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Abstract

Objectives: In recent decades, the needs of people living with HIV have evolved

as life expectancy has greatly improved. Now, a new definition of long-term suc-

cess (LTS) is necessary to help address the multifaceted needs of all people living

with HIV.

Methods: We conducted a two-phase research programme to delineate the

range of experiences of people living with HIV. The insights garnered from

these research phases were explored in a series of expert-led workshops, which

led to the development and refinement of the LTS framework.

Results: The insights generated from the research phases identified a series of

themes that form a part of LTS. These themes were subsequently incorporated into

the LTS framework, which includes five outcome pillars: sustained undetectable

viral load, minimal impact of treatment and clinical monitoring, optimized health-

related quality of life, lifelong integration of healthcare, and freedom from stigma

and discrimination. A series of supporting statements were also developed by the

expert panel to help in the achievement of each of the LTS pillars.
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Conclusions: The LTS framework offers a comprehensive and person-centric

approach that, if achieved, could help improve the long-term well-being of peo-

ple living with HIV and support the LTS vision of ‘every person living with

HIV being able to live their best life’.
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INTRODUCTION

The ability to identify, diagnose, and treat HIV has mark-
edly improved, enabling more people living with HIV to
achieve life expectancy similar to that of the general
population [1, 2]. However, as explored in our previous
article, people living with HIV are exposed to an excess
risk of age-related comorbidities [3], which can be exac-
erbated by late diagnoses [4] and can influence mental
health [5] and physical functioning [6]. In addition, pe-
rennial societal and structural issues, including stigmati-
zation [7], poverty [8], syndemics [9], and social isolation
[10], continue to threaten the quality of life (QoL) of peo-
ple living with HIV.

As such, there is a need for the HIV medical commu-
nity to consider a broader vision of long-term success (LTS)
that considers control of viraemia as one aspect of success
for the long-term QoL of people living with HIV. Specifi-
cally, as the HIV management landscape has shifted, a new
definition of LTS must consider other factors integral to
meeting the evolving needs of people living with HIV.

To gain a deeper understanding of what LTS means
to the HIV community, we undertook a comprehensive
stepwise investigation, including a review of the HIV
management landscape. Using the insights gained, we
developed a framework for use by healthcare profes-
sionals (HCPs), policymakers, and others caring for peo-
ple with HIV to support long-term healthy ageing.

METHODS

To delineate the experiences of people living with HIV, we
devised a two-phase research programme of insight gath-
ering, each with its own objectives (Figure 1). The objec-
tive of the primary research phase was to understand the
beliefs and priorities of the HIV community around LTS
for people living with HIV. To achieve this, we conducted
25 double-blind 60-min interviews with HCPs, people liv-
ing with HIV, and payers across seven countries (Canada,
France, Germany, Italy, Spain, the UK, and the USA). All
interviewees were recruited through a professional recruit-
ment agency. In total, there were six HIV payers, 12 HCPs
with 16–26 years in practice seeing 80–160 patients every
month, and seven people living with HIV aged 22–
66 years with a diagnosis of 1–32 years (median 4 years).
The interviews were semi-structured and explored topics
such as treatment goals for people living with HIV, aspects
of health and well-being that can impact outcomes, drivers
and constraints in treatment decisions, and the barriers
and opportunities to optimize long-term outcomes for all
people living with HIV. All interviews were tailored to the
role and experience of the interviewee. Insights from these
interviews were aggregated into general trends per audi-
ence and presented in report format to an expert panel. It
is important to note that these individuals were recruited
from high-income countries, so some of the insights may
not reflect the priorities of other populations.

FIGURE 1 Roadmap to the long-term success (LTS) communications framework. To gain a deeper understanding of what LTS means

to the HIV community, we conducted a two-phase research programme and a series of expert-led workshops.
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The objective of the secondary research phase was to
understand how LTS for people living with HIV is cur-
rently discussed in the scientific literature and community
conversations. To achieve this, we performed a literature
review and an advocacy audit and undertook social listen-
ing to support the insights gathered from interviews with
the HIV community. The literature review involved a
PubMed search of articles published in the English lan-
guage between 1 January 2015 and 28 February 2021.
Results were restricted to articles in English and excluded
congress abstracts. Search terms included HIV, living well,
wellness, quality of life, ageing, aging, patient-centered,
patient satisfaction, fragile, frail, antiretroviral therapy,
highly active, and inflammation. Articles were reviewed
and selected for relevance, and key conclusions were
extracted for the panel's consideration. The advocacy audit
involved desk-based research in February 2021 to identify
advocacy groups (Canada, France, Germany, Italy, Spain,
the UK, the USA, and Global) with goals and objectives
associated with LTS for people living with HIV. Finally,
we performed the social listening research using an artifi-
cial intelligence platform between December 2019 and
December 2020; it involved an analysis of conversations
in the English language across Twitter and public forums
such as Reddit. These conversations focused on treatment
success, comorbidities, long-term health, and QoL.

An expert panel comprising five HCPs and six advo-
cates/people living with HIV from institutions across
Europe and the USA then took part in two workshops
between April and June 2021. These experts were selected
based on their clinical, research, and/or patient advocacy
expertise within the HIV field. The expert panel reviewed
the outputs from the previous research phases to seek a
consensus on re-defining LTS for people living with HIV
in order to achieve the vision of ‘every person living with
HIV being able to live their best life’. The panel identified
key factors that impact LTS and incorporated them into a
framework that defines a holistic strategy for the care of
people living with HIV.

RESULTS

Primary research phase

Overall, HCPs regularly and consistently reported viral
load, general health, drug tolerance, and co-infections as
being monitored in healthcare settings, whereas mental
health, QoL, and stigma were inconsistently monitored.
They also noted viral suppression and immunological
competence as the primary outcomes to achieve in HIV
management, with broader health and well-being and
mental health as secondary outcomes.

All people living with HIV highlighted that treatment
decisions were primarily driven by HCPs. In addition,
they also all noted that the need to take medication every
day was the main aspect of having HIV that practically
impacted their life. Despite progress in recent years, some
people living with HIV also described varying degrees
and types of stigma as ongoing.

HIV payers reported minimal restrictions on access to
HIV drugs, with most respondents feeling that clinical
goals in HIV have been achieved because of the availabil-
ity of multiple effective drugs. It was expressed that the
focus is now on normalizing life, for example, avoiding
resistance and long-term health problems, long-term sim-
plicity (i.e., reduced drug–drug interactions [DDIs]), and
reduced frequency of healthcare interactions.

Secondary research phase

The literature search garnered a total of 5608 hits, of
which 38 were of high priority based on themes related
to LTS for people living with HIV. Key findings were
taken from these papers and summarized in a report.
Overall, within the papers, HIV was universally recog-
nized as a chronic condition that requires lifelong treat-
ment. Premature ageing, inflammation, poor mental health,
healthcare inequalities, and high rates of comorbidities
were all found to contribute to poor QoL. We also found
that, although the World Health Organization (WHO)
does not provide targets for attainment of good QoL for
people living with HIV, it is increasingly recognized that
good health-related QoL (HRQoL) should be implemen-
ted. The literature also demonstrated that HIV healthcare
providers should consider broader health and well-being
factors when defining LTS, with management strategies
evolving as patients' needs change.

For the advocacy audit, we conducted desk research
to determine the key advocacy groups with goals and
objectives most closely aligned with the LTS ambition.
The research focused on two key areas: HIV-focused
groups and comorbidity-focused groups. As multiple
groups were found, criteria were created to select the
most relevant: size of organization, length of service, level
of current activity, alignment with LTS priorities, and
social media reach. While there was variation between
groups, the majority concentrated their efforts on advo-
cating for treatment access, prevention, and education
around stigma, with a key focus on ‘undetectable equals
untransmittable’ (U=U). Many global groups and non-
governmental organizations focused on diagnosis, treat-
ment, and prevention in the priority geographies of
sub-Saharan Africa and Asia. Living and ageing well with
HIV was not a key focus for many groups, with groups in
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the USA, UK, and Europe being most likely to feature
these topics as part of the information they provide or
activities they undertake. Groups that did discuss living
and ageing well with HIV mainly focused on socioeco-
nomic factors, physical health, and mental health and
wellness.

The social listening phase was used to gain qualitative
insights from people living with HIV and patient advo-
cacy groups on key themes that support LTS. It was
found that HIV treatment conversations made up around
10% of overall HIV mentions worldwide (736 000 conver-
sations). The majority of conversations were on Twitter.
However, there was still a substantial number of conver-
sations on forums, particularly Reddit. Our sub-themes
included the following.

• Treatment success (69 000 conversations): Posts
demonstrated that being undetectable was considered
the main treatment success factor. Advances in treat-
ments and newer therapies were also considered more
‘successful’.

• Comorbidities (76 000 conversations): COVID-19
sparked many discussions related to HIV and comor-
bidities. Patients were also aware that HIV was well
controlled by modern medications.

• Long-term health (511 conversations): Concerns
for long-term health were mostly in relation to high viral
load and poor control of the virus. COVID-19 prompted
more conversations in this area, relating to the similarity
between the two conditions.

• QoL (70 conversations): QoL in relation to HIV was
referred to in the majority of posts but in general terms
without discussion of what it means or looks like.
Patients were also aware that better QoL can now be
achieved because of the evolution of treatment.

Expert panel workshops

In the first workshop, the expert panel discussed and
aligned on what constitutes a successful outcome for peo-
ple living with HIV and what key factors can contribute
to this success. They agreed that, to achieve the vision
of ‘every person living with HIV being able to live their
best life’, the following focus areas of HIV care were
important:

• effective, well-tolerated, convenient medication
• effective healthcare provision and support for holistic

well-being, including healthy ageing and mental health
support

• reduced internal and external stigma and discrimination

• continuity and equity of care
• collaborative decision-making and community support
• empowerment and dignity for people living with HIV.

Key insights from these discussions were then used to
develop a communications framework with components
that supported the LTS vision.

In the second workshop, the expert panel reviewed,
simplified, and refined the communications framework
and identified potential initiatives to implement the LTS
components. The panel identified further clarifications of
the framework, for example, changing holistic health to
QoL. They also highlighted U=U as an important consid-
eration across the framework, not just in relation to inter-
nalized stigma.

The expert panel noted that HCP communication and
empathy training/support were imperative to facilitate
improved interactions with people living with HIV. They
felt that public health campaigns around U=U and
stigma and discrimination would help enhance disease
awareness. Optimizing educational resources and infor-
mation to empower people living with HIV was also
reported to help facilitate engagement (and reengage-
ment) with healthcare. Finally, clarity and consensus
around appropriate patient-reported outcome measures
(PROMs) was noted as key to support the implementa-
tion and uptake of these person-centred tools.

FIGURE 2 The long-term success (LTS) framework. The LTS

framework was co-developed by an expert panel and defines a

holistic strategy for the care of people living with HIV.
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The LTS framework

The insights generated from these research phases consis-
tently identified a series of themes that aligned with the
desired outcomes to support LTS. These themes were used
to develop a communications framework that, after the
final workshop, the expert panel further consolidated and
refined to form the basis of the LTS framework (Figure 2).

This framework includes the following five key outcome
pillars that, if achieved, would support the LTS vision:

Pillar 1. Sustained undetectable viral load:
Achieving and maintaining an undetectable
viral load was identified as a primary treatment
goal. This will require universal access to anti-
retroviral therapy (ART) regimens that are
recommended by internationally recognized
guidelines.
Pillar 2. Minimal impact of treatment
and clinical monitoring: Treatment-related
factors and numerous clinic visits were among

the most notable burden of living with
HIV. This will entail simpler and conve-
nient care based on the individual needs of
the patient.
Pillar 3. Optimized HRQoL: Maintaining
an optimal HRQoL was recognized as an
important goal for people living with HIV.
This will warrant person-centred healthcare
that addresses the physical, psychological,
and social well-being of the individual.
Pillar 4. Lifelong integration of health-
care: Consistency of care among multidisci-
plinary HCPs was considered a key factor in
improving healthcare outcomes. This will
necessitate better integration of healthcare
services as well as improved access to educa-
tion and information that supports shared
decision-making.
Pillar 5. Freedom from stigma and dis-
crimination: Stigma and discrimination were
identified as key barriers to achieving optimal

TABLE 1 The five pillars of the long-term success (LTS) framework and associated supporting statements.

Framework pillar Supporting statements

1. Sustained undetectable
viral load

• There should be fair and barrier-free access to antiretroviral therapy (ART) that is recommended by
internationally recognized guidelines

• ART should provide rapid, durable viral suppression
• ART should be robust with a high barrier to resistance

2. Minimal impact of
treatment and clinical
monitoring

• Clinic visits and regular monitoring, where possible, should be flexible and accommodate the
preferences of the individual

• An ART regimen should be well-tolerated with a low potential for drug–drug interactions (DDIs) to
reduce the risk of associated adverse effects

• There should be low potential for ART to cause or worsen other comorbid conditions

3. Optimized health-
related quality of life

• Patient-reported outcome measures can help identify and address the individual's needs, empowering
people living with HIV to contribute more actively to their healthcare plan

• ART should minimize the potential for DDIs, to support long-term healthy ageing
• Increasing awareness of undetectable equals untransmissible (U=U) should empower people living

with HIV to pursue intimate relationships without fear of transmission
• Mental health support should be sensitive to the cultural and socio-economic needs of people living

with HIV

4. Lifelong integration of
healthcare

• HIV management should be multidisciplinary, with an integrated and consistent approach that is
responsive to the diverse needs of the individual

• Enhancing health literacy should empower people living with HIV to make informed choices about
their HIV care with support of their healthcare team

• There should be consistent access to and sharing of patient information across the multidisciplinary
healthcare team by informed consent

5. Freedom from stigma
and discrimination

• Societal stigma, interpersonal stigma, and discrimination must be reduced through education, public
health campaigns, awareness of U=U, and prevention initiatives

• Stigma and discrimination must be eliminated within all healthcare settings to provide inclusive
health and social care policies that support access to services

• Societal and peer support should focus on reducing self-stigmatization and build confidence,
resilience, and coping strategies

• Structural barriers and punitive healthcare policies that allow discrimination need to be removed

12 LAZARUS ET AL.
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healthcare outcomes for people living with HIV.
This will require the implementation of appropriate
social and structural interventions to eliminate the
discriminatory policies and negative conversations
surrounding HIV.

The expert panel developed a series of supporting
statements to further support the achievement of each of
the LTS pillars (Table 1). These supporting statements
summarize the elements needed to support each essential
outcome in order to achieve the LTS vision. In summary,
this framework and its supporting statements offer
healthcare systems and society an approach that supports
efforts to meet the needs of people living with and at risk
of HIV. Effective and proactive communication and
implementation of this framework could help to improve
the clinical outcomes, QoL, and well-being of people liv-
ing with HIV across the continuum of care and support
the prevention of new HIV infections.

DISCUSSION

To achieve LTS for people living with HIV, a person-
centred approach that incorporates treatment decision-
making and encompasses all aspects of HIV management
and HRQoL is essential. This can be achieved by imple-
menting change across the five LTS framework pillars.
Below, we delve further into each of the pillars, exploring
how they can address some of the unmet needs within
HIV management and support the long-term well-being
of people living with HIV.

Sustained undetectable viral load

Without barrier-free access to ART, achieving and main-
taining an undetectable viral load cannot become a real-
ity for the majority of people living with HIV. It is
therefore essential to address the structural and societal
barriers that exist across HIV care to increase uptake and
maintenance of ART [11]. In addition, there is a require-
ment for differentiated and integrated models of care to
ensure that the unique needs of key populations are
addressed [11]. A person-centred care model with a focus
on retention and re-engagement will help address bar-
riers to care [11] and enable the updated Joint United
Nations Programme on HIV/AIDS (UNAIDS) 95-95-95
targets and the WHO's new 2022–2030 global health sec-
tor strategy for HIV to be achieved [12, 13].

Another critical component to achieving sustained
undetectable viral load is ensuring that ART regimens
can provide rapid and durable viral suppression. Since

the US Food and Drug Administration approved the first
antiretroviral drug in 1987, improvements in ART have
resulted in fewer side effects and greater reductions in
HIV viral load [2]. Newer ART regimens, such as inte-
grase strand transfer inhibitor-based regimens, have been
shown to reach viral suppression more rapidly than
boosted protease inhibitor regimens [14]. Consequently,
early viral suppression through such ART regimens can
help reduce transmission [15] and inflammatory markers
[16]. Recommendations have suggested that initiating
these therapies immediately after diagnosis may increase
ART uptake and linkage to care, reduce the time to viral
suppression, improve the rate of suppression among peo-
ple living with HIV, and reduce the risk of HIV transmis-
sion [17, 18]. The durability and tolerability of first-line
regimens are other important factors to consider for the
management of HIV infection [19]. Research has found
that a substantial proportion of individuals who start
ART and achieve viral suppression will not experience
viral rebound on their first-line regimen over their life-
time [20]. In particular, modern regimens can achieve
lifelong suppression of HIV viral load because of their
improved durability compared with earlier ART regi-
mens [21]. Therefore, it is important to rapidly diagnose
HIV and initiate ART as soon as possible to maximize
the benefits of these therapies during this critical period.
However, it is also essential to consider a person's readi-
ness to start and adhere to the regimen as ART is lifelong
treatment [18]. Finally, it is vital to implement strategies
to optimize care engagement, retention, and treatment
adherence, particularly for those who face barriers to
starting or remaining on treatment [17].

Drug adherence is important to the outcomes of ther-
apy, yet – in the real world – people living with HIV face
many barriers to consistent adherence, such as treatment
fatigue, stigma, and comorbid conditions (e.g., mental
health disorders) [22, 23]. Therefore, an effective ART
regimen should be able to accommodate the various chal-
lenges and lifestyles of people living with HIV. For exam-
ple, long-acting ART represents a promising approach to
overcome adherence challenges associated with treat-
ment fatigue, improve patient privacy, and reduce social
stigmas associated with HIV [24]. In recent years, it has
also become clear that the relationship between ART
adherence and resistance is more complex than simply
‘non-adherence leads to drug-resistant HIV’ [25]. Esti-
mates indicate that HIV viral suppression can be achieved
with an ART adherence level of 82% and even lower with
newer ART regimens [22]. The ability of a regimen to
achieve and sustain viral suppression, despite adherence
below 100%, is influenced by factors that include pharma-
cological, viral, biological, adherence-resistance relation-
ship, and regimen type [26]. Newer and more robust ART
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regimens with higher genetic barriers to resistance have
been found to be more ‘forgiving’ of imperfect adherence
than were older regimens [27–29]. As a result, it is impor-
tant to consider these factors when selecting regimens in
order to support those who struggle to achieve high levels
of adherence.

Minimal impact of treatment and clinical
monitoring

Numerous clinic visits can be burdensome for people liv-
ing with HIV and can, in turn, lead to reduced adherence
and engagement with care [30]. Guidelines suggest that
adapting HIV services to better accommodate the needs
and preferences of people living with HIV can reduce
unnecessary burden on both patients and healthcare sys-
tems [17, 31]. For example, some people living with HIV
have reported that more flexible methods for monitoring,
such as telehealth, fit in better with their schedule and
reduce travel time [32]. In addition, a consultation sched-
ule with longer intervals between clinic visits and drug
refills has been shown to result in 86–93% retention for
clinically stable patients enrolled, compared with 47%
retention for those not enrolled [33]. This aligns with
guidelines that support extending the visit interval to
6 months for stable, adherent patients whose viral load
has been suppressed for over 2 years [17]. If effectively
implemented, these approaches could help remove exist-
ing barriers and improve patient retention in care [32,
33]. Strategies that also consider the social and financial
barriers to care will be important to keep people living
with HIV engaged with their care long term [34].

Another major impact of HIV care on daily life is the
risk of DDIs. Given the need for lifelong ART and addi-
tional medications for comorbidities, people living with
HIV can be at greater risk of DDIs than those without
HIV, making it critical for clinicians to consider the
potential DDIs that may arise from ART and other con-
comitant drugs [35]. Although predicting the significance
of such interactions is challenging, guidelines suggest
that clinicians should be vigilant in monitoring thera-
peutic efficacy and toxicities when such prescriptions are
necessary [17].

It is well established that people living with HIV have a
higher prevalence of comorbidities than those without HIV
and often experience them at a younger age [36, 37]. There-
fore, it is important to ensure that ART does not cause or
exacerbate other comorbid conditions. Assessing whether
other equally effective treatment options (including non-
pharmacological treatments) can be used to avoid interac-
tions and treat symptoms is important to reduce the impact
of these conditions on people living with HIV [17, 38].

Optimized health-related quality of life

Alongside the WHO's initial 90-90-90 targets, a fourth
goal was proposed to improve HRQoL for people living
with HIV [39]. This target aims to expand HIV care be-
yond the current endpoint of achieving viral suppression
to ensure that the complete needs of all people living
with HIV are met. HRQoL is an important aspect of care
and can be assessed by PROMs [40, 41]. The use of PROMs
in clinical care has been shown to empower patients, drive
person-centric HIV care, help HCPs identify patients' con-
cerns, and encourage patient engagement with services
[10]. This dual HCP–patient benefit garnered from PROMs
can facilitate priority setting and shared decision-making
and, if effectively implemented, could enhance the HCP's
ability to gain valuable insights into the HRQoL of people
living with HIV [42].

Since ART is lifelong, minimizing the potential for
DDIs is essential to improve the HRQoL of people ageing
with HIV. This is particularly important as older people
living with HIV are at increased risk of experiencing
comorbidities and poorer organ function than are youn-
ger people living with HIV and those without HIV [43–45].
Close attention to the selected ART regimen and any
other medications for non-HIV conditions to avoid DDIs
is required [44]. This necessitates an individualized and
multifaceted approach to ensure appropriate ART selec-
tion and dose adjustments that will prevent adverse drug
effects. Newer ART regimens have been shown to have
substantially fewer DDIs than boosted regimens [46].
The management of polypharmacy, which increases in
prevalence in people living with HIV aged ≥65 years,
requires particular attention to reduce the risk of DDIs
[47]. In this context, de-prescribing strategies may help
reduce medication-related burden and support a patient-
centred precision medicine approach [47].

Another approach to optimizing HRQoL is empower-
ing people living with HIV to take an active role in their
care. The U=U global campaign was developed by the
Prevention Access Campaign to build a consensus on the
science underpinning U=U [48, 49]. This provides a
health target that motivates and incentivises people living
with HIV to take personal responsibility in reaching and
maintaining undetectability [48, 49]. The campaign also
helps adjust the narrative surrounding transmission, which
is a major source of fear and stigma for people living with
HIV [48]. Communication of U=U has been associated
with greater adherence, improved mental health, better
social interactions, greater viral suppression, and greater
willingness to share HIV status [48]. Nonetheless, the asso-
ciation between exposure to the U=U campaign and
health outcomes varies by several factors, including age
and gender [48]. This shows that more robust outreach

14 LAZARUS ET AL.

 14681293, 2023, S2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hiv.13460 by U

niversity M
odena, W

iley O
nline L

ibrary on [28/03/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



and tailored communication on the benefits of U=U could
improve its acceptability and, ultimately, benefit individual
and public health [48]. Moreover, while U=U is based on
data on sexual transmission, there are now efforts to con-
sider this paradigm within the context of vertical transmis-
sion (during pregnancy, childbirth, or breastfeeding),
where the implications of transmission are entangled with
major social, cultural, ethnic, religious, and financial chal-
lenges [50].

The burden of mental health problems among people
living with HIV has a substantial impact on HRQoL and
is one of the most challenging barriers to achieving LTS.
Compared with people without HIV, people living with
HIV are at a greater risk of mental health conditions,
which can often affect linkage to care and retention [17,
51, 52]. Evidence suggests that, for people living with
HIV, impairment in mental health leads to negative
health outcomes throughout their life, including behav-
iours associated with poor health outcomes and subopti-
mal treatment adherence and, consequently, the ability
to achieve viral suppression [51]. In addition, those who
are vulnerable to mental health conditions often face
social and economic challenges, including poverty, unsta-
ble housing, and food insecurity [51]. However, substan-
tial challenges are associated with the provision and
scale-up of mental health services, especially within
resource-constrained settings [51]. Addressing the existing
disparities and insufficiencies within current mental
health services, particularly for minority populations that
experience intersectional stigma and structural inequities,
is essential to improve global access and strengthen care
outcomes [23, 51, 52]. Strategies to improve the provision
of mental health care for people living with HIV include
improving HCP education, expanding care delivery sys-
tems (e.g., telemedicine), and optimizing treatment
approaches [17]. It will also require integrating mental
health services into existing HIV programmes to provide
comprehensive, person-centred HIV care that would help
improve global access to mental health services [1, 51, 53].

Lifelong integration of healthcare

Care for long-term conditions, including HIV, can be
siloed, which acts as a barrier to the provision of holistic
care. Ensuring that healthcare is interconnected to meet
the needs of the individual patient is essential for a
person-centred approach. With an increased burden of
comorbidities and mental health issues, people living
with HIV face more complex treatment plans. To support
adherence and maintain viral suppression, a multidisci-
plinary approach is considered the ideal management
strategy for HIV care [54]. There is some evidence that

introduction of an integrated multidisciplinary team HIV
care model can increase the rates of undetectable viral
load [54]. People enrolled in such programmes have been
over three times more likely to achieve viral suppression
than those receiving only primary care [55]. Other inte-
grated approaches, such as a speciality HIV pharmacy,
also increased adherence among those who opted into
the service compared with those who opted out [56]. These
observations demonstrate the value of developing and
implementing such models to help improve treatment
outcomes.

Within these multidisciplinary teams, it is important
to ensure consistent access to and safe sharing of patient
information. With the ever-growing availability of patient
data and the increasing value of data sharing in research
and care, it is essential that information-sharing technol-
ogy is compliant with privacy regulations. It must uphold
the consent and confidentiality of the patient and support
the interoperability and reuse of such data for scientific
advancement [57, 58]. An effective sharing system can
enhance collaboration among researchers and the care
team, avoid uncertainty and delays in decision-making,
and instil confidence in treatment and care choices [58].
Nonetheless, people living with HIV must have confi-
dence in the safety and security of such systems and feel
comfortable with sharing their data [59].

Alongside HCP support, empowering people living
with HIV to make informed decisions about their care is
vital to improve health-related outcomes. For example,
HIV-specific knowledge has been associated with 2.8 times
greater odds of appointment adherence [60]. In addition,
knowledge of CD4 cell count and viral load has been
associated with 4.9 times greater odds of undetectable
viral load [60]. It is therefore important for clinicians to
assess patients’ health literacy and tailor both education
and adherence counselling efforts accordingly. Alongside
education to improve health literacy, education on self-
management is an essential aspect of managing HIV and
empowering people living with HIV. Self-management
can improve health status, reduce hospital visits, im-
prove clinical care and outcomes, and reduce the burden
of comorbidities [61]. Identifying interventions that will
help improve self-management is critical for maximizing
the benefits of treatment for people living with HIV on
ART [61].

Freedom from stigma and discrimination

HIV-associated stigma and discrimination are key con-
tributors to the HIV epidemic [62, 63]. They have a signif-
icant impact on the QoL of people living with HIV and
thus require proactive efforts, such as education, public
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health campaigns, awareness of U=U, and prevention
initiatives to reduce their impact and enhance knowledge
of HIV. Interventions that have aimed to educate and
train HCPs about HIV and HIV-related stigma and dis-
crimination have shown promising results with reducing
stigmatizing attitudes and behaviours and increasing
knowledge among HCPs [64, 65]. Ultimately, these inter-
ventions can help enhance conversations between HCPs
and people living with HIV and improve HIV services.
Over the past few decades, the forms of stigma experi-
enced by people living with HIV have evolved. The
success of treatment and improvements in prognosis for
those with HIV infection have been accompanied by
changes in the way stigma manifests and is perceived by
people living with HIV [63]. For example, before the
availability of effective ART, people living with HIV expe-
rienced alarming instances of stigma, discrimination, and
violence associated with a lack of public understanding
of HIV and how it could be transmitted [63]. Contempo-
rary experiences of HIV stigma are underpinned by the
continued anticipation of discrimination and internalized
stigma [63]. Research has shown that involving stigma-
tized individuals in HCP training may help to breakdown
stereotypes and reduce stigma [63, 66]. It is clear that fur-
ther research into stigma and its intersectionality, as well
as the development of interventions alongside commu-
nity groups, is needed to help improve knowledge and
raise awareness of HIV.

Self-stigmatization is a continued challenge for peo-
ple living with HIV and is significantly related to QoL
outcomes such as depression, self-esteem, and general
health [7]. Promising approaches to help reduce self-
stigmatization and build confidence for people living
with HIV are interventions involving social and peer
support. Peer support among people living with HIV has
a long history and grew out of activists' reactions to com-
bat stigma and discrimination and advocate for better
care in the 1980s [67]. Since then, peer support has con-
tinued to help people experiencing stigma and has
become recognized as an important aspect of HIV care.
Peer support can improve mental health and well-being,
promote adherence and self-management, and reduce
perceived and internalized stigma for people living with
HIV [68, 69]. Additionally, as public stigma influences
self-stigma, social support can also help to prevent peo-
ple living with HIV from internalizing negative beliefs
[61]. Evidence has shown that receiving social support
can positively impact QoL outcomes, including rates of
depression and anxiety, and general health [7]. There-
fore, integrating societal and peer-support interventions,
alongside existing services, could help reduce stigma
and improve health and QoL outcomes for people living
with HIV [7, 67, 70].

Stigma and discrimination within the healthcare set-
ting still exists, particularly in African countries [71].
As people living with HIV require ongoing medical care
throughout their lives, the healthcare setting is a critical
place to eliminate such issues. To address the structural-
and individual-level factors that contribute to this type
of stigma and discrimination, skills-building and struc-
tural interventions, such as non-discriminatory policies,
must be implemented to support access to services for
people living with HIV [63]. Stigma within a healthcare
context can also impede HCPs' delivery of important
educational campaigns, such as U=U [72]. Establishing
universal U=U patient education guidelines and incor-
porating such education into HIV services could help
facilitate HCP–patient conversations and promote a pos-
itive change against stigma and discrimination.

One of the most effective approaches to reducing stigma
and discrimination is the removal of structural barriers and
healthcare policies that allow such narratives to exist. The
law is often viewed as a reflection of public attitudes; there-
fore, altering laws that contribute to stigma may be an
effective strategy to reduce it [73]. In addition, implement-
ing policies that ensure high-quality information regarding
HIV in school curricula will be important to alter these neg-
ative narratives early [73]. Increasing access to justice for
people living with HIV through increased funding for legal
aid and specialized HIV services will also be essential to
enable people to challenge discrimination more easily [73].

CONCLUSION

Collectively, the five pillars of the LTS framework offer a
comprehensive, consistent, and person-centric approach to
achieving shared treatment and care objectives that will
support LTS. This approach underpins a vision of living
well with HIV, and it is paramount that LTS continues
to evolve in conjunction with developments in HIV treat-
ment, prevention, and cure research and knowledge.
Future work on expanding and adapting LTS needs to go
beyond resource-rich countries to ensure that, globally,
every person living with HIV is able to live their best life.
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