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People don’t live on the care cascade: the life of the HIV Care Cascade as an 

international AIDS policy and its implications  
 

Abstract  

This article analyses how the HIV care cascade, an analytical tool, has become a policy 

practice that determines the direction and content of international AIDS policy. It traces the 

development of the cascade through from its emergence around 2011 to its position framing 
global AIDS policy by 2018. The article distinguishes between the cascade model as a 

mapping tool and the care cascade as a policy that aims to end the AIDS epidemic. It then 

argues that the move from an analytical to a policy tool has important implications, both for 

the scope of policies and for policy-relevant research.  It concludes by considering its 

implications in determining policy direction.  The qualitative research that informs the article 
is based on published care cascade research and policy documents, and observations of the 

presentations and discussions at the 2012 and 2018 International AIDS Conferences (IAS). 

The article uses textual analysis to develop its argument.  

 

 
This article analyses how the HIV care cascade, an analytical mapping tool, has become a 

policy practice determining the direction and content of international HIV policy. But first, 

what is the HIV care cascade? The United States Centres for Diseases Control and Prevention 

(CDC) describes the ‘care continuum’ in these terms: ‘[T]he ultimate goal of HIV treatment 

is to achieve viral suppression, which means the amount of HIV in the body is very low or 
undetectable. This is important for people with HIV to stay healthy, have improved quality of 

life, and live longer. People living with HIV who maintain viral suppression have effectively 

no risk of passing HIV to others. The HIV care continuum consists of several steps required 

to achieve viral suppression. Specifically, CDC tracks: ‘Diagnosed-receives a diagnosis of 

HIV, Linked to Care - visited a heath care provider within 30 days after HIV diagnosis, 
Received or Retained in Care- received care for HIV infection once or continuously and Viral 

Suppression- amount of HIV in the blood was at a very low level’ (CDC 2018:1). The 

continuum becomes a cascade when supplemented with ‘CD4 count and viral load 

monitoring’ because not everyone who is diagnosed can be observed at each step of the 

continuum, thus hampering achievement of the ultimate goal of the HIV policy stated above 
(CDC 2018:4). In simpler terms, those who are diagnosed are not all linked to care, those 

who are linked to care  do not all remain in care, and those remain in care do not all achieve 

viral suppression. So, some of those diagnosed disappear from this system of care and from 

surveillance. Unless those diagnosed are kept in the system, they will not achieve viral 

suppression.  Importantly, the cascade is used to identify and analyse gaps in the relationship 
between existing health care systems and those who live with HIV and who need to have 

access to care at different stages. The visual presentation of a cascade – identifying gaps 

along the care continuum – is a powerful way to present data. It presents an image that 

immediately suggests policy steps to be taken to meet HIV-epidemic targets.    

This article sets out how the care cascade model has a) come to inform how HIV-
related problems should be understood (knowledge production) and b) come to structure how 

to intervene in the epidemic at times of widely available treatment (policy). I also argue that 

HIV policies developed from this orientation are unlikely to be successful.  This is due to the 

limitations of the analytical model for understanding HIV in people’s lives, and how the 

model – when used as policy – limits the scope and horizons of policy thinking. In other 
words, the article argues that the limitations of policy implementations based on the care 

cascade model are a function of its theoretical limitations. Similar views can be discerned in 
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other studies (Thomas et al. 2010; Nguyen et al. 2011; Mattes 2012; XXXX 2012; Whyte et 

al. 2013).  
Of course, this article – on the link between policy and its epistemological framework 

– has broader implications, both for global public health and more broadly for International 

Development, but here the focus is on providing a critical analysis of a specific case that has 

arisen in the HIV field (Yin 2003). The data used for its analysis consists of care cascade 

research documents, presentations and related policy documents by international HIV 
and AIDS organizations published between 2011-2018. In addition, the analysis is 

informed by systematic direct observations of the research presentations and policy 

discussions at the 2012 and 2018 International AIDS Conferences (IAS).  

At the 2012 International AIDS conference in Washington DC the state of the 

epidemic was presented using the HIV care continuum/cascade as a tool to highlight 
problems in the US. By the 2018 International AIDS conference in Amsterdam, many 

presentations were looking at the operationalization of the HIV care cascade as a policy. It 

was evident that the idea of the HIV care cascade had evolved since 2012. Here I textually 

trace, through research and policy publications, how the care cascade model gradually 

informed policy thinking and locate this within the changes observed in the policy fora. 
The theoretical position of the analysis is based on the view that ‘policy processes 

produce effects that have meaning and consequences for us’ (Rose 1996: 38; Rose and 

Miller 1992; Gaskell, G and Bauer, M 2000). In developing this argument, I also consider 

the aim of HIV policies to be to improve the wellbeing of people living with HIV, in addition 

to eradicating the disease. The concept of wellbeing used here is not limited to considerations 
of quality of life. Inspired by Amartya Sen, it links having quality of life to having capacities 

that allow people with HIV to use these capacities to live lives that they would like to live.  

In the following sections, the article traces the analytics of the cascade, the kind of 

knowledge it produces, how the cascade became a policy approach within the HIV policy 

world and the implications this has had for policy thinking.  To start this, I focus on Edward 
M. Gardner at al.’s 2011 seminal article on the care cascade in the next section.  While 

citations in this area reveal that a number of other studies have contributed to the further 

development of the cascade analysis, the HIV care cascade is still broadly explained with 

reference to this seminal article (Cohen et al. 2011; Thompson et al. 2012; Mugavero et al. 

2013; Nosyk et al. 2013; Buskin et al. 2014; Mugavero et al. 2014). Also, given the space 
constraints I also focus on a limited number of HIV policy frameworks as examples.  

 

 

 

 
The HIV Care Cascade as a mapping tool 

 

In a blog to contribute to the expected discussions on the cascade just before the 2012 

International AIDS Conference, Ronald Valdiserri, a Deputy Assistant Secretary for Health, 

Infectious Diseases, and Director of the Office of HIV/AIDS Policy in the U.S. Department 
of Health at the time, wrote that  

 

[A]n often-referenced concept in current conversations about our efforts to address 

HIV/AIDS in the United States is the so-called “treatment cascade”. This concept is a 

model being used by Federal, state and local agencies to identify issues and 
opportunities related to improving the delivery of services to persons living with HIV 

across the entire continuum of care – from diagnosis of HIV infection and active 
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linkage in care to initiation of antiretroviral therapy (ART), retention in care, and 

eventual viral suppression – meaning no detectable virus in the blood (2012).  
 

He points out that ‘[T]his model was first described by Dr. Edward Gardner and colleagues, 

who reviewed current HIV/AIDS research and developed estimates of how many individuals 

with HIV in the U.S. are engaged at various steps in the continuum of care from diagnosis 

through viral suppression’ (2012).  
 

To analyse the logic of the care cascade, I here present Gardner and his colleagues’ 

ideas. Gardner et al. identify suboptimal linkages within the ‘spectrum of engagement in HIV 

care’ as ‘significant barriers’ to achieving good treatment outcomes’ (2011:792). This 

identification makes a major contribution to international policy thinking on global ‘test and 
treat’ policies that ‘posit that expanded testing and earlier treatment of HIV infection could 

markedly decrease ongoing HIV transmission’ (2011:793). One of the main aims of Gardner 

et al.’s study is to understand the impact of care linkages for treatment outcomes and to 

‘better understand how gaps in the continuum of HIV care affect virologic outcomes in the 

United States’ (2011: 793). They review the existing epidemiological data to ‘describe and 
quantify the spectrum of engagement in HIV care ... and better understand how gaps in the 

continuum of HIV care affect virological outcomes in the United States’ (2011:793). Gardner 

et al.’s work shows that for the HIV treatment to produce sustainable health outcomes those 

put on early treatment need to have ongoing engagement with the health system in 

differentiated ways.   
Testing for HIV is the starting point for thinking about how those who are tested 

positive enter into the care and treatment systems. The critical issue is how to get people 

tested and, if they are HIV infected, how to facilitate access to ART, and how to keep them in 

the care system while they are on ART. The care cascade model that emerges from this 

analysis highlights the challenges of retention and adherence to treatment once people have 
been tested. As a result, the analytical structure of the model is time-based.  In addition, while 

the authors emphasize the importance of treatment in general, they also highlight the 

centrality of adherence to treatment for achieving undetectable viral load as the outcome of 

test-and-treat policy (2011:795-796). In doing this, understanding of the health of HIV 

positive individuals through the cascade becomes referenced to the treatment and the care 
system that supports treatment (Paparini and Rhodes 2016).  

Their analysis is presented in 7 stages, with associated estimates presented for each: 

 

approximately 79% of HIV-infected individuals are aware of their HIV infection, but 

~ 50% are not adequately engaged in HIV care. Thus 60% of HIV-infected 

individuals in the United States are not receiving regular HIV care because of deficits 
in diagnosis of HIV infection, linkage to care or retention in care. Of the remaining 

40% of individuals ~80% require antiretroviral therapy, 75% of whom receive it. 

Finally, ~80% of treated individuals have an undetectable viral load (defined as < 50 

copies/mL.). These 210 000 HIV-infected individuals ... constitute just 19% of the 

HIV- infected population in the United States (2011:795).  

 

The key insight here is the link established between antiretroviral therapy and the health 

systems that could potentially produce wellbeing outcomes for HIV-infected individuals 
(described in this study as achieving undetectable viral load). The latter is also central to the 

prevention efforts to reduce incident rates in the context of treatment-as-prevention policy 

(Cohen et al. 2012; WHO 2014, UNAIDS 2014). The authors argue that the approach of 

looking at the stages of the care continuum ‘can be used to explore the potential impact of 
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interventions to improve engagement in care on the proportion of HIV-infected individuals 

with undetectable HIV load’ (2011:795). They argue that unless HIV-infected individuals are 
captured at each stage of the cascade as required then ‘improvement in any single component 

of engagement with care will have minimal impact on the proportion of HIV-infected 

individuals in the United States with an undetectable viral load’ (2011:796). This is important 

because it recognizes that there are challenges at each stage which can jeopardize the overall 

public health target. In the authors’ view the ‘achievement of an undetectable viral load is 
dependent on overcoming multiple, sequential barriers, each of which has only a modest 

impact on overall engagement in care. However, individuals who cannot overcome a specific 

barrier cannot engage at any subsequent steps’ (2011:797). As such, they highlight an 

important issue for test-and-treat policy, namely that testing and making treatment available 

will only have a limited utility unless those who are tested and in need of treatment can also 
be integrated into the care and support systems that facilitate individuals achieving 

undetectable viral loads.   

The other important aspect of their analysis is the time factor: it is not only important 

to link individuals with HIV to care systems that support them but, also how this can be 

maintained over time, which is captured in this model in the different steps in the cascade. 
Gardner et al. also argue that ‘little is known about the best ways to link and retain HIV-

infected individuals in the HIV care’ (2011:797).  Related to this, they highlight some 

significant limitations of their study in their conclusions.  These include: the need for further 

research into how to ‘retain HIV-infected individuals in care’, the limited availability of 

studies that have considered the impact of  ‘financial barriers’ on the ‘access to HIV care in 
the United States’, the difficulty ‘delineating the independent contribution of’ each stage in 

relation to individuals and that their focus is on ‘the United States and other resource rich 

settings’, and that while many of the general issues may be similar ‘the magnitude, causes 

and solutions may be quite different’ in other contexts (2011:797).  

The model in Gardner et al.’s analytically links ART, a biomedical tool, to the 
different stages of public health in relation to HIV to consider the implications of the 

situation existing in the United States in order for treatment-as-prevention policy to work. In 

doing this, their analysis arguably moves the discussion of HIV policies beyond the 

biomedical perspective. Since the outcomes of test-and-treat policy, as Gardner et al. suggest, 

cannot be achieved without the structural work that needs to be done through the care system, 
one cannot just talk about HIV policy in terms of treatment availability. In this limited sense 

then, the care cascade model – as an analytical mapping – could be useful for conveying a 

general structural relationship that is central to producing wellbeing. Implicitly, it also 

suggests that this relationship depends on the particularities that determine the challenges 

faced by individuals in specific policy contexts.  However, the model itself does not analyse 
the broader socio-political and economic conditions that interact with individuals’ 

experiences of HIV and that inform their decisions to engage with health services (Gardner et 

al. 2011).  

Gardner et al.’s modelling of the HIV care cascade also develops an implicit causal 

narrative that explains how a desired outcome can be reached. The parsimony of this 
narrative is attractive for HIV policy actors because it outlines a mechanism through which to 

achieve their aims to control the epidemic. It follows an if then logic, starting from diagnosis 

to viral suppression, that shows how linking treatment with care systems at each stage will 

lead to the viral suppression. If people can be tested, and if they test positive, then they can  

be moved through the cascade to achieve suppression. Each stage also presents its own 
desirable outcome which in turn leads to the following stage: ‘[D]iagnosis of 90% of HIV 

infections, achievement of 90% engagement in care, treatment of 90% of engaged individuals 

and suppression of viremia in 90% of treated individuals could lead to considerable 
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improvement in the proportion of HIV-infected individuals in the United States with 

undetectable viral load’ (Gardner et al. 2011: 797).   
In this narrative two central causal pathways are presented and become policy 

relevant. The first causal pathway is the stepped if then logic of the cascade. This pathway 

explicitly emerges from the data analysis. It gives a pragmatic linear direction to policy 

thinking by framing how individuals with HIV can achieve viral suppression. The second 

causal pathway is implicit in the desired outcome stated both in the analysis of each stage and 
in the statement of desired overall outcome at the end: a) individuals at each stage need to be 

adherent to specific behaviours so that expected targets can be achieved for that stage and b) 

individuals with HIV need to adhere and sustain behaviours that maintain their viral 

suppression over time. This then leads to an overall reduction in the detectability of HIV in 

the infected population, resulting in a reduction of new infections in the population.  
To achieve viral suppression in members of a population, therefore, requires not only 

following the steps of the first causal pathway but also relies on the second causal pathway 

working. However for the second pathway, neither adherence nor viral suppression are steady 

states, they are practices that need to be produced and reproduced by people through ‘the 

details of [their] daily life and in what people do’ (Blue et al. 2016: 37) and these practices 
‘are organized and patterned by culture’ (Kippax 2018: 448). In other words, success relies 

on the capacity and ability of individuals to reproduce (adhere) and maintain behaviours 

consistent with viral suppression over time. However, the model does not provide any 

insights on the conditions of adherence and on how to stabilize adherence in different 

contexts.  
It might be argued that the model, being a biomedical public health model, is not 

designed to deal with these issues. This might be true when it is considered as an analytical 

mapping.  However, once it becomes a policy tool – which structures policy thinking and 

policy instruments – the shortcomings of the model (which all models have) then become 

shortcomings of the implemented policy. For instance, from a policy perspective the model 
provides knowledge that will facilitate intervention into supply side issues, that is policy 

providers’ attempts to address the gaps and differences through their services. However, it 

does not provide analytical insights on the demand side, as to why HIV+ individuals do not 

consistently adhere, why they are not engaging with the system at different points, or why 

gaps in access may be occurring. 
Independently of its engagement with care systems, the model perpetuates a 

biomedical lens in policy. It focuses attention on treatment, diverting it from other prevention 

options. Also, given the recommendation that ‘jurisdictions should develop metrics of care 

cascades and population-based assessments of HIV-viral loads’ (Gardner and Young 2014:6),  

this biomedical policy focus becomes further intensified. The adherence monitoring proposed 
is a way of producing knowledge about people living with HIV at population levels. It reveals 

how many people who have been tested are still in the care system or not, but, as stated 

above, it does not provide insights about on why people stay in the system (or not). So, while 

Gardner (2014:5-6) considers answering these questions to be a central part of achieving 

wellbeing outcomes for those with HIV, the cascade analysis, being based on adherence 
monitoring, does not provide the kind of knowledge needed to answer them.  

In the next section I briefly outline the policy context within which the HIV cascade 

model has become relevant and look closely how the model structures both policy and policy 

relevant research.  

 
 

 

The HIV care cascade in the international AIDS policy context 
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International policy interest in the HIV care cascade related to the emergence of treatment-
as-prevention policy and test-and-treat strategies. The link between ART and prevention in 

populations living with HIV had been studied to understand its impact on viral load 

reduction, with studies concluding that ART use reduces the risk of transmission (Blower, 

Gershengorn, Grant 2000; Velasco-Hernandez, Gershengon, Blower 2002; Law, Prestage, 

Grulich, Van de Van, Kippax 2001; Dodd, Garnet, Hallett 2010; Cohen et al. 2012, Hammer 
2011). In a 2011 editorial The Lancet stated that ‘[L]ast week any doubts around treatment as 

an approach to halt the spread of the HIV epidemic were allayed. An international study 

showed that antiretroviral treatment can prevent the sexual transmission of HIV among 

heterosexual couples in whom one partner is HIV-infected and the other is not’ (2011).  The 

editorial went further and called on major donors and policy makers to ‘reassess their 
prevention portfolios and consider diverting funds from programmes with poor evidence 

(such as behavioural change communication) to treatment for prevention’ (The Lancet 2011). 

The World Health Organization (WHO) also gradually reassessed and changed the guidelines 

on treatment. In its Programmatic update in June 2012 on Antiretroviral treatment as 

prevention (TasP) it stated that ‘[w]hen adhered to consistently, ART can reduce the HIV 
viral load in an individual’s blood, semen, vaginal fluid and rectal fluid to such a low level 

that blood tests can’t detect it...In these circumstances, as long as someone’s viral load 

remains undetectable, their health will not be affected by HIV and they cannot transmit HIV 

to others. The effectiveness of ART as a prevention tool is now undisputed – and it is now 

being used as a public health intervention’ (2012).  It was in the context of these emerging 
new policy directions that the care cascade logic became important.  

The cascade provided both a way to think about and a mechanism for implementing 

test-and-treat policies. Also, given its population-focused biomedical epistemology, the care 

cascade fitted well with the existing policy thinking on HIV (XXXX 2008 and 2017). In 2013 

the WHO issued new guidelines for ART use that expanded the eligibility for ART by 

recommending the initiation of ART at ‘CD 4 cell counts ≤ 500 cells/μl instead of at ≤350 

cells/μl’ (2013). These guidelines were again revised in 2015 when the WHO recommended 

immediate initiation to ART once individuals were diagnosed with HIV, irrespective of CD4 
cell count (2015: p. 13). These changes in the guidelines were indicative of an international 

move to ground policies more on treatment-as-prevention, with associated test-and-treat 

policies.  As the WHO blog makes clear that the guidelines widened the overall policy focus 

because ‘the number of people eligible for antiretroviral treatment increases from 28 million 
to all 37 million people who are currently live with HIV’ (2015).  This posed challenges to 

TasP, as discussed in the 2016 Prevention Gap Report, in which UNAIDS stated: ‘the cost of 

viral load testing must [also] be addressed in order to this vital part of treatment as prevention 

cycle. Without this, the benefits of this powerful new set of preventative tools will be lost’ 

(2016). 
 

Framing Policy Directions 

Parallel to the development of new guidelines for international HIV policies based on TasP, 

UNAIDS has been working on a new treatment centred policy so that TasP can be delivered. 

This policy, now known as the 90-90-90 targets, were set to be achieved by 2020. UNAIDS 
set the new target in its 2014 report on new policy directions as follows: 

 

[P]owerful momentum is now building towards a new narrative on HIV treatment and 

a new, final, ambitious, but achievable target: By 2020, 90% of all people living with 

HIV will know their HIV status; By 2020, 90% of all people with diagnosed HIV 
infection will receive sustained antiretroviral therapy; By 2020, 90% of all people 
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receiving antiretroviral therapy will have viral suppression’ (p.1). The end-game is 

described as follows ‘[W]hen this three-part target is achieved, at least 73% of all 
people living with HIV worldwide will be virally suppressed−a two−to three-fold 

increase over current rough estimates of viral suppression. Modelling suggests that 

achieving these targets by 2020 will enable the world to end the AIDS epidemic by 

2030 (UNAIDS 2014a: 2). 

 
This TasP-related policy development is based on the logic of the HIV care cascade (though 

without the step before being given ART as those diagnosed are all to be put on ART (see 

Fox and Rosen 2017)). The central mechanism for the immediate ART provision to work 

effectively is the care system and how ART-based interventions can be supported within it so 

that adherence can be achieved. Each 90 % target also corresponds to a stage in the care 
cascade. UNAIDS states that ‘[t]hese new targets address progress along the HIV cascade 

engagement in care, measuring the degree to which programmes are meeting their ultimate 

goal of viral suppression’ (2014a: 10). Through this policy development the causal structure 

of the HIV care cascade model was turned into a policy mechanism.  

In this transformation the care cascade moved from merely being an analytical model 
to actively structuring international policy and its targets. The 90-90-90 policy generalizes the 

cascade’s 1st causal pathway discussed above by linking each stage of the cascade with 

quantifiable targets that need to be achieved for international policy implementation. The 

language of ‘could lead to considerable improvement’ in Gardner et al.’s article becomes 

much stronger in the policy documents: ‘[w]hen this three-part target is achieved, at least 
73% of all people living with HIV worldwide will be virally suppressed’ (UNAIDS 2014a:2).  

This expressed certainty ignores Gardner et al.’s  contextual reservations and further 

establishes − also in subsequent statements − the logic of the HIV care cascade, not only as 

the causal narrative for the policy, but as the actual policy targets to be achieved.  

This can also be observed by looking at several policy initiatives. For instance, in 
UNAIDS’ Fast-Track strategy launched in 2014 to end the epidemic in 2030 the modality of 

the strategy is based on achieving the 90-90-90 targets by 2020 and achieving the 95-95-95 

targets by 2030 (UNAIDS 2014b and UNAIDS 2018). Similarly, they launched the Fast 

Track Cities strategy to get cities to commit themselves on delivering these targets by 2020 

(UNAIDS 2014c). In these policies each stage of the cascade is linked with a quantifiable 
indicator, 90% and 95%, as a policy target to be achieved by all countries that are part of the 

global fight against AIDS.  

Another related policy area has also been framed by the HIV care cascade: the 

Differentiated Service Delivery Initiative. The International AIDS Society defines DSD as a 

‘client-centred approach that simplifies and adapts HIV services across the cascade, in ways 
that both serve the needs of PLHIV better and reduce unnecessary burdens on the health 

system’ (IAS 2018a). They promote this to be able to reach the 90-90-90 targets by 

addressing ‘diverse needs and expectations of all living with HIV’ (IAS 2018; IAS 2018b).  

Their analysis begins by looking at existing policies in various contexts and identifying 

specific key populations not on the various stages of the cascade. For instance, all DSD 
related presentations at the 22th IAS in Amsterdam used a grid, a cascade-based framework, 

as a common way to develop their DSD strategies, targeting specific groups in their contexts. 

The grid is based on four Ws – “When, Where, What and Who” to think about a specific 

stage such as testing, ART provision/access or links with health support. The grid helps to 

analyse the gaps and problems in existing policies and to adjust these to address specific 
groups’ needs (see, for instance, presentations by Nyirenda 2018; 2018; Mukoma 2018). 

This 4-W approach is based on the 1st causal pathway, the if then logic of the care 

cascade. It amounts to an assessment of the gaps and barriers which should be addressed and 
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mitigated by policy adjustments to facilitate better access to services. While providing 

alternative processes for targeting and access, this supply-side approach does not produce 
knowledge on how or why these barriers are produced or reproduced, driving health 

behaviours in different contexts. Therefore, as a policy it cannot engage with people who are 

unable adhere due to broader structural barriers outside the care cascade. The approach lacks 

the rootedness of behaviours ‘in the details of everyday life and what people do’ that is 

related but not limited to their responses to policy initiatives (Blue et al. 2016: 37).  
People’s health actions and reactions to health policies are structured in different 

contexts though economics, the ability/inability to access resources, political rights or their 

absence, culture, and religion. These each inform people’s behaviours and interact with the 

everyday choices they make. While the DSD approach is interested in contextual 

understanding, it nonetheless ‘reproduces’ an ‘individualized methodological and ontological 
approach that conceptualizes macro-social structures as straightforwardly limiting, restricting 

or simply determining the health choices’ (Blue et al. 2016:37). The DSD approach provides 

little on the 2nd causal pathway, on how to understand specific health practices that are 

informed by the above everyday processes that are outside the care cascade’s focus. It has a 

limited understanding of, and arguably a limited interest in, ‘human activity’ in diverse 
contexts to understand ‘(a) how practices are constituted and enacted; [and] (b) how they 

relate to other practices across space and time’ (Blue et al 2016: 39).  

 

Framing HIV Research 

 
The policy directions discussed above have also informed and funded the directions taken in 

policy-relevant research on HIV.  Research either monitors the implementation of the HIV 

care cascade or to looks at how the gaps identified through the cascade analysis can be 

addressed in different contexts.  

In terms of monitoring research, studies typically look at individual countries 
longitudinally or compare a large number of countries to identify at which stage in the 

cascade different countries are (Levi et al. 2016; Haber et al. 2017; Larmarange et al. 2018; 

Wolff et al. 2018). In the bulk of this the HIV care cascade implicitly frames what is relevant 

to study: looking at how far policy success can be observed and better monitored appears to 

drive the discussion. For instance, Levi et al. at the end of their systematic review of HIV 
‘treatment cascades for 196 countries’ recommend that ‘to allow accurate comparisons, 

standardized and continuous global monitoring of HIV care outputs should become a priority’ 

(2016:4). In the research focusing on care cascade monitoring, the contexts within which 

cascades are supposed to work implicitly become structural barriers that prevent people 

engaging with the cascade’s stages. This in turn leads to general policy discussions and to 
directions about how to mitigate these barriers that are not informed by critical contextual 

information.   

The other dominant type of research considers gaps identified by the cascade analysis 

that need addressing (Haber al. et 2017; Lipmann 2016). This orientation focuses attention on 

specific groups’ positions within the cascades in different contexts and how other groups with 
HIV could be brought into the cascades. This research type was also clear at the IAS 22th 

International AIDS Conference in Amsterdam. Many oral presentations on the HIV care 

cascade model used it to identify gaps, or to monitor ART interventions to reflect on how to 

overcome already identified gaps. An interesting and significant aspect of some of these was 

how researchers and policy makers alike focused on stages of the cascade, as framed by the 
90-90-90 strategy. They were identifying in specific contexts critical gaps that needed to be 

addressed to reach the 90% target set for a particular stage, so that overall the 90-90-90 

strategy targets could be achieved (see Kottutt et al. 2018; Ly et al. 2018; Morapedi et al. 
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2018; Wekesa et al. 2018 also see Sisay at al. 2018). For instance, according to one 

presentation their focus was the 1st 90 target to be reached by ‘improving technical efficiency: 
reaching first 90 through community index HIV sexual network testing in Zimbabwe’ 

(Muchedzi et al. 2018). The research was framed on the basis that ‘Zimbabwe has made huge 

progress towards the UNAIDS first 90 target: 74,2% of people living with HIV know their 

status: with less men 69.7% compared to women 77.1% knowing their status. Reaching 16% 

of men is challenging and requires innovative approaches with technical efficiencies’ 
(Muchedzi et al. 2018). Another research presentation similarly reported from Malawi that 

‘[m]en can effectively be reached for HIV testing in order to achieve the first UNAIDS “90” 

target by making testing convenient, providing gender-segregated space, and providing male 

counsellors’ (Geoffroy et al. 2018). A project from Ukraine also reported on how to reach 

‘the first “90”’: [d]ecentralization and strengthening provider initiated testing services at 
primary health facilities in Ukraine’ by reporting on the	importance of expanding the number 

of entry point for people to be tested within the health system to increase coverage 

(Makovetska et al. 2018). Another presentation focused on the third 90 target from Kenya. It 

argued that ‘[c]aregiver factors were associated with good SRA (self-reported adherence) to 

ART among adolescents...the potential role of these factors in improving ...adherence to ART 
and VS[viral suppression] should be explored’ (Wekesa et al. 2018).   

Most of the research presented recommended interventions to improve links within 

care systems. Overall, these appeared as supply side recommendations to bring individuals 

into the specific stages of the cascade. Where there was an engagement with the demand-side 

it appeared to be about creating demand rather than thinking about why the demand fails to 
exist or why people do not engage with care systems consistently over time. The relationship 

between the research and the policy ideas implemented in the field create a closed system 

based on the if then parameters of the 1st causal pathway of the HIV care cascade. The 

research often narrowly assesses interventions: it reports how far they are in achieving the 

intentions of the policy, informed by the causal narrative of the cascade, to close the gaps by 
bringing people into the cascade. They have little to say about how, or what people will do 

once brought in. They also have less to say about the sustainability conditions of these 

interventions given the contexts within which people live with HIV.   

This then raises a significant question on how global AIDS community has come to 

think about the epidemic and people with HIV in this circular way: while the if then causal 
pathway structures the policy targets, it also structures the policy implementation 

mechanisms and the research that provides evidence for both the targets and the 

implementation mechanisms. This approach to research and policy creates a conflation that 

attributes the possibility of achieving the overall policy outcome (viral suppression to end the 

epidemic) to the HIV care cascade, rather than to what happens in different contexts, and to 
the agency of those living with HIV in these contexts.  

 

 

 Why does this matter?  

 
This article has focused on understanding the process through which the care cascade model 

has become an international AIDS policy tool that frames both policy and research. As a way 

of concluding I discuss the implications of this for the policy and research in the international 

AIDS field.  

I have analysed the care cascade model and have identified two central mechanisms, 
causal pathways, that are operationalized to achieve viral-suppression: a) individuals with 

HIV need to be on treatment and to engage with health systems to achieve viral-suppression 

(access) and b) this achieved state needs to be reproduced over time so that the public health 
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outcome is sustainable − which requires individuals with HIV to adhere to behaviours that 

sustain viral suppression. I also observe that the second causal pathway (adherence) is central 
to each step of the care cascade in order to achieve viral suppression and for the overall 

public health outcome. However, as set out above, the present international policy uses just 

one of these causal pathways to set out its policy steps, as captured in the 90-90-90 

international AIDS policy strategy. This is based on turning the 1st causal pathway, which is 

explicit in the care cascade, into a policy blueprint that provides the policy steps that if 
followed, it is assumed, will produce the expected policy outcomes.  

I have critically pointed out that this view attributes the possibility of achieving the 

policy outcomes to the care cascade. This ignores the fact that the logical steps of the cascade 

can only be a mechanism for change if both causal pathways work. Understanding what I call 

‘everyday life’ and what Theodore Schazki calls ‘social life’, is central for understanding 
how ‘human lives hang together through features and components of interconnected practices 

and arrangements’ (2016:5). As Susan Kippax points out, ‘in real life, people do not engage 

in sexual behaviours, rather they enact sexual practices to communicate their love for one 

another, in response to sexual desire to build intimacy and trust, for pleasure’ (2018:449). 

Therefore, if considering peoples’ behaviours as a function of their everyday practices is 
central to understanding behaviour, the use of the HIV care cascade as a policy logic is 

unlikely at present to produce the desired outcomes. 

For the care cascade-based policy approach to end the HIV epidemic, virally 

suppressed populations need to be stable systems through which viral suppression is 

maintained/reproduced. Such stability is a function of the everyday life practices of people 
with HIV and based on individuals’ interactions with each other to negotiate resources to 

conduct everyday lives. In the words of Blue et al. these interactions are ‘patterned, routine 

and habitual ways in which people live their lives’ (2016: 38). Policy actors need to 

understand ‘the social world and the social norms that apply in particular [the] situations and 

contexts that enable and regulate practice’ (Kippax 2018: 450). This includes the capacities 
individuals can exercise in their own social worlds, to be able to produce policies that can 

support the desired reproduction of stable policy outcomes in a given HIV policy context.  

Of course, there are possible objections to my analysis. The main one argues that the 

HIV care cascade model is a reasonable and an innovative approach that builds on several 

steps: the need to have an impact on the disease makes it reasonable to focus on what can be 
achieved strategically under existing resource constraints; that the care cascade model allows 

us to concentrate the interventions to the part of the population living with HIV that is not 

captured by existing policies to immediately address their needs, which will also have a 

public health outcome. In this way it brings together concerns about treatment, adherence and 

prevention together. However, this view assumes that each policy step addressed, as set out in 
the 90-90-90 targets, will lead to the next step as expected according to the causal mechanism 

given in the policy narrative, so leading finally to the expected public health outcome. The 

pragmatic approach advocated is reasonable but short-sighted. Policy based on the cascade 

model doesn’t look at the specific conditions that make such outcome stable over time – both 

policy conditions and conditions of people living with HIV change.   
The causal narrative of the HIV care cascade used as a model for policy also has 

several limitations. As discussed above, Gardner et al. acknowledge that the model does not 

say much about the contextual knowledge (2011:797) or about what influences peoples’ 

decisions to adhere or not. Similarly, it says little about the transversal relations between the 

stages of the cascade – the ways in which particular behaviours at each stage inform 
behaviours in other stages to produce the desired outcome, which occur under contextual 

conditions that are not controlled by the care cascade policies. Also, it is unclear how the 

model deals with the fact that the conditions of retention and adherence will not be constant 
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over time or across different contexts. As a result, the causal model of the HIV care cascade 

used as a policy tool implicitly constraints the scope of the 90-90-90 policy in several ways:  
 

a) by focusing on achieving the targets set for each stage the HIV care cascade 

policies compartmentalize how HIV is considered in people’s lives. People’s 

experiences of HIV are considered as a function of the gaps observed at each step of 

the cascade; they are targeted as part of a population to deal with such gaps and to 
show success for the delivery of expected policy outputs at each stage.  

b) using biometric monitoring, as required by the model, to follow populations and 

their viral suppression levels, as Paparini and Rhodes state (2016), limits the 

understanding of the epidemic to a biomedical framing. The viral suppression 

monitoring remains a mapping. It shows what the situation is in the tested population 
at different stages of the disease/care system relationship but, it cannot answer 

questions of why a situation is created, changed or has remained the same without 

limiting itself to explanations about being on treatment or being in the care system. 

This means it can project a general health outcome as captured in second causal 

pathway but cannot say much about how to maintain that outcome for future policy;  
c) as a result, by using this monitoring approach, both the policy implementation and 

research are orientated towards population-level strategies and interests. While 

policies, such as DSD, talk about context and client-orientation they still speak in 

general categorical terms that refer to populations without context: women, young 

women, migrants, refugees;  
d) limiting the policy and research interest to the 1st causal pathway of the HIV care 

cascade means that funding allocations support research that focus on the care cascade 

at the expense of more contextual research. Significantly, this framing does not 

produce the knowledge needed to understand social worlds, practices and peoples’ 

lives. The difficulty in understanding these dynamics in different contexts means that 
the capacity to achieve the overall public health aim of the policy is not available to 

policy actors. In other words, this policy approach does not allow for thinking about 

contextualized sustainable wellbeing. 

f) The circular relationship between policy interests and the research funded 

according to these interests become a confounding factor. International policy actors 
fundamentally ignore that many of the successful examples presented by ongoing 

research on the care cascade are results of proofs of concept for stages of the cascade 

implemented by these actors themselves. But, many of these are unsustainable if 

carried out beyond the present piloting stage, being typically funded and supported by 

international actors. As suggested by a high-level country expert at IAS 2018, the 
resource constraints that frame ‘the ability of local actors, including governments, to 

turn these kinds of specialized interventions’ into everyday policy practices in 

different contexts are not at the centre of policy considerations and claims.   

 

One could argue, paraphrasing Paul Ricoeur, that the expressed intentions of a policy do not 
guarantee its outcomes. The test for the realization of a policy is whether a policy is 

actionable by people in their everyday lives or not (2005:131). By ignoring this and expecting 

the HIV cascade steps to deliver the outcomes, neither the policies nor the research provide a 

coherent approach to support peoples’ capacities and abilities to make the choices that will 

lead to the 90-90-90 targets, and more importantly, to achieve lives that they would like to 
live.  
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