1duosnue Joyiny 1duosnuen Joyiny 1duasnuen Joyiny

1duasnuen Joyiny

Author manuscript
JAMA Pediatr. Author manuscript; available in PMC 2015 July 07.

-, HHS Public Access
«

Published in final edited form as:
JAMA Pediatr. 2015 July 1; 169(7): 619-620. doi:10.1001/jamapediatrics.2015.58.

Time to Improve the Global Human Immunodeficiency Virus/
AIDS Care Continuum for Adolescents:

A Generation at Stake

Sarah M. Wood, MD, AAHIVS,
Craig-Dalsimer Division of Adolescent Medicine, Children’s Hospital of Philadelphia, Philadelphia,
Pennsylvania

Nadia Dowshen, MD, AAHIVS, and

Craig-Dalsimer Division of Adolescent Medicine, Children’s Hospital of Philadelphia, Philadelphia,
Pennsylvania; and Department of Pediatrics, University of Pennsylvania Perelman School of
Medicine, Philadelphia

Elizabeth Lowenthal, MD, MSCE,AAHIVS

Departments of Pediatrics and Epidemiology, University of Pennsylvania Perelman School of
Medicine, Philadelphia; and Division of General Pediatrics, Children’s Hospital of Philadelphia,
Philadelphia, Pennsylvania

Pediatricians have an obligation to protect the health of children and adolescents. Human
immunodeficiency-virus (HIV)/AIDS-remains the second leading cause of death for
adolescents worldwide and the leading cause for adolescents in sub-Saharan Africa.l Youth
aged 15 to 24 years represent one-third of new infections.?2 While AIDS-related mortality
declined for adults and children from 2005 to 2012, there was a 50% increase in mortality
among HIV-infected adolescents.? For perinatally HIV-infected youth, worse outcomes
largely reflect developmental struggles with treatment adherence they face as they enter
adolescence. For adolescents with behaviorally acquired HIV, late diagnosis, poor linkage to
and retention in care, low rates of antiretroviral therapy (ART) prescription, and inadequate
treatment adherence all affect mortality.? In the United States, nearly 60% of HIV-infected
youth do not know they are infected.3 In sub-Saharan Africa, only 1 in 5 HIV-infected
young women knows her status.?

Despite these sobering statistics, the global impact of HIV/AIDS in adolescents has often
been invisible. While adolescents constitute an estimated 1.2 billion of the world’s
population, adolescent health is often not prioritized in resource-limited settings.?
Pediatricians and other health care professionals receive little training relevant to the unique
health needs of adolescents, and youth older than 13 years are often treated as adults. Yet,
adolescence is a distinct period of physical, psychosocial, and neurocognitive development
that leaves youth highly vulnerable to HIV infection. Autonomy seeking, social pressures,
and slow maturation of impulse control lead to increased risk-taking behaviors such as
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unprotected sex and substance use.! These same factors render HIV-infected adolescents
vulnerable to treatment failure owing to poor adherence. Globally, two-thirds of all new HIV
infections among 15- to 19-year-olds occur in young women.2 Child marriage, intimate
partner violence, and high school dropout rates limit young women’s power to negotiate
sexual decision making. In the United States, most adolescent infections occur among young
men who have sex with men and transgender women. For these youth, stigma and
discrimination related to sexual and gender identity may increase risk for HIV infection and
create substantial barriers to accessing care and/or achieving optimal health outcomes.3

In 2011, the Obama administration heralded a new era in the HIV/AIDS global discourse
with the promise that an AIDS-free generation was within reach. This concept is defined as
a generation in which there are virtually no perinatal infections, high-impact prevention
interventions avert most adolescent infections, and youth who acquire HIV have access to
treatment that prevents development of AIDS and forward transmission of HIV.2
Unfortunately, few countries or nongovernmental organizations collect or report data on
adolescent-specific HIV/AIDS outcomes. Treatment statistics typically segregate data into
age categories of 0 to 14 years and 15 years or older, which obscures our ability to define the
scope of the adolescent HIV/AIDS epidemic.? To optimize adolescent HIV/AIDS care, we
need to understand how youth enter and are retained in the HIV treatment continuum—the
process of engagement in care that begins with testing and prevention and ends with
virologic suppression on ART (Figure). The barriers to success at each step in the continuum
need to be recognized and ameliorated. In the United States, estimates suggest that the
proportion of HIV-infected adolescents who are tested, retained in care, receiving ART, and
virologically suppressed is as low as 6% to 13%, a significantly smaller proportion than
among adults.#=8 In resource-limited settings this proportion is unknown, but it is likely
even lower.

Treatment and prevention of adolescent HIVV/AIDS should be a global health funding
priority. Early initiation of ART improves health outcomes, decreases mortality, and reduces
secondary HIV transmission.”8 As ART access expands for adolescents, it must be
accompanied by interventions to engage and retain youth at every stage of the continuum.
We first need to define the global adolescent continuum, including younger teens who are
historically absent from these statistics. We can then invest in targeted interventions to
improve care delivery and treatment adherence support for youth. Rather than envisioning
the continuum as a series of steps, we need to invest in models visualizing care as a dynamic
process of overlapping stages. Increasing testing rates among adolescents must be matched
with programs assisting youth in linking to and navigating care. Similarly, it is not enough to
simply prescribe ART. To reach the goal of sustained virologic suppression, we need
developmentally and culturally tailored adherence support programs that can maintain youth
on treatment through the challenges and growth of adolescence. We must identify targets for
intervention by learning from the resilience of the scores of youth living with HIV who have
successfully navigated the transition to adult care.

Increasing and sustaining ART access for adolescents is in itself a powerful HIV prevention
strategy. Treatment as prevention, using ART to suppress the viral load and prevent
transmission, can reduce heterosexual HIV transmission by up to 96%.” Early data suggest
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the efficacy of treatment as prevention among men who have sex with men and injection
drug users as well.8 Yet, ART cannot stand alone in the arsenal of prevention tools for youth
living with HIV. We must also increase access to reproductive and sexual health services.
Reducing unintended pregnancies, increasing access to condoms and comprehensive sexual
education, and identifying and treating sexually transmitted infections among youth living
with HIV will be paramount in preventing future perinatal and sexual transmission.
Successful implementation of these strategies will require training a health care workforce
that is skilled in delivering adolescent-focused care tailored to the appropriate cognitive,
social-emotional, and physical stages of development. Finally, preventing HIV infections
will mean addressing the syndemics of gender-based violence, racism, and homophobia that
serve as barriers to treatment success for youth.

While the cost of developing, testing, and implementing such interventions will be
considerable, the price of inaction is far higher. At the current levels of global funding, rates
of new adolescent infections and AIDS-related mortality will continue to rise.2 Investment
in youth-focused treatment and prevention can offset the costs of increasing adolescent
morbidity and mortality. Recent data show that adopting the UNAIDS Investment
Framework would lead to a 50% reduction in adolescent infections by 2020.2 As we
determine how to react to the growing epidemic, the future of a generation is at stake.
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Figure. Adult and Youth HIV Treatment Continuum in the Total US Population and Specific to
Youth

Estimated proportions of the human immunodeficiency virus (HIV)-infected US population
as compared with youth at the various stages of the HIV treatment continuum. ART
indicates antiretroviral therapy. Created based on data from the Centers for Disease Control
and Prevention.* Of note, youth estimates do not include adolescents younger than 18 years.
Zanoni and Mayer® estimate the rate of virologic suppression among youth aged 13 to 29
years to be 6%.
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