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There is an extensive body of literature showing that 
HIV stigma is a barrier to HIV care at every level of the 
care cascade.1 HIV stigma reduces HIV testing, disclosure, 
engagement in treatment, adherence to medication, 
and retention in care.2 Stigma is also related to poor 
social support and increased depression, both of which 
worsen health outcomes.1 

HIV stigma interventions that have been proposed 
and completed globally show small, targeted changes 
in stigma; however, overall, the efficacy of stigma 
interventions is disappointing,3,4 perhaps because 
interventions are often designed by those outside the 
communities served. Thus, although further work on 
stigma interventions is vital, particularly those that 
have been initiated locally with the involvement of 
community members, perhaps in order to improve HIV 
care the focus should be shifted to clinic systems.

Since the late 2000s, standard HIV drugs and care 
models have been used in low-income countries. 
Individuals came to the clinic in the morning, waited in 
a large area to see the clinicians, queued for drugs in a 
communal space, and received adherence counselling in 
a public place. Although efficient and convenient for the 
providers, this strategy has led to care delivery that does 
not protect the privacy of people with HIV and promotes 
inadvertent disclosure of HIV status. Many surveys and 
studies show clients will go to a clinic further away to 
avoid disclosure of HIV status. Clients cite poor privacy 

as a substantial barrier to HIV care and express their 
desire for changes to this care model.5 

Similar to privacy concerns, there is a concern around 
the use of resources. Usual care includes a clinic visit at 
least quarterly to see a clinician and collect medication. 
These frequent visits are a substantial time and 
transportation burden to those presenting for care. 
Additionally, visits with people who are stably virally 
suppressed reduces time for people newly presenting 
for care or those struggling with treatment. In the 
USA and elsewhere, people with virally suppressed 
HIV are seen only once or twice a year. For years there 
have been calls for differentiated service delivery (DSD) 
models that aim to make treatment more client-
centred by reducing clinic visits,6 and which seek to 
reduce costs to the client and the facility. DSD models 
also aim to improve health outcomes.6 However, 
institutional inertia, among other constraints, has 
prevented these DSD models from being implemented 
systematically.7 

During the COVID-19 crisis, HIV clinics globally 
pivoted their care delivery model. Virtual visits became 
the norm in the USA and other high resource settings. 
In low resource settings in sub-Saharan Africa, such as 
Uganda, clinics implemented social distancing practices 
for both staff and clients. Clinics called each client to 
check-in, sent drugs in larger quantities via motorcycle 
taxis, switched from open clinics to scheduled clinics, 
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and reduced barriers to those transferring between 
clinics or obtaining drugs from the client’s non-primary 
clinic due to travel restrictions.8 The focus deprioritised 
visits for long-term virally suppressed individuals, to 
visits for individuals with acute issues, new diagnoses, 
or for those newly re-initiating care. Although these 
strategies help reduce transmission of SARS-CoV-2, 
they might offer an opportunity to improve privacy and 
care delivery with an unintended but essential effect on 
reducing stigma.

All these innovative methods to reduce clinic volume 
would probably improve privacy. Fewer people in a 
clinic would reduce the likelihood of unintentional 
disclosure. Clinicians could provide medications in larger 
quantities via mobile dispensation or via a person of 
contact for multiple co-located individuals. Shifting the 
focus to clients newly presenting for care could improve 
engagement and allow time for assisted disclosure to 
partners and case tracking. As the community becomes 
aware that clinics are more private than before, stigma 
about attending clinics might reduce over time. These 
changes are in line with advocacy initiatives.6 The 
pandemic could be a catalyst for change. 

Overall, the COVID-19 crisis has been devastating 
globally, especially in resource-limited areas.8 However, 
the pandemic also presents an opportunity. As health-
care systems have adapted to reduce the risk of SARS-
CoV-2 transmission, they have shown that there is 
bandwidth for new care delivery models that might 
be more client-centred.9 Additionally, improving clinic 
privacy would have many downstream improvements 
for the HIV care cascade. The global pandemic might 
have shifted institutional inertia, which could provide 
an opportunity to enact these changes.10 During the 

pandemic, the full implementation of changes, especially 
those requiring staff oversight, might be difficult to 
achieve given the risk of acquiring COVID-19; however, 
in the long term, making changes to the health system 
for HIV care could be powerful.  
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