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VISION
The United States will be a place where new HIV infections are prevented, every person knows
their status, and every person with HIV has high-quality care and treatment, lives free from
stigma and discrimination, and can achieve their full potential for health and well-being across
the lifespan.
This vision includes all people, regardless of age, sex, gender identity, sexual orientation, race,
ethnicity, religion, disability, geographic location, or socioeconomic circumstance.
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EXECUTIVE SUMMARY
Building on lessons learned and progress made in the past 40 years, the United States now has the opportunity to
end the HIV epidemic. This opportunity has been made possible by tireless advocacy, determined research, and
dedicated delivery of diagnostic, prevention, care, treatment, and supportive services.
The nation’s annual new HIV infections have declined from their peak in the mid-1980s, and people with HIV in
care and treatment are living longer, healthier lives. In 2019, the estimated number of new HIV infections was
34,800 and 1.2 million people were living with HIV in the United States. However, not all groups have experienced
decreases in HIV infections or improvements in health outcomes. Centers for Disease Control and Prevention data
show that new HIV infections fell 8% from 2015 to 2019, after a period of general stability in new infections in the
United States. This trend represents a hopeful sign of progress. But gains remain uneven, illuminating opportunities
for geographic- and population-focused efforts to make more effective use of the powerful HIV prevention, care, and
treatment tools now available.
This National HIV/AIDS Strategy (the Strategy), the nation’s third national HIV strategy, updates the HIV National
Strategic Plan (2021). The Strategy sets forth bold targets for ending the HIV epidemic in the United States by
2030, including a 75% reduction in new HIV infections by 2025 and a 90% reduction by 2030. For interested
parties and organizations across the nation, the Strategy articulates goals, objectives, and strategies to prevent
new infections, treat people with HIV to improve health outcomes, reduce HIV-related disparities, and better
integrate and coordinate the efforts of all partners to achieve the bold targets for ending the epidemic. The Strategy
also establishes evidence-based indicators to measure progress, with quantitative targets for each indicator, and
designates priority populations.
The Strategy establishes the following vision:

The United States will be a place where new HIV infections are prevented, every person knows
their status, and every person with HIV has high-quality care and treatment, lives free from
stigma and discrimination, and can achieve their full potential for health and well-being across
the lifespan.
This vision includes all people, regardless of age, sex, gender identity, sexual orientation, race,
ethnicity, religion, disability, geographic location, or socioeconomic circumstance.

The vision, goals, objectives, and other components of the Strategy were developed and approved by a dedicated
Steering Committee, composed of subject matter experts from across the federal government, with input from
numerous and varied interested parties and organizations in the field. The Strategy is designed to be accessible to
and useful for a broad audience, including people working in public health, health care, government, communitybased organizations, research, private industry, and academia. It serves as a roadmap for all sectors of society to
guide development of policies, services, programs, initiatives, and other actions to achieve the nation’s goal of
ending the HIV epidemic by 2030.
The Strategy is designed to facilitate a whole-of-society national response to the HIV epidemic in the United States
that accelerates efforts to end the HIV epidemic in the United States by 2030 while supporting people with HIV and
reducing HIV-associated morbidity and mortality. While not every objective or strategy will speak to or be actionable
by all readers, the intent is that individuals and organizations from all sectors of society can find opportunities
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where they can support necessary scale-up, expansion, and refinement efforts. All communities, regardless of HIV
prevalence, are vital to ending the HIV epidemic in this country and private- and public-sector partners must work
together with community-based, faith-focused, and advocacy organizations; governmental public health; mental
health and substance use disorder treatment services; the criminal justice system; and providers of housing, food
and nutrition, education, and employment services because we all have a role in reducing new HIV infections,
improving outcomes and quality of life for people with HIV, and eliminating HIV disparities.
Interwoven throughout the Strategy are approaches to address the individual, community, and structural factors
and inequities that contribute to the spread of HIV, such as stigma and social determinants of health. The Strategy
highlights opportunities to integrate HIV prevention, care, and treatment into prevention and treatment for sexually
transmitted infections, viral hepatitis, mental health and substance use disorders, and other public health efforts
by leveraging capacity and infrastructure across the domains and breaking down operational and funding silos. A
recurring theme is the need to bring to scale innovative solutions and data-driven approaches to address the ongoing
and emerging challenges to HIV prevention, care, and treatment, including expanding the types of community
and clinical sites that address HIV to help reach and engage people in need of services; supporting retention in
HIV prevention and care services; continuing research into development of better prevention tools, therapeutics,
and vaccines; and understanding how to make best use of available tools in real-world settings. Throughout this
document, the term “care” is used as an umbrella term meant to encompass holistic services including treatment
and supportive services.
To ensure implementation and accountability, a Federal Implementation Plan that documents the specific actions
that federal partners will take to achieve the Strategy’s goals and objectives will be developed in early 2022. Progress
toward meeting the Strategy’s goals will be monitored and reported annually.
The Strategy and the Ending the HIV Epidemic in the U.S. (EHE) initiative are closely aligned and complementary,
with EHE serving as a leading component of the work by the U.S. Department of Health and Human Services
(HHS), in collaboration with local, state, tribal, federal, and community partners, to achieve the Strategy’s goals.
The EHE initiative focuses on scaling up four strategies in the communities most affected by HIV. The Strategy
covers the entire country, has a broader focus across federal departments and agencies beyond HHS and all sectors
of society, and addresses the integration of several key components that are vital to our collective work, including
stigma, discrimination, and social determinants of health.
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NHAS AT-A-GLANCE
This At-A-Glance section briefly summarizes the Goals, Objectives, and Strategies that are discussed in detail in the
narrative that follows.

Goal 1: Prevent New HIV Infections
1.1 Increase awareness of HIV
1.1.1 Develop and implement campaigns, interventions, and resources to provide education about
comprehensive sexual health; HIV risks; options for prevention, testing, care, and treatment;
and HIV-related stigma reduction.
1.1.2 Increase knowledge of HIV among people, communities, and the health workforce in
geographic areas disproportionately affected.
1.1.3 Integrate HIV messaging into existing campaigns and other activities pertaining to other parts
of the syndemic, such as STIs, viral hepatitis, and substance use and mental health disorders,
as well as in primary care and general wellness, and as part of annual reproductive health
visits and wellness visits.

1.2 Increase knowledge of HIV status
1.2.1 Test all people for HIV according to the most current USPSTF recommendations and
CDC guidelines.
1.2.2 Develop new and expand implementation of effective, evidence-based, or evidence-informed
models for HIV testing that improve convenience and access.
1.2.3 Incorporate a status-neutral approach to HIV testing, offering linkage to prevention services
for people who test negative and immediate linkage to HIV care and treatment for those who
test positive.
1.2.4 Provide partner services to people diagnosed with HIV or other STIs and their sexual and/or
syringe-sharing partners.

1.3 Expand and improve implementation of safe, effective prevention interventions, including
treatment as prevention, PrEP, PEP, and SSPs, and develop new options
1.3.1 Engage people who experience risk for HIV in traditional public health and health care
delivery systems, as well as in nontraditional community settings.
1.3.2 Scale up treatment as prevention (i.e., U=U) by diagnosing all people with HIV, as early as
possible, and engaging them in care and treatment to achieve and maintain viral suppression.
1.3.3 Make HIV prevention services, including condoms, PrEP, PEP, and SSPs, easier to access and
support continued use.
1.3.4 Implement culturally competent and linguistically appropriate models and other innovative
approaches for delivering HIV prevention services.
1.3.5 Support research into the development and evaluation of new HIV prevention modalities and
interventions for preventing HIV transmissions in priority populations.
National HIV/AIDS Strategy: 2022–2025
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1.3.6 Expand implementation research to successfully adapt evidence-based interventions to local
environments to maximize potential for uptake and sustainability.

1.4 Increase the diversity and capacity of health care delivery systems, community health, public
health, and the health workforce to prevent and diagnose HIV
1.4.1 Provide resources, incentives, training, and technical assistance to expand workforce and
systems capacity to provide or link clients to culturally competent, linguistically appropriate,
and accessible HIV testing, prevention, and supportive services especially in areas with
shortages that are geographic, population, or facility based.
1.4.2 Increase the diversity of the workforce of providers who deliver HIV prevention, testing, and
supportive services.
1.4.3 Increase the inclusion of paraprofessionals on prevention teams by advancing training,
certification, supervision, financing, and team-based care service delivery.
1.4.4 Include comprehensive sexual health and substance use prevention and treatment
information in curricula of medical and other health workforce education and 			
training programs.
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Goal 2: Improve HIV-Related Health Outcomes of People with HIV
2.1 Link people to care immediately after diagnosis and provide low-barrier access to HIV
treatment
2.1.1 Provide same-day or rapid (within 7 days) start of antiretroviral therapy for persons who are
able to take it; increase linkage to HIV health care within 30 days for all persons who test
positive for HIV.
2.1.2 Increase the number of schools providing on-site sexual health services through school-based
health centers and school nurses, and linkages to HIV testing and medical care through youthfriendly providers in the community.

2.2 Identify, engage, or reengage people with HIV who are not in care or not virally suppressed
2.2.1 Expand uptake of data-to-care models using data sharing agreements, integration and use
of surveillance, clinical services, pharmacy, and social/support services data to identify and
engage people not in care or not virally suppressed.
2.2.2 Identify and address barriers for people who have never engaged in care or who have fallen
out of care.

2.3 Increase retention in care and adherence to HIV treatment to achieve and maintain long-term
viral suppression and provide integrative HIV services for HIV-associated comorbidities,
coinfections, and complications, including STIs
2.3.1 Support the transition of health care systems, organizations, and patients/clients to become
more health literate in the provision of HIV prevention, care, and treatment services.
2.3.2 Develop and implement effective, evidence-based, or evidence-informed interventions and
supportive services that improve retention in care.
2.3.3 Expand implementation research to successfully adapt effective evidence-based interventions,
such as HIV telehealth, patient and peer navigators, accessible pharmacy services, community
health workers, and others, to local environments to facilitate uptake and retention to priority
populations.
2.3.4 Support ongoing clinical, behavioral, and other research to support retention in care,
medication adherence, and durable viral suppression.

2.4 Increase the capacity of the public health, health care delivery systems, and health care
workforce to effectively identify, diagnose, and provide holistic care and treatment for people
with HIV
2.4.1 Provide resources, value-based and other incentives, training, and technical assistance to
expand workforce and systems capacity to provide or link clients to culturally competent and
linguistically appropriate care, treatment, and supportive services especially in areas with
shortages that are geographic, population, or facility based.
2.4.2 Increase the diversity of the workforce of providers who deliver HIV care and 		
supportive services.
2.4.3 Increase inclusion of paraprofessionals on teams by advancing training, certification,
supervision, reimbursement, and team functioning to assist with screening/management of
HIV, STIs, viral hepatitis, and mental and substance use disorders and other behavioral health
conditions.
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2.5 Expand capacity to provide whole-person care to older adults with HIV and long-term
survivors
2.5.1 Identify, implement, and evaluate models of care that meet the needs of people with HIV who
are aging and ensure quality of care across services.
2.5.2 Identify and implement best practices related to addressing psychosocial and behavioral
health needs of older people with HIV and long-term survivors including substance use
treatment, mental health treatment, and programs designed to decrease social isolation.
2.5.3 Increase HIV awareness, capability, and collaboration of service providers to support older
people with HIV, including in settings such as aging services, housing for older adults,
substance use treatment, and disability and other medical services.
2.5.4 Promote research, cross-agency collaborations, and sharing of research discoveries that
address specific aging-related conditions in people with HIV, and other comorbidities and
coinfections that can impact people with HIV of all ages.
2.5.5 Develop and optimize collaborative multi-agency and multi-sectoral approaches and
strategies to address emergent and evolving challenges facing people living with HIV at
various life stages to support healthy aging with HIV.

2.6 Advance the development of next-generation HIV therapies and accelerate research for
HIV cure
2.6.1 Promote research and encourage public-private partnerships to accelerate new therapies to
achieve sustained viral suppression and to address drug toxicity, viral resistance, adherence,
and retention in care and stigma associated with ART use.
2.6.2 Increase investment in innovative basic and clinical research to inform and accelerate a
research agenda to discover how to sustain viral suppression, achieve ART-free remission,
reduce and eliminate viral reservoirs, and achieve HIV cure.
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Goal 3: Reduce HIV-Related Disparities and Health Inequities
3.1 Reduce HIV-related stigma and discrimination
3.1.1 Strengthen enforcement of civil rights laws (including language access services and disability
rights), promote reform of state HIV criminalization laws, and assist states in protecting
people with HIV from violence, retaliation, and discrimination associated with HIV status,
homophobia, transphobia, xenophobia, racism, substance use, and sexism.
3.1.2 Ensure that health care professionals and front-line staff complete education and training on
stigma, discrimination, and unrecognized bias toward populations with or who experience risk
for HIV, including LGBTQI+ people, immigrants, people who use drugs, and people involved
in sex work.
3.1.3 Support communities in efforts to address misconceptions and reduce HIV-related stigma and
other stigmas that negatively affect HIV outcomes.
3.1.4 Ensure resources are focused on the communities and populations where the need is greatest,
especially Black, Latino, and American Indian/Alaska Native and other people of color,
particularly those who are also gay and bisexual men, transgender people, people who use
substances, sex workers, and immigrants.
3.1.5 Create funding opportunities that specifically address social and structural drivers of health as
they relate to Black, Latino, and American Indian/Alaska Native and other people of color.

3.2 Reduce disparities in new HIV infections, in knowledge of status, and along the HIV care
continuum
3.2.1 Increase awareness of HIV-related disparities through data collection, analysis, and
dissemination of findings.
3.2.2 Develop new and scale up effective, evidence-based or evidence-informed interventions to
improve health outcomes among priority populations and other populations or geographic
areas experiencing disparities.

3.3 Engage, employ, and provide public leadership opportunities at all levels for people with or
who experience risk for HIV
3.3.1 Create and promote public leadership opportunities for people with or who experience risk
for HIV.
3.3.2 Work with communities to reframe HIV services and HIV-related messaging so that they do
not stigmatize people or behaviors.

3.4 Address social and structural determinants of health and co-occurring conditions that impede
access to HIV services and exacerbate HIV-related disparities
3.4.1 Develop whole-person systems of care and wellness that address co-occurring conditions for
people with or who experience risk for HIV.
3.4.2 Adopt policies that reduce cost, payment, coverage, and/or access barriers to improve the
delivery and receipt of services for people with or who experience risk for HIV.
3.4.3 Improve screening and linkage to services for people with or who experience risk for HIV who
are diagnosed with and/or are receiving services for co-occurring conditions.
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3.4.4 Develop and implement effective, evidence-based and evidence-informed interventions that
address social and structural determinants of health among people with or who experience
risk for HIV including lack of continuous health care coverage, HIV-related stigma and
discrimination in public health and health care systems, medical mistrust, inadequate housing
and transportation, food insecurity, unemployment, low health literacy, and involvement with
the justice system.
3.4.5 Increase the number of schools that have implemented LGBTQ-supportive policies and
practices, including (1) having a Gay/Straight Alliance (GSA), Gender Sexuality Alliance,
or similar clubs, (2) identifying safe spaces, (3) adopting policies expressly prohibiting
discrimination and harassment based on sexual orientation or gender identity, (4)
encouraging staff to attend professional development, (5) facilitating access to out-of-school
health service providers, (6) facilitating access to out-of-school social and psychological
service providers, and (7) providing LGBTQ-relevant curricula or supplementary materials.
3.4.6 Develop new and scale up effective, evidence-based or evidence-informed interventions that
address intersecting factors of HIV, homelessness or housing instability, mental health and
violence, substance use, and gender especially among cis- and transgender women and gay
and bisexual men.

3.5 Train and expand a diverse HIV workforce by further developing and promoting opportunities
to support the next generation of HIV providers including health care workers, researchers,
and community partners, particularly from underrepresented populations
3.5.1 Promote the expansion of existing programs and initiatives designed to increase the numbers
of non-White research and health professionals.
3.5.2 Increase support for the implementation of mentoring programs for individuals from diverse
cultural backgrounds to expand the pool of HIV research and health professionals.
3.5.3 Encourage the implementation of effective recruitment of community partners through
community-based participatory research and social networking approaches.

3.6 Advance HIV-related communications to achieve improved messaging and uptake, as well as
to address misinformation and health care mistrust
3.6.1 Develop and test strategies to promote accurate creation, dissemination, and uptake of
information and to counter associated misinformation and disinformation.
3.6.2 Increase diversity and cultural competence in health communication research, training,
and policy.
3.6.3 Expand community engagement in health communication initiatives and research.
3.6.4 Include critical analysis and health communication skills in HIV programs to provide
participants with the tools to seek and identify accurate health information and to advocate
for themselves and their communities.
3.6.5 Expand effective communication strategies between providers and consumers to build trust,
optimize collaborative decision-making, and promote success of evidence-based prevention
and treatment strategies.
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Goal 4: Achieve Integrated, Coordinated Efforts That Address the HIV Epidemic among All
Partners and Interested Parties
4.1 Integrate programs to address the syndemic of HIV, STIs, viral hepatitis, and substance
use and mental health disorders in the context of social and structural/institutional factors
including stigma, discrimination, and violence
4.1.1 Integrate HIV awareness and services into outreach and services for issues that intersect
with HIV such as intimate partner violence, homelessness or housing instability, STIs, viral
hepatitis, and substance use and mental health disorders.
4.1.2 Implement a no-wrong-door approach to screening and linkage to services for HIV, STIs, viral
hepatitis, and substance use and mental health disorders across programs.
4.1.3 Identify and address funding, policy, data, workforce capacity, and programmatic barriers to
effectively address the syndemic.
4.1.4 Coordinate and align strategic planning efforts on HIV, STIs, viral hepatitis, substance use
disorders, and mental health care across national, state, and local partners.
4.1.5 Enhance the ability of the HIV workforce to provide naloxone and educate people on the
existence of fentanyl in the drug supply to prevent overdose and deaths and facilitate linkage
to substance use disorder treatment and harm reduction programs.

4.2 Increase coordination among and sharing of best practices from HIV programs across all
levels of government (federal, state, tribal, local, and territorial) and with public and private
health care payers, faith-based and community-based organizations, the private sector,
academic partners, and the community
4.2.1 Focus resources including evidence-based and evidence-informed interventions in the
geographic areas and priority populations disproportionately affected by HIV.
4.2.2 Enhance collaboration among local, state, tribal, territorial, national, and federal partners and
the community to address policy and structural barriers that contribute to persistent HIVrelated disparities and implement policies that foster improved health outcomes.
4.2.3 Coordinate across partners to quickly detect and respond to HIV outbreaks.
4.2.4 Support collaborations between community-based organizations, public health organizations,
education agencies and schools, housing providers, and health care delivery systems to
provide linkage to and delivery of HIV testing, prevention, care, and treatment services as well
as supportive services.

4.3 Enhance the quality, accessibility, sharing, and uses of data, including HIV prevention and care
continua data and social determinants of health data
4.3.1 Promote the collection, electronic sharing, and use of HIV risk, prevention, and care and
treatment data using interoperable data standards, including data from electronic health
records, in accordance with applicable law.
4.3.2 Use interoperable health information technology, including application programming
interfaces (APIs), clinical decision support tools, electronic health records and health IT
products certified by the Office of the National Coordinator’s Health IT Certification
Program, and health information exchange networks, to improve HIV prevention efforts
and care outcomes.
National HIV/AIDS Strategy: 2022–2025
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4.3.3 Encourage and support patient access to and use of their individual health information,
including use of their patient-generated health information and use of consumer health
technologies in a secure and privacy supportive manner.

4.4 Foster private-public-community partnerships to identify and scale up best practices and
accelerate HIV advances
4.4.1 Adopt approaches that incentivize the scale up of effective interventions among academic
centers, health departments, community-based organizations, allied health professionals,
people with HIV and their advocates, the private sector, and other partners.
4.4.2 Expand opportunities and mechanisms for information sharing and peer technical assistance
within and across jurisdictions to move effective interventions into practice more swiftly.
4.4.3 Develop and optimize collaborative multi-agency and multi-sectoral approaches and strategies
to address emergent and evolving challenges facing persons of all ages living with HIV.

4.5 Improve mechanisms to measure, monitor, evaluate, and use the information to report
progress and course correct as needed in order to achieve the Strategy’s goals
4.5.1 Streamline and harmonize reporting and data systems to reduce burden and improve the
timeliness, availability, and usefulness of data.
4.5.2 Monitor, review, evaluate, and regularly communicate progress on the National HIV/AIDS
Strategy.
4.5.3 Ensure that the National HIV/AIDS Strategy’s goals and priorities are included in cross-sector
federal funding requirements.
4.5.4 Strengthen monitoring and accountability for adherence to requirements, targets, and goals
by funded partners.
4.5.5 Identify and address barriers and challenges that hinder achievement of goals by funded
partners and other interested parties.
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INDICATORS AT-A-GLANCE
Indicator 1:

Increase knowledge of status to 95% from a 2017 baseline of 85.8%.

Indicator 2:

Reduce new HIV infections by 75% from a 2017 baseline of 37,000.

Indicator 3:

Reduce new HIV diagnoses by 75% from a 2017 baseline of 38,351.

Indicator 4:

Increase PrEP coverage to 50% from a 2017 baseline of 13.2%.

Indicator 5:

Increase linkage to care within 1 month of diagnosis to 95% from a 2017 baseline of 77.8%.

Indicator 6:

Increase viral suppression among people with diagnosed HIV to 95% from a 2017 baseline 		
of 63.1%.

Indicator 6a:
		

Increase viral suppression among MSM diagnosed with HIV to 95% from a 2017 			
baseline of 66.1%.

Indicator 6b:
		

Increase viral suppression among Black MSM diagnosed with HIV to 95% from a 			
2017 baseline of 58.4%.

Indicator 6c:
		

Increase viral suppression among Latino MSM diagnosed with HIV to 95% from a 2017 		
baseline of 64.9%.

Indicator 6d:
		

Increase viral suppression among American Indian/Alaska Native MSM diagnosed with 		
HIV to 95% from a 2017 baseline of 67.3%.

Indicator 6e:
		

Increase viral suppression among Black women diagnosed with HIV to 95% from a 2017 		
baseline of 59.3%.

Indicator 6f:
		

Increase viral suppression among transgender women in HIV medical care to 95% from a 		
2017 baseline of 80.5%.

Indicator 6g:
		

Increase viral suppression among people who inject drugs diagnosed with HIV to 95% from
a 2017 baseline of 54.9%.

Indicator 6h:
		

Increase viral suppression among youth aged 13-24 diagnosed with HIV to 95% from a 		
2017 baseline of 57.1%.

Indicator 7:

Decrease stigma among people with diagnosed HIV by 50% from a 2018 baseline median score 		
of 31.2 on a 10-item questionnaire.

Indicator 8:

Reduce homelessness among people with diagnosed HIV by 50% from a 2017 baseline of 9.1%.

Indicator 9:

Increase the median percentage of secondary schools that implement at least 4 out of 7 LGBTQ-		
supportive policies and practices to 65% from a 2018 baseline of 59.8%.

In addition, quality of life for people with HIV was designated as the subject for a developmental indicator, meaning
that data sources, measures, and targets will be identified and progress monitored thereafter.
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INTRODUCTION
HIV EPIDEMIC: PROGRESS TO DATE
After nearly 40 years of tireless advocacy, determined research, and dedicated delivery of diagnostic, prevention,
care, treatment, and supportive services, the United States now has the opportunity to end the HIV epidemic. Since
it was first discovered in 1981, HIV has affected the lives of millions of people across the nation. Today, through the
ongoing commitment of interested parties and organizations from many sectors, as well as landmark biomedical
and scientific research advances, the nation has many effective HIV diagnostics, prevention strategies, and improved
care and treatment models. New laboratory and epidemiological approaches enable us to identify where HIV is
spreading most rapidly and to respond swiftly to stop the further spread of new HIV transmissions.
Over the past decade, the HIV response in the United States has been guided by the National HIV/AIDS Strategy
(NHAS or Strategy), first released in 2010 and updated in 2015. The Strategy has changed the way that Americans
talk about HIV, prioritize and coordinate resources, and deliver prevention and care services along with other
clinical and nonclinical services that support people with or who experience risk for HIV. It has also led to increased
collaboration among federal agencies; people with or who experience risk for HIV; state, local, tribal, and territorial
governments; health care providers; researchers; faith communities; and many other community partners. Since the
release of those first national strategies, several important achievements have bolstered the nation’s HIV response:
• Population-level viral suppression has increased. After the NHAS was released, the Centers for Disease
Control and Prevention (CDC) published its first national estimates of the share of all people with HIV who have
achieved viral suppression, finding that only about one in four people with HIV (27.9%) in the United States was
virally suppressed in 2010.1 By 2019, however, viral suppression rates in the United States had doubled to 57%.2
Although still too low, these rates represent real progress.
• HIV diagnoses have declined, especially in key groups. HIV diagnosis rates were relatively stable for
many years prior to the release of the NHAS. CDC data suggest that annual new diagnoses declined by 14.3%
from 2010 (42,938) when the Strategy was released to 2019 (36,337).3, 4 Large declines occurred in some groups,
including women. Deaths declined by 7.6% from 2010 (16,726) to 2019 (15,463).3, 4
• Outcome disparities within the Ryan White HIV/AIDS Program have decreased. Nearly 9 in 10 clients of
the Health Resources and Services Administration’s (HRSA’s) Ryan White HIV/AIDS Program (RWHAP) were
virally suppressed in 2019, and the program continues to show progress at reducing disparities across groups.5
From 2010 to 2019, the gap between male and female clients decreased from nearly 5 percentage points to <1
percentage point. Similarly, the difference between viral suppression rates in Black clients and White clients was
13 percentage points in 2010 but 7 percentage points in 2019.5, 6
• Policy changes ensure that federal money follows the epidemic. Earlier in the epidemic, federal HIV
resources to states and local governments were either allocated via a discretionary manner or via a formula that
relied on cumulative AIDS cases, skewing resources toward early epicenters of the epidemic and not reflecting
the current burden of HIV across the country. Prior to release of the Strategy, Congress changed the formulas
used by the RWHAP to be based on living HIV/AIDS cases. The Strategy’s call for federal money to follow the
epidemic spurred further action. In fiscal year 2012, CDC changed the formula for its major HIV prevention
program for state and local health departments to be based on living HIV/AIDS cases, and, in 2016, Congress
modernized the law that authorized the Housing Opportunities for Persons With AIDS (HOPWA) program to be
based on living HIV/AIDS cases.
• The advent of pre-exposure prophylaxis (PrEP) has increased options for HIV prevention. The first
randomized controlled trial of PrEP reported results in 2010, and the U.S. Food and Drug Administration
(FDA) approved the first PrEP medication in 2012. Several federal actions embraced this new biomedical
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tool as an important part of comprehensive HIV prevention: for example, CDC issued interim and then final
prescriber guidance; the expansion of PrEP access was a central component of the 2015 update to the NHAS;
and the Ending the HIV Epidemic in the U.S. (EHE) initiative further sought to remove barriers to PrEP uptake,
including through the establishment of the Ready, Set, PrEP program, which makes PrEP available at no cost to
individuals without prescription drug coverage. Although uptake remains too low and disparities are large, the
adoption of new medical technologies often takes decades, and the goal is to expedite widespread adoption of
PrEP for people who can benefit from it.
• Health insurance coverage rates for people with HIV have increased to match the general population.
In 2018, just 1 in 10 (11%) nonelderly people with HIV were uninsured, a rate on par with that of the general
population (10%).7 An estimated 42% of the adult population with HIV is covered by Medicaid, compared to
13% of the overall adult population.8 Medicaid is the largest source of insurance coverage for people with HIV,
covering a broad range of services from inpatient and outpatient care, to prescription medications, to
preventive services.9
• Strategic investments by the National Institutes of Health (NIH) in research have advanced efforts
toward new prevention tools, next-generation therapies, a vaccine, and a cure. NIH discovery science
has been newly complemented by a suite of NIH implementation science projects designed to meet EHE
initiative goals through improved use of proven HIV strategies.
• States, cities, tribes, and local communities have developed their own HIV strategies. These strategies
(e.g., plans to end the HIV epidemic or achieve zero new infections) aligned with the NHAS and resulted in
increased coordination across government agencies, nongovernmental organizations, and the private sector.
• Interested parties and organizations have enhanced the focus on supports and support services

such as housing and employment, which play key roles in enabling economic self-sufficiency and
improving health outcomes. With the effectiveness of early antiretroviral treatment (ART), many people

with HIV can (and do) participate in the country’s workforce. Employment is associated with improved HIV
health outcomes, notably testing, linkage to care, and adherence to medication.10 Coordination and collaboration
at all levels of government and across the public and private sectors have led to an increased awareness of these
supports. Moreover, the COVID-19 pandemic has led communities across the nation to employ new strategies in
providing support services, improving access to food, housing, and employment services.
• The Ending the HIV Epidemic in the U.S. initiative was launched in 2019. This bold plan aims to end the
HIV epidemic in the United States by 2030. EHE is the operational plan developed by agencies across the U.S.
Department of Health and Human Services (HHS) to pursue that goal. The initiative leverages critical scientific
advances in HIV prevention, diagnosis, treatment, and outbreak response by coordinating the highly successful
programs, resources, and infrastructure of many HHS agencies and offices. The initiative is focused on areas
where data show the highest numbers of new HIV infections, providing 57 geographic focus areas with a rapid
infusion of additional resources, expertise, and technology to develop and implement locally tailored EHE plans.
• President Biden issued an Executive Order on preventing and combating discrimination on the basis
of gender identity or sexual orientation. This Executive Order aims to prevent and combat discrimination
on the basis of gender identity or sexual orientation, and to fully enforce Title VII and other laws that prohibit
discrimination on the basis of gender identity or sexual orientation.

HIV IN THE UNITED STATES TODAY
HIV persists as a serious public health challenge in the United States. An estimated 1.2 million people in the United
States had HIV at the end of 2019, the most recent year for which this information is available.11 National HIV
prevention and care efforts have taken the nation from a peak of 130,000 HIV infections annually in the mid-1980s12
to approximately 34,800 in 2019.10 Although HIV infection rates have decreased in the United States, new infections
continue in every U.S. state with 34,800 new infections occurring in 2019.
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HOPEFUL SIGNS OF PROGRESS EXIST.
The nation has seen hopeful signs of progress in recent years, but not everyone is benefiting equally from advances
in HIV prevention and treatment. The latest CDC data show that new HIV infections declined by 8% from 2015 to
2019, after a period of general stability in new infections in the United States (see Figure 1). Much of this progress
was due to larger declines among young gay and bisexual men in recent years.13

New HIV Infections Fell 8% from 2015 to 2019, After a Period of General Stability
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Figure 1. Annual HIV infections in the United States, 2015–2019

Despite this progress, important disparities persist. During this period, Black, Latino, and White gay and bisexual
men and Black heterosexual women bore the greatest burden of new HIV infections.11 (See Figure 2.)
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Figure 2. New HIV infections by most impacted populations, United States, 2015 vs. 201911
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EFFECTIVE TREATMENT AND PREVENTION ARE NOT ADEQUATELY REACHING PEOPLE WHO
COULD BENEFIT MOST.
Although HIV remains a threat in every part of the United States, certain populations—and parts of the country—
bear most of the burden, signaling where HIV prevention, care, and treatment efforts must be focused.

HIV by Population
Black and Latino communities are disproportionately affected by HIV compared to other racial/ethnic groups (see
Table 1).
Table 1. Proportion of People with HIV by Race/Ethnicity Compared to Proportion of U.S. Population, 2019

Race/Ethnicity

% of People with HIV, 201911

% of U.S. Population, 201914

Black/African American

40.3%

13.4%

White

28.5%

60.1%

Hispanic/Latino

24.7%

18.5%

Asian

1.5%

5.9%

American Indian/Alaska Native

0.3%

1.3%

0.09%

0.2%

Native Hawaiian and Other
Pacific Islander

The disproportionate impact of HIV among Black and Latino communities is also evident in incidence (new
infections). (See Figure 3.)

The latest incidence estimates indicate that effective prevention and treatment are
not adequately reaching people who could benefit most.
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25%
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Figure 3. HIV incidence by race/ethnicity, 201911

In all regions of the United States, gay and bisexual men are the most disproportionately affected group. They
account for about 66% of new HIV infections each year, even though they account for only 2% of the population,
with the highest burden among Black and Latino gay and bisexual men and young men.11, 15 In 2019, 26% of new HIV
infections were among Black gay and bisexual men, 23% among Latino gay and bisexual men, and 45% among gay
and bisexual men under the age of 35.
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Disparities persist among women. Black women are disproportionately affected compared to women of other races/
ethnicities. Although annual HIV infections remained stable among Black women from 2015 to 2019, the rate of new
HIV infections among Black women was 11 times that of White women and 4 times that of Latina women.11
Over 1 million people identify as transgender in the United States.16 Adult and adolescent transgender people
composed 2% (669) of new HIV diagnoses in the United States and dependent areas in 2019. Most of those new
HIV diagnoses were among Black/African American people. Compared to all adults and adolescents with diagnosed
HIV in 2019, transgender women had almost equal viral suppression rates, while transgender men had higher viral
suppression rates.2, 17, 18
In 2019, youth aged 13–24 years composed 21% of the 36,398 new HIV diagnoses in the United States. Youth
with HIV are the least likely of any age group to be retained in care and have a suppressed viral load.3 However,
in a national survey of students in grades 9–12 in the United States, significantly fewer students reported being
tested for HIV in 2019 (9.4%) than in 2009 (12.4%). In addition, trends over the past 10 years (from 2009 to 2019)
indicate significant decreases in the percentage of sexually active high school students who used condoms during
last sexual intercourse (61.1% vs. 54.3%), and only 8.6% of sexually active students reported being tested for sexually
transmitted infections (STIs) during the past year.19 This despite the fact that almost half of the 26 million new STIs
were estimated to occur in youth ages 15–24 in the United States in 2018.
In 2019, 7% of new HIV infections in the United States were among people who inject drugs (PWID). Men who inject
drugs accounted for 4% of new HIV infections, and women who inject drugs accounted for 3%. Long-term declining
trends in HIV incidence among people who inject drugs have stalled. For example, from 2015 to 2019, the number
of new HIV infections remained stable among people who inject drugs.11 Localized outbreaks have contributed to
this trend. People who inject drugs are at high risk for acquiring hepatitis C virus infection, and, in fact, 62–80% of
people who inject drugs and have HIV experience coinfection with HIV and hepatitis C.

HIV by Geography
Most of the nation’s HIV diagnoses are concentrated in certain geographic areas, that is, urban areas and southern
states. In 2016 and 2017, more than half of new HIV diagnoses were concentrated in geographic hotspots across the
United States: 48 counties plus Washington, DC, and San Juan, Puerto Rico.4 Seven states also have a substantial
number of HIV diagnoses in rural areas.20 These 57 jurisdictions are prioritized for the EHE initiative. Southern
states account for 38% of the U.S. population but bear the highest burden of HIV infection with 53% of annual HIV
infections, 46% of people with HIV, and 52% of people with undiagnosed infections.11 (See Figure 4.)

Figure 4. 57 jurisdictions prioritized in the Ending the HIV Epidemic initiative
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This current landscape of HIV prevention, care, and treatment presents several opportunities and challenges that
shape this 5-year Strategy.

OPPORTUNITIES
More tools than ever before are available to end the HIV epidemic in the United States. People who initiate ART
soon after diagnosis and remain adherent can live long, healthy lives.21 In addition, people with HIV who take ART
and achieve and maintain an undetectable viral load have effectively no risk of transmitting HIV through sex.22-25
Thanks to a robust toolbox that includes syringe services programs (SSPs), PrEP, and post-exposure prophylaxis
(PEP), and treatment as prevention, an individual’s risk of acquiring HIV is significantly lower than ever (see
Figure 5).
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Figure 5. HIV prevention and treatment toolkits. Source: Eisinger et al.26 Published by Oxford University
Press for the Infectious Diseases Society of America 2019. This work is written by (a) U.S. Government
employee(s) and is in the public domain in the U.S. Image modified with permission of authors.

To realize the full potential of these tools, several opportunities exist to expand the capacity of existing public
health infrastructure, health care systems, and the health care and social service workforce. Engaging the diverse
communities of people with and affected by HIV in planning for and delivery of HIV prevention and care services is
essential. Further, expanding partnerships and training among traditional settings and parties, as well as identifying
and working with nontraditional partners that are likely to engage people with or who experience risk for HIV, will
better leverage the capacities of more interested parties and organizations to facilitate access to HIV diagnostics,
prevention, care, treatment, and supportive services.
Importantly, the availability and use of data from a variety of sources, along with national, state, tribal, territorial,
and local (and even clinic-level) indicators and targets, can help guide decision-making, service planning, and
resource allocation.
Along with better use of data, ensuring that community-driven planning and decision-making include more diverse
voices, expertise, and experiences can enhance how programs and services are tailored, implemented, and assessed
to reach the populations that need them.
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During the lifespan of this Strategy, other long-acting therapeutics
and other simplified HIV drug regimens may become available.
The overall value, potential impact, and cost-effectiveness of each
new HIV testing, prevention, care, or treatment intervention
must be demonstrated. Policy and program development should
occur in parallel with the review and approval process for any new
prevention or treatment options, such as long-acting injectable
or implantable medications. These efforts should incorporate
formative research and conversations with all relevant interested
parties and organizations, especially patients, providers, and
payers to identify challenges and opportunities to prevent gaps
between the approval, implementation, and uptake stages.

BIOMEDICAL HIV PREVENTION TOOLS
PrEP is medicine that people who
experience risk for HIV take to prevent
getting HIV from sex or injection drug use.
PEP is HIV medicine used in emergency
cases for people who have possibly been
exposed to HIV. People must start taking
the pill within 72 hours of exposure.
Treatment as Prevention is a highly
effective prevention method in which
people with HIV take HIV medication
daily as prescribed and get and keep
an undetectable viral load. As a result,
they have effectively no risk of sexually
transmitting HIV to their HIV-negative
partners. This is often referred to as U=U or
“undetectable = untransmittable.”

Ongoing HIV research will facilitate progress toward HIV
prevention and treatment, addressing of comorbid health
conditions, and better understanding and addressing of HIV
disparities and inequities, while advancing novel approaches
toward long-term HIV remission and the ultimate goal of an HIV
cure. Incorporating a strong implementation science framework
in that research will support successful adaption and utilization of
effective interventions that are acceptable to target communities.
These opportunities and developments, among others, will
continue to transform and help guide the nation’s approach to
HIV through 2025.

CHALLENGES
Although the United States is making significant progress in improving HIV outcomes, significant challenges
remain. Gaps in the HIV care continuum (see Figure 6) are driving HIV transmission. By ensuring that everyone
with HIV is aware of their status, receives the treatment they need, and achieves and maintains viral suppression—
key steps in the HIV care continuum—we can preserve the health of people with HIV, improve the quality of their
lives, and drive down new HIV infections.
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Figure 6. Prevalence-based HIV care continuum, United States, 20192
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The most recent data available (2019) show the following:
• Less than one-half (39%) of the U.S. population has ever been tested for HIV.27 Of people with HIV, an estimated
158,500 (13%) were unaware of their status,11 meaning they are not receiving the care they need to stay healthy
and prevent transmission to others. The number unaware is especially high in the South, likely contributing to
the high burden of HIV in the region.
• One in three people with HIV (34%) is not receiving needed HIV care.2
• Only 57% of people with HIV were virally suppressed, meaning that 43% are not receiving the benefits of
HIV treatment.2
These gaps in the care continuum are challenges to be addressed because, according to a CDC transmission model
based on 2016 data, approximately 80% of new HIV infections were transmitted from the nearly 40% of people
with HIV who either do not know they have HIV or who received a diagnosis but are not receiving regular care
(see Table 2).28
Table 2. HIV Transmissions in the United States, 2016

% of People with HIV

a

Status of Care

Accounted for X% of New
Transmissionsa

15%

Didn’t know they had HIV

38%

23%

Knew they had HIV but weren’t in care

43%

11%

In care but not virally suppressed

20%

51%

Taking HIV medicine and virally suppressed

0%

Total does not equal 100% because of rounding. Source: CDC.29

In addition to these gaps in HIV diagnoses, care, and treatment, there are HIV prevention challenges. Only 23% of
the approximately 1.2 million people indicated for PrEP are receiving it; in other words, about 3 in 4 people who
could benefit from PrEP are not receiving it.30 Further, significant disparities in PrEP coverage persist based on race/
ethnicity, sex at birth, and age.31, 32 Among those who initiate PrEP, daily pill adherence and long-term maintenance
can be a challenge.33, 34
Although anyone can acquire HIV, the epidemic disproportionately affects specific populations, communities, and
geographic areas across the United States. These disparities exist among gay, bisexual, and other men who have
sex with men (MSM), especially Black, Latino,* and American Indian/Alaska Native men. They also exist among
Black women, transgender women, youth (particularly gay and bisexual young men and transgender youth), and
people who inject drugs. These gaps remain particularly troublesome not only among disproportionately affected
populations, but also in some rural areas and the South. In 2019, it was estimated that more than one-half of new
HIV infections occurred in the South.11
Inequities in the social determinants of health are significant drivers and contributors to health disparities and
highlight the need to focus not only on HIV prevention and care efforts, but also on the ways that programs,
practices, and policies affect communities of color and other populations that experience HIV disparities.
Persons from racial and ethnic minority groups are more likely to be uninsured compared to non-Hispanic Whites,35
limiting their access to health care. Barriers to health care access include lack of transportation and childcare,
inability to take time off work, experiences with housing instability or homelessness, communication and language
barriers, racism, discrimination, and lack of trust in health care providers.
*

For this Strategy, Black is defined as African American or Black, and Latino is defined as Latino or Hispanic.
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Sexual and gender minorities also face health disparities.36-40
Barriers to health care include stigma, discrimination, medical
mistrust, safety, and lack of access to affirming mental health
care.41 Sexual and gender minorities face greater health
challenges than heterosexual and cisgender people due in
part to inequities such as stigma and discrimination.37 Sexual
and gender minority populations have lower levels of health
insurance and access to regular health care compared to
heterosexual/cisgender people.42, 43

Stigma is an attitude of disapproval and
discontent toward a person or group
because of the presence of an attribute
perceived as undesirable.
Discrimination is often a consequence of
stigma, occurring when unfair and often
unlawful actions are taken against people
based on their belonging to a particular
stigmatized group.

Another threat to achieving national HIV prevention and
care goals is the increase in drug use resulting from both the
nation’s opioid crisis and resurgent availability and use of
methamphetamine and other stimulants among gay men and
others who experience higher risk for HIV. Increases in drug use are linked to rising rates, and clusters, of several
infectious diseases including hepatitis A, hepatitis B, hepatitis C, and HIV,44 which threaten the progress to date
to reduce HIV transmission, particularly among people who inject drugs. Recognizing this threat, in 2016 CDC
identified 220 counties in 26 states that are vulnerable to HIV and viral hepatitis because of the opioid epidemic.45
Many of those counties have taken steps to implement harm reduction services and strengthen their capacity to
detect and respond to a potential outbreak. Half of the vulnerable counties were in the Appalachian region, where—
along with other areas of the country—there have been multiple recent clusters and outbreaks of new HIV infections
among people who inject drugs. Tailored technical assistance and support is needed to help these communities
address the syndemic of HIV and hepatitis C virus fueled by substance use disorders. A particular focus should be on
supporting them in resolving the local and state structural and systemic issues that get in the way of implementing
evidence-based harm reduction and other services for the prevention of HIV and other infectious diseases and
making best use of all available substance use disorder and infectious disease funding.
Using drugs or alcohol may lead to sexual behaviors (e.g., having sex without a condom, having multiple partners)
that increase the risk of getting or transmitting HIV. In a recent large study of HIV-negative sexual and gender
minorities who have sex with men, of whom a substantial proportion used crystal methamphetamine (crystal meth),
this highly addictive drug emerged as the dominant risk factor associated with HIV seroconversion, with persistent
methamphetamine users accounting for one-third of all observed HIV seroconversions in the study.46 Further,
a 2018 analysis of the National Notifiable Diseases Surveillance System found substantial overlap in reported
substance use and sexual risk behaviors among primary and secondary syphilis cases.47 For people with HIV,
substance use can hasten disease progression and negatively affect care retention and treatment adherence.48
Rising rates of STIs also threaten efforts to reduce new HIV infections.49 STIs are associated with a higher risk of
transmitting or acquiring HIV.50 A recent modeling analysis estimated that 7% of HIV infections were attributed to
chlamydia, gonorrhea, syphilis, and trichomoniasis.51, 52 Siloed program delivery leads to missed opportunities to
screen, link, and provide navigation, care management, and treatment for people with HIV, STIs, viral hepatitis, and
substance use and/or mental health disorders.

HIV, STIs, VIRAL HEPATITIS, AND SUBSTANCE USE DISORDERS—A HOLISTIC APPROACH TO THE
SYNDEMIC
A syndemic is a set of linked health conditions—such as HIV, viral hepatitis, STIs, and alcohol and substance use and
mental health disorders—that adversely interact with one another and contribute to an excess burden of disease in
a population. Addressing a syndemic can be challenging because it requires the implementation of integrated and
sometimes simultaneous prevention, screening, diagnosis, and treatment efforts, as well as the rapid application of
new scientific advances. To be successful, these efforts must go beyond disease-specific responses to identifying and
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addressing root causes, with greater disease risk and poorer health
outcomes often closely tied to employment, stable housing, access
to health care and food, and other social determinants of health.

A syndemic is a set of linked health
problems that interact synergistically
and contribute to excess burden of
disease in a population.

A holistic approach to addressing the syndemic of HIV, viral
hepatitis, STIs, and substance use and mental health disorders
can only be effective if we also continue to explore the connection
Social determinants of health and
between mental health, experience of violence and other types
stigma also play a significant role in
of traumas, substance use, and infectious diseases. Past and
this syndemic.
present trauma, including experience of violence, homo- and
transphobia, discrimination, and racism, contribute to the excess
burden of disease in many communities at risk for or diagnosed
with these health conditions. This burden challenges our collective efforts to provide prevention and care services
because models of trauma-informed care are often not fully developed within many health care settings. In addition,
ready access to substance use and mental health care, or health care in general, is lacking in many communities,
exacerbating existing health disparities in communities of color.
The syndemic does not just appear in adulthood; the inter-relationship between sexual health, trauma, mental
health, and substance use may have precursors in early childhood and coalesce in adolescence. Adverse childhood
experiences have substantial effects on health and well-being through adolescence and into adulthood. In
adolescence, sexual risk, substance use, experience of violence, and mental health problems co-occur and represent
significant risk for STIs and HIV, particularly among sexual minority youth. The opportunity exists, however, to
adopt trauma-informed approaches and bolster the coordination, capacity, and delivery of services to populations
with and experiencing risk for these linked conditions.
To help drive a coordinated response to the syndemic, the Strategy complements the Viral Hepatitis National
Strategic Plan (Viral Hepatitis Plan) and the Sexually Transmitted Infections National Strategic Plan (STI
Plan), both released in early 2021. These plans mutually recognize that both the specific health conditions and
the syndemic itself present opportunities to conduct relevant research and analyses, develop evidence-based
interventions and policy options, and allocate resources to respond efficiently and effectively. The Strategy aligns
with the Administration’s statement of first-year drug control priorities and will also align with the comprehensive
2022 National Drug Control Strategy being developed by the White House Office of National Drug Control Policy.

COVID-19 and the Syndemic
This Strategy is being released during the unprecedented COVID-19 pandemic. Since early 2020, SARS-CoV-2,
the coronavirus that causes COVID-19 disease, has spread rapidly across the globe, causing more than 200 million
confirmed cases worldwide and claiming the lives of more than 4 million individuals to date. The pandemic has
caused great uncertainty, including for people with and who experience risk for HIV, STIs, viral hepatitis, and
substance use and mental health disorders.
In the United States, the pandemic has exacerbated existing challenges in public health and health care systems,
exposing longstanding and pervasive structural inequities. Many clinical and public health services focused on
people with or who experience risk for HIV, viral hepatitis, STIs, and substance use and mental health disorders
have been forced to reduce hours or close temporarily, with staff redeployed to address the public health emergency.
These actions have particularly affected populations who are already disproportionately affected by these health
conditions and who are most vulnerable to the economic and societal consequences of the pandemic, including loss
of employment and insurance, the necessity to work in unsafe environments, housing and food insecurity, cutbacks
to public transportation, lack of access to credible health information in multiple languages, and obstacles to
practicing safe social distancing. Faced with these challenges, many individuals have not received necessary medical
care or related services. Implementation of the Strategy should consider the potential long-term effects caused by
these circumstances.
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The Strategy accounts for the many lifesaving program innovations and policy changes that were developed to
counteract the curtailment of in-person visits and other challenges posed by the COVID-19 pandemic. Examples
include the use of telephone- and video-based telehealth visits to ensure that people who experience risk for HIV
can access PrEP and that people with HIV can access ongoing care and treatment; exploration and implementation
of tele-harm reduction approaches to substance use disorder treatment and HIV treatment; distribution of HIV
self-tests and home specimen collection kits; multi-month dispensation of ART; condom delivery; and modification
of policies to support mail order, home delivery, or curbside pick-up of medication. Further, community-based
programs expanded their roles to ensure the safety of health care workers, clients, and community members by
distributing timely and accurate information about COVID-19 testing and vaccinations; facilitating interactions with
public health authorities; and serving as testing and vaccination sites.
These innovations in HIV prevention and care delivery prove that the nation can innovate and adapt to ensure that
access to HIV prevention and treatment services continues uninterrupted—even in the presence of unprecedented
circumstances. Although their outcomes must be studied, many of these innovations may prove worth sustaining
as effective tools in our work to achieve our national HIV goals. Our tasks ahead are to carefully determine how to
preserve these innovations over the long term for people who can benefit from them, adapt these innovations to
achieve success with other populations, and leverage resources to deliver these innovations to larger audiences.
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NATIONAL HIV/AIDS STRATEGY
2022–2025
This Strategy, updated for 2022–2025, builds on the lessons learned and progress of previous iterations and seeks
to leverage opportunities and address the challenges that remain. It provides a national roadmap for continuing
the coordinated response to HIV and puts the country on the path to end the HIV epidemic in the United States by
2030. The Strategy is guided by this vision statement:

The United States will be a place where new HIV infections are prevented, every person knows
their status, and every person with HIV has high-quality care and treatment, lives free from
stigma and discrimination, and can achieve their full potential for health and well-being across
the lifespan.
This vision includes all people, regardless of age, sex, gender identity, sexual orientation, race,
ethnicity, religion, disability, geographic location, or socioeconomic circumstance.

OVERVIEW
This Strategy includes the following:
• Four goals to achieve this vision, specific objectives for each goal, and strategies for each objective.
• Priority populations, identified by national-level data as being disproportionately affected by HIV, to help focus
stakeholder efforts and resource allocation.
• Nine core indicators, one disparities indicator stratified for each priority population with quantitative targets to
track progress toward achieving national HIV goals, and one developmental indicator to be established.

OBJECTIVES AND STRATEGIES
The Strategy sets forth four goals, objectives for each goal, and strategies for each objective (see Table 3 for
definitions). These objectives and strategies are designed to guide federal partners as well as nonfederal parties
in achieving the Strategy’s vision and goals. The objectives provide direction for the attainment of each goal. The
strategies recommend approaches to achieve the objectives. Numerous objectives and strategies could fit under more
than one goal. However, each one has been placed under the goal with which it most closely aligns.
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Table 3. Definitions of Elements of the Strategy

National HIV/AIDS Strategy

Federal Implementation Plan

Goals: Broad aspirations that enable a plan’s vision
to be realized

Action Steps: Specific activities that will be
performed to implement the strategies and achieve
the goals of the plan

Objectives: Changes, outcomes, and impact a plan is
trying to achieve
Strategies: Choices about how best to accomplish
objectives
a

Progress Reports: Reports on progress, successes,
and challenges

Adapted from the HHS Office of the Assistant Secretary for Planning and Evaluation.

The Strategy’s objectives and strategies are intended to be implemented by a broad mix of interested parties and
organizations at all levels and across many sectors, both public and private. They also serve as a tool to foster a
shared focus, enhance coordination of efforts across agencies and programs, and identify areas of synergy and new
opportunities to sharpen collective efforts. The strategies are intended to be scalable by implementer type and size of
population to be served.

INDICATORS
The Strategy adopts bold targets for ending the HIV epidemic in the United States by 2030, calling for a 75%
reduction in new HIV infections by 2025 and a 90% reduction by 2030. The Strategy’s goals, objectives, and
strategies focus on achieving national targets set for 2025, setting the stage to ultimately end the HIV epidemic
by 2030. As such, the Strategy’s vision, goals, objectives, strategies, indicators, and quantitative targets align with
the EHE initiative, which complements and will serve as one of many important implementation elements of the
Strategy (see Box 1).
The Strategy includes indicators for measuring progress and quantitative targets for each indicator. There are
nine core indicators, one of which is stratified to measure progress in addressing HIV disparities in the priority
populations (i.e., disparities indicators). In addition, one key issue, quality of life for people with HIV, was
designated as the subject for a “developmental indicator,” meaning that data sources, measures, and targets will
be identified, and progress monitored thereafter. The Strategy’s indicators and quantitative targets also align with
Healthy People 2030. A detailed discussion of the indicators, including methodology, and specifications is found in
Appendix A.
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BOX 1
THE NATIONAL HIV/AIDS STRATEGY AND THE ENDING THE HIV
EPIDEMIC IN THE U.S. INITIATIVE
The Strategy and Ending the HIV Epidemic in the U.S. (EHE) initiative are complementary, with EHE
serving as a leading component of the work by the U.S. Department of Health and Human Services (HHS), in
collaboration with federal, state, tribal, territorial, and local partners, to end the HIV epidemic in the United
States by 2030. Both the Strategy and the EHE initiative aim to reduce new HIV transmissions in the United
States by 75% by 2025 and by 90% by 2030, which would mean fewer than 3,000 new HIV infections per
year.
EHE efforts focus on 57 priority jurisdictions, including 48 counties, Washington, DC, and San Juan, Puerto
Rico, where greater than 50% of new HIV diagnoses occurred in 2016 and 2017, as well as 7 states with a
disproportionate occurrence of HIV in rural areas. With additional funding appropriated by Congress, HHS
is providing the 57 geographic focus areas with an infusion of additional resources, expertise, and technology
to develop and implement locally tailored EHE plans. Those plans, developed and being implemented with
significant community involvement, focus on four pillars:
• Diagnose all people with HIV as early as possible.
• Treat people with HIV rapidly and effectively to reach sustained viral suppression.
• Prevent new HIV transmissions by using proven interventions, including preexposure prophylaxis
(PrEP) and syringe services programs (SSPs).
• Respond quickly to potential HIV outbreaks to get prevention and treatment services to people who need
them.
The scope of the Strategy extends to agencies beyond HHS and encompasses the entire nation. The Strategy
presents a holistic approach to engaging a broad range of interested parties and organizations across many
sectors of society to not only end the HIV epidemic by 2030, but also address other components of the
syndemic, stigma, discrimination, and social determinants of health.

PRIORITY POPULATIONS
Although HIV affects people from all social, economic, and racial and ethnic groups, and from all parts of the
United States, it disproportionately affects certain populations. The disproportionate prevalence of HIV in specific
populations increases the risk for HIV transmission with each sexual or injection drug use encounter within those
populations. In addition, a range of social, economic, and demographic factors—such as stigma, discrimination,
socioeconomic status, income, education, age, and geographic region—affect people’s risk for HIV or their ability to
access or remain engaged in prevention or care services.
To focus effort and resources for the greatest impact, the Strategy uses national-level HIV surveillance data to
identify populations disproportionately affected by HIV. The following factors were considered: (1) incidence of new
HIV infections and trends; (2) prevalence of HIV; (3) HIV diagnoses; (4) outcomes along the HIV care continuum;
and (5) potential impact of other major public health threats (e.g., opioid epidemic). Based upon this analysis, the
Strategy prioritizes efforts to reduce disparities and improve HIV outcomes among
• gay, bisexual, and other men who have sex with men, in particular Black, Latino, and American Indian/Alaska
Native men;
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• Black women;
• transgender women;
• youth aged 13–24 years; and
• people who inject drugs.
Focusing efforts on these five priority populations will reduce the HIV-related disparities they experience, which is
essential if the nation is to succeed on the path toward ending the HIV epidemic by 2030.
To drive action and measure progress toward reducing health inequities and disparities among the priority
populations, the Strategy uses viral suppression, stratified by population, as an indicator. Viral suppression
was selected as the disparities indicator because increasing and maintaining viral suppression among priority
populations will improve health outcomes, reduce HIV-related deaths, and prevent new HIV transmissions.
Monitoring progress on these disparities indicators also helps ensure that the nation is making progress with all
populations, leaving no groups behind.
This Strategy acknowledges that other populations with unique circumstances warrant specific attention, such
as sex workers, immigrants, older adults, people experiencing housing instability or homelessness, individuals
with disabilities, and justice-involved individuals. For example, the risk of HIV among people who exchange sex
for money, drugs, food, or shelter is high; however, little data exist for this population. The illegal—and often
criminalized—nature of exchange sex complicates the collection of population-wide data on HIV risk among this
population. Nevertheless, the high prevalence of HIV and STIs among people who participate in exchange sex
warrants attention. Sex work is largely performed by transgender women, cisgender women, and men who have sex
with men, and is also heavily concentrated among Black and African Americans. The convergence of gender, poverty,
and racial and ethnic discrimination as social determinants of health within exchange sex must be examined further
to fully understand the HIV epidemic.
Similarly, some non-U.S.-born people with or experiencing risk for HIV face unique challenges when accessing
prevention, care, and treatment services. Discrimination, lack of culturally and linguistically competent service
providers, and fear of interacting with health care systems and other authorities are often barriers to accessing
needed services.
People involved in the justice system face a confusing/disparate system of prevention and care services, often
for short time periods. These individuals experience a disproportionately high risk of HIV, as well as risk factors
associated with under-utilization of prevention and treatment options, including substance use, mental health
issues, and poor access to care.53 Improving HIV prevention and management among justice-involved people
requires innovative approaches to integrating care. HIV programs must work with state and local facilities to ensure
that care services are provided throughout the justice system, particularly to people upon release back to their
communities; pre- and post-transition planning is critical to decreasing barriers to care.
More than one-half of people diagnosed with HIV in the United States today are over age 50. Although an indicator
of the success of modern HIV treatment, this statistic signals the need to tailor services to individuals within this
population not only to continue their engagement in care and viral suppression but also to address the comorbidities
and psycho-social needs often associated with aging.
Evidence suggests that some people with disabilities may experience higher risk of acquiring HIV than people who
are not disabled. Some of the factors associated with this risk include poverty, vulnerability to sexual violence and
abuse, limited access to education and health care, and social marginalization. Some people with disabilities may
experience barriers to accessing the HIV prevention, testing, or care and treatment services they need.
People with HIV often have other disabilities, and people with disabilities can be at higher risk for acquiring HIV
than the general population. Adopting syndemic approaches that place HIV in the context of multiply marginalized
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communities and that seek to comprehensively leverage a variety of health care, social services, and other
community supports to improve overall community health offers an important opportunity to strengthen health care
outcomes and improve the quality of life.
Local partners and interested parties should use local surveillance and program data on HIV—as well as on STIs,
viral hepatitis, and social determinants of health—to identify the populations most affected in their communities
and to understand the outcomes for each population along the continuums of HIV prevention and care. Each state,
tribe, community, program, or clinic will make its own assessment of relevant priority populations so that programs
and services can be tailored and focused accordingly. In some jurisdictions, local surveillance and program data may
indicate that additional populations not mentioned here are experiencing persistent HIV disparities that require
focus from local efforts.
In addition, some partners and organizations may work with specific populations or communities in a limited area
with data that vary somewhat from the national data. For example, on a federal level, agencies such as the Indian
Health Service, CDC’s Division of Adolescent and School Health, Department of Veterans Affairs, Federal Bureau of
Prisons, and Administration for Community Living serve distinct populations with or who experience risk for HIV.
Likewise, state, tribal, territorial, and local jurisdictions, as well as schools and other institutions, may serve distinct
populations. For these and other interested parties, efforts should be guided by an assessment of health disparities
within their purview and/or jurisdiction to determine how best to focus available resources to achieve results with
the greatest impact.

IMPLEMENTATION
A separate NHAS Federal Implementation Plan will be developed in early 2022 and will detail federal partners’
plans and activities to implement the strategies set forth in this document. During development of that plan, the
federal partners involved will explore opportunities to engage other federal departments or agencies that could
expand services or that administer programs or support delivery of services that address social determinants of
health and reduce health disparities and, as such, could make vital contributions to national efforts to end the
HIV epidemic.
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GOAL 1: PREVENT NEW HIV INFECTIONS
THE OPPORTUNITY
The most effective ways to reduce new HIV infections are to ensure timely diagnosis and engagement in care and
treatment for people with HIV so that they achieve and maintain viral suppression and therefore cannot transmit
the virus; target prevention resources to the places with the largest disease burden and the populations experiencing
greatest risk; and ensure that the most effective prevention strategies are prioritized and widely implemented. An
array of HIV prevention options, for use in combination or on their own, is available to people with or experiencing
risk for HIV.
• HIV treatment as prevention. Evidence has definitively shown that people with HIV who achieve and
maintain an undetectable viral load by taking HIV medication as directed will not sexually transmit the virus to
an HIV-negative partner.
• HIV testing and engagement in care. Nearly 40% of people with HIV are unaware of their status or are
diagnosed but not receiving care. In 2016, people unaware or not receiving care accounted for nearly 80% of new
HIV infections in the United States.28
• PrEP. Because of the 2019 USPSTF recommendation that clinicians offer PrEP with effective ART to persons
who are at high risk of HIV acquisition, as of January 2021 HHS requires most insurance plans to cover
PrEP without copay or cost-sharing as a result of the preventive care provisions of the ACA. Implementation
guidance issued in July 2021 clarified that this coverage also includes a range of clinical services as part of
PrEP clinical care.54, 55 In addition, in 2019 FDA approved a second PrEP drug for people assigned male at birth.
A generic version of the original drug became available, increasing options for people who wish to use PrEP.
Researchers are investigating a variety of non-vaccine HIV prevention products including long-acting injectable
antiretrovirals, long-acting oral pills, vaginal rings, vaginal and rectal gels, and more. If found safe and effective
and approved by FDA, these products would further expand
the options in the prevention toolbox.
GOAL 1: PREVENT NEW HIV
• SSPs, medication for treatment of opioid use disorder,
INFECTIONS
and other harm reduction services. Nearly 30 years of
research shows that comprehensive SSPs are safe, effective,
and cost-saving; do not increase illegal drug use or crime;
and play an important role in reducing the transmission of
HIV, viral hepatitis, and other infections.56 FDA has approved
several different medications to treat alcohol and opioid
use disorders. Certain medications for opioid use disorder
relieve the withdrawal symptoms and psychological cravings
resulting from opioid dependence. Research also shows
that these medications and certain behavioral therapies
can contribute to lowering a person’s risk of contracting
HIV or hepatitis C by reducing the potential for relapse.
Appropriations language from Congress permits the use of
funds from HHS, under certain circumstances, to support
SSPs with the exception that funds may not be used to
purchase needles or syringes. Multi-agency guidance was
issued on this opportunity, and in 2020 CDC published a
technical package on effective strategies and approaches for
planning, design, and implementation of SSPs. The White
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1.1 Increase awareness of HIV
1.2 Increase knowledge of HIV status
1.3 Expand and improve implementation
of safe, effective prevention
interventions, including treatment as
prevention, PrEP, PEP, and SSPs, and
develop new options
1.4 Increase the diversity and capacity
of health care delivery systems,
community health, public health, and
the health workforce to prevent and
diagnose HIV
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House Office of National Drug Control Policy also included several actions related to increasing access to SSPs
in its first-year policy priorities, including authorizing the use of federal funds to purchase syringes and other
supplies.57 In addition, in October 2021, the HHS released the new HHS Overdose Prevention Strategy in which
evidence-based harm reduction services, including SSPs, are prioritized as a key target area of action.58
• PEP, condoms, and other effective prevention interventions. PEP is a short course of HIV medicines taken
very soon after a possible exposure to HIV to prevent the virus from taking hold in the body. PEP should be
used only in emergency situations and must be started within 72 hours after a recent possible exposure to HIV.
Correct condom use remains one of the most effective methods to reduce the risk of HIV transmission during
sexual activity. The CDC and USPSTF recommend intensive behavioral counseling on ways to prevent STIs
(including HIV) in all adolescents and adults at increased risk for STIs.
In addition, a range of HIV prevention or multipurpose prevention products are under development or regulatory
review, which could result in even more HIV prevention tools becoming available within the 5-year span of this
Strategy.

CHALLENGES
The following challenges hinder efforts to reduce new infections:
• HIV awareness remains too low.59, 60
• HIV testing and diagnosis opportunities are being missed (see Box 2).61
• STIs are surging in the United States (see Box 3).62
• A significant number of people with HIV are unaware of their status or are diagnosed in the later stages of their
HIV disease.3, 11
• Retention in HIV care is suboptimal.2
• Uptake of PrEP is too low.30, 63, 64
• There are a range of policy, legal, and resource barriers that limit full implementation of SSPs, especially in the
most needed areas.65, 66

BOX 2
MISSED OPPORTUNITIES FOR HIV DIAGNOSIS
Substantial numbers of people who are diagnosed with HIV and who had experienced high risk for HIV
experienced missed opportunities for earlier diagnosis. For example, in one study, approximately one-half of
newly diagnosed gay and bisexual men and people who inject drugs had been unaware of their infection until
diagnosed during the study. They reported not being offered HIV testing by any health care provider despite
having seen one within the past year.61 Further, a retrospective study at an urban adolescent HIV clinic found
that many youth recently diagnosed with HIV had prior primary and acute care encounters within the health
care system but did not receive an HIV test.67
Other studies have highlighted missed opportunities by setting. For example, STI clinic patients experience
increased risk for HIV, yet data from nine STI clinics across the United States revealed that three-quarters of
STI clinic patients were not tested for HIV despite visiting the clinic within the past year.68
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BOX 2
MISSED OPPORTUNITIES FOR HIV DIAGNOSIS (CONTINUED)
Similarly, more than two-thirds of missed opportunities for HIV diagnoses in a Louisiana health care
system occurred at health care visits outside the primary care setting, including inpatient care, specialty care
clinics, surgical specialties, ob-gyn visits, and emergency care facilities.69 In addition, an infectious disease
practice in New Jersey found that hospital emergency departments and subspecialty clinics were the two
most common settings for missed testing opportunities, with between 37% and 45% of patients presenting
with a new HIV diagnosis with an encounter in the institution in the year prior.70 Dental facilities present
another opportunity to provide point-of-care HIV screening and testing.71 Pharmacies and retail clinics
represent a vast, largely untapped potential for the delivery of HIV testing in settings that are more accessible
and, for some people, less stigmatizing than traditional settings.72 Finally, the Centers for Disease Control
and Prevention recommends that HIV screening be provided upon entry into and before release from
correctional settings and that voluntary (opt-out) HIV testing be offered periodically during incarceration.73
Studies have shown that opportunities for HIV diagnosis and linking HIV-positive individuals with justice
system involvement to community care after release are being missed in the majority of prison systems and
jails.74, 75
COVID-19 testing and vaccinations also present an opportunity to diagnose people who are unaware of their
HIV status. One hospital in an urban setting saw a “considerable increase in acute HIV diagnoses” when it
linked HIV screening with COVID testing in emergency departments.76
Missed opportunities for HIV testing result in diagnosis delays, disease progression, and lack of access to
HIV care and treatment. They also prolong the time a person is unaware of their infection, increasing the
potential for HIV transmission. For care and treatment to effectively reduce HIV incidence, improved testing
coverage and frequency are needed to ensure that a large proportion of cases are diagnosed and treated soon
after infection occurs.
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BOX 3
OPPORTUNITIES FOR ENHANCED HIV PREVENTION SERVICES IN STI
SPECIALTY CLINICS
STI specialty clinics have been an important health care setting for people who may not otherwise have
access to health care services, including those who are uninsured, and for people seeking low-barrier (e.g.,
nontraditional hours, walk-in or express appointments, low or no cost), expert, and confidential services. STI
clinics serve people who may not be engaged in HIV prevention programs or the primary health care system
for their STI and HIV prevention, care, and treatment.77-79 As such, they are suitable settings to (1) reach
people who could benefit from HIV pre-exposure prophylaxis (PrEP) and nonoccupational post-exposure
prophylaxis (PEP), including people diagnosed with an STI; and (2) identify people with HIV who are either
unaware of their status or are not virally suppressed and could benefit from linkage to or reengagement in
care.80
An evaluation of HIV testing events funded by the Centers for Disease Control and Prevention provided
further evidence of STI clinics’ important role in identifying people who experience increased risk for HIV.
In 2019, STI clinics provided almost one-third of all CDC-funded HIV tests conducted among health care
settings, and approximately 20% of all newly identified HIV-positive persons were diagnosed in STI clinics.81

SUMMARY OF OBJECTIVES
The following objectives are critical to achieving the goal of preventing new HIV infections:
1.1

Increase awareness of HIV

1.2

Increase knowledge of HIV status

1.3
		

Expand and improve implementation of safe, effective prevention interventions, including 		
treatment as prevention, PrEP, PEP, and SSPs, and develop new options

1.4
		

Increase the diversity and capacity of health care delivery systems, community health, public 		
health, and the health workforce to prevent and diagnose HIV

OBJECTIVES AND STRATEGIES
Objective 1.1 Increase awareness of HIV
Nearly four decades into the HIV epidemic, too many people still lack essential information about HIV or hold
misconceptions about the virus, including how it is prevented and transmitted. The resulting misperception of
self-risk and perpetuation of HIV-related stigma and discrimination can deter people from learning their status,
accessing prevention services, seeking or remaining in care, or supporting people who need diagnostic, prevention,
care, or treatment services.
More must be done to increase HIV awareness among everyone, but especially among people, communities, and
the health workforce where HIV is most heavily concentrated. Messaging must be clear, specific, consistent, and
culturally and linguistically appropriate and must reflect today’s scientific knowledge of HIV disease progression, its
impact on community and individual health, the importance of early and sustained HIV treatment, and the health
and prevention benefits of viral suppression. Once developed, the messaging should be broadly and persistently
disseminated as educational campaigns using both traditional and social media delivered by trusted community
members and community influencers.
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School-based health programs that include sexual health education and connect youth to services serve to create
safer and more supportive school environments, particularly for LGBTQI+ youth.82 These environments help
prevent HIV among adolescents by providing students with the knowledge and skills to help them be healthy and
avoid HIV. Comprehensive school-based health programs ensure that students can access the services they need,
and promote protective factors, such as school connectedness, that have long-term impact on risk for HIV. HIV
prevention implemented in schools includes curricula that are medically accurate, developmentally appropriate,
affirming, culturally relevant, accessible, and universally designed with content and skills that target key behavioral
outcomes and promote healthy sexual development. Efforts to improve the safety and supportiveness of school
environments include the provision of policies and practices that support LGBTQI+ students as well as activities that
increase school connectedness and parent engagement.
Suitable primary prevention approaches focused on youth should be age-appropriate, linguistically and culturally
informed, community-centered, accessible and universally designed, inclusive, stigma-reducing, and grounded in
science and medicine. According to the American Academy of Pediatrics, developmentally appropriate and evidencebased education about human sexuality and sexual reproduction provided over time by pediatricians, schools, other
professionals, and parents is important to help children and adolescents make informed, positive, and safe choices
about healthy relationships, responsible sexual activity, and their reproductive health.83 Similar recommendations
were presented in a 2021 report issued by the National Academies of Sciences, Engineering, and Medicine, which
called for the adoption of a holistic sexual health paradigm, among other actions, to reduce STIs.84 School-based
programs that use strategies to increase sexual health education, connect youth to needed services, and increase
the safety and supportiveness of school environments have been demonstrated to reduce sexual risk behavior,
experience of sexual violence, and substance use.83 Primary prevention should be a part of comprehensive sexual
education, particularly for youth, including delayed initiation of sexual activity for those who are not yet sexually
active, and non-judgmental and affirming information about safer sexual activity for those who are sexually active.
These efforts must engage organizations and people who shape and influence knowledge, attitudes, beliefs, and
behaviors, particularly among populations that experience risk of HIV, as well as leverage digital strategies and new
technologies to reach the highest number of people at relevant access points.
Strategies

1.1.1
		
		

Develop and implement campaigns, interventions, and resources to provide education about 			
comprehensive sexual health; HIV risks; options for prevention, testing, care, and treatment; and 		
HIV-related stigma reduction.

1.1.2
		

Increase knowledge of HIV among people, communities, and the health workforce in geographic 		
areas disproportionately affected.

1.1.3
		
		
		

Integrate HIV messaging into existing campaigns and other activities pertaining to other parts of the 		
syndemic, such as STIs, viral hepatitis, and substance use and mental health disorders, as well as in 		
primary care and general wellness, and as part of annual reproductive health visits 				
and wellness visits.

Objective 1.2 Increase knowledge of HIV status
In addition to general knowledge about HIV, it is important for people with HIV to receive a diagnosis (also known
as knowledge of HIV status), which would allow them to take control of their health. Full implementation of CDC
and USPSTF screening and testing guidelines is critical to increasing knowledge of status (see Box 4). Innovative
models and approaches that expand access to and availability of testing in various settings such as routine optout testing in clinical settings, testing in retail pharmacies, self-testing, testing in correctional facilities, mobile
testing, and self-testing offered via social networks are required. Early detection coupled with prompt linkage to
care and immediate initiation of treatment is also critical and can lead to improved individual and community
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health outcomes. The U.S. Department of Veteran Affairs (VA) provides an innovative solution in which pharmacists
developed a clinical dashboard that lists patients needing action, including a shared electronic medical record to span
HIV, STI, viral hepatitis, and PrEP needs of VA patients. The dashboard enables staff to access quality improvement
data, benchmarks against other comorbidities, and comparative analysis by year for improvement purposes.

BOX 4
HIV TESTING RECOMMENDATIONS
U.S. Preventive Services Task Force (USPSTF) Recommendation (2019)—USPSTF recommends
that clinicians screen for HIV in adolescents and adults aged 15–65 years. Younger adolescents and older
adults who experience increased risk of infection should also be screened. USPSTF also recommends that
clinicians screen for HIV infection in all pregnant women, including those who present in labor or at delivery
with unknown HIV status. Read the recommendation.
Centers for Disease Control and Prevention (CDC) Recommendations (2006)—CDC
recommends that everyone aged 13–64 years get tested for HIV at least once as part of routine health care.
For those with specific risk factors, CDC recommends testing at least annually. Read the recommendations.

Expansion of the status-neutral approach to HIV care allows for ongoing engagement in HIV prevention, care,
and treatment regardless of a person’s HIV status (see Box 5). Embracing a status-neutral approach helps improve
care and service provision and eliminates structural HIV and other intersecting stigma by meeting people where
they are, offering a “whole person” approach to care, and putting the needs of the person ahead of their HIV status.
By embedding HIV prevention and care into routine care, this approach advances health equity by integrating
HIV prevention and care with strategies that address social determinants of health and barriers to accessing
and remaining engaged in care. HIV testing serves as the entry point to services—the pathway to prevention and
treatment. In addition, people are assessed for and engaged in continuous care and supportive services if needed
to improve health and prevent new infections (see Figure 7). Health care providers and public health partners play
critical roles in a status-neutral approach.
Strategies

1.2.1
		

Test all people for HIV according to the most current USPSTF recommendations and 				
CDC guidelines.

1.2.2
		

Develop new and expand implementation of effective, evidence-based or evidence-informed models 		
for HIV testing that improve convenience and access.

1.2.3
		
		

Incorporate a status-neutral approach to HIV testing, offering linkage to prevention services 			
for people who test negative and immediate linkage to HIV care and treatment for those who 			
test positive.

1.2.4
		

Provide partner services to people diagnosed with HIV or other STIs and their sexual and/or 			
syringe-sharing partners.
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BOX 5
STATUS-NEUTRAL APPROACH TO HIV SERVICES
Adoption of a status-neutral approach to HIV services—in which HIV testing serves as an entry point to
services regardless of positive or negative result—can improve testing as well as prevention and care outcomes.

Figure 7. CDC’s HIV status-neutral approach to HIV services
People who receive a negative HIV test result are offered powerful tools that prevent HIV, which may include
pre-exposure prophylaxis (PrEP) and information about access to condoms and sexual health and harm
reduction services. The prevention pathway emphasizes a consistent return to HIV testing and facilitates
seamless entry to treatment for people who later receive a positive test result.
People who receive a positive HIV test result should be quickly engaged in HIV primary care and prescribed
effective treatment to help them achieve and maintain an undetectable viral load and to tend to their
other non-HIV-related health care. An undetectable viral load essentially eliminates the risk of sexual HIV
transmission and enables people with HIV to live long, healthy lives.

Objective 1.3 Expand and improve implementation of safe, effective prevention interventions, including
treatment as prevention, PrEP, PEP, and SSPs, and develop new options
Today, a range of highly effective prevention methods are available for use in combination or on their own. However,
they do not yet reach everyone who needs them. Scaling up combinations of scientifically proven, cost-effective
interventions targeted to the right populations in the right geographic areas is key to preventing new HIV infections.
Especially important is scaling up highly effective, biomedical interventions: treatment as prevention (U=U),
PrEP, and PEP, along with other highly effective prevention interventions including delayed initiation of sexual
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activity, correct and consistent condom usage, HIV and viral hepatitis testing, STI testing and treatment, SSPs and
harm reduction services, universal HIV testing and linkage to care in primary care settings, and behavioral health
services.85-89
These interventions must be available to people who need them in a variety of traditional health care and public
health settings as well as nontraditional settings. Public health and health care systems can better meet the HIV
prevention needs of the people they serve by developing or adopting culturally competent, linguistically appropriate,
and accessible approaches and policies for service design and delivery. Examples of interventions include models
that allow for low-barrier access to prevention and supportive services such as expanded service hours, drop-in
appointments, telehealth, peer navigators, community health workers, and co-located service delivery.90
Schools can offer on-site sexual health services through their own health care infrastructure, such as school-based
health centers and school nurses, or can establish referral systems to community partners to provide services, such
as periodic, school-wide HIV and STI screening events or mobile clinics. In addition, treatment for alcohol use
disorder, other substance use disorders, and mental health conditions can also reduce HIV.91
Policy and other systemic changes can support the expansion or improvement of these prevention interventions
and can often be cost-neutral or cost-saving, as resources are realigned and services are provided at focused hours
and delivery is tailored to people seeking assistance.92 For example, structural barriers such as state or local laws or
policies may require review and revision to facilitate expanded access to HIV prevention services, such as permitting
SSPs, working with law enforcement to strengthen training on harm reduction as an effective public health
intervention, or expanding prescribing authority and reimbursement of services for PrEP and PEP to pharmacists
and other providers.
Ongoing implementation research on how best to use new and existing HIV prevention tools is needed, as is
continued research into new tools that make HIV prevention more convenient and accessible. Research must pursue
biomedical interventions that simplify implementation, such as long-acting, extended-release tools that can protect
against HIV infection without daily pills, as well as non-systemic tools that expand user options such as lubricantor douche-based microbicides or multi-purpose tools that might protect women from both HIV and pregnancy.
Research is needed to identify strategies to most effectively integrate such tools into HIV prevention services when
they become available. Other prevention tools also warrant further investigation, including antibody-mediated
protection strategies, effective vaccines, and behavioral and social-structural interventions.
Strategies

1.3.1
		

Engage people who experience risk for HIV in traditional public health and health care delivery 		
systems, as well as in nontraditional community settings.

1.3.2
		

Scale up treatment as prevention (i.e. U=U) by diagnosing all people with HIV, as early as possible, 		
and engaging them in care and treatment to achieve and maintain viral suppression.

1.3.3
		

Make HIV prevention services, including condoms, PrEP, PEP, and SSPs, easier to access and 		
support continued use.

1.3.4
		

Implement culturally competent and linguistically appropriate models and other innovative 			
approaches for delivering HIV prevention services.

1.3.5
		

Support research into the development and evaluation of new HIV prevention modalities and 		
interventions for preventing HIV transmissions in priority populations.

1.3.6
		

Expand implementation research to successfully adapt evidence-based interventions to local 			
environments to maximize potential for uptake and sustainability.
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Objective 1.4 Increase the diversity and capacity of health care delivery systems, community health,
public health, and the health workforce to prevent and diagnose HIV
Expanding awareness, access, uptake, and adherence to effective HIV prevention interventions and improving
availability of HIV testing for people with undiagnosed infection or ongoing risk of acquisition are actions that fall
largely under the purview of the health care and public health systems. Therefore, steps must be taken to strengthen
and expand capacity to ensure that these services are more commonly available in clinical and nonclinical settings
including primary care, health centers, community-based organizations, emergency departments, pharmacies (see
Box 6), Title X family planning sites, STI specialty clinics (see Box 3), substance use disorder treatment facilities,
correctional settings, home- and community-based services, and other settings.
One step involves training all staff, ranging from those performing administrative duties to those delivering direct
care, on trauma-informed care, cultural competency, stigma and discrimination, and unrecognized bias. Health
care services that are respectful of and responsive to the health beliefs, practices, and cultural, developmental, and
linguistic needs of diverse patients can also help bring about positive health outcomes.93 Another step involves
providing resources, incentives, training, and technical assistance to organizations to expand workforce and systems
capacity especially in areas with limited availability of prevention and other health care and supportive services.94
Available mechanisms to increase the number of HIV providers include health professions training grants, the
National Health Service Corps Scholarship and Loan Repayment Programs, financial incentives to compensate
providers for HIV care management, and program coordination so that providers who are not HIV specialists are
adequately equipped to provide prevention services to high-risk populations and link patients who test positive to
HIV clinical care providers.
These efforts must seek to expand the number, variety, diversity, and distribution of health care providers who
routinely provide HIV testing, prevention counseling, and linkage to specialty care. A recent study showed that
a low proportion of primary care providers were familiar with PEP and PrEP.95 In some settings, these efforts
require addressing the “purview paradox,” a contradiction in which primary care physicians and HIV specialists
sometimes consider PrEP to be beyond their purview.96 Thus, HIV prevention and testing must become the purview
of providers of all types who care for patients who may experience risk. Further, health care providers in high HIV
prevalence jurisdictions must understand the relationship of epidemiological context and HIV acquisition. In these
jurisdictions, providers may be encouraged to offer universal opt-out HIV testing and integrate PrEP screening as a
part of routine care for all clients.
The nation’s more than 13,500 health center service delivery sites span every U.S. state, U.S. territory, and the
District of Columbia, and serve 1 in 11 people across the country. In 2020, health centers logged nearly 2.5 million
visits for HIV tests and provided more than 389,000 people with access to PrEP.97 Further strengthening and
supporting the capacity of health centers to respond to the needs of individuals experiencing risk for HIV or living
with HIV, including creating affirming and welcoming environments and providing HIV services with integrated
behavioral health and family support models, is a promising approach to increasing availability of high-quality HIV
prevention and care services for those who need them.
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BOX 6
PHARMACISTS’ ROLES IN HIV PREVENTION AND CARE
Pharmacists’ knowledge and accessibility in nearly every urban and rural community can be leveraged as
part of a comprehensive HIV prevention and care strategy to expand access to care and improve population
health. As trusted health care professionals, pharmacists develop a strong rapport with patients and may
be the key to addressing current disparities in PrEP-prescribing patterns as well as serving as an essential
liaison between patients and other members of the multidisciplinary care team.98 Pharmacists and
community pharmacies can also be utilized to expand rapid, point-of-care HIV testing in communities.72 In
addition, studies have shown that engaging pharmacists as key players in a care team can increase retention
in care and adherence to ART and maintain viral suppression.99-101

Strategies

1.4.1
		
		
		

Provide resources, incentives, training, and technical assistance to expand workforce and systems 		
capacity to provide or link clients to culturally competent, linguistically appropriate, and accessible 		
HIV testing, prevention, and supportive services especially in areas with shortages that are 			
geographic, population, or facility based.

1.4.2
		

Increase the diversity of the workforce of providers who deliver HIV prevention, testing, and 			
supportive services.

1.4.3
		

Increase the inclusion of paraprofessionals on prevention teams by advancing training, certification, 		
supervision, financing, and team-based care service delivery.

1.4.4
		

Include comprehensive sexual health and substance use prevention and treatment information in 		
curricula of medical and other health workforce education and training programs.

Indicators of Progress
Working together to pursue these objectives, the nation can achieve the following targets by 2025:

Indicator 1

Increase knowledge of status to 95% from a 2017 baseline of 85.8%.

Indicator 2

Reduce new HIV infections by 75% from a 2017 baseline of 37,000.

Indicator 3

Reduce new HIV diagnoses by 75% from a 2017 baseline of 38,351.

Indicator 4

Increase PrEP coverage to 50% from a 2017 baseline of 13.2%.
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GOAL 2: IMPROVE HIV-RELATED HEALTH OUTCOMES OF
PEOPLE WITH HIV
THE OPPORTUNITY
Starting and staying on HIV treatment as soon as possible following HIV diagnosis is necessary for all people with
HIV to improve health outcomes and to prevent HIV transmissions.102-104 People who start HIV treatment early and
remain adherent to antiretroviral medications can live a normal lifespan. Improving the health of people with HIV
requires continued focus on the HIV continuum of care to identify gaps and disparities at each step of the continuum
to target resources and interventions (see Figure 8). Increasing access to comprehensive health care through
expansion of Medicaid programs, counseling about private insurance through the Affordable Care Act and the
American Rescue Plan, and implementing programs to support maintaining insurance such as co-pay and premium
assistance through the RWHAP will increase access.

ACHIEVED AND
MAINTAINING
VIRAL
SUPRESSION

RECEIVED HIV
MEDICAL
CARE

DIAGNOSED
WITH HIV

LINKED TO
CARE

RETAINED
IN CARE

Figure 8. The HIV care continuum outlines the steps that people with HIV take from diagnosis to
achieving and maintaining viral suppression. Source: HIV.gov.105

One common gap is the lack of understanding about the personal and public health benefits of entering treatment
immediately and achieving and maintaining viral suppression. Increasing HIV education and available treatment
along with strengthening relationships between patients and providers can play an even larger part in supporting
people with HIV to begin, or reengage in, care and treatment and improve long-term health outcomes. Developing
and expanding partnerships between providers of HIV specialty care and other providers (such as primary care
and other health care providers as well as community organizations, health departments, community-based
substance use and harm reduction programs, jails and prisons, and others) can leverage existing resources, allowing
for seamless transitions between each step of the continuum from diagnosis to achieving and maintaining viral
suppression. In addition, government, academic, and pharmaceutical industry research has provided simpler, more
easily tolerated therapies than the initial generation of effective antiretroviral therapies. Continued advances such as
long-acting injectables could result in the introduction of new HIV treatments during the course of this 5-year plan.
These new options could help address challenges with adherence to a daily pill regimen.
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Several approaches exist to support treatment initiation and
adherence as well as retention in care across the continuum,
including:
• Rapid start programs. Programs focusing on the immediate
(ideally same day or within 7 days after diagnosis) initiation
of ART have demonstrated success and are expanding
in communities across the nation. Such “rapid start” or
“red carpet” programs require structural or other changes
to improve linkage to care, care coordination, patient
navigation, adequate staffing, specialized services, and
clinical provider evaluation.
• Evidence-based strategies. Every year evidence-informed
best practices are added to the compendia of recommended
interventions designed to improve treatment adherence and
retention in care. Although interventions are often not a
one-size-fits-all approach, health departments, clinics, and
community organizations have additional tools to implement
and receive a wide range of adaptations that have worked
in different settings, in different population sizes, and for
specific populations. Increasing the use of evidence-based
strategies and best practices, coupled with community input,
to reengage people who have fallen out of care, and people
never in care, is necessary.

GOAL 2: IMPROVE HIV-RELATED
HEALTH OUTCOMES OF PEOPLE
WITH HIV
Objectives
2.1 Link people to care immediately after
diagnosis and provide low-barrier
access to HIV treatment
2.2 Identify, engage, or reengage people
with HIV who are not in care or not
virally suppressed
2.3 Increase retention in care and
adherence to HIV treatment to
achieve and maintain long-term viral
suppression and provide integrative
HIV services for HIV-associated
comorbidities, coinfections, and
complications, including STIs
2.4 Increase the capacity of the public
health, health care delivery systems,
and health care workforce to
effectively identify, diagnose, and
provide holistic care and treatment for
people with HIV

• Health literacy. Limited health literacy is associated with
poorer health outcomes.106 At all levels, further effort is
needed to construct organizations, institutions, systems, and
a workforce that embrace and implement the concepts and
principles of health literacy. Efforts to create more health2.5 Expand capacity to provide wholeliterate public and private health systems at the federal,
person care to older adults with HIV
state, tribal, territorial, and local levels will help patients
and long-term survivors
understand the health care system and the importance of
HIV prevention, care, and treatment, and the benefits of
2.6 Advance the development of nextviral suppression. Patient education is a necessary aspect of
generation HIV therapies and
people-centered care, but it requires systems and providers
accelerate research for HIV cure
to end the use of jargon, take the time to educate and explain
in plain language, alter websites and brochures, proactively
counter medical misinformation, use social media differently,
and consider other culturally appropriate and accessible ways to deliver key information. Understanding HIV,
the importance of treatment, and the risks of transmission to others can also lead to less stigma and shame,
which in turn can lead to increased interactions with the health system and positive health outcomes.107 Efforts
to increase health literacy can also aid in addressing the mistrust of the medical system prevalent among many
minority groups because of the historical systemic racism in many health care settings.
• Comprehensive array of clinical and support services. Current systems of HIV care and treatment have
produced tremendous results, and the nation has more providers treating people with HIV than ever before.
Today, people with HIV who are on treatment are living longer and healthier lives, and more than one-half of the
people with HIV in the United States are over age 50. Researchers and clinicians are identifying and providing
services to address the comorbidities experienced by people aging with HIV as well as people with HIV across
the entire lifespan whose health can be impacted by noncommunicable comorbidities or coinfections. Other key
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population groups, such as youth, transgender people, people with substance use disorders, justice-involved
people, people with disabilities, or people experiencing homelessness, require different combinations of tailored
services to help improve their health outcomes.108 Work continues to scale up evidence-based and evidenceinformed programs that provide enhanced case and care management for people with HIV specific to their
comorbidities or co-occurring conditions such as homelessness, food insecurity, and lack of employment.
• Capacity of the health care delivery system. As providers engage and reengage people in care and
implement rapid start models, the number of people in care will increase. However, workforce needs may not
be able to keep pace. The existing highly skilled and dedicated workforce, combined with a growing number
of federally funded health centers of all types treating people with HIV, are key to ensuring positive health
outcomes. There is an opportunity to examine ways to restructure staff and clinic workflows, implement
technological solutions, enhance quality improvement programs, consolidate paperwork requirements, and
examine task sharing to create new efficiencies and revamp the ability to use peers in key places along the HIV
care continuum. Continuing to find innovative ways to encourage clinical and nonclinical providers to specialize
in HIV care and treatment and engaging primary care providers in care and treatment of HIV, viral hepatitis,
and STIs will remain important.
• Meaningful involvement of people with HIV in program design and implementation. People with
HIV are central to the response to the epidemic and must be included in all elements of programming and
service delivery to achieve the Strategy’s goals. People with HIV must be included in program design and
implementation, quality improvement initiatives, and campaigns; engaged as peers in prevention and care
services; employed in HIV service delivery organizations; and involved in large-scale structural and policy
initiatives. COVID-19 has presented opportunities for engaging people with HIV and communities in new and
different ways, and program implementers must continue to create mechanisms for the meaningful engagement
of interested individuals.

CHALLENGES
The following challenges hinder efforts to improve HIV-related health outcomes:
• Health care capacity and workforce shortages exist in critical geographic areas, particularly in the Southern
United States.
• Services to address intersecting conditions of mental health, substance use disorders, homelessness or housing
instability, and incarceration are limited and/or fragmented.
• HIV-related stigma, other forms of stigma associated with people with HIV, and discrimination continue to
impede optimal health outcomes for people with HIV.
• There is a need for new and innovative health care delivery strategies and therapeutics to better support and
retain people most vulnerable to not adhering to or dropping out of care.
• There is a lack of ongoing, diverse, meaningful, and engaged community input in some HIV programs and
services.
• Medical mistrust and medical misinformation must be addressed.
• Lack of Medicaid expansion, particularly in Southern states disproportionately affected by HIV, limits access to
HIV prevention and care services for many who need them.

SUMMARY OF OBJECTIVES
A concerted national effort to engage people with HIV in care is essential to achieving the Strategy’s vision. The
following steps are critical to achieving success:
2.1

Link people to care immediately after diagnosis and provide low-barrier access to HIV treatment.

2.2

Identify, engage, or reengage people with HIV who are not in care or not virally suppressed.
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2.3
		
		

Increase retention in care and adherence to HIV treatment to achieve and maintain long-term 		
viral suppression and provide integrative HIV services for HIV-associated comorbidities, 			
coinfections, and complications, including STIs.

2.4
		

Increase the capacity of the public health, health care delivery systems, and health care workforce 		
to effectively identify, diagnose, and provide holistic care and treatment for people with HIV.

2.5

Expand capacity to provide whole-person care to older adults with HIV and long-term survivors.

2.6

Advance the development of next-generation HIV therapies and accelerate research for HIV cure.

OBJECTIVES AND STRATEGIES
Objective 2.1 Link people to care immediately after diagnosis and provide low-barrier access to
HIV treatment
Achieving improved health outcomes for people with HIV begins with ensuring that they are promptly linked to
effective HIV care and treatment upon diagnosis. Linkage to HIV care and treatment immediately or as early as
possible following HIV diagnosis leads to faster time to viral suppression, increased rates of retention in care and
ongoing viral suppression, and reduction in transmission risk.109-111 Programs must continue to build capacity and
shrink the amount of time between diagnosis and linkage to care so that immediate linkage to care becomes the
standard across the United States, allowing people to begin receiving care and treatment within hours or days of
their diagnosis no matter where they live. This effort may require that some clinics and health departments work
to reduce facility-based, government-based, workforce, or administrative barriers to initiating care and treatment.
Red carpet and warm-handoff programs provide low-barrier access by linking newly diagnosed people to care
and treatment services, often within the same day.112, 113 For example, these programs, which often integrate robust
navigation services, may schedule medical appointments on behalf of the patient, drive newly diagnosed people
who lack transportation from an HIV testing site to a trusted clinic, or help people who need assistance complete
required forms and paperwork.
Strategies

2.1.1
		

Provide same-day or rapid (within 7 days) start of antiretroviral therapy for persons who are able to 		
take it; increase linkage to HIV health care within 30 days for all persons who test positive for HIV.

2.1.2
		
		

Increase the number of schools providing on-site sexual health services through school-based health 		
centers and school nurses, and linkages to HIV testing and medical care through youth-friendly 		
providers in the community.

Objective 2.2 Identify, engage, or reengage people with HIV who are not in care or not virally suppressed
Although improvements have been made over time, only 58% of people with diagnosed HIV were retained in care
in 20192 and 81% of people with diagnosed HIV were rapidly linked to care within 1 month of diagnosis. In addition,
23% of people with HIV who are not receiving care account for 43% of new infections.28 This population often needs
highly tailored approaches to identify, conduct outreach, ascertain barriers to care, and create individualized care
plans to facilitate entry into care, followed by navigation and other services to support retention in care, such as
short- or long-term housing assistance, benefits counseling across the social services spectrum, and employment
counseling. New solutions must be identified to engage and reengage populations that, to date, systems have been
unsuccessful in reaching and retaining in care. Feedback and evaluations of services from people with HIV are
critical to understanding and improving how services are received by those who need them the most. Attention
should also be paid to eligibility and other requirements placed on people seeking care such as eligibility processes
and duplicative paperwork requests.
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Data-to-care models based on solid, interwoven data points, and other evidence-based interventions focused on
finding people not in care and people who are not yet virally suppressed, are proven strategies to reengage people
over the long term.114 Disparate data systems must first be linked to identify people who have tested HIV positive
but do not have recent indicators of quality care, people who have fallen out of care, people in care who lack timely
prescription refills, and people in care who have not achieved or maintained viral suppression. Entering into formal
data sharing agreements ensures that the uses of the data, responsibilities, and protections are clearly delineated
for all parties. Such agreements are needed among state public health surveillance systems, state and local health
departments, tribes, tribal organizations, urban Indian organizations, the RWHAP, federally funded health centers
of all types, community-based organizations, STI specialty clinics, HOPWA programs, Medicaid, Departments of
Corrections, pharmacies and pharmacy benefits managers, and other components of the health system serving
people with HIV in a geographic area. A goal of data sharing agreements is to reduce administrative burden on
providers as well as individuals, thereby avoiding redundant intakes, increasing efficiency, and preparing providers
to work alongside clients to develop comprehensive treatment plans without delay.
Strategies

2.2.1
		
		

Expand uptake of data-to-care models using data sharing agreements, integration and use of 			
surveillance, clinical services, pharmacy, and social/support services data to identify and 			
engage people not in care or not virally suppressed.

2.2.2
		

Identify and address barriers for people who have never engaged in care or who have fallen out 		
of care.

Objective 2.3 Increase retention in care and adherence to HIV treatment to achieve and maintain
long-term viral suppression and provide integrative HIV services for HIV-associated comorbidities,
coinfections, and complications, including STIs
People with HIV need ongoing support to stay in care and adhere to ART to achieve and maintain viral
suppression.115 Approaches to increase retention in care include higher levels of personal contact with a patient
navigator or community health worker to ensure care receipt; reminders about appointments and calls to discuss
why appointments were missed; patient navigation services designed to help patients identify, apply for, and receive
necessary services to bolster medical care; medical case management; financial incentives; and low-threshold care
including walk-in appointments and on-site pharmacies.116, 117 Among adherence interventions are those designed
to ensure the efficiency of receiving and taking medications such as 90-day prescriptions, options for medication
pick-up or receipt by mail, use of technology such as medication reminder apps, and adherence counseling. Other
interventions must address common barriers to adherence and retention, such as providing co-located treatment for
HIV and mental health and substance use disorders.
Ongoing research in a variety of disciplines is also needed to improve care retention, medication adherence, and
sustained viral suppression. Research topics include next-generation therapeutics that are longer-acting, less
toxic, and have fewer side effects and complications, as well as behavioral and social sciences to better understand
and address barriers to treatment uptake and adherence, as well as disparities. Biomedical, behavioral, and
implementation research approaches can be combined to increase viral suppression, reduce HIV transmission, and
improve health for all affected populations. Basic, translational, and clinical research can increase understanding of
HIV-related comorbidities, coinfections, and complications, which can interfere with retention, adherence, or viral
suppression.
New and differentiated models of care, especially those that integrate HIV prevention, care, and supportive services,
alongside broader structural interventions, must be tailored and implemented for priority populations. Many
populations such as youth transitioning from pediatric to adult care, people without consistent and stable housing,
and people released from correctional facilities need well-coordinated interventions that span systems, providers,
and payers and address structural, medical, behavioral, and support service concerns.
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Strategies

2.3.1
		

Support the transition of health care systems, organizations, and patients/clients to become more 		
health literate in the provision of HIV prevention, care, and treatment services.

2.3.2
		

Develop and implement effective, evidence-based or evidence-informed interventions and supportive
services that improve retention in care.

2.3.3
		
		
		

Expand implementation research to successfully adapt effective evidence-based interventions, such 		
as HIV telehealth, patient and peer navigators, accessible pharmacy services, community 			
health workers, and others, to local environments to facilitate uptake and retention to 			
priority populations.

2.3.4
		

Support ongoing clinical, behavioral, and other research to support retention in care, medication 		
adherence, and durable viral suppression.

Objective 2.4 Increase the capacity of the public health, health care delivery systems, and health care
workforce to effectively identify, diagnose, and provide holistic care and treatment for people with HIV
Increasing viral suppression requires expanded capacity of public health, health care and support service delivery
systems, and the health workforce to be flexible and responsive to the needs of people with HIV. COVID-19 has
strained HIV care and prevention systems and has highlighted gaps within our nation’s response. Federal and
state programs focused on HIV should work to identify opportunities to expand the HIV workforce, including
partnerships with medical colleges, particularly Historically Black Colleges and Universities, and incentives for
clinicians to provide HIV and related services. Increasing the diversity of providers offering HIV prevention and
care services is one important capacity-building approach. In addition, publicly funded organizations can increase
the diversity of their workforce and provide training to ensure culturally competent care and knowledge of best
practices for caring for people from diverse backgrounds.118 Health care and support systems can also take advantage
of different types of health professionals such as nurses, advanced practice providers, pharmacists, and behavioral
health specialists to ensure that any workforce shortages can be addressed. Innovative staffing models can also build
capacity to better meet the needs of people with HIV including the use of community health workers, linkage to care
and reengagement specialist teams, task sharing, integrated care teams, and use of peer mentors.119 Organizations
should also work to ensure that their staff represents the populations served, including hiring pathways for people
with HIV and providing opportunities for leadership and leadership development. In addition, sustained continuous
quality improvement programs must be utilized to ensure that up-to-date and high-quality care is being provided by
integrated and diverse care teams.
In addition to the RWHAP, patient-centered medical homes and health homes create opportunities to address
medical and support service needs of people with HIV through coordinated, team-based, and accessible programs
including co-location of mental health, substance use, geriatric, reproductive, and other related health care services.
Similar to HIV prevention, expanding care and treatment capacity must also include delivery of additional resources,
incentives, training, and technical assistance to existing systems as well as development of new systems in areas
with limited availability. For example, establishing new partnerships and advancing telehealth arrangements to
expand access to professionals with specialized backgrounds should be explored to increase access to services in
geographically underserved areas, as well as expanding broadband access, so that those in underserved and rural
areas may have equitable access to telehealth arrangements. The design of programs to reach and engage people out
of care, people never in care, and people who are challenged to stay in care may require novel approaches, services,
and partnerships to address issues of trauma, poverty, and associated conditions that are obstacles to care. The
creation and implementation of new programs should involve input and feedback from people with HIV because
they have unique knowledge to share. Systems should also offer low-threshold capacity-building resources to
organizations and retail health clinics led and staffed by local members of the priority populations to enhance their
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ability to apply for and receive grants and foundation funds to increase the number of services being provided in and
by affected communities.
In addition, to address the unique needs of people aging with HIV and long-term survivors, federal and state
programs and community-based organizations must conduct analyses to identify gaps in service delivery for
this population so that programs can be implemented to address shortfalls. This analysis should include federal
programs such as Medicare and the RWHAP to ensure adequacy of care and support services, benefits, and policies.
Strategies

2.4.1
		
		
		
2.4.2
2.4.3
		
		

Provide resources, value-based and other incentives, training, and technical assistance to expand 		
workforce and systems capacity to provide or link clients to culturally competent and linguistically 		
appropriate care, treatment, and supportive services especially in areas with shortages that 			
are geographic, population, or facility based.
Increase the diversity of the workforce of providers who deliver HIV care and supportive services.
Increase inclusion of paraprofessionals on teams by advancing training, certification, supervision, 		
reimbursement, and team functioning to assist with screening/management of HIV, STIs, 			
viral hepatitis, and mental and substance use disorders and other behavioral health conditions.

Objective 2.5: Expand capacity to provide whole-person care to older adults with HIV and long-term
survivors
More than one-half (52%) of people in the United States with diagnosed HIV were aged 50 and older in 2019.3 Of
the more than 500,000 clients served by the RWHAP in 2019, 46.8% were aged 50 years and older—an increase
from 31.6% in 2010. Of clients aged 50 years and older receiving RWHAP HIV medical care, 90.9% were virally
suppressed, which was slightly higher than the national RWHAP average (88.1%).120 The proportion of older adults
with HIV is expected to continue to rise because of the effectiveness of ART, as well as new diagnoses within this age
group, which accounts for approximately 17% of all diagnosed HIV in the United States.
People aging with HIV, many of whom are long-term survivors, have unique mental health and physical health
needs.121 Although people with HIV over age 50 have the highest viral suppression rates and the lowest incidence
rates of any age group, the effects of aging, chronic inflammation, frailty, and distinctive behavioral health issues can
compound the care and support service needs for this population.
Although modern antiretroviral therapies increase the life expectancy of people living with HIV, many challenges
and opportunities for the treatment of HIV and HIV-associated comorbidities, coinfections, and complications
across the lifespan persist. Even when long-term viral suppression is achieved, people living with HIV over age
50 are more likely than their peers without HIV to experience age-related complications such as cardiovascular
disease, lung disease, infection-related and non-infection-related cancers, neurocognitive and neuropsychiatric
disorders, osteopenia/osteoporosis, liver cirrhosis, and renal disease. In addition, people living with HIV infection
may suffer from multiple morbidities, polypharmacy, declining physical and cognitive function, alterations in body
composition, social isolation, and increased caregiver burden.
Older adults with HIV and long-term survivors of HIV often experience social isolation, loneliness, and a lack of
social support, as well as HIV- and age-related stigma. These issues may prevent them from seeking or staying in
care and can contribute to poor mental and physical health. The U.S. HIV care and treatment system must adapt
to ensure that people aging with HIV can receive whole-person care that addresses their HIV- and aging-related
health needs, along with support services such as mental health, transportation, housing, food and nutrition, and
benefits counseling, among many others. Relatedly, our nation’s programs designed to serve older adults—including
Medicare, Medicaid, and programs supported through the HHS Administration for Community Living including
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State Units on Aging, Area Agencies on Aging, and other community-based organizations and social service
providers—must be prepared to meet the needs of people with HIV. Partnerships between HIV care providers and
community-based organizations can greatly enhance the ability of people aging with HIV to maintain independence
and experience improved quality of life (see Box 8 for a discussion of HIV Prevention and Care Across the Lifespan).
Strategies

2.5.1
		

Identify, implement, and evaluate models of care that meet the needs of people with HIV who are 		
aging and ensure quality of care across services.

2.5.2
		
		

Identify and implement best practices related to addressing psychosocial and behavioral health 		
needs of older people with HIV and long-term survivors including substance use treatment, mental 		
health treatment, and programs designed to decrease social isolation.

2.5.3
		
		

Increase HIV awareness, capability, and collaboration of service providers to support older people 		
with HIV, including in settings such as aging services, housing for older adults, substance use 		
treatment, and disability and other medical services.

2.5.4
		
		

Promote research, cross-agency collaborations and sharing of research discoveries that address 		
specific aging-related conditions in people with HIV, and other comorbidities and coinfections that 		
can impact people with HIV of all ages.

2.5.5
		
		

Develop and optimize collaborative multi-agency and multi-sectoral approaches and strategies to 		
address emergent and evolving challenges facing people living with HIV at various life stages 			
to support healthy aging with HIV.

Objective 2.6: Advance the development of next-generation HIV therapies and accelerate research for
HIV cure
Research and programmatic implementation of varied HIV therapeutic modalities that meet the needs of diverse
communities of people with HIV is critical to reduce onward transmission and to achieve complete virus remission,
eradication, and HIV cure. Collaboration must exist on a global scale, as much of the research on these new
therapies is being done in highest incidence settings.
Novel ART classes and drugs that target the HIV lifecycle are in various stages of preclinical and clinical
development and are under investigation in clinical trials. Next-generation therapeutics research includes basic
and clinical studies to optimize efficient delivery of therapies and interventions that address drug toxicity, viral
resistance, adherence, and retention in care and stigma associated with ART use.
Numerous novel diagnostic and delivery systems are similarly being developed and tested, including subcutaneous,
intravenous, topical, implantable, and long-acting oral formulations. New delivery systems and technologies will
improve adherence to drug regimens and reduce the burden on health systems.
Research toward safer, effective, and long-lasting therapeutics that successfully achieve viremic control in
the absence of ART or completely eradicate the HIV infection (cure) must continue, and must seek a better
understanding of the viral reservoir dynamics, persistent viral replication consequences, and the host immune
system clearance capacity to remove residual infection.
In parallel to research efforts, safe, long-acting, more efficacious regimes must be rapidly approved and
implemented to meet the needs of communities of people with HIV. Achieving these goals will benefit from robust
public-private partnerships both in basic and clinical research as well as in implementation planning and delivery to
ensure community involvement and advocacy.

National HIV/AIDS Strategy: 2022–2025

National HIV/AIDS Strategy 2022–2025 | 45

Strategies

2.6.1
		
		

Promote research and encourage public-private partnerships to accelerate new therapies to achieve 		
sustained viral suppression and to address drug toxicity, viral resistance, adherence, and retention in
care and stigma associated with ART use.

2.6.2
		
		

Increase investment in innovative basic and clinical research to inform and accelerate a research 		
agenda to discover how to sustain viral suppression, achieve ART-free remission, reduce and 			
eliminate viral reservoirs, and achieve HIV cure.

INDICATORS OF PROGRESS
Working together to pursue these objectives, the nation can achieve the following targets by 2025:

Indicator 5

Increase linkage to care within 1 month of diagnosis to 95% from a 2017 baseline of 77.8%.

Indicator 6

Increase viral suppression among people with diagnosed HIV to 95% from a 2017 baseline 		
of 63.1%.
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GOAL 3: REDUCE HIV-RELATED DISPARITIES AND HEALTH
INEQUITIES
THE OPPORTUNITY
Advances in HIV prevention, testing, care, treatment, and supportive services have led to significant declines in
new HIV transmissions and deaths. They also make it possible for the nation to envision ending the HIV epidemic.
However, realizing this vision requires that every person across the United States with or who experiences risk for
HIV has access to high-quality and culturally competent prevention, diagnostic, care, treatment, and supportive
services that are non-stigmatizing, non-discriminatory, inclusive, and responsive to their needs. Further, issues such
as discrimination and systemic racism that contribute to differences in the quality of and access to health care and
other necessities such as housing and behavioral and substance use services, and lead to ongoing disparities among
racial, ethnic, and sexual and gender minority populations, must be addressed.
The Strategy recognizes racism as a serious public health threat that directly affects the well-being of millions of
Americans. Racism is not only the discrimination against one group based on the color of their skin or their race or
ethnicity, but also the structural barriers that impact racial and ethnic groups differently to influence where a person
lives, where they work, where they play, and where they gather as a community. Over generations, these structural
inequities have resulted in racial and ethnic health disparities that are severe, far-reaching, and unacceptable.122
Across the country, federal, state, and local leaders are declaring racism to be a public health crisis, an important
step in the movement toward equity.120 This recognition comes with the need for a more equitable HIV response that
focuses on populations with the greatest need.
Reducing these disparities entails focusing on the needs of disproportionately affected populations, supporting racial
justice, combating HIV-related stigma and discrimination, providing leadership and employment opportunities
for people with or who experience risk for HIV, and addressing social determinants of health and co-occurring
conditions to reduce health inequities and disparities. Therefore, the Strategy fully recognizes that the national HIV
goals can only be achieved through collaborative efforts at the federal, state, tribal, territorial, and local levels that
focus on reducing HIV-related disparities and by ongoing commitment to understand and address the central factors
that create HIV inequities.
In recent years, the nation and individual states have made progress in the area of HIV-related disparities.
For example:
• The RWHAP significantly reduced viral suppression disparities among client populations, particularly
women, transgender people, youth, Blacks, and people with unstable housing. Overall, 88% of clients receiving
medical care in the RWHAP were virally suppressed in 2019.5 From 2010 to 2019, the gap between male and
female clients decreased from nearly 5 percentage points to <1 percentage point. In addition, the gap between
male and transgender clients decreased from 9 percentage points to 5 percentage points. Similarly, the
disparity between viral suppression rates in Black clients and White clients was 13 percentage points in 2010
but 7 percentage points in 2019.5, 6 HRSA and its RWHAP recipients have continued to use these data to drive
programs and decision-making.
• Disparities in rates of new infections declined in some populations. From 2015 to 2019 the United States
saw reductions of disparities in the rates of new HIV infections among gay and bisexual men, Black gay and
bisexual men, and Black women.11
• Since 2014, at least nine states (CA, CO, IA, IL, MI, MO, NV, NC, VA) have modernized or repealed
their HIV criminal exposure laws. Changes have included removing HIV prevention issues from the criminal
code and including them instead under disease control regulations, requiring intent to transmit or actual HIV
transmission, or providing for defenses for taking measures to prevent transmission.
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CHALLENGES
The following challenges hinder efforts to reduce HIV-related
disparities and health inequities:
• Disparities in HIV prevalence persist.124
• The South bears a disproportionate HIV burden.
• Disparities are also evident in the proportion of people with
HIV with viral suppression.2
• Significant disparities exist in PrEP uptake by age, race, sex
at birth, and geographic location.11, 63, 64
Research to better understand and address such disparities
and inequalities—including through community-based
participatory research methods—can help improve HIV testing
and engagement and retention in prevention and care services
and can enhance the health and well-being of people with or
who experience risk for HIV in underserved and marginalized
communities.
Also important is consideration of and appropriate and
proportional response to HIV among groups that represent a
small share of both the population and of HIV infections.
Although it is vital to focus national efforts in communities
with the highest burden, HIV prevention, care, and treatment
must continue to be supported in localities with concentrations
of groups such as Asian Americans and Pacific Islanders and
American Indians/Alaska Natives, and informed by the best
available data.
A Focus on Health Inequities

GOAL 3: REDUCE HIV-RELATED
DISPARITIES AND HEALTH
INEQUITIES
Objectives
3.1 Reduce HIV-related stigma and
discrimination
3.2 Reduce disparities in new HIV
infections, in knowledge of status,
and along the HIV care continuum
3.3 Engage, employ, and provide public
leadership opportunities at all levels
for people with or who experience
risk for HIV
3.4 Address social and structural
determinants of health and cooccurring conditions that impede
access to HIV services and
exacerbate HIV-related disparities
3.5 Train and expand a diverse HIV
workforce by further developing
and promoting opportunities to
support the next generation of
HIV providers including health
care workers, researchers, and
community partners, particularly
from underrepresented populations

Certain racial and ethnic minority groups have higher rates
of HIV incidence, prevalence, poor health outcomes (lower
viral suppression), and mortality, compared to non-Hispanic
Whites.125 Health disparities can stem from inequities in the
3.6 Advance HIV-related
social determinants of health and highlight the need to focus
communications to achieve
on not only HIV prevention and care efforts, but also how
improved messaging and uptake, as
programs, practices, and policies affect racial and ethnic
well as to address misinformation
minority communities. Persons from racial and ethnic minority
and health care mistrust
groups are more likely to be uninsured compared to nonHispanic Whites,126 limiting their access to health care. Sexual
and gender minorities also face health inequities. Sexual
and gender minorities have lower levels of health insurance and access to regular health care compared to their
heterosexual counterparts.37, 38 Barriers to health care access include lack of transportation and childcare, inability
to take time off from work, communication and language barriers, racism, discrimination, and lack of trust in health
care providers.127 Further, CDC’s 2019 Youth Risk Behavior Survey data show that substantial health disparities
exist among an estimated 2.6 million sexual minority students, placing them at risk for negative health outcomes,
including HIV infection.
The Strategy recognizes the importance of addressing social determinants of health to improve health outcomes for
racial, ethnic, and sexual and gender minority groups. By working to establish policies and programs that positively
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influence social and economic conditions and by supporting changes in individual behavior, health can be improved
and sustained, and disparities reduced. Improving the conditions in which we live, learn, work, play, age, and
worship and the quality of our relationships will create a healthier population, society, and workforce.128 Application
of a “health in all policies” strategy, a cross-sector collaborative approach to integrating health into policies and
programs to close the health gaps,129-130 can be implemented across all areas and levels of government and in the
community to foster achievement of these aims.

SUMMARY OF OBJECTIVES
The following objectives are critical to reducing HIV-related disparities and health inequities:
3.1

Reduce HIV-related stigma and discrimination

3.2

Reduce disparities in new HIV infections, in knowledge of status, and along the HIV care continuum

3.3
		

Engage, employ, and provide public leadership opportunities at all levels for people with or who 		
experience risk for HIV

3.4
		

Address social and structural determinants of health and co-occurring conditions that impede access 		
to HIV services and exacerbate HIV-related disparities

3.5
		
		

Train and expand a diverse HIV workforce by further developing and promoting opportunities 		
to support the next generation of HIV providers including healthcare workers, researchers, 			
and community partners, particularly from underrepresented populations

3.6
		

Advance HIV-related communications to achieve improved messaging and uptake, as well as to 		
address misinformation and health care mistrust

OBJECTIVES AND STRATEGIES
Objective 3.1 Reduce HIV-related stigma and discrimination
Many people with HIV experience stigma and discrimination because of their HIV status. Stigma is an attitude
of disapproval and discontent toward a person or group because of the presence of an attribute perceived as
undesirable. Discrimination is often a consequence of stigma, occurring when unfair and often unlawful actions are
taken against people based on their belonging to a particular stigmatized group. HIV stigma and discrimination can
pose complex barriers for people with or who experience risk for HIV, preventing them from seeking prevention
tools, learning their HIV status, and accessing medical care, treatment, and supportive services. Interested parties
and organizations from all sectors of society, including government, faith communities, businesses, schools, and
others, must work to combat stigma and discrimination in order to reduce new transmissions and improve health
outcomes for people with HIV.
Ending the HIV epidemic requires addressing structural barriers to HIV prevention and care. HIV-specific criminal
laws perpetuate HIV-related stigma, and discrimination can also deter individuals from getting tested. Some of
these laws criminalize behavior that pose low or no risk for transmitting HIV and apply regardless of actual HIV
transmission. These outdated laws do not reflect our current understanding of HIV and should be repealed or
updated. At least nine states have done so since 2014. Such efforts must ensure that criminal laws and policies
regarding HIV transmission are based on the latest scientific evidence and reflect effective public health strategies,
and that legislators, prosecutors, and law enforcement officials have an accurate understanding of HIV transmission
risks (see Box 7).
Discriminatory practices cause stress and play a role in the health outcomes of minorities.131 Public health and
health care systems should be respectful of and responsive to the health beliefs, practices, accessibility needs, and
cultural and language needs of diverse patients.132 At the community level, interested parties and advocates should
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be equipped with knowledge and tools to address misconceptions and change norms that are associated with
HIV-related stigma and discrimination. At the individual level, multiple approaches to address interpersonal and
internalized stigma should be available to people with or who experience risk for HIV as well as their family, friends,
health care providers, and others.
HIV-related stigma and discrimination and their effects on people with or who experience risk for HIV should not
be viewed in a silo. Stigma and discrimination come in different forms and are often complicated when people
also experience stigma and discrimination related to—among other identities or experiences—race and ethnicity,
sexual orientation or sexual behavior, other STIs, gender identity, substance use, mental health, homelessness,
socioeconomic circumstance, justice involvement, immigration status, age, disability, or sex work.108, 133 Additional
research, innovative solutions, and replication of global efforts, such as those from the President’s Emergency
Program for Emergency AIDS Relief (PEPFAR), to address the drivers, facilitators, and manifestations of stigma are
needed.134 These solutions should be integrated into the delivery of services that are responsive and sensitive to the
unique needs of populations that face intersectional stigmas and intersectional discrimination.
Strategies

3.1.1
		
		
		

Strengthen enforcement of civil rights laws (including language access services and disability rights), 		
promote reform of state HIV criminalization laws, and assist states in protecting people 			
with HIV from violence, retaliation, and discrimination associated with HIV status, homophobia, 		
transphobia, xenophobia, racism, substance use, and sexism.

3.1.2
		
		

Ensure that health care professionals and front-line staff complete education and training on stigma,
discrimination, and unrecognized bias toward populations with or who experience risk for HIV, 		
including LGBTQI+ people, immigrants, people who use drugs, and people involved in sex work.

3.1.3
		

Support communities in efforts to address misconceptions and reduce HIV-related stigma and other 		
stigmas that negatively affect HIV outcomes.

3.1.4
		
		
		

Ensure resources are focused on the communities and populations where the need is greatest, 		
especially Black, Latino, and American Indian/Alaska Native and other people of color, particularly 		
those who are also gay and bisexual men, transgender people, people who use substances, sex 		
workers, and immigrants.

3.1.5
		

Create funding opportunities that specifically address social and structural drivers of health as they 		
relate to Black, Latino, and American Indian/Alaska Native and other people of color.

BOX 7
STATE HIV CRIMINALIZATION LAWS
During the early years of the HIV epidemic, many states implemented HIV-specific criminal exposure laws
to discourage behavior that they believed might lead to transmission, promote safer sex practices, and,
in some cases, receive funds to support HIV prevention activities. These laws were passed at a time when
very little was known about HIV, including how it was transmitted and how best to prevent or treat it. For
example, many were enacted before the advent of pre-exposure prophylaxis (PrEP), which reduces the
risk of acquiring HIV sexually by 99% when taken daily, or the availability of antiretroviral therapy (ART),
which—when taken as prescribed—helps an individual with HIV achieve and maintain a suppressed viral
load so that they have effectively no risk of transmitting HIV to sexual partners. As such, many of these state
laws criminalize behavior that cannot transmit HIV and apply regardless of actual transmission.
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BOX 7
STATE HIV CRIMINALIZATION LAWS (CONTINUED)
Criminalization of potential HIV exposure is largely a matter of state law, with some federal legislation
addressing criminalization in discrete areas, such as blood donation and sex work. In 2021, CDC assessed
state laws and grouped them into four categories:
1.

HIV-specific laws that criminalize or control behaviors that can potentially expose another person
to HIV.

2. STI, communicable, contagious, infectious disease laws that criminalize or control behaviors that
can potentially expose another person to STIs/communicable/infectious disease, perhaps including
HIV.
3. Sentence enhancement laws specific to HIV or STI that do not criminalize a behavior but increase
the sentence length when a person with HIV commits certain crimes.
4. No specific criminalization laws.

Guam

American
Samoa

Northern Mariana
Islands

Puerto
Rico

U.S. Virgin
Islands

Criminalize or Control Behaviors Through
HIV-Specific Statutes and Regulations
(n=22)

Criminalize or Control Behaviors Through
STD/Communicable/Infectious Diseases
Specific Statutes (n=13)

Sentence Enhancement Statutes (n=4)

None/General Criminal Statutes (n=13)

Figure 9. State criminal HIV exposure laws, as of 2021
As shown in Figure 9, these laws vary as to what behaviors are criminalized or what behaviors result in
additional penalties. Several states criminalize one or more behaviors that pose a low or negligible risk
for HIV transmission. Only 9 of the 35 states with HIV criminalization laws account for HIV prevention
measures that reduce transmission risk, such as condom use and ART.
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BOX 7
STATE HIV CRIMINALIZATION LAWS (CONTINUED)
Since 2014, at least nine states have modernized or repealed their HIV criminal laws: California, Colorado,
Illinois, Iowa, Michigan, Missouri, Nevada, North Carolina, and Virginia. Changes have included removing
HIV prevention issues from the criminal code and including them under disease control regulations,
requiring intent to transmit or actual HIV transmission, or providing defenses for taking measures to
prevent transmission such as viral suppression or being noninfectious, condom use, and partner PrEP use.
After more than 30 years of HIV research and significant biomedical advancements to treat
and prevent HIV transmission, many state laws are still outdated and do not reflect our
current understanding of HIV. In many cases, this same standard is not applied to other treatable
diseases. Further, these laws have not increased disclosure and may discourage HIV testing, increase stigma
against people with HIV, and exacerbate disparities. To end the HIV epidemic, public health, criminal
justice, and legislative systems must work together to ensure that laws protect the community, are evidencebased and just, and support public health efforts. When a law meant to protect the public is not working as
intended, is unjust, and may be hurting efforts to keep communities healthy, common solutions must be
found to better meet public health and public safety goals. States should repeal or update these outdated
laws and practices.
Source: CDC135, 136

Objective 3.2 Reduce disparities in new HIV infections, in knowledge of status, and along the HIV
care continuum
Monitoring of progress toward HIV targets should identify, raise awareness of, and inform appropriately tailored
interventions to respond to ongoing and emerging disparities among various populations and in geographic areas.
With improved mechanisms to measure, monitor, and report data in a timely manner and enhanced quality,
accessibility, sharing, and use of data (see Goal 4), governments and organizations can more quickly identify
disparities and direct resources appropriately.
When disparities are identified, tailored interventions must be developed in partnership with the affected
populations. Specific populations may have unique or specialized needs and face challenges that require more
tailored approaches based on sociodemographic, geographic, cultural, and other characteristics that may be
associated with HIV risk or health-promoting behaviors.
Strategies

3.2.1
		

Increase awareness of HIV-related disparities through data collection, analysis, and dissemination 		
of findings.

3.2.2
		
		

Develop new and scale up effective, evidence-based or evidence-informed interventions to improve 		
health outcomes among priority populations and other populations or geographic areas 			
experiencing disparities.

Objective 3.3 Engage, employ, and provide public leadership opportunities at all levels for people with or
who experience risk for HIV
Achieving the goals of this Strategy and ending the HIV epidemic demand a whole-of-society effort that must
include and elevate the diverse voices and experiences of people with or who experience risk for HIV, as well as
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their partners, families, and communities. Jurisdictions and organizations must meaningfully engage and employ
people with or who experience risk for HIV in the development, implementation, monitoring, and assessment of
policies, programs, and services. This includes creating opportunities for employment and advancement, as well
as fair compensation, wherever possible, particularly for individuals from the priority populations identified in
this Strategy. Their experiences and expertise can inform efforts to remove barriers that hinder access to needed
information or services and to design services that meet unique needs as well as enhance cultural competency.
Governments and other institutions working to meaningfully engage people with or who experience risk for HIV
must develop partnerships with networks of people with or who experience risk for HIV and other organizations
that engage and serve populations most affected by HIV in each community, thereby identifying ways to optimize
messages and services and to combat stigma and discrimination. This includes meaningful engagement of Black,
Latinx, American Indian/Alaska Native, and other people of color communities—especially people with or
experiencing risk for HIV, people who inject drugs, people with a history of justice involvement, immigrants, sex
workers, transgender people, and gay and bisexual men—in HIV planning, service delivery, program monitoring/
assessment, research, and policymaking.
Strategies

3.3.1
3.3.2
		

Create and promote public leadership opportunities for people with or who experience risk for HIV.
Work with communities to reframe HIV services and HIV-related messaging so that they do not 		
stigmatize people or behaviors.

Objective 3.4 Address social and structural determinants of health and co-occurring conditions that
impede access to HIV services and exacerbate HIV-related disparities
Addressing social determinants of health and co-occurring conditions, such as noncommunicable comorbidities
and coinfections, is essential to reducing HIV-related health disparities and inequities. For many people with or
who experience risk for HIV, addressing basic and immediate needs, such as safety and/or shelter, takes precedence
over HIV testing, prevention, care, or treatment. Lack of continuous health insurance coverage, inability to pay for
care and treatment, inadequate housing, food insecurity, under- and unemployment, medical mistrust, provider
misconceptions and bias, low health literacy, language barriers, and involvement in the justice system all act as
barriers to improved HIV outcomes.
In other cases, people may be interested in HIV services, but shortages of a skilled and competent workforce or
lack of nearby HIV services hinder their ability to access them. These limitations are made worse by inadequate
infrastructure, including limited or no broadband internet services and lack of public transportation.94 Structural
barriers such as laws or policies can also impede the availability of or access to HIV services. For example, support
for the legalization or expansion of SSPs is needed in many jurisdictions, particularly in areas with a significant
population of people who inject drugs.
Ending the HIV epidemic requires recognition of the need for interventions and pooled resources to address
upstream factors often rooted in racism and other social and structural barriers.137 Programs could destigmatize
HIV services, increase service utilization, address social determinants of health, and improve health outcomes
by integrating them in multi-disease, community-based testing, care, and treatment models.138 Ultimately, the
success of biomedical and behavioral interventions may be directly impacted by whether structural interventions
are effectively integrated to support them. Such integration supports person-centered care that considers all of the
patient’s needs and lived experiences, including those separate from HIV that vary across the lifespan (see Box 8).
Integration also includes establishing additional opportunities to engage in partnerships that make it possible to
address clients’ unmet needs, maximize reach, and promote efficiency and sustainability.

National HIV/AIDS Strategy: 2022–2025

National HIV/AIDS Strategy 2022–2025 | 53

BOX 8
ADDRESSING HIV PREVENTION AND CARE ACROSS THE LIFESPAN
Responsive services that recognize and support variable and episodic needs across the lifespan are
necessary to best support people with or who experience risk for HIV.
Much progress has been achieved in preventing perinatal transmission of HIV in the United States;
only 65 HIV infections were attributed to perinatal transmission in 2018.139 Although rare, perinatal
transmission of HIV still occurs in the United States but disproportionately impacts Black children.139
Limited antiretroviral therapy (ART) formulations for infants and children make HIV management in
these age groups challenging. Questions remain about the impact of HIV and ART exposure in utero, as
well as HIV infection and long-term ART on the growing and developing child. While early treatment
reduces morbidity and mortality from HIV, whether very early ART can ameliorate complications of HIV
and preserve neurodevelopment, optimal cognitive functioning, and mental health in children with HIV is
unclear. Preventing mother-to-child transmission requires intensive case management and coordination
across many systems and payors.
Youth experience worse HIV outcomes on status awareness, pre-exposure prophylaxis uptake, and health
outcomes. Children and young adults with HIV need tailored and often more intensive medical and
support services to support them as they grow and become young adults. Schools play an important role
in the primary prevention of HIV in youth by offering comprehensive sexual health education and on-site
sexual health services through school-based health centers and school nurses, or in collaboration with
community partners that provide services, such as periodic, school-wide HIV and STI screening events or
mobile clinics. Schools that cannot provide direct sexual health services can establish integrated referral
systems that link students to youth-friendly providers in the community. There is a need for both primary
prevention approaches and HIV care models that are tailored to groups of youth at disproportionate risk
of HIV, including young gay, bisexual, and other men who have sex with men and people who inject drugs.
Across the lifespan, individuals with HIV will also experience a spectrum of non-HIV-specific needs,
which may require coordination across various health and social services systems, such as sexual and
reproductive health or transition-related care for transgender individuals, in order to ensure affirming
whole-person care.
Similarly, tailored approaches are required to meet the HIV prevention, testing, and care needs of older
adults. Older Americans are more likely than younger Americans to be diagnosed with HIV infection late
in the course of their disease, meaning they get a late start to treatment and possibly experience more
damage to their immune system. Thanks to effective HIV care and treatment, people with HIV who are
diagnosed early in their infection, and who get and stay on ART, can keep the virus suppressed and live
long and healthy lives. Therefore, the number of older adults with HIV is growing; more than one-half of
people with diagnosed HIV in the United States were aged 50 and older in 2018.125
Older people with HIV, especially long-term survivors, face different health and psychosocial issues than
their younger counterparts and thus require appropriately tailored HIV care and treatment services.
These unique needs include screening for, assessment of, and treatment of HIV-associated, non-AIDS
conditions as well as age-associated diseases for which people with HIV experience increased risk, and
addressing social challenges such as social isolation or depression faced by many people aging with HIV
and especially those who are long-term survivors of the disease. As this population continues to age, it will
be necessary to research, develop, and implement effective interventions, and adapt and appropriately
fund systems of care, with attention to comorbidities related to aging.
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BOX 8
ADDRESSING HIV PREVENTION AND CARE ACROSS THE LIFESPAN
(CONTINUED)
HIV systems of care must incorporate and form partnerships with service providers for older adults,
including local Area Agencies on Aging and housing for older adults, to ensure that older people with
HIV can also access social services as well as qualified mental health and substance use services that are
provided by people experienced in elder care and HIV. Ensuring that agencies focused on elder services
can provide age-friendly, affirming care to LGBTQI+ individuals and those with HIV is imperative as the
population in need of those services continues to grow.
There is a clear need for both primary prevention approaches and HIV care models tailored to
different life stages. Cross-agency efforts are needed to develop, adapt, and implement treatments and
interventions specific for the different life stages in order to improve and sustain HIV health outcomes.
Sources: Mandsager et al.6, McNeil and Rowe140

Strategies

3.4.1
		

Develop whole-person systems of care and wellness that address co-occurring conditions for people 		
with or who experience risk for HIV.

3.4.2
		

Adopt policies and laws that reduce cost, payment, coverage, and/or access barriers to improve the 		
delivery and receipt of services for people with or who experience risk for HIV.

3.4.3
		

Improve screening and linkage to services for people with or who experience risk for HIV who are 		
diagnosed with and/or are receiving services for co-occurring conditions.

3.4.4
		
		
		
		

Develop and implement effective, evidence-based and evidence-informed interventions that address 		
social and structural determinants of health among people with or who experience risk for HIV 		
including lack of continuous health care coverage, HIV-related stigma and discrimination in public 		
health and health care systems, medical mistrust, inadequate housing and transportation, 			
food insecurity, unemployment, low health literacy, and involvement with the justice system.

3.4.5
		
		
		
		
		
		

Increase the number of schools that have implemented LGBTQ-supportive policies and practices, 		
including (1) having a Gay/Straight Alliance (GSA), Gender Sexuality Alliance, or similar clubs, (2) 		
identifying safe spaces, (3) adopting policies expressly prohibiting discrimination 				
and harassment based on sexual orientation or gender identity, (4) encouraging staff to 			
attend professional development, (5) facilitating access to out-of-school health service providers, (6) 		
facilitating access to out-of-school social and psychological service providers, and (7)
				
providing LGBTQ-relevant curricula or supplementary materials.

3.4.6
		
		

Develop new and scale up effective, evidence-based or evidence-informed interventions that address 		
intersecting factors of HIV, homelessness or housing instability, mental health and violence, 			
substance use, and gender especially among cis- and transgender women and gay and bisexual men.

Objective 3.5: Train and expand a diverse HIV workforce by further developing and promoting
opportunities to support the next generation of HIV providers including healthcare workers, researchers,
and community partners, particularly from underrepresented populations
Continuous building of a diverse HIV workforce is critical to achieve HIV epidemic control. Supporting and
promoting equity and diversity is fundamentally important to adequately and effectively advance research and
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enhance innovation. Diversity, inclusion, and community representation are key to achieving creative
problem-solving perspectives, and to ensuring the comprehensive cultural spectrum necessary to understand
epidemic dynamics.
Multiple obstacles, including the lack of opportunity for minority institutions and communities, paucity of adequate
mentorship, and resource limitations, impede achieving equity and diversity in the health workforce. Such structural
barriers create challenges at all levels of the workforce development ladder, from recruitment to education,
promotion, and retention of HIV providers including researchers, community health workers, and other health
care providers.
Together with the development of a diverse health workforce, research that effectively reduces and eliminates
health disparities in HIV will require the participation of all sectors of the community. Inclusion of all sectors is
fundamental to better understand current needs and develop effective actions to mitigate existing gaps in HIV
research and service delivery.
A multipronged approach will be necessary to achieve the interrelated goals of a more diverse and appropriately
trained research and health workforce and improved community engagement. Successful approaches should address
both individual factors and social factors and involve funding agencies, academic institutions, professional societies,
and peer collaboration.
Strategies

3.5.1
		

Promote the expansion of existing programs and initiatives designed to increase the numbers of 		
non-White research and health professionals.

3.5.2
		

Increase support for the implementation of mentoring programs for individuals from diverse cultural
backgrounds to expand the pool of HIV research and health professionals.

3.5.3
		

Encourage the implementation of effective recruitment of community partners through community-		
based participatory research and social networking approaches.

Objective 3.6: Advance HIV-related communications to achieve improved messaging and uptake, as well
as address misinformation and health care mistrust
Accurate and accessible health communication is essential to ending the HIV epidemic. Communication science
provides the tools and strategies for developing communications tailored to the needs of people with HIV and
experiencing risk for HIV. Effective HIV communication science involves best practice principles applied to
communicator choice and the design, content, tone, and timing of messages. Communications must be responsive to
life contexts, community circumstances and feedback, and changes over time.
The U.S. Surgeon General’s “Advisory on Building a Healthy Information Environment” states that the nation has
the power to build a healthier information reality.141 Such an environment improves health by enabling informed
decision-making and bolsters trust. Dissemination of accurate and accessible health information has been pivotal
in the success of HIV prevention and treatment strategies. HIV health communication plays a significant role in
decreasing transmission, increasing treatment, and reducing stigma.
Health communication science is a key to understanding and addressing inaccurate health information,
whether unintentional misinformation or deliberate and strategic disinformation. Increased investment in new
communication implementation research will improve HIV-related health communication strategies and decrease
vulnerability to misinformation and disinformation. Addressing communication challenges requires a sustained
whole-of-government approach and engagement with multi-sector partnerships and communities.
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Strategies

3.6.1
		

Develop and test strategies to promote accurate creation, dissemination, and uptake of information 		
and to counter associated misinformation and disinformation.

3.6.2

Increase diversity and cultural competence in health communication research, training, and policy.

3.6.3

Expand community engagement in health communication initiatives and research.

3.6.4
		
		

Include critical analysis and health communication skills in HIV programs to provide participants 		
with the tools to seek and identify accurate health information and to advocate for themselves and 		
their communities.

3.6.5
		
		

Expand effective communication strategies between providers and consumers to build trust, 			
optimize collaborative decision-making, and promote success of evidence-based prevention 			
and treatment strategies.

INDICATORS OF PROGRESS
Working together to pursue these objectives, the nation can achieve the following targets by 2025:

Indicator 7

Decrease stigma among people with diagnosed HIV by 50% from a 2018 baseline median score 		
of 31.2 on a 10-item questionnaire.

Indicator 8

Reduce homelessness among people with diagnosed HIV by 50% from a 2017 baseline of 9.1%.

Indicator 9

Increase the median percentage of secondary schools that implement at least 4 out of 7 LGBTQ-		
supportive policies and practices to 65% from a 2018 baseline of 59.8%

In addition to these indicators, the Strategy identifies a disparities indicator to measure progress toward reducing
significant HIV-related disparities. Core indicator 6 on viral suppression serves as this disparities indicator and is
stratified by each of the priority populations identified in the Strategy:

Indicator 6a Increase viral suppression among MSM diagnosed with HIV to 95% from a 2017 baseline 			
of 66.1%.

Indicator 6b Increase viral suppression among Black MSM diagnosed with HIV to 95% from a 2017 baseline 		
of 58.4%.

Indicator 6c Increase viral suppression among Latino MSM diagnosed with HIV to 95% from a 2017 		
baseline of 64.9%.

Indicator 6d Increase viral suppression among American Indian/Alaska Native MSM diagnosed with HIV to 		
95% from a 2017 baseline of 67.3%.

Indicator 6e Increase viral suppression among Black women diagnosed with HIV to 95% from a 2017 baseline
of 59.3%.

Indicator 6f

Increase viral suppression among transgender women in HIV medical care to 95% from a 2017 		
baseline of 80.5%.

Indicator 6g Increase viral suppression among people who inject drugs diagnosed with HIV to 95% from a 		
2017 baseline of 54.9%.

Indicator 6h Increase viral suppression among youth aged 13–24 diagnosed with HIV to 95% from a 2017 		
baseline of 57.1%.
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GOAL 4: ACHIEVE INTEGRATED, COORDINATED EFFORTS
THAT ADDRESS THE HIV EPIDEMIC AMONG ALL
PARTNERS AND INTERESTED PARTIES
THE OPPORTUNITY
Since the NHAS was first published in 2010, it has inspired all sectors of society—including government agencies,
nongovernmental organizations, and the private sector—to better coordinate the nation’s response to the HIV
epidemic. This iteration of the Strategy continues to recognize the importance of more integrated, coordinated
efforts.
Even greater coordination is possible and essential to ending the HIV epidemic in America. Opportunities include
partnerships to meet unmet needs, maximize reach, share best practices to overcoming common challenges, leverage
available data, use new and evolving technologies, and promote efficiency and sustainability. Greater integration of
services is crucial to meeting the nation’s HIV testing, prevention, care, treatment, and supportive service needs,
especially for people living in under-resourced areas and/or who are not effectively reached and engaged by existing
programs and services.
It is also essential to address the syndemic of HIV, STIs, viral hepatitis, and alcohol and substance use and mental
health disorders. Collaborative efforts cannot be a one-way street, only benefiting the goals of HIV programs; rather,
they should address how HIV programs can facilitate the attainment of other programs’ goals that contribute to the
overall health and well-being of the populations served.
Activities that exemplify improved integration and coordination of efforts include the following:
• CDC and HRSA’s joint guidance to health departments and planning groups about single,
multi-year Integrated HIV Prevention and Care Plans. In June 2021, CDC and HRSA issued Integrated
Plan Guidance for CY 2022-2026, which intends to accelerate progress toward meeting national goals while
allowing each jurisdiction to design an HIV services delivery system that reflects local vision, values, and needs.
This guidance built on the first such guidance issued in 2015;142 reduced duplicative planning and reporting for
grantees; streamlined the work of health department staff and HIV planning groups; and promoted improved
collaboration and coordination in the use of data to inform HIV prevention and care program planning, resource
allocation, evaluation, and continuous quality improvement.
• Integration of CDC funding for health department HIV surveillance and prevention. In 2018, CDC
renewed and strengthened its flagship funding program to support HIV surveillance and prevention efforts led
by state, territorial, and local health departments with 5-year funding awards that integrated HIV surveillance
and prevention programs for the first time. Integration helps health departments plan and execute more
efficient, coordinated, and data-driven prevention efforts.
• Pilot programs that have demonstrated the effectiveness of collaborative data-to-care (D2C)
approaches. Using HIV surveillance and other data to improve continuity of HIV care, these CDC-supported
pilot programs integrated data from public health and health care delivery to identify people with an HIV
diagnosis who were not engaged in medical care and facilitated linkage to care. The pilots demonstrated
effectiveness in achieving their goal of increasing the number of people with HIV who are reengaged in care and
virally suppressed.143
• Integration of data across programs to improve design and delivery of services. HRSA and the
Department of Housing and Urban Development collaborated to better coordinate HIV care and housing
services for people with HIV through data integration and to ultimately improve health outcomes along the HIV
care continuum.144

National HIV/AIDS Strategy: 2022–2025

National HIV/AIDS Strategy 2022–2025 | 58

• HRSA, NIH, and CDC Implementation Science
Workgroup. In 2018 the HRSA HIV/AIDS Bureau began
a close collaboration with the CDC Division of HIV/AIDS
Prevention and the National Institutes of Health’s National
Institute of Mental Health to create a platform for dialogue
across federal agencies working to apply implementation
science in HIV, establishing the Federal Implementation
Science Workgroup. The resulting funding opportunity
announcements seek to strengthen research/service delivery
collaborations between NIH investigators and implementers
such as sites funded by CDC, HRSA, the Indian Health
Service (IHS), the Substance Abuse and Mental Health
Services Administration (SAMHSA), and other providers
of HIV prevention and care services. Applicants develop
creative, locally defined, and culturally sensitive concepts that
align with the EHE jurisdictional plans.145
• A growing awareness of the need to better integrate

services for populations vulnerable to multiple health
concerns. For example, a 2019 National Academies of

Sciences, Engineering, and Medicine workshop highlighted
the importance of addressing infectious diseases as part of
an improved, comprehensive opioid response and noted that
separately administered substance use disorder treatment
and infectious disease services often inhibit comprehensive
care.146 In addition, in 2020 SAMHSA published Prevention
and Treatment of HIV Among People Living with Substance
Use and/or Mental Disorders, a guide that addresses the
co-occurrence of HIV and mental illness and/or substance
use disorders and reviews effective programs and practices
to prevent HIV and, for people with HIV, to increase linkage
and retention in care in order to improve health outcomes.

• Use of new HIV surveillance techniques. CDC has
supported several jurisdictions to detect possible HIV
infection clusters more quickly and then coordinate swift
responses across programs to deliver needed prevention
and treatment services to people who need them. As work
continues to expand the ability to identify and quickly
respond to new HIV infections, health departments and
communities must work together to collectively address the
consent, privacy, and data use concerns.

GOAL 4: ACHIEVE INTEGRATED,
COORDINATED EFFORTS THAT
ADDRESS THE HIV EPIDEMIC
AMONG ALL PARTNERS AND
INTERESTED PARTIES
Objectives
4.1 Integrate programs to address the
syndemic of HIV, STIs, viral hepatitis,
and substance use and mental
health disorders in the context of
social and structural/institutional
factors including stigma,
discrimination, and violence
4.2 Increase coordination among and
sharing of best practices from
HIV programs across all levels of
government (federal, state, tribal,
local, and territorial) and with
public and private health care
payers, faith-based and communitybased organizations, the private
sector, academic partners, and the
community
4.3 Enhance the quality, accessibility,
sharing, and uses of data, including
HIV prevention and care continua
data and social determinants of
health data
4.4 Foster private-public-community
partnerships to identify and scale up
best practices and accelerate HIV
advances
4.5 Improve mechanisms to measure,
monitor, evaluate, and use the
information to report progress and
course correct as needed in order to
achieve the Strategy’s goals

• Provisions in the 21st Century Cures Act on the
interoperability of health information. These provisions,
including those related to social determinants of health, put
the patient at the center of care and promote secure health
information exchange to enable improved coordination,
targeting of resources, and research that can support achieving the Strategy’s goals. In March 2020, the Office of
the National Coordinator for Health IT (ONC) issued a final rule to implement key interoperability provisions of
the 21st Century Cures Act, including promoting patient access to their electronic health information, supporting
provider needs, advancing innovation, and addressing industry-wide information blocking practices.147
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• Partnerships with Medicaid programs. Through these partnerships, several state HIV programs have been
able to implement performance measures that reward providers who have increased the numbers of patients
who have achieved and maintained viral suppression.
• Enhanced efforts to integrate services and disciplines in health care delivery. In recent years, greater
emphasis has been placed on integrating behavioral health (mental health and substance use disorder) services
and primary care and vice versa. Expanding availability of medications for treatment for substance use disorders
in primary care settings is one example. Similarly, to serve the growing population of people with HIV over age
50, more clinics are adopting a geriatric multidisciplinary approach to health care, addressing the domains of
medical problems, cognitive and functional abilities, psychiatric disorders, and social circumstances.148
• Updating the United States Core Data for Interoperability (USCDI) as a Foundation for Interoperability.
In July 2021, ONC released version 2 of the USCDI. The update expands the standardized set of health data
classes and elements for nationwide, interoperable health information exchange. The new data elements support
efforts to advance health equity by addressing sexual orientation, gender identity, and social determinants of
health.149

THE CHALLENGES
The following challenges hinder efforts to achieve more integrated and coordinated efforts that address the HIV
epidemic among all partners and interested parties:
• Rising rates of substance use have resulted in concurrent infectious diseases epidemics.
• Coordination at the federal, state, and local levels has not expanded to include other necessary government,
community-based, and civic partners.
• Data sharing and integration is not timely across programs.
• Local HIV plans are not adequately supported.
• The COVID-19 pandemic continues to divert resources.
• Legislation, budget allocations, and payment systems are not aligned with models of integrated care.

SUMMARY OF OBJECTIVES
The following objectives are critical to achieving integrated, coordinated efforts that address the HIV epidemic
among all partners and interested parties:
4.1
		
		

Integrate programs to address the syndemic of HIV, STIs, viral hepatitis, and substance use 			
and mental health disorders in the context of social and structural/institutional factors including 		
stigma, discrimination, and violence.

4.2
		
		
		

Increase coordination among and sharing of best practices from HIV programs across all levels of 		
government (federal, state, tribal, local, and territorial) and with public and private health 			
care payers, faith-based and community-based organizations, the private sector, academic partners, 		
and the community.

4.3
		

Enhance the quality, accessibility, sharing, and use of data, including HIV prevention and care 		
continuum data and social determinants of health data.

4.4
		

Foster private-public-community partnerships to identify and scale up best practices and 			
accelerate HIV advances.

4.5
		

Improve mechanisms to measure, monitor, evaluate, and use the information to report progress and 		
course correct as needed in order to achieve the Strategy’s goals.
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OBJECTIVES AND STRATEGIES
Objective 4.1 Integrate programs to address the syndemic of HIV, STIs, viral hepatitis, and substance use
and mental health disorders in the context of social and structural/institutional factors including stigma,
discrimination, and violence
The syndemic of HIV, STIs, viral hepatitis, substance use and mental health disorders in the United States
highlights overlapping risk factors as well as associations with social determinants of health such as poverty, lack of
health insurance, housing instability, and other related inequities. An effective response to the syndemic requires
integration of programs to enable increased flexibility in utilization of allocated resources; better coordinated policy
and program planning, development, and delivery; and rapid adjustment to new data or scientific advances. For
such integration to occur, major shifts in policy, systems, and societal norms and attitudes must occur, and the
willingness to explore new and nontraditional approaches and strategies must increase.
A National Academies report recommends that the syndemic be addressed via integrated medical services in place
of often siloed services.146 Opportunities are missed every day to test people for multiple infections and to scale up
HIV services in settings where people who experience risk receive other services. For example, in 2019 among health
care settings and non-health-care settings, only 34% of CDC-funded HIV tests had at least one STI or hepatitis C
test conducted concurrently.150 These missed opportunities translate directly into lost time and resources and may
result in harm to people who remain undiagnosed, untreated, and at risk of severe outcomes or of transmitting
the infection to others. A reciprocal, integrated approach in responses to infectious diseases, the opioid crisis,
and substance use and mental health disorders that puts patients first through a status-neutral and no-wrongdoor approach will maximize their ability to access services that meet their health needs. In addition, creating a
system that focuses on a whole-health approach and one that considers a myriad of needs can lead to enhanced life
experiences for people living with HIV. For example, HIV testing programs can identify opportunities to screen
for other STIs, viral hepatitis, substance use, and intimate partner violence. Similarly, STI, substance use disorder
treatment, and viral hepatitis programs can integrate HIV testing and linkage to relevant HIV prevention or care
services, as appropriate.
Strategies

4.1.1
		
		

Integrate HIV awareness and services into outreach and services for issues that intersect with HIV 		
such as intimate partner violence, homelessness or housing instability, STIs, viral hepatitis, 			
and substance use and mental health disorders.

4.1.2
		

Implement a no-wrong-door approach to screening and linkage to services for HIV, STIs, viral 		
hepatitis, and substance use and mental health disorders across programs.

4.1.3
		

Identify and address funding, policy, data, workforce capacity, and programmatic barriers to 			
effectively address the syndemic.

4.1.4
		

Coordinate and align strategic planning efforts on HIV, STIs, viral hepatitis, substance use disorders,
and mental health care across national, state, tribal, territorial, and local partners.

4.1.5
		
		

Enhance the ability of the HIV workforce to provide naloxone and educate people on the existence 		
of fentanyl in the drug supply to prevent overdose and deaths and facilitate linkage to substance 		
use disorder treatment and harm reduction programs.

Objective 4.2 Increase coordination among and sharing of best practices from HIV programs across all
levels of government (federal, state, tribal, local, and territorial) and with public and private health
care payers, faith-based and community-based organizations, the private sector, academic partners,
and the community
Ending the HIV epidemic requires a whole-of-society approach. Increasing coordination across all sectors of
society enables better delivery of services and resources to people with or who experience risk for HIV. Likewise,
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establishing trusted partnerships enables coalitions to develop, implement, and regularly evaluate and update
policies and programs that address the social, economic, and political environments that shape and constrain
individual, community, and societal outcomes.
Increased coordination at the federal level includes expanding the partners engaged in the nation’s HIV response.
This effort includes leveraging existing programs whose primary purpose may not be HIV services, but that could
provide supportive services such as employment training or nutrition assistance to people with or who experience
risk for HIV. Such coordination helps to ensure that resources are allocated according to current burden of disease
and that the most effective prevention and care strategies are tailored to local community needs to achieve
maximal results.
Better coordination involves fostering strong linkages among community-based organizations, health departments,
other public programs and services, education agencies, pharmacies, health care providers and systems, and
community leaders. Collaboration with community partners is particularly important to developing locally relevant
plans for providing testing, prevention, care, treatment, and supportive services, including those that engage people
not yet reached by existing programs and services. Collaboration also involves engaging and building capacity and
competencies among partners and communities that are interested in providing HIV services but may not have had
the opportunity or resources to do so. Expanded and strengthened partnerships can better equip communities to
respond swiftly and effectively to identified outbreaks of HIV, STIs, and/or viral hepatitis. Greater involvement by
our nation’s technology and other business communities can boost efforts to provide accurate information, reach key
populations, and develop innovative tools.
Attention must also be focused on service delivery and payment methods. Fee-for-service and other payment models
do not adequately support integrated, comprehensive health care delivery models, such as behavioral health and
medical care integration, patient-centered medical homes, services provided by pharmacists in nontraditional
roles, integration with support services, oral health care, and care coordination. Grant funding to support pilots or
demonstrations of such integrated models is limited and time-bound. Scaling up and sustaining these effective care
delivery models require evolutions in public and private payer systems.
Strategies

4.2.1
		

Focus resources including evidence-based and evidence-informed interventions in the geographic 		
areas and priority populations disproportionately affected by HIV.

4.2.2
		
		

Enhance collaboration among local, state, tribal, territorial, national, and federal partners and the 		
community to address policy and structural barriers that contribute to persistent HIV-related 		
disparities and implement policies that foster improved health outcomes.

4.2.3
4.2.4
		
		
		

Coordinate across partners to quickly detect and respond to HIV outbreaks.
Support collaborations between community-based organizations, public health organizations, 		
education agencies and schools, housing providers, and health care delivery systems to provide 		
linkage to and delivery of HIV testing, prevention, care, and treatment services as well as 			
supportive services.

Objective 4.3 Enhance the quality, accessibility, sharing, and uses of data, including HIV prevention and
care continua data and social determinants of health data
High-quality data are essential to increasing coordination, integration, and seamless delivery of services that are
required to end the HIV epidemic. The appropriate collection and use of data can inform efforts to focus prevention
and testing services on populations that need them most, can help ensure that people newly diagnosed with HIV are
promptly linked to care, and can facilitate retention in effective HIV care. However, jurisdictions need resources,
guidance, and support to strengthen HIV surveillance systems and activities, in accordance with applicable law, to
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obtain the data needed to improve our response to the HIV epidemic, including viral load reporting and disparities
data to ensure that populations or communities are not being left behind.
Appropriate use of secure electronic health information exchange can help to engage and retain or reengage people
in care and to facilitate transitions across care and community settings. Further, sharing of treatment and outcome
data can drive the science needed to develop new and better treatments, approaches to retention in care, and
prevention interventions. Better use of data on social determinants of health can optimize prevention and testing
efforts for groups experiencing greater risk of acquiring HIV, engage and retain people with HIV in care, support
adherence to treatment, and inform ongoing research efforts to develop better treatment and prevention. Use of
modeling and other analytical approaches may yield novel insights and inform planning.
Strategies

4.3.1
		
		

Promote the collection, electronic sharing, and use of HIV risk, prevention, and care and treatment 		
data using interoperable data standards, including data from electronic health records, in accordance
with applicable law.

4.3.2
		
		
		

Use interoperable health information technology, including application programming interfaces 		
(APIs), clinical decision support tools, electronic health records and health IT products certified 		
by the Office of the National Coordinator’s Health IT Certification Program, and health information 		
exchange networks to improve HIV prevention efforts and care outcomes.

4.3.3
		
		

Encourage and support patient access to and use of their individual health information, including 		
use of their patient-generated health information and use of consumer health technologies in 		
a secure and privacy-supportive manner.

Objective 4.4 Foster private-public-community partnerships to identify and scale up best practices and
accelerate HIV advances
Effective private-public-community partnerships are necessary to enhance responses to critical implementation
challenges. Partnerships should ensure local relevance and emphasize the leadership role of community members,
academic investigators, public health departments and other collaborators through intentional involvement in all
stages of research, from conceptualization of the research question to dissemination of results.
There is growing interest in developing closer partnerships among the private sector to increase the appropriate
application of evidence in policy and practice. Private-sector resources and approaches that integrate
multidisciplinary HIV prevention and treatment service delivery in different settings can reach communities in ways
that government cannot. Emphasis on cross-disciplinary collaboration and input by allied health and community
service providers as partners with the private sector in HIV research, prevention, and care will optimize program
acceptability, uptake, and rollout; improve outcomes; and maximize the impact of translation of research results.
The response to the HIV epidemic has generated significant scientific advances and best practices. Implementation
science provides a framework to identify factors that facilitate application of relevant and effective public health
interventions and services. Community-centric implementation research is one important approach to rapidly and
effectively translate new discoveries into practice at the local level, with fidelity. Effective partnerships can achieve
an impact at the population level, to efficiently disseminate evidence-based interventions at scale through culturally
appropriate public health initiatives and clinical practice (see Box 9).
There is a need to develop more opportunities and mechanisms for timely information sharing and peer technical
assistance to support replication of best practices and use of lessons learned to address common barriers within
and across jurisdictions. Activities supporting replication and scale-up of proven interventions should address
infrastructure needs and include intentional sustainability planning to ensure continuity of care and services across
all participating service settings.
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Strategies

4.4.1
		
		

Adopt approaches that incentivize the scale up of effective interventions among academic centers, 		
health departments, community-based organizations, allied health professionals, people with 		
HIV and their advocates, the private sector, and other partners.

4.4.2
		

Expand opportunities and mechanisms for information sharing and peer technical assistance within 		
and across jurisdictions to move effective interventions into practice more swiftly.

4.4.3
		

Develop and optimize collaborative multi-agency and multi-sectoral approaches and strategies to 		
address emergent and evolving challenges facing people of all ages living with HIV.

BOX 9
LEVERAGING TECHNOLOGY INNOVATIONS TO IMPROVE HIV
PREVENTION AND TREATMENT
Technological innovations have rapidly altered many aspects of life in the past decade. Many Americans
have transformed their digital toolbox to include systems such as Zoom or FaceTime, email, and other
applications to stay informed on their health and connected to health care systems. These innovations prove
the potential to leverage technology in the HIV response.
Telehealth has proven to be a reliable resource for reaching populations experiencing risk or who are living
with HIV and can address many of the factors identified as barriers to retention in HIV care. Telehealth
can also broaden access to pre-exposure prophylaxis (PrEP), HIV care and treatment, and mental health
and substance use treatment in rural areas, which often face workforce shortages and transportation
challenges.151 Refining and sustaining telehealth services that were implemented in response to the COVID-19
pandemic will allow organizations to use these technological advances to improve the HIV response.
Expanded use of the internet and social media can help people involved in HIV prevention and treatment
use mobile devices, websites, and applications as hubs for HIV information and collaboration to ensure
that scientifically and medically accurate information is prioritized, and misinformation is combated. At
the same time, these websites and applications can also make accessing information on HIV prevention,
testing, and treatment more accessible and discrete. Wearable technology such as smartwatches can use
health applications to provide real-time insights on an individual’s health status and empower people to
personalize and monitor their own health data. Electronic health records strengthen the HIV care continuum
by providing accurate and timely information. Electronic health records can also use clinical decision
support tools to help improve screening by identifying patients for whom an HIV test or PrEP might be
recommended or facilitating reengagement in HIV care for those who may have left but present for other
health care services elsewhere. Further advancements in the use of technology to improve HIV care could
also be used to streamline patient pathways including enhanced remote patient monitoring techniques and
other engagement opportunities made available through emerging fields such as digital therapeutics and athome testing. Policymakers, clinicians, and private-sector partners must collaborate to uncover solutions and
further innovation to leverage technology in the HIV response and improve patient engagement.

Objective 4.5 Improve mechanisms to measure, monitor, evaluate, and use the information to report
progress and course correct as needed in order to achieve the Strategy’s goals
There is a continued need to streamline and harmonize data reporting to reduce reporting burden and produce
more regular, timely, and useful data. Support is also needed to adopt new analytic methods and approaches to
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increase the timeliness of data, enhance the ability to characterize the burden of HIV across the nation, and use that
information to allocate resources to achieve the greatest impact. In addition, complementary data sources such as
health care payer databases, surveys, and linkages to electronic health records are necessary to ensure that robust
information that can guide decision-making.
Timely data will improve accountability among federally funded organizations as they set and make progress toward
measurable goals and targets aligned with this Strategy. Data for the indicators at the local, state, and national
levels should be regularly and publicly reported and reviewed to identify successful efforts, indicate challenges,
and facilitate ongoing dialogue about ways to continue moving forward. Such reporting and review require a
monitoring plan that evaluates the implementation of the Strategy. A system of regular public reporting will help
to sustain public attention and support at the national level. Organizations that struggle to engage new parties
and organizations or fall short of expected outcomes should receive intensive capacity-building assistance and
other supportive measures as a condition of continued funding. The nation can thus direct its funds to entities and
initiatives that demonstrate the highest level of performance and accountability for high-impact HIV prevention.
Strategies

4.5.1
		
4.5.2

Streamline and harmonize reporting and data systems to reduce burden and improve the timeliness, 		
availability, and usefulness of data.
Monitor, review, evaluate, and regularly communicate progress on the National HIV/AIDS Strategy.

4.5.3
		

Ensure that the National HIV/AIDS Strategy’s goals and priorities are included in cross-sector 		
federal funding requirements.

4.5.4
		

Strengthen monitoring and accountability for adherence to requirements, targets, and goals by 		
funded partners.

4.5.5
		

Identify and address barriers and challenges that hinder achievement of goals by funded partners 		
and other interested parties.
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IMPLEMENTATION AND
ACCOUNTABILITY
FEDERAL PARTNERS
The Strategy provides a framework for ending the HIV epidemic in the United States. Development of the Strategy
was a collaborative process led by the White House that engaged federal partners across multiple departments and
agencies with input from a diverse range of interested parties and organizations from across the nation.
Federal partners will collaborate to develop an implementation plan to pursue the Strategy goals, objectives,
and strategies. The NHAS Federal Implementation Plan will set forth federal partners’ commitments to policies,
initiatives, and activities to meet the goals of the Strategy and will be published for transparency and accountability.
As part of their ongoing commitment to reduce HIV in this nation, federal partners have committed to serve on
a Strategy implementation working group. This working group will collaborate to address HIV in an integrated
fashion by including other infectious diseases as components of the syndemic. The working group will meet regularly
to coordinate activities across agencies and departments, apply lessons learned from epidemiological data and
research findings, monitor progress toward the indicator targets, course correct as needed, and report on national
progress. As scientific, medical, and public health advances and challenges emerge, new and innovative policies will
be developed to complement the existing Strategy.

NONFEDERAL PARTNERS
Addressing HIV is not solely a federal activity. Success depends on coordinated action by state, tribal, territorial,
and local governments; community-based organizations and faith-based organizations; health plans and payers,
health care providers, and other health-related organizations; private-sector partners; the criminal justice system;
universities, schools, education agencies, and other venues for educational activities; researchers; families; and
patients and their partners. Its success also depends on a holistic approach to the various parts of the syndemic,
including STIs, viral hepatitis, substance use and mental health disorders, stigma and discrimination, and social and
structural determinants of health.
Each community and stakeholder brings a unique perspective and plays a critical role in preventing and responding
to HIV. Over the past several years many states and localities have engaged in community-wide efforts to develop
their own plans to end the HIV epidemic. Interested parties and organizations are encouraged to use this Strategy
to engage with others and build or update their own roadmap to reduce HIV and end the HIV epidemic among
the populations and communities they serve. Interested parties and organizations should consider adopting the
vision and goals of this Strategy; pursuing the objectives and implementing the strategies relevant to their role(s),
populations served, and community circumstances; and identifying opportunities to adopt and use the Strategy’s
indicators and targets to measure their own progress. In doing so, communities and interested parties and
organizations can also apply other evidence-based strategies that are appropriate for responding to HIV in their
area and use all available data to identify where their resources and effort will have the most impact. A data-driven
strategy will help interested parties and organizations focus efforts and efficiently and effectively use available
resources. Integrating HIV testing, prevention, care, and treatment efforts with other components of the syndemic is
also strongly encouraged.

National HIV/AIDS Strategy: 2022–2025

Implementation and Accountability | 66

APPENDIX A: PROCESS FOR
DEVELOPING THE STRATEGY
On June 5, 2021, the Biden-Harris administration re-established the Office of National AIDS Policy (ONAP) within
the White House. After discussions with staff of the White House Domestic Policy Council, it was agreed that the
HIV National Strategic Plan (HIV Plan) released in January 2021 provided a strong foundation for ending the HIV
epidemic but required updates to reflect Administration priorities, the latest data and research, and community
feedback specific to the HIV Plan.
ONAP consulted with the federal department and agency representatives who served on the interagency Steering
Committee that developed the HIV Plan (see Table A.1) to obtain recommendations to fulfill this mandate. In
addition, ONAP received feedback from a variety of parties from the HIV community that could strengthen the
Strategy to end the HIV epidemic by 2030. ONAP reviewed, considered, and integrated much from these various
inputs into this Strategy, with support from the White House Office of National Drug Control Policy and the Office
of Infectious Disease and HIV/AIDS Policy (OIDP), within the Office of the Assistant Secretary for Health at the
Department of Health and Human Services (HHS). Drafts were refined through successive rounds of review by the
Steering Committee, Domestic Policy Council, inter-departmental clearance, and the White House.
Table A.1. Composition of NHAS Federal Steering Committee

Federal Departments and Agencies
• Department of Agriculture
• Department of Defense
• Department of Education
• Department of Justice
• Equal Employment Opportunity
Commission
• Department of Health and Human
Services
• Department of Housing and Urban
Development
• Department of Labor
• Department of Veterans Affairs

HHS Agencies/Offices
• Administration for
Community Living

• National Institutes of
Health

• Agency for Healthcare
Research and Quality

• Office for Civil Rights

• Centers for Disease
Control and Prevention
• Centers for Medicare &
Medicaid Services
• Food and Drug
Administration
• Health Resources and
Services Administration

• Office of the Assistant
Secretary for Health
• Office of the National
Coordinator for Health
Information Technology
• Substance Abuse and
Mental Health Services
Administration

• Indian Health Service

IDENTIFICATION OF PRIORITY POPULATIONS BASED ON
NATIONAL-LEVEL DATA
ONAP maintained in this Strategy the priority populations designated in the HIV National Strategic Plan. Priority
populations are disproportionately affected populations, which are defined as groups of people with a higher burden
of disease than others. HIV testing, prevention, care, and treatment interventions and resources can be delivered to
priority populations for the greatest impact. An Indicators Subcommittee of the Steering Committee that developed
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the HIV National Strategic Plan reviewed national HIV surveillance data available in 2020 to identify priority
populations. In developing this Strategy, ONAP reviewed the most recent data and determined that it continued to
support the designation of the identified priority populations.
Table A.2. Priority Populations and Summary National-Level Data, Calendar Year 2019 (unless otherwise indicated)

Gay, Bisexual, and Other Men Who Have Sex with Men (MSM)
• Gay, bisexual, and other men who have sex with men are the population most affected by HIV in the United
States. At the end of 2019, an estimated 1,189,700 people had HIV in the United States. Of those, 692,900
(58%) were gay and bisexual men.11
• In 2019, adult and adolescent gay and bisexual men represented 66% (23,100) of the 34,800 new HIV
infections in the United States.11
• The incidence of many STIs in gay, bisexual, and other men who have sex with men—including primary
and secondary syphilis and antimicrobial-resistant gonorrhea—is greater than that reported in women
and men who have sex with women only.152 Having another STI can greatly increase the chance of getting
or transmitting HIV. Of new HIV infections among men who have sex with men, 10% are estimated to be
attributable to gonorrhea and chlamydia, equating to 2,600 HIV infections each year.51

Black MSM
• Black gay, bisexual, and other men who have sex with men are more affected by HIV than any other group in
the United States.
• In 2019, Black gay and bisexual men accounted for 26% (8,900) of the 34,800 new HIV infections and 39%
of the 23,100 new infections among all gay and bisexual men in the United States.11
• Of the 36,337 new HIV diagnoses among adolescents and adults ≥13 years in the United States and
dependent areas in 2019, 25% were among Black gay and bisexual men.3
• From 2015 to 2019, HIV infections remained stable among Black gay and bisexual men overall. By age
group, the annual number of new HIV infections declined in Black gay and bisexual men aged 13–24, while
the number of new infections remained stable among all other age groups of Black gay and bisexual men.11 In
2019 the largest percentage of new HIV infections among Black/African American gay and bisexual men was
among those aged 25–34 years (46%), followed by those aged 13–24 years (33%).11
• Along the HIV care continuum, compared to all people with diagnosed HIV in 41 states and the District of
Columbia, Black gay and bisexual men have lower viral suppression rates.7 (See Figure A.1.)

Latino MSM
• Latino gay, bisexual, and other men who have sex with men are heavily affected by HIV. In 2019, adult and
adolescent Latino gay and bisexual men comprised 23% (7,900) of the 34,800 new HIV infections in the
United States and 34% of 23,100 new HIV infections among all gay and bisexual men in the United States.11
• Of the 36,337 new HIV diagnoses among adolescents and adults ≥13 years in the United States and
dependent areas in 2019, 22% were among Latino gay and bisexual men.3
• From 2015 to 2019, the annual number of new HIV infections declined in Hispanic/Latino gay and bisexual
men aged 13-24, while the number of new infections remained stable among all other age groups of
Hispanic/Latino gay and bisexual men.11 In 2019 the largest percentage of HIV infections among Hispanic/
Latino gay and bisexual men was among those aged 25-34 years (44%), followed by those aged 13–24 years
(23%).11
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American Indian/Alaska Native MSM
• American Indian/Alaska Native men who have sex with men are disproportionately affected by HIV. In
2019, 62% (126/209) of diagnoses among adolescents and adults ≥13 years occurring among American
Indian/Alaska Native people were among men who have sex with men.3
• HIV diagnoses among American Indian/Alaska Native gay and bisexual men increased 15% between
2015–2019, while diagnoses among gay and bisexual men of other races/ethnicities were either stable or
declined.125

Black Women
• Although data show a 22% decrease in new HIV infections among Black women between 2010 and 2019,
among all women in the United States, Black women account for the largest share of 6,400 new HIV
infections (3,400 or 53%) in 2019.4, 11
• The rate of new HIV infections among Black women (18.9 per 100,000) is nearly 11 times as high as the
rate among White women (1.8 per 100,000) and nearly 4 times as high as the rate among Latinas (4.9 per
100,000).11

Transgender Women
• A 2019 systematic review and meta-analysis found that an estimated 14% of transgender women have HIV.14
• By race/ethnicity, an estimated 44% of Black transgender women, 26% of Latina transgender women, and
7% of White transgender women have HIV.2, 3, 153
• Among the 3 million HIV testing events reported to CDC in 2017, the percentage of transgender people who
received a new HIV diagnosis was three times the national average.154

Youth Aged 13–24 Years
• In 2019, youth aged 13–24 years accounted for 21% (7,200) of the 34,800 new HIV infections in the United
States and dependent areas. Most new HIV diagnoses among youth were among young gay and bisexual
men.
• Only 9% of high school students have been tested for HIV and therefore do not know their HIV status.
Among male students who had sexual contact with other males, only 15% have ever been tested for HIV.155
• In 2019, youth with diagnosed HIV were also the least likely of any age group to be linked to care within 1
month of diagnosis (79%).2 Further, compared to all people with HIV, youth have the lowest rates of viral
suppression. For every 100 youth with HIV, 45 received some HIV care, 33 were retained in care, and 35
were virally suppressed.2
• People aged 15–24 years account for approximately 50% of the 20 million new STIs in the United States each
year, yet approximately 25% of the sexually active population.152 Having another STI can greatly increase the
chance of getting or transmitting HIV.
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People Who Inject Drugs (PWID)
• People who inject drugs are at high risk for getting HIV and/or HCV if they use and share needles, syringes,
or other drug injection equipment that someone with HIV has used.
• New HIV infections among people who inject drugs have increased 8.7% in recent years (from 2,300
infections in 2015 to 2,500 infections in 2019) in the United States and dependent areas.11
• Although HIV incidence among people who inject drugs has declined substantially over many years, the
ongoing use of opioids and other frequently injected substances including cocaine and methamphetamine
are threatening this HIV prevention success. HIV diagnoses among people who inject drugs increased by 11%
nationally from 2016 to 2018, with more pronounced increases among adults younger than age 40 and nonHispanic White adults.125 Injection drug use has contributed to multiple recent clusters and outbreaks of new
HIV infections among people who inject drugs.156
• Among people with HIV who inject drugs, 62–81% were also living with hepatitis C.157 People with HIV also
living with hepatitis B or hepatitis C have higher liver-related morbidity and mortality, and higher overall
mortality than patients only living with hepatitis B or hepatitis C.158-160

Figure A.1 depicts the subpopulations (defined by race, ethnicity, and gender) with the most new HIV diagnoses
in 2019.
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Male-to-Male Sexual Contact
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Figure A.1. New HIV diagnoses in the United States and dependent areas for the most-affected
subpopulations, 2019
Notes: Black refers to people having origins in any of the Black racial groups of Africa. African American is a term often used for Americans
of African descent with ancestry in North America. Hispanics/Latinos can be of any race. Subpopulations representing 2.0% or less of all
people who received an HIV diagnosis in 2018 are not represented in this chart. Source: Centers for Disease Control and Prevention.161
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The Strategy recognizes the importance of providing HIV services to all populations with or who experience risk for
HIV. Therefore, even though they were not designated as priority populations, the Strategy discusses the importance
of addressing the unique needs of other groups, such as long-term survivors and older people with HIV or people
experiencing unstable housing or homelessness.

INDICATORS TO MEASURE PROGRESS FOR THE NATIONAL
HIV/AIDS STRATEGY
The Strategy includes 9 core indicators to monitor annual progress toward achieving Goals 1, 2, and 3. In addition,
one of the core indicators is stratified by each of the priority populations to measure progress toward reducing
disparities.
For each indicator, baseline measurements (2017) and targets for 2025 are provided. Indicators 1–6 are aligned
with the EHE initiative and Healthy People 2030 objectives. Alignment of the indicators between the HIV Plan and
EHE allows for consistency and reduced burden on local and state health departments that report data as well as on
federal partners who monitor and report on progress in measuring and reporting results across the indicators.
The methods for measuring progress and specifications for each of the indicators is detailed below.

METHODS
CDC’s National Center for Health Statistics describes the “percent of targeted change achieved,” which quantifies
progress for Healthy People 2020 indicators that are moving toward their targets. The methods are described in
full by Talih and Huang162 and may be used for measuring progress in Healthy People 2030. To align methods for
measuring progress across HHS, the percentage of targeted change achieved method is adapted for use to measure
national progress annually for the National HIV/AIDS Strategy.

METHODS
The “percent of targeted change achieved” used in Healthy People 2020 is the difference between the baseline and
the midcourse value as a percent of the targeted change between the baseline value and the Healthy People 2020
target. To adapt for use in the National HIV/AIDS Strategy, annual results and National HIV/AIDS Strategy targets
are used. This method also provides a way to compare percent of targeted change achieved by National HIV/AIDS
Strategy indicator and highlights areas on which to focus. The formula is as follows:

Percent of targeted
change achieved

=

Annual result - Baseline result x 100
2025 target - Baseline result

The magnitude of change for percent of targeted change achieved may be evaluated using statistical significance
testing for indicators that are estimated.
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An example using hypothetical data is provided below to illustrate the calculations for the percent of targeted change
achieved for linkage to care within 1 month and viral suppression.
Table A.3. Hypothetical Data for Linkage to Care and Viral Suppression Calculations

Indicator

2017

2023

2025 Target

Linkage to Care within 1 Month

78.4%

82.3%

95%

Viral Suppression

54.4%

65.5%

95%

Percent of targeted change achieved for linkage to care within 1 month:

=

82.3% - 78.4%
95% - 78.4%

=

3.9
16.6

=

23.5%

Achieving the 95% target for linkage to care within 1 month is 100% of the targeted change needed by 2025.
Interpretation: By 2023, almost one-quarter or 23.5% of the targeted change has occurred for linkage to care within
1 month.
Percent of targeted change achieved for viral suppression:

=

65.5% - 54.4%
95% - 54.4%

=

11.1
40.6

=

27.3%

Achieving the 95% target for viral suppression is 100% of the targeted change needed by 2025. Interpretation: By
2023, a little more than one-quarter or 27.3% of the targeted change has occurred for viral suppression.
Indicators that met or exceeded their targets

When the desired direction is increase, an indicator has met or exceeded the target if the annual result is greater
than or equal to the 2025 target.

Annual result ≥ 2025 target
When the desired direction is a decrease, an indicator has met or exceeded the target if the annual result is less than
or equal to the 2025 target or the 2030 target.

Annual result ≤ 2025 target
Statistical significance is not factored into the determination of the target met or exceeded status.
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Indicators moving toward their targets

For indicators that had not already met or exceeded their targets at baseline and are moving toward their 2025
targets, the percent of targeted change achieved measures the extent of movement toward the target. The formula is
the same as that presented above and is calculated by:

Percent of targeted
change achieved

=

Annual result - Baseline result x 100
2025 target - Baseline result

When the desired direction is an increase (i.e., increase to 95%), an indicator is moving toward its target when the
most recent annual result is higher than the baseline value but less than the 2025 target.

Baseline result < Annual result < 2025 target
When the desired direction is a decrease (i.e., decrease by 75%), an indicator is moving toward its target when the
most recent annual result is less than the baseline value but greater than the 2025 target.

Baseline result > Annual result > 2025 target
Indicators moving away from their targets

For indicators that had not already met or exceeded their targets at baseline and are moving away from their 2025
targets, the percent of targeted change achieved measures the extent of movement away from the target and is
calculated by:

Magnitude of percent
=
change from baseline

| Annual result - Baseline result | x 100
Baseline result

The absolute value of the percent change from baseline is used to measure movement in this instance. When
indicator results are moving away from the 2025 targets, the indicator results will need to make up the deficit from
the baseline (i.e., get back to baseline value). Additional work would be needed to see desired targeted change once
the baseline value is regained.

INDICATOR SPECIFICATIONS FOR THE NATIONAL HIV/AIDS STRATEGY
Indicator 1: Increase knowledge of status
• Definition:
◊ Numerator: Number of persons aged ≥13 years living with diagnosed HIV at end of a measurement year.
◊ Denominator: Estimated number of persons aged ≥13 years living with diagnosed or undiagnosed HIV at the
end of a measurement year.
• Baseline year: 2017
• Baseline result: 85.8%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS).11 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Data availability: Data are published annually.
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Indicator 2: Reduce new HIV infections
• Definition: Incidence is the estimated number of new HIV infections among persons aged ≥13 years that
occurred in the measurement year and includes diagnosed and undiagnosed infections.
• Baseline year: 2017
• Baseline result: 37,000
• Targets: By 2025, reduce incidence by 75% from baseline. By 2030, reduce incidence by 90% from baseline.
• Data source: National HIV Surveillance System (NHSS).11 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Data availability: Data are published annually.

Indicator 3: Reduce new HIV diagnoses
• Definition: Number of persons ≥13 years who have received laboratory or clinical confirmation of HIV in a
measurement year.
• Baseline year: 2017
• Baseline result: 38,351
• Targets: By 2025, reduce diagnoses by 75% from baseline. By 2030, reduce diagnoses by 90% from baseline.
• Data source: National HIV Surveillance System (NHSS). NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.3
• Data availability: Data are published annually. Preliminary data are also available quarterly.
• Notes: Provisional annual data (annual data with ≥12 months of reporting delay) will be used to
measure progress.

Indicator 4: Increase PrEP coverage
• Definition:
◊ Numerator: Number of persons ≥16 years who were classified as having been prescribed PrEP in a
measurement year.
◊ Denominator: Estimated number of persons with indications for PrEP in a measurement year.
• Baseline year: 2017
• Baseline result: 13.2%
• Target: By 2025, increase to 50%.
◊ Numerator: IQVIA Real-World Longitudinal Prescriptions database
◊ Denominator: Uses three data sources:
1. The American Community Survey from U.S. Census is used to estimate the number of men who have
sex with men (MSM) in a jurisdiction.163
2. Behavioral data from the National Health and Nutrition Examination Survey (NHANES) are used to
estimate the proportion of HIV-negative MSM with indications for PrEP.164
3. The National HIV Surveillance System (NHSS) diagnoses data are used.2 The number of HIV-negative
MSM with indications for PrEP are multiplied by the ratio of percentage of HIV diagnoses during
the specified year attributed to persons who inject drugs (PWID) and heterosexual transmission risk
groups compared to the percentage among MSM. The estimated number of persons with indications
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for PrEP in the three major transmission risk groups (MSM, heterosexuals, PWID) in each jurisdiction
are then summed to yield national estimates.
• Data availability: Data are published annually. Preliminary data are also available quarterly.
• Note: Prescriptions for PrEP or having indications for PrEP are not reportable conditions and therefore are not
reported through the National HIV Surveillance System. Annual data will be used to measure progress.

Indicator 5: Increase linkage to care
• Definition:
◊ Numerator: Number of persons aged ≥13 years with HIV diagnosed in a measurement year and who had ≥1
viral load (VL) or CD4 test ≤1 month after HIV diagnosis.
◊ Denominator: Number of persons aged ≥13 years with HIV infection diagnosed during a measurement year.
• Baseline year: 2017
• Baseline result: 77.8%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS). NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.2
• Data availability: Data are published annually. Preliminary data are also available quarterly.
• Notes: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results to
CDC. The number of jurisdictions may vary each year. Provisional annual data (annual data with ≥12 months of
reporting delay) will be used to measure progress.

Indicator 6: Increase viral suppression
• Definition:
◊ Numerator: Number of persons aged ≥13 years living with diagnosed HIV and have a viral load test result
<200 copies/mL at the most recent viral load test during a measurement year.
◊ Denominator: Number of persons aged ≥13 years living with diagnosed HIV by the end of the year prior to
the measurement year and alive at the end of the measurement year.
• Example: Denominator for 2019 viral suppression is the number of persons aged ≥13 years living with diagnosed
HIV by the end of 2018 and alive at the end of 2019.
• Baseline year: 2017
• Baseline result: 63.1%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS). NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.2
• Data availability: Data are published annually.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results to
CDC and with complete death ascertainment. The number of jurisdictions may vary each year.

Indicator 7: Decrease stigma
• Definition: The median score of a 10-item stigma scale, ranging from 0 (no stigma) to 100 (high stigma),
measured among persons aged >18 years living with diagnosed HIV infection living in the United States and
Puerto Rico.
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• Note: The stigma scale was revised for the 2018 data collection cycle and includes three questions with a
12-month reference period to allow participants to provide experiences in a defined and more recent period of
time for one domain of stigma (personalized stigma).
• Baseline year: 2018
• Baseline result: 31.2 median score
• Target: By 2025, decrease by 50%.
• Data source: Medical Monitoring Project (MMP). MMP is a cross-sectional, nationally representative, complex
sample survey that assesses the behavioral and clinical characteristics of adults with diagnosed HIV infection in
the United States. MMP also provides information on behaviors and clinical outcomes affecting the risk of HIV
transmission, morbidity, and mortality. In 2015, MMP sampling and weighting methods were revised to include
all adults with diagnosed HIV infection regardless of HIV care status.
• Data availability: Data are published annually.

Indicator 8: Reduce homelessness
• Definition:
◊ Numerator: Number of persons aged ≥18 years living with diagnosed HIV in a measurement year and report
having been homeless during the 12 months prior to interview. Homelessness is defined as living on the
street, living in a shelter, living in a single-room-occupancy hotel, or living in a car.
◊ Denominator: A sample of persons aged ≥18 years living with diagnosed HIV in a measurement year, as
documented in the medical record.
• Baseline year: 2017
• Baseline result: 9.1%
• Target: By 2025, reduce by 50%.
• Data source: Medical Monitoring Project (MMP). MMP is a cross-sectional, nationally representative, complex
sample survey that assesses the behavioral and clinical characteristics of adults with diagnosed HIV infection in
the United States. MMP also provides information on behaviors and clinical outcomes affecting the risk of HIV
transmission, morbidity, and mortality. In 2015, MMP sampling and weighting methods were revised to include
all adults with diagnosed HIV infection regardless of HIV care status.
• Data availability: Data are published annually.

Indicator 9: Increase LGBTQ-supportive school policies and practices
• Definition: This indicator is the median percentage of secondary schools that are implementing at least four of
seven school policies and practices that are known to improve health outcomes for both LGBTQ youth and all
students: (1) having a Gay/Straight Alliance (GSA) or similar club, (2) identifying safe spaces, (3) prohibiting
harassment based on sexual orientation or gender identity, (4) encouraging staff to attend professional
development; (5) facilitating access to out-of-school health service providers, (6) facilitating access to out-ofschool social and psychological service providers, and (7) providing LGBTQ-relevant curricula or supplementary
materials.
• Baseline year: 2018
• Baseline result: 59.8%
• Targets: By 2025, increase the median percentage of secondary schools that are implementing at least four of
seven LGBTQ-supportive policies and practices to 65% from a 2018 baseline of 59.8%. By 2030, increase the
median percentage of secondary schools to 68.7%.
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• Data source: CDC School Health Profiles. The School Health Profiles is a system of surveys assessing school
health policies and practices in states, large urban school districts, and territories.
• Data availability: Data are published bi-annually.

Disparities Indicators
To monitor our progress in addressing HIV disparities, the viral suppression indicator is monitored for the following
priority populations.
MSM

• Definition:
◊ Numerator: Number of persons with male-to-male sexual contact (MSM) aged ≥13 years living with
diagnosed HIV and have a viral load test result <200 copies/mL at the most recent viral load test during a
measurement year.
◊ Denominator: Number of persons with male-to-male sexual contact (MSM) aged ≥13 years living with
diagnosed HIV by the end of the year prior to the measurement year and alive at the end of the
measurement year.
• Baseline year: 2017
• Baseline result: 66.1%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS).2 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Data availability: Data are published annually.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results
and with complete death ascertainment. The number of jurisdictions may vary each year.
Black/African American MSM

• Definition:
◊ Numerator: Number of Black/African American persons with male-to-male sexual contact (MSM) aged ≥13
years living with diagnosed HIV and have a viral load test result <200 copies/mL at the most recent viral
load test during a measurement year.
◊ Denominator: Number of Black/African American persons with male-to-male sexual contact (MSM) aged
≥13 years living with diagnosed HIV by the end of the year prior to the measurement year and alive at the
end of the measurement year.
• Baseline year: 2017
• Baseline result: 58.4%
• Target: By 2025, increase to 95%.
• Data availability: Data are published annually.
• Data source: National HIV Surveillance System (NHSS).2 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results
and with complete death ascertainment. The number of jurisdictions may vary each year.
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Hispanic/Latino MSM

• Definition:
◊ Numerator: Number of Hispanic/Latino persons with male-to-male sexual contact (MSM) aged ≥13 years
living with diagnosed HIV and have a viral load test result <200 copies/mL at the most recent viral load test
during a measurement year.
◊ Denominator: Number of Hispanic/Latino persons with male-to-male sexual contact (MSM) aged ≥13 years
living with diagnosed HIV by the end of the year prior to the measurement year and alive at the end of the
measurement year.
• Baseline year: 2017
• Baseline result: 64.9%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS).2 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Data availability: Data are published annually.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results
and with complete death ascertainment. The number of jurisdictions may vary each year.
American Indian/Alaska Native MSM

• Definition:
◊ Numerator: Number of American Indian/Alaska Native persons with male-to-male sexual contact (MSM)
aged ≥13 years living with diagnosed HIV and have a viral load test result <200 copies/mL at the most
recent viral load test during a measurement year.
◊ Denominator: Number of American Indian/Alaska Native persons with male-to-male sexual contact (MSM)
aged ≥13 years living with diagnosed HIV by the end of the year prior to the measurement year and alive at
the end of the measurement year.
• Baseline year: 2017
• Baseline result: 67.3%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS).2 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Data availability: Data are published annually.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results
and with complete death ascertainment. The number of jurisdictions may vary each year.
Black Women

• Definition:
◊ Numerator: Number of Black/African American females aged ≥13 years living with diagnosed HIV and have
a viral load test result <200 copies/mL at the most recent viral load test during a measurement year.
◊ Denominator: Number of Black/African American females aged ≥13 years living with diagnosed HIV by the
end of the year prior to the measurement year and alive at the end of the measurement year.
• Baseline year: 2017
• Baseline result: 59.3%
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• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS).2 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Data availability: Data are published annually.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results
and with complete death ascertainment. The number of jurisdictions may vary each year.
Transgender Women in HIV Medical Care

• Definition:
◊ Numerator: Number of transgender women living with HIV ≥13 years who received from a Ryan White HIV/
AIDS Provider at least one outpatient ambulatory health care (OAHC) visit and had at least one viral load
test during the measurement year who was virally suppressed. Viral suppression was defined as the most
recently reported HIV test result of <200 copies/mL.
◊ Denominator: Number of transgender women living with HIV ≥13 years who received from a Ryan White
HIV/AIDS Provider at least one outpatient ambulatory health care (OAHC) visit and had at least one viral
load test during the measurement year.
• Baseline year: 2017
• Baseline result: 80.5%
• Target: By 2025, increase to 95%.
• Data source: Ryan White HIV/AIDS Program Services Report5
• Data availability: Data are published annually.
People Who Inject Drugs (PWID)

• Definition:
◊ Numerator: Number of persons who inject drugs aged ≥13 years living with diagnosed HIV and have a viral
load test result <200 copies/mL at the most recent viral load test during a measurement year.
◊ Denominator: Number of persons who inject drugs aged ≥13 years living with diagnosed HIV by the end of
the year prior to the measurement year and alive at the end of the measurement year.
• Baseline year: 2017
• Baseline result: 54.9%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS).2 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Data availability: Data are published annually.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results
and with complete death ascertainment. The number of jurisdictions may vary each year.
Youth 13–24 years

• Definition:
◊ Numerator: Number of persons aged 13–24 years living with diagnosed HIV and have a viral load test result
<200 copies/mL at the most recent viral load test during a measurement year.
◊ Denominator: Number of persons aged 13–24 years living with diagnosed HIV by the end of the year prior to
the measurement year and alive at the end of the measurement year.
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• Baseline year: 2017
• Baseline result: 54.9%
• Target: By 2025, increase to 95%.
• Data source: National HIV Surveillance System (NHSS).2 NHSS is the primary source for monitoring trends in
HIV in the United States. It is the data source for incidence, diagnoses, and other HIV care continuum data.
• Note: Data are reported for jurisdictions with complete laboratory reporting of CD4 and viral load test results
and with complete death ascertainment. The number of jurisdictions may vary each year.
Developmental Indicator—Quality of life for people with HIV

In addition, one key issue, quality of life for people with HIV, was designated as the subject for a “developmental
indicator,” meaning that data sources, measures, and targets will be identified, and progress monitored thereafter.
Potential data sources and measures exist for this indicator, but further work must be done to assess them and craft
the specifications for this developmental indicator. Working with parties and organizations, the federal government
will develop an indicator.
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APPENDIX B: ACRONYMS
AIDS		

acquired immune deficiency syndrome

ART		

antiretroviral therapy

CDC		

Centers for Disease Control and Prevention (HHS)

COVID-19

coronavirus disease 2019

EHE		

Ending the HIV Epidemic in the U.S.

FDA		

Food and Drug Administration (HHS)

HHS		

U.S. Department of Health and Human Services

HIV		

human immunodeficiency virus

HOPWA

Housing Opportunities for Persons With AIDS

HRSA		

Health Resources and Services Administration (HHS)

IHS		

Indian Health Service (HHS)

MSM		

men who have sex with men

NHAS		

National HIV/AIDS Strategy

NIH		

National Institutes of Health

OASH		

Office of the Assistant Secretary for Health (HHS)

OIDP		

Office of Infectious Disease and HIV/AIDS Policy (HHS)

ONAP		

Office of National AIDS Policy (White House)

PEP		

post-exposure prophylaxis

PrEP		

pre-exposure prophylaxis

PWID		

people who inject drugs

RWHAP

Ryan White HIV/AIDS Program (HRSA)

SAMHSA

Substance Abuse and Mental Health Services Administration (HHS)

SARS-CoV-2

severe acute respiratory syndrome coronavirus 2

SSP		

syringe services program

STI		

sexually transmitted infection

U=U		

Undetectable = Untransmittable

USPSTF

U.S. Preventative Services Task Force
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