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Summary 

In this viewpoint, we describe the adverse consequences of failing to provide 

inclusive services for achieving UNAIDS’ 95:95:95 targets, including through 

generating models of testing and adherence data. Reaching vulnerable groups is 

critical for achieving the 95-95-95 targets by 2030. However, people with disabilities 

are often left behind. This gap is important because over one billion people 

worldwide have disabilities and at least a quarter of people living with HIV have 

disabilities. The link of HIV and disability is bi-directional: HIV can cause impairments 

and people with disabilities are at higher risk of acquiring HIV. People with 

disabilities also often have lower levels of access to and adherence with HIV 

treatment, as they face barriers at the supply-side (e.g. poor healthcare workers 

knowledge, inaccessibility of facilities), and demand-side (e.g. lack of autonomy and 

awareness of people with disabilities). Ultimately, these barriers arise from systems-

level failures, including poor governance, leadership, financing and data on 

this issue. We outline good practice examples of how HIV services can 

be strengthened across components of the health system so that they also work for 

people with disabilities. 
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Reaching vulnerable groups is recognised as critical for achieving UNAIDS’ 95-95-95 

targets by 2030, but people with disabilities are often left behind.1  This neglect is an 

important oversight as over one billion people worldwide have disabilities,2 and at 

least a quarter of people living with HIV have disabilities.3 The association of HIV 

and disability is bidirectional, arising both from the increased risk of acquiring HIV 

among people with disabilities, as well as the disabling effects of the virus itself, side-

effects of ART and co-occurrent infections. People with disabilities are more likely to 

have lower levels of adherence to HIV treatment because of inaccessible services.4,5  

In this viewpoint, we elaborate on the adverse consequences of failing to provide 

inclusive services for achieving the 95:95:95 targets, and ways to strengthen HIV 

services to also work for people with disabilities. 

 

HIV and disability 

The association between HIV and disability is now well established.4-8 A systematic 

review of 61 studies from sub-Saharan Africa showed that people living with HIV 

experienced a high prevalence of physical impairments (median 25%), visual 

impairment (11%), hearing impairment (24%), cognitive impairment (40%) and 

developmental delay in children (68%).3  Subsequent reviews confirm the 

association of HIV with depression,9 musculoskeletal conditions in children,10 

cognitive impairment,10-13 hearing impairment,14,15 and developmental delays.10,16,17 

People with disabilities are a diverse group, and HIV risk may be particularly high 

among certain groups, such as women, people living in poverty, and people with 

intellectual or hearing impairments.4,6,7  

 

The relationship of HIV and disability is bi-directional as HIV may lead to disability, 

and people with disabilities are at higher risk of HIV infection (Figure 1). People living 

with HIV and disabilities therefore includes people with HIV-related impairments, as 

well as people with disabilities who acquired HIV. 

 

HIV may lead to impairments and disability through different pathways. HIV itself 

may cause neuronal damage or trigger inflammation, leading to cognitive 

impairments, among others.12 Opportunistic infections (e.g. toxoplasmosis, syphilis, 

CMV, herpes) may cause conditions such as meningitis or encephalitis that can 

result in sensorineural hearing loss and cognitive impairment.12  Impairments may 
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also arise from drugs administered to treat co-infections such as TB (e.g. ototoxic 

drugs causing hearing loss18) and potentially from long-term use of ART (e.g. lower 

bone mineral content for TDF-based ART,19 mixed evidence for cognitive 

impairments and ART use12). HIV-related disability is often described as being 

“episodic”, as described in the Episodic Disability Framework, characterized by 

fluctuating periods of wellness and impairment over time, and influenced by 

contextual factors and life events.20-23  

 

People with disabilities may also have a higher incidence of HIV infection.6,7 This 

higher risk may result from proximal factors, such as higher frequency of paid sexual 

relationships, sexual violence, and STIs,4,24,25 and more distal structural risk factors, 

including poverty and stigma.4,7,25-27 People with disabilities often face barriers 

accessing HIV-prevention services, for example due to lack of funds, negative 

attitudes, and physical inaccessibility.2,28-30 Adults with disabilities may have 

difficulties accessing sexual health services due to inappropriate assumptions that 

they are not sexually active.24 Children with disabilities may not receive school-based 

education about HIV as their school may not be accessible, the pedagogy disability-

inclusive, or because teachers are not confident teaching children with disabilities 

about sex and HIV.31,32 As a consequence, people with disabilities on average have 

poorer knowledge about HIV and may exhibit riskier behaviour.24,25,29,33,34  

 

Disability therefore needs to be a focus in HIV programming. People with disabilities 

need to be included in mainstream HIV-prevention services (e.g. by training 

healthcare workers to also communicate with people with disabilities) and may also 

benefit from targeted programmes (e.g. peer led counselling for people who are 

deaf).35 People with HIV-related impairments will require linkages to rehabilitation 

and support services. People with disabilities are not a homogenous group, which 

will influence their risk and need for services. For instance, knowledge and 

awareness campaigns may need to particularly focus on women with disabilities,7 or  

people with intellectual or hearing impairment. 4  

 

HIV service access by people with disabilities 

People with disabilities also face a range of barriers in accessing HIV services, 

including testing, ART, treatment for co-infections and rehabilitation.4,5,29,36-38 These 
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barriers arise for a number of reasons. People with disabilities are on average poorer 

and incur many disability-related costs, and consequently often face financial 

barriers. 4,7,37,39,40 Services are frequently physically inaccessible, and/or fail to 

provide information and communication in accessible formats.37,41 Healthcare 

workers may lack knowledge and have negative attitudes about disability, and often 

face constraints in care-giving due to lack of equipment, resources and staff.29,41-43 

People with disabilities may lack family support or understanding/awareness about 

their condition and availability of services.37,40 There is also often a lack of 

rehabilitation workforce and services,2,44-46 particularly in the poorest settings. 46 For 

example, a study among paediatric HIV service users in Malawi showed that while 

33% screened positive for disability, 67% of these children with disabilities had never 

received rehabilitation despite being enrolled in a clinical service.17 Certain groups of 

people with disabilities may be particularly left behind, such as people with less 

education, mobility or hearing impairments, or more severe impairments.26  

 

These barriers can be conceptualised from a health system perspective, as 

described in Figure 2. This health system framework was developed through 

literature review and expert consultation. 44 Barriers at the service delivery level 

occur on the demand side, from the perspective of the person with disabilities, in 

terms of issues with autonomy, knowledge and awareness, and affordability of 

services. Supply-side barriers can also exist from the perspective of the healthcare 

providers, including lack of disability awareness and skills among healthcare 

professionals, inaccessible health facilities, and lack of specialised services. These 

observable barriers occur due to underlying systems failures, such as lack of 

governance or political will (i.e. policies and laws), lack of leadership on disability 

within HIV programming, inadequate health financing to support provision of 

disability-inclusive services, and lack of data and evidence, including through routine 

information systems. The result of these barriers is that people with disabilities will 

have poorer outputs, such as a lower frequency of HIV testing,26,47,48 and ART 

adherence.8,21,49-51 Health outcomes will also be worse. Studies from the USA have 

shown higher mortality rates among people living with HIV who had disabilities,52 or 

neurocognitive impairment.53 A Malawian study reported that mortality rates from HIV 

were higher among people with disabilities, although without statistical significance.54 
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Health system failures will make 95:95:95 targets hard to reach 

There are important negative consequences of these health systems failures for 

individuals, aside from the impact on mortality. People living with HIV and disabilities 

frequently experience worse quality of life, educational and social exclusion, and 

poorer mental health compared to those living with HIV alone.5,55 Exclusion of people 

with disabilities will also hamper efforts to reach global targets such as the UNAIDS’ 

95:95:95 targets (by 2030, 95% of people living with HIV are aware of their status, of 

whom 95% are on ARTs, and 95% of people on treatment have suppressed viral 

load) . We can illustrate this point through simple models.  

 

In 2020, approximately 83% of HIV-infected people living in Tanzania had been 

tested for HIV.56 A reasonable estimate is that an average group of 1000 people 

living with HIV will include at least 250 people with disabilities (Figure 3).3 The 

existing literature also indicates, conservatively, that people with disabilities are 10% 

less likely to be tested and therefore to know their status.4,26 Therefore, for a 

hypothetical 1000 people living with HIV selected from the population, 830 will know 

their status, but this will be higher among the 750 people without disabilities (here, 

we assume 10% higher - 85%) than the 250 people with disabilities (77%). To reach 

95% testing coverage by 2030, the testing prevalence will need to increase by 1.2% 

on average each year across the whole group. However, the model shows that in 

order to reach 95% testing coverage by 2030, 97% of people without disabilities will 

need to know their status to compensate for the fact that 88% of people with 

disabilities will have been tested. The model also shows that over time a growing 

proportion of those who remain untested will be people with disabilities and 

eventually they will make up the majority of those untested. This model is highly 

simplistic, not taking account of new HIV infections or deaths. However, it illustrates 

that it will be difficult to achieve HIV testing targets without including people with 

disabilities.  

 

The situation may be even more stark for adherence. In a cohort of 1042 people 

living with HIV in Kwazulu Natal, 83% fully adhered to treatment50 (higher than for 

South Africa overall56). In this study, 36% of participants had disabilities (indicated by 

functional limitations), and adherence was lower among people with disabilities 

(76%) compared to those without (86%). Undertaking a similar modelling as for 
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testing shows that reaching the 95% adherence target by 2030 will require 99% 

adherence among people without disabilities to compensate for adherence reaching 

88% among people with disabilities (Figure 4). By 2030, 90% of those not adhering 

would be people with disabilities.    

 

Developing inclusive HIV systems: good practice examples 

Continuing to ignore disability and recognize it in HIV strategies and programming 

will make it difficult to reach HIV targets, and wellbeing of people with disabilities will 

suffer. A shift is needed in how HIV service delivery systems are constructed, 

supporting both better inclusion in HIV services and linkages to rehabilitation.57 

There is unlikely to be one magic bullet, and instead interventions will be needed 

across different components of the health system, informed by people with 

disabilities themselves. Some good practices are outlined below, corresponding to 

categories in the framework, showing how change is possible. 

 

Systems level factors: Governance, leadership, financing and data:  

Many current national policies now recognise the specific needs of people with 

disabilities.58 Fourteen out of 18 of the National Strategic Plans (NSPs) of East and 

Southern Africa identified persons with disabilities as a vulnerable or marginalised 

population.58 Thirteen proposed targeted programs for persons with disabilities. The 

South African NSP was the most disability-inclusive and could serve as an exemplar 

for other countries.59 The importance of people with disabilities is also recognised in 

international HIV policy. Both the “2021 UNAIDS - Political Declaration on HIV 

and AIDS” and the 2021 “WHO Consolidated guidelines on HIV prevention, 

testing, treatment, service delivery and monitoring” noted the high risk of people with 

disabilities and their need for inclusion in services.60,61 However, little mention of 

rehabilitation is made in the WHO guidelines, and it is absent from the UNAIDS 

political declaration. Further review and improvement in national and international 

policy to ensure disability inclusion will be important.57  

Examples of disability-inclusive leadership are sparse; there is a specialist Advisor 

for Disability Health HIV at the South African National Department of Health, and 

Rehabilitation International train emerging leaders focussed on HIV and disability in 
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Tanzania and Mozambique.62 There are also few examples of health financing 

investments to support inclusion of people living with HIV and disabilities, and 

funding agencies need to work harder to include disability in their programming. 57 

The need for data and evidence generation is becoming recognised.58 The South 

Africa NSP specifies the need for both disaggregation of HIV data by disability and 

disability-specific targets. 59 The results framework of the Zimbabwe NSP includes 

targets for the proportion of people with disabilities reached by HIV combination 

prevention and SRH programs.63 

 

Demand-side factors: Autonomy, awareness and affordability 

Improving awareness about HIV, and autonomy in decision making about care, can 

be achieved through education outreach, particularly if people with disabilities are 

included in development and delivery.34 Delivery of Comprehensive Sexuality 

Education that is inclusive, such as the “Breaking the Silence Programme”, is one 

approach likely to be effective.64 Issues of affordability may be ameliorated through 

provision of social protection. Consequently, the NSPs of Lesotho and Uganda,65,66 

as examples, recognise the need to strengthen social protection for people with 

disabilities, and the South Africa NSP advocates for economic empowerment of 

people with disabilities.59 

 

Supply-side factors: Human resources, health facilities, specialised services  

The need for training on disability is recognised, including by healthcare workers,43 

and can help sensitize them around disability,67 and improve their ability to 

communicate with people with a range of impairments.  Designing accessible 

facilities from the start is more cost-effective than retrofitting inaccessible facilities. 

However, low cost interventions may be helpful to improve accessibility of existing 

services – such as implementing a disability desk to assist people with hearing, 

visual or intellectual impairment, or installing ramps to clinics.67 Many people living 

with HIV and disabilities can benefit from community-based rehabilitation, 

rehabilitation, assistive technology and other specialised services.37,68-73 Multi-

disciplinary services are therefore needed, ideally near the community, to support 

the range of impairments connected to HIV. 38,40 However, these services are 

woefully lacking, particularly in Africa where HIV prevalence is highest, although 

efforts are underway to scale-up rehabilitation services at a global level.74 Additional 



9 
 

innovative approaches may also be needed, such as the use of mobile technology, 

home-based rehabilitation or task-shifting. 27,37,73,75-77 Routine screening of people 

living with HIV for impairments, potentially integrated into their routine check-ups, 

could help in the identification of need and referral to these services.40 This approach 

will require training of relevant healthcare and community care workers about 

disability screening.40  

 

Conclusion 

HIV policies and programmes need to increase their focus on disability. They must 

also strengthen links with rehabilitation services, so that people living with HIV and 

disabilities can thrive as well as survive, while also allowing global HIV control 

targets to be met. HIV programme implementers and donors need to start investing 

in analysis, data and action on removing access barriers for people with disabilities 

in all areas of HIV programming.  
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Figure 1: Association of HIV and disability 
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Figure 2: Framework of inclusive health systems 
 

 
 
 
  



12 
 

Figure 3a) Extrapolation of the percentage of people living with HIV who know their status 

2019-2030, by disability. Tanzania* 

 

*Figure produced based upon a simple model on data on HIV in Tanzania,56 prevalence of 

disability among people with disabilities,3 and discrepancy in HIV testing by disability 

status.4,26     

 

Figure 3b) Extrapolation of number per 1000 people living with HIV 2019-2030, who do not 

know their status, by disability. Tanzania* 

 

 
*Figure produced based upon a simple model on data on HIV in Tanzania,56 prevalence of 

disability among people with disabilities,3 and discrepancy in HIV testing by disability 

status.4,26     
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Figure 4a) Extrapolation of the percentage of people living with HIV who are on ART 2019-

2030, by disability. South Africa* 

 

*Figure produced based upon a simple model on data on HIV in South Africa, prevalence of 

disability among people with disabilities, and discrepancy in adherence by disability status.50     

 

 

Figure 4b) Extrapolation of number per 1000 people living with HIV, who do not receive 

ART 2019-2030, by disability. South Africa* 
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*Figure produced based upon a simple model on data on HIV in South Africa, prevalence of 

disability among people with disabilities, and discrepancy in adherence by disability status.50     

 
 
 

References 

1. UNAIDS. Disability and HIV. Geneva: UNAIDS, 2017. 
2. WHO. World Report on Disability. Geneva: World Health Organisation; 2011. 
3. Banks LM, Zuurmond M, Ferrand R, Kuper H. The relationship between HIV 
and prevalence of disabilities in sub-Saharan Africa: systematic review (FA). Trop 
Med Int Health 2015; 20(4): 411-29. 
4. De Beaudrap P, Beninguisse G, Pasquier E, et al. Prevalence of HIV infection 
among people with disabilities: a population-based observational study in Yaounde, 
Cameroon (HandiVIH). Lancet HIV 2017; 4(4): e161-e8. 
5. Myezwa H, Hanass-Hancock J, Ajidahun AT, Carpenter B. Disability and 
health outcomes - from a cohort of people on long-term anti-retroviral therapy. 
Sahara j 2018; 15(1): 50-9. 
6. De Beaudrap P, Mac-Seing M, Pasquier E. Disability and HIV: a systematic 
review and a meta-analysis of the risk of HIV infection among adults with disabilities 
in Sub-Saharan Africa. AIDS Care 2014: 1-10. 
7. DeBeaudrap P, Beninguisse G, Mouté C, et al. The multidimensional 
vulnerability of people with disability to HIV infection: Results from the handiSSR 
study in Bujumbura, Burundi. EClinicalMedicine 2020; 25: 100477. 
8. Hanass-Hancock J, Myezwa H, Carpenter B. Disability and Living with HIV: 
Baseline from a Cohort of People on Long Term ART in South Africa. PLoS One 
2015; 10(12): e0143936. 
9. Rezaei S, Ahmadi S, Rahmati J, et al. Global prevalence of depression in 
HIV/AIDS: a systematic review and meta-analysis. BMJ Support Palliat Care 2019; 
9(4): 404-12. 
10. Frigati LJ, Ameyan W, Cotton MF, et al. Chronic comorbidities in children and 
adolescents with perinatally acquired HIV infection in sub-Saharan Africa in the era 
of antiretroviral therapy. Lancet Child Adolesc Health 2020; 4(9): 688-98. 
11. Deng L, Zhang X, Gao Y, et al. Association of HIV infection and cognitive 
impairment in older adults: A meta-analysis. Ageing Res Rev 2021; 68: 101310. 
12. Alford K, Vera JH. Cognitive Impairment in people living with HIV in the ART 
era: A Review. Br Med Bull 2018; 127(1): 55-68. 
13. Phillips N, Amos T, Kuo C, et al. HIV-Associated Cognitive Impairment in 
Perinatally Infected Children: A Meta-analysis. Pediatrics 2016; 138(5). 
14. Ensink RJH, Kuper H. Is hearing impairment associated with HIV? A 
systematic review of data from low- and middle-income countries. Trop Med Int 
Health 2017; 22(12): 1493-504. 
15. Dawood G, Klop D, Olivier E, Elliott H, Pillay M, Grimmer K. Nature and extent 
of hearing loss in HIV-infected children: A scoping review. Int J Pediatr 
Otorhinolaryngol 2020; 134: 110036. 
16. Debeaudrap P, Bodeau-Livinec F, Pasquier E, et al. Neurodevelopmental 
outcomes in HIV-infected and uninfected African children. Aids 2018; 32(18): 2749-
57. 



15 
 

17. Devendra A, Makawa A, Kazembe PN, Calles NR, Kuper H. HIV and 
childhood disability: a case-controlled study at a paediatric antiretroviral therapy 
centre in Lilongwe, Malawi. PLoS One 2013; 8(12): e84024. 
18. Hong H, Budhathoki C, Farley JE. Increased risk of aminoglycoside-induced 
hearing loss in MDR-TB patients with HIV coinfection. Int J Tuberc Lung Dis 2018; 
22(6): 667-74. 
19. Rukuni R, Rehman AM, Mukwasi-Kahari C, et al. Effect of HIV infection on 
growth and bone density in peripubertal children in the era of antiretroviral therapy: a 
cross-sectional study in Zimbabwe. Lancet Child Adolesc Health 2021; 5(8): 569-81. 
20. O'Brien KK, Davis AM, Strike C, Young NL, Bayoumi AM. Putting episodic 
disability into context: a qualitative study exploring factors that influence disability 
experienced by adults living with HIV/AIDS. J Int AIDS Soc 2009; 12: 5. 
21. Kietrys D, Myezwa H, Galantino ML, et al. Functional Limitations and 
Disability in Persons Living with HIV in South Africa and United States: Similarities 
and Differences. J Int Assoc Provid AIDS Care 2019; 18: 2325958219850558. 
22. O'Brien KK, Bayoumi AM, Strike C, Young NL, Davis AM. Exploring disability 
from the perspective of adults living with HIV/AIDS: Development of a conceptual 
framework. Health and Quality of Life Outcomes 2008; 6(1): 76. 
23. Solomon P, O'Brien KK, Nixon S, Letts L, Baxter L, Gervais N. Trajectories of 
Episodic Disability in People Aging with HIV: A Longitudinal Qualitative Study. J Int 
Assoc Provid AIDS Care 2018; 17: 2325958218759210. 
24. AVERT. People with disabilities, HIV and AIDS, 2017. 
25. Pengpid S, Peltzer K. HIV status, knowledge, attitudes and behaviour of 
persons with and without disability in South Africa: evidence from a national 
population-based survey. Pan Afr Med J 2019; 33: 302. 
26. DeBeaudrap P, Mouté C, Pasquier E, Mac-Seing M, Mukangwije PU, 
Beninguisse G. Disability and Access to Sexual and Reproductive Health Services in 
Cameroon: A Mediation Analysis of the Role of Socioeconomic Factors. Int J Environ 
Res Public Health 2019; 16(3). 
27. Hanass-Hancock J. Understanding the vulnerability of people with disabilities 
to HIV: Who is at risk? EClinicalMedicine 2020; 25: 100496. 
28. Bright T, Kuper H. A Systematic Review of Access to General Healthcare 
Services for People with Disabilities in Low and Middle Income Countries. Int J 
Environ Res Public Health 2018; 15(9). 
29. Tun W, Okal J, Schenk K, et al. Limited accessibility to HIV services for 
persons with disabilities living with HIV in Ghana, Uganda and Zambia. J Int AIDS 
Soc 2016; 19(5 Suppl 4): 20829. 
30. Ganle JK, Baatiema L, Quansah R, Danso-Appiah A. Barriers facing persons 
with disability in accessing sexual and reproductive health services in sub-Saharan 
Africa: A systematic review. PLoS One 2020; 15(10): e0238585. 
31. de Reus J, Hanass-Hancock J, Henken S, van Brakel WH. Challenges in 
providing HIV and sexuality education to learners with disabilities in South Africa: the 
voice of educators. Sexuality, Society and Learning 2015; 15(4). 
32. Chirawu P, Hanass-Hancock J, Aderemi T, de Reus L, Henken AS. Protect or 
Enable? Teachers’ Beliefs and Practices Regarding Provision of Sexuality Education 
to Learners with Disability in KwaZulu-Natal, South Africa. Sexuality and disability 
2014; 32: 259-77. 
33. Mekonnen AG, Bayleyegn AD, Aynalem YA, Adane TD, Muluneh MA, Zeru 
AB. Determinants of knowledge, attitudes, and practices in relation to HIV/AIDS and 



16 
 

other STIs among people with disabilities in North-Shewa zone, Ethiopia. PLoS One 
2020; 15(10): e0241312. 
34. Schenk KD, Tun W, Sheehy M, et al. "Even the fowl has feelings": access to 
HIV information and services among persons with disabilities in Ghana, Uganda, and 
Zambia. Disabil Rehabil 2020; 42(3): 335-48. 
35. Taegtmeyer M, Hightower AW, Opiyo WS, et al. A peer-led HIV counselling 
and testing programme for the deaf in Kenya. Disability and Rehabilitation 2009; 31: 
508 - 14. 
36. Zani B, Fairall L, Petersen I, et al. Predictors of receiving a diagnosis, referral 
and treatment of depression in people on antiretroviral therapy in South African 
primary care: a secondary analysis of data from a randomised trial. Trop Med Int 
Health 2020; 25(12): 1450-66. 
37. Cobbing S, Hanass-Hancock J, Deane M. Physiotherapy rehabilitation in the 
context of HIV and disability in KwaZulu-Natal, South Africa. Disabil Rehabil 2014; 
36(20): 1687-94. 
38. Chetty V, Hanass-Hancock J. A rehabilitation model as key to comprehensive 
care in the era of HIV as a chronic disease in South Africa. AIDS Care 2016; 28 
Suppl 1(sup1): 132-9. 
39. Hanass-Hancock J, Nene S, Deghaye N, Pillay S. 'These are not luxuries, it is 
essential for access to life': Disability related out-of-pocket costs as a driver of 
economic vulnerability in South Africa. Afr J Disabil 2017; 6: 280. 
40. Maddocks S, Moodley K, Hanass-Hancock J, Cobbing S, Chetty V. Children 
living with HIV-related disabilities in a resource-poor community in South Africa: 
caregiver perceptions of caring and rehabilitation. AIDS Care 2020; 32(4): 471-9. 
41. Nixon SA, Cameron C, Hanass-Hancock J, et al. Perceptions of HIV-related 
health services in Zambia for people with disabilities who are HIV-positive. J Int AIDS 
Soc 2014; 17(1): 18806. 
42. Olaboye LA, Maddocks S, Hanass-Hancock J, Chetty V. HIV-related disability 
and rehabilitation: perception of health care workers. Afr J AIDS Res 2020; 19(3): 
263-8. 
43. van Egeraat L, Hanass-Hancock J, Myezwa H. HIV-related disabilities: an 
extra burden to HIV and AIDS healthcare workers? Afr J AIDS Res 2015; 14(3): 285-
94. 
44. Kuper H, Heydt P. The Missing Billion. London: LSHTM, 2019. 
45. Bright T, Wallace S, Kuper H. A Systematic Review of Access to 
Rehabilitation for People with Disabilities in Low- and Middle-Income Countries. Int J 
Environ Res Public Health 2018; 15(10). 
46. WHO. The need to scale up rehabilitation. Geneva: WHO, 2017. 
47. Roden RC, Oholendt K, Lange H, Noritz G, Bonny AE. Primary care provider 
adherence to reproductive healthcare guidelines in adolescents and young adults 
with disabilities: A retrospective matched cohort study1. J Pediatr Rehabil Med 2019; 
12(3): 317-24. 
48. Olakunde BO, Pharr JR. HIV-related risk behaviors and HIV testing among 
people with sensory disabilities in the United States. Int J STD AIDS 2020; 31(14): 
1398-406. 
49. Hanass-Hancock J, Bond V, Solomon P, et al. Perspectives on ART 
adherence among Zambian adults living with HIV: insights raised using HIV-related 
disability frameworks. AIDS Care 2020; 32(5): 623-9. 



17 
 

50. Carpenter BS, Hanass-Hancock J, Myezwa H. Looking at antiretroviral 
adherence through a disability lens: a cross-sectional analysis of the intersection of 
disability, adherence, and health status. Disabil Rehabil 2020; 42(6): 806-13. 
51. Asrat B, Lund C, Ambaw F, Garman EC, Schneider M. Major depressive 
disorder and its association with adherence to antiretroviral therapy and quality of 
life: cross-sectional survey of people living with HIV/AIDS in Northwest Ethiopia. 
BMC Psychiatry 2020; 20(1): 462. 
52. Turrini G, Chan SS, Klein PW, et al. Assessing the health status and mortality 
of older people over 65 with HIV. PLoS One 2020; 15(11): e0241833. 
53. Naveed Z, Fox HS, Wichman CS, et al. Neurocognitive status and risk of 
mortality among people living with human immunodeficiency virus: an 18-year 
retrospective cohort study. Scientific reports 2021; 11(1): 3738-. 
54. Prynn JE, Dube A, Mkandawire J, et al. Self-reported disability in relation to 
mortality in rural Malawi: a longitudinal study of over 16 000 adults. BMJ Open 2020; 
10(8): e034802. 
55. Rukuni R, McHugh G, Majonga E, et al. Disability, social functioning and 
school inclusion among older children and adolescents living with HIV in Zimbabwe. 
Trop Med Int Health 2018; 23(2): 149-55. 
56. Marsh K, Eaton JW, Mahy M, et al. Global, regional and country-level 90-90-
90 estimates for 2018: assessing progress towards the 2020 target. Aids 2019; 33 
Suppl 3: S213-s26. 
57. Hanass-Hancock J, Chappell P, Myezwa H, et al. Committing to disability 
inclusion to end AIDS by 2030. Lancet HIV 2016; 3(12): e556-e7. 
58. Ward E, Hanass-Hancock J, Amon JJ. Left behind: persons with disabilities in 
HIV prevalence research and national strategic plans in east and Southern Africa. 
Disabil Rehabil 2020: 1-10. 
59. South African National AIDS Council. Let our actions count: South Africa’s 
national strategic plan for HIV, TB, and STIs 2017–2022. Johannesburg, South 
Africa: South African National AIDS Council, 2017. 
60. UNAIDS. Political declaration on HIV and AIDS: Ending inequalities and 
getting on track to end AIDS by 2030. Geneva: UNAIDS, 2021. 
61. WHO. Consolidated guidelines on HIV prevention, testing, treatment, service 
delivery and monitoring: recommendations for a public health approach. Geneva: 
WHO, 2021. 
62. Rehabilitation international. Raising the Voice of the African Decade of the 
Disabled Persons. 2014. http://www.riglobal.org/featured-projects/250-2/. 
63. Ministry of Health and Child Care National AIDS Council. Extended Zimbabwe 
national HIV and AIDS strategic plan 111 (SNASP3) 2015-2020. Harare: 
Government of Zimbabwe, 2015. 
64. Hanass Hancock J, Chappel P, Johns R, Nene S. Breaking the Silence 
Through Delivering Comprehensive Sexuality Education to Learners with Disabilities 
in South Africa: Educators Experiences. Sexuality and disability 2018; 36: 105-21. 
65. Lesotho NACo. Lesotho National HIV and AIDS Strategic Plan 2018/19-
2022/23. Lesotho: National AIDS Commission of Lesotho, 2015. 
66. Commission UA. National HIV and AIDS Strategic Plan 2020/21-2024/25. 
Uganda: Uganda AIDS Commission, 2020. 
67. Hanass-Hancock J, Alli F. Closing the gap: training for healthcare workers 
and people with disabilities on the interrelationship of HIV and disability. Disabil 
Rehabil 2015; 37(21): 2012-21. 

http://www.riglobal.org/featured-projects/250-2/


18 
 

68. Sherr L, Croome N, Bradshaw K, Parra Castaneda K. A systematic review 
examining whether interventions are effective in reducing cognitive delay in children 
infected and affected with HIV. AIDS Care 2014; 26 Suppl 1: S70-7. 
69. Strehlau R, Burke M, van Aswegen T, Kuhn L, Potterton J. Neurodevelopment 
in early treated HIV-infected infants participating in a developmental stimulation 
programme compared with controls. Child Care Health Dev 2021; 47(2): 154-62. 
70. Kamitani E, Sipe TA, Higa DH, Mullins MM, Soares J. Evaluating the 
Effectiveness of Physical Exercise Interventions in Persons Living With HIV: 
Overview of Systematic Reviews. AIDS Educ Prev 2017; 29(4): 347-63. 
71. O'Brien KK, Tynan AM, Nixon SA, Glazier RH. Effectiveness of aerobic 
exercise for adults living with HIV: systematic review and meta-analysis using the 
Cochrane Collaboration protocol. BMC Infect Dis 2016; 16: 182. 
72. Homayouni TS, Ruth A, Abbott-Tate Z, et al. Experiences engaging in a 
group-based physiotherapist-led exercise programme for adults living with HIV and 
complex multimorbidity: a qualitative study. BMJ Open 2021; 11(7): e045158. 
73. Cobbing S, Hanass-Hancock J, Myezwa H. Home-based rehabilitation 
interventions for adults living with HIV: a scoping review. Afr J AIDS Res 2016; 15(1): 
77-88. 
74. WHO. Rehabilitation 2030: A Call for Action. Geneva: WHO, 2017. 
75. Chetty V, Hanass-Hancock J, Myezwa H. Expert Consensus on the 
Rehabilitation Framework Guiding a Model of Care for People Living With HIV in a 
South African Setting. J Assoc Nurses AIDS Care 2016; 27(1): 77-88. 
76. Petersen I, Hanass Hancock J, Bhana A, Govender K. A group-based 
counselling intervention for depression comorbid with HIV/AIDS using a task shifting 
approach in South Africa: a randomized controlled pilot study. J Affect Disord 2014; 
158: 78-84. 
77. Cobbing S, Hanass-Hancock J, Myezwa H. A Home-Based Rehabilitation 
Intervention for Adults Living With HIV: A Randomized Controlled Trial. J Assoc 
Nurses AIDS Care 2017; 28(1): 105-17. 
 

  



19 
 

Authors’ contributions 

HK, PH and CD all contributed to the conceptualisation of the paper. HK wrote the first draft 

and created the graphs. PH created Figure 2. All authors read and approved the final 

version. 

 

Declaration of interest 

The authors have no conflicts of interest. 

 


