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We can end AIDS in children.

With the medicines and science available, we can ensure that all babies 
are born – and remain – HIV-free, and that all children who are living with 
HIV get on and stay on treatment. 

Yet shockingly, whilst roughly three-quarters of adults living with HIV 
globally are on lifesaving antiretroviral therapy, only about half of children 
are. If they don’t receive treatment, almost half of children living with HIV 
will die before the age of two. 

We can be inspired by the progress advanced by the coming together of 
communities, governments, the UN and partners in the Global Alliance to 
End AIDS in Children. Spearheading the Alliance are 12 African countries 
that, together, are home to two-thirds of new HIV infections and AIDS-
related deaths in children. They have united in their commitment to end 
AIDS in children by 2030, working to improve access to treatment and 
prevention services for children and for pregnant and breastfeeding 
women, and to address the lack of rights that hinder young women’s 
access to health care.  

The data included in this report shows how the Global Alliance is saving 
and transforming children’s lives. It shows how globally new HIV infections 
in children are decreasing and are decreasing relatively faster in Global 
Alliance countries than outside. In several Global Alliance countries, more 
than 90% of pregnant and breastfeeding women were on antiretroviral 
therapy in 2023, though other countries lagged behind. The number 
of adolescent girls and young women who acquire HIV each year has 
decreased, and the number of children who die from AIDS-related causes 
each year has also decreased.  

 

WINNIE  
BYANYIMA
UNAIDS Executive Director

FOREWORD
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But, as the report sets out, progress is not fast enough and not inclusive 
enough. That is why it also points to where, and how, leaders need to 
accelerate progress to reach agreed and collective goals. There is an 
urgent need to increase access to HIV prevention, testing, treatment, 
and comprehensive care services for infants, children, and adolescents. 
This requires stepping up action on preventing and detecting new HIV 
infections among pregnant and breastfeeding mothers and ensuring 
treatment, and support, for all pregnant and breastfeeding mothers 
who are living with HIV. It requires tackling gender-based violence and 
promoting gender equality to protect young women’s health and safety. 

In this report you will find accounts of inspiring and innovative community 
and government programmes across Global Alliance countries. These 
include peer education, early infant diagnosis, and programmes to 
increase children’s access to essential medicines.  

The report shows how a range of Global Alliance countries have 
succeeded in overcoming significant obstacles to enhance the health  
and well-being of children, adolescents, and young women.  

It is time now to apply all lessons to all Global Alliance countries. 

Pudigendit eaquae venda sequodi cum evenis 
quiatemquam, volorio. Nem que landaer ciasint es 
resed endiae nosa nem illest veressequis dolupta 
volupti ad eserit atustium di conectat volorione 
ilique modissus.

The death of any child from AIDS-related causes  
is not only a tragedy, but also an outrage.  
Where I come from, all children are our children.
We must be the generation that ends AIDS in 
children. This report shows what we can achieve, 
together, and guides us how.
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EXECUTIVE 
SUMMARY

Ending AIDS among children is feasible, but it is a critical piece  
of unfinished business in the global fight against HIV.

The Global Alliance to End AIDS in Children (Global Alliance), launched 
in July 2022, works with women living with HIV and their families, national 
governments and partners to mobilize leadership, funding and action to 
end AIDS in children as a public health threat by 2030. The Global Alliance 
supports efforts to end AIDS in children across 12 countries, which together 
account for 66% of new HIV infections and 64% of AIDS-related deaths 
among children.

This status report shows how far we have come—and how much further 
we must go—if we hope to meet the global commitments to end AIDS 
in children. It offers a snapshot of global progress and permits an early 
assessment of the impact of the Global Alliance’s work. This report 
highlights the transformative work that is being undertaken in Global 
Alliance countries to accelerate gains towards ending AIDS in children, 
underscoring the urgent need to apply good practices, emerging 
innovations and critical lessons learned to overcome the barriers that  
slow progress.

The number of new infections among children (0–14 years old) living  
with HIV is declining as a result of the impact of HIV prevention efforts.  
Globally, since 2000, vertical transmission programmes have averted  
an estimated 4 million [2.9 million–5.8 million] infections among children  
0–14 years old (Figure 1).

The number of new HIV infections among children in 2023 (an estimated 
120 000 children [83 000–170 000] globally, including 77 000 [55 000–
110 000], or 66%, in the Global Alliance countries) represents a 38% 
decline since 2015 and a 17% decline since 2021. The number of older 
adolescents (15–19 years old) who acquired HIV in 2023 (an estimated  
140 000 [39 000–240 000] adolescents, including 77 000 [14 000– 
130 000], or 56%, in the Global Alliance countries) represents a 33% 
decline since 2015 and an 11% decline since 2021 (Table 1).

Important progress is being made towards ending 
AIDS in children globally.
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averted among children

Figure 1 Number of new HIV infections among children (0–14 years old) versus scenario without antiretroviral 
therapy available to pregnant and breastfeeding women, global, 2000–2023

Source: UNAIDS special analysis of epidemiological estimates, 2024.

AIDS-related deaths among children (0–14 years old) have decreased.  
In 2023, an estimated 76 000 children (0–14 years old) [53 000–110 000] 
died from AIDS-related causes, including 49 000 [34 000–66 000], or 64%, 
in the Global Alliance countries. Globally, this represents a 43% decline 
since 2015 and a 14% decline since 2021 (Table 1).

Globally, the proportion of HIV-exposed children who receive HIV testing 
within the first two months of life has increased from 50% [43-61%] in 
2015 to 67% [58-83%] in 2023. The transition to dolutegravir (DTG)-based 
regimens, along with enhanced efforts in adherence and retention, is 
helping to improve rates of viral suppression. Further innovation—including 
through improved service delivery and emerging biomedical approaches 
(such as administration of long-acting injectable options)—has the potential 
to increase children’s rates of HIV viral suppression.

AIDS-related deaths among children (0–14 years old) 
have decreased.

Globally, since 2000, vertical transmission 
programmes have averted an estimated 4 million 
infections among children 0–14 years old
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Several Global Alliance countries have achieved robust coverage of lifelong 
antiretroviral therapy among pregnant and breastfeeding women living 
with HIV, exceeding 90%, with Uganda nearing 100%, United Republic 
of Tanzania at 98% and South Africa at 97%. A subset of countries range 
between 80% and 90% coverage, including Mozambique at 90%, Zambia 
at 90%, Angola at 89%, Kenya at 89%, Zimbabwe at 88% and Côte d’Ivoire 
at 84%. Efforts to prevent vertical HIV transmission are a key element of the 
triple elimination initiative, which aims to prevent vertical transmission of 
HIV, syphilis and hepatitis B. 

Table 1 Progress in reducing new HIV infections and AIDS-related deaths among children (0–14 years old)  
and adolescents (15–19 years old), global and in Global Alliance countries, 2015, 2021 and 2023

PROGRESS IN REDUCING NEW HIV INFECTIONS  
AND AIDS-RELATED DEATHS 2015 2021 2023

PERCENTAGE 
CHANGE FROM 
2021 TO 2023

New HIV infections

Children (0–14 years old)

Global 190 000 
[140 000–270 000]

140 000 
[100 000–200 000]

120 000 
[83 000–170 000] –17%

Global Alliance 120 000 
[89 000–180 000]

94 000 
[68 000–130 000]

77 000 
[55 000–110 000] –18%

AIDS-related deaths 

Children (0–14 years old)

Global 130 000 
[93 000–190 000]

89 000 
[62 000–120 000]

76 000 
[53 000–110 000] –14%

Global Alliance 85 000 
[60 000–120 000]

57 000 
[40 000–78 000]

49 000 
[34 000–66 000] –15%

New HIV infections 

Adolescents (15–19 years old)

Global 200 000 
[58 000–350 000]

150 000 
[43 000–260 000]

140 000 
[39 000–240 000] –11%

Global Alliance 130 000 
[24 000–220 000]

92 000 
[17 000–160 000]

77 000 
[14 000–130 000] –16%

AIDS-related deaths

Adolescents (15–19 years old)

Global 18 000 
[13 000–24 000]

16 000 
[11 000–21 000]

14 000 
[10 000–19 000] –9%

Global Alliance 12 000 
[8800–15 000]

11 000 
[8100–14 000]

10 000 
[7400–13 000] –8%

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org).

Several Global Alliance countries have achieved 
robust coverage of lifelong antiretroviral therapy 
among pregnant and breastfeeding women living 
with HIV, exceeding 90%, with Uganda nearing 
100%, United Republic of Tanzania at 98% and 
South Africa at 97%.
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Intensified efforts to curb HIV infections have helped to reduce the number 
of adolescent girls and young women (15–24 years old) who acquired HIV 
in 2023 globally and in Global Alliance countries (Table 2). Strategies being 
rolled out to strengthen HIV prevention among pregnant and breastfeeding 
adolescents and women include partner testing, HIV self-testing, pre-
exposure antiretroviral HIV prophylaxis (PrEP) and various social, structural 
and behavioural interventions.

Progress towards eliminating AIDS in children tends to be greater in Global 
Alliance countries than in non-Global Alliance countries. Since 2021, 
declines in new HIV infections among children are similar in Global Alliance 
countries (18%) and globally (17%), as are declines in AIDS-related deaths 
among children (15% versus 14%). Likewise, since 2021, the reduction in 
new HIV infections among older adolescents (15–19 years old) has been 
greater in Global Alliance countries, with a 16% decline, versus the global 
average of 11% (Table 1).

Global Alliance countries in 2023 had higher coverage of early infant 
diagnosis (71% [62–88%]) than the world as a whole (67% [58-83%]), and 
coverage of antiretroviral therapy for pregnant and breastfeeding women 
living with HIV in 2023 was modestly higher in Global Alliance countries (85% 
[74% to >98%]) than the global average (84% [72% to >98%]). Improvements 
in Global Alliance countries are the result of intensified national leadership 
and commitment as well as the collaboration of diverse partners to support 
innovation and the scale-up of proven tools and strategies.

Global Alliance countries are innovating to overcome barriers and 
accelerate progress towards ending AIDS in children.  To reach infants and 
children who were not identified during routine early infant diagnosis with 
additional opportunities to test for HIV, South Africa, a Global Alliance 
country, now has a policy of universal HIV testing of children at 18 months, 
regardless of documented HIV exposure. Global Alliance countries are 
applying both service and technological innovations to reduce the rate 
of vertical transmission, including mobilizing mentor mothers, integrated 
and coordinated care for mother–baby pairs and more frequent viral load 
screening of mothers and also beginning planning for the potential future 
scale-up of long-acting injectable antiretroviral medicines to improve 
retention in care. Case studies in this report highlight ways that Global 
Alliance countries are leveraging innovation to close critical service gaps.

But progress is far too slow, with an array of 
barriers impeding efforts to end AIDS in children.

Improvements in Global Alliance countries are 
the result of intensified national leadership and 
commitment as well as the collaboration of diverse 
partners to support innovation and the scale-up  
of proven tools and strategies.

11



Despite the progress achieved, neither the world nor Global Alliance 
countries are currently on track to reach the HIV-related commitments for 
children and adolescents, and the pace of progress in preventing new HIV 
infections and AIDS-related deaths among children has slowed in recent 
years (Table 2). 

Although early infant diagnosis coverage is higher in Global Alliance 
countries than globally, only four Global Alliance countries have achieved 
at least 80% coverage—South Africa (90% [75–99%]), Kenya (87%  
[76–99%]), Zimbabwe (84% [75–99%]) and Uganda (82% [74–95%])— 
while some have much lower rates, including Nigeria (18% [16–22%])  
and Angola (14% [11–17%]).

In 2023, only 57% [41–75%] of children living with HIV were receiving  
life-saving treatment versus 77% [62–90%] of adults globally (Table 2).  
An estimated 590 000 [430 000–920 000] children globally were not 
receiving life-saving treatment in 2023, including 400 000 [300 000– 
640 000] (or 68%) living in Global Alliance countries. Among these  
children, 60% were older than five years.

Only 48% [39–60%] of children living with HIV globally and in Global 
Alliance countries achieved viral load suppression, versus 73% [66–81%]  
of adults globally and 79% [72–87%] in Global Alliance countries.  
This is well short of the 2023 goal of achieving 75% viral suppression 
among children receiving HIV treatment, towards the 2025 target of 90% 
viral suppression (Table 2).

An estimated 590 000 children globally were not 
receiving life-saving treatment in 2023, including 
400 000 (or 68%) living in Global Alliance countries. 

Only 48% of children living with HIV globally  
and in Global Alliance countries achieved viral  
load suppression, versus 73% of adults globally 
and 79% in Global Alliance countries.  

Key factors contributing to continued new infections 
among children include challenges relating to maternal 
access to antiretroviral therapy during pregnancy or 
breastfeeding, HIV transmission during pregnancy 
or breastfeeding, cessation of antiretroviral therapy 
during pregnancy or breastfeeding and the failure to 
achieve viral suppression.
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Given the breastfeeding period, the vertical 
transmission is not declining and exceeds 20%  
in two Global Alliance countries—Nigeria  
(23%) and Democratic Republic of the Congo (26%). 

Key factors contributing to continued new infections among children 
include challenges relating to maternal access to antiretroviral therapy 
during pregnancy or breastfeeding, HIV transmission during pregnancy 
or breastfeeding, cessation of antiretroviral therapy during pregnancy or 
breastfeeding and the failure to achieve viral suppression.

Over the past decade, both globally and in Global Alliance countries, the 
proportion of pregnant and breastfeeding women living with HIV who 
access antiretroviral therapy has remained stagnant—reaching 84% globally 
and 85% in Global Alliance countries in 2023 (Table 2). Although this 
notable coverage has reduced the number of new HIV infections among 
children, it falls short of the goal of ensuring universal (100%) coverage. 

Given the breastfeeding period, the vertical transmission is not declining 
and exceeds 20% in two Global Alliance countries—Nigeria (23% [21–26%]) 
and the Democratic Republic of the Congo (26% [22–30%]).

Gaps in HIV prevention among reproductive-age women also slow progress 
towards ending AIDS in children. The number of adolescent girls and young 
women (15–24 years old) who were newly infected with HIV in 2023 (210 000 
[130 000–280 000]) is more than four times higher than the global goal of 
reducing the annual number of new infections in this population to less  
than 50 000 (Table 2).

Gender inequalities increase women’s vulnerability to HIV and diminish 
their ability to access essential services. Globally, nearly one in three 
women have encountered some form of violence during their lifetime, 
with adolescent girls and young women disproportionately affected by 
intimate partner violence. The four Global Alliance countries with available 
data are not currently on track to achieve the target of ensuring that by 
2025 less than 10% of women, key populations and people living with  
HIV experience gender-based inequalities and gender violence.
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Reforms in laws and policy frameworks are essential to mitigate the 
vulnerability of women and girls to violence and human rights violations. 
Three Global Alliance countries lack legislation addressing various 
forms of domestic violence, nine lack laws or provisions criminalizing 
marital rape without conditions and eight countries allow exceptions 
to age-of-marriage laws. These legal reforms should be accompanied 
by investments in girls’ education and initiatives aimed at reshaping 
inequitable gender norms.

Table 2 Progress towards 2025 Global Targets and the impact of the Global Alliance: global and in Global Alliance 
countries, 2015, 2021 and 2023

PROGRESS TOWARDS 2030 MILESTONES 2015 2021 2023 2025 TARGET

Ensure that all pregnant and breastfeeding women living with HIV are receiving lifelong antiretroviral therapy

Antiretroviral therapy coverage among 
pregnant and breastfeeding women

Global 81% 
[70% to >98%] 

83% 
[70% to >98%] 

84% 
[70% to >98%] 

100%

Global Alliance 86% 
[70% to >98%] 

85% 
[70% to >98%] 

85% 
[70% to >98%] 

Reduce the number of adolescent girls and young women acquiring HIV to less than 50 000 by 2025

Adolescent girls and young women  
(15–24 years old) newly infected with HIV

Global 330 000 
[220 000–450 000]

240 000 
[150 000–320 000]

210 000 
[130 000–280 000]

50 000

Global Alliance 220 000 
[140 000–300 000]

160 000 
[97 000–210 000]

130 000 
[81 000–170 000]

Ensure that 90% of people living with HIV are accessing treatment

Children living with HIV (0–14 years old) 
receiving treatment

Global 40% 
[28–52%]

54% 
[28–52%]

57% 
[28–52%]

90%

Global Alliance 41% 
[28–52%]

54% 
[28–52%]

57% 
[28–52%]

Ensure that 90% of people living with HIV are accessing treatment 

Adolescents (15–19 years old) who are on 
treatment

Global 30% 55% 64%
90%

Global Alliance 32% 58% 68%

Ensure that 75% of all children living with HIV have suppressed viral loads by 2023 and 86% by 2025

Children living with HIV (0–14 years old) who 
have suppressed viral loads

Global 26% 
[22–33%]

43% 
[22–33%]

48% 
[22–33%]

86%

Global Alliance 27% 
[22–33%]

43% 
[22–33%]

48% 
[22–33%]

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org).

Reforms in laws and policy frameworks are 
essential to mitigate the vulnerability of women 
and girls to violence and human rights violations. 
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Although it is clearer than ever that we can end AIDS in children, it 
is equally clear that critical gaps are undermining our efforts. It will 
be essential to support continued gains in high-performing countries 
while drawing on the contributions of diverse partners to focus on 
addressing the well-documented barriers to swifter progress. Leveraging 
technological advances and sharing lessons learned on strategies for 
overcoming service bottlenecks will be vital to success.

It will be essential to support continued gains 
in high-performing countries while drawing on 
the contributions of diverse partners to focus 
on addressing the well-documented barriers 
to swifter progress. Leveraging technological 
advances and sharing lessons learned on 
strategies for overcoming service bottlenecks  
will be vital to success.



PROGRESS TOWARDS 
2030 MILESTONES  
AND THE IMPACT OF 
THE GLOBAL ALLIANCE

Markedly reducing the HIV burden among children represents one of the 
most important accomplishments of the global HIV response. Since 2010, 
the annual number of children newly infected with HIV has declined by 62%, 
while AIDS-related deaths among children have fallen by 67% (Table 1). The 
number of children who acquired HIV in 2023 (120 000 [83 000–170 000]) 
was the fewest since the late 1980s.

Despite these gains, the effort to end AIDS among children is far from 
over, representing a key piece of unfinished business in the global fight 
against AIDS. Globally, only 57% [41–75%] of children living with HIV 
received life-saving treatment in 2023 versus 77% [62–90%] among 
adults living with HIV—a gap that is widening. The pace of progress in 
preventing new HIV infections and AIDS-related deaths among children 
has slowed in recent years, and the world as a whole is not currently on 
track to eliminate vertical HIV transmission or to meet global targets for 
treatment and viral suppression among children (Tables 1 and 2). In 2023, 
only 48% [39–60%] of children living with HIV had suppressed viral loads—
well short of the global target of 75% viral suppression coverage (Tables 1 
and 2).

Marshalling the world’s resources, expertise and political commitment to 
end AIDS among children is the purpose of the Global Alliance to End 
AIDS in Children (Global Alliance) (1). The Global Alliance is a strategic 
and action-oriented alliance of multiple stakeholders at the national, 
regional and global levels that works with women living with HIV and 
their families, national governments and partners to mobilize leadership, 
funding and action to end AIDS in children by 2030. The Global Alliance 
focuses its work on children (0–14 years old) and older adolescents (15–19 
years old) living with HIV, infants and children exposed to HIV, pregnant 

The number of children who acquired HIV in 2023 
(120 000) was the fewest since the late 1980s. 
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and breastfeeding women and girls who are living with HIV (including 
marginalized and key populations) and pregnant and breastfeeding 
women and girls who are HIV-negative but at risk of acquiring HIV.

Through intensified advocacy, a focus on addressing inequities, promotion 
of innovation and technical excellence and mutual accountability, the Global 
Alliance gives priority to action across four pillars:

1. Accessible testing, optimized treatment and comprehensive care for 
infants, children and adolescents living with and exposed to HIV.

2. Closing the treatment gap for pregnant and breastfeeding girls and 
women living with HIV and optimizing continuity of treatment.

3. Preventing and detecting new HIV infections among pregnant and 
breastfeeding adolescent girls and women.

4. Addressing rights, gender equality and the social and structural barriers 
that hinder access to services.

Since its launch in July 2022, the Global Alliance has worked to catalyse 
progress towards ending AIDS in children in 12 focus countries: Angola, 
Cameroon, Côte d’Ivoire, Democratic Republic of the Congo, Kenya, 
Mozambique, Nigeria, South Africa, Uganda, United Republic of Tanzania, 
Zambia and Zimbabwe.

These 12 countries accounted for 66% of new HIV infections among 
children in 2023 and for 64% of AIDS-related deaths in children. Hopes 
for ending AIDS in children worldwide depend in large measure on 
accelerating progress in these 12 countries (Figure 2).1

This report offers a comprehensive summary of efforts to end AIDS 
in children in the 12 countries that have been the focus of the Global 
Alliance’s work in its first three years. It aims to increase global action 
and commitment on ending AIDS in children and to summarize early 
evidence of the added value of the Global Alliance. The report highlights 
key achievements, identifies critical gaps and distils available evidence on 
optimal strategies to address ongoing challenges. Drawing from country-
reported data on Global AIDS Monitoring indicators as well as UNAIDS 
2024 epidemiological estimates, the report offers insights regarding the 
gaps and patterns seen in the data, with an eye towards accelerating 
progress towards ending AIDS in children.

1  HIV estimates for Cameroon were not concluded by the time this report was published. However, country-informed  
estimates for Cameroon are included in the total estimates for the global, regional and Global Alliance categories.
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Figure 2 Numbers of children living with HIV 0–14 years old, new HIV infections and AIDS-related deaths among 
children living with HIV 0–14 years old in Global Alliance countries with available data, 2023

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org).

Following a review of the status of the HIV epidemic among children and 
adolescents, the report examines progress in each of the four pillars of the 
Global Alliance, with attention to HIV prevention and treatment targets 
related to children set out in the Global AIDS Strategy 2021–2026 (2) and 
the 2021 Political Declaration on HIV and AIDS (3). Snapshots of progress in 
each of the 12 countries are included as annexes to this report. In addition 
to providing a snapshot in time based on the latest available evidence, 
the report also examines trends over time, identifying where progress is 
accelerating, stagnating or deteriorating.

A key message from this report is that it is now clearer than ever that we 
can end AIDS among children. In each of the pillars of the Global Alliance’s 
work, multiple countries have made transformative progress over the last 
two years to overcome obstacles and to enhance the health and well-being 
of children, adolescents and their mothers and families. Now we must take 
these lessons, sharpen and intensify our efforts and apply those lessons 
across all 12 Global Alliance countries.
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Figure 3 Numbers of children living with HIV 0–14 years old: global and Global Alliance countries, 1990–2023

UNAIDS epidemiological estimates, 2023  (https://aidsinfo.unaids.org).

To end AIDS in children, the engagement, coordination and mutual 
accountability of all key stakeholders—governments, international 
organizations, communities and civil society—is essential. As the gaps and 
factors that show progress vary across settings, effectively leveraging country- 
and context-specific data is critically important to overcome these obstacles.

The HIV epidemic among children and adolescents:  
a global update

In 2023, an estimated 1.4 million [1.1 million–1.7 million] children were 
living with HIV, including 930 000 [760 000–1.2 million], or 68%, in the 
Global Alliance countries (Figure 3). Three countries—Nigeria (17%), 
South Africa (17%) and Mozambique (16%)—account for nearly half of all 
children living with HIV in the 12 Global Alliance countries in 2023. As a 
result of the positive impact of prevention services and as children age 
into adulthood, the number of children living with HIV (0–14 years old)  
has continued to decline.

In 2023, an estimated 1.4 million children  
were living with HIV, including 930 000, or 68%,  
in the Global Alliance countries. 

19

https://aidsinfo.unaids.org


Globally, an estimated 1.0 million [750 000–1.3 million] older adolescents 
(15–19 years old)2  [680 000–1.3 million], including 680 000 [500 000– 
820 000] in the 12 Global Alliance countries, were living with HIV in 2023. 
An estimated 140 000 [39 000–240 000] adolescents were newly infected 
with HIV, with 77 000 [14 000–130 000], or 56%, in the Global Alliance 
countries.3  Globally, more than 70% of the new HIV infections among 
older adolescents were among adolescent girls, with the remaining 30% 
among adolescent boys. In the 12 Global Alliance countries, 85% of new 
HIV infections among older adolescents 15–19 years old were among 
adolescent girls, with the remaining 15% among adolescent boys.

In 2023, an estimated 14 000 [10 000–19 000] older adolescents (15–19 
years old) died from AIDS-related causes, with 10 000 [7400–13 000], 
or 71%, in the Global Alliance countries. Globally, this represents a 22% 
decline since 2015 and a 9% decline since 2021, and a 15% reduction in 
Global Alliance countries, with an 8% decline since 2021.

As the annual number of children acquiring HIV decreases and existing 
children living with HIV grow older, the age distribution of children and 
older adolescents (0–19 years old) living with HIV has evolved over time 
(Figures 4 and 5). In 2023, infants and very young children (0–4 years 
old) comprised a declining portion, representing 16% globally and 17% 
in Global Alliance countries, whereas older children 5–14 years old 
accounted for a similar proportion of 41% globally and 42% in Global 
Alliance countries. On the other hand, older adolescents (15–19 years 
old) living with HIV represented 43% globally and 42% in Global Alliance 
countries in 2023; many of these adolescents acquired HIV through sexual 
transmission instead of vertical transmission (Box 1).

2  Adolescents are 10–19 years old. This report specifically focuses on older adolescents (15–19 years old) to 
distinguish them from younger adolescents (10–14 years old, with children being defined here as 0–14 years old). 
Older adolescence is a period when many people become sexually active and older adolescent girls and young 
women become pregnant.

3  The modelled estimates of the numbers of older adolescents have considerable uncertainty bounds. Changes over 
two years should only be considered as indicative.

Globally, an estimated 1.0 million older 
adolescents (15–19 years old), including 680 000  
in the 12 Global Alliance countries, were living 
with HIV in 2023. 
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GLOBAL ALLIANCE

Figure 5 Numbers of children living with HIV 0–19 years old by five-year age group: Global Alliance, 1990–2023
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Figure 4 Numbers of children living with HIV aged 0–19 years old by five-year age group: global, 1990–2023
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BOX 1 

READY+ & ZVANDIRI

Empowering youth:  
the impact of innovative 
health models in Global 
Alliance countries

Innovative models and efforts to improve the health and well-being of 
young people, placing young people at the centre of the HIV response,  
are having a positive impact in Global Alliance countries.

The READY+ model, which is now being implemented in seven countries 
(Angola, Eswatini, Malawi, Mozambique, United Republic of Tanzania, 
Zambia and Zimbabwe), is a youth-centred comprehensive model that 
integrates peer support and is underscored by the meaningful and ethical 
engagement of young people. The model not only educates and mobilizes 
young people to make informed decisions about their health and rights 
and to secure livelihoods, but also intervenes to ensure the readiness of 
other key stakeholders—including parents and caregivers, service providers 
and policy decision-makers—to take action that supports the resilience, 
empowerment, bodily autonomy, freedom and agency of young people. 
Aligned with the Global Alliance priorities, READY+ also provides support 
for young mothers and their babies, including ensuring that young moms 
receive tailored peer support, and that mother and baby pairs are linked to 
care and support.

Starting with government buy-in (via a memorandum of understanding), 
READY+ is implemented by consortium partners (Frontline AIDS, PATA, 
REPSSI, Y Plus Global). A key focus of the READY+ model is increasing 
the accountability of decision-makers and partners to enhance gender 
equality and protect, promote and fulfil the sexual and reproductive health 
and rights of adolescents and young people living with HIV. READY+ has 
transformed clinics that previously had no adolescent services to develop 
designated space to serve and offer adolescent-friendly services, with a 
focus on health-care provider training and capacity building for delivering 
rights-based, stigma-free HIV and sexual and reproductive health services. 
Through the READY+ scorecard, young people provide ongoing feedback 
that drives improvements in service delivery. Through the READY Academy, 
young people are provided with structured learning opportunities and seed 
funding for implementing youth-led community initiatives.

An evaluation of the first four years of READY+ (2016–2020) found that 
every US$ 1 invested generated US$ 1.81 in social returns. The study 
further highlighted the sustainability of the effects of READY+, projecting 
that the social return on each dollar invested could grow to US$ 2.65 over 
the next five years, even without any further interventions.  The first phase 
of READY+ (2016–2021) reached more than 30 000 young people, and 
the second phase (2021–2026) will reach more than 41 000 young people 
across the Global Alliance countries (5).

Zvandiri is one programme implementing the READY+ model, scaling up 
peer-led, mental health and psychosocial support services for children and 
adolescents living with HIV. Zvandiri has mobilized 5500 trained, supervised 
peer counsellors to reach more than 190 000 children and adolescents 
living with HIV with essential support services. Expanded in phases 
since 2016, Zvandiri currently operates in eight of the 12 Global Alliance 
countries (Angola, Côte d’Ivoire, Mozambique, South Africa, Uganda, 
United Republic of Tanzania, Zambia and Zimbabwe).

22 TRANSFORMING VISION INTO REALITY



Zvandiri has developed guidelines, tools and systems to embed peer 
counsellors living with HIV in health-care facilities and community systems. 
Peer counsellors are trained and supervised to provide holistic support 
to children and young people living with HIV (0–24 years old), addressing 
such needs as HIV testing, disclosure, adherence, retention and viral 
suppression, eliminating vertical HIV transmission, mental health, PrEP, 
sexual and reproductive health and rights, cervical cancer, substance use 
and tuberculosis.

Evaluations and programme data, including a cluster-randomized controlled 
trial, confirm that the Zvandiri approach improves the quality of adolescent-
friendly services, enhances the uptake of HIV testing, supports continuity of 
treatment, increases rates of viral suppression and improves mental health 
outcomes of children and adolescents living with HIV (4). South–South, 
government-led partnerships have enabled cross-country learning and 
sharing of best practices among the eight participating countries.

 

Globally, programmes for preventing the transmission of HIV during 
pregnancy, birth and breastfeeding have averted an estimated 4 million 
infections among children (0–14 years old) since 2000 (Figure 1). However, 
coverage of services to prevent vertical transmission has plateaued both 
globally and in Global Alliance countries, with rates at 84% [72% to >98%] 
globally and 85% [74% to >98%]in Global Alliance countries in 2023 (Table 2).

In 2023, an estimated 120 000 children (0–14 years old) [83 000–170 000] 
were newly infected with HIV, with 77 000 [55 000–110 000], or 66%, in 
the Global Alliance countries. Globally, this represents a 38% decline  
since 2015 and a 17% decline since 2021. This reduction has been  
slightly greater in Global Alliance countries, with an 18% decline since 
2021 (Figure 6).

Coverage of services to prevent vertical 
transmission has plateaued both globally and  
in Global Alliance countries, with rates at 84%  
globally and 85% in Global Alliance countries.  
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Several Global Alliance countries have shown that new HIV infections 
among children can be markedly reduced. Since 2021, and since the Global 
Alliance launch, seven Global Alliance countries have reduced the number 
of children newly infected with HIV by more than 20% from 2021 to 2023. 
These countries include Kenya (37%), Zambia (30%), Mozambique (24%), 
United Republic of Tanzania (24%), Zimbabwe (23%), Angola (22%) and 
South Africa (22%). Similarly, several countries have reported substantial 
declines from 2021 to 2023 in new HIV infections among adolescents—37% 
in Zambia, 34% in Kenya, and 31% in Mozambique.

In 2023, an estimated 76 000 children (0–14 years old) [53 000–110 000] 
died from AIDS-related causes, including 49 000 [34 000–66 000], or 
64%, in Global Alliance countries. Globally, this represents a 67% decline 
since 2010, a 43% decline since 2015 and a 14% decline since 2021. 
This reduction has been greater in Global Alliance countries, with a 15% 
decline since 2021 (Figure 7). Five Global Alliance countries (Zambia (26%), 
Kenya (25%), Zimbabwe (22%), Angola (21%) and South Africa (21%)) have 
reduced the number of AIDS-related deaths among children by more than 
20% from 2021 to 2023.

However, the epidemic’s disproportionate health impact on children 
remains pronounced. Globally, although children (0–14 years old) accounted 
for just 3% of all people living with HIV in 2023, they represented 12% of all 
AIDS-related deaths.

From 2021 to 2023, AIDS-related deaths declined by 9% among 
adolescents globally and by 8% in the 12 Global Alliance countries, with  
the most marked progress reported in Kenya (26%).

However, the epidemic’s disproportionate health 
impact on children remains pronounced. Globally, 
although children (0–14 years old) accounted for 
just 3% of all people living with HIV in 2023, they 
represented 12% of all AIDS-related deaths. 
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EARLY TESTING AND 
OPTIMIZED TREATMENT 
FOR INFANTS, 
CHILDREN AND 
ADOLESCENTS

PROGRESS IN PILLAR 1

© UNICEF/UN0656494/Schermbrucker Uganda
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Many children living with HIV continue to be left behind by HIV testing and 
treatment efforts.

Globally, in 2023, HIV treatment coverage was significantly higher for adults 
(77%) than for children (57%). The treatment disparity between adults and 
children is increasing over time, with the global gap of 20 percentage 
points in life-saving treatment coverage for children being the largest ever 
recorded (Figure 12). In Global Alliance countries in 2023, HIV treatment 
coverage gap was even higher—57% for children and 84% for adults 
(Figure 12). HIV treatment coverage in Global Alliance countries ranged 
from 27% (Angola) and 29% (Nigeria) to 77% (Uganda). Gaps at each stage 
of the testing and treatment cascade undermine efforts to reach children 
with lifesaving treatment. In 2023, although 87% of adults living with HIV 
globally knew their HIV status, only 66% of children living with HIV had a 
known HIV status (Figures 10 and 11).

Ensuring early diagnosis of HIV among children

Children’s outcomes along the testing and treatment cascade indicate that 
knowledge of HIV status (the first 95) represents the most significant gap for 
children living with HIV both globally and in the Global Alliance countries 
(Figures 10 and 11).

The world has committed to ensure that 95% of children living with HIV are 
tested within the first two months of life. Early diagnosis is essential, since 
infants infected with HIV during pregnancy or childbirth have a substantially 
elevated risk of dying before their first birthday (6). 

In 2023, early infant diagnosis coverage was 67% globally and slightly 
higher in Global Alliance countries (71%) (Figure 8). Progress in early infant 
diagnosis coverage varies among Global Alliance countries, with four 
countries achieving more than 80% coverage, such as South Africa (90%), 
Kenya (87%), Zimbabwe (84%) and Uganda (82%), whereas some have 
lower rates, including Nigeria (18%) and Angola (14%).

In addition to expanding early infant diagnosis, urgent attention is needed 
to expand testing options for older children, who may be missed by early 
infant diagnostic services or acquire HIV during breastfeeding. South Africa, 
a Global Alliance country, now has a policy of universal HIV testing of 
children at 18 months, regardless of documented HIV exposure.

Innovative methods are being implemented in Global Alliance countries to 
close HIV testing gaps among children and improve the effectiveness and 
efficiency of early infant diagnosis, including using point-of-care testing 
methods to improve turnaround for results.

The treatment disparity between adults and children 
is increasing over time, with the global gap of 20 
percentage points in life-saving treatment coverage 
for children being the largest ever recorded.
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To increase the comprehensiveness of coverage for early infant diagnosis, 
some Global Alliance countries have taken steps to improve the quality of 
systems to deliver testing services to HIV-exposed infants. In Uganda, a 
records review in regions with the largest number of infants living with HIV 
has helped to identify missed opportunities for intervention and informed 
service planning to close gaps. In 11 health-care facilities in Nigeria, a 
systematic quality improvement initiative increased the percentage of HIV-
exposed children tested within the first two months of life from 66% to 83% 
while also markedly increasing the return rate for infant test results (Box 2). 
After the United Republic of Tanzania implemented a registration system for 
HIV-exposed infants, increased early infant diagnosis coverage from 82% to 
92% from 2022 to 2023—approaching the 95% target (Box 3). 

Studies in Global Alliance countries and other countries in sub-Saharan 
Africa with a high burden of HIV have demonstrated that using point-of-care 
tools for infant diagnosis increases testing coverage and return rates and 
enables early initiation of HIV treatment (7). Unlike traditional early infant 
diagnosis, which requires transporting testing samples to a centralized 
laboratory and a return visit by the mother and newborn to the clinical site, 
point-of-care testing is conducted at the site where the individual receives 
care. Whereas standard early infant diagnosis typically takes several days 
or weeks to return results, point-of-care testing delivers results on the same 
day the specimen is drawn, often within one hour. The speed with which 
point-of-care testing delivers results reduces loss to follow-up or delays in 
treatment initiation, and point-of-care testing also improves service access 
in remote or resource-limited settings.

Point-of-care testing has been found to be a cost-effective means of 
improving survival among children living with HIV (8,9). A 2022 qualitative 
study in Zimbabwe found that, although point-of-care birth testing is already 
highly acceptable to mothers living with HIV, uptake could be improved by 
enhancing the privacy of testing services and educating health-care workers 
and communities about the importance of birth testing (10).

Countries are working to implement additional testing strategies to reach 
older children. This emphasis reflects the reality that many children acquire 
HIV after two months of age, including through breastfeeding, and that 
even with very high coverage in postnatal settings, early infant diagnostic 
services will miss some children.

In the Taraba state of Nigeria, health-care workers provide counselling and 
oral swab-based HIV self-testing kits to HIV-affected households, increasing 
knowledge of HIV status among children and adolescents in these 
households from 65% to 86% over a five-month period in 2022 (Box 2).

In addition to expanding early infant diagnosis,  
urgent attention is needed to expand testing  
options for older children, who may be missed  
by early infant diagnostic services or acquire  
HIV during breastfeeding.  
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BOX 2 

NIGERIA 
 
Closing the testing  
gap among children  
in Nigeria

Since 2020, fewer than one in five children exposed to HIV have been 
tested within two months of birth. To close the testing gap among children, 
Nigeria is taking action to address two aspects of this challenge: (1) 
expanding coverage of early infant diagnostic services and (2) investing in 
other methods to improve access to HIV testing for older children and those 
missed by early infant diagnostic services.

In 2022–2023, concerted efforts were undertaken to increase coverage 
of early infant diagnostic services in 11 health-care facilities in Rivers 
and Taraba states, using a replicable Program Optimization Approach 
developed by the Elizabeth Glaser Paediatric AIDS Foundation. Following 
a baseline assessment that identified service gaps, health-care workers 
were trained in the Program Optimization Approach. Support was provided 
to health-care facility quality improvement teams by offering continual 
coaching, learning sessions and ongoing monitoring of the progress of 
quality improvement projects through the Foundation’s web-based digital 
app POA-PM. The model aims to empower health-care workers to embrace 
and advance quality improvement methods and become change agents in 
their work settings. As one approach spawned by the initiative, dried-blood 
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spot sample collection was decentralized and scaled up to antenatal clinics, 
paediatric clinics and communities outside a traditional laboratory setting.

The Program Optimization Approach contributed to participating health-
care facilities’ markedly increasing their early infant testing from 66% at 
baseline to 83% within 12 months. The proportion of early infant test 
results returned rose from 41% to 79%. The initiative also indicated that 
home visits were more effective than conventional in-facility appointments 
in achieving increased early infant testing and underscored the benefits of 
comprehensive education about preventing vertical transmission.

In addition to increasing the proportion of children living with HIV who 
are diagnosed early, Nigeria also strengthened family index testing as 
another means of reaching children with HIV testing. From August 2022 
to December 2022, caregivers from five health-care facilities provided 
HIV-affected households in Taraba State with oral 2414 HIV self-tests for 
children (2–19 years old) of people living with HIV. A root cause analysis that 
identified gaps in the uptake of family index testing informed this approach.

In addition, the Elizabeth Glaser Paediatric AIDS Foundation trained 
health-care workers in performing oral-based HIV self-tests and in strong 
programme documentation. Stakeholders convened during regular 
review meetings to analyse programme results and address challenges 
implementation challenges.

Of the 2414 HIV self-tests distributed to households, 70% were unassisted 
testing, and 97% of those who used self-tests had results reported. The 
proportion of biological children (2–19 years old) in these households who 
received HIV testing increased from 65% when family index testing was 
facility-based to 86% after the distribution of HIV self-tests to households 
was introduced. Over five months, the initiative identified 12 children with 
reactive tests; all test results were confirmed, and the 12 children initiated 
antiretroviral therapy. Nine other children had indeterminate results, which 
were all confirmed as negative.

In addition to increasing access to testing and identifying 12 previously 
undiagnosed children living with HIV, the initiative found that HIV self-tests 
are well accepted, suggesting that family-centred strategies increase testing 
demand and improve testing result return rates. Since 2022, the initiative 
has successfully scaled to an additional 12 health-care facilities. 
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BOX 3 

UNITED REPUBLIC  
OF TANZANIA 
 
United Republic 
of Tanzania drives 
improvements in  
early infant diagnosis  
and timely linkage 
to services

Over the last decade, the United Republic of Tanzania has increased the 
proportion of HIV-exposed infants who receive HIV testing within two 
months of birth. However, as recently as 2022, one in five HIV-exposed 
infants did not obtain early diagnostic services.

In 2022–2023, the United Republic of Tanzania, with surge support from 
the United States President’s Emergency Plan for AIDS Relief (PEPFAR), 
implemented new procedures to increase early infant diagnostic services in 
the more than 3000 facilities that serve pregnant and breastfeeding women 
living with HIV on the mainland. To drive registration of HIV-exposed 
children, the country linked registration with each infant’s first immunization 
and also gave priority to using these registration cards for data entry. 
Registered infants were proactively tracked for early infant diagnosis and 
receiving other necessary services.

These policy and programmatic changes were informed by a systematic 
analysis of the flow of pregnant women living with HIV through health-care 
services, which helped to identify missed opportunities for early infant 
diagnosis. The country changed its national guidelines, with the aim of 
ensuring the registration of all HIV-exposed infants within seven days of 
birth. Health-care providers were then trained on the policy change and on 
actions to implement the new approach.

This innovative policy change achieved marked positive results. From  
2022 to 2023, the percentage of HIV-exposed children who were registered 
in the national tracking system increased from 7% to 66%. The proportion 
of HIV-exposed children tested within their first two months of life rose  
from 81% to 92%.

This experience holds important lessons for efforts to accelerate progress 
under pillar 1, including the value of international partners working hand in 
hand with governments and health-care facilities. The systematic mapping 
exercises provided essential data needed to guide and inform the policy 
and programmatic changes. Early registration of HIV-exposed infants has 
driven substantial improvements in early infant diagnosis coverage and 
timely access to services.

Because of budget constraints, workers at some facilities were unable 
to receive training on the policy change, underscoring the need for 
dedicated resources to drive improvement in service uptake and outcomes. 
Experience also indicates that ongoing mentorship helps in increasing 
health worker adherence to the new policy guidelines.
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Avenues to strengthen HIV case-finding also include better integration 
of HIV testing with existing health services for children. For example, 
immunization programmes reach large numbers of children, with full 
vaccination rates for eight priority antigens ranging in Global Alliance 
countries from 31% in Angola to 80% in Kenya (Figure 9). Other entry points 
for HIV testing include child-focused nutrition and tuberculosis services.

Countries are also undertaking intensified efforts to increase knowledge 
of HIV status and linkage to HIV treatment among older adolescents. To 
strengthen HIV diagnosis and linkage to care among older adolescents, 
a three-year project in Mozambique (2020–2023) enabled 61 870 
marginalized adolescents and young people to access HIV and sexual and 
reproductive health services, resulting in new diagnoses among 1209 young 
people, 92% of whom were linked to antiretroviral therapy. A multi-step 
case-finding initiative, including key entry point testing and index contact 
tracing, improved linkage to care among adolescents from 75% in 2019 to 
99% in 2023 in three districts in KwaZulu-Natal province in South Africa. 

Overall, HIV testing and treatment cascade outcomes in Global Alliance 
countries (Figure 11) are roughly equivalent to cascade outcomes globally 
(Figure 10) and have been since 2021.

Ensuring access to early, optimized HIV treatment

Existing tools and strategies need to be fully leveraged, and further 
research is also required to generate even more effective and efficient tools 
to close HIV testing and treatment gaps for children (Figure 12).
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Figure 9 Full immunization coverage: proportion of children 12–23 (or 24–35) months old vaccinated with eight 
essential antigens (BCG, polio 1-3, DPT 1-3, measles), Global Alliance countries with available data

Source: Demographic and Health Surveys (DHS) Program. Stat Compiler (https://statcompiler.com).
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Figure 11 HIV testing and treatment cascade for children (0–14 years old) and adults (15+ years old): Global 
Alliance, from 2021 to 2023
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Figure 10 HIV testing and treatment cascade for children (0–14 years old) and adults (15+ years old): global,  
from 2021 to 2023
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Only three Global Alliance countries achieved more than 70% treatment 
coverage for children, with Uganda at 77% [71–83%], Zambia at 71% 
[71–83%]  and Kenya at 70% [54–88%]. However, this is still below the 
global treatment coverage target (11). Three Global Alliance countries  
had treatment coverage of less than 50%, including the Democratic 
Republic of the Congo at 44% [33–56%], Nigeria at 29% [25–32%] and 
Angola at 27% [22–34%]. Most Global Alliance countries experienced  
only slight increases in HIV treatment coverage for children from 2021  
to 2023, although coverage in Mozambique rose from 57% [48–63%]  
to 67% [55–75%] during this period.

As a result of coverage gaps, an estimated 580 000 children living with 
HIV globally in 2023 were not accessing life-saving treatment, with a 
significant proportion (68%, or 400 000) children in Global Alliance 
countries (Figure 13). Among children living with HIV but not accessing 
antiretroviral therapy, the majority were 5–14 years old (61%) and 39% 
were 0–4 years old globally (40% in Global Alliance countries).

In recent years, Global Alliance countries have made important, yet modest, 
progress towards increasing treatment coverage for children (Figure 14). 
In 2023, treatment coverage among children in the 12 Global Alliance 
countries ranged from 27% in Angola and 29% in Nigeria to 71% in Zambia 
and 77% in Uganda.

Treatment coverage among adults is higher in every Global Alliance country 
than among children (Figure 14). Adult treatment coverage exceeds 80% 
in eight of the 12 Global Alliance countries and is higher than 95% in three 
countries (Kenya, Zambia and Zimbabwe). Several countries made gains in 
adult treatment coverage from 2021 to 2023, including from 71% to 87% in 
Mozambique and from 74% to 90% in Nigeria.
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Not receiving antiretroviral therapy (0–4 years) Not receiving antiretroviral therapy (5–9 years) Not receiving antiretroviral therapy (10–14 years)

Global Alliance

Figure 13 Antiretroviral therapy coverage gaps among children living with HIV 0–14 years old by five-year age 
group: global and Global Alliance countries, 2023

Source: UNAIDS special analysis of epidemiological estimates, 2024.

35



Global Alliance countries are taking action to improve linkage to HIV 
treatment for children and retention in services. In 2024, for example, 
Cameroon undertook a surge strategy in 10 regions to increase treatment 
coverage for children and adolescents.

Optimizing the quality of treatment services for children is essential for 
maximizing the proportion of children living with HIV who achieve viral 
suppression. In 2023, only 48% of children living with HIV globally and in 
Global Alliance countries achieved viral load suppression versus 73% of 
adults globally and 79% in Global Alliance countries (Figures 10 and 11).
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old living with HIV: Global Alliance countries with available data, 2021 and 2023

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org).
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with HIV: Global Alliance countries with available data, 2021 and 2023

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org).

Progress varies among Global Alliance countries (Figure 15). Four 
countries, including Zambia (67%), Kenya (65%), Uganda (63%) and the 
United Republic of Tanzania (61%), achieved viral load suppression rates 
exceeding 60% among children living with HIV. However, in two Global 
Alliance countries, viral load suppression was less than 40%, including the 
Democratic Republic of the Congo (36%) and Nigeria (25%).

It appears unlikely, both globally and in Global Alliance countries, that the goal 
of 75% of all children living with HIV having suppressed viral loads by 2023 and 
86% by 2025, in accordance with the global targets, will be achieved (11).
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Global Alliance countries are innovating to improve rates of viral 
suppression among children. In the Ankole region of Uganda, a community-
led project provides directly observed therapy to households with children 
living with HIV with unsuppressed viral loads. Similar efforts are also being 
made to increase viral suppression among adolescents living with HIV, 
including the Adolescence Triple Zero initiative in 30 health-care facilities in 
Zimbabwe, which trains health-care workers and Adolescence Triple Zero 
community champions to support adolescents in reaching the project’s 
goals—zero missed appointments, zero missed doses, zero viral load.

The transition to dolutegravir (DTG)-based regimens is helping to improve 
rates of viral suppression. After the World Health Organization (WHO) in 
2018 recommended using DTG-based regimens as first-line treatment 
for children living with HIV (12), countries began transitioning children 
living with HIV to DTG 10 mg. Studies show that DTG-based regimens 
are superior to regimens previously used to treat children living with HIV 
(13), with rates of viral suppression increasing in the two years following 
the transition to DTG (14). Over the past year, studies have documented 
the effectiveness of various DTG-based regimens, including using DTG in 
combination with different NRTI backbones containing abacavir, tenofovir 
alafenamide fumarate or tenofovir disoproxil fumarate (15). A study in six 
countries in sub-Saharan Africa, including two Global Alliance countries, 
confirmed the safety of DTG-based regimens for children and adolescents 
living with HIV (16). Earlier concerns regarding reports of neural tube 
defects among some children born to mothers receiving DTG-based 
regimens have been resolved by subsequent studies that have found no 
such link (17–19). Early experience in transitioning to DTG underscores 
the importance of routine viral load testing and patient tracking to reduce 
loss to follow-up and improve health outcomes (20). In Mozambique, 
a systematic approach to the DTG transition resulted in marked 
improvements in viral suppression for children 0–9 years old.

Further innovation—including by improving service delivery in Global 
Alliance countries and emerging biomedical approaches (such as 
administering long-acting injectables)—has the potential to increase rates 
of HIV viral suppression among children (Box 4). Early results from the 
IMPAACT trial found that initiating HIV treatment among children very 
early was associated with durable viral suppression and evidence that HIV 
reservoirs were restricted, potentially enabling long-term HIV remission (21). 
A separate analysis of data from the IMPAACT study found that more than 
80% of children receiving very early antiretroviral therapy had CD4 counts 
of 1500 cells/mm3 during their first year of life (22).
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BOX 4 

MOZAMBIQUE 
 
Mozambique provides a 
roadmap for optimizing 
HIV treatment and 
improving viral load 
suppression among 
children living with HIV

In 2022, Mozambique began introducing DTG-based regimens for children 
weighing 3–19.9 kg in accordance with WHO recommendations. 

Recognizing the challenges associated with undertaking this rapid, major 
change in clinical procedures, Mozambique undertook a multicomponent 
process. The country updated its antiretroviral medicine guidelines and 
its dosing charts for children. Information, education and communication 
materials on the change in guidelines were developed and broadly 
disseminated, and regional meetings were convened to increase awareness 
of the new treatment regimen. Both health-care providers and civil society 
groups, including people living with HIV, received in-person and online 
training on the transition. Training efforts specifically focused on community 
health-care workers, such as mentor mothers, peer workers, counsellors and 
case managers for orphans and vulnerable children. To help drive uptake of 
and adherence to the new policy, the country implemented supervision and 
technical assistance visits to service sites. To enhance treatment adherence, 
Mozambique also implemented multimonth dispensing of the new DTG-
based regimen for children older than two years.

Among the 640 service sites that had successfully transitioned all children 
living with HIV to DTG-based regimens by July 2022, rates of viral load 
suppression among HIV-exposed infants who received a polymerase chain 
reaction or HIV antibody test markedly increased from 2022 to 2023—from 
56% to 71% among children younger than one year, from 52% to 80% among 
children 1–4 years old and from 79% to 85% among children 5–9 years old.

Mozambique’s success in effecting the transition to DTG-based regimens 
for children provides a replicable model other countries can use in their 
efforts to optimize HIV treatment for children. To date, the transition 
has occurred in 1780 sites, covering all children living with HIV who are 
receiving antiretroviral therapy.

Mozambique has provided a roadmap for optimizing HIV treatment for 
children. This experience also underscores why optimizing treatment for 
children is so important. By aligning practice with WHO recommendations, 
Mozambique has significantly improved viral load suppression among 
children living with HIV 0–9 years old, thereby improving their health 
outcomes and quality of life.
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An emerging promising biomedical innovation is the use of broadly 
neutralizing antibodies as an alternative to traditional antiretroviral 
therapy among children. In a proof-of-concept study, a substantial share of 
children living with HIV who received only broadly neutralizing antibodies 
as treatment maintained viral suppression (23). Innovative formulations of 
antiretroviral therapy—such as oral films (24) and long-acting injectables 
(25)—also have the potential to increase children’s retention in care. For 
these and other service innovations that might be validated following 
further study, ensuring swift access in low- and middle-income countries 
will be essential (Box 5).

Service integration can improve efficiency and outcomes for both HIV 
testing and viral load monitoring for children. In Zambia, integrating 
priority HIV testing on GeneXpert platforms, typically used for tuberculosis 
testing, notably improved the operations of the country’s diagnostic 
programme, increasing onsite testing efficiency and enhancing same-day 
return of results (26).

BOX 5 

ANOVA 
 
Transforming HIV care 
for children: the impact 
of clinic–community 
collaboration in 
Johannesburg,  
South Africa

A clinic collaboration model to enhance psychosocial support is aiding 
clinics in Johannesburg, South Africa to improve treatment outcomes 
for children living with HIV. The ANOVA model uses a multidisciplinary 
team approach that builds on community ownership and engagement to 
address the needs of children who experience barriers to HIV care services, 
adherence and viral suppression.

The model was co-designed through a multistep clinic and community 
stakeholder engagement and development process. Through these 
engagements, stakeholder roles and service offerings were clarified, and 
referral processes and tools were developed. Clinic and community-based 
implementing teams received in-service training to identify client needs, 
identify and address implementation barriers, map roles and responsibilities 
and strategize on how to solve key challenges.

Under the model, team members at clinics and children’s support 
organizations identify children living with HIV who need enhanced support, 
especially those with unsuppressed viral loads, psychosocial challenges 
or disengagement from care. Children are then referred to organizations 
for community-based support interventions under the domains of health, 
stability, schooling and safety. Case-conference discussions are then 
convened with the clinic and community team to further support children 
who are experiencing more complex psychosocial challenges and barriers 
to care. A case conference is a structured meeting or discussion held to 
identify a client’s needs and plan and then monitor their care to ensure that 
all their needs are met through a coordinated, multidisciplinary approach 
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across service providers. Within the case-conference discussions, tasks are 
allocated based on team members’ respective expertise and time frames 
established for delivering needed support. Subsequent case-conference 
meetings, which are sometimes held virtually when appropriate, are used 
to monitor the progress of the allocated client support interventions and 
adapt approaches as needed, with a two-page conferencing form enabling 
ongoing tracking. Clinicians, social workers, social auxiliary workers, 
mentors from community-based organizations and childcare and youth 
care workers form part of the multidisciplinary team who attend initial and 
follow-up case-conference discussions.

Clinics that care for larger volumes of children living with HIV and are 
implementing Child, Adolescent and Family Care Days have been given 
priority for support to implement the model. The number of clinics 
implementing this model doubled from 2022 to 2023—from 16 to 28—and 
the number of case conferences increased from 29 quarterly meetings in 
mid-2022 to 72 in 2023. As of March 2024, 151 children and adolescents 
were enrolled in case-conference support. Over the past year, 1252 children 
and adolescents living with HIV have been referred to community-based 
organizations that provide support to orphans and vulnerable children. The 
clinic–community collaboration model has catalysed the development of 
district and subdistrict engagement platforms that focus on strengthening 
person-centred support for children and adolescents living with HIV.

Implementation of this model has enabled the clinic–community partnership 
to address the specific needs of individual children and their mothers. 
In the case of one child living with a disability, the clinic support team 
provided the household with a stroller to ease the mother’s difficulty in 
attending clinic visits. For one child who had disengaged from care, did 
not attend school and had no support grant in place, the community-
based organization paid home visits to enable school enrolment, reinitiate 
treatment and provide food parcels; as a result of these support services, 
this same child now has suppressed viral loads and is attending school.

Among the five of the 20 enrolled children who disengaged from care, 
three were in support for re-engagement and now have suppressed viral 
loads. For one child who was disengaged in care and struggling at a 
mainstream school, the community-based organization also used home 
visits to enrol the child in another school that is a much better fit. The child 
is now involved in a life skills programme and a community-based support 
group and also has suppressed viral loads.

Experience indicates that engagement between clinics and community-
based organizations has helped to address the social and structural 
barriers affecting children and adolescents living with HIV and improved 
the sustainability of the approach. By involving the child and the parent 
or guardian in some case conferences, the programme has been able 
to ensure that their voices are heard and that they have input into their 
own health services. The model requires ongoing supportive supervision, 
troubleshooting and engagement to optimize its cohesiveness and impact.
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The Global AIDS Strategy 2021–2026 (2) calls for actions to ensure that at 
least 95% of pregnant and breastfeeding women receiving antiretroviral 
therapy have suppressed viral loads by 2025. Attaining this target requires 
women’s ready access to HIV testing and treatment services, robust retention 
in care and actions to address women’s access and retention barriers.

Over the past decade, both globally and in Global Alliance countries, the 
proportion of pregnant and breastfeeding women living with HIV who 
access antiretroviral therapy has remained stagnant—reaching 84% [72% 
to >98%] globally and 85% [74% to >98%] in Global Alliance countries in 
2023 (Figures 16 and 17). Although this level of coverage has contributed 
to steady reductions in the number of children newly infected with HIV, 
current coverage falls considerably short of the target of ensuring that 
100% of pregnant and breastfeeding women living with HIV receive lifelong 
antiretroviral therapy.

In Global Alliance countries, progress in providing lifelong HIV treatment 
to pregnant and breastfeeding women living with HIV varies considerably. 
Several countries have achieved robust coverage exceeding 90%, with 
Uganda nearing 100%, United Republic of Tanzania at 98% and South Africa 
at 97%. A subset of countries ranges between 80% and 90% coverage, 
including Mozambique at 90%, Zambia at 90%, Angola at 89%, Kenya at 
89%, Zimbabwe at 88% and Côte d’Ivoire at 84%. However, some countries 
are displaying markedly lower antiretroviral therapy coverage among 
pregnant and breastfeeding women, such as the Democratic Republic  
of the Congo at 40% and Nigeria at 33%.

Maximizing treatment coverage is critical not only for the health and 
well-being of pregnant and breastfeeding women but also to prevent 
transmission to newborns and infants. In countries where mothers living 
with HIV breastfeed, including all 12 Global Alliance countries, eliminating 
vertical transmission requires that the transmission rate be less than 5%  
at the end of breastfeeding (Box 6).

Only one Global Alliance country (South Africa) has a transmission rate 
below this threshold (2%), although Uganda is close to this target (6%). 
The vertical transmission rate, including the breastfeeding period, is not 
declining and exceeds 20% in two Global Alliance countries—Nigeria (23%) 
and the Democratic Republic of the Congo (26%). This includes a high 
transmission rate during breastfeeding, with rates of 10% in the Democratic 
Republic of the Congo and 9% in Nigeria. Postnatal transmission rates are 
high and around 5% in Angola, Côte d’Ivoire, Mozambique and the United 
Republic of Tanzania (Figure 18).

In most Global Alliance countries, the vertical transmission rate at six weeks 
of age is greater than the transmission rate from breastfeeding. However, 
the rate of transmission from breastfeeding is higher than the rate of 
transmission during pregnancy and delivery in Uganda, the United Republic 
of Tanzania and Zambia (Figure 18).
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Figure 17 New HIV infections among children 0–14 years old and antiretroviral therapy coverage among pregnant 
and breastfeeding women in Global Alliance countries, 2010–2023

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org/).
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Figure 16 New HIV infections among children 0–14 years old and antiretroviral therapy coverage among pregnant 
and breastfeeding women globally, 2010–2023

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org/).
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BOX 6 

KENYA 
 
Closing the testing 
and treatment gap 
for pregnant and 
breastfeeding women 
living with HIV in Kenya

In addition to ensuring that services to prevent vertical transmission are 
routinely available, it is essential to optimize the quality of these services. 
Through the Rapid Results Initiative, Kenya implemented a coordinated 
set of strategic actions to improve HIV testing and treatment outcomes for 
pregnant and breastfeeding women.

Focusing on 1688 facilities across all 47 counties, Kenya implemented the 
Initiative from September to December 2023. Before implementation, 
Kenya engaged with key stakeholders, trained health-care workers and 
front-loaded essential commodities. At the targeted facilities, the country 
analysed facility-specific data to identify gaps and support rigorous tracing 
of clients who had been lost to follow-up. Ministry of Health personnel and 
members of the project’s technical working group also mentored facility 
personnel. At the community level, health authorities supported and 
engaged in extensive advocacy and community mobilization.

Kenya created a national Rapid Results Initiative dashboard for real-time 
monitoring for quality improvement. An adopt-a-county initiative was 
launched, with members of the technical working group adopting individual 
counties for providing focused support on key technical issues, such as 
service delivery, commodities, laboratories and monitoring and evaluation. 
Innovation approaches, such as the Kanban management approach, which 
aids in understanding and managing service delivery risks and obstacles 
(27), were used to improve facility operations.

Actions were also taken to optimize supply chain management for testing 
and treatment services for pregnant and breastfeeding women. After 
the Rapid Results Initiative projected the need for key commodities, the 
National Order Management Team used a one-off smart push to obtain the 
commodities, with subsequent orders based on consumption and allocation 
assumptions. Commodities were supplied to both health-care facilities and 
the subnational teams that monitored commodities on a weekly basis.

The Rapid Results Initiative enhanced the capacity of health-care workers, 
improved documentation on and tracing of missed appointments and 
strengthened the supply system for essential test kits. According to 
monitoring of key performance indicators, 66% of missed appointments for 
an HIV test were effectively traced, and 89% of missed appointments for 
optimization with DTG-based regimens were traced.

Although the Rapid Results Initiative substantially improved HIV testing 
and treatment outcomes for pregnant and breastfeeding women and 
their children, it grappled with considerable challenges, including 
initial shortages of test kits and reagents and inadequate HIV treatment 
services in some facilities. Documentation and reporting of results was 
also challenging in some settings because of suboptimal procedures and 
intermittent Internet connectivity. By identifying these challenges, the Rapid 
Results Initiative enabled immediate corrective action.

An important feature of the Rapid Results Initiative is its replicability.  
With appropriate stakeholder engagement and adaptations based on local 
needs, the Rapid Results Initiative offers an approach that can be scaled up 
in other settings.
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Figure 18 Vertical transmission rates: Global Alliance countries with available data, 2015, 2021 and 2023

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org).
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Across the 12 Global Alliance countries, actions are being taken to close 
the treatment gap for pregnant and breastfeeding women living with HIV. 
In Zimbabwe, a 15-session integrated mother-baby course in Mashonaland 
West Province has focused on preventing and addressing postpartum 
depression among mothers living with HIV through cognitive-behavioural 
therapy, stress management, support groups and early stimulation  
for young people.

Global challenges in vertical HIV transmission urgent need to be 
addressed by improving access to antiretroviral therapy and promoting 
viral suppression among pregnant and breastfeeding women (Figure 19). 
Globally and in Global Alliance countries, several factors are contributing 
to vertical transmission, notably: not receiving antiretroviral therapy for 
pregnant or breastfeeding women (global: 48%, Global Alliance: 47%), 
acquiring HIV during pregnancy or breastfeeding (global: 24%, Global 
Alliance: 25%), discontinuing antiretroviral therapy during pregnancy 
or breastfeeding (global: 19%, Global Alliance: 18%) and the inability 
to achieve viral suppression despite adherence to antiretroviral therapy 
(global: 9%, Global Alliance: 10%).

0 10 20 30 40 50 60 70 80 90 100

Mother acquired HIV during pregnancy or breastfeeding Mother did not receive antiretroviral therapy during pregnancy or breastfeeding

Global Alliance

Mother did not continue antiretroviral therapy during pregnancy or breastfeeding Mother was receiving antiretroviral therapy but did not achieve viral supression

Global

Percentage

28 200 55 600 21 800 11 100

19 000 35 800 14 200 8 000

Figure 19 Number of children acquiring HIV from vertical transmission and underlying factors: global and in Global 
Alliance countries, 2023

Source: UNAIDS epidemiological estimates, 2024  (https://aidsinfo.unaids.org).

Global challenges in vertical HIV transmission urgent 
need to be addressed by improving access to 
antiretroviral therapy and promoting viral suppression 
among pregnant and breastfeeding women.  
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Technological innovations, including long-acting injectable formulations 
that avoid the need to take a pill every day, hold potential promise for 
improving treatment outcomes for pregnant and breastfeeding women 
living with HIV (28). A 2024 study found that long-acting cabotegravir 
and rilpivirine are suitable treatment options for adolescents living with 
HIV, achieving concentrations comparable to those reported for adults 
receiving these long-acting injectable formulations (29). A separate 
analysis of study results found that long-acting injectable antiretroviral 
medicine regimens were acceptable and tolerable among adolescents 
living with HIV (30). Safety data on the use of cabotegravir and rilpivirine 
during pregnancy and breastfeeding are still pending. Continued research 
is needed to evaluate the safety and efficacy of future long-acting 
injectable options during pregnancy and breastfeeding, and focused 
action is required to ensure accelerated access to long-acting regimens  
in low- and middle-income countries.

In a recent clinical trial in Burkina Faso and Zambia, the vertical transmission 
rate was reduced by combining frequent viral load screening among 
mothers living with HIV and initiating lamivudine syrup as prophylaxis 
among breastfeeding infants of mothers with viral load of 1000 copies 
per mL or higher (31). Long-acting agents have the potential to minimize 
the risk of vertical transmission during breastfeeding, and several novel 
postnatal prophylactic agents are currently being investigated (32). 
Finding ways to strengthen HIV prevention during breastfeeding is a key 
component of efforts to end AIDS among children (33, 34).

Strengthening programmes to prevent vertical transmission will yield 
benefits not only for efforts to end AIDS but also towards eliminating 
other diseases. The triple elimination initiative aims to prevent the vertical 
transmission of three diseases—HIV, syphilis and hepatitis B (35).

Integrating HIV into broader maternal, neonatal and child health services 
can aid in preventing vertical HIV transmission during breastfeeding  
(Box 7). Secondary analysis of data from a randomized controlled trial 
in South Africa found that integrating these services improved women’s 
engagement in care and postpartum viral suppression, with especially 
notable improvements for women with unintended pregnancies (36).

A separate analysis of study results found that  
long-acting injectable antiretroviral medicine regimens 
were acceptable and tolerable among adolescents 
living with HIV. 
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BOX 7 

mothers2mothers 
 
Empowering  
communities to lead  
on efforts to prevent  
new infections  
among children

A global leader in efforts to end vertical HIV transmission, African 
nongovernmental organization mothers2mothers reached more than  
700 000 people with health services in 2023 across 10 countries in  
sub-Saharan Africa (Angola, Ghana, Kenya, Lesotho, Malawi, Mozambique, 
South Africa, Uganda, United Republic of Tanzania and Zambia). Founded 
in 2001, mothers2mothers uses a tried-and-tested model of training, 
employing and supporting women living with HIV to serve as community 
health workers (Mentor Mothers). The women whom mothers2mothers 
employs, despite often facing initial stigma for their HIV status, have 
transformed into trusted role models, leaders and breadwinners for their 
families. They are now integral partners in efforts to minimize the risk of 
vertical HIV transmission, playing a crucial role in building sustainable  
and resilient health systems.

Following the launch of the Global Alliance and in response to the need 
to accelerate action towards the triple elimination of vertical transmission, 
mothers2mothers revised their core strategy to deliver a strengthened 
package of integrated primary care including syphilis, hepatitis B, 
tuberculosis and malaria as well as HIV. The strategy builds on two decades 
of work to build the capacity of mothers living with HIV to become 
community providers. To date, mothers2mothers has reached 700 000 
people across 10 countries. By 2026, the strategy aims to end the vertical 
transmission of HIV, reduce by one third the number of preventable deaths 
among children and adolescents and achieve triple elimination of HIV, 
syphilis and hepatitis B.

mothers2mothers works across all four pillars of the Global Alliance. Under 
pillar 1, mothers2mothers aims to end the vertical transmission of HIV and 
meet the needs of children living with HIV. Using a family-centric approach, 
Mentor Mothers collaborate with parents, caregivers and communities to 
provide case finding, testing, treatment initiation and retention in care for 
children, adolescents and adults. To better identify clients and ensure their 
continued care, mothers2mothers has integrated additional services such as 
nutrition, immunization and treatment for related conditions such as malaria 
to improve adherence. Innovations include employing nurses in Lesotho 
for HIV testing and viral load monitoring, community-based tracing and 
testing in Angola and tailored services for orphans and vulnerable children 
in South Africa. These efforts have yielded significant results—in 2022, 
mothers2mothers virtually eliminated vertical HIV transmission among its 
clients for the ninth consecutive year, and 97% of the children supported 
by mothers2mothers who tested positive for HIV accessed treatment. The 
transmission rate among clients enrolled in mothers2mothers is 0.5%.

mothers2mothers supports progress under the third pillar of the Global 
Alliance—preventing new infections among pregnant and breastfeeding 
adolescent and adult women. In four countries (Lesotho, Mozambique, 
South Africa and Zambia), mothers2mothers has integrated demand 
creation, distribution and adherence services for PrEP into the service 
model for serodiscordant couples. Across all the mothers2mothers 
programmes, only 0.45% of clients who were HIV negative at enrolment 
acquired HIV in 2022.
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Innovation is a touchstone of mothers2mothers’s efforts to build on its 
legacy of effective service delivery. mothers2mothers community health 
workers deliver a blend of in-person and digital services, engaging clients 
not only in person but also through phone calls and text messages. An 
interactive WhatsApp chatbot tool, the Virtual Mentor Mother Platform, 
is now available in 28 languages across nine countries, enabling 
mothers2mothers to broaden its reach and provide needed support on 
demand. In 2022, mothers2mothers documented more than 500 000 client 
interactions through its electronic services.

Engaging male partners is another pivotal strategy for mothers2mothers. 
Through door-to-door visits, household interactions and conversations 
with all family members, Mentor Mothers give priority to the health and 
well-being of fathers, uncles and brothers as well as women and children. 
mothers2mothers has learned that the ongoing involvement of men ensures 
that they actively support the health journeys of their children and partners 
while also accessing services for their own health needs.

Continued research is needed to evaluate  
the safety and efficacy of future long-acting 
injectable options during pregnancy and 
breastfeeding, and focused action is required  
to ensure accelerated access to long-acting 
regimens in low- and middle-income countries.
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PREVENTING NEW 
HIV INFECTIONS 
AMONG PREGNANT 
AND BREASTFEEDING 
ADOLESCENTS  
AND WOMEN

PROGRESS IN PILLAR 3
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Intensified efforts to curb HIV infections have helped to reduce the number 
of adolescent girls and young women who acquire HIV globally and in 
Global Alliance countries (Figure 20). These gains result primarily from the 
prevention benefits of antiretroviral therapy and from the expansion of 
dedicated prevention programmes aimed at enabling women and girls to 
prevent HIV acquisition.

The global AIDS targets aim to reduce to less than 50 000 by 2025 the 
number of new HIV infections among adolescent girls and young women 
(15–24 years old), a priority population for HIV prevention generally and 
specifically for preventing vertical HIV transmission. In 2023, 210 000  
[130 000–280 000] adolescent girls and young women acquired HIV 
globally, substantially exceeding the global target. In Global Alliance 
countries, this same group accounted for 130 000 [81 000–170 000]  
new infections in 2023 (Figure 20).

Since women have an increased risk of acquiring HIV during late pregnancy 
and postpartum (37), strengthening HIV prevention for reproductive-age 
women in community, antenatal and postnatal settings is an important 
strategy to accelerate progress towards ending AIDS in children.

Intensified efforts to curb HIV infections have helped 
to reduce the number of adolescent girls and young 
women who acquire HIV globally and in Global 
Alliance countries.  
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Household survey data in Global Alliance countries underscores the 
importance of strengthening HIV prevention among women of reproductive 
age. Across the 12 countries, women’s median age at first sexual intercourse 
ranges from 15.9 years (Mozambique) to 18.7 years (Zimbabwe) (38). In five 
Global Alliance countries (Angola, Cameroon, Côte d’Ivoire, Democratic 
Republic of the Congo and Nigeria), fewer than one in five married women 
currently use a modern form of contraception, and less than half of married 
women use contraception in nine countries (38).

Among women in Global Alliance countries, the proportion who reported 
using a condom during the last episode of higher-risk sex with a non-marital, 
non-cohabitating partner varied from 22% in the United Republic of 
Tanzania to 65% in Zimbabwe, with less than half reporting condom use  
in 10 of the 12 countries (Figure 21).

Among women having high-risk sex with multiple partners, less than half 
reported using a condom in all but one of the 12 Global Alliance countries 
(South Africa, 58%) (Figure 22). Condom use during sex among women 
reporting multiple sex partners is especially uncommon in the Democratic 
Republic of the Congo (12%), United Republic of Tanzania (13%) and Côte 
d’Ivoire (19%).

Several strategies exist to strengthen HIV prevention among pregnant and 
breastfeeding adolescents and women. One is testing women’s partners, 
which can help to identify previously undiagnosed infection and aid couples 
in adopting measures to reduce the risk of HIV transmission. In rural Kenya, 
a randomized controlled trial found that providing HIV self-tests to coupled, 
older adolescent women (15–19 years old) and counselling these women 
on how to avoid negative reactions from partners significantly increased 
self-reports that partners had been tested and that couples had been tested 
together (39). Available evidence highlights the importance of expanding 
HIV self-testing initiatives to strengthen HIV prevention among adolescent 
girls, including giving priority to younger individuals and couples in sub-
Saharan Africa while taking steps to minimize the risk of intimate partner 
violence (40).

Given the elevated risk of acquiring HIV among pregnant and breastfeeding 
women from their male partners, especially in settings with a high burden 
of HIV infection, retesting in prenatal and postnatal settings of women 
who previously tested HIV-negative can help to identify new infections and 
enable rapid prevention intervention. 

Giving priority to pregnant and breastfeeding women for biomedical 
HIV prevention interventions can also enhance the health and well-
being of women and prevent vertical HIV transmission. In rural Kenya 
and Uganda, a dynamic client-centred programme that offered a choice 
of prevention methods (such as PrEP versus postexposure prophylaxis), 
service location (clinic versus out of facility) and testing approach (self-
testing versus provider-administered) increased the coverage of biomedical 
HIV prevention in prenatal and postnatal settings by 40% and increased 
coverage during the months when women were at risk of acquiring HIV by 
38% (41). In a study of young women (18–24 years old) in Kampala, Uganda, 
peer-delivered HIV self-testing and PrEP were found to be both feasible and 
acceptable (42).
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Figure 21 Condom use during high-risk encounters with non-marital, non-cohabitating partners among women: 
percentage reporting condom use in the last 12 months in Global Alliance countries with available data

Figure 22 Condom use during higher-risk sex (multiple partners) among women: percentage of women 15–49 
years old who had multiple partners in the past 12 months and reported condom use in their last sexual encounter: 
Global Alliance countries with available data

Source: Demographic and Health Surveys (DHS) Program. Stat Compiler. https://statcompiler.com.

Source: Demographic and Health Surveys (DHS) Program. Stat Compiler. https://statcompiler.com.
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The benefits of biomedical prevention tools for reproductive-age women 
are amplified when they are complemented by social, structural and 
behavioural prevention interventions (Box 8). The DREAMS initiative of 
PEPFAR nests biomedical prevention interventions in a broader package of 
services to improve educational, livelihood and social support outcomes for 
adolescent girls and young women in 10 African countries, including seven 
Global Alliance countries (Kenya, Mozambique, South Africa, Uganda, 
United Republic of Tanzania, Zambia and Zimbabwe). Early evidence 
indicates that new HIV infections among adolescent girls and young women 
are declining faster in districts with DREAMS programmes than in districts 
not served by DREAMS (43).

BOX 8 

Engaging women and 
girls: a critical element 
of success

A key element of success across all the four pillars is the effective 
engagement and leadership of women and girls living with HIV. The 
International Community of Women Living with HIV Eastern Africa has 
worked with other regional ICW networks to empower women and girls 
living with HIV in the 12 Global Alliance countries, including training women 
on how to access and analyse data to improve service quality and engage 
political leaders on ending AIDS among children. Networks of women living 
with HIV have partners with UNICEF, WHO and UNAIDS to mobilize 15 
Global Alliance Community Champions for Children across seven Global 
Alliance countries, implementing communications and advocacy workplans 
to improve the reach, quality and equity of HIV services for children and to 
leverage the global digital space to amplify for a mass audience the voices 
of children living with HIV and their caregivers.

Since women have an increased risk of acquiring 
HIV during late pregnancy and postpartum (37), 
strengthening HIV prevention for reproductive-
age women in community, antenatal and postnatal 
settings is an important strategy to accelerate 
progress towards ending AIDS in children. 
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Stigma, discrimination, gender inequalities and gender-based violence not 
only increase the vulnerability of women living with or at risk of acquiring 
HIV but also reduce women’s ability or willingness to access essential 
prevention and treatment services (44).

Globally, nearly one in three women have encountered some form of 
violence during their lifetimes, with adolescent girls and young women 
disproportionately affected by intimate partner violence.

More than one in four (26%) women 15 years and older worldwide have 
suffered violence perpetrated by partners at least once since becoming 15 
years old. In sub-Saharan Africa, intimate partner violence prevalence is 
notably high, with one in five experiencing intimate partner violence within 
the past 12 months (45).

One global AIDS target provides that, by 2025, less than 10% of women, 
key populations and people living with HIV will experience gender-based 
inequalities and gender violence. The four Global Alliance countries with 
available data are not on track to achieve this target, with the percentage 
of women experiencing intimate-partner physical or sexual violence ranging 
from 19% in Côte d’Ivoire to 34% in the United Republic of Tanzania 
(Figure 23). In three of the four countries with recent survey data (Kenya, 
Mozambique and United Republic of Tanzania), more than two thirds of 
women say they are afraid most of the time of experiencing physical or 
sexual violence at the hands of a husband or intimate partner.

Global Alliance countries are investing in programmes to combat stigma, 
change harmful gender norms and prevent and/or address gender-based 
violence. In the Manicaland Province of Zimbabwe, the Peace Hut initiative 
improved service access over four years (2019–2023) for 1120 people by 
educating women about child marriage and women’s human rights and 
assisting 163 women who experienced gender-based violence.
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Figure 23 Intimate partner violence: percentage of women who are afraid of their husband or partner [most of the 
time] and have experienced physical or sexual violence by their husband or partner among ever-married or ever-
partnered women: Global Alliance countries with available data

Source: Demographic and Health Surveys (DHS) Program. Stat Compiler.  https://statcompiler.com.
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Ending the impunity that often surrounds the perpetration of gender-
based violence is essential to address the global pandemic of violence 
against women and girls, since gender-based violence is more prevalent in 
settings with no legal consequences. At least three Global Alliance countries 
(Cameroon, Democratic Republic of the Congo and United Republic of 
Tanzania) have no legislation addressing the various types of domestic 
violence, including physical, sexual or mental violence (Figure 24) (46). In 
nine of 12 countries (all but Angola, Mozambique and South Africa), no law 
or provision explicitly criminalizes marital rape without qualifications (47). 
Only four countries (Cameroon, Kenya, Nigeria and Zambia) impose criminal 
penalties for perpetrators of sexual harassment in educational settings (47).

 
Aligning policy frameworks with principles of gender equality is essential. 
The legal age of marriage for girls ranges from 18 to 21 years in the 12 
Global Alliance countries, and 10 of the 12 countries impose penalties for 
authorizing or entering into an underage marriage. However, eight of the 12 
countries permit exceptions to age-of-marriage laws. Taking these exceptions 
into account, four countries (Angola, Cameroon, South Africa and United 
Republic of Tanzania) allow girls as young as 15 years to become married (47).

In addition to legal reform, concerted, sustained investments are needed in 
programmes to change inequitable gender norms, since surveys find that 
substantial shares of national populations say that a husband beating his 
wife can sometimes be justified (48).
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Figure 24 Legal2.0: WBL 2024, selected data for the Safety legal indicator: Global Alliance countries with available data.

Source: Legal2.0: WBL 2024. https://genderdata.worldbank.org/en/indicators.

Aligning policy frameworks with principles 
of gender equality is essential.
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Figure 25 Female literacy rates: percentage of literate women: Global Alliance countries with available data

Source: Demographic and Health Surveys (DHS) Program. Stat Compiler. https://statcompiler.com

Investing in the education of women and girls not only helps prevent HIV 
but also advances women’s broader health and well-being (49). In Kenya 
and Zimbabwe, women’s literacy rates exceed 90%, demonstrating how 
strategic investments can yield results (Figure 25). By contrast, less than  
half of women in Côte d’Ivoire and Mozambique are literate, according  
to recent household surveys.

A key strategy to address the social and structural factors that impede 
service access for pregnant and breastfeeding women is to enable and 
support empowered communities to deliver essential services. The Global 
AIDS Strategy aims to ensure that at least 30% of testing and treatment 
services will be delivered by community-led organizations by 2025 and 
that 80% of HIV prevention services for key populations will be community 
led. With respect to societal enablers, the Global AIDS Strategy aims that 
at least 60% of such programmes with be provided by community-, key 
population– and women-led organizations by 2025.

Stigma, discrimination, gender inequalities  
and gender-based violence not only increase  
the vulnerability of women living with or at risk  
of acquiring HIV but also reduce women’s ability 
or willingness to access essential prevention  
and treatment services.
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CONCLUSION 

Taken together, current trends lead to two key conclusions. First, marked 
progress in reducing new HIV infections and AIDS-related deaths among 
children and adolescents is feasible. Second, progress varies considerably 
among Global Alliance countries, with increases in cases reported in some 
countries. Current trends underscore the urgency of accelerating progress 
in each of the four strategic pillars of the Global Alliance, with specific 
attention to closing inequalities in service access and outcomes.

This report underscores the importance of sustained global and local 
efforts, enhanced community engagement and robust monitoring 
and adaptation of strategies. Context-specific pathways and action 
plans to close gaps in efforts to end AIDS need to be developed and 
implementation carefully monitored. Planning is also critical to ensure the 
long-term sustainability of HIV programmes for children and adolescents.

Political leadership and commitment are essential. In addition to putting 
sound policies in place, essential funding must be mobilized, since 
substantial gaps persist between the resources needed to end AIDS in 
children and the resources currently available. In 2024, the Coalition for 
Children Affected by AIDS estimated that the global resource gap for 
services to prevent vertical HIV transmission amounted to US$ 89 million, 
while the amount available for antiretroviral therapy for children was  
US$ 231 million short of what is needed. Reaching the goal of ending 
AIDS in children requires urgent steps to close these resource gaps (50).

Taken together, current trends lead to two key 
conclusions. First, marked progress in reducing 
new HIV infections and AIDS-related deaths among 
children and adolescents is feasible. Second, 
progress varies considerably among Global 
Alliance countries, with increases in cases reported 
in some countries. Current trends underscore the 
urgency of accelerating progress in each of the 
four strategic pillars of the Global Alliance, with 
specific attention to closing inequalities in service 
access and outcomes.
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