informed consent was obtained from all study participants.
The study observed COVID-19 containment measures and
protocols.
Results
A total of 437 PLHIV out of a target of 480 participated in the
study, giving a response rate of 91%. The majority of study
participants (67%) were female. Fifty-seven per cent of the
study participants were married and 65% had secondary
school as their highest level of education. In terms of
residence, 59% of the study participants were from urban
areas. With regard to economic status, 83% had an average
monthly income of less than USD 100 (Table 2).
A total of 319 (73%) study participants had been on
ART for more than five years. Out of the 437 respondents,
258 (59%) had not tested for COVID-19, citing being
asymptomatic (n = 124; 48%), feeling no need for testing
(n = 24; 9%), being committed to other personal businesses
(n = 14; 5.4%) and fear of the COVID-19 test itself (n = 13;
5%). Of the 179 study participants who reported that they
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Table 2: Sociodemographic characteristics of study participants
(N = 437)
Frequency
n (%)

Characteristics
Sex
Male
Female
Marital status
Married
Living together
Single
Widowed
Highest level of education
None
Primary
Secondary
Tertiary
Average monthly income (USD)
<100
100–500
>500
Area of residence
Rural
Urban
Religion
African traditional
Christian
Moslem
Other
Age distribution in years
>20
20–24
25–29
30–34
35–39
40–44
45–49
50+

142 (32.49)
295 (67.51)
252 (57.80)
4 (0.92)
83 (19.04)
76 (17.43)
15 (3.43)
119 (27.23)
285 (65.22)
18 (4.12)
365 (83.52)
67 (15.33)
5 (1.14)
178 (40.83)
259 (59.17)
13 (3.00)
405 (92.68)
2 (0.46)
17 (38.90)
7 (1.60)
27 (6.18)
27 (6.18)
34 (7.78)
66 (15.10)
79 (18.08)
75 (16.48)
127 (28.60)

AIDS deaths point estimate

had tested for COVID-19, eight (4%) tested positive. Of
the eight respondents who tested positive, six received
treatment at the health facility, while two received alternative
treatment. Two of the eight respondents that tested positive
for COVID-19 were hospitalised.
The average number of deaths per month increased
from 18 (SD = 5.2, p = 0.01) in the pre-COVID-19 era to
23 (SD = 8.1, p = 0.01) during the height of the COVID-19
period. The number of modelled deaths increased from
20 100 in 2019 to 22 200 in 2020 (Figure 1) and this resulted
in the disability-adjusted life years (DALYs) increasing from
4 176 800 in 2019 to 4 199 700 in 2020 (Figure 2).
There were 110 (25%) participants who reported that
they had faced some challenges in accessing HIV-related
services during COVID-19 lockdown. The challenges faced
by PLHIV during the COVID-19 period included fear of
COVID-19 infection at health facilities, long waiting periods,
non-availability of health care workers at health facilities,
transport challenges and lack of confidentiality. The average
number of clients initiated on ART per month declined from
324 (SD = 56.6, p < 0.001) during the pre-COVID-19 era to
186 (SD = 37.6, p < 0.001) during the COVID-19 era.
A total of 128 (30%) respondents reported having
developed negative psychological signs and symptoms
during the COVID-19 pandemic. Stress was the major
psychological condition which respondents experienced as
a result of COVID-19. Conditions such as drowsiness, chest
pain, headaches, weight loss, sharp pain and fatigue were
classified under general stress and trauma. This accounted
for 44% of all the symptoms and signs mentioned by the
respondents.
Ninety-four per cent of the participants reported that ARVs
and other medicines were available during COVID-19 and
six per cent reported medicine stock-outs of cotrimoxazole,
isoniazid and combivar. This was corroborated by key
informants who indicated an erratic supply of second-line
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Figure 1: Trends in AIDS-related deaths (Source: MoHCC, 2021a)
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Figure 2: Trends in AIDS-related deaths (Source: MoHCC, 2021a)

medicines (zidovudine, NVP and ATZ) and cotrimoxazole
for babies. These were experienced at Waterfalls Clinic,
Mabvuku Poly, Pumula Mission, Katanga Utano Clinic,
Magwegwe, Shangani, Mutapa and Beatrice rural hospital.
COVID-19 vaccination had been taken up by 280
(64.07%) participants, with 32 (11.47%) of the participants
receiving the first dose of the COVID-19 vaccine and 247
(88.53%) having had two doses by the end of October
2021. The study showed that 157 (35.93%) participants
had not been vaccinated. The major reasons for not being
vaccinated were vaccine hesitancy and scepticism and no
trust in the vaccines. Other reasons for non-vaccination
included pregnancy, unavailability of viral load results and
lack of interest.
Respondents in both rural and urban areas reported that
they could not easily access health services during the first
lockdown in 2020 because most service providers were
closed and travelling was restricted. Furthermore, instances
of forced disclosure of HIV status, stigma and discrimination
increased as PLHIV were required by the police to provide
evidence of being on treatment.
Study strength and limitations
Our study is strengthened by the fact that we minimised
selection bias through probability sampling. We also
triangulated the quantitative data with the qualitative data to
get nuanced descriptions of what PLHIV experience during
the COVID-19 period. To the best of our knowledge, this is
the first analysis of the impact of COVID-19 disruptions on
HIV outcomes among PLHIV, allowing us to better identify
how to minimise disruption impacts. Although our study tried
as much as possible to address its objectives, there were
some unavoidable limitations and these must be considered
for future research. Firstly, our study findings are established
on a self-reported basis and secondary data, which may
have had biased responses. Secondly, the views of some
PLHIV who could not travel to the interview venues due to
COVID-19 travel restrictions were not captured. Their views

could have made our findings different. Also, the results
of our study are more contextual to PLHIV in Zimbabwe.
Thirdly, we only studied people living with HIV irrespective
of stage of infection since we are implementing the test
and treat strategy and there is high ART coverage. The
treatment programme is doing well, therefore classification
according to CD4 threshold would not add much value since
most PLHIV have high CD4 counts.
Discussions
In total, 179 (41%) study participants were tested for
COVID-19 and only eight (4%) tested positive. This finding
of low COVID-19 prevalence among people living with HIV
agrees with Alinaghi et al. (2020a), who noted in a global
systematic review that receiving antiretroviral treatment
could reduce susceptibility to COVID-19 infection, or where
infection takes places, the severity might be less. This
finding also supports the reasons why participants were not
seeking testing for COVID-19. The 59% who were not tested
for COVID-19 said that they were asymptomatic (n = 124;
48%) and there was no need for testing (n = 24; 9%). On
hospitalisation, this study showed that there were only two
respondents who were hospitalised. This low hospitalisation
rate could be attributed to the low severity of COVID-19
among the people on ART as reported by Alinaghi et al.
(2020b).
Although Zimbabwe has recorded a continuing decrease
in deaths due to its comprehensive ART programme over
the years up to 2019, deaths did, however, increase from
20 100 in 2019 to 22 200 in 2020, which is related to the
disruption of ART service provision following the outbreak of
COVID-19 and the subsequent lockdown restrictions. This
finding is consistent with findings by various authors (Mirzaei
et al., 2021, Bhaskaran et al., 2020; Geretti et al., 2020)
that point to increased risk of death in the UK and across
the globe. What has not been ascertained, and therefore
points to a need for specific studies, is whether the people
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living with HIV who died during the COVID-19 era actually
died of COVID-19 or other complications. In this regard, it is
imperative that the COVID-19 response be programmatically
integrated with that of HIV to ensure that all relevant data is
collected.
We also note that there were significant years of life lost
due to premature mortality and years lived with a disability
due to COVID-19, which is consistent with findings by
Salinas-Escudero et al. (2021), showing that COVID-19generated DALYS pointed to a higher disease burden than
other conditions in Spain.
The most common psychological effects noted in this
study included difficulty in sleeping and eating, an increase
in alcohol consumption or substance use, a worsening
chronic condition, thoughts of suicide, stress, excessive
forgetting, always wanting to be alone and withdraw from
other people’s company, fear, drowsiness and loss of
attention, among others, which resonates with the findings
by Chenneville et al. (2020) in the US and Marbaniang et al.
(2020) in India. The overbearing presence of these effects
among PLHIV in the context of COVID-19 points to a greater
need for integration of counselling services in the COVID-19
and HIV response. Given the fact that these effects were
in part due to irregular drug supply, there is also a greater
need for facilities to dispense ARVs for longer periods during
emergencies which may or not be limited to COVID-19.
Study findings have indicated that due to COVID-19,
service delivery (especially provision of ART) was disrupted,
with the average number of clients initiated on ART per
month falling from 324 (SD = 56.6) in the pre-COVID era
to 186 (SD = 37.6) during COVID-19. This finding, which
is related to travel restrictions, reduced operating hours
and limited staff members at clinics, concurs with findings
by WHO (2020b), which showed treatment disruptions
affecting between 1% to 40% of people living with HIV in
countries that include Zimbabwe, South Africa, Namibia
and Botswana. The disruptions to treatment resulted in an
increase in the number of deaths of people living with HIV.
The average number of deaths per month in the pre-COVID
era was 18 (SD = 5.2) and during the COVID-19 era, it was
23 (SD = 8.1). This shows that the response to COVID-19
did not prioritise people with HIV and specific needs,
therefore highlighting the need for policy shifts that address
such situations in times of emergencies.
The study found that 97% of the study participants had
heard some information about the COVID-19 vaccines. The
uptake of these vaccines was 64%, which is higher than
the national average of 42%. Those who did not vaccinate
gave reasons such as pregnancy, unavailability of viral
load results, lack of interest and fear of side of effects. This
finding was congruent with a study in France by Vallée et al.
(2021) which demonstrated that 27.8% of 237 participants
expressed their hesitancy of COVID-19 vaccination owing to
fear of their chronic disease status and despite assurances
of safety.
Even though 97% had heard about vaccination and 64%
had actually been vaccinated, only 72% trusted the vaccines.
Those who did not trust the vaccine gave the reason as
fears of comorbidities like diabetes and hypertension which
prevented them from being vaccinated. This finding is not
consistent with WHO recommendations that all people living
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with HIV should be prioritised for early vaccination, including
those with co-morbidities such as diabetes, hypertension
and obesity, while having the comorbidities managed. This
finding shows that many have information on COVID-19, but
the information was wrong. This was also echoed during the
focus group discussion.
Conclusion
We determined that COVID-19 had various negative effects
among PLHIV, which included low ART initiation and
increased deaths. The calculated prevalence of COVID-19
among PLHIV was 4%, which probably is linked to the use of
ARVs whose effect on COVID-19 has been indicated to be
therapeutic. Although Zimbabwe has recorded a continuing
decrease in deaths due to its comprehensive ART
programme over the years up to 2019, deaths, however,
increased between 2019 and 2020, which is related to the
disruption of ART service provision following the outbreak
of COVID-19 and the subsequent lockdown restrictions.
In addition, we noted significant years of life lost due to
premature mortality and the years lived with a disability due
to COVID-19.
Study findings have indicated that due to COVID-19,
service delivery especially provision of ART was disrupted,
with the average number of clients initiated on ART per
month falling from 324 to 186. Stocks-out of second-line
ARVs were also noted. Other services affected included the
provision of condoms, which were in short supply, while STI
screening and TB treatment were not prioritised during the
waves of COVID-19. The health referral system has also not
been coherent. Due to continued lockdowns, people living
with HIV experienced mobility challenges to get to health
centres, passage at police road blocks and compromised
confidentiality at health centres as a result of COVID-19
response procedures, among other challenges.
The most common psychological effects noted in this
study included difficulty in sleeping and eating, an increase
in alcohol consumption or substance use, a worsening
chronic condition, thoughts of suicide, stress, excessive
forgetting, always wanting to be alone, fear, drowsiness and
loss of attention, among others.
The study indicated that 72% of participants had trust in
the vaccines and 64% had actually been vaccinated.
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Initial and subsequent waves of COVID-19 in Uganda disrupted the delivery of HIV care. In rural areas, village
health teams and organisations on the ground had to develop strategies to ensure that people living with HIV could
continue their treatment. It was necessary to take evolving circumstances into account, including dealing with
movement restrictions, constrained access to food and stigma due to anonymity being lost as a result of a shift from
health facility-based services to community-level support. Uganda has a long history of community-driven response
to HIV, although health systems and response programming have become more centralised through government and
donors to address political commitments to HIV treatment and other targets. The delivery system for antiretroviral
therapy was vulnerable to the impacts of COVID-19 restrictions and related circumstances. To understand the
continuum of challenges, and to inform ongoing and future support of treatment for people living with HIV, interviews
were conducted with HIV organisation implementers, health workers, village health team members and people
living with HIV. It was found that stigma was a central challenge, which led to nuanced adaptations for delivering
antiretroviral treatment. There is a need to strengthen support to households of people living with HIV through
improving community capacity to manage crises through improving household food gardens and savings, as well as
capacity to organise and interact with support systems such as the village health teams. In communities, there is a
need to evoke dialogue on stigma and to support community leadership on pressing issues that affect communities
as a whole and their vulnerable groups. There are opportunities to reawaken the grassroots civic response systems
that were evident in Uganda’s early response to HIV yet were lacking in the COVID-19 context.
Keywords: people living with HIV, village health teams, community mobilisation
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
The advent of the COVID-19 pandemic in early 2020 saw
many African countries implementing stringency measures
based on approaches adopted elsewhere. By late March
2020, Uganda had curtailed international travel, public
gatherings were restricted and lockdowns and curfews
were introduced. This call to action was led by President
Museveni who followed a top-down, militaristic and
rule-bound approach in March 2020 by declaring ‘war on the
virus’ and employing other evocative fear-based messaging
to support compliance with various restrictions — including
strict enforcement by the police and military (Atuhura,
2022). This approach contrasted sharply with the way that
HIV was addressed in the 1980s and 1990s. During that
period, the response AIDS was positioned as the ‘patriotic
duty’ of Ugandans at all levels through decentralised and
multisectoral leadership that was supported by culturally
and contextually relevant communication and actions at
community level (Green et al., 2006).

The initial impacts of the COVID-19 restrictions on
households were severe and included loss of income,
reduced access to basic necessities, constrained social
contact and limited access to health and other services. In
western Uganda, it was found that during the early period
of the epidemic, non-farm income declined by 60%, food
purchases declined by 50 per cent and household savings
were considerably depleted (Mahmud & Riley, 2021). In
slum areas around Kampala, access to income, food and
health services declined in conjunction with increased
vulnerability to teenage pregnancy, domestic and sexual
violence, drug abuse and school drop-out (Nuwematsiko et
al., 2022).
Significant impacts on people living with HIV due to
COVID-19 in sub-Saharan Africa were predicted — in
particular, due to constraints related to the provision of HIV
services. A modelling study suggested that interruptions
in access to antiretroviral therapy (ART) would lead to
increased mortality of people living with HIV and increased
mother-to-child transmission of HIV if disruptions were
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sustained for six months or more. Interruptions to condom
supplies and peer education would also contribute to
increases in new infections (Jewell et al., 2020).
For Uganda’s 1.5 million people living with HIV, food
shortages during COVID-19 posed challenges for ART
adherence. The ART delivery system was also vulnerable
to restrictions on movement and lapses in virological
suppression had the potential to increase transmission of
HIV (Kagimu et al., 2021).
In response to the emerging crisis, the Ugandan Ministry
of Health offered various guidance (Uganda Ministry of
Health, 2020). For example, although clinics were impacted
by reductions in staffing and supply chain concerns, district
teams were encouraged to lead ongoing service provision
and to make use of cellular telephones, toll-free helplines
and the internet to coordinate activities. Maintaining links
to networks of people living with HIV and civil society
organisations was encouraged and multi-month dispensing
(MMD) of HIV medicines, irrespective of age and viral load
considerations of people living with HIV, was proposed. It
remained that some services needed to be delivered through
health facilities — for example, new initiations of ART,
support to people on the intensive phase of tuberculosis
(TB) treatment and ART for pregnant and lactating mothers.
Community mobilisation activities, facility-based support
groups, HIV testing and medical male circumcision services
were put on hold.
Concerns of people living with HIV during this period
related to difficulties travelling to health facilities and fear of
contracting COVID-19 at HIV clinics. In some communities,
taxi drivers were hired to pick up medications in conjunction
with peer-based collection and distribution. Some people
living with HIV moved in with relatives or friends who
lived closer to HIV clinics to facilitate their access to ART
(Linnemayr et al., 2021).
Uganda ranked 195th for recorded COVID-19 cases
and 183rd per one million population out of 226 countries
in July 2022. By 8 July 2022, a total of 168 169 cases had
been recorded, with 3 622 deaths. The epidemic has been
relatively stable in the country, with three distinct high
incidence waves peaking in December 2020, June 2021
and January 2022 (Worldometers, 2022). The COVID-19
restrictions imposed in March 2020 were relaxed in June
2020. A second lockdown period ran from June 2021 to
August 2021. A curfew that was imposed in March 2020 ran
for nearly two years and was lifted in January 2022.
In the early 1990s, Uganda was among the first countries
in the world to have achieved success in reducing HIV
prevalence through changes in behaviour underpinned
by an indigenous response that was driven through
government leadership and decentralised community
mobilisation. Key on-the-ground actors included community
activists, non-governmental organisations, faith-based
and other community groups and people living with HIV.
This mobilisation was supported under the auspices of
the multisectoral Uganda AIDS Commission and new HIV
infections had declined substantially by 1994 (Green et al.,
2006).
The AIDS Support Organisation (TASO), which grew out
of support groups of people living with HIV in the late 1980s,
expanded its reach across Uganda’s districts, providing
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counselling, care and support to peers and families
affected by HIV — largely following organically developed
approaches for providing assistance to people in need
(Kaleeba et al., 1997). An important aspect of reducing AIDS
stigma in Uganda at the time was the voice of singer and
activist, Philly Lutaaya, who openly declared his HIV-positive
status, prior to passing away in 1989. His song, ‘Alone
and frightened’, included a call to action and he played an
important role in destigmatising AIDS and contributing to
people living with HIV and communities coming together to
substantively address HIV (Kalibala et al., 1997).
While community-based organisations remained central
to Uganda’s response, in the later 1990s and beyond, the
country’s early successes attracted donors, which in turn
led to reshaping the priorities and implementation of the
country’s response (Slutkin et al., 2006). HIV response
through government-led programmes and donor-supported
activities increasingly predominated and centralised
responses through government infrastructure, research
organisations and larger non-governmental organisations
were entrenched. A focus on HIV treatment was prioritised
following commitments to achieving the 90–90–90 targets
for 2020 — 90 per cent of people living with HIV know their
HIV status, 90 per cent of this group are on ART and 90 per
cent of those who are on treatment are virally suppressed.
These efforts bore fruit and Uganda was among 14
countries globally that achieved the targets in 2019, as well
as making progress towards various other globally aligned
HIV measures of progress (UNAIDS, 2020).
Decentralised approaches to addressing HIV treatment
remain important, although it is unclear to what extent they
prevail in community settings in Uganda — in particular,
with regard to addressing the rapidly evolving COVID-19
epidemic in the country and various restrictions that were
imposed.
Methods
Philly Lutaaya Cares is an organisation based in the Gomba
District of Uganda established in 2014 in memory of the
musician by his daughter. The organisation focuses on
strengthening capacities of vulnerable communities through
building collective responsibility and social capital to address
HIV.
Village health teams (VHTs) were instituted in Uganda
in the late 2000s and volunteer members are recruited
following a community consensus-building approach.
VHTs are supported through district health structures and
their work is strengthened through partnerships with health
workers and community-based organisations (Mays et al.,
2017).
To support planning and programming following multiple
waves of COVID-19 at community level, including through
Philly Lutaaya Cares, a series of interviews were conducted
to explore experiences of HIV treatment in the COVID-19
context and to inform future community-level activities,
including pandemic and other crisis preparedness.
Telephone and in-person interviews were conducted
by a researcher in two phases during April and May 2022
with participants who were drawn from Kanoni town and
nine villages in the Gomba district. The questions explored
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responses to HIV at community level during the initial
period of the COVID-19 epidemic in villages in the Gomba
district as well as lessons learned in the subsequent
period. Participant recruitment was undertaken through
Philly Lutaaya Cares via a contact list and short message
system (SMS) enquiries. The emerging sample of 32 people
included health workers, people living with HIV, members
of Philly Lutaaya Cares involved in implementation and
members of a village health team (VHT) — some of whom
were themselves living with HIV.
This undertaking set out to inform programming falling
within the definition of non-research and formal approval
from an ethics review board was not sought. However,
ethical principles were applied in conducting the interviews.
Community entry was facilitated through permission from
local authorities. Participation was voluntary and confidential
and prospective participants were advised that they had
no obligation to participate in the activity, or could stop
the interview at any point. Verbal consent was obtained.
The interviews were mostly conducted in Luganda and
discussions were documented through a combination of
digital recording and note taking to facilitate translation
into English. The data was coded into themes using
HyperResearch.
Findings
Prior to the COVID-19 epidemic, members of Philly
Lutaaya Cares were mainly involved in providing support
to adolescents, e.g. vocational skilling, and supporting the
Uganda AIDS Commission with advocacy activities. VHT
participants in the Goma district indicated that they were
mainly involved in supporting the health of children, providing
training in family planning and encouraging community
members to join village savings and loans groups. Following
the announcement of COVID-19 restrictions, they extended
their roles to support HIV treatment, including dispensing
antiretroviral drugs (ARVs), encouraging ART adherence
and making referrals to local health facilities.
The existence of the local VHTs on the ground is a
bonus. They know the people and the people trust
them, hence being able to deliver a good service
and encourage adherence by bringing the service
closer to those in remote areas (implementer, Gomba
district).
Barriers to HIV treatment
Barriers to HIV treatment following the initial COVID-19
restrictions included challenges related to freedom of
movement, stigma related to home visits, reduced access to
food and health-related referrals.
Movement restrictions
Maintaining consistent access antiretroviral drugs (ARVs) for
people living with HIV was an immediate challenge. During
the early period of the COVID-19 epidemic, health facilities
had sufficient stocks of ARVs, but some people living with
HIV had run out of drugs. Although mobile units had been
established in the district to assist with door-to-door delivery
of ARVs, including multi-month dispensing, this process was
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slow and ineffective due to the time necessary to travel to
sparsely distributed rural households.
Given that people were expected to be homebound,
suspicion was cast on anyone moving around the
community, particularly if they were unknown. As a VHT
member in Kisoga Namuyovu village observed: “We lacked
uniforms to identify ourselves as VHTs and at times without
proper identification one can be met with hostility”.
While boda bodas (motorcycle taxis) are ubiquitous in the
district, their movement was restricted and also curtailed
during times of curfew. This led to VHT members walking
long distances to support ART distribution. People living with
HIV were also discouraged from moving about and were
isolated from their support networks as a result. Health care
workers in Kanoni noted that peer support to adherence was
lacking. Communication between people living with HIV was
hampered by a lack of access to cell phones. As a person
living with HIV in Kasaka Village observed: “There were no
network or group meetings held because it was a lockdown
and getting support through group dialogue was difficult”.
Due to stigma concerns, some people living with HIV had
registered at distant health facilities prior to COVID-19 so
that they could access treatment with a higher likelihood of
confidentiality. However, this meant that they were excluded
from local health care facility lists of people eligible to
receive ARVs when lockdowns were imposed. Patient files
were also not easily transferred between health centres. As
a person living with HIV in Kanoni Town observed:
Those who pick up prescriptions from outside their
locality were disadvantaged since they were not
accounted for on the local lists. They did this because
they feared disclosing close to home, worrying that
people might find out about their status.
Not being able to easily access health facilities posed
challenges for women living with HIV who were pregnant,
including accessing care for delivery. One participant
described how she had opted to be assisted by a traditional
birth attendant during delivery, even though she was worried
about the risks of transmitting HIV. She later discovered that
her infant was HIV positive:
My worry could not be resolved until the time
COVID-19 stopped and I brought my child to the
health facility for testing. At first my child tested
negative but the second time, the test was positive
(woman living with HIV, Kimbo village).
Her concerns also extended to fearing another wave of
COVID-19 which would potentially limit access to treatment
for herself and her infant.
Stigma
Since visits to health facilities were impractical for many
people living with HIV, health workers undertook home visits
that included drug deliveries and counselling. However, fear
of being identified by others in one’s community as a person
living with HIV was stressful.
Some of the patients didn’t like the home visits by
health providers since they wanted their privacy
kept. And this was aggravated by the fact that during
the lockdowns, the communities were very vigilant
in identifying people who weren’t from the locality
(health worker, Gomba district).
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Such concerns also applied to people living with HIV who
had not disclosed their status to their partners or families. As
a health worker in Nkwale observed: “By the time COVID-19
happened, they had not disclosed their HIV status to their
sexual partners and they did not want them to find out”.
Access to food
While there was a strong emphasis on ARV delivery, the
need for nutritional support for people living with HIV was
less comprehensively addressed. While food parcels and
drugs were distributed through local organisations including
the Rakai Health Sciences Program and Philly Lutaaya
Cares, resources were modest and supply uneven. As a
VHT member in Mpunge village observed: “Sometimes you
find women with children asking for food from the VHTs, yet
they do not have more than what is theirs to give”.
Loss of employment due to COVID-19 limited the extent
of food shortages and while backyard food gardens had
previously been established to supplement access to food,
these were not suited to meeting immediate needs.
Referrals
VHTs indicated that they had put a number of processes
in place to support access to health care for people living
with HIV. For example, they worked closely with doctors at
nearby health facilities, who received reports on individual
people living with HIV who could then be supported through
referrals. However, such arrangements were not always
clearly communicated to people living with HIV due to the
distances between households. While cell phones were
available to health workers, VHTs and some people living
with HIV, communication was inconsistent.
People living with HIV were also interested in receiving
detailed information related to their treatment and about
the symptoms of COVID-19 — neither of which could be
comprehensively provided to VHTs who had not received
training. Viral load monitoring was difficult to implement as it
required visits to health centres.
Facilitators of HIV treatment
Strategies to resolve barriers fell to health workers, VHTs
and people living with HIV. Regular meetings between
VHTs and representatives of people living with HIV were
introduced to improve understanding of challenges and to
improve support:
People living with HIV held meetings and then brought
forward ideas to the VHT. The VHTs raised these ideas
with their co-ordinator and we then had meetings to
find solutions (VHT coordinator, Gomba district).
To address movement restrictions in Kanoni village, VHTs
registered a boda boda with the police to allow them to move
between health centres and villages during times of curfew.
Others considered using their own funds to hire vehicles
given that up-front allowances were not provided. However,
the likelihood that it would take a long time to be reimbursed
for such expenditures discouraged such actions.
The problem we faced is that medicine wasn’t easy to
get due to poor availability of transport. You could put
in your money [to assist] but it takes a long time to be
paid back (VHT coordinator, Gomba district).
Multi-month dispensing of drugs was also implemented:
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Since the lockdown was in effect, they couldn’t move
long distances to ensure access to drugs all the time.
Drugs were therefore given for a longer period in
terms of doses (health worker, Kinoni village).
Taking note of the need to be discrete when conducting
home visits, health workers and VHTs took conscious steps
to avoid exposing the identities of people living with HIV.
As a VHT member in Nkwale village observed: “I feel bad
because sometimes I have to do things in secrecy since
these people don’t want their dear ones to find out”. Another
reported being concerned about partner violence in the
event of unintentional disclosure:
To eliminate violence in homes, I could not allow the
husbands to know that their wives are HIV positive.
I had to look for safe means for these people to get
drugs in a confidential way. (VHT member, Mpunge).
In some instances, people living with HIV were able
to collect ARVs from the home of the VHT member.
Arrangements were also made for representatives of groups
of people living with HIV to collect ART from health facilities,
thereby reducing the likelihood that their status would be
revealed in their community. Savings groups were started to
raise money for transport. To address food supply concerns,
backyard gardens were initiated or expanded. Food parcels
were also available through government and organisational
sources.
People living with HIV appreciated the efforts made by
the VHTs, noting their vital role in ensuring that ARVs were
received on time and that trust had been developed through
interpersonal contact. As a VHT member in Mpunge village
observed: “The way I talk to these people helps them to
feel stress free because I gave them courage to take drugs
in time”. Appreciation was also voiced regarding support
from organisations, health workers and VHTs that was
described as going “above and beyond” in ensuring that they
had access to ARVs and food provision and support that
‘really kept the spirits up’. VHTs were also encouraged by
the support they received from district officials and through
organisations like Philly Lutaaya Cares.
VHTs noted that they had learned to care for people living
with HIV in the COVID-19 context, especially regarding
ensuring access to treatment — although it was said that
better preparations were needed to support the distribution
of drugs. VHTs were motivated by a sense of duty and their
recognition that the health of people living with HIV could
be severely impacted if they did not make an effort to help.
It was also important to be humble and to stand together
without fear to care for each other. The capacity to be flexible
and to quickly make adaptations was also emphasised.
Key elements identified to prepare for future crises
included having contingency plans for transportation, having
lists of contact numbers of people living with HIV and support
networks, saving money, improving access to cell phones
and being consistently vigilant of changing circumstances.
Facing challenges together strengthened the resolve of
VHTs: “There was a sense of togetherness between VHTs
and peers because of the strife which unified them” (VHT
member, Kisoga Namuyovu village).
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Discussion
The interviews with service providers and people living
with HIV reflect a series of unanticipated impacts related
to accessing HIV treatment that flowed from COVID-19
restrictions. While the Uganda Ministry of Health had
considered some impacts resulting from the epidemic
response, including addressing supply chain concerns,
improving district outreach and increasing the utilisation
of cellular phones, there were a number of unpredicted
outcomes. Ensuring that ART was available at health facilities
did not overcome restrictions on movement during lockdowns
that prevented people living with HIV from accessing clinics.
And while strategies such as multi-month dispensing have
the potential to reduce the need for regular visits to health
facilities, ART needs to be dispensed in the first instance.
Some people living with HIV had faced personal
circumstances that had dire consequences. For example,
being registered for ART at more distant health centres
inhibited access to ARVs, and in the case of a woman living
with HIV who was pregnant, delivering a baby without the
necessary HIV preventive care that possibly contributed to
her infant contracting HIV.
The ongoing stigma associated with an HIV-positive
diagnosis was surprising in the context of Uganda’s
longstanding and successful response to HIV, including
high levels of performance against the 90–90–90 targets.
Stigma concerns prior to COVID-19 contributed to the
people living with HIV seeking treatment at more distant
health facilities to avoid having their HIV status exposed to
their community. And while this strategy may have reduced
the likelihood of exposure to stigma, it was unviable in the
COVID-19 context. Not only could distant facilities no longer
be accessed due to movement restrictions, but patient files
were not readily transferred to nearby facilities, given that
an unknown case history limited the ability of these facilities
to allocate ARVs to a person living with HIV. ART provision
in a clinic setting provides some degree of confidentiality,
no matter the proximity to one’s place of residence, and the
shift to home-based visits by health workers and VHTs was
immediately intrusive and exposing.
Food insecurity was an immediate and pressing issue that
was not easily resolved. Although some people living with
HIV had established backyard food gardens, yields could not
be increased in the short term. Food insecurity undermines
ART adherence due to various factors, including side effects
being exacerbated when the drugs are taken without a meal
and delays accessing food disrupts the timing of medication
intake (Weiser et al., 2010). Access to food parcels via local
organisations at least ameliorated the immediate situation and
it was fortunate that lockdown periods were not sustained.
In the context of a rapidly evolving COVID-19 epidemic,
VHTs were an immediately available human resource to
support ongoing access to ART. They were also personally
motivated to be part of solving the emerging challenges.
However, in the Gomba district, much of the support they
delivered involved working independently to address the
problems they faced without comprehensive support. For
example, although mobile units had been set up to support
access to treatment in the district, there was a need to
coordinate with VHTs at community level to overcome
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the efficiency challenges imposed by distance. VHTs
themselves had to improvise and come up with solutions to
address transport and other challenges, knowing that drug
supplies were available at health centres and that timely
delivery was needed.
While some studies have found that HIV disclosure at
community level does not have a bearing on ART adherence
(George & McGrath, 2019), the circumstances of community
distribution of ARVs exposes people living with HIV who
have not disclosed their status widely, including to their
sexual partners. And while openness about one’s HIV status
to health workers at health facilities is required to access
ART, disclosure beyond that point is a matter of personal
choice that is weighed according to personal circumstances
and preferences.
Community-level stigma has a bearing on disclosure of
HIV status. For example, the findings of the People Living
with HIV Stigma Index 2.0 survey conducted in Uganda
in 2017 found that 37% of people living with HIV had
experienced stigma in the past 12 months, including gossip
and verbal and physical harassment (Friedland et al., 2020).
In other communities in Uganda in the COVID-19 context,
ART was delivered to a central point in the community,
which allowed for collection by people living with HIV, as
well as peer-based distribution or delivery by health workers
personally (Zakumumpa et al., 2021). Stigma was, however,
noted to be a challenge when deliveries were made to an
incorrect address, or when vehicles branded with the logos
such as those of TASO were used for distribution.
In the Gomba district, HIV-related stigma concerns were
stressful for people living with HIV, health workers and VHTs
alike. Service providers readily noted the sensitivities at play
and household visits were either done discretely, or other
strategies were introduced to ensure that the privacy of
people living with HIV was maintained.
The efforts of community organisations, health workers
and VHTs were ultimately appreciated and there were
meetings at district level to discuss how problems could
be solved. In a number of instances, health workers and
VHTs developed innovative solutions as problems emerged,
exemplifying humble and courageous attitudes and focusing
on providing support through a unified effort.
Conclusion and implications
These findings are intended to inform planning and
programming for organisations in the Gomba district of
Uganda and are not intended to be generalisable to other
settings. However, the insights and lessons learned have a
bearing on support to broader ART delivery.
Following the lack of pandemic preparedness globally,
initial responses to COVID-19 epidemics in many countries
were top-down and heavy handed, with little comprehension
of the implications of movement restrictions on social life and
on the health of people with chronic conditions such as HIV.
While a sound infrastructure has been developed in Uganda
that was efficient to the extent of meeting the 90–90–90
targets, the ART delivery system was vulnerable to the
impacts of COVID-19 restrictions and related circumstances.
Uganda’s long-standing exemplary multisectoral and
community leadership of the HIV response appears to
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have dwindled over time, as exemplified, for example, by
the ongoing concerns about HIV-related stigma and the
lack of any apparent response at community-level, apart
from through the district health system, VHTs and a few
organisations. The top-down orientation and uniformity of
COVID-19 restrictions provided limited opportunity for local
adaptation and this impacted on the needs of people living
with HIV for continuum of care and other support.
For the organisations such as Philly Lutaaya Cares, there
are opportunities to strengthen support to households of
people living with HIV through improving their capacity to
manage crises. This includes providing complementary
assistance to formal and community health systems,
and, importantly, considering ways to respond quickly to
emerging gaps. Additionally, and especially with reference
to the core values of Philly Lutaaya Cares, there is a need
to focus on overcoming HIV-related stigma at district level,
including exploring the specific concerns of people living
with HIV when it comes to disclosure of one’s HIV status.
While the concept of pandemic preparedness might be
considered as an instrumental necessity for future work in
the HIV field, it should be borne in mind that future crises
will inevitably include stressors and concerns that are not
necessarily diseases, for example, the existential threats
to food security due to climate change, or the knock-on
effects of political instability, conflicts and wars. In relation to
preparedness, therefore, there is an opportunity to reawaken
the grassroots systems that were evident in Uganda’s early
response to HIV and that were lacking in the COVID-19
context. The responses by VHTs illustrate that the spirit of
voluntarism and humanitarian values can be combined with
creative and innovative solutions to support the health of
people living with HIV.
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Introduction: Globally, control measures have been communicated to reverse the COVID-19 pandemic. In Uganda,
as soon as the first case of COVID-19 was identified, strict lockdown measures were enforced, including a ban on
all public and private transport, night curfew, closure of schools, and suspension of religious and social gatherings
and closure of non-essential shops and markets. These measures affected access to health services, which could
have been worse for older people living with HIV (PLHIV). In this study, we explored how COVID-19 affected the
health and social life of older PLHIV.
Methods: We conducted a qualitative study in HIV clinics of two hospitals in Uganda. We completed 40 in-depth
interviews with adults above 50 years who had lived with HIV for more than 10 years. The interviews explored the
effect of COVID-19 on their health and social life during the lockdown. We analysed data thematically.
Results: The overarching themes regarding the effects of COVID-19 on older adults living with HIV were fear and
anxiety during the lockdown, lack of access to health care leading to missing HIV clinic appointments and not
taking their ART medicines, financial burden, loss of loved ones, and effect on children’s education. Some patients
overcame health-related challenges by sending motorcycles to their health facilities with their identifying documents
to get the medicines refilled. Some health care providers took the ART medicines to their patients’ homes.
Conclusion: The COVID-19 lockdown negatively affected the health and social well-being of older PLHIV. This calls
for strategies to improve HIV care and treatment access during the lockdown to sustain the HIV program gains in
this vulnerable population.
Keywords: COVID-19, HIV, living with HIV, less-developed country, ageing with HIV
This article is part of a special issue on AIDS in the time of COVID-19

Introduction
COVID-19 has impacted many people’s lives, especially
those living with chronic conditions like HIV and AIDS
(Nyashanu et al., 2021). People living with HIV require a
functioning health care system, good sanitation and hygiene,
safe water, and a healthy food supply. During the COVID-19
pandemic, it became very difficult for people to maintain their
jobs leading to the deterioration of the economy and public
health services. More importantly, crucial institutions like
the health sector were constantly pressurised due to many
people presenting with ill health due to COVID-19 and other
comorbidities, thereby failing to respond adequately to the
population’s health needs (Radbruch et al., 2020). With the
advent of the COVID-19 pandemic, many communities and
social networks fell apart, leading to individuals experiencing
difficulties in sustaining their livelihoods. In response to the
impact of the COVID-19 pandemic, many countries instituted
a lockdown to arrest the spread of COVID-19 infections

across populations (Hussein, 2020). Most of the services
were halted during lockdown while people were instructed
to stay indoors. This had dire consequences, especially in
low and middle-income countries (LMICs), where access
to nutrition and health services for the wider population
became a challenge. Difficulties in access to health services
and food supplies were more pronounced among the elderly
populations, especially those with chronic conditions and
living alone (Chen, 2020).
HIV is still a persistent global health problem, particularly
in LMICs, where the health infrastructure is weak and, at
times, non-existent (Afriyie, Asare, Amponsah, & Godman,
2020). It is, therefore, important that this vulnerable group
of people in communities need urgent protection from
COVID-19 while receiving adequate care for HIV. However,
a lot of work still needs to be undertaken in many LMICs
to stop the spread of HIV and keep an adequate supply of
Anti-retroviral drugs (ARVs), especially during the current
COVID-19 pandemic (Nyashanu et al., 2021). People living
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with HIV during the pandemic are running out of life-saving
drugs due to quarantine and lockdown, which are meant to
contain the spread of COVID-19 (World Health Organization,
2020). In many LMICs, most PLHIV do not know where
to collect their ARVs owing to the closure of some health
facilities due to lockdown. In many circumstances, the
lockdown imposed by governments does not clearly outline
how PLHIV are to collect their medication leading to many
people running out of medication with a high possibility of
relapsing (Ko et al., 2011). Furthermore, in many LMICs,
there are no special visits or home follow-ups by health
professionals for older people living with chronic conditions
rendering them even more vulnerable during the COVID-19
pandemic.
The difficulties for PLHIV are also compounded by the
stigma in many communities leading to many people being
afaraid to collect medication from health facilities that they
have never used before (UNAIDS, 2020). Furthermore, in
some circumstances, total lockdowns had also prevented
PLHIV, who had travelled away from their homes areas
and failed to return, from accessing ARVs Adherence
to anti-retroviral treatment (ART) is very important in
ensuring viral suppression and is strongly associated with
improved survival rate among PLHIV (Hansana et al., 2013).
COVID-19 lockdown may result in suboptimal adherence to
treatment for PLHIV, associated with virologic, immunologic
and clinical failure, thereby increasing the risk of resistance
to first-line ARVs.
The current improvement of ART means that many people
are living longer with HIV (Oguntibeju, 2012). This has led
to the emergence of older people in the HIV demography.
However, although there are well developed paediatric,
adolescent and adult HIV care services in many health
systems across the world, there is a lack of geriatric HIV
care services in many places, including sub-Saharan Africa.
This has exacerbated the plight of older PLHIV amidst the
COVID-19 pandemic. Considering the above assertions, this
study set out to explore the effects of COVID-19 on older
adults, 50 years and above, living with HIV in Uganda.
Methods
Study design
This was an exploratory qualitative study
Study setting
Participants were recruited from one district hospital and one
regional referral hospital. Both hospitals were public health
facilities. The health facilities offered HIV services, including
voluntary counselling and testing (VCT), prevention of
mother-to-child transmission (PMTCT), voluntary medical
male circumcision (VMMC), provision of antiretroviral
therapy (ART), and the management of HIV-related
comorbidities including TB, cardiovascular disease, chronic
kidney disease, osteopenia, osteoporosis, hepatic disease,
and cancer.
Sampling strategy
Participants were purposively selected from the public health
facilities. The participants were 50 years old and above and
had been on ART treatment for at least 10 years.
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Participant selection
The researchers recruited 40 participants from August to
September 2020. Participants were purposively selected
from the public health facilities. The inclusion criteria were
a willingness to participate in the study and participants had
to be 50 years or older and had been on ART for 10 years
or longer. Participants gave individual written consent before
voluntary participation. The researchers explained the
purpose of the study and sought the consent of participants
to take part.
Data collection procedures
Before data collection, an in-depth interview guide was
pretested among older patients living with HIV at another
clinic. Socio-demographic characteristics were obtained
from study participants. The study employed semi-structured
in-depth interviews (IDIs) to collect data to understand
the effect of COVID-19 on their social life and access to
treatment. The research team conducted IDIs in a private
meeting room at the health facility. Each IDI lasted between
45 minuts and one (1) hour. The lead researcher, who had
10 years’ experience in conducting qualitative studies,
conducted the in-depth interviews. An interview guide with
open-ended and probing questions was used to collect data.
Participants decided whether to take the interview in English
or the local language. All interviews were audio recorded.
Data collection stopped when no significant new information
emerged from interaction with the participants.
Data management and analysis
Data were transcribed verbatim, and transcripts were
returned to participants for comments and corrections. A
language expert translated the approved transcripts into
English. Two researchers coded the data independently,
identified and highlighted concepts and key phrases, and
obtained emerging themes. The codes were aggregated
into themes (groups of word patterns or phrases with similar
meanings) to describe the experience of older PLHIV
with regard to the COVID-19 pandemic. The NVivo 10, a
software package, was used to manage the data. Data
analysis involved the evaluation of audio recordings and field
notes to transcribe the data. The transcripts were analysed
thematically as described by Mays and Pope (2000). Data
analysis employed the constant comparative method
to analyse codes or meaning units (recurrent patterns
statements, words or phrases with similar meaning or
interpretation) across the dataset (Basit, 2003; Wong, 2008).
Representative quotes from participants derived from the
individual transcripts were included to illustrate the source
of interpretations of information. The researchers were
careful to avoid compressing the data too much to retain the
richness and distinctiveness of the findings. All text excerpts
were de-identified. A sample of participants provided
feedback on the findings to enhance the trustworthiness and
credibility of the data analysis.
Ethical clearance
Permission to conduct the study was obtained from the
Makerere University School of Health Science Research and
Ethics committee (MAKSHSREC-2021-104) and the Uganda
National Council of Science and Technology (HS1759ES).
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All participants gave written informed consent to participate.
The consent was obtained at the time of their ART refill.
Any information shared about unpleasant experiences
from previous experiences was discussed in an empathetic
manner. All participants were aged 50 years and above.
Participants who seemed emotionally aﬀected by the recall
of unpleasant experiences were counselled. Participants
were assured that they were free to participate and that if
they declined, their decision would not aﬀect the due care
that they were entitled to.
Results
The study found that older adults living with HIV during the
COVID-19 pandemic were affected by the following: fear
and anxiety, financial burden, access to health care, loss of
loved ones and loneliness.
Participants’ characteristics
Participants were aged 50 to 71 years. Half (20 or 50%)
were married, and all had spent 10 years or more on ART
and had acquired HIV through sexual intercourse (Table 1).
Fear and anxiety during the lockdown
Fear and anxiety are common emotions experienced by
older people ageing with HIV. This was due to uncertainty,
worry, and the risk of getting COVID-19 and losing loved
ones, as expressed by the following participants:
Our children are in the city, and you hear that
COVID-19 is killing masses every day, and yet your
son/daughter is in that pool of COVID-19. So that
alone creates a lot of tension and fear in you, which
can make you fail to eat or even to fail to do your
routine activities.
Many people are dying…I might also catch
COVID-19 and die….
Financial burden
The older PLHIV experienced financial problems mainly
because there was a total lockdown and some businesses
were closed, transport means were limited, so they couldn’t
move their goods and services.
COVID-19 has affected us because some of us have
been doing business in town; we left the business yet
have been earning from them. Like the low-income
earners, we would do for them some work, and
they pay us some money. But now all people are at
home, and there is no money! So you cannot even
buy sugar or other things to use at home.
Some of the older PLHIV were supported by their children
who lived in the cities but during the total lockdown; they
couldn’t make money to support their parents:
COVID-19 has affected our finances because those
days, my children would go and make some money,
and they could share with me. But because they
have not also been working, they have nothing to
give me.
My grandchildren used to send me some money,
but they were unable to send me because they were
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Table 1: Socio-demographic characteristics of participants (N = 40)
Variable
Age
50–54
55–59
60–64
65–69
70–74
Sex
Male
Female
Marital status
Married
Single
Divorced/separated
Widowed
Religion
Catholic
Anglican
Muslim
Born again
Level of education
None
Primary
Secondary
Tertiary/university
Employment status
Employed
Unemployed
Number of children
0–4
5–9
10–14
15–19
Time since HIV diagnosis (years)
10–14
15–19
20–24
Time since ART initiation (years)
10–14
15–19
20–24
How were you infected with HIV?
Unprotected sex

Frequency

Percentage

17
11
8
3
1

42.5%
27.5%
20%
7.5%
2.5%

19
21

47.5%
52.5%

20
2
9
9

50.0%
5.0%
22.5%
22.5%

26
9
2
3

65.0%
22.5%
5.0%
7.5%

5
18
9
8

12.5%
45.0%
22.5%
20.0%

30
10

75.0%
25.0%

23
14
2
1

57.5%
35.0%
5.0.0%
2.5.0%

18
18
4

45.0%
45.0%
10.0%

21
17
2

52.5%
42.5%
5.0%

40

100%

not working. My daughters who are abroad were
no longer working. They can no longer send me
money because they are also not working. One was
supposed to come back in June this year, but the
airports were closed, so I don’t know now when she
will come back.
Other older people tried to diversify their source of income
like one below:
COVID-19 has not affected me greatly. Maybe it
affected my business. But after the lockdown, I went
back to my garden and grew my crops.
Access to health care
Access to health care was difficult, especially during the total
lockdown when transport ceased and businesses closed.
This led to missing clinic appointments as mentioned:
With the interferences in transport, people could not
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pick up their medicines, and many missed their clinic
appointments.
Not everyone stays in town here, some come from
villages. I think some even missed it because of
transport means. Now, like women who would
not ride motorcycles, they couldn’t come. The first
lockdown was really bad, but at least this last one
because they would give you a letter and move
on a motorcycle. In the first one, people could not
move completely! And the other thing, people do not
want to be known that they are HIV positive. When
someone comes with a motorcycle, they tell them to
wait for them a distance, so I think that affects health
care. But for my wife and me, we were lucky that by
the time lockdown started, we were found with our
medicines and also knew how to ride a motorcycle. If
I had any problem, I would ride and come!
Others could access the medicine but were unable to take
it because they didn’t have food and it is an instruction from
the clinic to take their ART after taking food:
We were taking our drugs very well without any
challenges, but during this COVID period, we got
challenges in feeding. So, we used not to take it
consistently, sometimes you don’t get food on time,
and you wait for some time before taking the drugs,
sometimes you take the drugs without food.
Loss of the loved ones (family and friends)
A lot of people died during the COVID-19 pandemic. Some
of the participants lost their loved ones, and they were
robbed of the opportunity to say their goodbyes, and most of
them were emotionally drained:
Some of our colleagues have died because of failure
to pick medicine…It is really difficult when you are
old like me and trying to make ends meet.
Some people got the COVID and died. Even my
people died! And we did not have an opportunity to
go for burial and pay their respect.
Loneliness
Most of the research participants reported feeling lonely
as they could not visit family and friends due to COVID-19
restrictions that had been put in place:
I was literally living on my own. Days and nights
were really long for me…at the same time, I felt
lonely and depressed. I would never want a repeat
of these days.
COVID-19 pandemic made me feel unwanted
as no one visited me for just a chat…still more,
I was not allowed to visit my close friends, even
the neighbours. I have never experienced such
loneliness in my entire life.
Discussion
Fear and anxiety were common during the COVID-19
pandemic due to the uncertainty and fear of contracting
COVID-19 which had no vaccine (Nyashanu et al., 2020).

Furthermore, fear and anxiety proved to be prevalent among
older adults living with chronic conditions like HIV (Barbera
et al., 2021). In this study, the participants reported fear and
anxiety of contracting COVID-19 and having no one around
to support them. They also said they experienced feelings
of uncertainty and worry at the time. Considering these
findings, the central government needs to develop a service
that will see a smooth transfer of PLHIV from adult HIV care
to geriatric HIV care through the Ministry of Health. Such
a service can be vital in meeting the needs of older PLHIV
during emergency times like the COVID-19 pandemic. There
is also a need for a community initiative to provide support to
older PLHIV to counter fear and anxiety. Such support can
include befriending older people, occasional visits and taking
them out for a walk.
The financial burden and constraint were one of the
impacts of the COVID-19 pandemic across the social divide
(Fegert et al., 2020). This made it difficult for older people
living with chronic conditions like HIV to get their normal daily
supplies, impacting their already compromised condition.
In this study, the research participants reported financial
problems mainly because there was a total lockdown and
some businesses were closed. Transport was also limited,
so they couldn’t move their goods and services. In light of
these findings, there is a need to assist older people during
pandemics to ease transport problems and enable them to
get critical supplies like food and medication. There is also a
need for the central government to provide grants in the form
of financial assistance to struggling older PLHIV through
the Ministry of Gender, Labour and Social Development as
such initiatives can ease the problems of older PLHIV in
pandemic times like COVID-19 (Nguyen et al., 2021).
Access to health care is one of the key factors that is
associated with positive health outcomes for people living
with chronic conditions like HIV (Swendeman et al., 2009).
Lack of access to health care is likely to increase the impact
of the chronic condition and subsequent impact on the
health and well-being of the affected individuals (Banerjee
et al., 2020). In this study, the research participants reported
that access to health care was difficult, especially during
the total lockdown when transport ceased and businesses
were closed. This led them to missing appointments.
Considering these assertions, it is important that the central
government, through the Ministry of Health, establishes a
clear support service for people living with chronic conditions
like HIV to make sure that they are attended to at the earliest
convenience. More importantly, health care professionals
need to provide effective home visits for all people living with
chronic conditions during pandemics.
The loss of loved ones during the COVID-19 pandemic
affected many people both physically and psychologically
(Pietrabissa & Simpson, 2020). For many people the pain
was increased due to the fact that they could not go to
bury their beloved ones due to restrictions, thereby making
it difficult to have closure (Wasserman et al., 2020). Such
impact can present negative outcomes for people living
with chronic conditions like HIV. In this study, the research
participants reported that many people who were very close
to them died during the COVID-19 pandemic. They also lost
their loved ones, and they could not bid farewell leading
to most of them being emotionally drained. Considering
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these findings, people living with chronic conditions must
be supported to bury their beloved ones during pandemics,
like COVID-19. Such supporting strategies can involve
using safe methods like social distancing and wearing
of face masks during funerals. More importantly, people
with chronic conditions need to be given preference for
vaccination ahead of taking part in such events considering
that the vaccine may take longer to be effective.
Loneliness is one of the long-standing problems that
impacts the health and well-being of many older people
(Kearns et al., 2015). Furthermore, it is more impactful on
the life of an individual living with chronic conditions like HIV
(Hajat & Stein, 2018). Many older people living with chronic
conditions have had to deal with the double impact of having
a chronic condition and being lonely most of the time. In
this study, the research participants reported feeling lonely
as they could not visit family and friends due to COVID-19
restrictions that had been put in place. Considering these
findings, there is a need for the Ministry of Health to
initiate peer support in communities for older PLHIV during
pandemic times like COVID-19. Furthermore, virtual means
of engaging older PLHIV during pandemic lockdown can
also reduce the impact of loneliness.
Limitations of the study
The research participants were drawn from one district
in Uganda; future research encompassing more than
one district will be needed to enhance comparisons.
Furthermore, the research study utilised only a qualitative
research approach; future studies using both qualitative and
quantitative research methodology will be needed to explore
the research issues from different epistemological and
ontological approaches.
Concluding comments
COVID-19 lockdown negatively affected the health and
social well-being of older PLHIV. This calls for strategies to
improve HIV care and treatment access during lockdowns
to sustain the HIV programme gains in this vulnerable
population. Pandemic preparedness is important for keeping
an adequate supply of ART available to people accessing
it and to counter loneliness as well as other problems
associated with future pandemics. More importantly,
robust policies supporting HIV care among the elderly and
vulnerable people are needed to ensure that the public is
aware of the need to support individuals affected by HIV in
times of pandemics like COVID-19.
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