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Abstract
High income countries (HIC) have set the initial global policy responses to COVID-19. Yet, low and middle income coun-
tries (LIMIC) face very different challenges than HIC. In LMIC, there is a far greater emphasis on community solutions; 
families live in far more dense communities, making shelter-in-place mandates questionable; and strengthening existing 
health systems is more important than novel services. LMIC have far fewer economic resources. Most distressing, the suc-
cessful economic commitments that HIC made to help stop HIV in LMIC have not yet been imitated, or even initiated—this 
support is needed now to fight COVID-19.
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Guest Editorial

Global health in 2020 has been dominated by COVID-19 
and high-income countries (HICs) are setting most of the 
priorities [1]. Currently, two-thirds of the headquarters of 
global organizations involved in health and health policy 
are located in only three HICs (USA, UK and Switzerland). 
Drawing on decades of lessons from the HIV epidemic, 
we argue in this commentary that LMICs need to design 
and implement their own COVID policies, to build on their 
strengths and also to have the courage to resist policy and 
financial directives from HICs.

Individual vs Community Focus

Driven by HIC, HIV’s initial solutions were almost always 
protecting individuals. In 1985, the USA set guidelines for 
individual, confidential, voluntary pre- and post-test HIV 

counseling (VCT), aiming to avoid potential HIV stigma 
to already stigmatized groups (e.g., injecting drug users). 
HICs soon adopted these guidelines and funding in LMIC 
was contingent on adopting a VCT approach. When HIV 
treatments became available, in 1998 the USA and other HIC 
eliminated pre- and post-test counseling for high risk groups 
(e.g. pregnant women). Yet, the recommendation of individ-
ual VCT was maintained by the World Health Organization 
through 2019 [2]. Getting counselled communicates a prob-
lem in one’s sexual behavior [3] and HIV remains a problem 
of ‘infected’ people ‘responsible’ for ‘infecting’ fellow com-
munity members. In LMIC, acquiring HIV is an issue of 
geography—living in a high prevalence community confers 
risk. Individual testing breaks down the sense of family and 
community responsibility, as there is no established process 
for sharing test results; family secrets emerge [4].

Many LMICs have a much greater “group orientation” 
and focus on community responsibility [5]. This is critical 
when selecting prevention strategies, as well as in decid-
ing how to allocate resources. When HIC adopted VCT and 
an HIV care system, the policies preserved the rights and 
served the needs of the individual, and less so, the com-
munity. These policies created both economic drains and 
lost opportunities for LMICs. For VCT, a new workforce of 
counselors was created, draining both talent and resources 
which could have been deployed elsewhere. It is critical that 
we not perpetuate this tendency in COVID-19 testing.
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HIV Exceptionalism

It was easier for HIC to highly train a subset of profession-
als to treat patients with complex HIV infections, rather 
than spread responsibility for persons with HIV through-
out the health system. HIV stand-alone clinics and hospital 
wards were created to deliver HIV-related services. The 
practice extended to LMICs, where a vertically-integrated 
HIV system of care was established. HIV also drained 
attention from other health priorities—malaria, TB—a 
controversial decision since the burden of HIV disease 
was often lower than other health challenges in LMIC [6].

Rather than creating new COVID-19 services, this pan-
demic may provide the opportunity to strengthen LMICs’ 
health systems. COVID-19 is already expected to lead to 
an additional 673,000 HIV-related deaths (medication not 
being picked up), 382,000 malaria deaths, and 2.3 mil-
lion child deaths this year [7]. In contrast, COVID-19 care 
could potentially create opportunities to strengthen exist-
ing healthcare systems, especially if focusing on commu-
nity-based care [8].

Safety Nets

HICs have a variety of safety nets that can be employed 
during the outbreak of an epidemic or a pandemic. Early 
in the HIV epidemic, USA Ryan White funding provided 
rent, at-home health care, and income replacement for 
families coping with HIV. Similarly, the USA was able to 
pass a $2 trillion budget for immediate COVID relief and 
made it illegal to evict anyone for not paying rent; mort-
gage loan repayments were suspended; and food distribu-
tion sites were established with no means testing.

Without the safety nets of HIC, lockdown is not a solid 
public health strategy for most LMICs—large numbers 
of people live-in high-density households, and more than 
50% of the population earn a living through informal 
work. The economic consequences are life-threatening for 
LMIC. As one example, in May and June of this year (first 
2 months of lockdown), food insecurity went from 8.3 to 
51.8% in rural Bangledesh compared to 2 years ago [9]. In 
addition, more than 370 million of the 1.8 billion children 
out-of-school in LMIC have lost their school meals, for 
many, a primary source of nutrition [10].

Perhaps, it may be better for communities to shelter-
in-place with a larger circle of trusted members than is 
necessary in HIC. This would also allow batch testing 
for COVID, rather than individual testing. This would 
also involve engaging with existing and new community 
organizations to protect neighborhood health, help ground 

prevention messages in local community contexts, and in 
so doing also reduce stigma.

The Guarantee of Treatments and Vaccines 
from HIC

The financing of treatments has been one area in which 
HIV needs to become the global standard when dealing 
with COVID-19. Pharmaceutical companies in HICs origi-
nally balked at the idea of giving discounts to LMIC for 
costly HIV medications and, in fact, sued South Africa 
to stop the use of generics [11]. Today, drug companies 
charge Africa $75 annually for drugs for persons living 
with HIV, while charging the USA $39,000 [12]. The cost 
of pre-exposure prophylaxis range from $8/month in Aus-
tralia to $1,600/month in the U.S [13]. With COVID ven-
tilators costing $25,000 to $50,000 and the USA corner-
ing the world’s supply of Remdesivir at a cost of $3,200/
course of treatment—LMIC are left undefended [14].

HIV has provided the model for discount medications 
and vaccines identified in HIC when delivered to LMIC. 
The global networking necessary to achieve this bargain 
has not appeared to begin, however.

Conclusion

As LMICs struggle to cope with COVID-19, there depend-
ence on support from HIC will continue. With the econo-
mies of HIC being concurrently stressed, it will likely be 
more difficult to both sustain and/or expand their support 
of LMIC. Yet, as the HIV epidemic has evolved, more 
and better local solutions emerged. COVID-19 creates an 
opportunity for LMICs to differentiate themselves with 
more locally efficient, public health policy alternatives and 
to ‘build back better’. COVID-19 solutions simply cannot 
be a ‘one size fits all approach’. We encourage innovative 
local solutions that build on LMICs’ existing strengths. 
There are many possibilities now; let’s hope we choose 
good pathways.
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