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Focus on Key Populations Remains
Integral to the HIV Response

There has been incredible progress in the prevention and
treatment of HIV, with a 40% decline in new HIV infections
globally since 2010. However, challenges persist in reaching
key populations (KPs) and their sexual partners, who, despite
representing the minority of the general population, account-
ed for 55% of all new HIV cases globally in 2022. (1) KPs are
groups who are at high risk of HIV and who face significant
social and legal challenges to accessing HIV services in the
general public health system, including sex workers, men
who have sex with men, transgender people, and people
who inject drugs.’ Targeted interventions for KPs are both
effective and cost-effective, often yielding bigger epidemio-
logic and economic returns than untargeted, population-

wide efforts alone.(2)

While KPs make up relatively small proportions of overall
country populations, the concentration of new HIV cases
among these populations makes investments in reaching these
populations critical for overall epidemic control goals. This
analysis models the HIV epidemics of 25 PEPFAR countries
receiving bilateral supportin FY2024." Models assess the
impacts of a global HIV response that continues to invest in
tailored services for KPs and their partners compared to an
HIV response that does not. Specifically, models project new
HIV infections under two scenarios: 1) Combined general
population (GP)/KP prevention-assuming a continued
investment in a targeted KP response alongside a general
population approach (using 2022 data' reflecting conditions
prior to 2025 U.S. policy shifts); and 2) No KP prevention-

Key Findings

Despite major global progress in reducing HIV
infections, key populations (KPs)—including sex
workers, men who have sex with men, transgender
people, and people who inject drugs—remain
disproportionately affected, with over half of new
infections occurring among KPs and their partners.

A global HIV response which no longer targets

KPs would lead to an immediate surge in new HIV
infections in the populations most at risk for HIV and
reverse progress in the global HIV pandemic.

Models suggest that failing to prevent HIV in KPs in 25
PEPFAR countries would add an average of 430,000
new infections per year, resulting in over 4.7
million new HIV infections by 2035.

Conversely, increased efforts to prevent new infections
among KPs would greatly accelerate national declines
in new HIV infections, with projections demonstrating
that total annual new infections could drop by more
than 65%, to just over 126,000 across 25 PEPFAR
countries with the right investments.

Even in generalized HIV epidemic contexts, investing
in KP-targeted programming represents the most
efficient path to epidemic control by 2035.

i Data on transgender men is generally not available and they are not included as a part of the KP group. However, clients of sex workers and their wives and sex
partners of KPs who are otherwise not KPs (e.g. female partners of MSM) are included as a part of the KP group in our analysis.

i Angola, Botswana, Burundi, Cameroon, Céte d’lvoire, Democratic Republic of Congo, Dominican Republic, Eswatini, Ethiopia, Haiti, Kenya, Lesotho, Malawi,
Mozambique, Namibia, Nigeria, Rwanda, South Africa, South Sudan, Tanzania, Uganda, Ukraine, Vietnam, Zambia, and Zimbabwe.

iModels use 2022 data given this is the most recent year with KP-specific incidence estimates in our dataset.
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assuming continued investment in the general population
HIV programming but loss of all targeted KP prevention
services starting in 2025.

For both scenarios, this analysis uses data compiled by
Korenromp et al., containing HIV incidence estimates for
the GP (non-KP) from UNAIDS and supplemented with
country-level data for new infections among KPs and
their partners.(1) The Korenromp dataset provides the
number of new infections (NI) at the overall country-level
for the total population and for KPs and their partners
allowing for disaggregation of data by population for
the 25 countries of interest. NI data from 2010 and 2022
were used to estimate an overall trend in KP and GP HIV
incidence between the two years. This trend line was used
to project forward Nl rates for each population group

to 2035 under the assumption of continued GP and KP
prevention programming. To estimate the impact of the
loss of targeted KP prevention programming, we use
PEPFAR 2024 data for the total number of KPs receiving
targeted prevention services and estimate the number
of KPs that would seroconvert in a year without access

to those services." Estimated seroconversion rates were
based on combined KP background incidence rates in
the 25 countries in the most recent year available (2022).
To account for community transmission rates, given the
current level of immunity, treatment, prevention, and
behavior in the population, models use a reproduction
rate (Re) of .92.(3) This means that, on average, models
project that each person will pass HIV to fewer than

one person (.92) in their lifetime, which is based on

the U.S. epidemic so may not fully represent global

transmission dynamics.

Why Continued, KP-Targeted HIV
Investments Matter

Since the early 2000s, global HIV investments have been
designed around epidemiological evidence and have
proven remarkably effective. As the epidemic became

increasingly concentrated among KPs, PEPFAR and

The Global Fund shifted from a generalized approach to
one that prioritized targeting resources to these groups.
This included scaling up KP-friendly antiretroviral (ARV)
services, HIV testing, and pre-exposure prophylaxis (PrEP),
while developing differentiated service delivery models that
addressed social and structural barriers to care, like drop-in
centers led by KPs outside of regular clinics. By 2022, these
KP-focused approaches accounted for an average of 5.75%
of PEPFAR budgets at the country level. While modest in
proportion, they represented a critical shift toward inclusion
and equity in HIV programming.

Our trend analyses show that, if we sustain these levels of
investment and maintain an “epidemiologically sound”
focus on both the GP and KPs, HIV incidence in these 25
high-burden countries will continue to decline through
2035. The model projects substantial decreases in annual
new infections in the GP, with declines among KPs as well
(though the rate of change among KPs is somewhat less
steep given persistent social and structural barriers). While
HIV transmission is influenced by many factors—access to
diagnosis and treatment, stigma, social inequalities—we
applied a simplified trend approach using annualized rates
of change from 2010 to 2022 based on incidence rates
from Korenromp et al.(1) Technical details are provided in
the appendix.

Our models, which extend the trends of NI data from
2010-2022, show that sustaining the strategic targeting
of the GP and KPs would continue to drive declines in
all population groups (Figure 1). Overall, this would result
ina 73% decrease in Nl in the total population with marked
declines in both the GP and KPs by 2035. Of note, these
projections are based off of funding levels and policies in
place in 2022, and do not reflect the impact of U.S. policy
changesin 2025. However, models are still relevant to
display the huge potential for progress that can be made
by 2035 with renewed commitments to HIV funding and

epidemiologically sound HIV programming.

v amfAR’s PEPFAR Monitoring, Evaluation and Reporting database. https://mer.amfar.org/.
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Figure 1: Estimated new HIV infections by population type through 2035
Based on 2022 funding levels
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Figure 2: Estimated new HIV infections among key populations with
and without targeted prevention through 2035
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This table shows the estimated number of new HIV infections each year in Figure 2.
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Targeted Interventions for KPs Give
Outsized Epidemiologic Impact

Global epidemiological research demonstrates that
addressing the prevention and treatment needs of KPs

yields disproportionate reductions in HIV transmission at the
population level.(4) Similarly, KP-targeted harm reduction
and prevention policies avert more infections per dollar
spent than untargeted interventions.(2) Uptake of many high-
impact HIV prevention tools like PrEP remains low in PEPFAR
countries, meaning there is stillimmense potential to expand
KP-targeted services in these settings.(5)

Despite the evidence base supporting KP interventions,
recent shifts in U.S. foreign assistance policy in 2025,
including foreign aid reviews and executive orders, have
contributed to interruptions in KP programming and

a reorientation of resources to other populations. For
example, under a limited waiver for U.S. foreign assistance,
the provision of PrEP, a critical prevention tool, has been
restricted almost exclusively to pregnant and breastfeeding
women, excluding many KP groups as well as most youth.(6)
In some countries, like Uganda, programs serving high-risk
communities like gay men, sex workers, and people who
inject drugs were shut down or severely scaled back during
the aid pause, with NGOs reporting that these services were
explicitly cut.(7) These policies have raised serious concerns
among health groups that the epidemic could worsen in KP
communities, undermining overall HIV goals.

The projected impact of a full discontinuation of targeted
programming for KPs on new HIV infections is an additional 5
million new cases of HIV. The models project that the number
of new infections among KPs would drop to 25,000 by 2035
if 2022 levels of funding and KP-targeted programming are
maintained (Figure 2). However, if targeted interventions for
KPs were abandoned, there would be an immediate surge of
new infections as populations lose access to necessary ser-
vices. In that scenario, we anticipate an average of 517,000
additional NIs annually among KPs and their partners by
2035, an increase of more than 400%. This is an average ad-
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ditional 388,000 new infections every year among KPs as
compared to the targeted prevention approach.

Abandoning KP-Targeted Interventions
Has the Potential to Reverse Overall
HIV Trends

With the right investments and a sustained focus on the
world’s most at-risk populations, the global community can
reach its goal to end the HIV pandemic. When KPs have
access to high-quality and targeted HIV prevention and
treatment services, progress extends beyond these
groups to drive national declines in new HIV infections.

However, shifting investments away from KP-focused
programs would be catastrophic for epidemic control.
Our models show that maintaining global HIV funding
levels but removing targeted KP programming would
lead to an immediate increase in Nis and a reversal

of global HIV progress. In the 25 countries in our model,
loss of KP prevention programming would add an average
of 430,000 NIs a year resulting in more than 4.7 million
new HIV cases cumulatively by 2035 as compared to
maintaining an approach that combined GP and targeted
KP programming (Figure 3).

These findings underscore that funding alone is not
enough. Investments must also be directed to the
populations most at risk for HIV. Policy decisions that
eliminate KP-targeted support risk undermining the
broader pandemic and years of global HIV investment.
Ending HIV will only be possible if we continue to fund,

protect, and expand programs that prioritize KPs.
Conclusions

This analysis highlights that sustaining global progress
against HIV depends on maintaining and expanding
targeted interventions for KPs and their partners. Modeling
projections show that even with sustained HIV funding,

withdrawing investment in KP programming would cause
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Figure 3: Total new HIV infections in 25 PEPFAR countries with
and without key population prevention by 2035
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This table shows the number of new HIV infections each year in Figure 3.

a rapid increase in NlIs and as the populations most at risk
for HIV lose access to services. This rise in Nls coupled
with community transmission would reverse progress
and throw the world off track to meet global HIV goals.
By contrast, scaling up KP-sensitive, community-led,

and stigma-free services is an essential pathway to reach
epidemic control. This includes known interventions to
reach KPs including drop-in centers, mobile clinics, and

stigma-free service provision.

As the global HIV response faces shrinking budgets and
shifting political priorities, maintaining a clear focus on

evidence-based HIV programming is essential. The
path to ending HIV depends on our ability to protect
and expand KP-focused programs. It will determine
whether the world stays on course toward epidemic
control or turns back the clock on decades of hard-

won progress.
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Methods Appendix
Figure 1: The number of new infections for each year Figure 2: Figure 2 shows the difference in new infections for
2023-2035 was calculated for total population, general KPs under two scenarios:

population (GP), and key populations (KP) using the number
. . . 1. Targeted KP prevention: Continued investment in KP-
of new infections for each of these groups applied to the ) gi N el o
formula below where tis year, [ is year-specific number of ’;argelt:s. prog;a:;nmmg e><1ten ng themo .efprcTJectlon
new infections, and Re is the effective reproduction rate. rom Figure 1 (Equation 1 applied to new infections

for KPs).
Equation 1: Number of new HIV infections in year t 2. No KP prevention: Projecting loss of KP-targeted services
= (lpgpp + R2712010 , (1 _5022)) Soloep) in 2025 using the following formula where where tis

2022-2010 Average life expectancy post infection (28.7)
year, lis year-specific number of new infections, KPinc is

the pooled incidence rate for all KPs in the 25 included
Assumptions: Projected new infections are constrained at countries in 2022 (.81 per 100 person years), KPprev is

0, meaning that once we anticipate a country may reach
0 new infections they are held constant (no negative new
infections). No attempt was made to remove potential
duplicates across KP groups (e.g., a sex worker who is
also a person who injects drugs), and so this sample may
be slightly inflated. The Re, or effective reproduction rate,
accounts for the number of additional new infections
generated by one infection given the current level of
immunity, treatment, prevention, and behavior in the
population based on the HIV Optimization and Prevention
Economics study by Chen et al. (2022). Our estimate of
0.92 is based on the U.S. epidemic, which may be overly
optimistic in some country contexts.
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the number of KPs benefiting from targeted PEPFAR KP
prevention services 2024 (3,636,235), and Re is the
effective reproduction rate.

Equation 2: Number of new HIV infections in year t

Re (0.92)
Average life expectancy post infection (28.7)

=(l,004 + (KPinc * KPprev)) + I, %

Figure 3: The ‘Combined GP-KP prevention’ line in Figure 3 is
the same as the ‘Total population’ line from Figure 1. The ‘No
KP prevention’ line in Figure 3 is calculated by summing the
‘General population’ line from Figure 1 and the ‘KPs: No KP

prevention’ line from Figure 2.



