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Abstract 

Background  Health inequality in Latin America is particularly severe for individuals living with HIV (PLHIV) and key 
populations, such as men who have sex with men, transgender women, people who use drugs, and sex work‑
ers. Despite regional programs aimed at reducing health inequalities, such as the Sustainable Development Goals 
and the Sustainable Health Agenda for the Americas 2018–2030, the COVID-19 health crisis has exposed significant 
shortcomings in national healthcare systems for PLHIV and key populations. The multi-country, community-based 
research program, EPIC, was developed by Coalition PLUS within an network of community-based organizations 
engaged in the response to HIV and viral hepatitis. The EPIC program aimed to study the impact of the COVID-19 
health crisis on 1) key populations (KP) and/or PLHIV or hepatitis C; 2) community health workers (CHWs) and peer 
educators; and 3) key innovations and adaptations in HIV/HCV services. The objective of this article is to highlight 
main issues faced in the region during the COVID-19 health crisis in order to inform national and international policies.

Methods  A general protocol and study materials were developed and included built-in flexibility to allow participat‑
ing organizations to adapt the study to local needs in terms of target populations and specific areas of interest. Data 
were collected through surveys and/or interviews. In total 118 studies were conducted across 31 countries: 66 quanti‑
tative (n = 12,060 among KP or PLHIV or people living with HCV and n = 811 among CHWs) and 52 qualitative (n = 766 
among KP or PLHIV or people living with HCV and n = 136 among CHWs).

Discussion  Findings in Latin America highlight the difficulties faced by PLHIV and KP in accessing health services, 
as well as issues of discrimination, violence, and mental health challenges, all of which have been exacerbated 
by the health crisis. Additionally, the study highlights strategies implemented by community CHWs and peer edu‑
cators to mitigate the negative impact of the crisis. Moreover, EPIC demonstrates the ability of community agents 
to generate scientific evidence that raises public awareness of the situation faced by the most vulnerable populations.
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Conclusion  National and international policies must recognize and support the unique capacity of CHWs and peer 
educators to adapt health interventions to the specific needs of communities. Policymakers are also urged to involve 
the community in the development of public policies aimed at reducing inequalities and improving the living condi‑
tions of vulnerable populations.
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Background
Inequality in Latin America remains the highest among 
other countries globally; the wealthiest 10% of the pop-
ulation in Latin America has the largest share of income 
(37%) [1] than in any other region, globally. In compari-
son, the poorest 40% receive the smallest portion (13%). 
This situation was exacerbated due to the COVID-19 
pandemic [2]. Starting in February 2020, several coun-
tries closed their borders and implemented confine-
ment strategies [3]. This led to highly adverse economic 
consequences [4] and worsened health inequities in the 
region, especially for vulnerable populations [2, 5].

Currently, there are 3.7 million people living with 
HIV (PLHIV) in Latin America and 330,000 in the 
Caribbean, with an epidemic mostly concentrated 
among the key populations (KP) [6] such as men who 
have sex with men (MSM) (46%), transgender women 
(7%), and sex workers (SW) (6%) [6]. Moreover, Latin 
America still demonstrates considerable gaps that 
place it far from reaching the UNAIDS’s 95–95-95 goal: 
81% of PLHIV know their status, of which only 65% 
are on antiretroviral treatment, and 60% of these have 
achieved viral suppression [6]. Additionally, approxi-
mately one third of PLHIV are diagnosed late [7]. This 
reflects the persistence of structural barriers to access-
ing HIV prevention and care services in the region, 
such as exposure to stigma, discrimination, and vio-
lence, as well as lack of income, employment, and edu-
cational opportunities [1].

To address this situation, it is worth noting the refer-
ence programs for policy formation in Latin America, 
such as the Sustainable Development Goals (SDGs) of 
the 2030 Agenda [8]. Goal 3.3 specifies that by 2030, 
we must “end the epidemics of AIDS, tuberculosis, 
malaria, and neglected tropical diseases and combat 
hepatitis.” Additionally, the Sustainable Health Agenda 
for the Americas 2018–2030 (ASSA2030) [7] has been 
implemented through the strategic plans of the Pan 
American Health Organization and the subregional 
and national health plans of the Member States. Within 
Goal 10 of ASSA2030, which states “reduce the burden 
of communicable diseases and eliminate neglected dis-
eases,” the aim is to reduce mortality, morbidity, and 
stigma associated with HIV. This goal also emphasizes 
that achieving universal health access and universal 

coverage requires a comprehensive multisectoral and 
intersectoral approach [7].

The health crisis caused by COVID-19 has drastically 
reduced the application and implementation of these 
programs and has had unprecedented consequences on 
HIV care [5].

Based on the results of the international EPIC research 
program, this study aims to highlight Latin America’s 
deficiencies in the sociopolitical response to the COVID-
19 crisis, especially related to vulnerable populations and 
PLHIV. Additionally, the study aims to propose com-
prehensive strategies to address the specific needs faced 
by these populations in the region. For example, from 
diverse contexts and realities, the community healthcare 
model implements combined strategies that integrate 
biomedical and community actions. Through close coor-
dination with public institutions and direct collaboration 
with key populations, it aims to ensure access to health 
systems [9, 10].

EPIC (Community Impact Assessment Surveys for 
COVID-19) was an international community research 
program coordinated by Coalition PLUS [11], a union of 
non-governmental community organizations involved in 
HIV response in over 50 countries. The program aimed 
to describe the impact of the COVID-19 pandemic on 
PLHIV or those at risk of HIV and hepatitis C infection 
and on those working with these populations in com-
munity settings, known as community health workers 
(CHWs) and/or peer educators.

Methods
Following the onset of the pandemic in early 2020, 
a mixed working group was formed by the commu-
nity-based research team from Coalition PLUS, exter-
nal researchers, and representatives from community 
organizations and key populations. Details about this 
group can be found elsewhere [12]. This working group 
actively involved partner organizations of Coalition PLUS 
[13], grouped by geographical, thematic, or linguistic 
networks. In Latin America, two networks coexist: the 
Americas and Caribbean Platform (PFAC), comprising 8 
grassroots organizations, and the Ibero-American Net-
work of Studies on Gay Men, Other MSM, and Transgen-
der People (RIGHT PLUS), comprising 13 community 
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and academic organizations (including 4 from Spain and 
Portugal).

The EPIC working group developed a general and 
adaptable protocol that foresaw the possibility of imple-
menting qualitative and/or quantitative studies [11]. The 
quantitative questionnaire (see Annex 1) included a man-
datory module (sociodemographic profile and general 
questions about the impact of COVID-19 on participants’ 
lives) and 11 optional thematic or population modules 
(e.g., access to healthcare, perceived risk of COVID-19, 
men who have sex with men (MSM), community health 
workers (CHWs), peer educators and people living with 
HIV (PLHIV)). Additionally, it was possible to add spe-
cific questions adapted to the local context and interest. 
However, two semi-structured interview guides were 
designed to qualitatively explore the experiences and 
needs of key populations and CHWs during the crisis. 
Informed consent to participate was obtained from all of 
the participants in the study.

Each organization that participated in EPIC adapted 
the protocol with the assistance of a template defining 
its own objectives, the population(s) it wanted to survey, 
the general methodology (qualitative and/or quantita-
tive), and the recruitment and data collection methods. 
The most appropriate sampling strategy in the pandemic 
context in which the EPIC program was developed was to 
use convenience sampling. Each participating organiza-
tion received technical support from the Coalition PLUS 
research team to reach the largest sample size based on 
their specific characteristics, needs and target population. 
Quantitative data collection was conducted using Voxco, 
with training provided as needed to ensure standardized 
procedures and centralized data management. All quali-
tative interviews were administered by CHWs working 
with the local organization in each country or region or, 
when necessary, by a local consultant and were recorded 
either in person or via teleconference in the local lan-
guage, and later transcribed verbatim. In total 118 stud-
ies were conducted across 31 countries: 66 quantitative 
(n = 12,060 among KP or people living with HIV or peo-
ple living with HCV and n = 811 among CHWs) and 52 
qualitative (n = 766 among KP or people living with HIV 
or people living with HCV and n = 136 among CHWs). 
More details have been published elsewhere [11].

In Latin America, the EPIC program was implemented 
in seven countries: Argentina, Bolivia, Brazil, Colom-
bia, Guatemala, Peru, and Chile (Table  1). During the 
implementation process, each participating organization 
(n = 9) benefited from technical support from a refer-
ence person from the research department of Coalition 
PLUS and from spaces for sharing experiences with other 
organizations throughout the region to optimize imple-
mentation and promote the development of research and 

communication skills. Moreover, webinars, training ses-
sions, thematic meetings, and newsletters were organized 
and distributed by the Coalition PLUS community-based 
research department.

All data presented in this article come from descriptive 
analyses for the quantitative studies (frequencies), and 
thematic analyses for the qualitative studies.

Results
Access to healthcare during the health crisis
Corroborating other recently published studies [4, 14–
17], the results of the EPIC program in Latin America 
highlight the following key issues related to healthcare 
access during the health crisis:

1.	 Difficulties to access to healthcare in general and for 
PLWHIV

2.	 Arduousness to get antiretrovirals for those living 
with HIV

3.	 Poor access to prevention tools for key populations in 
different countries during the crisis

According to quantitative data collected in Colom-
bia, 20% of drug users perceived a decrease in access 
to prevention tools and/or services, 14% experienced a 
decrease in access to treatments, and 6% saw a decrease 
in access to harm reduction tools and/or services related 
to drug use. The closure of healthcare services was the 
main barrier to accessing prevention, diagnosis, and 
treatment for this population. Conversely, for migrants 
in this country, the lack of valid identification documents 
or visas or a COVID-19 vaccination card posed the most 
significantbarriers to receiving care at health centers.

In Peru, during the lockdown, dispensing medication 
to PLHIV was prioritized, which caused the neglect of 
prevention services. Data from Peru showed that 57% of 
MSM who were using daily or on-demand pre-exposure 
prophylaxis before the health crisis stopped taking it dur-
ing the lockdown, and 45% of them resumed taking it 
when the lockdown ended.

Difficulty in accessing healthcare services was also 
evident among sex workers in the qualitative study in 
Bolivia. In this regard, the closure of HIV testing cent-
ers and of the administration renewing the health card 
required to engage in sex work was one of the barriers 
to accessing sexual health services during the pandemic. 
The lack of money to pay for consultations or tests in 
private clinics and the fear of contracting COVID-19 
were other identified barriers. Community organiza-
tions played a key role in compensating for the closure 
of these services. One participant summarized it as fol-
lows:  “Throughout this COVID-19 pandemic, I haven’t 
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visited any hospital or anything like that because of the 
fear as well. But yes, at the Instituto para el Desarrollo 
humano IpDH, I have been able to call and consult” (cis-
gender woman, 32, Bolivia).

According to the results of another EPIC study in 
Colombia, healthcare for migrants during the COVID-19 
pandemic was scarce, as reported by the 53 interviewed 
migrants following qualitative guidelines, who stated that 
without a health card or documents required by the gov-
ernment, they did not receive care in healthcare centers.

Regarding access to antiretroviral treatment, in Chile, 
23% of the surveyed PLHIV reported having experienced 
difficulties accessing treatment, among which difficulties 
in traveling to the service (82%) and difficulties in renew-
ing medical prescriptions (46%) stood out. Of the par-
ticipants, 57% had reduced follow-ups with their doctors, 
11% had difficulties with the treatment because they were 
confined with people unaware of their seropositivity, and 
approximately 20% reported worse adherence to antiret-
roviral treatment since the beginning of the health crisis.

EPIC data also highlight the adaptability of certain 
healthcare services to address these access issues during 
times of crisis. In Chile, for example, the most reported 
adaptative solutions in the survey among PLHIV were 
(multiple answer question): dispensing antiretroviral 
treatments for an extended period (39%), reducing the 
frequency of HIV follow-up appointments (25%), and 
telemedicine consultations (33%). In Bolivia, telemedi-
cine was reported in the qualitative study as a facilita-
tor for receiving care or addressing urgent physical and 
mental health issues in male and female sex workers. 
This healthcare strategy was mainly carried out with 
known healthcare professionals or agents, without a prior 
appointment, and as a medical follow-up.

Discrimination, violence, and stigma
PLHIV and key populations continue to be discriminated 
against, stigmatized, and victims of various forms of vio-
lence today [9, 18–22]. Since the onset of the health crisis 
caused by COVID-19, various studies have shown that 
these problems have intensified [23–25], and the data 
from EPIC also support this trend.

In Peru, transgender women interviewed in the EPIC 
program experienced double economic discrimination 
during the pandemic. In addition to being excluded from 
formal and stable jobs as usual, they lost their sources of 
income and were not included in the list of vulnerable 
populations eligible to receive support packages from the 
government (economic or food). Additionally, they were 
victims of transphobia by the police within the context 
of mobility restrictions:  “Sometimes people said it was 
something authoritarian, the lockdown. The most talked-
about issue was on which day males had to go out and on 

which day females had to go out, so there was a lot of bul-
lying and discrimination. […] a police officer mocked a girl 
by making her do frog jumps; I want to be a man, I want to 
be a man. […] Discrimination against our community was 
very clear, especially against our transgender community” 
(transgender woman, 23, Peru).

In Argentina, during the pandemic, there was an 
increase in police violence, exacerbated by the lack of a 
legal framework guaranteeing the rights of sex work-
ers and regulating their activity. According to EPIC data 
on cisgender and transgender sex workers, 45% experi-
enced violence (physical, verbal, psychological, or sexual) 
by security forces during that period, and 77% reported 
that police violence had become more frequent since the 
onset of the pandemic. Furthermore, 34% reported an 
increase in the frequency of experiences of discrimina-
tion by healthcare workers.

Access to the COVID-19 vaccine was also a source of 
stigmatization for certain populations. In Chile, EPIC 
results showed that 60% of PLHIV had to disclose their 
serological status in some way to access it. The majority 
of people (67%) considered that having to disclose their 
serological status had negative consequences for them, 
citingin stigma (21%), discrimination (12%), and psycho-
logical violence (11%).

Other consequences of the pandemic
Beyond the issues of access to healthcare services and the 
discrimination, stigma, and violence experienced by key 
populations, EPIC data also highlight the economic con-
sequences of the pandemic and the impact on the quality 
of life and mental health of these populations, as noted in 
previously published literature [15, 24, 26–29].

In Guatemala, EPIC showed that 27% of surveyed 
MSM reported that their sexual quality of life had dete-
riorated slightly or greatly since the onset of the COVID-
19 pandemic. Additionally, 46% of respondents reported 
that their economic situation had deteriorated slightly 
or greatly since the beginning of the pandemic, and 19% 
reported that their general quality of life had deteriorated 
slightly or greatly since the onset of the pandemic. The 
impact on the key population’s mental health was signifi-
cant: 32% had mild anxiety symptoms and 28% had mod-
erate to high anxiety (generalized anxiety disorder scale 
[30]).

In Bolivia, sex workers interviewed using qualitative 
guidelines saw their economic needs exacerbated during 
the health crisis. The decrease in the number of clients 
and/or rates caused by the closure of public places and 
lockdowns even created difficulties related to access to 
food:
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“(...) well, no, there was no work [during the quaran-
tine], there wasn’t much, and all the girls were des-
perate, I think there were more girls than clients (...). 
Up to this day, there aren’t many clients, even with 
the raids [raids conducted by the police] now, it’s 
worse; clients are scared and don’t want to go to the 
venues. It’s all empty.
(...) And well, we’ve been economically affected (...), 
and you know debt and food don’t wait (...). They 
even kicked me out of the house. Now, I’m in another 
one (...) because I couldn’t pay the rent; we couldn’t 
even get to the market.”

The same situation was found in Brazil, where 81% of 
female sex workers reported loss of clients and decrease 
in income, with sex work being the only source of income 
for 68% of them.

Discussion
Encouraging community participation and alignment 
between health services and needs
From community experience and scientific evidence, 
community organizations have evinced that addressing 
the HIV epidemic requires both biomedical and social 
strategies to end inequalities and achieve HIV elimination 
by 2030 [10]. The results obtained within the framework 
of the EPIC community research program, primarily led 
by community organizations themselves, highlight the 
numerous negative consequences of the health crisis on 
vulnerable populations and, consequently, the short-
comings of national health systems in responding to the 
needs of these populations.

In EPIC data, many participants reported that assis-
tance received during the health crisis, including social, 
health, and economic, came from the community organi-
zations that reacted swiftly. From diverse realities and 
contexts, the community model approach proposes com-
bined strategies involving biomedical and community 
actions, establishing a high level of coordination with 
public institutions to ensure access to health systems 
through organizing actions and close collaborations with 
key populations [9, 10]. Thus, the complementarity of 
health systems is emphasized, with community organiza-
tions acting as the bridge between key populations and 
the national healthcare system, while highlighting the 
strategy of peers and community health workers and peer 
educators in their broad diversity. From the perspective 
that ensures human rights, it is also imperative to combat 
stigmatization and discrimination in the health sector, as 
well as among its professionals, especially related to HIV 
and key populations. In that sense, community-based 
organizations are well placed to train health professionals 
in order to sensibilize them to these issues.

The United Nations General Assembly’s Political Dec-
laration on HIV reinforces this idea by affirming that 
community-led organizations should be responsible 
for at least “30% of testing and treatment services. This 
includes ‘HIV screening tests, connections to service 
providers and education related to treatment and thera-
peutic regimen adherence.’” It adds that they should also 
manage “80% of HIV prevention services for populations 
at high risk of infection, including women” by 2025.

As illustrated by the EPIC results discussed above, 
public policies should emphasize guaranteeing and facili-
tating universal access to health services and HIV and 
sexually transmitted infections prevention methods, 
including for migrants. Moreover, some of these ser-
vices should be provided at the community level as part 
of the effort to reduce inequality and improve living and 
health conditions for vulnerable populations. Therefore, 
it is vital to strengthen community services closer to key 
populations and establish an emergency plan to maintain 
a minimum health and prevention service during crises.

Limitations.
The pandemic context may have limited some straight-

forward questions, such as difficulties in obtaining ethi-
cal committee approval, as these committees halted 
their activities. Additionally, challenges in accessing 
the field arose as waves of COVID-19 led to new lock-
downs, resulting in data collection being extended over 
time. This had some effects on the analysis, even though 
adjustments were made, such as incorporating changes 
in types of lockdowns and public health regulations to 
reduce biases. The autonomy given to each community-
based organization to choose their scope and methods 
made it impossible to conduct a comprehensive global 
analysis of the quantitative data. Regarding the qualita-
tive aspect, the fact that some of the CHWs conducting 
the interviews were doing so for the first time impacted 
the quality of the interviews, and the data may not have 
allowed for an in-depth analysis.

Conclusion
As a public health problem, the COVID-19 pandemic 
has challenged decades of progress toward achieving 
the SDGs by disrupting essential health services, halting 
progress toward universal health coverage, and hamper-
ing progress toward eliminating HIV/AIDS. Based on the 
results of the EPIC program, it is clear that national health 
systems still require work and effort to achieve the SDGs. 
In the regional agenda, addressing access to healthcare in 
vulnerable populations, defending human rights, com-
bating stigma and discrimination against PLHIV and key 
populations, and mitigating the negative health, social, 
and economic consequences left by the social-sanitary 
crisis must be prioritized. It is indispensable to increase 
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the participation of civil society and communities in pol-
icy formulation and in the evaluation process related to 
health in all policies in order to reduce health inequities 
[7] ( given the comparative advantage of community-led 
HIV responses [31]). Furthermore, to adopt policies that 
allow for the sustainable financing of integrated people-
centered community responses through various public 
financing mechanisms [32]. Finally, given the experiences 
and capacities at the community level related to address-
ing health crisis situations, strengthening communica-
tion and social mobilization capacities in the context of 
epidemic outbreaks is key to the success of the response 
[33, 34]. The incorporation of socio-cultural aspects, as 
well as the challenges or facilitators of implementing 
strategies in the most vulnerable populations, can quickly 
contribute to the response and actions of governments in 
facing such health emergencies.

To achieve this, community systems and models are 
essential. Community response during the crisis through 
concrete actions (e.g., community distribution of antiretro-
virals, social and psychological support to vulnerable pop-
ulations, development of telemedicine, and so on) along 
with the involvement of community health workers and 
peer educators in community research projects like EPIC, 
demonstrate that they can efficiently contribute to improv-
ing population health in times of crisis. Those responsible 
for policy formation and implementation must promote 
and institutionalize community participation both at the 
level of healthcare services and in scientific research.
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