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FOREWORD 

 
One of the greatest challenges in sub-Saharan Africa this decade has been the HIV/AIDS 
scourge.  The World Health Organization and the Joint United Nations Programme on 
HIV/AIDS estimate that as at the end of 2000 over 25 million adults and children were 
living with HIV/AIDS and more than 16million adults and children had died of AIDS in 
the Region.  Indeed the 1999 World Health Report indicated that AIDS has become the 
leading cause of adult mortality and burden of disease in sub-Saharan Africa. 
 
Information on the burden and trends of HIV/AIDS has been available as a result of the 
epidemiological surveillance systems put in place in the mid-eighties by countries, with 
the active support of the World Health Organization.  The World Health Organization 
Regional Office for Africa (WHO/AFRO) places a high priority on improved HIV/AIDS 
epidemiological surveillance systems.  Indeed these systems are required to generate 
information for the planning, allocation of resources, implementation, monitoring and 
evaluation of HIV/AIDS/STI prevention programmes.  The Regional Office will continue 
to provide technical leadership and support in this area for countries in the Region. 
   
One of the primary tasks of WHO AFRO is to foster the exchange and sharing of 
information and to reinforce collaboration between all countries in the Region and our 
international partners.  This report – the HIV Surveillance Report for Africa, 2000 - is a 
step in that direction. It is my belief that all those who read this report will be galvanized 
in going the extra mile in our collective efforts to fight this menace of our times. 
 
I wish to acknowledge the close collaboration between WHO/AFRO and the United 
States Centers for Disease Control and Prevent ion in the preparation of this report. I also 
acknowledge the contributions of the United States Census Bureau and Family Health 
International. But of course the greatest recognition must go to the many hundreds of 
individuals working in countries in the Region who have been involved in setting up the 
surveillance systems and gathering the data. I commend their enthusiasm and hard work. 
 
The HIV/AIDS burden in our Region is huge. The challenges facing us are tremendous.  
Let us all rally together to fight HIV/AIDS and all its ramifications.   
 
 
 
DR. EBRAHIM M. SAMBA 
REGIONAL DIRECTOR 
WHO REGIONAL OFFICE FOR AFRICA 
 
HARARE 
NOVEMBER 2001 
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EXECUTIVE SUMMARY: 
   
The World Health Organization has been collaborating with countries and international 
partners in the efforts to strengthen HIV/AIDS and STI surveillance systems in the 
African Region.  These systems have yielded essential information for monitoring trends 
in the HIV/AIDS epidemic, and for planning and monitoring the response to the 
epidemic.  The World Health Organization Regional Office for Africa (WHO/AFRO) has 
compiled information on these systems and the information generated into this "HIV 
Surveillance Report for Africa, 2000", the first technical report of its kind for the WHO 
African Region. 
 
The "HIV Surveillance Report for Africa, 2000" consists of three parts. The first part 
describes the existing HIV/AIDS and STI surveillance systems and presents an overview 
of the HIV/AIDS situation and trends in the Region. The second part consists, for each 
country, of an analytic description of HIV/AIDS and STI surveillance systems and the 
HIV/AIDS situation and trends. The third part presents regional summaries on the 
conduct of HIV sentinel surveillance in pregnant women attending antenatal clinics 
(ANC attendees), behavioural surveillance, AIDS case definitions, reported AIDS cases 
and estimates of adult HIV prevalence. 
 
The report is expected to, among others, provide a description of the HIV/AIDS and STI 
situation and trends in the Region, serve as a description of existing HIV/AIDS/STI 
epidemiological surveillance systems in the Region, and serve as a technical support tool 
for advocacy and contribute to the strengthening and scaling-up of interventions for 
HIV/AIDS and STI prevention and care, and of systems for surveillance, monitoring and 
evaluation. 
 
About 70% of the countries in the region are implementing HIV sentinel surveillance 
systems with pregnant women attending antenatal care clinics (ANC attendees) being the 
main sentinel population. Unlinked anonymous procedures are used to collect and test 
samples. Major constraints to implementing these systems include insufficient allocation 
of national funding and over-reliance on external funding, inadequate training of health 
staff, lack of field and laboratory quality control mechanisms, lack of involvement of the 
districts where data is collected in the analysis, and limited dissemination of sentinel data. 
While countries have attempted to reach wide geographic coverage, most sentinel sites 
remain located in urban areas resulting in under-representation of rural areas. HIV 
sentinel surveillance data has helped to map the epidemic and monitor HIV infection 
trends in countries in the region as well as serving as an advocacy tool. However, these 
systems have not been able to explain the trends seen. 
 
In the early stages of the epidemic, extensive studies were conducted in core transmitters 
and bridging populations. A few countries conducted population-based surveys. 
However, these have not been sustained with time. While behavioural surveillance 
provides information to help explain trends in HIV prevalence, and to design and 
evaluate programmes, experience with behavioural surveillance is still limited in the 
Region. 
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STI surveillance systems in the Region remain weak and have failed to provide a clear 
epidemiological picture of the STI situation. Similarly, AIDS case reporting remains 
weak and suffer from gross under-recognition and under-reporting. It is estimated that 
less than 5 - 10% of the AIDS cases occurring in the Region are reported. 
 
While on the whole the region has one of the best systems for tracking the HIV/AIDS 
epidemic in the world, about a third of countries in the region have “poor or non-
functioning” systems.  
 
As at the end of 2000, about  70% of the world’s total number of persons living with 
HIV/AIDS were in sub-Saharan Africa.  With about 10% of the world total population, 
sub-Saharan Africa had an estimated 25.3 million adults and children living with 
HIV/AIDS, out of the world total of 36.1 million. Of these, 13.3 million were women and 
1.1 million were children aged 0 – 14 years.  
 
Sub-Saharan Africa has both HIV- 1 and HIV-2 with HIV-1 being the most predominant, 
accounting for about 99% of the total HIV infections.  HIV-2 is primarily found in West 
Africa. The largest proportions of HIV-1 subtypes in 2000 were due to subtypes C and A 
strains. The main mode of HIV transmission in the Region is heterosexual, accounting for 
over 80% of all new infections. 
 
The impact of HIV/AIDS is already felt in the Region. In several African countries AIDS 
has become the leading cause of death in adults in several countries in the Region. It is 
estimated that since the beginning of the epidemic, 16.4 million out of the global total of 
21.8 million adult and child deaths due to AIDS have occurred in the African Region. In 
2000 alone, an estimated 2.4 million out of the global total of 3.0 million adult and child 
deaths occurred in the region. Over 90% of the world’s AIDS orphans are in the African 
region. It was estimated that there were 12 million AIDS orphans as at the end of 1999. 
 
While there is scanty information on the status and trends of STIs in the Region, it was 
estimated that of the 340 million new curable STI cases occurred globally in 1999, 69 
million were in Africa.  
 
Although the epidemic continues to worsen in many countries in the Region, there is 
evidence to show that HIV prevalence rates have declined in a few countries in the 
region, particularly in Uganda and Zambia, with behavioural change being the most 
likely explanation for the trends seen.  There are also a couple of countries, particularly 
Senegal, where HIV prevalence has been kept at low rates. 
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Countries in the Region are adopting second generation HIV surveillance as a means to 
improve their HIV/AIDS and STI surveillance systems. Second generation HIV 
surveillance integrates biological surveillance (HIV surveillance and AIDS case 
reporting) with risk surveillance (behavioural and STI surveillance) and looks at new 
methodologies and improved ways of utilizing HIV epidemiological data. WHO, 
UNAIDS, CDC and other international partners will continue to provide technical, 
financial and logistic support to countries for the implementation of second generation 
HIV surveillance, while at the same time advocating for national governments to allocate 
more resources for HIV/AIDS and STI surveillance.  For it is only through partnerships 
and collective efforts that the existing systems be improved to yield more useful 
information for monitoring the HIV epidemic and the national response. 
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1.0 Introduction: 
   
The World Health Organization has been collaborating with countries and international 
partners in the efforts to strengthen HIV/AIDS and STI surveillance systems in the 
African Region.  These systems have yielded essential information for monitoring trends 
in the HIV/AIDS epidemic, and for planning and monitoring the response to the epidemic 
in countries. The data generated from these systems have been regularly reported by the 
forty-six Member States to the World Health Organization Regional Office for Africa 
(WHO/AFRO). The country reports have been consolidated into a database and analyzed 
to monitor trends in the HIV/AIDS epidemic in the region. In addition, WHO/AFRO has, 
through its collaboration with Member States and other partners, gathered information on 
the status of HIV/AIDS and STI surveillance systems in the region.  These pieces of 
information have been compiled into this "HIV Surveillance Report for Africa, 2000", the 
first technical report of its kind for the WHO African Region. 
 
The "HIV Surveillance Report for Africa, 2000" consists of three parts. The first part 
describes the existing HIV/AIDS and STI surveillance systems and presents an overview 
of the HIV/AIDS situation and trends in the Region. The second part consists, for each 
country, of an analytic description of HIV/AIDS and STI surveillance systems and the 
HIV/AIDS situation and trends. The third part presents regional summaries on the 
conduct of HIV sentinel surveillance in pregnant women attending antenatal clinics 
(ANC attendees), behavioural surveillance, AIDS case definitions, estimates of adult HIV 
prevalence, reported AIDS cases and distribution of HIV-1 sub-types in the region. 
 
The report is targeted primarily at Ministries of Health, United Nations agencies, and 
international development partners and is expected to: 
 

• Provide a description of the HIV/AIDS and STI situation and trends in the 
Region.  

• Serve as a description of existing HIV/AIDS/STI epidemiological surveillance 
systems in the Region. 

•  Assist in identifying the strengths and weaknesses of the existing epidemiological 
surveillance systems in the region. 

• Identify specific areas that need additional technical support for strengthening 
existing HIV/AIDS and STI surveillance systems. 

• Serve as a technical support tool for advocacy and contribute to the development 
of policies for HIV/AIDS and STI Prevention and Care, Surveillance, Monitoring 
and Evaluation. 

• Encourage countries to submit regular reports to WHO/AFRO. 
 
It is envisaged that this surveillance report will be updated and published every two 
years. 
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2.0 Methods: 
 
The compilation of this surveillance report involved a critical review of relevant 
documents such as country specific HIV/AIDS/STI surveillance reports, country specific 
UNAIDS/WHO Epidemiological Fact Sheets on HIV/AIDS and STIs, WHO/AFRO 
country mission reports on HIV/AIDS/STI surveillance systems, UNAIDS/WHO Report 
on the Global HIV/AIDS epidemic and to a limited extent scientific articles. Information 
contained in the WHO/AFRO database and the database of the US Census Bureau for 
HIV/AIDS was extensively used. 
 
The preparation of country profiles involved assessments of whether individual countries 
had functional systems HIV surveillance, behavioural surveillance, and STI surveillance, 
and systems for monitoring impact. Impact monitoring was restricted to only AIDS cases, 
AIDS-related mortality and AIDS orphans. For each of the systems, technical issues 
assessed included; presence of guidelines, training of health workers, supervision, 
analysis, dissemination and utilization of data. Specifically for HIV surveillance, 
countries were assessed on whether they have an established HIV sentinel surveillance 
system among ANC attendees and among other appropriate subpopulations. The 
frequency of surveys, sample sizes, sampling period, sentinel sites, consistency in the use 
of sites, methods used to collect and test samples, quality control procedures and 
conformity to WHO guidelines were assessed. The extent to which the results of HIV 
sentinel surveys had been validated by population-based surveys  was also ascertained. 
 
Regarding behavioural surveillance, the assessment included the years in which the 
survey(s) were done, study areas, frequency of surveys, protocol used and indicators 
measured. In countries where demographic health surveys had been done, an assessment 
of whether the surveys included an HIV/AIDS module or not was done. 
 
For STI surveillance, countries were assessed on whether they have systems for 
monitoring STI prevalence, STI case reporting, etiologies of STI syndromes and anti-
microbial sensitivity patterns. With regards to STI case reporting, an assessment on 
whether it is integrated into the general disease surveillance or not was done and whether 
reporting was based on syndromes or etiologies. The syndromes monitored were 
described and their utility for surveillance purposes indicated. In the case of 
surveys/studies on STI prevalence, monitoring of etiologies for STI syndromes and anti-
microbial sensitivity patterns, an indication of the period in which there were conducted, 
frequency, study areas and methods used was made.  
 
Countries were assessed on whether AIDS case surveillance is integrated into the general 
disease surveillance or not. In instances, where AIDS case reporting requires serology, 
adequacy of testing reagents, infrastructure of laboratory services and quality control 
procedures were assessed. Countries were also assessed on whether they have AIDS case 
surveillance guidelines, training and supervision programmes for health workers, and 
systems for monitoring AIDS deaths and AIDS orphans.  
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For each country, an epidemiological profile consisting of HIV prevalence estimates, 
HIV prevalence in ANC attendees and special groups, behavioural data, STI incidence 
and prevalence, AIDS cases and impact was constructed. 
3.0 Overview of HIV/AIDS and STI Surveillance Systems in the WHO African  

Region: 
 
3.1 HIV Surveillance: 
 
3.1.1 HIV Sentinel Surveillance in Pregnant Women Attending Ante-Natal Clinics: 
 
HIV sentinel surveillance systems were established in the early 1980s. About 70% of the 
countries in the region are implementing HIV sentinel surveillance systems with pregnant 
women attending antenatal care clinics (ANC attendees) being the main sentinel 
population. This is because pregnant women are sexually active, constitute an easily 
definable, accessible and stable population, and are fairly likely to be representative of 
the general population. Other sentinel populations that have been used are STI clinic 
attendees and TB patients. Surveys are conducted once a year or once every two years. 
Unlinked anonymous procedures are used to collect and test samples. While some 
countries are testing samples for presence of HIV antibodies at a Central 
Public/Reference laboratory, others have decentralized the testing. The analysis of 
sentinel data in most countries is done at national level and the results published in 
technical reports.  
 
Most HIV sentinel surveillance activities have been funded by donors with very little 
input by the central government.  This has resulted in the cessation of the system when 
donor funding has been withdrawn. Other major constraints include inadequate training 
of health staff, lack of field and laboratory quality control mechanisms, lack of 
involvement of the districts where data is collected in the analysis, and limited 
dissemination of sentinel data. While countries have attempted to reach wide geographic 
coverage, most sentinel sites remain located in urban areas resulting in under-
representation of rural areas. Sentinel sites have not been consistently used over the years 
to facilitate the monitoring of HIV prevalence trends at these sites. Some systems have 
also not adequately addressed technical issues related to sampling and sample sizes, 
methodology of collecting blood samples, and laboratory testing procedures.  
 
HIV sentinel surveillance data has helped to map the epidemic and monitor HIV infection 
trends in countries in the region as well as serving as an advocacy tool. To some extent, 
countries have used sentinel data to plan and evaluate HIV interventions.  
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While sentinel surveillance may help to map and determine levels of infection, it does 
little to explain the trends seen, hence the recent move to the implementation of second 
generation HIV surveillance. Sentinel surveillance among ANC attendees has an inherent 
weakness of selection bias as it exclusively selects pregnant women who attend antenatal 
clinics, hence raising questions on representativeness with respect to the general 
population. The system excludes men, women with infertility, women using 
contraceptives, women who have adopted safer sexual behaviours such as use of 
condoms, and pregnant women who do not attend antenatal clinics or those who do not 
go to the public sector clinics where most sentinel sites are located.  
 
Countries are being encouraged to strengthen the existing HIV sentinel surveillance 
systems by addressing the identified technical issues, increasing funding for HIV sentinel 
surveillance activities, linking the system with behavioural surveillance, calibrating and 
complementing the systems with periodic population based HIV prevalence surveys in 
catchment areas of selected sentinel sites.  
 
3.1.2 HIV Surveillance in Special Groups: 
 
Special groups are defined as subpopulations whose behaviours make them vulnerable to 
HIV and or promote the spread of HIV. These comprise on the one hand “high-risk” 
groups like sex workers and on the other hand “bridging” populations like long distance 
truck drivers, STI patients, youth, prisoners and migrants. STI clinic attendees have been 
the most studied special group in the region. Unlinked anonymous procedures have been 
used to collect and test samples for HIV from STI patients. Some countries in the Region 
monitored extensively HIV prevalence among sex workers in the 1980s. Since then, 
surveys among sex workers and other special groups have tended to be irregular. Some 
countries have utilized data from these studies to put in place HIV/AIDS/STI prevention 
and care interventions targeting special groups.   
 
Studies conducted in some countries in the Region show that there is substantial sexual 
mixing between special groups and the general population. Therefore, HIV infections in 
these special groups have a bearing on HIV spread in the general population. HIV 
prevalence trends and sexual behaviours of these groups need to be clearly understood in 
order to design appropriate interventions. HIV surveillance among special groups is a 
component of second generation HIV surveillance that countries are being encouraged to 
implement. 
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3.1.3 Population-Based HIV Prevalence Surveys: 
 
At the beginning of the epidemic 6 countries in the Region conducted nationwide HIV 
prevalence surveys to determine the distribution of HIV and the magnitude of the 
HIV/AIDS in their respective countries. Data generated from these surveys was used for 
advocacy, planning interventions and mobilising financial and human resources to 
manage the epidemic. National based surveys can provide some of the answers to the 
questions raised about the representativeness of ANC HIV sentinel data. However, they 
are very expensive to execute and are therefore not recommended for ‘routine’ 
surveillance of HIV.  
 
Only four countries (Zambia, Uganda, Rwanda and Tanzania) in the region have 
conducted population based HIV Prevalence surveys in the catchment areas of HIV 
sentinel sites. Zambia conducted one survey in 1995 and a repeat survey in 1998. The 
surveys in Uganda were conducted in 1992 and 1994/1995 but in two different areas. The 
survey in Rwanda was conducted in catchment areas of five sentinel sites in 1997. The 
Tanzania study was part of another population-based research that was going on in the 
study area to monitor the dynamics of HIV infection in 1990-1991. Voluntary 
anonymous procedures were used in these surveys. In the case of Rwanda and Uganda, 
filter paper method was used while in Zambia, saliva specimens were used. In Tanzania, 
venous blood was used.  
 
Population based HIV prevalence surveys in catchment areas of ANC HIV sentinel sites 
are helpful in indicating possible sources of bias in ANC based sentinel data. Population 
based surveys can be used to calibrate and validate ANC based sentinel data. While they 
can be expensive, population-based surveys are relatively cheaper than nation wide 
surveys. The cost of population-based surveys can be reduced if the surveys are 
conducted in selected sites every 3-5 years. 
 
3.2 Behavioural Surveillance: 
 
Behavioural data serve as an early warning system, provide information to guide 
programme design, help evaluate programmes and explain changes in HIV prevalence. 
Few countries (15) in the region have conducted behavioural surveillance surveys (BSS). 
Countries have used the WHO/GPA protocol to measure prevention indicators or the 
Family Health International protocol to monitor trends in behaviour among the general 
population and special groups (youth, sex workers, long distance truck drivers, migrants). 
At the beginning of the epidemic, a number of countries conducted national Knowledge 
Attitude Beliefs and Practices (KABP) surveys. However, these surveys were found not 
to be sustainable. Other behavioural surveys have been conducted in many countries in 
the region but these studies have tended to be uncoordinated and different questions have 
been asked hence making comparison of data not possible within and between countries. 
It has also not been possible to link the findings of these studies with data accruing from 
HIV surveillance systems. Lack of technical skills and financial resources are major 
constraints to conducting behavioural surveillance in most countries in the Region. 
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Behavioural surveillance consists of repeated cross-sectional behavioural surveys in 
selected populations or in the general population over time. Behavioural surveillance is 
designed to monitor trends in behavioural indicators. The use of a standardized protocol 
is crucial in achieving high quality data and results. It is expected that all countries in the 
region will adopt and implement second generation HIV surveillance that integrates 
behavioural surveillance into the existing HIV/AIDS/STI surveillance activities. It is also 
hoped that all countries will include an HIV/AIDS module into the Demographic and 
Health Surveys (DHS). These surveys are regularly conducted in countries and can 
provide a wealth of information on behaviours. 
 
3.3 STI Surveillance: 
  
STI case reporting in the Region is based on a mixture of syndromic and etiological 
diagnoses. Although most countries have adopted the syndromic approach to managing 
STI cases, STI syndromes have been incorporated into surveillance forms in only a few 
countries. In some countries, STI case reporting is integrated into the general disease 
surveillance system while in others the reporting is done through a vertical programme.  
Most countries in the region do not have systems for monitoring STI prevalence, 
aetiologies of STI syndromes and anti-microbial sensitivity patterns.  
 
A few countries compile, analyze and report syphilis prevalence in women attending 
antenatal clinics during the period when HIV sentinel surveys are being conducted. 
Syphilis screening among pregnant women is done routinely in most countries but 
syphilis serology results are rarely compiled and analyzed.  
 
The passive system for STI case reporting in several countries has led to considerable 
under-reporting of STI cases in the Region.  Under-reporting has mainly been due to lack 
of clear national guidelines, lack of commitment and feedback, use of an excessively long 
list of notifiable diseases, concerns about confidentiality, provision of treatment by the 
informal sector and the asymptomatic nature of some STIs. On the whole, the existing 
STI surveillance systems have failed to provide a clear epidemiological picture of the STI 
situation and thus have offered limited information for planning, implementing and 
eventually evaluating STI and HIV programmes.  
 
An STI surveillance system acts as an early warning system in low level epidemics, 
allowing for interventions to be put in place early enough. In mature epidemics, the STI 
surveillance system acts as one of the evaluation tools as well as an early warning system. 
Data on annual STI cases, STI incidence and prevalence is useful in estimating drug and 
laboratory requirements. Results of studies monitoring etiologies for STI syndromes and 
anti-microbial sensitivity patterns are essential in the development and review of STI 
treatment guidelines. 
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It is expected that the Integrated Disease Surveillance (IDS) Strategy that has been 
adopted by countries in the region will improve STI case surveillance. Countries will be 
expected to report STI cases through the routine reporting system and select STI sentinel 
reporting sites where detailed information can be reported. Considering the usefulness of 
STI prevalence data and studies for monitoring etiologies for STI syndromes and anti-
microbial sensitivity patterns, countries in the Region will be encouraged to institute 
these components of STI surveillance. 
 
3.4 AIDS Surveillance and Impact Monitoring: 
 
All countries in the region have established systems for AIDS reporting. AIDS 
surveillance has mainly involved passive reporting of AIDS cases mainly from public 
sector health facilities. The majority of the countries are using a modified form of the 
WHO Bangui clinical case definition or the WHO expanded case definition both of 
which require HIV serology. In many countries, however, the application of these 
definitions has not been consistent due to inadequacy of HIV testing reagents, poor 
laboratory infrastructure, lack of training of health personnel and lack of quality control 
procedures. Because AIDS case reporting is based on utilization of health services, there 
is a lot of under-recognition and under-reporting. There is a wide variation in the quality 
and completeness of AIDS case reporting in the African region. It is estimated that only 5 
-10% of AIDS cases are reported, making the utility of the information limited. Very few 
countries have systems in place for tracking AIDS deaths. Almost all countries in the 
region do not have systems in place to monitor the numbers of AIDS orphans. 
 
Despite the on-going debate on the utility of AIDS case reporting, data on AIDS cases 
and deaths remain important for advocacy and providing information on the demographic 
and geographic characteristics of the populations affected, and can be used for short-term 
planning for drugs, laboratory facilities and other services for care of persons living with 
AIDS. 
 
While few countries have conducted field assessments to ascertain the number of AIDS 
orphans, the majority of countries depend on estimations using computer models to 
quantify the burden of this impact. 
 
It is envisaged that the IDS strategy will improve reporting of AIDS cases in the Region. 
Countries are expected to report AIDS cases through the routine disease surveillance 
system. AIDS sentinel sites will be set up to enable collection of detailed information on 
AIDS cases that cannot be obtained through the integrated disease surveillance system. 
Countries will also be encouraged to incorporate monitoring of AIDS deaths and numbers 
of AIDS orphans into national HIV/AIDS surveillance systems. 
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3.5 Data Management, Utilization and Dissemination 
 
Analysis of data accruing from surveillance of HIV, AIDS cases, STIs and behavioural 
surveillance has largely been occurring at the national level with limited involvement of 
district and regional levels. Lack of involvement of people who collect data in the 
districts/regions has contributed to low utilization of the surveillance data and decreased 
sense of ownership. Due to lack of appropriate tools and technical skills, few countries 
have attempted to calculate national HIV prevalence estimates using ANC HIV sentinel 
surveillance data. Some countries also lack software and hardware for analyzing and 
disseminating HIV/AIDS/STI surveillance data. In some countries, staff at national level do not 
prepare regular reports on the HIV/AIDS and STI situation and little feedback is sent to 
lower levels. In some cases when the reports are prepared, the various categories of 
stakeholders are not taken into consideration; countries have tended to produce only 
technical reports that may not be understood by non-medical personnel. Due to financial 
constraints, some countries have also tended to print few copies of the reports. Very few 
countries have attempted to produce summaries of surveillance data for policy makers 
and the general public in simplified reports. Only few countries organize meetings and 
seminars to disseminate surveillance data. Poor dissemination of data has contributed to 
low utilization of surveillance data and little appreciation that HIV/AIDS/STI 
surveillance systems are crucial components of HIV prevention and care.     
 
3.6 Way Forward: 
 
Experiences in implementing HIV/AIDS and surveillance in the Region have been varied 
in the Region.  The results of an assessment of the quality of HIV surveillance in the 
Region using criteria like frequency and timeliness of surveys, appropriateness of sentinel 
populations, consistency in the use of sites and geographic coverage done in 2000 by 
WHO and UNAIDS are shown in Figure 1. While several countries were found to have 
“high quality” HIV sentinel surveillance systems, there were more than ten countries that 
had “poor or non-functioning” systems. This situation needs to be improved. 
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Fig. 1:    Quality of HIV Surveillance Systems in 
AFRO Countries

Fully implemented systems

Incomplete systems

Poor or non-functioning systems

Included in the US LIFE Initiative

Outside AFRO

 
 
 
As the HIV/AIDS epidemic continues to spread around the world, it has become apparent 
that the epidemic does not follow the same course in countries. This creates the need, 
more than ever, for thorough understanding of the nature of each country’s epidemic. 
Current surveillance systems are unable to do this, hence, the need for implementing 
second generation HIV surveillance. Second generation HIV surveillance is an improved 
way of monitoring the HIV/AIDS epidemic. The system does not propose any radical 
change; rather it seeks to provide a better understanding of the dynamics of the epidemic 
by building on the lessons learnt from implementing HIV/AIDS/STI surveillance systems 
in the first decade of the epidemic as well as attempting to capture the diversity of the 
epidemic.  
 
Second generation HIV surveillance integrates biological surveillance (HIV surveillance 
and AIDS case reporting) with risk surveillance (behavioural and STI surveillance) and 
looks at new methodologies and improved ways of utilizing HIV epidemiological data. 
WHO, UNAIDS, CDC and other international partners are supporting countries to 
implement second generation HIV surveillance.  
 
Most countries in the Region are experiencing generalized epidemics. WHO, CDC and 
other international partners will assist countries to implement the following core elements 
of second generation HIV surveillance: 
 

• Sentinel HIV surveillance among pregnant women in both urban and rural 
settings 

• Cross-sectional surveys of behaviour in the general population 
• Cross-sectional surveys of behaviour among young people 
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• HIV and behavioural surveillance in sub-populations with high-risk behaviour 
• Collection and analysis of data on morbidity and mortality 

 
Countries experiencing low-level epidemics will be supported to implement the following 
components of second generation HIV surveillance: 
 

• Cross-sectional surveys of behaviour in sub-populations with risk behaviour  
• Surveillance of STIs and other biological markers of risk 
• HIV surveillance in sub-populations at risk 
• HIV and AIDS case reporting 
• Tracking of HIV in donated blood 

 
4.0 HIV/AIDS/STI Situation and Trends in the African Region: 
 
4.1 HIV Prevalence Estimates: 
 
As at the end of 2000, about 70% of the world’s total number of persons living with 
HIV/AIDS were in sub-Saharan Africa.  With a population of about 10% of the world 
total, sub-Saharan Africa had an estimated 25.3 million adults and children living with 
HIV/AIDS, out of the world total of 36.1 million at the end of 2000. Of these, 13.3 
million were women and 1.1 million were children aged 0 – 14 years.  Southern Africa 
(South Africa, Botswana, Zimbabwe, Malawi, Lesotho, Swaziland, Namibia and 
Mozambique), which experienced an exponential spread of HIV in the mid 1990s 
accounted for 38.3% of all the infections on the continent in 1999.  Seven countries in 
Eastern/Central Africa (Uganda, Kenya, Tanzania, Ethiopia, Rwanda, Cameroon and 
Democratic Republic of Congo) contributed almost a similar proportion (37.8%) of HIV 
infections.  Four West African countries (Nigeria, Ghana, Cote d’Ivoire and Burkina 
Faso) contributed another 16.9% of the infections. The four largest countries in the 
Region – Democratic Republic of Congo, Ethiopia, Nigeria and South Africa, have 
contributed more than 40% of the infections. 
 
The spread of HIV in sub-Saharan Africa has exceeded all predictions. Estimates in 1991 
predicted that in sub-Saharan Africa, by the end of the decade, 9 million people would be 
infected and 5 million would have died.  The 2000 figures indicate that this projection 
was a three-fold under-estimation. In 1982 nowhere in the region was HIV prevalence in 
adults more than 2.0%.  By 1987, the epidemic was well established in East and Central 
Africa with prevalence rates between 5 and 10% in some countries. By 1992, HIV 
prevalence rates had started rising in both West and Southern Africa. However, the rapid 
rate of increase that was initially associated with the East African epidemic, and the 
explosive increase that has characterized the epidemic in Southern Africa has not been 
seen in West Africa. 
 
Figure 2 shows the spread of HIV in the Region between 1984 and 1999. 
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Sub-Saharan Africa has both HIV- 1 and HIV-2 with HIV-1 being the most predominant.  
HIV-1 accounts for about 99% of the total HIV infections.  HIV-2 is primarily found in 
West Africa.  Very few HIV-2 infections have been isolated elsewhere in Africa, 
particularly in Angola and Mozambique.  HIV-1 is more transmissible than HIV-2; the 
likelihood of transmission of HIV-1 through the heterosexual route is estimated to be 
three times higher per exposure than for HIV-2. Peri-natal transmission rates of HIV-2 
are also significantly lower than for those of HIV-1 (4% versus 25 – 35%). 
 
The distribution of HIV-1 subtypes in the Region is shown in Figure 3. The largest 
proportion of HIV-1 subtypes in 2000 were due to subtypes C and A strains. 
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Fig. 3 Proportion of HIV-1 Env Subtypes in 
Africa, 2000 (%)

 
Source: WHO-UNAIDS network for HIV Isolation and Characterization, 2000 

 
4.2 HIV Prevalence in Pregnant Women Attending Ante-Natal Clinics 
 
HIV prevalence among pregnant women attending antenatal care clinics (ANC attendees) 
continues to rise in several countries in the Region. Countries in Southern Africa have the 
highest HIV prevalence among ANC attendees ranging from 20% to 35% in 2000. HIV 
infection rates increased sharply from 18.1% in 1992 to 38.9% in 2000 in Botswana, 
from 0.7% in 1990 to 24.5% in 2000 in South Africa, 3.9% in 1992 to 34.2% in 2000 in 
Swaziland, and from 27.4% in 1997 to 36.1% in 2000 in Zimbabwe. However, in Malawi 
and Zambia where the HIV epidemic appears to have started earlier, HIV prevalence 
rates seem to have reached a plateau. In Malawi, HIV infection rates increased from 3.2% 
in 1986 to 30.2% in 1993 and rates have remained around this figure since then. 
Similarly, in Lusaka, Zambia, HIV prevalence rates more than doubled from 8% in 1985 
to 25% in 1990, and have remained between 20% and 25% since then.  
 
Some sites in these Southern Africa countries have HIV infection rates exceeding 40%. 
In Francistown in Botswana, HIV prevalence in pregnant women increased from 32% in 
1993 to 44% in 2000.   In Selibi-Phikwe in Botswana, HIV prevalence almost doubled 
from 27% in 1994 to 50.3% in 2000. In Chiredzi in Zimbabwe, HIV prevalence increased 
from 39.7% in 1991 to 70.7% in 2000.  
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HIV prevalence among ANC attendees in most of the Central and Eastern Africa 
countries are below 20%. In Bujumbura, Burundi, HIV prevalence increased from 14.7% 
in 1986 to 19.8% in 1998, and in Brazzaville, Congo, from 7% in 1990 to 14% in 2000. 
In Nairobi, Kenya, HIV prevalence increased from 2.7% in 1987 to 22% in 1994. 
Declines of more than fifty percent have been observed in urban sites in Uganda. In 
Kampala, Uganda, HIV prevalence has gone down from about 30% in 1992 to 11.2% in 
2000. 
 
Countries in West Africa relatively have lower rates than countries in Southern and 
Central/Eastern Africa with most of the countries having HIV prevalence of less 5%. 
However, HIV infection trends in most of the Western African countries are on the 
increase with the exception of a few countries like Senegal where prevalence has 
remained stable between 1% and 2%. In Nigeria, HIV prevalence increased from 1.8% in 
1991 to 5.4% in 1999. In Cotonou, Benin, HIV prevalence increased from 0.7% in 1988 
to 2.1-5.4% in 1995. Overall HIV prevalence among ANC attendees in Cote d’Ivoire was 
8.3% in 2000.  
 
Trends in HIV prevalence in selected cities in the Region are shown in Figure 4. 
 
Figure 4: HIV Prevalence Among ANC Attendees in Selected Cities, African Region  
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4.2.1 HIV Prevalence Among Young ANC Attendees: 
 
HIV infections tend to spread into young age groups a few years after the onset of the 
epidemic. Rates of newly acquired infections are highest in the 15-24 year old ANC 
attendees in most of Sub-Saharan Africa. In Botswana, HIV prevalence among 15-19 
year olds increased from 16.4% in 1992 to 28.6% in 1998. In Swaziland, HIV prevalence 
among 15-19 year olds increased from 24.1% in 1998 to 26.3% in 2000. In the year 2000 
in Zimbabwe, HIV prevalence in the 15-19 year and 20-24 year age groups were 27.8% 
and 35.1% respectively. In Mozambique in 1998, HIV prevalence in the 15-19 year age 
group in three sites had rates around 20%. Even in some countries in West Africa with 
relatively low overall HIV prevalence rates, 15 – 19 year old ANC attendees have high 
HIV prevalence rates. For example, Nigeria with an overall HIV prevalence of 5.4% in 
1999 had a range of 2.8% to 8.4% among the 15-19 year old. In Cameroun in 1998, HIV 
prevalence rate was 11.4% in the 15-19 years old ANC attendees. 
 
Declining HIV infection rates have been observed among the 15-19 year old ANC 
attendees in Zambia and Uganda.  In Kampala, Uganda HIV infection rates have declined 
by more than 50%. In both Nsyambya and Rubaga hospitals in Kampala, HIV infection 
rates declined from about 28% and 18.8% in 1994 to 7.5% and 4.5% in 1999 
respectively.  In Zambia, a reduction of 20% in HIV prevalence in the age group 15-19 
years was observed in the period 1994 and 1998.  In Kasama, a suburb of Lusaka, HIV 
prevalence fell from 12.2% in 1994 to 4.0% in 1998. Similar declines were observed in 
Chilenje from 29.4% in 1994 to 16.4% in 1998 and Matero from 21.8% in 1994 to 10.6% 
in 1998.   
 
4.3 HIV Prevalence Among Special Groups: 
 
Several population groups have been identified as being at a higher risk of acquiring HIV 
infection in the Region. Studies conducted as early as the 1980s found sex workers in 
most countries with HIV prevalence of over 30%. There has however been paucity of 
data in high-risk groups in the nineties; the few studies that have been conducted still 
indicate HIV prevalence in excess of 40% among sex workers. Sex workers in Cote 
d’Ivoire had an HIV prevalence of 83.8% in 1992. In Burkina Faso, sex workers had HIV 
infection rates of 59.2% and 31%-55% in 1994 and 2000 respectively. In 1996, sex 
workers in Benin had HIV infection rates in the range of 38.5% to 85.4%.  In 1997/1998, 
the UNAIDS multi-centre study found HIV prevalence of 75%, 68%, 33% and 57% 
among sex workers in Kisumu (Kenya), Ndola (Zambia), Yaounde (Cameroun) and 
Cotonou (Benin) respectively. STD patients also have high HIV rates exceeding 20% in 
most countries in the region. Data among other special groups is scarce. 
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4.4 Behavioural Data 
 
The KABP/BSS surveys conducted in some countries which had a question on non-
regular sexual relationships indicate that males are more likely to engage in non-regular 
sexual relationships than females. In Ethiopia, for example, in 1993, 18.5% of the men as 
compared to 5.2% of the women had at least one non-regular sexual partner in the last 12 
months. In Benin, 31.7% of the surveyed men and 11.8% of the women reported having 
at least one non-regular sexual partners in the last 12 months in 1997. The age at first sex 
in many African countries is within the range of 14-18 years.  In Uganda, where repeated 
population based surveys have been done, there was an increase in mean age at first sex 
from 15.9 years in 1989 to 16.5% in 1995 in two major urban areas. In the same period, 
the proportions of young people aged 15-19 years who were not sexually active increased 
from 31% to 56% for males and 26% to 46%. In Senegal, where repeat surveys have also 
been conducted among the youth, the proportion of the female youth who had never had 
sex increased from 88% in 1997 to 95% in 1998 while for the males the proportions 
remained stable 34.2% in 1997 and 35% in 1998. The percentage of the male youth 
reporting having a non-regular sexual partner in the last 12 months increased from 31.3% 
to 44.8% in the same period.   
 
4.5 STI Status and Trends: 
 
There is scanty information on the status and trends of STIs in the region due to 
limitations of the current STI surveillance systems. Of the 340 million new curable STI 
cases that were estimated by the World Health Organization to have occurred globally in 
1999, 69 million occurred in Africa. The presence of STIs indicate a marked risk of 
concurrent HIV infection because the modes of transmission of HIV and other STIs are 
similar and STIs have been shown to play a major role in facilitating the transmission of 
HIV.   
 
4.6 AIDS Cases and Impact: 
 
The first AIDS cases in the region were reported in 1983 in Eastern Africa (Tanzania, 
Uganda and Rwanda). It was not until the mid to the late eighties that most African 
countries began reporting AIDS cases. Trends in reported AIDS cases are shown in   
figure 4.  The number of reported AIDS cases in the Region has increased over the years, 
especially with the overcoming of the initial resistance by some national governments to 
report cases. As at the end of 2000, a cumulative total of more than one million cases had 
been reported to WHO by countries in the Region. There is however a lot of under-
reporting of AIDS cases in the Region.  In an assessment done in 1997 by WHO, about 
75% of countries estimated that less than 25% of their AIDS cases were being reported. 
The male to female ratio has been approximately 1:1 in most countries with the exception 
of a few countries like Ghana and Lesotho that have consistently shown a female 
preponderance of reported AIDS cases. Increasingly, women are getting more affected 
than males in many countries in the Region altering the male to female ratio.  
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There has been also a shift in the age distribution of reported AIDS cases since the 
beginning of the epidemic. In the early stages very few cases were recorded among 
children aged less than five years. Currently up to 25 percent of new cases in some 
countries are reported in children aged less than five years. In most countries of the 
Region about 80 percent of the reported AIDS cases are in the age group 20 – 49 years, 
the most economically productive group of the population.  Peak ages for male and 
female reported cases are 30 – 34 years and 25 – 29 years respectively. 
 
Figure 4: Cumulative Reported AIDS Cases – Sub Saharan Africa, 1982-2000 
 
 

 
AIDS has become the leading cause of death in adults in several countries in the Region. 
It is estimated that since the beginning of the epidemic, 16.4 million out of the global 
total of 21.8 million adult and child deaths due to AIDS have occurred in the African 
Region. In 2000 alone, an estimated 2.4 million out of the global total of 3.0 million adult 
and child deaths occurred in the region. Over 90% of the world’s AIDS orphans are in the 
African region. It was estimated that there were 12 million AIDS orphans as at the end of 
1999. 
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4.7 Determinants of the HIV/AIDS Epidemic: 
 
The main mode of transmission in the Region is heterosexual, accounting for over 80% 
of all new infections. Various factors may account for the increasing HIV trends in 
several countries in Africa. These include social and economic factors like poverty, low 
literacy rates, increasing urbanization, economic migration and separation of families. 
One of the main factors driving the epidemic in some countries is the population mobility 
observed across national borders. Away from their community and their regular sexual 
partners, men are more likely to become clients in commercial sex. The involvement of 
girls and women in sex work often results from coercion and/or the need to provide a 
source of economic survival for themselves and their families.  Violence against women 
has also been a problem in some places. There are also political and cultural factors that 
contribute to the spread. These include war and civil disturbances, social non-acceptance 
of condoms, cultural and ethnic practices, including lack of male circumcision, and 
women's status and inability to influence their partner's behaviour. Limited access to 
services for STI management, condoms, counseling and testing and safe blood may also 
account for the spread of HIV in the region. Also significant is the high levels of STIs, 
particularly genital ulcers related to herpes simplex virus-type 2, in the Region. 
 
4.8 Evidence of Success: 
 
Although the epidemic continues to worsen in many countries in the Region, there is 
evidence to show that HIV prevalence rates have declined in a few countries. In Zambia, 
HIV infection rates among pregnant women attending antenatal clinics have declined by 
20 percent in the period 1994 -1998. In Uganda, HIV prevalence in pregnant women at 
sentinel sites in urban areas has declined by about 50% in the period 1990-2000. In both 
countries, the decline is marked among persons of 15-19 years. A community-based 
cohort study in the Masaka district in South Western Uganda showed a declining HIV 
prevalence among the general population from 8.2% in 1990 to 6.2% in 1998 with 
marked declines among males aged 20 – 24 years and females aged 13 – 24 years. HIV 
incidence has dropped from 7.6 per 1000 person-years in 1990 to 3.2 per 1000 person-
years in 1998 in the adult population. Behavioural surveys suggest that behaviour change 
is the most likely explanation for the declining HIV prevalence in Uganda and Zambia. 
The involvement of communities, local NGOs, religious organizations and other sectors 
in HIV/AIDS prevention and care coupled with openness about the HIV/AIDS problem 
and strong political commitment have contributed to the success in Uganda.   
 
In Senegal, HIV prevalence rates among pregnant women have been contained at less 
than 1% with the women aged 15-24 years in Dakar showing almost no new infections 
over time. HIV interventions are thought to be responsible for the stabilizing trends in 
Senegal. Senegal is one of the few countries that have an intervention programme 
targeting sex workers.  This programme involves STI screening, treatment of STI, 
counseling, and condom provision and promotion of safe behaviour among sex workers.  
Again, Senegal was among the first countries in the Region to establish a national STI 
Control Programme. 
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5.0 Conclusion: 
 
HIV continues to spread in most countries in the region although the example of Senegal, 
Zambia and Uganda provide evidence that interventions work. In order to put in place 
appropriate and effective HIV/AIDS prevention and care interventions, countries need to 
have accurate and complete data on HIV/AIDS, STIs and behaviours. This data can only 
be provided by functional HIV/AIDS/STI and behavioural surveillance systems.  
 
Without political support in terms of funding and improving the existing surveillance 
systems in the region this vision will take years to become reality. The implementation of 
integrated disease surveillance and second generation HIV surveillance provide 
opportunities for countries to improve the existing HIV/AIDS and STI surveillance 
systems. WHO, CDC and other international development partners will continue to 
provide technical, financial and logistic support to countries towards the realization of 
this vision.  
 
The next section – Part Two of the Report - presents detailed information on 
HIV/AIDS/STI surveillance systems, and status and trends of HIV/AIDS and STIs in 
individual countries in the WHO/AFRO region. 
 



 20 

 

 
 
 
 
 
 
 

PART TWO: 
 

COUNTRY EPIDEMIOLOGICAL PROFILES 



 21 

ALGERIA 
 
1.0  Introduction 
Algeria is situated in North Africa with an estimated total population of 30,788,000 of which 15,998, 000 
(51.9%) were aged 15-49 years in 1999 [1], with about 56% of the total population living in urban areas in 
1998 [2]. 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: In 1984, ANC attendees at five health facilities 
were tested for HIV antibodies.  Information is not readily available on the methods used in this study.  
Algeria formally established HIV sentinel surveillance among ANC attendees in five sites in 2000.  The 
coverage of sentinel sites per 1,000,000 adults aged 15-49 years was 0.3 in 2000.  Unlinked anonymous 
procedures were used to collect and test blood samples for HIV antibodies.  On average, over 400 samples 
were obtained from each of the sites.  Information on the sampling period, HIV testing algorithm and 
quality control procedures used and on type of report produced is not readily available.   
 
2.1.2 HIV Sero-surveillance in Special Groups: In 1984, an HIV prevalence survey was done among STI 
patients in  6 health facilities and among sex workers in two areas in the country.  In 1988, a repeat survey 
was conducted among sex workers in Constantine, Oran, Blida and Tlemcen.  No repeat surveys have been 
conducted in this subpopulation since then.  The 2000-2005 proposal on strengthening HIV/AIDS 
surveillance includes plans for conducting surveys in sex workers and STD patients.  Monitoring of HIV 
prevalence has been going on among blood donors and information is available for 1994 and 1996.   
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted in 
the country.       
 
2.2    Behavioural Surveillance 
Behavioural surveillance has not yet been established in the country.  However, in 1998, a KAPB survey 
was conducted among soldiers.  A number of KAPB surveys have also been conducted among the youth 
especially in Algiers, the capital city of Algeria. 
 
2.3    STI Surveillance 
No systematic STI surveillance system has been established yet in the country.  A national STI prevalence 
survey is planned for October 2001. 
 
2.4   AIDS Case Surveillance and Impact monitoring 
AIDS case surveillance is hospital based and uses the expanded WHO clinical case definition.  AIDS cases 
are reported using a vertical system.  Laboratory HIV based serology results are reported as well.  Age, sex, 
modes of transmission and risk factors are collected on reported AIDS cases.   The data on reported AIDS 
cases is analysed by age, sex, modes of transmission and risk factors.  Algeria has no system in place for 
monitoring AIDS deaths and AIDS orphans.  Information is not readily available on type(s) of reports, 
frequency of production of the report(s), the target audience  for the report(s) and channels used to 
disseminate AIDS data. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999,UNAIDS/WHO estimated that 11,000 Algerians were living with HIV/AIDS.  The adult 
HIV prevalence was estimated at 0.07%  [2]. 
 
3.2 HIV Prevalence Among ANC Attendees 
HIV prevalence among ANC attendees in 5 sites was 0.4% in 1984.  In 2000, the HIV prevalence among 
ANC attendees who were tested was 0.2%. 
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3.3 HIV Prevalence in Special Groups 
In 1984, 2.9% of the sex workers in Tamarasset and CHU Oran who were tested for HIV were HIV 
positive.  In 1988, sex workers who were tested for HIV in Constantine and Oran had an HIV prevalence of 
1%.  In Tlemcen and Blida, sex workers had 0% HIV prevalence rate in 1988 [2].  In 1994 and 1996, blood 
donors had HIV infection rates of 0.021% and 0.009% respectively.  This decline is most likely a result of 
improved blood donor recruitment procedures.  The HIV prevalence among TB patients and STD patients 
was 0.29% and 0.25% respectively in 1984 [3] 
 
3.4 Behavioural Data 
 Information is not readily available. 
 
3.5 STI Incidence and Prevalence 
Information is not readily available. 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1986.  As at the end of 2000, a cumulative total of 484 AIDS cases 
had been officially reported.  However, as of 31st December 2000, 1067 cases of HIV infection had been 
reported by the National Institute Public Health Laboratory.  Of the 484 AIDS cases, 72% were males and 
28% females.  The peak ages for AIDS cases were 20-49 years accounting for 79% of the reported AIDS 
cases.   Heterosexual transmission accounts for 38%, intravenous drug use 21%, contaminated blood and 
blood products 9.9%, homosexual/bisexual route 4.3% and vertical transmission 1.9% of the reported AIDS 
cases.  Men are more likely to get AIDS from using drugs than women (24.5% versus 2.9%).  For 
heterosexual route of HIV transmission, the risk is quite similar between women and men (50.4% versus 
49.8%). 
 
Reported AIDS Cases by Year 

1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
2 3 16 17 27 35 34 31 53 32 48 39 49 38 58 484 
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ANGOLA 
 
1.0 Introduction 
Angola is situated in Southern Africa with an estimated total population of 12,497,000 of which 5,389,000 
(43.1%) were in the age group 15-49 years in 1999 [1], with about 31% of the total population living in 
urban areas in 1998 [2].  The civil conflict in Angola that started about 25 years ago has disrupted social 
services including health services.   
 
2.0     HIV/AIDS/STI Surveillance Systems 
2.1     HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC attendees: HIV sentinel surveillance was established in 
1986.  The system was limited to three sites in 3 provinces with a rate of 0.5 sites per 1,000,000 adult 
population (15-49 years).  The sentinel surveillance system has collapsed since 1995 as a result of the civil 
conflict.  Efforts are currently under way to revamp the system.   
 
2.1.2 HIV Sero-surveillance in Special Groups: Studies were conducted among TB patients in Luanda in 
1995, 1996 and 1998 using unlinked anonymous procedures.  In 1992, a study was conducted among 
female patients attending an STD clinic(s) in Luanda.  Another study among male STD patients was 
conducted in Dundo, a town outside Luanda in 1988.  In 1995, military personnel in Luanda were tested for 
HIV.  Information is not readily available on the sample sizes and methods used in these studies.   HIV 
infection rates are also monitored among blood donors.   In Luanda this has been going on since 1994. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based sero-surveys have been           
conducted.   
 
2.2 Behavioural Surveillance 
Behavioural surveillance is not yet institutionalized. 
 
2.2.1 General Population: In 1996 and 1997, surveys on Knowledge, Attitude, Beliefs and Practices 
(KABP) were conducted among the general population in three provinces of Luanda, Namibe, and 
Benguela.  The survey included questions on age at first sex, non-regular sexual relationships and condom 
use in the most recent sex of risk. 
 
2.2.2 Special Groups: The youth in the three provinces mentioned above were also surveyed in the 1996 
and 1997 KAPB surveys. 
 
2.2 STI Surveillance 
Information is readily not available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is health facility based and use the WHO Bangui clinical case definition plus a 
positive HIV antibody test.  AIDS case reporting has recently been integrated into general disease 
surveillance system.  AIDS case surveillance is affected by lack of guidelines on AIDS case surveillance, 
shortages of HIV testing reagents, lack of training programmes on AIDS case definition and surveillance 
for health workers and insecurity.  Age, sex and risk factors are collected and analysed on reported AIDS 
cases.  No AIDS surveillance reports are produced.  There are no systems in place to monitor AIDS deaths 
and orphans.   
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimates show that the adult HIV prevalence was 2.78% in Angola in 1999.  At the end of 
1999, 160,000 people of whom 82,000 were women and 7,900 children were living with HIV/AIDS [2]. 
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3.2 HIV Prevalence Among ANC Attendees 
In Luanda, the capital city, HIV infection rates increased from 0.3% in 1986 to 0.7% in 1992 then 1.2% in 
1996 and 3.4% in 1999.   In Cabinda, the HIV infection rates have more or less remained stable or slightly 
increased between 1992 and 1996.   In 1992, the HIV prevalence in Cabinda was 6.8% while in 1994 the 
rate was 7.4% and then 8.5% in 1996.   In Namibe, the rate was 0.5% in 1995.   HIV infection rates in areas 
outside major urban areas are higher than those in urban areas.   Information on HIV infection trends 
among the 15-19 year old ANC attendees is not available. 
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3.3 HIV Prevalence In Special Groups 
Of the female STD patients who were tested for HIV in Luanda in 1992, 2.5% were HIV infected while 
among male STD Clinic attendees in Dundo, HIV prevalence rate was 12.7% in 1988.   In 1995, 1% of the 
military personnel in Luanda who were tested for HIV were HIV positive.   HIV prevalence among blood 
donors increased from 1.0% in 1994 to 3.2% in 1998 in Luanda.   Among TB patients, the HIV prevalence 
is increasing.  In Luanda the rates increased from 7.4% in 1995 to 19% in 1998. 
 
3.4 Behavioural Data 
The mean age at first sex was 14.7 years among males and females aged 14-25 years in 1996/97 [3].  In 
1997, 28.4% of the surveyed males had at least one sexual partner other than a regular partner in the last 12 
months [4]).  Condom use in the most recent sex of risk was 37% among the 11-25 year olds surveyed in 
1997 [5].    
 
3.5 STI Incidence and Prevalence 
Information is not available. 
  
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1985.  At the end of 2000, a cumulative total of 6,637 had been 
reported officially.  The male to female ratio was approximately 1:1.  In the age groups 20-24 and 25-29 
years females were two times more affected than males of the same age.  Heterosexual transmission 
accounts for 24.1%, intravenous drug use (IDU) 11.6%, perinatal 5.4%, blood and blood products 5% and 
homosexual/bisexual 1% of the reported AIDS cases.   
 
Reported AIDS Cases by Year 

1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
4 8 36 86 105 214 271 290 339 361 427 465 1121 1186 453 1271 6637 
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BENIN 
 
1.0 Introduction 
Benin, situated in West Africa, had an estimated population of 5,945,000 of whom 2,730,000 (45.9%) were 
aged 15-49 years in 1999 [1].  In 1998, 39% of the population was estimated to be living in urban areas [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance was established in 
Benin in the early 1990s.  Sentinel surveys are conducted once every year.  There has been however 
inconsistency in the use of sentinel sites.  In 1992, there were 9 operational sites, in 1993 the number of 
sites was reduced to 4 completely new sites and in 1998, of the 29 sites used, only one was an ‘old’ site.  
This makes monitoring of HIV trends not possible in the affected sites.  In 1998, unlinked anonymous 
procedures were used as recommended in the WHO guidelines on sentinel surveillance.  However, only 
pregnant women aged 14-24 years were enrolled into the sentinel samples with the aim of measuring 
prevention indicators 8 and 10, which measure the sero-prevalence of syphilis, and HIV respectively 
among pregnant women aged 15-24 years.   For surveillance purposes, WHO guidelines recommend 
enrolment of pregnant women regardless of their age provided they are first visit ANC attendees for the 
current pregnancy.   The pre-determined sample size per site was 200.  This was lower than 250-300 that is 
recommended in the WHO guidelines.  Out of the 29 sites, only four sites failed to reach the predetermined 
sample size.  Information is not available on the duration of the sampling period.  Samples were tested 
using two ELISA tests.  Information is also not available on training, supervision and quality assurance 
procedures used.  Data was analysed by site, region and age.  Two-year intervals were used in the age 
specific analysis, which is in line with 2nd generation surveillance that encourages over sampling in young 
age groups.   In 1999, all first visit ANC attendees at the 7 operational sites were enrolled.  The coverage 
was   2.5 sentinel sites per 1,000,000 adult population.  National estimates on HIV prevalence, people 
living with HIV/AIDS and persons with AIDS are calculated using sentinel data.  The analysed data and 
estimates are published in an annual technical report.  Information is not available on the target audience 
for the report and other channels used to disseminate sentinel data. 
 
2.1.2 HIV Surveillance in Special Groups: Patients attending STD clinics in Cotonou, Papane, Natitingou 
and Mayonne were tested for HIV antibodies using unlinked anonymous procedures in 1998.There were 
earlier studies conducted among STD patients in Cotonou between 1989-90 and Borgou and Mono 
provinces in the period 1995-1997.  There were earlier studies conducted among sex workers in nine sites, 
including, Cotonou between 1989 and 1995.   
  
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted in 
the country. 
 
2.2 Behavioural Surveillance  
Behavioural surveillance has not yet been institutionalized.  In 1997, a KAPB survey was conducted among 
the general population in one urban area in the country that yielded information on non-regular sexual 
relationships [3].  The Demographic Health Survey (DHS) of 1996 had a question on age at first sexual 
encounter but did not contain an HIV/AIDS module. 
 
2.3      STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: The results of syphilis screening among pregnant women who 
were enrolled in the 1998, 1999 and 2000 HIV sentinel surveillance samples were compiled and analysed 
by site and age.  The results were published together with HIV sentinel surveillance data in the same report.    
2.3.2 STI Case Reporting: Information is not available on whether there is a coordinated STI case 
reporting system or not in the country. 
2.3.3 Special Studies: Information is not also available on whether studies to assess etiologies for STI 
syndromes and anti-microbial resistance patterns have been conducted or not in the country.   
 
 



 27 

2.4 AIDS Case Surveillance and Impact Monitoring 
The AIDS case surveillance in Benin is health facility based and uses the WHO Bangui clinical case 
definition plus a positive HIV antibody.  Information is not readily available on whether the AIDS case 
surveillance is integrated into the general disease surveillance system or not.  There is no available 
information on laboratory infrastructure, availability of reagents, training of health workers, supervision 
and quality assurance procedures nor the level at which analysis is done.  The data on AIDS cases is 
analysed by year of reporting, age and sex.  Information is not available on type(s) of reports produced, 
frequency of production of the report(s), the target audience for the report(s) and channels used to 
disseminate data on AIDS.  Information is also not available on whether there are systems in place for 
monitoring numbers of AIDS orphans and AIDS deaths. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
The National AIDS Control Programme estimated that at the end of 1999 a cumulative total of 167,397 
people had been infected with HIV since the onset of the epidemic in the country [3].  UNAIDS/WHO 
estimated that at the end of 1999, the adult prevalence was 2.45% with 70,000 persons living with 
HIV/AIDS of which 37,000 were women and 3,000 were children [2]. 
 
3.2 HIV Prevalence Among ANC Attendees 
Sentinel data showed that both HIV-1 and HIV-2 exist in Benin with HIV-1 being the predominant type.  In 
1998, 98.2% of the ANC attendees who were HIV positive had HIV-1 and 1.8% had dual infections.   The 
HIV infection rates among ANC attendees show an upward trend.  In Cotonou, the capital city of Benin, 
the rates increased from 0% in 1987 to 0.27% in 1991, 4.68% in 1998 and then 3.8% in 2000.  HIV 
prevalence rate among 10-24 year olds increased from 1.8% in 1998 to 3.4% in 2000.  Among the 15-19 
year old ANC attendees, HIV prevalence was 2.5% in 2000.   
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3.3 HIV Prevalence in Special Groups 
STI patients tested for HIV in 1998 were predominately infected with HIV-1.  HIV-1 was found in 89.8% 
of the STI patients and 10.2% of the patients had both HIV-1 and HIV-2.  In 1998, STD patients who were 
tested for HIV had infection rates of 2.77%, 3.5%, 5.93% and 6.92% in Cotonou, Borgou, L’Atacora and 
Mayenne respectively.  Previously in 1989, STI patients who were tested in Cotonou had an infection rate 
of 14.3% and those in Tangwetta had a rate of 16.5% in 1994.   
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In 1998, STD patients in Alphanone had an HIV prevalence of 31.7%.  HIV prevalence increased among 
sex workers in Cotonou from 4.5% in 1987 to 40% in 1991.  In 1994, the HIV infection among sex workers 
in Contonou and other towns had gone up to 49.8%.  In 1996, five areas outside Cotonou had high HIV 
rates in the range of 38.5% in Atacora to 85.4% in Mono. 
 
3.4 Behavioural Data 
In 1997, 31.7% and 11.8% of the adult males and females respectively were having at least one non-regular 
sexual partners in the last 12 months [3].  The median age at first sexual intercourse was 17.2 years among 
the 20-24 year old persons who were surveyed in the 1996 DHS. 
  
3.5 STI Incidence and Prevalence  
Pregnant women attending antenatal clinics in Benin exhibit low sero-prevalence of syphilis.   Overall sero-
prevalence of syphilis among attendees screened in 1998 and in 2000 remained stable at about 0.5%.  The 
rates were 0% in 11 out of 29 sites in 1998 and 0-0.8% in 2000.  The highest sero-prevalence of syphilis 
(3.48%) was observed in Misserete in 1998.  There is no available information on incidence of STIs,, 
reported STI cases, etiologies for STIs and anti-microbial patterns. 
 
3.6 AIDS Cases and Impact 
AIDS cases were first reported in 1985.  As at the end of 2000, a cumulative total of 4,957 AIDS cases had 
been officially reported.  The male to female ratio is about 2: 1.  The peak ages for AIDS cases are 20-29 
and 30-39 years for females and males respectively.  About sixty seven percent of the reported AIDS cases 
are in the age group 25-39 years.  In 1999, UNAIDS/WHO estimated that 5,600 persons in Benin died of 
AIDS.  Figures on children orphaned by AIDS are not available. 
 
Reported AIDS Cases by Year 

1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
1 2 6 18 57 50 113 218 277 324 214 503 1030 725 650 769 4957 
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BOTSWANA 
 
1.0 Introduction 
Botswana is situated in Southern Africa with an estimated population of 1,667,407 and annual growth rate 
of 2.5% in 1999 [1].  The population of Botswana is relatively young with 39.9% of the population being 
children aged below 15 years and 750,334 (45%) people aged 15-49 years [2] 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Surveillance Among ANC Attendees: The system was established in 1992.  Sentinel surveys 
were planned to be conducted annually but due to financial and logistical constraints the protocol has been 
modified to have annual surveys only in the major urban areas of Gaborone and Francistown and then for 
the other sites every other year.  On average, sentinel surveys are conducted altogether in 7-8 sites every 
year.  Generally, the sentinel surveillance system is adhering to the recommended WHO guidelines except 
in the case of the definition of a site.  Because of the small population in Botswana and the fact that the 
public health facilities are serving small populations the site in Botswana refers to a group of sites.  Sera are 
pooled from health facilities for a ‘site’.  The effect of this pooling has not been examined in the country.  
Unlinked anonymous procedures are applied.   HIV testing is decentralized.   A single ELISA is used but in 
2000, two out of the eight laboratories that participated in the survey did a double ELISA test.  The pre-
determined sample sizes are 300 for each of the ANC sites outside the major urban areas and 800 for each 
of the sites in the two major urban areas (Gaborone and Francistown).  The sampling period at all the sites 
is 12 weeks and the sample collection is done simultaneously at all the sites.  Some sites, however, fail to 
raise the required sample sizes within the 12 weeks.  In 1999, only one site attained the predetermined 
sample size.  In 2000, only 50% of the sites met the required sample sizes.   In 2000, the range of sample 
sizes in sites outside major urban areas was 107-537.   In Gaborone and Francistown each got more than 
700 samples.  For the last survey there was limited supervision at the site level.  Francistown has a 
supervision protocol, which could be adopted with some changes, by other districts.  Personnel from the 
National reference laboratory as part of the general laboratory procedures supervise the laboratories in 
Botswana routinely.  All laboratories that participated in the 2000 sentinel survey also participate regularly 
in the national quality control programme for HIV run by the National Blood Transfusion Centre.  Sentinel 
data is analyzed by year, ‘site’ and age at the AIDS/STD unit and national estimates are calculated.  For the 
last survey, the analyzing team was expanded to involve people from the District Health Teams, local 
scientists, WHO, CDC and the National AIDS Coordinating Agency (NACA).   Involvement of the district 
teams in particular increases ownership of the data, which in turn may improve data utilization.   In 2000, 
sentinel data was published in a technical report, advocacy report and posters.   
  
2.1.2 HIV Surveillance in Special Groups: No surveys have been done in special groups such as sex 
workers.  Using unlinked anonymous procedures; STD patients are concurrently screened for HIV 
antibodies during the HIV sentinel surveillance surveys.  This has been going on since 1992.   
 
2.1.3 Population-Based HIV Prevalence Surveys: No population based HIV sero-surveys have been 
conducted in the country. 
 
2.2 Behavioural Surveillance 
2.2.1 General Population: No surveys have been conducted. 
2.2.3 Special groups: A Behavioural Surveillance Survey (BSS) using the WHO/GPA protocol was 
conducted in 1996 among the youth.   Since then, no other BSS has been conducted in the country.  A 
demographic Health Survey conducted in 1998 included a question on age at first sex.  The survey did not 
include an HIV/AIDS module. 
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2.3    STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: ANC attendees are screened for syphilis during HIV sentinel 
surveys.  Syphilis serology are not compiled and analyzed.   
2.3.2 STI Case Reporting: Information is not readily available on whether there is a system of reporting 
STI cases nation wide.  However, male STD patients who are enrolled for HIV surveillance have their 
complaints relating to STI syndromes collected and analyzed.  Only urethral discharge and genital ulcers 
are monitored. 
2.3.3 Special Studies: Monitoring of etiologies for STI syndromes and anti-microbial patterns was done in 
1993. A study has been planned for the year 2001. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance in Botswana is health facility based and uses the expanded WHO clinical case 
definition.  The system is integrated into the Health Management Information System (HMIS).  From 1992 
to 1998, the AIDS/STD Unit (ASU) of the Ministry of Health did the data analysis.  Analysis for 1999 and 
2000 is yet to be completed.  AIDS case data is analyzed by year of reporting, age and sex.  The Ministry of 
Health produces a technical report.  Copies are then sent to the District Health Teams, who in turn are 
supposed to disseminate them to other stakeholders in the district.  However it is envisaged that from 2001, 
copies will be sent to Parliamentarians, District Multi-sectoral AIDS committees, District Health Teams, 
All health facilities, NGOs and other stakeholders.  The HMIS system also collects data on mortality 
including AIDS related deaths but there is no evidence that AIDS deaths data is being analyzed.  
Information is not available on whether Botswana has a system for monitoring numbers of AIDS orphans.   
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
Botswana is one of the three countries in Africa with an adult HIV prevalence exceeding 20%.  Using the 
2000 sentinel survey results, the adult HIV prevalence was estimated to be 35.5% with 277,637 Batswana 
aged 15-49 years infected with HIV [2].  These estimates are close to the 1999 UNAIDS/WHO estimates 
which put the number of people living with HIV/AIDS at 290,000 and the adult prevalence rate at 35.8%. 
 
3.2 HIV Prevalence Among ANC Attendees 
The overall HIV prevalence rate among ANC attendees increased rapidly within a few years from 18.1% in 
1992 to 32.4% in 1995 and to 38.5% in 2000.  In the sites outside the major urban areas (Gaborone and 
Francistown), the HIV infection rates are still rising while in Gaborone and Francistown the rates seem to 
be stabilizing at high levels.  In Selebi/Phikwe sentinel sites the rates have increased from 27.0% in 1994, 
33.1% in 1996 and 50% in 2000 and similarly at Kanye sentinel site the rates increased from 16.0% in 
1994 to 24.67% in 1998 and then 40.7% in 2000.  HIV infection rates are stabilizing at high rates 34-36% 
and 43-44% for Gaborone and Francistown respectively.  Age specific analyses of the prevalence rates also 
indicate that the HIV infection trends are still increasing in particular among the youngest age groups.  The 
HIV infection rates have increased from 16.4% in 1992 to 28.6% in 1998 among the 15-19 year olds.  
Similarly among the 20-24 year olds, the HIV infection rates have increased from 20.5% in 1992 to 40.9% 
in 1997 and 38.7% in 1999.  The infections in the young age groups reflect more of new infections than old 
infections.  The high HIV prevalence among the youngest age groups indicates a high HIV incidence in 
Botswana. 
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3.3 HIV Prevalence in Special Groups 
HIV infection trends among STD patients show an upward trend.   In Gaborone, the rates increased from 
22% in 1992 to 44.1% in 1996 and 48.2% in 2000.  Similarly in Francistown, the rates increased from 
29.7% in 1994 to 60% in 1997 and have remained around that figure since then.  The HIV infection rates in 
the six sites outside Gaborone and Francistown in 1999 ranged from 44.16% to 62%.  There is no available 
information on HIV prevalence rates in other special groups such as sex workers. 
 
3.4 Behavioural Data 
There is limited information on sexual behaviour in Botswana.   In the 1996 BSS among the youth, 85% of 
the youth aged 18-25 years reported using a condom during the last sexual intercourse of risk.   From the 
1998 DHS, the mean age at first sexual intercourse among the 20-24 year olds was 17.2 years.   
 
3.5 STI Incidence and Prevalence 
Information is not readily available. 
 
3.6 AIDS Cases and Impact  
AIDS cases were first reported in 1985.   As at the end of 1998, a cumulative total of 10,179 AIDS cases 
had been officially reported.   Overall, the male to female ratio is approximately 1:1.  UNAIDS/WHO 
estimated that in 1999 alone, 24,000 persons died of AIDS in Botswana and that there were 66,000 AIDS 
orphans cumulatively. 
 
Reported AIDS Cases by Year: 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
3 18 14 133 270 534 876 575 1172 1368 2224 2992  * * 10179 
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BURKINA FASO 
 
1.0 Introduction 
Burkina Faso is situated in West Africa with an estimated population of 11,633,000 of which 5,116,000 
(44%) were aged 15-49 years in 1999 [1].  In 1998, 16% of the population was living in urban areas [2]. 
   
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees : HIV sentinel surveillance was established in 
1990.   In line with decentralization, the protocol for sentinel surveillance was revised in 1997 to allow for 
expansion of the system to a site per region.   In 1997, 5 sites were opened in 5 out of 8 regions.   Sentinel 
surveys are planned to be conducted once a year.   Unlinked anonymous procedures are used to collect and 
test samples for HIV antibodies.  The sampling period lasts for 7-8 weeks which allows for the 
measurement of point prevalence and surveys are conducted concurrently at all the sites.   Samples are 
tested on both ELISA and rapid test, which is in line with WHO guidelines on sentinel surveillance.  
Shortages of laboratory supplies such as serum tubes, poor quality assurance systems, inadequate transport 
for delivery of samples, poor maintenance of HIV testing equipment, inadequate supervision and 
inadequate training of staff are some of the factors affecting HIV sentinel surveillance system in the 
country.   Analysis of sentinel data is done at the STD/ACP by year and site.   Trend analysis is carried out 
as well.   No national estimates and projections are calculated using sentinel data.   Annual technical reports 
are produced and distributed to health professionals and policy makers. 
 
2.1.2 HIV Surveillance in Special Groups: Currently there is no surveillance of HIV among STD 
patients.   In 1990 and 1992, studies were conducted among patients attending an STD clinic in Bobo-
Dioulassoo using unlinked anonymous procedures.   An HIV prevalence study was conducted among TB 
patients in Ouagadougou in 1987 using unlinked anonymous procedures.   Since then there have been no 
repeat surveys.   Studies among sex workers were conducted in Ouagadougou in 1989 and 1994 and in 
Bobo-Dioulasso in 1992, 1994 and 1998-2000 using voluntary and anonymous procedures.   Studies were 
conducted among truck drivers in Ouagadougou in 1993 and Bobo-Dioulasso in 1994.   In 1998 a study 
was conducted among prisoners in Ouagadougou.   Adequate sample sizes were used in all these studies.   
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based sero-surveys have been done in 
the country.   
 
2.2 Behavioural Surveillance  
2.2.1 General population: A nation wide Knowledge Attitude Behaviour Practices (KABP) survey was 
done among the general population in 1997.   Information on the methods used and questions asked is not 
available.   Information is also not available on the schedule for repeating a similar survey. 
2.2.2 Special Groups : No surveys have been conducted. 
 
2.3     STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys : Syphilis screening among ANC attendees is carried out  during 
the HIV sentinel surveillance surveys. 
 
2.3.2 STI Case Reporting: STI case reporting using the syndromic approach is integrated into the general 
disease surveillance system.  The syndromes monitored include urethral discharge, vaginal discharge, 
genital ulcer disease, lower abdominal pain, ophthalmia neonatorum and other syndromes.  Doctors are 
somewhat hesitant to report syndromes instead they report etiological diagnoses.  Lack of training of 
clinicians and inadequate supervision has led to apathy in reporting.  The collected data is analysed by 
syndrome and site at district and national level.   
 
2.3.3 Special Studies: Information is not available on whether studies on etiologies for STI syndromes and 
anti-microbial resistance patterns have been conducted in the country or not. 
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2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is health facility based and uses both the WHO expanded case definition and the 
WHO Bangui clinical case definition.  Prior to 1996, AIDS case reporting was through a vertical system.  
In 1996, the protocol was revised and AIDS case reporting was integrated into the Health Information 
System.  In 1997/98, the health activities including AIDS case surveillance were decentralized to the 
regions and districts in an attempt to improve efficiency.   Unfortunately this did not happen, the regions 
and districts did not have the required capacity and clear written guidelines to implement all the activities.  
Recurrent shortages of HIV testing reagents, poor laboratory equipment, lack of supervision and inadequate 
trained staff affect the completeness of AIDS case reporting in the country.   The collected AIDS data is 
supposed to be forwarded to the districts on a monthly basis where initial analysis is done.  The districts are 
then required to submit summary reports on quarterly basis to the Planning unit of Ministry of Health.  The 
epidemiology unit of the National STD/AIDS Control programme is supposed to collaborate with the 
planning unit in the analysis of the data.  The AIDS data is analyzed by year, sex and age and published in 
annual technical reports, which are distributed to health professionals and policy makers.   The production 
of these reports is usually late as a result of delays in AIDS case reporting.   Information is not available on 
whether there are systems in place to monitor AIDS mortality and deaths of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates   
According to UNAIDS/WHO estimates there were 350,000 people living with HIV/AIDS of which 
180,000 were and 20,000 were children in 1999.  The adult HIV prevalence was estimated at 6.44%.    
 
3.2 HIV Prevalence Among ANC Attendees 
In Ouagadougou, the capital city, HIV prevalence increased from 6.6% in 1997 to 8% in 1998.  The ANC 
sentinel data indicates that HIV infection is wide spread in Burkina Faso with no significant differences in 
HIV infection rates in major urban and outside urban areas ‘rural’ areas.  While the HIV infection rate in 
the urban area was in the range of 4.6-8.4%, the HIV prevalence rate in areas outside major urban areas 
was in the range of 3.0-6.0% in 1999.  The ANC sentinel data shows that the HIV infection rates among 
ANC attendees in both ‘rural’ areas outside major urban and urban areas have remained relatively stable in 
the range of 6-10% since 1991.   These stabilizing trends followed an initial relatively rapid increase in 
HIV infection rates from 1.7% to 5.8%-7.5% in 1987 then to 14% in 1991.  Information is not available on 
HIV infection trends among the 15-19 year olds.   
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3.3 HIV Prevalence in Special Groups 
Of the male patients attending STD clinic(s) in Bobo-Dioulasso in 1990, 19% were HIV positive.   In 1992, 
42% of the female STD clinic attendees in the same town were infected with HIV.   In 1987, TB patients 
who were tested for HIV in Ouagadougou, 29% were HIV infected.  Sex workers in Ouagadougou had HIV 
infection rates of 64% and 59.2% in 1989 and 1994 respectively.  In 2000, ‘seaters’ sex workers in Bobo-
Dioulasso had an HIV prevalence rate of 55% while ‘roamers’ sex workers had a rate of 31% [3].   In 1993, 
truck drivers in Ouagadougou had an HIV prevalence of 13.1%.   In Bobo-Dioulasso in 1994, 18.6% of the 
truck drivers were HIV positive.  In 1998, of the 274 prisoners who were tested for HIV in Ouagadougou, 
9.1% were HIV infected. 
 
3.4 Behavioural Data 
Information is not readily available. 
 
3.5 STI Incidence and Prevalence 
In the first quarter of 1999, a total of 2,226 patients with STI syndromes were reported in only 6 out 7022 
health facilities in the country and STIs constituted 3.8% of the total OPD consultations in those 6 health 
facilities.  Of the 220 women who attended obstetric/gynaecology clinic in Bobo-Dioulosso in 1992, 10.9% 
had gonorrhoea, 27.3% chlamydial infections, 6.3% positive syphilis serology, 27% trichomonas vaginitis 
and 5.4% genital ulcer disease. 
 
3.6 AIDS Cases and Impact 
The first official report on AIDS cases was in 1986.  As at the end of 2000, a cumulative total of 17,081 
AIDS cases had been officially reported.   The peaks of AIDS cases were in the ages 25-29 and 30-39 
years.  The male to female ratio was 1.4:1.  UNAIDS/WHO estimated that 43,000 persons died of AIDS in 
Burkina Faso in 1999 and that there were a cumulative total of 320,000 AIDS orphans. 
 
 Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
10 21 394 351 202 835 1073 836 1892 1684 1838 2216 2166 2031 1532 17081 
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BURUNDI 
 
1.0 Introduction 
Burundi is situated in Eastern Africa with an estimated population of 6,587,000 of which 3,006,000 
(45.6%) were people aged 15-49 years in 1999[1], with only about 8% of the total population residing in 
urban areas in 1998 [2] 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees : The system was established in 1986.  Sentinel 
surveys were planned to be conducted once a year but in 1987,1989 and 1994 no surveys were conducted.  
There has been inconsistency in the use of sites and this is mainly attributed to insecurity in some 
provinces.   In 1999 and 2000, 6 sites were used.   Unlinked anonymous procedures were used to collect 
and test specimens.   Sample collection on average lasts for 6-8 weeks and slightly longer up to 12 weeks in 
‘rural sites’.   In the 2000 survey round, 4 out of 6 sites had sample sizes less than 180 (range 105- 178).  
Only one ELISA test was done.   In 1999, while specimens from four sites were tested on ELISA, 
specimens from the remaining three sites were tested using a Rapid Test.  There is need to standardize 
laboratory testing procedures.  Burundi does not have a quality assurance programme and neither does it 
have supervision procedures in place.  Sentinel data was analysed by site, year and age.  Trend analysis was 
done as well.   No age specific analysis was done.  The analysed data was produced in an annual technical 
report. 
 
2.1.2 HIV Surveillance in Special Groups: In 1993, a study was conducted among commercial sex 
workers in Bujumbura, capital city.  Since then, there have been no repeat surveys in this subpopulation.   
In 1986, STD patients from a non-specified urban area were tested for presence of HIV antibodies.  
Information on the methods used in these studies is not readily available.   
 
2.1.3 Population-Based HIV Prevalence Surveys: In 1989, a nation wide serosurvey was conducted to 
determine the distribution and level of HIV infection in the country.   Information is not readily available 
on the methods that were used. 
 
2.2 Behavioural Surveillance  
2.2.1 General Population: In 2000, a KABP survey was conducted among the general population.  
Information on the methods used is not readily available.  The 1987 demographic health survey had a 
question on age at first sexual encounter but the survey did not have an HIV/AIDS module.  From the 1992 
WHO/GPA KABP/behavioural studies fact sheet, information is available on non-regular sexual 
relationships.    
 2.2.2 Special groups : Youth were also interviewed during the 2000 KABP survey. 
 
2.3   STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys : Pregnant women are screened for syphilis during HIV 
surveillance sentinel surveys.   Data is analysed by year and site and published in the HIV/AIDS 
surveillance report. 
 
2.3.2 STI Case Reporting: STI case reporting is based on syndromes and etiological diagnoses but the 
reports are only obtained from two hospitals (Kiremba and Ijenda).  Genital ulcer disease and genital 
discharges are monitored through the Health Information System.   The system however is overburdened 
by monitoring unnecessary conditions such as dysuria. 
  
2.3.3 Special Studies: No special studies such as assessing etiologies for STI syndromes and antimicrobial 
resistance patterns have been conducted in the country.   
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2.4 AIDS Case Reporting and Impact Monitoring 
AIDS case reporting is health facility based.  From 1984-93, the reporting was based on WHO Bangui 
clinical case definition plus a positive HIV antibody test and cases were only being reported from hospitals 
that had diagnostic facilities.   In 1994, Burundi started using the WHO Bangui clinical case definition.   
This change allowed the health centers without diagnostic facilities to report AIDS cases.  AIDS case 
reporting is integrated into the Health Information System.   
The National AIDS Control programme puts the AIDS reporting rate at 10% [3].   Data on AIDS cases is 
forwarded to Ministry of Health where data analysis takes place.   The districts are not involved in data 
analysis.   The AIDS data is analysed by region, year of reporting, age and sex, and published in an annual 
technical report that is disseminated to health workers and policy makers.   Information is not available on 
whether Burundi has systems in place to monitor AIDS deaths and numbers of children orphaned by AIDS.   
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS estimates indicate that 360,000 Burundians were living with HIV/AIDS of 
which 190,000 were women and 19,000 children.  The adult HIV prevalence was estimated at 11.32%. 
 
3.2 HIV Prevalence Among ANC Attendees 
In Bujumbura, HIV infection rates among ANC attendees increased from 14.7% in 1986 to 27.7% in 1996 
and then 19.8% in 1998 but young women aged 25-29 years had a very high rate of 30% in 1998.  In sites 
outside Bujumbura the rates ranged from 3.8% in Ijenda a ‘rural area’ to 19.4% in Gitega an urban area in 
1998.   Generally the ‘rural’ areas have had lower rates than urban areas but this pattern seems to be 
changing.   In Muramvya, a ‘rural’ area, the HIV infection rate doubled from 6.9% in 1996 to 14.7% in 
1997.   In 2000, the median HIV prevalence in pregnant women was 12.5% for urban area while it was 
6.7% in rural areas.   Information is not available on HIV infection trends among the 15-19 years.   
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3.3 HIV Prevalence in Special Groups 
In 1986, STD patients from a non-specified area had an HIV prevalence of 18.5%.   HIV infection rates 
have declined sharply among blood donors from about 9% in 1992 to 0.3% in 1999.   This decline is more 
likely as a result of the rigorous measures used to recruit donors.   Sex workers in Bujumbara had an HIV 
infection rate of 42.2% in 1993. 
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3.4 Behavioural Data 
There is paucity of information on sexual behaviour in Burundi.   The DHS survey of 1987 indicated the 
median age at first sexual encounter to be 19.2 years among the 20-24 year olds.   From the 1992 
WHO/GPA KABP/Behavioural studies fact sheet, males were more likely to have had non-regular sexual 
partner(s) than females in the last 12 months in 1990.   Among the 15-19 year olds, 13.6% of males and 
7.1% of females reported having engaged in non-regular sexual relationships in the last 12 months.    
 
The 2000 KABP survey showed that 10.6% of the adult population were engaging in non-regular sexual 
relationships, ‘casual’ sex (14.5% for males and 7.3% for females) but data is not readily available about 
the period of these relationships.  The same survey showed that 18.4% of the 15-19 year olds who were 
surveyed were sexually active. 
 
3.5 STI Incidence and Prevalence 
Data on syphilis serology indicates that syphilis is wide spread in Burundi.   In 1995, pregnant women 
attending antenatal care clinics in Bujumbura, Musaga and Kiremba had syphilis seroprevalence of 13%, 
15.4% and 7% respectively.   In 1996, ANC attendees in Ijenda and Muramvya had a syphilis sero-
prevalence of 8%.   In 1998, the rate varied from 1.1% in Muramvya to 7.3% in Ijenda.  Of the STI 
syndromes monitored, genital discharge is the most prevalent.   There is no information on etiological 
causes of syndromes and anti-microbial sensitivity patterns.   There is also no readily available information 
on incidence of STIs in the country. 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1986.   As at the end of 2000, a cumulative total of 18,169 AIDS 
cases had been officially reported.  The female to male ratio was approximately 1.2:1.  Heterosexual 
transmission accounts for over 90% of the reported AIDS cases.  In 1999, UNAIDS estimated that 39,000 
people died of AIDS in Burundi and that there was a cumulative total of 230,000 AIDS orphans. 
 
Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
269 652 868 985 841 1565 1583 799 144 494 576 470 581 4395 3947 18169 
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CAMEROON 
 
1.0   Introduction 
The Republic of Cameroon is situated in Central Africa with an estimated population of 14,704,000 of 
which 6,723,000 (45.7%) were people aged 15-49 years in 1999[1], with about 46% of the total population 
living in urban areas in 1998 [2] 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance among pregnant 
women was established in 1989.  Sentinel surveys have been conducted at least once every year.  On 
average surveys are conducted in 4 to 6 sites every year.  In 2000, 28 sites from all the ten provinces were 
used bringing the coverage rate to 4.1 sites per 1,000,000 adult population aged 15-49 years.   Between 
1996 and 1999, there was inconsistency in the use of sites making it difficult to monitor HIV infection 
trends at the affected sites.  The surveys have been irregularly conducted as well.  The system utilizes 
unlinked anonymous procedures to collect and test samples for the presence of HIV antibodies.  Generally, 
adequate sample sizes are collected on average within 8-12 weeks.   Sample collection from the sites tends 
to be done during different periods but within the same year.  The samples are tested using two ELISA 
tests.  Information is not available on supervision and quality assurance procedures used.   Data is analysed 
by year and site.   Age specific and trend analysis are done as well.   Sentinel data has been used to make 
national estimates of HIV prevalence in the country and for advocacy.   For the year 2000, a technical 
report was produced and distributed to health professionals, policy makers and key partners.   Information 
was also disseminated to the general population in the form of flyers.   
 
2.1.2 HIV Surveillance in Special Groups: Using unlinked anonymous methods patients attending STD 
clinics in Yaounde and six other sites outside Yaounde have been tested for presence of HIV antibodies 
since 1989.  This has however not been done on a regular basis and not in the same sites.   Some studies 
have been conducted among sex workers in Douala, Yaounde, Bamenda, Edea, Ngaoundere and 
Nkongsamba between 1985 and 1995.   Studies have also been done among truck drivers in Douala 
(Littoral province) and Mamfe (Southwest province) in 1993 and 1994.   In 1996, an HIV prevalence study 
was conducted among military personnel. 
 
2.1.3 Population-Based HIV Prevalence Surveys: In 1998 a population-based serosurvey was conducted 
in Yaounde within the UNAIDS multicentre study on factors determining the differential spread of HIV in 
Sub-Saharan Africa and the information from this study was used to validate ANC based sentinel 
surveillance data [3].    
 
2.2   Behavioural Surveillance 
Behavioural surveillance is not institutionalized.   Some information on non-regular sexual relationships is 
available from the WHO/GPA KABP/Behavioural studies EPI fact sheet, 1992.   The 1991 Demographic 
Health Survey (DHS) included a question on age at first sexual intercourse.   This DHS did not have an 
HIV/AIDS module.   During the 2000 HIV surveillance sentinel survey among ANC attendees, a question 
on age at first sex was asked.   
 
2.3   STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Syphilis screening is done concurrently with ANC HIV sentinel 
surveillance and this has been on going since 1989. 
2.3.2 STI Case Reporting: STI case reporting is based on both syndromic and etiological diagnoses.  The 
syndromes monitored include genital ulcer, urethral discharge, vaginal discharge and lower abdominal 
pain.   Both vaginal discharge and lower abdominal pain are not useful for surveillance purposes.   STI case 
reporting uses a vertical system, completed forms are forwarded to the National AIDS Committee in 
Ministry of Public Health for analysis. 
2.3.3 Special Studies: There is no existing system to assess etiologies for STI syndromes and anti 
microbial sensitivity patterns. 
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2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is based on the WHO Bangui clinical case definition plus a positive HIV antibody test.  
AIDS case surveillance is done through a vertical system.   Completed forms are forwarded to the National 
AIDS Committee at national level for analysis.   Information is not readily available on the adequacy of 
HIV testing reagents, capacity of the laboratories to perform HIV testing, production and dissemination of 
reports.   Age and sex are collected on the reported AIDS cases.   Cameroon has no system for monitoring 
AIDS mortality and orphans.   
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that 540,000 people, of whom 290,000 were women and 
22,000 children, were living with HIV/AIDS.  The HIV prevalence among adults aged 15-49 years in 1999 
was estimated at 7.73%[2].  At the end of 2000, the National AIDS Control Committee estimated that 
1,000,000 people were living with HIV in the country. 
 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates among pregnant women attending antenatal clinics show great variations in HIV 
infection trends.   Overall HIV prevalence in 2000 was 10.8%.   In Douala and Yaounde, the main urban 
areas the rates rose from about 1.1-1.5% in the period 1988- 1990 to 4.5% in Douala and 4.8% in Yaounde 
in 1996.   HIV infection rates seem to have stabilised around these figures.   In Bamenda and Limbe areas 
outside the major urban areas the HIV infection trends have continued to rise.   In Limbe, the HIV infection 
rates rose from 1% in 1989 to 11.2% and 9.2% in 1998 and 2000 respectively, while in Bamenda the HIV 
prevalence rose from 0.5% in 1989 to 7.8% in 1993 and then 14.8% in 1998.   In other sites the rates also 
increased from 0-1% in 1989 to 3.3-8.8% in 1996.   Surprisingly, most of the sites outside the major urban 
areas had relatively higher rates than the major urban areas in the period 1997-1998.   In 2000, HIV 
prevalence among the 15-19 year old ANC attendees was 11.4%. 

HIV Prevelance (Median) Among first ANC Attendees

0

2

4

6

8

10

12

19
88

19
89

19
90

19
91

19
92

19
93

19
94

19
95

19
96

19
97

19
98

19
99

20
00

%

MED-URBAN

MED-OUTSIDE

 
Source: US Census Bureau 
 
3.3 HIV Prevalence Among Special Groups 
In Yaounde, the HIV infection rate among STD male patients was 10.9% in 1990 and 5% in 1993.   
Patients attending STD clinics in sites outside Yaounde and Douala had HIV rates in the range of 1.2% -3% 
in 1989 and these rates increased to 4.3%-11.4% in 1992 and then 9% in 1994.   HIV infection rates 
increased sharply from about 5.3% in 1988 to 45.3% in Douala in 1992.   Similarly among sex workers in 
Yaounde, the rates increased from 5.6% to 45.3% in the same period.   Sex workers in Edea, Ngaoundere 
and Nkongsamba areas outside the major urban areas had relatively low HIV prevalence less than 3% in the 
period 1988-1991.   In 1996, 15% of the military personnel tested were HIV infected.   About 17% of truck 
drivers who were tested in Douala in 1993/94 were HIV positive while in Mamfe 15% were HIV infected. 
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3.4 Behavioural Data 
The mean age at first sexual intercourse among the 20-24 year olds who were surveyed in the 1991 DHS 
was 16.1 years.   From the 1992 WHO/GPA KABP/behavioural studies EPI fact sheet, urban residents 
were more likely to have non-regular sexual relationships than the rural residents.   About 29% and 16% of 
the urban and rural residents respectively had engaged in non-regular sexual relationships in the last 12 
months.   In 2000, the median age at first sex among surveyed ANC attendees was 16 years. 
 
3.5 STI Incidence and Prevalence 
Of the 3,475 pregnant women attending antenatal clinics who were screened in 2000, 2.8% had positive 
syphilis serology.   Prevalence rates of STIs found in Yaounde within the UNAIDS multi-centre study on 
factors determining the differential spread of HIV in Sub-Saharan Africa are shown in table below.  
Information on incidence, magnitude of STI cases and syndromes on national scale is not available. 
 
 Prevalence of selected sexually transmitted infection in the general population of Yaounde, Cameroon, 
1998 
 
 
  Men Women 
  % % 
 
 
Syphilis 6.0 5.6 
HSV-2 26.6 50.9 
Gonorrhoea 1.6 2.7 
Chlamydial infection 5.9 9.4 
Trichomoniasis   - 17.5 
 
Source: The Study Group on Heterogeneity of HIV epidemics in African Cities 
 
 
3.6 AIDS Cases and Impact 
The first official report on AIDS cases was in 1986.  As of October 2000, a cumulative total of 34,875 
AIDS cases had been officially reported.   The male to female ratio was 1:1.   In the young age groups 15-
29 years females were more affected than males.  The peak of AIDS cases was in the ages 25-34 years.  In 
1999, UNAIDS/WHO estimated that 52,000 persons in Cameroon died of AIDS and that there were 
270,000 AIDS orphans cumulatively [2]. 
 
Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
21 20 33 60 183 604 1308 1385 1761 2766 1485 3950 5410 8756 5700* 34875 
* Only data for January-October 2000. 
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CAPE VERDE  
 
1.0 Introduction 
Cape Verde is an archipelago made up of ten islands located in the Atlantic Ocean with a population of 
434,812 and a quarter of the population living in Praia, the capital city, according to the 2000 population 
census [1].   
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance among ANC 
attendees was implemented in 1989 in two urban districts (Praia and Mindelo).  In 1994, the system 
expanded to three additional districts, two of them rural (Santa Catarina and Fogo) and one semi-urban 
(Sal).  The system has not been functional since 1998 due to financial constraints. 
 
2.1.2 HIV Surveillance in Special Groups: In 1986 and 1987 surveys were conducted among the military 
personnel, prisoners, blood donors, hospital patients and hotel employees.  Between 1993 and 1996 all 
patients seen at the sexually transmitted disease treatment centre in downtown Praia were voluntarily tested 
for HIV.   From 1997, all patients diagnosed with tuberculosis are tested for HIV using voluntary 
confidential procedures. 
 
2.1.3 Population-Based HIV Prevalence Surveys: In 1989, a serosurvey was carried out in the general 
population.   A sample of 5,790 people aged 15- 55 years were enrolled and tested for HIV using ELISA 
test and confirmed with Western Blot test.   Information is not available on the method used to collect and 
test samples. 
 
2.2 Behavioural Surveillance 
The Demographic and Reproductive Health Survey (IDSR) carried out in 1998 provides some information 
on knowledge and attitudes on HIV/AIDS/STI among the 15- to 49-year-old population. 
 
2.3    STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Syphilis screening is routinely done among ANC attendees.  Data 
is compiled and analysed. 
2.3.2 STI Case Reporting: STD cases are notified on a weekly basis by the Epidemiology treatment 
service structure.  Information is not readily available on whether the system uses STI syndromic or 
etiologic diagnoses.  A quarterly and annual review of the system is done and the data is published in a 
surveillance bulletin by the Ministry of Health. 
2.3.3 Special STI Studies: Information is not readily available.   
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is health facility based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test(s).  The system is integrated into the general disease surveillance.   Age, sex and 
risk factors are collected on reported AIDS cases.   Suspected AIDS cases from all over the country are 
referred to the laboratories in the country’s two main hospitals (in Praia and Mindelo) for testing and 
confirmation (ELISA and Western Blot).   HIV-positive cases are notified on a weekly basis to the 
Epidemiology service and reports are forwarded to the National AIDS Program.   Only the two laboratories 
have the capability to carry out ELISA tests, but quality control has yet to be established.   There has been 
no training of health workers on AIDS case surveillance and supervision has been irregular over the last 
two years.   Until 1997 the National AIDS Program published an HIV/AIDS surveillance bulletin every 
semester that was distributed throughout the health care system and to its partners.  Every year the 
Epidemiology Unit publishes and disseminates data on the distribution of confirmed HIV/AIDS cases in 
the country.  Information is not available on whether there is a system for monitoring AIDS mortality and 
numbers of AIDS orphans. 
 
 
 
 



 42 

3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
The national serologic survey (ELISA + Western Blot) carried out in 1989 among 5790 men and women 
aged between 15 and 55 years revealed an HIV infection rate of 0.49%.  Based on ANC sentinel data, the 
prevalence of HIV among the general population was estimated at between 1.5% and 2.5% in 1997. 
 
3.2 HIV Prevalence Among ANC Attendees 
HIV prevalence in Cape Verde in all the three sites; Praia, Mindelo and Santa Catarina was below 1% in 
1997.   HIV infection trends were stable in the period 1989 to 1997.   Information is not available on the 
HIV prevalence rate among the 15-19 year olds ANC attendees. 
 
3.3 HIV Prevalence in Special Groups 
In Praia and Santiago in 1986, the HIV prevalence among soldiers who were tested for HIV was 2.15% 
while among the prisoners and hotel employees the rate was 8.2% and 0% respectively.   In 1987, the HIV 
prevalence rates were 5% among prisoners, 2.15% among hospital employees, 21% among port workers 
(small sample size of 19) in Praia and Santiago.  In Sao Vicente in 1987, the HIV prevalence rates were 0% 
among health workers and 1.47% among prisoners.  The HIV prevalence among blood donors was below 
1% from 1988 to 1997.   
 
3.4 Behavioural Data 
Information on the findings of the 1998 Demographic and Reproductive Health Survey are not readily 
available. 
 
3.5 STI Incidence and Prevalence 
A study on genital infections among 350 ANC attendees in Praia in 1993 found 5% with Neisseria 
gonorrhoea, 13% Chlamydia trachomatis, and 31% bacterial vaginosis [2]. 
 
3.6 AIDS Cases and Impact 
AIDS cases were first reported in 1986.  At the end of 2000, a cumulative total of 407 AIDS cases had been 
officially reported.  The male to female ratio was 1:1.  The peak of reported AIDS cases for both males and 
females was in the age group 35-39 years.  Heterosexual transmission accounts for about 93% of the 
reported AIDS cases and vertical transmission 7%.  Information on AIDS deaths and AIDS orphans is not 
available. 
 
 Reported AIDS Cases by Year: 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
10 15 19 19 15 15 18 16 24 36 39 43 64 74* 407 
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CENTRAL AFRICAN REPUBLIC 
 
1.0 Introduction 
Central African Republic is located in Central Africa with an estimated total population of 3,550,000 of 
which 1,649,0000 (46.4%) were people in the age group 15-49 years in 1999 [1]. 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC attendees: The system was established in 1986.   Sentinel 
surveys are scheduled to be conducted once a year.   There has been inconsistency in the use of sites 
making monitoring of trends in the affected sites difficult.   Generally, unlinked anonymous procedures are 
utilized to collect and test samples for HIV antibodies but in 1998 one site used voluntary confidential 
procedures.   Use of voluntary confidential procedures is likely to introduce participation bias in the 
system.   Sample collection started at almost the same time in all the sites in 1998 but the sampling period 
was variable.   At most sites, the sampling period lasted for 6-12 weeks allowing for measurement of point 
prevalence but in 2 sites the sampling period lasted for 3-6 months.  Samples were tested using an ELISA 
test.   Information is not readily available on the supervision and quality procedures applied.   The sentinel 
data was analysed at the NACP by site, age and year.    In calculating the age specific HIV prevalence rates 
in 1997, total number of HIV positives was used as the denominator instead of total population in each of 
the age groups.  This resulted in very high age specific HIV prevalence rates.  Information is not readily 
available on the type of report(s) produced, the target audience and their dissemination. 
 
2.1.2 HIV Surveillance in Special Groups: Using unlinked anonymous procedures, patients attending 
STD clinics in Bangui, capital city, were tested for HIV in 1990 and then consecutively every year from 
1992 to 1998.   STD patients have also been tested for HIV in Bambari, Berberali, Bouar, Bossangoa, 
Bozoum and Bria at various times.   Four consecutive studies were conducted among sex workers in 
Bangui between 1985 and 1989.   Information is not readily available on the methods utilized.  No repeat 
surveys have been conducted since then.   
 
2.1.3 Population-Based HIV Prevalence Surveys:  No population-based sero-surveys have been done in 
the country. 
 
2.2 Behavioural Surveillance 
2.2.1 General Population: The DHS survey of 1995 had questions on non-regular sexual relationships and 
age at first sexual encounter.   
2.2.2 Special Groups: No surveys have been conducted among special groups. 
  
2.3 STI Surveillance 
Information is not readily available 
 
2.4 AIDS Case surveillance and Impact Monitoring 
Information on the operational structures of AIDS case surveillance in Central African Republic is not 
readily available.  AIDS case reporting stopped in 1997.   Information is also not available on whether there 
are systems in place to monitor AIDS deaths and numbers of children orphaned by AIDS. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that 240,000 persons were living with HIV/AIDS of which 
130,000 were women and 8,900 children in Central African Republic.   The adult HIV prevalence rate was 
estimated at 13.84% [1]. 
 
3.2 HIV Prevalence Among ANC attendees 
HIV infection rates at most of the sites remained relatively stable from 1986 to 1990 mainly in major urban 
areas and then started going up from 1994.   In Bangui, the capital city, the rates remained in the range of 
4.7-6.8% between 1985 and 1990 and then shot up to 13.3% in 1994, 14.8% in 1996 and 12.8% in 1998.   
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In 1996, 10 out of 13 sentinel sites had rates exceeding 10% in the range of 10.3% to 20%.   In 1998, the 
rates at 7 sites outside Bangui were in the range of 5.3% to 15.2%.   The only site that has persistently had 
stable and low HIV prevalence rates is Gamboula with rates below 7%.   
In 1998, the HIV prevalence at Gamboula was 6.3%.   Information on HIV infection rates among the 15-19 
year olds is not available. 
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3.3 HIV Prevalence in Special Groups 
HIV infection rates among STD clinic attendees in Bangui increased rapidly from 16.5% in 1990 to 31% in 
1993 and remained high until 1998.  In 1998, 28.8% of the STD patients tested in Bangui were HIV 
infected.   Among STD patients attending sites outside Bangui, the rates have ranged from 16.5% to 48.2%.  
The HIV prevalence among sex workers in Bangui who were tested increased from 16.3% in 1985 to 
20.6% in 1986 and then 18.9% in 1990.   
 
3.4 Behavioural Data 
Comparing the findings of 1995 DHS survey and the information from the 1992 WHO/GPA EPI fact sheet 
KABP/Behavioural studies, there was an increase in the proportion of males aged 15-19 years who were 
engaging in non–regular sexual relationships from 16.1% in 1985 to 26.9% in 1995 and similarly among 
the 20-24 year olds, the increase was from 17.3% to 39.5%.    
 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1987.   At the end of 1997, a cumulative total of 10,208 AIDS cases 
had been officially reported.   The female to male ratio was 1.2:1.  The peak ages of AIDS cases were 25-
29 and 35-39 years for females and males respectively.  There is no more data on AIDS cases after 1997.  
UNAIDS/WHO estimates show that in 1999, 23,000 persons died of AIDS in Central African Republic and 
that there were a cumulative total of 99,000 AIDS orphans.   
 
Reported AIDS Cases by Year 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
108 622 432 1312 840 636 290 50 649 2077 3192    10208 
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CHAD 
 
1.0 Introduction 
Chad is located in Central Africa with an estimated population of 7,462,000 of which 3,283,000 (44%) 
were aged 15-49 years in 1999[1], with about 22% of the total population living in urban areas in 1998 [2]. 
 
2.0    HIV/AIDS/STI Surveillance Systems  
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees : HIV sentinel surveillance was established in 
1992.   Sentinel surveys are conducted once a year.   The sentinel surveillance system in Chad has 
improved since 1999.   On average seven sites were used in 1999 and 2000 sentinel rounds as compared to 
only one site used in 1995.   No surveys were conducted in 1993-1994 and 1996-1998.   In the 2000 
sentinel survey, unlinked anonymous procedures were applied to collect and test sera for presence of HIV 
antibodies.   The sampling period lasted for 12 months; this is much longer than the period recommended in 
WHO guidelines on sentinel surveillance.   With this kind of long period, measurement of point prevalence 
is not possible and there is a possibility of enrolling a pregnant woman more than once into the sentinel 
samples for those women who become pregnant within three months of giving birth.  However, at analysis 
stage, HIV infection rate for each quarter (3 months) of the year was calculated which could then allow for 
the calculation of HIV point prevalence.  The samples were tested on ELISA; information is not readily 
available on whether two ELISA tests were performed or not.   For Chad with a low HIV prevalence, two 
ELISA tests based on different principles are recommended for surveillance purposes.   Adequate sample 
sizes were obtained from all the sites except for three sites that had sample sizes of less than 150.  
Information is not readily on the training of personnel, supervision and quality assurance procedures.  
Sentinel data was analysed by site and by quarter of the year.   No age specific analysis was done.   The 
analysed data was published in a technical report together with reported AIDS cases and HIV prevalence 
data in other populations.   Information is not readily available on the target audience for this report. 
 
2.1.2 HIV Surveillance in Special Groups: Patients attending STD clinics were tested for HIV in Bol, 
Bongor and Faya in 1999 and 2000.   In 1999, patients attending a TB clinic in N’Djamena were screened 
for HIV.  Cohort studies among military personnel in 1995 and 1997 provided information on HIV 
prevalence in this subpopulation.   In 1995, an HIV prevalence survey was conducted among sex workers 
in N’Djamena.   In 1997, a cohort study among sex workers in Sahr generated information on HIV 
prevalence.  Information is not readily available on sample sizes and HIV testing methods utilized in these 
studies. 
 
2.1.3 Population-Based HIV Prevalence Surveys: Between January and March 2000, a population-based 
survey was conducted in N’Djamena, capital city of Chad using voluntary methods.  Information is not 
available on whether the respondents who wished to know their HIV sero-status were given their HIV 
results and counseled or not.  The sample size (100) utilized was not adequate.   
 
2.2 Behavioural Surveillance 
The system has not yet been established. 
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: During the 1999 and 2000 HIV sentinel surveillance surveys, 
ANC attendees were screened for syphilis.  Data on syphilis serology results was compiled and analysed. 
2.3.2 STI Case Reporting: STI syndromic reporting has been integrated into the general disease 
surveillance system.  Information on the syndromes monitored is not available.   
2.3.3 Special Studies/Surveys: There is no available information on whether studies monitoring etiologies 
for STI syndromes and anti microbial sensitivity patterns have been conducted in the country or not. 
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2.4 AIDS Case Surveillance and Impact Monitoring  
AIDS case surveillance is health facility based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test.   Information is not readily available on whether AIDS case surveillance is 
integrated into general disease surveillance system or not.   Neither is information available on the capacity 
of the laboratories to perform HIV tests, availability of HIV test reagents, training of health workers, 
supervision procedures nor the level of analysis of the data and whether there is a system for monitoring 
AIDS deaths and numbers of children orphaned by AIDS or not.  The data on reported AIDS cases is 
analysed by year of reporting, region, age and sex and is published in quarterly surveillance reports 
together with HIV sentinel surveillance data when it is available.   Information is not readily available on 
the target audience for these reports and other channels used to disseminate data on AIDS cases. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
There are no country estimates on HIV prevalence.   At the end of 1999, UNAIDS/WHO estimated that 
92,000 persons were living with HIV/AIDS of which 49,000 were women and 4,000 children.   The adult 
prevalence rate was estimated at 2.69% [2].   The 1997 population based survey in N’Djamena in 2000 
showed an unexpectedly high HIV prevalence of 22%.   This could have resulted from a small sample size 
being utilized [3]. 
 
3.2 HIV Prevalence Among ANC Attendees 
The HIV prevalence among ANC attendees in N’Djamena, capital city increased from 2.4% in 1995 to 
3.2% in 1999 and then 6.7% in 2000.   Increases in HIV infection rates have also been observed in other 
sites.   In Abeche, the HIV prevalence rose from 0.3% in 1992 to 5.23% in 1999 and in Sahr from 4.1% in 
1992 to 5.3% in 1999 and then 9.0% in 2000.   Information on HIV infection rates among the 15-19 year 
olds is not available.   
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3.3 HIV Prevalence Among Special Groups 
Sex workers who were tested in N’Djamena had an HIV prevalence rate of 13% in 1995 while those tested 
in Sahr in 1997 had an HIV infection rate of 26%.   Among the military personnel who were tested in 1995 
and 1997, the HIV infection rates were 10% and 8.4% respectively.   Of the TB patients in N’Djamena who 
were screened for HIV in 1999, 26.2% were HIV infected.   In 2000, HIV prevalence among TB patients 
was in the range of 9.5% to 60% at four sites.   Of the STD patients in Bol, Faya and Bongor who were 
tested for HIV in 1999, about 22% were HIV positive.   In 2000, the HIV prevalence among STD patients 
ranged from 0% in Ati and Logone Oriental to 42.6% in Sarh. 
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3.4 Behavioural Data 
Information is not available. 
 
 3.5 STI Incidence and Prevalence 
Information on STI incidence is not available.  In 1999 and 2000 the sero-prevalence of syphilis among 
ANC attendees at seven sites was 5.56% and 5.69% respectively.  Information on annual STI cases, STI 
syndromes, etiologies for STI syndromes and anti-microbial sensitivity is not available. 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1986.  A cumulative total of 13,385 AIDS cases had been reported 
by the end of 2000.  The male to female ratio was approximately 1:1.  Females in the age group 20-24 years 
were about two times more affected than males in the same age group.  The peak ages for AIDS cases were 
25-29 years and 30-34 years for females and males respectively.  In 1999, UNAIDS estimated that 10,000 
persons died of AIDS in Chad and that there was cumulative total of 68,000 AIDS orphans [1] 
 
Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
2 2 7 10 38 165 363 1010 1268 1132 1242 2748 2030 1664 1704 13385 
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COMOROS 
 
1.0 Introduction 
Comoros is an island in the Indian Ocean with an estimated population of 676,000 of which 327,000 
(48.3%) were in the age group 15-49 years in 1999 [1].  Thirty one percent of the population was living in 
urban areas in 1998 [2] 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: Comoros has not yet established an HIV 
sentinel surveillance system among pregnant women attending antenatal care clinics.   However, some data 
on HIV prevalence among pregnant women in Moroni, the capital city of Comoros is available for 1991 to 
1996.   Information is not readily available on the methods used to obtain these data.   
 
2.1.2 HIV Surveillance in Special Groups: Cross-sectional studies were conducted among STD patients 
in 1987 and 1996.   A study was conducted among sex workers in Moroni in 1987.   A repeat survey was 
carried out among sex workers in 1998.   Information is not readily available on the methods used in these 
studies. 
 
2.2.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance  
Behavioural surveillance has not yet been established. 
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Data on syphilis serology accruing from screening of ANC 
attendees was compiled and analysed for the period 1994 to 1996.   
2.3.2 STI Case reporting: In 1998, one of the hospitals (Regional El Maarouf in Grand Comore) was 
reporting STI cases based on etiological diagnoses.   No information is available to indicate whether this is 
the practice in all health units or not.   
2.3.3 Special STI Studies: Information is not readily available on whether they have been any studies 
conducted or not. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is based on the WHO Bangui clinical case definition plus a positive HIV antibody 
test.   Information is not readily available on whether the system is integrated or not into the general disease 
surveillance system.   Age, gender and risk factors are collected on reported AIDS cases.   Reported AIDS 
cases are analysed by year of reporting, age and sex.   Information is not available on training of the 
personnel involved in surveillance of AIDS cases, availability of reagents, distribution and capacity of the 
laboratories performing HIV tests, level at which analysis is done, type(s) of report produced and channels 
used to disseminate AIDS data.   Information is also not available on whether Comoros has a system for 
monitoring AIDS deaths and numbers of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that the adult HIV prevalence in Comoros was 0.12% and 
that there were 400 people living with HIV/AIDS [2]. 
 
3.2 HIV Prevalence Among ANC attendees 
From 1991 to 1997 there was no evidence of HIV infection among ANC attendees who were tested for 
HIV.   
 



 50 

 HIV prevalence (%) among ANC attendees 
1991 1992 1993 1994 1995 1996 1997 1998 1999 2000  

N=sites                                                       1 1 1 3 3 3     
HIV prevalence 0 0 0 0 0 0     
Source UNAIDS EPI fact sheet, Comoros 2000 update and Up date on HIV/AIDS situation, correspondence  to WHO/AFRO of 6/9/99 
 
3.3 HIV Prevalence in Special Groups 
There was no evidence of HIV infection among STD patients who were tested for HIV in 1987 and 1996.  
In 1994, of the sex workers tested in Moroni, 57% were HIV positive [2].   In 1998, among the sex workers 
who were tested only one sex worker was HIV positive  
 
3.4 Behavioural Data 
Information is not available 
  
3.5 STD Incidence and Prevalence 
In 1994, the ANC attendees who were screened for syphilis at three sentinel sites had a sero-prevalence of 
syphilis ranging from 13.6% to 16.6%.   Then the rates declined to 3.1%-4.3% in 1996.   Information is not 
available on whether this decline was a result of an STD intervention or not.   
 
3.6 AIDS Cases and Impact 
The first AIDS case was reported in 1988.   AIDS cases have slowly increased to a cumulative total of 27 
cases at the end of 2000.   Heterosexual transmission accounts for 85%, homosexual/bisexual 10% and 
vertical transmission 5% of the reported AIDS cases.   Males were slightly more affected than females.  
Information on AIDS deaths and AIDS orphans is not available.   
  
Reported AIDS Cases by Year 
1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
3 0 1 1 3 2 4 2 2 3 1 1 4 27 
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CONGO 
 
1.0 Introduction 
Congo is situated in Central Africa with an estimated total population of 2,867,000 million of which 
1,277,000 (44.5%) were aged 15-49 years in 1999 [1], with about 59% of the population residing in urban 
areas in 1998[2]. 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance: Sentinel surveillance of HIV was established in 1989.   Sentinel surveys 
were being conducted once a year until 1996 when the system was interrupted by the war.   No sentinel 
surveys were conducted from 1997 to 1999.   In 2000, the system was reactivated and sentinel surveys were 
conducted in two sites; Brazzaville and Pointe-Noire.   Between 1993 and 1996 the period before the war, 
HIV sentinel surveys were conducted only in Brazzaville and Pointe Noire.  Unlinked anonymous 
procedures were used.  The sampling period lasted for four weeks.  About 300 samples were collected from 
each of the two sites.  Sera were tested using an HIV Rapid test.   Information is not available on whether 
two tests based on different principles were used.  Two HIV tests are recommended for surveillance 
purposes in Congo where HIV prevalence is less than 10%.  Information is also not available on the 
training, supervision and quality procedures used.  Analysis of sentinel data was done by age and site.  
There is no information indicating whether national HIV prevalence estimates were calculated using 
sentinel data.  Information is also not available on whether this data was published in a report or not, the 
type of report and the target audience for the report. 
 
2.1.2 HIV Surveillance in Special Groups: A study was conducted among sex workers in Brazzaville and 
Pointe-Noire in 1987.  In 1990, patients attending STD clinic(s) in Brazzaville were tested for HIV.  In the 
same year, a study was conducted among TB patients.  From 1989 to 1996, four serial cross sectional 
studies were conducted among military personnel.  Information is not available on the sample sizes and 
HIV testing methods used. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance 
Behavioural surveillance has not yet  been  established. 
 
2.3   STI Surveillance 
2.3.1 STI Prevalence Surveys/Studies: No studies or surveys have been conducted in the country. 
2.3.2 STI Case Reporting: Congo has been using the syndromic approach to report STI cases since 1994.  
The reporting system is vertical.  Six syndromes are monitored; genital ulcer disease, urethral discharge, 
vaginal discharge (normal), vaginal discharge (abnormal), lower abdominal pain (PID) in females and 
inguinal scrotal swelling.  The latter four are not useful for surveillance purposes.   
2.3.3 Special STI Studies: There is no available information on whether studies have been conducted to 
monitor etiologies for STI syndromes and anti-microbial sensitivity patterns or not. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
Congo used to have a vertical AIDS case surveillance system, which broke down during the 1997 war and 
since then it has not been revitalized.  AIDS case reporting was based on WHO Bangui clinical case 
definition with a positive HIV antibody test.  Available documentation indicates that no age and gender was 
being collected on the reported cases.  Data was being analysed by year of reporting.  Information is not 
readily available on what type of report(s) were being produced, frequency of their production and channels 
that were utilized to disseminate information on reported AIDS cases.  Information is also not available on 
whether there is a system in place to monitor AIDS deaths and numbers of AIDS orphans. 
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3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that 86,000 people were living with HIV/AIDS of which 
45,000 were women and 4,000 were children.  The adult HIV prevalence was estimated at 6.43% [2] 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates doubled among ANC attendees in Pointe Noire, the port city from 7% in 1990 to 14% 
in 2000.  The HIV prevalence in Pointe Noire is much higher than that in Brazzaville, the Capital City.  
This is most likely a result of significant population movements and mixing in this busy commercial port 
town.  In Brazzaville, the HIV infection rates increased rapidly from 3.3% in 1989 to 8.3% in 1991 and 
then remained relatively stable until 1995.  Between 1996 and 2000, the HIV prevalence among ANC 
attendees has remained around 5%.  In sites outside the major urban areas, HIV infection rates in the period 
1990-1993 were close and similar to the ones in Brazzaville and Pointe Noire.  No current information on 
HIV prevalence in sites outside Brazzaville and Pointe Noire is available.  Information on HIV infection 
rates among the 15-19 year old ANC attendees is not available. 
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3.3 HIV Prevalence Among Special Groups 
In 1987, sex workers who were tested for HIV in Brazzaville and Pointe Noire had HIV infection rates of 
34.3% and 64.1% respectively.  In 1990, while male patients attending STD clinic(s) had an HIV 
prevalence of 16.4%, the female STD patients had a slightly higher rate of 19.6%.  Of the TB patients who 
were tested for HIV in 1990, 37% were HIV positive.  The HIV infection rates among the military declined 
from 14.57% in 1989 to 4.9% in 1999.  It is not known whether this decline was real or not.   
 
3.4 Behavioural Data 
Information is not available 
 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS Cases and Impact  
The first AIDS cases were reported in 1986.  At the end of 1995, a cumulative total of 10,223 AIDS cases 
had been officially reported.  There is no available information on age and sex distribution of AIDS cases.  
UNAIDS/WHO estimated that in 1999, 8,600 people died of AIDS in Congo.  In the same year, UNAIDS 
estimated that there was a cumulative total of 53,00 AIDS orphans.       
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Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
250 1000 330 360 465 1077 1785 1206 1300 2450 - - - -  10223 
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COTE D’IVOIRE 
 
1.0  Introduction 
Cote d’Ivoire is situated in West Africa. With an estimated population of 15,366,672 of which 7,528,161 
(48.9%) were aged 15-49 years in 1999, with 43% the total population residing in urban in 1998 [1] 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: Surveillance of HIV among ANC attendees 
was established in 1986 with one site in Abidjan and gradually expanded to more sites.   In 1997, 10 
sentinel sites were used with each of the 10 largest towns having one site located in a public antenatal 
clinic.  Unlinked anonymous procedures were used to collect and test sera for HIV antibodies.  Sampling 
was done concurrently at all the sites.  On average, the sampling period lasted for 11-18 weeks to allow 
sites to attain the required sample sizes.  Generally adequate sample sizes were obtained from the sites in 
the range of 291 to 343.   The samples were tested on two ELISA tests as recommended in the WHO 
guidelines.  Sentinel data is analysed by year and site.  Training of health personnel involved in sentinel 
surveillance is conducted before commencement of each sentinel survey.  Supervision and quality 
assurance procedures are conducted every year but detailed information on how these procedures are done 
is not readily available.  An annual technical HIV surveillance report is produced and disseminated to 
health professionals and other key partners in the field of AIDS. 
 
2.1.2 HIV Surveillance in Special Groups: Nine consecutive cross-sectional studies among female sex 
workers were conducted between 1992 and 2000 in Abidjan, capital city.  Four other four studies among 
sex workers were conducted in Odienne outside Abidjan between 1987 and 1990.  In 1987, another study 
among sex workers was conducted in 5 regions.    
 
2.1.3 Population-Based HIV Prevalence Surveys: A nation wide population based survey was conducted 
in 1989.  Since then, no population-based surveys have been conducted to calibrate ANC sentinel based 
data.   
 
2.2 Behavioural Surveillance 
2.2.1 General Population 
Limited information on sexual behavior is available from the 1992 WHO/GPA KABP/Behavioural studies 
EPI fact sheet.  A question on age at first sexual encounter was included in the 1994 DHS but this survey 
did not contain an HIV/AIDS module.  No behavioural surveys have been conducted among the general 
population in Cote d’Ivoire.    
 
2.2.2 Special Groups: Using the Family Health International protocol, a behavioural surveillance survey 
(BSS) was conducted among female sex workers in 5 urban areas, truck drivers in three urban areas, male 
migrant workers from 3 agro-industrial farms and youth aged 15-19 in 6 regional urban areas in the country 
in 1998.  This BSS is planned to be repeated at regular intervals. 
  
2.3    STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Syphilis serology results of ANC attendees who were enrolled in 
the HIV surveillance sentinel samples were compiled and analysed for the years 1997, 1998 and 2000.  
Analysis was done to assess the relationship between the trends of syphilis and HIV infection among ANC 
attendees.   
2.3.2 STI Case Reporting: Information is not readily available. 
2.3.3 Special STI Studies: A number of cross-sectional studies were conducted between 1990 and 2000 in 
Abidjan among female sex workers and STI patients to monitor trends of STI.   
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2.4 AIDS Case Surveillance and Impact Monitoring  
Before 1994, AIDS case surveillance was based on the WHO Bangui clinical case definition.   Since 1994, 
AIDS case surveillance has been based on the WHO AIDS case definition plus a positive HIV antibody 
test.  The AIDS case surveillance is not integrated into the national disease surveillance system.   Cote 
d’Ivoire has a system in place for monitoring AIDS deaths and numbers of AIDS orphans.   AIDS data is 
analysed by year of reporting, age, sex and region.   An annual technical AIDS surveillance report is 
published and disseminated to health professionals, policy makers and other key stakeholders. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimate show that 10.76% of the adult population was HIV infected in 1999 and that there 
were 760,000 people living with HIV/AIDS of which 400,000 were women and were 32,000 children. 
  
3.2 HIV Prevalence Among ANC Attendees 
Of the 3,110 ANC attendees who were tested for HIV in 2000, 8.3% were infected with HIV-1, 0.8% with 
HIV-2 and 0.4% had dual infection.   HIV prevalence among ANC attendees was in the range of 5.9%- 
13.4% in 1997 and 7.7%-12.0% in 2000.   In Abidjan, the capital city, HIV infection rates shot up from 3% 
in 1986 to 14.8% in 1996 and then remained stable.   In 2000, the HIV prevalence rate among ANC 
attendees in Abidjan was 10.8%.   Comparing HIV infection rates of 1987 which were in a range of 0-3.5% 
and those of 1998 with range of 8.1-12.8% in sites outside Abidjan, there was an upward trend in HIV 
infection.   Between 1998 and 2000, HIV prevalence among pregnant women in urban centres throughout 
Cote d’Ivoire remained stable.   HIV infection rates also among the 15-19 year olds indicate relatively 
stable trends between 1997 and 2000.   The HIV infection rates among the 15-19 year old ANC attendees 
were 6.8%, 4.6% and 6.79% in 1997,1998 and 2000 respectively. 
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Source: US census Bureau 
 
3.3 HIV Prevalence in Special Groups 
In 1987, STD patients in Abidjan had an HIV infection rate of 7.7% and this rose to 16.5% in 1990 and 
continued to rise to 18.4% in 1992.   STD patients in five regions in 1987 were found with an HIV 
prevalence of 35.4%.   Sex workers in Abidjan had an HIV prevalence of 26.7% in 1985 and this rate 
increased to 62.5% in 1990 and continued to rise until a peak of 89% in 1992.   HIV prevalence among 
female sex workers in Abidjan decreased from 89% in 1992 to 32% in 1999.   Among the sex workers in 
Odienne, the HIV infection rates rose from 37% in 1987 to 53% in 1990.   A study done in five regions in 
the country in 1987 found that 34.2% of the sex workers were HIV positive. 
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3.4 Behavioural Data 
In both the 1989 and 1993 KABP studies, men were more likely to engage in non-regular sexual 
relationships than women across all age groups.   In 1989, boys aged 15-19 years were about three times 
more likely to engage in non-regular sexual relationships than girls of the same age.  Comparing the 
findings of 1989 and 1993, for both boys and girls aged 15-19 years, there was a reduction in the 
proportions of those were engaging in non-regular sexual relationships.   The reduction was more than 70% 
for girls and  about 50% for boys[4].  The mean age at first sexual encounter was 15.8 years for persons 
aged 20-24 years and those with age 25-49 years [5].   
 
Of the female sex workers who were surveyed in 1998, 84% and 82% had used a condom at the last sexual 
encounter with non-regular and regular sexual partners respectively.   Of the migrant workers who were 
sexually active in the last 12 months, 69% reported having had sex with non-regular sexual partner(s) in the 
last 12 months and the condom use at the last sexual intercourse in these relationships was 21%.  Of the 
truck drivers who were surveyed in 1998, only 27% had had sex with non-regular sexual partner(s) in the 
last 12 months and 60.6% of these drivers reported using a condom always.  The mean age at first sexual 
intercourse among the youth who were surveyed in 1998 was 15 years.  Of these youth, 55.3% and 53% 
males and females were sexually active. 
 
3.5 STI Incidence and Prevalence 
The prevalence rate of syphilis among pregnant women attending ANC who were screened in 1997 was 
1.4%.  Women in the older age groups had a higher prevalence of syphilis than those in the younger age 
groups.  The youngest age group 13-14 years had the lowest rate of 0.5% and the 35-39 year olds had the 
highest rate of 2.6%.  In 2000, the syphilis sero-prevalence rate among ANC attendees at the HIV sentinel 
sites was 0.4%.  Information is not available information on STIs incidence, etiologies for STI syndromes 
and antimicrobial sensitivity patterns. 
 
3.6 AIDS Cases and Impact  
The first AIDS cases were reported in Cote d’Ivoire in 1985.   At the end of 1999, a cumulative total of 
55,957 cases had been officially reported.   The overall male to female ratio was approximately 1:1.   In the 
age group 15-19 years, females were 5-7 times more likely to have AIDS than males of the same age.  
UNAIDS estimated that 72,000 people died of AIDS in 1999 and that there were 320,000 AIDS orphans 
cumulatively. 
 
 Reported AIDS Cases by Year* 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
118 466 1193 1930 3189 3894 3863 4015 6566 6727 5935 5949 5685 6427  55957 
*Data for 2000 not yet compiled  
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DEMOCRATIC REPUBLIC OF CONGO 
 
1.0 Introduction 
The Democratic Republic of Congo (DRC) is located in the Great Lakes Region of Africa with an 
estimated population of 50,407,000 of which 21,564,000 (42.8%) were in the age group 15-49 years in 
1999 [1].  In 1998, 29% of the population was living in urban areas [2].   
 
2.0   HIV/AIDS/STI Surveillance Systems  
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance was established in 
1985.   Sentinel surveys are conducted once a year.   The national protocol on sentinel surveillance 
stipulates that 26 sites that are geographically distributed all over the country be to be used every year.   
Due to financial constraints, it has never been possible to conduct surveys in all the proposed 26 sites at a 
go.   Unlinked anonymous procedures are utilized to collect and test samples for HIV antibodies.   
Generally adequate sample sizes are obtained from the sites.   Sampling period lasts for 8 weeks and 
sample collection occurs concurrently at all the sites.  HIV testing is decentralized.   In the past, there was 
no standardization of HIV testing procedures and use of HIV test kits.   Some sites performed one test 
while others performed two or three.   However, the situation has improved.   In the last survey in 1999 
samples were tested using both a rapid test and an ELISA.   Health personnel at the sites were trained on 
sentinel surveillance procedures but they were irregularly supervised.   Information is not available on the 
quality control procedures utilized.  When the reports are produced, they are disseminated to policy makers 
and health workers.    
 
2.1.2 HIV Surveillance in Special Groups: Two studies were conducted in Kinshasa among STD clinic 
attendees in 1996 and 1997.   Two other studies were conducted outside Kinshasa in Isiro and Mbuji-Mayi 
in 1986 and 1997 respectively.   Unlinked and anonymous procedures were utilized to collect and test 
samples for HIV antibodies.   Serial cross-sectional studies were conducted among sex workers in Kinshasa 
between 1985 and 1997.   Studies have also been conducted among sex workers in 5 sites outside Kinshasa 
in 1986, then in one other site in 1989,another site in 1991 and again in one other site in 1997.   
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based sero-surveys have been 
conducted. 
 
2.2 Behavioural Surveillance 
Information on studies conducted in the early 1990 was not readily available. In 1999, a behavioural survey 
was conducted among the general population in the catchment areas of 3 HIV sentinel sites.   The survey 
included questions on age at first sex and non-regular sexual relationships.  In 1999 a KABP was done in 5 
areas in the country.   Information is not available on the questions and methods used. 
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: In 1997, data on syphilis serology among ANC attendees in Bunia, 
a town in Eastern DRC was compiled and analysed. 
2.3.2 STI Case Reporting: STI reporting is based on STI syndromes.   Syndromes monitored include 
urethral discharge, vaginal discharge, genital ulcer, condylomata, bubo, scrotal swellings, PID and other 
syndromes.  There are too many syndromes being monitored, most of which are not useful for surveillance 
purposes.   STI case reporting is integrated into the Health Information System.   Data is analysed by year, 
region, sex and type of syndrome.   Information is not available on whether the analysed data is published 
in reports, the frequency the reports and the target audience.   
2.3.3 Special STI Studies: Information on whether studies on monitoring etiologies for STI syndromes or 
antimicrobial sensitivity patterns have been conducted or not is not available. 
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2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is health facility based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test.   AIDS case reporting is obligatory in the DRC.   The war in the DRC that 
started in 1998 has disrupted the system for AIDS case reporting.   There was a reduction of about 99.2% in 
the AIDS cases that were reported in 1999 as compared to the number reported in 1998.  AIDS case 
reporting is integrated into the Health Information System.   In 1999, the AIDS reporting rate was estimated 
at 10% [3].  Age and sex are inconsistently collected on reported AIDS cases.   Information is not available 
on the capacity and infrastructure of laboratories, adequacy of laboratory reagents, training of health 
personnel on AIDS cases surveillance, supervision, quality assurance procedures, type(s) of reports 
produced, frequency of their production and the target audience.  Information is also not available on 
whether DRC has a system for monitoring AIDS deaths and numbers of AIDS orphans. 
 
3.0  HIV/AIDS/STI Situation 
3.1  HIV Prevalence Estimates  
At the end of 1999, UNAIDS/WHO estimated that there were 1,100,000 people living with HIV/AIDS of 
whom 600,000 were women and 53,000 were children.  The adult HIV prevalence in 1999 was estimated at 
5.07% [2] 
 
3.2 HIV Prevalence Among ANC Attendees 
In Kinshasa, the capital city, HIV infection rates have been fluctuating with no clear HIV prevalence 
trends.   In 1985, 6.9% of the pregnant women who were tested for HIV in Kinshasa were HIV positive and 
then the rate declined to 5.7% in 1987.   In 1988, the HIV prevalence rate was 7.0% and 6.8% in 1991, 
10.8% in 1992 and then 2.7% to 5.4% in 1999.  In Kisangani, a town in Eastern DRC, HIV prevalence rose 
from 5.3% in 1990 to 11.0% in 1991 and since then the rates have remained between 3.0% and 5.6%.   In 
Lubumbashi, HIV infection rates among ANC attendees show an upward trend.   HIV prevalence increased 
from 2.7% in 1989 to 4.7% in 1997 and then 8.5% in 1999.    In 1997, HIV prevalence in 14 sites outside 
the major urban areas was in the range of 0.4% to 6.3%.  HIV prevalence rates in DRC show wide 
variations, which are indicative of the different stages of the epidemic in the country.   Information on HIV 
infection rates among the 15-19 year old ANC attendees is not available. 
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HIV Prevalence (Median) Among ANC Attendees
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3.3 HIV Prevalence in Special Groups 
HIV infection rates among sex workers tested for HIV in Kinshasa have fluctuated between 26.8% in 1985, 
38% in 1989 and 29% in 1997.   In areas outside Kinshasa, in 1986 HIV prevalence was in the range of 
8.5% to 12.7%.   In 1991, sex workers in Hauti- Zaire another town in DRC had an HIV infection rate of 
25.4%.   In 1997, HIV prevalence among sex workers in Mbuji-Mayi another town in DRC was 29.2%.  
HIV prevalence among STD clinic attendees in Kinshasa rose from 5.3% in 1996 to 12.2%.   In 1997, STD 
patient clinic attendees in Mbuji-Mayi had an infection rate of 8.3%.In Kabinda, a town outside Kishasha, 
TB patients who were tested for HIV in 1987 had HIV prevalence in the range of 17.4% to 33% and in 
1989, the HIV infection rate was 20.3%. 
 
3.4 Behavioural Data 
From the 1999 survey, mean age at first sex was 16 years (16.5 years for girls and 16.3 years for males).  
The majority (61.2%) of the majority of the 15-19 year olds were sexually active.  About 41.6% reported 
having occasional sex on the last 12 months. 
 
3.5 STI Incidence and Prevalence 
In 1998, 51, 105 STI syndromes were reported putting the annual incidence of STI syndromes at about 
1014/100,000 population.  This may be a reflection of the limited access to health services.  There is no 
information on trends in reported STI cases.   In 1997, the sero-prevalence rate of syphilis in Bunia, a town 
in Eastern DRC was 24%.   There is no available information on syphilis prevalence in other areas in DRC. 
 
3.6 AIDS Cases and Impact 
AIDS cases were first reported in 1986.   At the end of 2000, there were a cumulative total of 85,058 
reported AIDS cases.   In 1998, the male to female ratio was approximately 1:1.4.   The peak ages for 
reported AIDS cases were 20-29 for females and males 30-39 years.   Heterosexual transmission accounts 
for over 70% of the reported AIDS cases.   1n 1999, UNAIDS/WHO estimated that 95,000 people died of 
AIDS in the DRC and that there were 680,000 AIDS orphans cumulatively. 
 
 Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
440 1988 4566 5609 3916 4482 2163 4508 2637 8329 11572 9624 5809 9953 9848 85058 
 



 60 

References: 
1. UNAIDS: Global report on HIV/AIDS epidemic June 2000 
2. UNAIDS/WHO EPI fact sheet, Democratic Republic of Congo 2000 update 
3. Ministere de la Sante, PNLS, Compilation des donnes de la serosurveillance du VIH et syphilis en RD> Cono Depuis     
        1985, 12th May 1999 
4. Ministere de le Sante, PNLS, Compilation des notifications des cas de MST en RD Congo, 12th May 1999 
5. Ministere de La Sante, Guide pour la serosurveillance de l’infection a VIH et syphilis par reseau de sites sentinelles     en 

Republique Democratique du Congo, Aout 1997      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 61 

EQUATORIAL GUINEA 
 
1.0 Introduction 
Equatorial Guinea is located in Central Africa with an estimated total population of 442,000 of which 
200,000 (45.2%) were aged 15-49 years in 1999 [1] 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: Equatorial Guinea does not have an established 
HIV sentinel surveillance system.   However, some studies were conducted among ANC attendees in 1992, 
1995 and 1996.   The coverage of these studies was limited.   Information is not readily available on the 
sample sizes and methods used. 
 
2.1.2 HIV Surveillance in Special Groups: Some studies were conducted among patients attending STD 
clinics in Malabo, capital city and Bata in 1996.   Another study was conducted among STD patients in 
1992 and 1993 in the country in an area that is not specified.   Information is not readily available on the 
methods used in these studies. 
 
2.1.3 Population-Based HIV Prevalence Surveys 
No population-based sero-surveys have been conducted in the country. 
 
2.2 Behavioural Surveillance 
A KABP survey was conducted among the general population in Ela Nguema and Campo Yaounde both in 
Malabo in 1990.   A question whether respondent ever used of a condom was asked. 
 
2.3  STI Surveillance 
Information is not available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is health facility based and uses the WHO expanded case definition.   Age, sex and 
risk factors are collected on reported AIDS cases.   There is no further information on the operational 
structures on the system.   Information is also not available on whether there is a system for monitoring 
AIDS deaths and numbers of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that 1,100 people were living with HIV/AIDS of which 560 
were women and less then a 100 were children.   The adult HIV prevalence rate was estimated at 0.51% 
[1]. 
 
3.2 HIV Prevalence Among ANC attendees 
Of the ANC attendees who were tested for HIV in 1992, 2% were HIV infected.   In 1995, the ANC 
attendees in the insular area who were tested for HIV, 0.3% were HIV positive and in 1996, ANC attendees 
had an HIV prevalence of 1% in Malabo and Bata.   Information on HIV infection rates in the age group 
15-19 years is not available. 
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3.3 HIV Prevalence in Special Groups 
STD patients who were tested for HIV in 1992 and 1993, 6% were HIV infected.  In 1996, 3% and 29% of 
the STD patients tested in Malabo and Bata were HIV positive respectively.  There is no information on 
HIV prevalence among other special groups. 
 
3.4 Behavioural Data 
There is no information on age at first sex, non-regular sexual relationships and condom use in these 
relationships.   In Malabo in 1990, 20% of  the general population was 20% had at once used a condom. 
 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS case and Impact 
The first reports of AIDS cases were in 1993.  As of October 2000, a cumulative total of 875 cases had 
been officially reported.   The male to female ratio was 1: 1.4.  The peak of AIDS cases is in the age group 
25-29 years.   Heterosexual transmission is the main mode of HIV transmission accounting for about 70% 
of the reported AIDS cases.   Other modes of HIV transmission in the country are vertical and 
contaminated blood and blood products.   In 1999, UNAIDS estimates indicate that 120 people died of 
AIDS and that there was a cumulative total of 860 AIDS orphans. 
 
 Reported AIDS Cases by Year 

1993 1994 1995 1996 1997 1998 1999 2000 Total 
24 16 98 74 111 189 122 222 875 
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ERITREA 
 
1.0 Introduction 
Eritrea is situated in the north-eastern horn of Africa with an estimated total population of 3,719,000 of 
which 1,705,000 (45.8%) were in the age group 15-49 years in 1999 [1], with about 17% of the total 
population living in urban areas [2].  Eritrea emerged from 30 years of political war in 1991 with the war 
leaving almost all the social services including health collapsed. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: Eritrea has not yet established an HIV sentinel 
surveillance system among ANC attendees.   In 1994, as part of nationwide survey among specific 
subpopulations, ANC attendees at selected clinics were enrolled.   Information is not available on the 
methods and sample sizes used. 
 
2.1.2 HIV Surveillance in Special Groups: The 1994 survey included also STD clinic attendees, sex 
workers, military, truck drivers, industrial workers, students, TB patients and blood donors.   Information 
on the sample sizes and methods used is not available. 
 
2.1.3 Population-Based Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance 
Behavioural surveillance has not yet been established in the country. 
. 
2.3 STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Syphilis screening is done routinely in hospitals but information is 
not available on whether the results of syphilis serology are compiled and analysed. 
2.3.2 STI Case Reporting: This is based on etiological diagnosis and reports are submitted to the Ministry 
of health through the Health Information System from hospitals that perform the tests and STD clinics.   
The STD clinics are said to be serving mainly sex workers who are registered and barmaids [3].   
2.3.3 Special STI Studies: Information is not available on whether any etiological and anti-microbial 
studies have been conducted in the country or not. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is hospital based and uses the WHO Bangui clinical case definition plus a positive 
HIV antibody test.   AIDS case reporting is integrated into the Health information system.   Information is 
not available on adequacy of HIV test reagents, training of health personnel involved in AIDS case 
surveillance, quality assurance and supervision procedures.  Information is also not available on the level at 
which data analysis is done, production of the report and its dissemination.   The AIDS data is analysed by 
year of reporting, age and sex.   Information is not available on whether Eritrea has a system for monitoring 
AIDS deaths and numbers of AIDS orphans.    
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
In 1997, Ministry of Health estimated that 40,000-60,000 persons were living with HIV/AIDS in Eritrea.  
Methods use to obtain these estimates are not available.   The adult HIV prevalence in Eritrea was 
estimated to be 2.87% with 49,000 people living with HIV/AIDS at the end of 1999 [2]. 
 
3.2 HIV Prevalence Among ANC attendees 
Of the pregnant women attending antenatal clinics who were tested in the 1994 survey, 3% were HIV 
infected.    Information on HIV infection rates among the 15-19 year olds is not available. 
 
3.3 HIV Prevalence in Special Groups 
Of the STD patients who were enrolled in the 1994 survey, 9.5% were HIV positive.   The HIV prevalence 
was 4% and 25% among blood donors and sex workers enrolled in the same survey respectively. 
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3.4 Behavioural Data 
Information is not available. 
 
3.5 STD Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS and Impact 
The first AIDS cases were reported in 1988.  As at the end of 1999, a cumulative total of 6,873 cases had 
been reported officially of which 60% were males and 40% females.   This pattern is however reversed in 
the young age groups where in the age-group 15-19 years females are two times more affected than the 
males.   Males are more affected in the older age groups above 30 years.   The peaks of AIDS cases among 
females were 20-24 and 25-29 years while for males there were 20-29 and 30-34 years.   Information on 
AIDS mortality and AIDS orphans is not available.    
 
Reported AIDS Cases by Year 
1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
8 10 56 76 219 300 625 727 896 1260 1610 1086  6873 
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ETHIOPIA 
 
1.0 Introduction 
Ethiopia is situated in North-East Africa with an estimated population of 61,095,000 of which 27,201,000 
(44.5%) were people with age 15-49 years in 1999 [1].  About 84% of the population lives in rural areas. 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance was established in 
1989 and was using procedures outlined in the WHO guidelines on sentinel surveillance.   The system 
collapsed in 1993 following the restructuring of the public service and decentralization of AIDS control 
activities.   With external funding, the Health Bureau of Addis Ababa City has been able to sustain its 
sentinel sites.   Some two regions have tried on their own to carry out sentinel surveys in some selected 
hospitals but they have been faced with the problem of health professionals not willing to collect blood 
specimens for syphilis screening since syphilis screening is not routinely done in ANC clinics.   
 
In 1998, the Southern Nationalities Nations and Peoples Region (SNNPR) using anonymous unlinked 
procedures carried out sentinel surveillance in four urban and one rural site.   In 1999, Ahmara region 
conducted sentinel surveillance in one of the hospitals using unlinked anonymous procedures.   There is no 
organized supervision and quality control system in place.   In 1999, a revised guideline on HIV sentinel 
surveillance was produced and distributed to all the regions with supervision and quality control 
mechanisms outlined.   Beginning in 1999 and extending into 2000, sentinel surveys were conducted in 21 
sites in 7 regions.   
 
2.1.2 HIV Surveillance in Special Groups: There has not been any study done among special groups 
since 1990.   In the late 80s and early 90s, sex workers were extensively studied.   In 1988, a sero-survey 
among sex workers in 23 towns was done.   In 1989, another survey was conducted among sex workers in 
Addis Ababa.   In  1989, a sero-survey was conducted among military recruits.   In 1988, a sero-survey was 
conducted among employees of Ethiopian Freight and Transport Corporation.   Information is not readily 
available on the methods used in all these surveys.    
 
2.1.3 Population-Based HIV Prevalence Surveys: In 1992, a population-based survey was conducted 
among the general population in selected areas in the country.   In 1994, the Ethiopian Health and Nutrition 
Research Institute conducted a survey among the general population in Addis Ababa.   No repeat surveys 
have been conducted since then. 
 
2.2    Behavioural Surveillance 
2.2.1 General Population:  Using the WHO/GPA protocol, a general population household and STD health 
facility survey was done in 5 cities in Ethiopia in 1993.   Information collected in this survey included 
knowledge of preventive practices, mean age at first sexual intercourse, regular sexual relationships, non-
regular sexual relationships, condom availability and condom use.   There has been no follow up surveys. 
2.2.2 Special Groups: No surveys or studies have been conducted. 
 
2.3   STI Surveillance 
The country has no established and coordinated STI surveillance system. 
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2.4 AIDS Case Surveillance and Impact Monitoring 
 AIDS case reporting is based on WHO Bangui clinical case definition plus a positive HIV antibody test.  
The system is hospital based and its only doctors who are allowed to make a diagnosis of AIDS and 
therefore expected to complete the AIDS reporting forms.   This implies that patients with no access to 
doctors as the case is in Primary Health Units are not reported.  The system, which was established in 1987, 
became almost non-functional in 1993.   With the decentralization of the National AIDS Control 
Programme (NACP), AIDS case reporting is integrated into the general disease surveillance system.   
 
The AIDS reporting rate is estimated at 10%.  Recurrent shortages of HIV testing reagents and non-
functioning ELISA readers and poor quality assurance procedures are some of the main limitations of 
AIDS case surveillance.  To revamp the system, new forms: individual and an AIDS quarterly summary 
form have recently been designed and distributed to health facilities.   However, the distribution of these 
forms is limited and there has been no training on the use of the forms.   The AIDS quarterly form is 
designed in such a way as to encourage data analysis at the point of data collection.   AIDS reports with 
annual incidence and cumulative distribution of AIDS cases by age, sex, occupation, risk factors and 
clinical spectrum are supposed to be produced annually but the last report was produced in 1996.   The 
reports are distributed to health professionals and many various stakeholders in the field of AIDS.  
Information is not available on whether Ethiopia has a system for monitoring AIDS deaths and numbers of 
children orphaned by AIDS. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
The HIV prevalence among the general population increased rapidly from a range of 0-6.6% in 1992 to 
3.4% in 1993 and 7.4% in 1997.   By 1997, the country estimates indicated that 2.5 million Ethiopians were 
living with HIV/AIDS [2].   In 1999, UNAIDS/WHO estimates put the adult rate at 10.63% and the number 
of people living with HIV/AIDS 3,000,000 million of which 1,600,000 were women and 150,000 were 
children [1].  The population sero-survey done in 1994 by the Ethiopian Health and Nutrition research 
Institute showed that 6% and 6.9% of the males and females respectively in Addis Ababa were HIV 
infected but this study had high refusal rates of 63% among men and 40% among females. 
 
3.2 HIV Prevalence Among ANC Attendees 
In Addis Ababa, the capital city, HIV infection rates among ANC attendees increased from 6% in 1989 to 
18% in 1998 [2].  In 1992-1993, the HIV prevalence among pregnant women attending antenatal care in 4 
urban sites was 11-13% while for ANC attendees at 6 rural sites the rate was in the range of 0-7% [3].  This 
indicated that HIV was wide spread in both rural and urban areas in Ethiopia.   Pregnant women who were 
screened in 1999 in one hospital in Ahmara region had an HIV prevalence rate of 16.8%.   In 1998, the 
rates among pregnant women ranged from 1- 15% in the 4 urban and 1 rural sites in SNNPR region.  There 
is no available information on HIV infection rates among the 15-19 year old ANC attendees.    
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3.3 HIV Prevalence in Special Groups 
In 1988, female sex workers in 23 towns had HIV prevalence ranging from 1.3% at Massawa Port (now in 
Eritrea) to 38.1% in Dessie town.   In 1989, ‘female sex workers’ in Addis Ababa had an overall HIV 
prevalence of 24.1% with ‘red light’ houses sex workers having a rate of 43.8%, bar girls with a rate of 
22.4% and women selling traditional beer with a rate of 9.1%. 
 
 In the period 1988-1992, the HIV prevalence among the drivers of the Ethiopian Freight Transport 
Corporation (EFTC) rose from 17.3% in 1988 to 33% in 1992 and among the technicians of the same 
corporation the rates progressed rapidly from 4.1% to 78.0% in the same period.   The sero-conversion rate 
was 7.2% within 12 months among the EFTC employees [4].   In 1985-86, the military recruits had a rate 
of 0.1% and this had increased to 3% in 1991[1].   Among patients attending STD clinics in Addis Ababa 
in 1987, 8% were HIV infected.   By 1992, the HIV prevalence had increased to 38%.   There has been no 
follow up data since then. 
  
3.4 Behavioural Data 
The 1993 study done using the WHO/GPA protocol showed the mean age at first sexual encounter to be 
17-18 years.   About 10.5% of the people surveyed had engaged in non-regular sexual relationships in the 
last 12 months.   Men (18.5%) were more likely to engage in non-regular sexual relationships than women 
(5.2%).   Of the men and women who had engaged in non-regular sexual relationships, 47.9% and 47.1% 
respectively had used a condom at the last sexual encounter. 
 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS Cases and Impact 
 The first AIDS cases were reported in 1986.   There were 62,907 AIDS cases reported to Ministry of 
Health since the beginning of the epidemic through December 2000.   About 91% of the reported AIDS 
cases were in the age group 15-19 years.  The overall male to female ratio was 1:1 but in the young age 
group 15-19 years the male to female ratio was approximately 1:2.  The peak ages for reported AIDS were 
20-29 years and 25-34 years for females and males respectively.   In 1999 alone, UNAIDS/WHO estimated 
that AIDS killed 280,000 Ethiopians and that there was a cumulative total of 1,200,000 AIDS orphans. 
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Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
2 17 85 190 448 897 3256 5132 6927 3793 832 7631 9416 11964 12317 62907 
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GABON 
 
1.0 Introduction 
Gabon is located in Central Africa with an estimated total population of 1,196,000 of which 527,000 
(44.1%) were aged 15-49 years in 1999 [1].  In 1998, slightly more than a half of the population was living 
in urban areas [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance was established in 
1986.  Sentinel surveys were conducted irregularly between 1986 and 1995 and in 1996 the system stopped 
functioning.  There was inconsistency in the use of sentinel sites as well.  Information is not readily 
available on procedures used to collect and test samples for presence of HIV antibodies.  Neither is 
information available on supervision and quality assurance procedures that were used in those surveys nor 
is information available on whether the sentinel data was published in reports and the frequency of 
production of these reports. 
 
2.1.2 HIV Surveillance in Special Groups:  Studies were conducted among patients attending STD clinics 
in Libreville in 1987 and 1988.  In 1997, a study was conducted among STD patients in 4 towns outside 
Libreville.  In 1997, an HIV prevalence study was conducted among military personnel in Porte Gentil.  
Information on sample sizes and methods used is not readily available. 
  
2.1.3 Population-Based HIV Prevalence Surveys:  No surveys have been conducted in the country. 
 
2.2 Behavioural Surveillance 
Behavioural surveillance has not yet been established. 
 
2.3 STI Surveillance 
Information is not readily available. 
 
2.4 AIDS Case Reporting and Impact Monitoring 
There is limited information available on the structure of AIDS case surveillance in Gabon.  AIDS case 
reporting is hospital based and uses the WHO Bangui clinical case definition.  Information is not readily 
available on whether AIDS case reporting is integrated into the Health Information System or not.  Neither 
is information available on the infrastructure of the laboratories, training of the staff involved in AIDS case 
surveillance, adequacy of HIV test reagents, supervision procedures nor on the timeliness and completeness 
of reporting.  Again there is no information on the level at which analysis of data is done and on whether 
analysed AIDS data is published in report(s), frequency of production of the reports and the target audience 
for these reports if ever they are produced.  Information is also not available on whether Gabon has a 
system for monitoring AIDS mortality and numbers of children orphaned by AIDS. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that there were 23,000 people in Gabon of which 12,000 
were women and 700 were children who were living with HIV/AIDS.  The adult HIV prevalence was 
estimated at 4.16% [2].  These figures were slightly lower than the STD/AIDS Control Programme 
(STD/ACP) estimates which indicated that 27,500 people of whom 13,500 were women and 2000 children 
were living with HIV/AIDS at the end of 1999 [3]. 
 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates among ANC attendees in Libreville, capital city of Gabon increased from 0.7% in 1988 
to 1.3% in 1991, 2.3% in 1993 and then 2.1- 5.4% in 1995.   
 
In Franceville, a town outside Libreville, HIV prevalence increased from 0.9% in 1986 to 1.3% in 1987 and 
then remained relatively stable between 1987 and 1990.  In 1990, the HIV prevalence rate was 1.1%.  In 
Estuarie, another town outside Libreville the HIV infection rate was 1.2% in 1993.   
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Source: US Census Bureau 
 
3.3 HIV Prevalence in Special Groups 
HIV prevalence increased from 1.6% in 1987 to 3.7% in 1988 among STD patients who were tested for 
HIV in Libreville.  In 1997, the HIV prevalence among patients attending STD clinics in 4 towns was 
16.7%. 
 
3.4 Behavioural Data 
Information is not available. 
 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS Cases and Impact 
AIDS cases were first reported in 1986.  As at the end of 2000, a cumulative total of 4,692 AIDS cases had 
been officially reported to the Ministry of Health.  Overall male to female ratio was 1:1.  Females in the age 
group 20-24 years were twice as likely to be affected than males of the same age.  UNAIDS/WHO 
estimated that in the year 1999 alone, 2,000 people died of AIDS.  This figure was close to the estimate of 
1,500 AIDS deaths made by STD/ACP in 1999 using EPIMODEL [3].  In the same year, UNAIDS 
estimates indicate that there was a cumulative total of 8,600 AIDS orphans. 
 
Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
1 14 38 64 61 98 117 128 204 334 601 559 708 981 784 4692 
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GAMBIA 
 
1.0 Introduction 
Gambia is situated in West Africa with an estimated total population of 1,268,000 of which 613,000 
(48.3%) were aged 15-49 years in 1999, with about 29% of the population living in urban areas [1] 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: Gambia conducted its first sentinel HIV 
surveillance survey among pregnant women in 2000.  Studies were conducted in 1990/1 and between 1993-
95 among pregnant women as part of research.  The sentinel survey in 2000 was done in 4 of the 6 health 
facilities that were used in 1993/5.  WHO and Medical Research Council supported this round of 
surveillance.  Unlinked anonymous procedures were used.  Sampling period lasted for one year making it 
not possible to measure point prevalence.  The disadvantage of collecting specimens over a long period is 
that there is a likelihood of taking more than one sample from one woman in case of a woman getting 
pregnant in three months after giving birth.  Filter paper method was used and this method is less invasive 
than venous blood.  Specimens were tested centrally in Banjul, capital city, at the National Reference 
Laboratory.  Information is not readily available on the HIV testing procedures used.  The summary 
National protocol on HIV sentinel surveillance of 1997 mentions that two ELISA tests and a confirmatory 
test using western blot or immunoblots are to be used on reactive samples.  For surveillance purposes two 
ELISA tests are sufficient for a situation in Gambia with low HIV prevalence rate.  The form used to 
collect information on pregnant mothers had a section for HIV test and questions on risk factors such as 
history of STDs and history of travel.  Obtaining history on risk factors is in line with second generation 
HIV surveillance but it is recommended that it is done in other sites other than the ones used for HIV 
sentinel surveillance to minimize issues relating to participation bias.  Information on the supervision and 
quality assurance procedures used is not readily available and neither are they described in the sentinel 
surveillance protocol.   
 
2.1.2 HIV Surveillance in Special Groups: Data on HIV prevalence among male patients attending STD 
clinics in Banjul in 1990 and 1991 exists but information on sample sizes and methods used is not 
available.  The Medical Research Council (MRC) carried out a study on commercial sex workers in 
1994/95.  Information on study areas, sample sizes and methods used is not available. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted in 
the country.   
 
2.2 Behavioural Surveillance 
System has not yet been established. 
 
2.3 STI Surveillance  
There is no established and coordinated STI surveillance system.  In 1994/95 an STD assessment study was 
conducted among pregnant women attending antenatal care in 5 sites. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is health facility based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test.  Information on annual incidence, age and sex of AIDS cases is collected.  
There is no available information on whether the AIDS case surveillance system is integrated into the 
general disease surveillance or not.  Neither is information available on the level of analysis of the collected 
data, type(s) of report produced, frequency of production, target audience nor on the channels used for 
disseminating AIDS data.  Information is not available on whether Gambia has a system for tracking AIDS 
deaths and numbers of AIDS orphans.   
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3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimates put the adult HIV prevalence in Gambia at 1.95% with 13,000 people living with 
HIV/AIDS of which 12,000 were women and 520 were children in 1999. 
 
3.2 HIV Prevalence Among ANC Attendees 
In Banjul, capital city, the HIV prevalence increased from 0.1% in 1990 to 1% in 1997.  In 1991, pregnant 
women attending antenatal clinics in 6 sentinel sites had an HIV prevalence rate of 0.1%.  Of the pregnant 
women who were tested for HIV in the period 1993-1995, less than 2% were HIV infected.  Information on 
the results of the 2000 sentinel round is not readily available.  Information is also not available on HIV 
infection rates among the 15-19 year ANC attendees. 
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Source: US Census Bureau 
 
3.3 HIV Prevalence in Special Groups 
The HIV prevalence increased from 1% in 1988-90 to 4.7% in 1991 among male patients attending STD 
clinic(s) in Banjul.  Female STD patients who were screened in 1994 had an HIV prevalence of 4%.  Sex 
workers in Banjul had an HIV prevalence of 2% in 1988-89 and this rate increased to 14% in 1993.  These 
trends were consistent with the increasing trends of HIV infection among ANC and STD clinic attendees.  
The MRC study done among commercial sex workers in 1994/95 found them with an HIV infection rate of 
40%. 
 
3.4 Behavioural Data 
Information is not available. 
 
3.5 STI Prevalence and Incidence 
There is limited information on STIs.  The STD assessment study done among ANC attendees in 1994/95 
found 28.6% of them with an STD; the type of STD was not specified. 
 
3.6 AIDS Cases and Impact 
The first AIDS case was reported in 1989.  At the end of 1998, a cumulative total of 637 AIDS cases had 
been officially reported.  About 75% of the cases reported were in the age group 20-49 years.  The male to 
female ratio was approximately 1.4:1.  Data obtained from screening AIDS patients shows that Gambia has 
two types of HIV, HIV-1 and HIV-2.  Before 1994, HIV-2 was the predominant type.  Since 1994, HIV-1 
has been on the increase and by 1997 HIV-1 had overtaken HIV-2.  Of the AIDS patients who had an HIV 
test in 1997, 40.4% had HIV-2 and 52.4% had HIV-1.  Heterosexual transmission accounts for over 90% of 
the reported AIDS cases.  UNAIDS/WHO estimated that 1,400 people died of AIDS and that there were 
9,600 AIDS orphans cumulatively. 
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Reported AIDS Cases by Year 
1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
78 46 56 56 38 53 32 78 84 126   647 
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GHANA 
 
1.0 Introduction 
Ghana is situated in West Africa with an estimated total population of 19,678,000 with 9,150,000 (46.4%) 
were aged 15-49 years in 1999, with 36% of the total population living in urban areas [1]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance was established in 
1991.  Since 1994, the system has expanded to cover all regions with 2 sites per region except Greater 
Accra that has 4 sites.   Surveys are conducted once a year.   In the 2000 survey, there were altogether 22 
sentinel sites putting the coverage at 2.4 sites per 1,000,000 adult population aged 15-49 years.  Unlinked 
anonymous procedures are utilized to collect and test specimens for presence of HIV antibodies.  In the 
2000 sentinel survey, the unlinked anonymous procedures were not strictly adhered to.  Demographic 
information on patients was sent along with the blood samples to the laboratories to allow for feedback on 
syphilis screening.  This was likely to erode the confidentiality of the individuals.  The collection of 
specimens at the sites is not done simultaneously.  In the 2000 survey, some sites collected samples in the 
third quarter of the year while for others it was in the fourth quarter and even spilled to the first quarter of 
2001.  On average sample collection lasted for 4-12 weeks.  HIV testing is decentralized with the first test 
being done on site and the second one at the National Public Health Reference Laboratory.  Doing a second 
ELISA is in line with the WHO guidelines for countries with low HIV prevalence such as Ghana.  There 
are indications that in the 2000 survey a confirmatory test was done with Line Immuno Assay (LIA), for 
surveillance purposes, a confirmatory test is unnecessary.  Analysis of data by site, location (rural/ urban), 
age distribution, trend analysis is done at the National AIDS Control Programme (NACP).  An annual 
technical report is produced and distributed to the site sentinel staff, other health professionals and policy 
makers. 
 
2.1.2 HIV Surveillance in Special Groups: As part of a USAID intervention project surveys were 
conducted among female sex workers in Accra in 1986, 1987 and 1989.  In 1997/98 a baseline survey was 
conducted among female sex workers in Accra and Tema to provide baseline data for an intervention 
programme by CIDA and a repeat survey was conducted in the same areas in 1999.   No surveys have been 
done in other special groups. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been done in the 
country. 
 
2.2    Behavioural Surveillance 
2.2.1 General Population: In 1993, a KABP survey was conducted among the general population.  
Questions asked included knowledge about condoms and condom use.  No questions were asked about age 
at first sex, non-regular sexual relationships and condom use at the last sex encounter in non-regular 
relationships.   
2.2.2 Special Groups: In 1999, a KABP was done as part of the IEC strategy among the police force.  
Information on non-regular sexual relationships and condom use was gathered.  Information on sample 
sizes and methods utilized is not available.  The first round of Behavioural Surveillance Survey (BSS) 
using FHI protocol was conducted in 2000 among female sex workers, youth, miners, policemen and truck 
drivers. 
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: An STI prevalence study was conducted among sex workers in 
Accra in 1993 and in 1993 a gonorrhoea and chlamydia prevalence study was conducted among family 
planning clinic attendees in Accra. 
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2.3.2 STI Case Reporting: STI case reporting is integrated into the general disease surveillance system.  
All STD patients seen in health facilities are recorded on outpatient (OPD) forms.  Only gonorrhoea is 
reported on this form.  The syndromic approach to STI case management is used in Ghana but the current 
form does not have a provision for ‘capturing’ information on STI syndromes.   
Only a few clinics under CIDA project are reporting STIs using syndromes.  Basic analysis of data is done 
at the district.  At National level, analysis of data on reported cases by year, district and regions is carried 
out.   
2.3.3 Special STI studies: No studies have been conducted in the country to monitor etiologies for STI 
syndromes and antibiotic sensitivity patterns. 
 
2.4 AIDS Case Surveillance and Impact Monitoring  
AIDS case reporting is hospital based from the district level and above.  The current system became 
operational in 1994 following a revision of the 1985 system.  AIDS reporting is vertical and uses WHO 
Bangui clinical case definition plus a positive HIV antibody test.  Diagnostic HIV testing is supposed to be 
done only in regional laboratories.  At district level a special AIDS laboratory form is filled for each patient 
suspected to be having AIDS, which is sent along with the blood sample to the regional laboratory.  In 
1999, the AIDS reporting rate was estimated at 30%.  The country has a quality assurance system for HIV 
testing.  The information from the laboratory form and outcome of HIV testing is entered into a computer at 
the regional level.  Using a computer program, the computer determines whether the information fulfils the 
criteria for the AIDS case definition or not.  Then the information on AIDS cases is sent on a diskette to the 
NACP.  Descriptive analysis of AIDS data by year of reporting, age and sex is done at the NACP.  No 
analysis of data is done at the districts.  Information is not available on the training of clinicians on AIDS 
case surveillance.  Reports are prepared annually and distributed to the health facilities, NGOs involved in 
the AIDS field and to policy makers.  Ghana has not yet established a system for monitoring AIDS related 
deaths and numbers of AIDS orphans.     
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
Based on the 2000 sentinel survey results, the Ministry of Health estimated that 3.0% adult Ghanaians were 
HIV infected in 2000 [2].  The Ministry of Health estimates indicate that at the end of 2000, there 353,000 
people living with HIV/AIDS of which 199,000 were women and 31,000 were children [2]. 
 
3.2 HIV Prevalence Among ANC Attendees  
Sentinel data shows that HIV-1 and HIV-2 exist in Ghana with HIV-1 being the predominant type.  The 
overall median HIV prevalence increased from 2.4% in 1994 to 2.7% in 1995, 2.4% in 1996, 3.4% in 1998 
and then 2.2% in 2000.  A similar trend has been registered in all the three zones in the country.  For 
example in the southern zone the rates have increased from a range of 1.8%- 9.4% in 1994 to 2.2- 13.2% in 
1998 and then 2.2%- 7.8% in 2000.  Information on HIV infection rates among the 15-19 year old ANC 
attendees is available but analysis shows varying rates in the different sites. 
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3.3 HIV Prevalence in Special Groups 
HIV prevalence among the STD patients was 29.2% in Adabraka, Accra and 6.3% in Kumasi in 1998.  In 
1999, the HIV prevalence among STD patients in Adabraka, Accra was 39%.  The HIV infection rate 
among female sex workers in Accra increased from 2.1% in 1986 to 16% in 1989 and 37% in 1991.  In 
1997/8, the baseline study in Tema and Accra found a prevalence rate of 74.2% among the ‘seater’ sex 
workers and 27.2% among the ‘roamer’ sex workers.  A repeat survey in 1999 still showed high HIV 
prevalence rates among the sex workers in Tema and Accra of 75.8% among the seaters and 23.1% among 
the roamers.  In 1999, the sex workers in Kumasi had an HIV infection rate of 82%.   
 
3.4 Behavioural Data 
There is no detailed available information from the 1999 KABP surveys that were done in the general 
population, youth and police.  In 1993, knowledge about condoms among adults was 90% but ever condom 
use was found to be 16% in men and 6% in women.  The results of the 2000 BSS were not ready at the time 
of writing this report. 
 
3.5  STI Prevalence and Incidence 
The 1997 STI prevalence among sex workers in Accra in 1997 found 32% with N.  gonnorhoea, 11% with 
Trichomonas vaginalis, 18.9% with Candida albicans and 10% with Chlamydia trachomatis. 
 
3.6 AIDS Cases and Impact 
At the end of 2000, a cumulative total of 43,587 AIDS cases had been officially reported since the first 
AIDS cases, reported in 1986.  The age group 20-39 years was the worst affected constituting 50% of the 
reported cases.  Male to female ratio is approximately 1:1.5.  Females in the age group 15-24 years were 
about four times more affected than males of the same age.  In 1999, UNAIDS estimated that 33,000 
people in Ghana died of AIDS in the year 1999 and that there was a cumulative total of 170,000 AIDS 
orphans.     
  
 Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
42 112 646 2331 2013 2442 2699 2371 2330 2578 3295 3833 4854 7752 6289 43587 
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GUINEA 
 
1.0 Introduction 
Guinea is situated in West Africa with an estimated total population of 7,375,000 of which 3,414,000 
(46.3%) were in the age group 15-49 years in 1999 [1].  Thirty percent of the population was estimated to 
be living in urban areas in 1998 [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: Between 1986 and 1996, Guinea conducted 
sentinel surveys among ANC attendees in 6 sites in the country.  During this period, sentinel surveys were 
not conducted at regular intervals and there was also inconsistency in the use of sites.  Between 1991 and 
1994, there were no surveys conducted and then in 1995 the sentinel survey was conducted in one  site out 
of six sites previously used in 1990.   Since 1997, there have been no sentinel surveys conducted.  
Information is not readily available on sample sizes, sampling period, HIV testing procedures, supervision 
and quality assurance procedures that were followed in those sentinel surveys.  Sentinel data was analysed 
only by year.  Information is not available on whether the analysed data was published in reports or not and 
the frequency of production of these reports. 
 
2.1.2 HIV Surveillance in Special Groups: A study was conducted among sex workers in Conakry, 
capital city, in 1994.  In 1990, STD clinic attendees at 5 sites outside Conakry, capital city of Guinea were 
tested for HIV.  In 1993 and 1995, studies were conducted among STD clinic attendees in Conakry.  
Information is not  available on the methods used. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based sero-surveys have been 
conducted in the country. 
 
2.2 Behavioural Surveillance 
Guinea has not yet established a behavioural surveillance system. 
 
2.3.  STI Surveillance  
Information is not available 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting in Guinea is hospital based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test.  Information is not available on whether the system is integrated into the 
general disease surveillance system or not.  Age and sex are collected and analysed on AIDS cases.  
Information is also not available on adequacy of HIV testing reagents, training of personnel on AIDS case 
surveillance and on the supervision procedures and the level at which AIDS data is analysed.  Information 
is also not available on types of AIDS report(s) produced, frequency of report(s) and the target audience.  
Information is not available on whether Guinea has a system for monitoring AIDS deaths and numbers of 
AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimated that 55,000 people were living with HIV/AIDS at the end of 1999 of which 
29,000 were women and 2,700 were children and the adult HIV prevalence was 1.54%.   
 
3.2 HIV Prevalence Among ANC Attendees 
In Conakry, HIV prevalence among ANC attendees remained relatively stable between 1990 and 1996.  
The HIV infection rates rose from 0% in 1988 to 1.2% in 1995 and then 1.5% in 1996.  In sites outside 
Conakry, the HIV infection rates increased from a range of 0.4 - 1.2% in 1990 to 1.3 -1.8% in 1996.  There 
is no data on HIV prevalence among ANC attendees after 1996 and on HIV infection rates among the 15-
19 year age group. 
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Source: US Census Bureau 
 
3.3 HIV Prevalence in Special Groups 
In 1993, HIV prevalence among female STD patients in Conakry was 2.7%.  In 1995, the HIV infection 
rate among STD patients in Conakry was 4.5%.  Information is not readily available on whether this rate 
was among all STD patients or in males or females only.  STD patients outside Conakry had HIV infection 
rates ranging from no infection 0% to 3% in 1990.  Sex workers in Conakry had an HIV prevalence of 
36.6% in 1994.   
 
3.4 Behavioural Data 
Information is not available 
 
3.5 STI Incidence and Prevalence 
Information is not available 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1987.  As at the end of 2000, a cumulative total of 8,448 AIDS cases 
had been officially.  The male to female ratio was 1:1.  The main mode of HIV transmission is 
heterosexual, which accounts for over 95% of the reported AIDS cases.  In 1999, UNAIDS/WHO 
estimated that 5,600 people died of AIDS and there was a cumulative total of 30,000 AIDS orphans. 
 
Reported AIDS Cases by Year 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
8 29 72 112 220 236 328 543 610 922 1005 1648 1069 1646 8448 
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GUINEA BISSAU 
 
1.0 Introduction 
Guinea Bissau is situated in West Africa and had an estimated population of 1,188,000 of which 532,000 
were people aged 15-49 years in 1999 [1].  In 1998, 22% of the population was living in urban areas [2]. 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: From 1987 to 1995, sentinel surveys were 
conducted in one site in Bissau, capital city.  The surveillance system has, however, been non-operational 
since then.  There is limited information on the methods that were used.  Sampling period was 3 months.   
 
2.1.2 HIV Surveillance in Special Groups: No studies have been conducted among special groups.  
Information on HIV prevalence on blood donors is available from one site in a major urban area for the 
period 1992 to 1996. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No surveys have been conducted in the country. 
 
2.2    Behavioural Surveillance 
2.2.1 General Population: In 1990, a national KABP survey was conducted in the country.  In 1995, a 
study was carried out by Bandim Health Project in 3 urban areas in Bissau and had a question on reported 
condom use in non-regular sexual relationships.  No questions on mean age at first sex and history of non-
regular sexual relationships in the last 12 months were asked.  Information is not available on the sample 
size and methods used in this study.  There is no information indicating whether BSS are institutionalized 
into HIV/AIDS and STI surveillance activities or not. 
2.2.2 Special Groups: No surveys have been conducted. 
 
2.3 STI Surveillance 
Information is not available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is health facility based and uses the WHO Bangui clinical case definition plus an 
HIV antibody test.  Age and sex are collected and analysed on reported AIDS cases.  Information is not 
readily available on whether the AIDS case surveillance is integrated into the general disease surveillance 
system or not.  Neither is information available on the training of health workers on AIDS surveillance, 
adequacy of reagents, supervision of the system nor on the laboratory infrastructure in the country.  
Information is also not available on whether AIDS data is published in a report, frequency of production of 
reports and target audience for the reports.  Information is not available on whether Guinea Bissau has a 
system for monitoring AIDS deaths and numbers of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that 14,000 people were living with HIV/AIDS of which 
7,300 were women and 560 were children.  The adult HIV prevalence was estimated at 2.5%. 
 
3.2 HIV Prevalence Among ANC Attendees  
HIV infection rates among ANC attendees rose from 0% in 1987 to 2.7% in 1995 in Bissau, the capital city 
There is no readily available information on HIV prevalence among the 15-19 year old ANC attendees. 
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3.3 HIV Prevalence in Special Groups 
There is no information on HIV prevalence among STD patients, sex workers and other special groups.  
HIV infection increased from 5.4% in 1993 to 9.8% in 1996 among blood donors corroborating the 
increasing trends among the ANC attendees. 
 
3.4 Behavioural Data 
In 1995, 22% of the people aged above 14 years who were surveyed by the Bandim Health project in urban 
areas reported using a condom in the most recent sex of risk.  Males were more likely to use condoms in 
sex of risk than females (36% versus 8%). 
 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS Cases and Impact  
The first AIDS cases were reported in 1987.  As at the end of 1999, a cumulative total of 1160 AIDS cases 
had been reported officially.  The male to female ratio was approximately 1:1.  The peak of AIDS cases 
was in the age group 30-39 years.  In 1999, UNAIDS/WHO estimated that 1,300 people died of AIDS and 
that there were 6,100 AIDS orphans cumulatively. 
 
Reported AIDS Cases by Year 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
29 29 65 19 30 118 165 254 77 37 217 - 120  1160 
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KENYA 
 
1.0 Introduction 
Kenya is situated in Eastern Africa and had an estimated population of 29,549,000 of which 14,261,000 
(42.8%) were people aged 15-49 years in 1999.  Thirty percent of the population was living in urban areas 
in 1998 [1]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees: Sentinel surveillance of HIV was established in 1987/88 
initially with 3-4 sites in the urban areas and expanded gradually to include rural and semi urban areas.  
Surveys are conducted once a year.   The number of functional sites has varied from year to year for 
example in 1990 the system expanded to 14 sites but in 1996, the sites were reduced to 8 and then in 1997 
the sites were increased to 17 resulting into 1.1 sites per 1,000,000 adult population.  The number of 
women tested per site has tended to vary as well  [2].  Unlinked anonymous procedures are applied in the 
collection and testing off specimens.  On average the collection of samples lasts for 10 weeks at all the sites 
and sample collection is done simultaneously at all the sites.  Sampling period is slightly more than the 
recommended period of 6-8 weeks so as allow sites to raise adequate sample sizes.   Testing of sera is 
decentralized.  Information is not readily available on the supervision mechanisms, quality control 
procedures and HIV testing algorithm.  Analysis of sentinel data by year and site is done at the National 
STD/AIDS (NSTD/ACP) and published in annual technical report.  No age specific analysis is done.  The 
report is disseminated to policy makers and health workers.  Sentinel data is utilized to calculate national 
HIV prevalence estimates and projections. 
 
2.1.2 HIV Surveillance in Special Groups:  The NSTD/ACP uses STD patients as a sentinel group for 
HIV surveillance but surveys among this population have been irregular.  Use of sites has been inconsistent 
as well.  For example in 1992, 14 sites were used then in 1998 the survey was conducted in one site.  For 
most of the sites, there is no information after 1992 except for Mombasa that only has information for 1994 
and Nairobi with information from 1985 to 1998.   Unlinked and anonymous procedures were used to 
collect and test samples for HIV antibodies.  Serosurveys among other special groups such as commercial 
sex workers, long distance truck drivers and military recruits are not institutionalized into the NSTD/ACP 
surveillance activities.  Most of the available information on HIV prevalence and incidence among 
commercial workers is from researches done in Nairobi and Mombasa. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted in 
the country. 
 
2.2    Behavioural Surveillance 
2.2.1 General Population: Scanty information on sexual behaviours is available from the 1992 WHO/GPA 
EPI sheet on KABP/behavioural studies and from the 1993 Demographic Health Survey (DHS).  This DHS 
did not have an AIDS module. 
2.2.2 Special Groups: Using FHI protocol, behavioural surveillance surveys were conducted among sex 
workers and youth in and out of school in 1998 and these surveys are to be repeated at regular intervals.   
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Syphilis serology results accruing from HIV sentinel surveillance 
system among ANC attendees has been compiled and analysed since 1999.  Apart from this, there have 
been no other surveys/studies. 
2.3.2 STI Case Reporting: STI case reporting is integrated into the Health Information System and is 
based on etiological diagnoses although syndromic approach is used in the management of STIs.   
2.3.3 Special Studies: Information is not available on whether studies to monitor etiologies for syndromes 
and anti-microbial sensitivity patterns have been conducted in the country or not. 
 
 
. 
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2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is hospital based and uses the WHO Bangui clinical case definition with a positive 
HIV antibody.  The system is vertical and uses a special form that is distributed to the health facilities by 
the AIDS Control Programme.  Relatively low utilization of health services, doctors not wanting to record 
and diagnose AIDS because of the stigma attached to AIDS and inability of some rural health care facilities 
to carry out HIV testing are some of the factors affecting the completeness of AIDS case reporting in 
Kenya [2].  In 1995, the surveillance system was said to be  ‘capturing’ only a third of the AIDS cases.  
AIDS data is analysed by year of reporting sex and age at national Level.  No technical report is produced.  
The data is disseminated through advocacy materials.  In Kenya, there is a birth and death registration 
system which is supposed to capture even deaths due to AIDS but usually the doctors do not write AIDS as 
the cause of death on the death certificates.  There is no system in place to monitor numbers of AIDS 
orphans.   
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
The trends of HIV infection among the general population in Kenya show an upward trend.  The country 
estimates in 1995 showed that HIV infection rates rose among the general population from 3.1% in 1991 to 
5.3% in 1993 and then 7.5% in 1995 [2].  In 1995, the urban areas had rates almost as twice as those in the 
rural areas but this picture has changed overtime with some rural areas having higher rates than some urban 
areas.  UNAIDS/WHO estimate indicate that the HIV prevalence in Kenya had gone up to 13.95% with 
2,100, 000 million adults and children living with HIV/AIDS of which 1,100,000 were women and 78,000 
were children in 1999. 
 
3.2 HIV Prevalence Among ANC Attendees 
In most areas both urban and ‘rural’, HIV infection rates went up very rapidly from relatively low figures in 
1990 to high figures in 1994.   In Nairobi, the capital city, the rates increased from 2.7% in 1987 to 6.6% in 
1989 to 22% in 1994 and in Tiwi in the periurban/rural part of Mombasa the rates doubled from 12.2% in 
1994 to 24.1% in 1995.  In 1990 urban areas (Kisumu, Busia, and Nakuru) in Western Kenya had higher 
HIV infection rates in the range of 9.9 –19% than the rates (1.0 – 5.8%) in the rest of the urban areas in the 
country with the exception of Mombasa a tourist town which had a rate 10% .  The HIV infection rates in 
1990 in the Western urban areas and in Mombasa corroborate the observation/finding that population 
movements contribute significantly to the spread of HIV.  Busia, Kisumu and Nakuru are situated along the 
main highway connecting Kampala, Uganda to Nairobi and Mombasa is a tourist town.  In Kisumu, The 
HIV infection rates seemed to have plateaued for four years from 1990 to 1993 at a high level of 20% and 
then they shot up to 30% in 1994 and 27.5% in 1995.  Similarly in Meru, the rates remained stable at 3% 
between 1990 and 1993 and then tripled to 9% in just two years to reach 9% in 1995.  Information is not 
available on HIV infection rates among the 15-19 year old ANC attendees.     
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3.3 HIV Prevalence in Special Groups 
Sex workers in Nairobi were found to have high HIV infection rates ranging from 60.8% in 1985 to 85.2% 
in 1992.  Similarly, sex workers in Mombasa had high HIV prevalence of 55.2% in 1994.   In Busia a 
border town, the HIV prevalence among STD clinic attendees was 33.3% in 1990 and this rose up to 49.7% 
in 1992.  In Nairobi, the HIV prevalence among the STD female clinic attendees increased from 33.3% in 
1991 to 49.7% in 1992.  In 1998 in Nairobi, the HIV infection rate was 29% among the female STD clinic 
attendees who were screened.  In Nakuru, Kisumu and Kitui, HIV infection rates were 33%, 33.6% and 
52.9% respectively in 1992. 
 
3.4 Behavioural Data 
There is paucity of information on sexual behaviour in Kenya.  Ever Condom use rates were found low 
during the 1993 DHS.  Ever condom use rate was 6.8%, however,  this was an increase from 3.6% in 1989 
[2].   The data from the BSS conducted in 1998 is not available. 
 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS Cases and Impact 
There has been a cumulative total of 81,492 cases reported officially to Ministry of Health since the 
beginning of the AIDS epidemic in 1984 through to end of 1998.  The overall male to female ratio was 1:1.  
The peak ages for AIDS cases were 25-29 years for females and 30-34 years for males.  In the youngest age 
groups 15-19 and 20-29 years, females were two times more likely to be infected than males in the same 
age groups.   AIDS is one of the leading causes of mortality in Kenya.  According to the reports to Ministry 
of Health, AIDS had killed 65,000 Kenyans by the end of June 1996 [3].   UNAIDS/WHO estimated that 
180,000 adults and children died of AIDS  in 1999 and there were 730,000 AIDS orphans cumulatively. 
 
 Reported AIDS Cases by Year 

1984-86 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
1 1299 2429 4749 7672 9554 11569 12204 8588 9133 6844 4885 2565   81492 
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LESOTHO 
 
1.0 Introduction 
Lesotho is a land locked country surrounded by South Africa with an estimated total population of 
2,099,625 of which 1,007,535 (48%) were in the age group 15-49 years in 2000 [1]. Lesotho is heavily 
dependent on agriculture and exporting labour to South Africa mines. This migration to the mines plays a 
major role in the dynamics of HIV in the country [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: Sentinel Surveillance was established in five 
sites in Lesotho in 1991. Consecutive sentinel surveys were conducted in 1992, 1993, 1994 and 1996 in the 
same sites. No surveys were conducted in 1995 and from 1997 to 1999 due to human and financial resource 
constraints. In 2000, the system was reactivated and sentinel surveys were conducted in the previous five 
sites and in one new site located in the mountainous area. All the ‘old’ five sites were located in the 
lowlands resulting in under representation of the mountainous areas; their selection was based on high 
population density, good accessibility by the road network and clinic attendance. The rate of sentinel 
surveillance coverage in Lesotho is about 6 sites per 1,000,000 adult population. Unlinked anonymous 
procedures are used to collect and test samples for HIV antibodies. Because of low attendance in some 
sites, the sampling period usually lasts for 12 weeks slightly longer than the WHO recommended 6-8 
weeks. HIV testing is decentralized with the first test being done on the sites with a rapid HIV test. All the 
reactive samples are retested with an ELISA test at the ‘reference’ laboratories. In the 2000 sentinel survey 
round every 10th negative sample from each of the sites was subjected to quality control procedures.  The 
health workers are trained before implementation of the surveys. The sites are supposed to be supervised 
every two weeks but this has not been the case always. The Division of Disease Control in Ministry of 
Health and Social Welfare does analysis of data by year, site and age. The NACP lacks an epidemiologist 
in the surveillance unit. For example, analysis of the 1996 sentinel survey results was only done in 1999 
due to having no epidemiologist. Analyzed data is published in a technical report that is disseminated to 
health workers, policy makers and other key partners. 
 
2.1.2 HIV Surveillance in Special Groups: The HIV sentinel surveillance system uses STD patients as a 
sentinel group. Using unlinked anonymous procedures, consecutive studies have been conducted 
concurrently with ANC based HIV surveillance sentinel surveys. Using unlinked anonymous procedures, 
sero-prevalence studies of TB patients began in Lesotho in 1992 with the National referral Hospital in 
Maseru and extended to all patients in the whole country in 1993 and the first half of 1994. A repeat HIV 
prevalence study among TB patients was conducted in 3 sites in 1995/1996. No surveys have been done 
among sex workers, long distance truck drivers and other special groups. A sero-survey involving 17 
hospitals was done in the country in 1999. ANC attendees, family clinic attendees, inpatients, outpatients, 
STD patients attending those facilities in a period of one month were screened using unlinked anonymous 
procedures. Results of this survey were used to calculate national HIV prevalence estimates. Lesotho has 
also been monitoring HIV prevalence among blood donors. Every year, 3000-6000 units of blood from 
voluntary blood donors are screened for HIV,syphilis and Hepatitis B. From 1997 to 2000, blood donor 
data were analyzed annually and presented in the AIDS surveillance reports.  
 
2.1.3 Population-Based Prevalence Surveys:  
No information is available. 
 
2.2 Behavioural Surveillance 
2.2.1 General Population: In 1998, a socio-cultural study was conducted four districts in the country and it 
included a question on age at first sex. Some data on non-regular sexual relationships is available from the 
1989 WHO/GPA KABP/behavioural studies fact sheet. 
2.2.2 Special Groups: In 1992, a KABP survey was conducted among high school students in four 
districts. A question on age at first sex was asked. No repeat surveys have been done. Using funding from 
FHI and FHI BSS protocol Lesotho will be conducting BSS among Sex workers and Youth in 2001. 
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2.3   STI Surveillance 
2.3.1 STI Prevalence Surveys/Studies: During the HIV surveillance sentinel surveys, data accruing from 
syphilis screening among ANC and STD clinic attendees is compiled, analyzed and published in the HIV 
sentinel surveillance reports. Syphilis screening among ANC attendees is done routinely in the whole 
country but the data is not compiled and analyzed. 
2.3.2 STI Case Reporting: The country is using both the syndromic STI and etiological reporting system 
to collect information on STIs. Syndromic reporting is done vertically while the reporting based on 
etiological diagnoses is integrated into the Health Information System (HIS). The latter is being phased out 
as the data from it is rarely analyzed and utilized. Syndromes monitored include urethral discharge/dysuria, 
vaginal discharge, genital ulcer, pelvic inflammatory disease and other STD. The STI syndromic 
surveillance form is also used to monitor positive syphilis serology among STD patients. The system is 
overburdened by monitoring too many syndromes some of which like vaginal discharge are not useful for 
surveillance purposes.   
2.3.3 Special STI Studies: A study to monitor etiologies for STI syndromes and antimicrobial sensitivity 
was conducted in 1994. Specimens were collected from all Primary Health Care centres in Maseru Testing 
of samples was done in a rereference laboratory in Johannesburg, South Africa. This study formed the basis 
for developmemt of STI treatment guidelines. Plans to repeat these studies every 5 years are in the national 
strategic framework on HIV/AIDS prevention and care approved in 2000. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is hospital based and uses the modified WHO Bangui clinical case definition with a 
positive HIV test. AIDS case reporting is a vertical system. The reporting rate of AIDS cases in Lesotho 
was is about 26% [2]. Lack of guidelines on AIDS case surveillance coupled with lack of in service training 
of health workers, shortages of HIV testing reagents, lack of quality control and supervision are some of the 
limitations of AIDS case reporting in Lesotho. AIDS data is analyzed by age, year and sex at the national 
level and produced in an annual technical report that is disseminated to health workers, policy makers and 
key partners. The outcome of admitted AIDS patients such as mortality is monitored based on available 
information on AIDS surveillance forms, but this information is usually incomplete and misses the patients 
who die at home after discharge. An annual AIDS case surveillance report is produced and disseminated to 
all health facilities, ministries and NGOs. Currently, Lesotho has no system for monitoring AIDS orphans, 
but the Social Welfare department of Ministry of Health is planning to conduct orphan surveys. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
From the 1999 Lesotho hospital based survey, the adult HIV prevalence was estimated at 26.48% among 
the general population.. This figure shows that the trend of HIV infection is increasing at an alarming rate 
in Lesotho. In 1998, the adult HIV prevalence rate was estimated at 9.8%. UNAIDS/WHO estimates put 
the adult HIV prevalence at 23.57% in 1999, which is comparable to the estimate calculated using the 
hospital based survey results. At the end of 1999, UNAIDS/WHO estimates show that 240,000 people in 
Lesotho were living with HIV/AIDS of which 130,000 were women and 8200 were children. 
 
3.2 HIV Prevalence Among ANC Attendees 
The rates rose sharply in just three years from 5.5% in 1991 at Queen Elizabeth II hospital in Maseru, 
capital city to 31.3% in 1994. Similarly, in sites outside Maseru, HIV prevalence rates increased from 
0.7%-3.5% in 1991 to 15.8%-34.8% in 1996. The 1999 hospital based survey found an overall HIV 
prevalence of 27% among the ANC attendees in 4 sites (previously included in the 1994 sentinel survey) to 
be much higher than the rate of 5.0% - 10.8% observed at these sites in 1994.  
 
The 27% figure excluded Queen Elizabeth II hospital because it did not raise an adequate sample size in 
1999. Among the 20-24 year old ANC attendees the HIV prevalence increased from 3.9% in 1992 to 26% 
in 1996. Information is not readily available on HIV prevalence among the 15-19 year old ANC attendees.   
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3.3 HIV Prevalence in Special Groups 
HIV infection rates increased in four sites outside Maseru (Leribe, Maluti, Mafeteng and Quthing) from a 
range of 4.8% -7.1%  in 1991 to 34.9- 63.5% in 1996 among the STD patients. HIV prevalence among TB 
patients rose from 11.3% in 1992 to 49.7% at Queen Elizabeth II hospital (Maseru). No data exists in other 
special groups. 
 
3.4 Behavioural Data 
The 1998 socio-cultural study showed the mean age at first sex among girls to be 14 years and for the boys 
to be less than 14 years. Information on condom use rates is not available. Rape and sex were found to be 
common practices during the male initiation rites. Information from the WHO/GPA fact sheet indicated  
that engaging in non-regular sexual relationships was common in all age groups in 1989. About 52.6% and 
28.4% of the boys and girls respectively aged 15-19 years reported engaging in non-regular sexual 
relationships in the last 12 months. The mean age at first sex was 16 years among the high school students 
who were surveyed during the 1992 KABP survey. 
 
3.5 STI Incidence and Prevalence 
In 1999, 89,352 STI cases were reported of which 76,119 were new cases. This was an increase from 
80,886 cases reported in 1996. Trends in reported STI cases need to be interpreted with extra caution as 
they are affected by many factors such as STD interventions instituted in that period and health care 
seeking behaviours. In 1996, the seroprevalence of syphilis among ANC attendees at five HIV sentinel sites 
ranged from 4-11.5%. 
 
3.6 AIDS Cases and Impact 
The first AIDS case was reported in 1986. Since then the epidemic has escalated with a cumulative total of 
14,640 AIDS cases being reported by the end of 2000. The age group 20-39 years is the most affected 
constituting 57% of the reported cases. Although the overall male to female ratio is approximately 1:1, in 
the youngest age groups females are more affected than males. Among the 15-19 year olds, the male to 
female ratio was 1:4.3 in 1999. UNAIDS estimates that 16,000 persons died of AIDS in Lesotho in 1999 
and that there was a cumulative total of 35,000 orphans. 
 
 Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
1 1 3 8 10 29 139 166 238 341 936 2203 3242 3563 3760 14640 
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LIBERIA 
 
1.0  Introduction 
Liberia is situated in West Africa and had an estimated population of 2,930,000 of which 1,378,000 (47%) 
were people aged 15-49 years in 1999. Forty four percent of the population was living in urban areas in 
1998 [1]. 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Surveillance Among ANC Attendees: Due to the civil war, Liberia has not yet established an 
HIV sentinel surveillance system. Some data on HIV prevalence exists among pregnant women for the 
years 1993/95 and 1998 but information on the methods used to obtain these data is not readily available.   
 
2.1.2 HIV Surveillance in Special Groups: Currently, there is no system for monitoring HIV infection 
trends among STD patients. In 1993, STD patients attending an STD clinic in Monrovia were screened for 
HIV [1]. In 1998, a baseline TB and HIV Co-infection survey was done among TB patients with the 
objectives of validating HIV prevalence data collected from the health facilities that perform HIV testing 
and describing any behavioural demographic and socio-economic characteristics associated with HIV 
infection. This survey was health facility based and covered five counties in the country. Voluntary 
anonymous procedures were utilized. There have been no repeat surveys among TB patients.  No surveys 
have been done in other special groups such as sex workers, truck drivers and the youth.  
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted.  
 
2.2 Behavioural Surveillance 
Behavioural surveillance has not yet been established. The 1998 survey done among TB patients included 
individual interviews with questions on age at first sex, number of sexual partners, non-regular sexual 
relationships ‘casual sex’ and use of condoms. 
 
2.3    STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: No studies/surveys have been conducted. 
2.3.2 STI Case Reporting: Before 1997, STI surveillance was based on etiological diagnoses. Then in 
1997, the syndromic approach to case reporting was adopted. STI case reporting is done through a vertical 
system but the health workers were neither trained nor given written guidelines on syndromic STI 
reporting. In 1997, only four facilities from 3 counties reported STIs in the third quarter of 1997. 
2.3.3 Special STI Studies: No systems have been established to monitor etiologies for STI syndromes and 
anti-microbial sensitivity patterns. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is based on the WHO Bangui clinical case definition plus a positive HIV antibody 
test. AIDS case reporting is done through a vertical system. A special AIDS form is produced by the 
National STD/AIDS Control programme (STD/ACP) is distributed to the hospitals. Information is not 
readily available on the adequacy of HIV testing reagents, infrastructure and capacity of the laboratories to 
perform HIV testing. In 1997, there were 15 HIV/AIDS testing sites in the country. The completed AIDS 
surveillance forms are submitted to the STD/ACP where analysis of data by year of reporting, health 
facility, age group, occupation, sex, marital status and nationality (the country has a significant number of 
refugees) is done. No analysis is done in the regions and districts. The analyzed AIDS data is published in a 
monthly, quarterly and annual reports which are distributed to health professionals and policy makers. 
There is no system in place to monitor AIDS deaths and numbers of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimates indicated that the adult prevalence rate was 2.8% with 39,000 Liberians living 
with HIV/AIDS at the end of 1999 of which 21,000 were women and 2,000 were children. 
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3.2 HIV Prevalence Among ANC Attendees 
In 1993-94 pregnant women attending antenatal clinics in major urban areas had an HIV prevalence of 
about 4% while in 1995 the HIV prevalence was 3% among rural areas [1]. Information is not available on 
HIV infection rates among the 15-19 year old ANC attendees. 
 
3.3 HIV Prevalence in Special Groups 
In 1993, 8% of male patients attending an STD clinic in Monrovia were HIV infected [1]. The 1988 TB and 
Co infection HIV survey showed that 12.2% of the TB patients were HIV positive. HIV infection rate 
(14.2%) was highest among TB patients who reported having had their first sexual encounter before the age 
of 15 years. HIV infection rates dropped steadily as the age at first sexual encounter increased. HIV 
infection was found to be directly related to the number of sexual partners, the higher the number of 
lifetime sexual partners the higher was the HIV prevalence rate. Surprisingly, HIV prevalence was lower 
among those who reported having sought refugee at a location outside of their normal residence during the 
civil war than those who did not flee their usual residence (10.1% vs. 16.4%). The investigators on this 
survey attributed this finding to small sample sizes involved in the study. However, it could as well be that 
those who sought refugee were from the rural areas with relatively low HIV prevalence. 
 
3.4 Behavioural Data 
The only information available is from the 1998 TB and HIV co-infection survey and since this survey was 
hospital-based data it may not be representative of the general population. About 14.2% of the surveyed 
patients reported having had their first sexual encounter before the age of 15 years. Fifty eight percent of 
the surveyed people reported having had their first sexual encounter between 15-19 years of age and 27% 
between the ages of 20-30 years. There were no gender differences. The proportion of people who had 
engaged in casual sex relationship lasting for less than 6months’ in the last two years was 37.9%. Ever 
condom use rate was 15% and none of the survey participants said they were using condoms consistently. 
 
3.5 STI Incidence and Prevalence 
There is scanty information on STI prevalence in Liberia. From June-October 1997, 4-5% of the patients 
attending Out Patient Clinics in 3 health facilities (that reported STIs in that period) had STIs. 
 
3.6 AIDS Case and Impact Monitoring 
The first report on AIDS in Liberia was in 1986. As at the end of 2000, a cumulative total of 399 AIDS 
cases had been reported. The majority of those reported with AIDS were in the age groups 20-29 and 30-39 
years. Males and females were equally affected with an overall male to female ratio of 1:1. 
  
Reported AIDS Cases by Year 

1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
2 0 0 3 0 9 5 2 6 54 8 70 87 76 77 399 
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MADAGASCAR 
 
1.0 Introduction 
Madagascar is an island in the Indian Ocean. With an estimated total population of 15,502,000 of which 
7,199,000 (46.4%) were people aged 15-49 years in 1999 [1], with about 27% of the total population living 
in urban areas in 1998 [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems  
2.1  HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees : HIV sentinel surveillance  was established in 
1990. Sentinel surveys are conducted once a year. Because of reorganization of staff in 1997-1999, only a 
few sites were able to get adequate sample sizes. From 1990 - 1996, use of sites was generally consistent. 
On average, 11 sites were used every year, one in Antananarivo, the capital city of Madagascar and the rest 
outside the capital putting the rate of sentinel sites per 1,000,000 population at 1.5. Unlinked anonymous 
procedures were utilized. The sampling period varied from 2 months to one year, longer than the WHO 
recommended 6-8 weeks. Testing of samples was centralized with the use of 2 ELISA tests and Western 
blot. Use of Western Blot for surveillance purposes is expensive and therefore not recommended. No 
standardized quality control procedures were followed. The sentinel staff were supervised during the 
surveys although there was no organized training for them. Data analysis was done centrally. No technical 
reports were produced but in 1998, the National Reference Laboratory published a technical HIV 
surveillance report with surveillance data for the period 1990-1997. 
 
2.1.2 HIV Surveillance in Special Groups: Surveys were conducted among STD clinic attendees between 
1990- 1998 in the same sites where HIV sentinel surveillance was done and then in 8 sites in 2000 using 
unlinked anonymous procedures. From 1997-2000, Lot Quality Assurance Survey (LQAS) method was 
applied in reading the results. LQAS does not allow for calculation of actual prevalence rates. An HIV 
Prevalence study with a social-behavioural component was conducted among sex workers in 2 major urban 
areas in Antananarivo and Diego-Suarez in a non-specified period, information is available in a report 
produced in May 2001 [3].  
 
2.1.3 Population-Based Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance 
2.2.1 General Population: Behavioural surveillance is not yet institutionalized. The 1992 Demographic 
Health Survey had a question on age at first sex but this survey did not have an HIV/AIDS module . In the 
1997 Demographic Health Survey, an HIV/AIDS module was incorporated but this module had mainly 
questions on knowledge and attitudes. 
2.2.2 Special Groups : The HIV prevalence study that was conducted  among sex workers in Diego-Suarez 
and Antananarivo [3] had questions on sexual  behaviours. In 2000, a socio-demographic study was 
conducted among STI patients presenting at the public STI clinic of the ‘Institut d’Hygiene Sociale’. This 
study included questions on sexual relationships [4].  
 
2.3  STI surveillance 
2.3.1 STI Prevalence Studies/Surveys: The HIV sentinel surveys conducted among ANC attendees 
between 1990 and 1995 included syphilis screening. Syphilis serology results were compiled and analysed. 
In 1994, a survey to determine the pattern of STDs was conducted in a Malagasy population [5]. 
2.3.2 STI Case Reporting: STI case reporting is based on etiological diagnoses and is integrated into the 
Health Information system. 
2.3.3 Special STI Studies: In 1997, a study was conducted to determine the etiology of genital ulcers [6]. 
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2.4 AIDS Case Surveillance and Impact Monitoring  
AIDS case surveillance is health facility based and uses the WHO expanded case definition. The AIDS case 
reporting is done through a vertical system. Training was done only once for health workers before the 
establishment of the system. There are no standardized quality control procedures in the country but the 
Central Reference laboratory participates in an external quality assurance programme.  
No technical reports are produced. Information is not available on whether Madagascar has a system for 
monitoring AIDS deaths and numbers of children orphaned by AIDS. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
In 1999, UNAIDS/WHO estimated that the HIV prevalence among adults in Madagascar was 0.15% and 
that there were 11,000 people of which 5,800 were women and 450 were children were estimated to be 
living with HIV/AIDS [2].  
 
3.2 HIV Prevalence Among ANC Attendees 
HV infection rates among ANC attendees in Madagascar were relatively very low in the period 1990-1996. 
There is no available information after 1996. There was no evidence of HIV infection among ANC 
attendees in Antananarivo, the capital city from 1990 up through 1996. In most sites outside the capital 
city, there was no HIV infection detected in ANC attendees with the exception of 5 sites where the HIV 
prevalence rates were 0.2% in Antsiranana in 1996, 0.6% in Maroantsetra in 1996, 0.8% in 1993 in Sainte 
Marie, 1.5% in Morondava in 1994 . In 1995 and 1996 the HIV prevalence in Toamasina was 0.2% and 1% 
respectively. Information is not available on HIV infection rates among the 15-19 year olds. 

 
3.3 HIV Prevalence in Special Groups 
In Antananarivo, HIV infection rates rose from 0% in the period 1991 to 1994 to 0.3% in 1995 and then 
1.3% in 1998. In most sites outside Antananarivo, the HIV infection rates among sex workers have 
remained relatively very low. The HIV prevalence rates were in the range of 0%- 0.7% in the period 1991 
to 1993 while in 1995 the rates were in the range of 0-2.1% and then 0-1% in 1996.  STD patients in 
Madagascar also exhibit relatively very low HIV infection rates. In Antananarivo, for the period 1990 to 
1998 with the exception of 1990 and 1995 the HIV prevalence was 0% among STD attendees. In 1990 and 
1995, the HIV prevalence was 0.2% in Antanarivo. In 1992, 13 out of 14 sites outside Antananarivo had a 
rate of 0% with only one site that had a rate of 1.2%. In 1995, 9 out of 14 sites had 0% HIV infection rates 
while five sites had HIV infection rates in the range of 0.2-6.9%. In 1998, no HIV infection was detected 
among STD patients in 6 sites however the other two sites detected some HIV. In Sainte Marie, the HIV 
prevalence was 0.5% and in Antsiranana the rate was 1.3%. In 2000, the HIV Prevalence using LQAS 
technique was in the range 0-3.17% at 8 sites.  
 
3.4 Behavioural Data 
The median age at first sex among the 20-25 year olds who were surveyed in the 1992 Demographic Health 
Survey was 17.1 years. Age at first sex among sex workers with STI who were surveyed at the Institut 
d’Hygiene was 16.4 years as compared 18.7 years among female STI patients who were not sex workers.  
 
3.5 STI Incidence and Prevalence 
In 1995, the sero prevalence of syphilis among ANC attendees, patients with STIs and sex workers was 
12.1%, 15.5 and 30.5% respectively [7]. In 1997 of the STD patients with genital ulcers that were studied, 
29% had syphilis, 29% had lymphogranuloma venereum, 33% chancroid and 10% herpes simplex. 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1988. As of March 2000, a cumulative total of 128 had been 
officially reported. In 1999, 870 people were estimated by UNAIDS/WHO to have died of AIDS and that 
there was a cumulative total of 2,6000 AIDS orphans. 
 
Reported AIDS Cases by Year 

1988 1989 1990 1991 1992 1993 1994 1995  1996 1997 1998 1999 2000 Total 
1 3 3 3 4 10 18 22 26    38 128 

* As of March 2000 
References: 
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MALAWI 
 
1.0 Introduction 
Malawi is situated in Southern Africa with an estimated total population of 10,640,000 of which 4,694,000 
(44.1%) were aged 15-19 years, with 14%, with about 14% of the total population living in urban areas in 
1998 [1]. 
 
2.0 HIV/AIDS/STI Surveillance Systems 
2.1 HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: The system was established in 1985. Before 
1992, all sites were located in urban areas. Coverage of sentinel sites has improved since 1992 with more 
rural area representation. The current number of sites per 1,000,000 adult population was 4. Sentinel 
surveys are supposed to be conducted once a year in all the 19 sites but this has not always been the case. 
Unlinked anonymous procedures are used to collect and test samples for HIV.   Predetermined sample sizes 
for the three categories of sites are calculated; 150 for rural areas, 250 for semi-urban and 400 for urban 
areas.  The sample sizes, more especially in the rural areas are on the lower side and are not adequate. With 
such small sizes, age specific analysis especially in the youngest age-groups is not possible. Mobile teams 
are used to collect samples from “remote” rural sites. Supervision is often irregular. Data collected include 
age, marital status, occupation, occupation of the spouse and gravidity. While syphilis screening is done at 
the sites, testing of samples for HIV antibodies is done centrally at the Community Health Sciences Unit. 
There are no quality assurance procedures in place. Analysis of data by age, marital status, occupation, 
occupation of the spouse and site is done at the National AIDS Control Programme. The analyzed sentinel 
data is published in annual surveillance reports. Information is not readily available on the target audience 
for the report. Sentinel data is used to calculate national estimates on HIV prevalence. 
 
2.1.2 HIV Surveillance in Special Groups: Studies were conducted among STD patients in 1993 in 
Blantyre, in 1989 in Lilongwe, in 1995 in 10 sites including Blantyre and then in 1996 in Lilongwe using 
unlinked anonymous procedures. Two rounds of surveys have been conducted among sex workers: one in 
Blantyre in 1986 and the other in Lilongwe in 1994. 
 
2.1.3 Population-Based Surveys: No population based-surveys have been conducted.  
 
2.2 Behavioural Surveillance 
Behavioural surveillance is not institutionalized. Some limited data on ever condom use, age at first sexual 
encounter and pregnancy rates among teenagers is available from the 1992 Demographic Health Survey 
(DHS).   
 
2.3   STI Surveillance 
2.3.1 STI Prevalence Surveys/ Studies: Since 1992, Syphilis screening has been done concurrently with 
HIV sentinel surveillance at the ANC sites. Data on syphilis serology is compiled and analyzed. 
2.3.2 STI case Reporting: Information is not readily available. 
2.3.3 Special STI Studies: Information is also not available on whether studies to monitor etiologies for 
STI syndromes and anti-microbial sensitivity patterns have been conducted in the country or not. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is based on the WHO Bangui clinical case definition plus a positive HIV antibody test. 
The reporting system is vertical. Data on AIDS cases are sent directly to the National AIDS Control 
Programme (NACP) Secretariat from the 61 health facilities capable of performing HIV testing. Timeliness 
of reporting has been found to range from 10% to 35%. Analysis of AIDS data takes place at the NACP 
where data is analyzed by year, age, sex, occupation and presenting signs/symptoms.  In the earlier years, 
analysis of data by risk factors was being done but this was stopped in the mid 1990s. Dissemination of the 
data is primarily through annual reports. AIDS data has been used for advocacy. Information is not 
available on whether there is a system to monitor AIDS deaths and numbers of AIDS orphans in the 
country. 
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3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates: 
UNAIDS/WHO estimates show that the adult HIV prevalence was 15.96% with 800,000 people living with 
HIV/AIDS of which 420,000 were women and 40,000 were children at the end of 1999.  
 
3.2 HIV Prevalence Among ANC Attendees 
The ANC sentinel data indicate that HIV infection rates rose rapidly from low figures in the late 80s to 
reach a plateau in the early 1990s and have since remained high with no signs of levelling off in major 
urban areas in Malawi. At Queen Elizabeth Central hospital in Blantyre, the rates increased from 3.2% in 
1986 to 30.2% in 1993 and since then the rates have remained between 26.9% and 34%. In Lilongwe 
hospital situated in the capital city, however, the trends in HIV infection continue to go up. HIV prevalence 
has increased from 8.2% in 1987 to 16.4% in 1988 then to 26%-27% between 1996 and 1998. Generally, 
urban areas and semi-urban areas have higher rates than rural areas. This pattern seems to be slowly 
changing with some rural areas having as high HIV prevalence rates as the semi-urban and urban areas. 
Kamboni rural site, for example, which had a rate of 3.3% in 1992 experienced a sharp rise to 14.5% in 
1998. Of the 8 rural sites included in the 1998 sentinel survey, 4 had rates between 14.5% and 20.9%. 
When aggregation of the data from all the 19 sentinel sites used in 1998 was done, pregnant women aged 
25-29 years were found to have the highest HIV infection rate of 28% and the 15-19 year olds had an HIV 
prevalence of 14%. 

HIV Prevalence (Median) Among ANC Attendees
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3.3 HIV Prevalence in Special Groups 
STD patients have continued to exhibit high HIV prevalence in both major urban areas and areas outside 
the major urban areas. The rates ranged from 52.9% to 62.4% in major urban areas in the period 1989 to 
1996. In 1995, 45.5% of the STD patients tested for HIV at seven sites outside the major urban areas were 
found to be HIV infected. In 1986, sex workers in Blantyre had an HIV prevalence rate of 55.9% and in 
1994, sex workers in Lilongwe had an HIV infection rate of 70%.  
 
3.4 Behavioural Data 
There is limited information on sexual behaviours in Malawi. The 1992 DHS indicated the age at first 
sexual encounter among the 20-24 year old persons to be 17 years. The pregnancy rate among the 15 year 
old girls was 7.2% and 14.6% among the 16 year olds. These relatively high pregnancy rates are an 
indicator that these girls were engaging in unprotected sex. 
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3.5 STI Incidence and Prevalence 
Comparing the prevalence of rates of syphilis among ANC attendees in 1995, 1996 and 1998, there has 
been a stable trend. In 1995 and 1998, the overall prevalence rates were 4% and 4.2 % respectively. The 
sero-prevalence rate of syphilis at 19 sentinel sites ranged from 1.2% to 15% in 1998. There were no 
rural/urban differences. Again, the prevalence of syphilis was nearly the same irrespective of age unlike the 
HIV prevalence that was higher in the younger age groups. Data on STI incidence is not available.  
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1985. At the end of 1999, a cumulative total of 54,512 AIDS cases 
had been officially reported of which 9-10% were children. The girls in the age group 15-19 years were six 
times more affected with AIDS than the boys of the same age. Heterosexual route accounts for 89% of the 
AIDS cases, 10.9% vertical transmission, blood and blood products 1.4%. UNAIDS/WHO estimated that 
AIDS caused 70,000 deaths among Malawians in 1999 and that there were 390,000 AIDS orphans 
cumulatively.  
 
Reported AIDS Cases by Year 

1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
17 127 858 3034 4966 5859 7439 4655 4916 4732 5209 5406 3705 1878 1711  54512 
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MALI  
 
1.0 Introduction 
Mali is situated in West Africa with an estimated total population of 10,976,000 of which 4,770,000 
(43.4%) were in the age group 15-49 years in 1999 [1] 1n 1998, about 28% of the population was estimated 
to be living in the urban areas [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems  
2.1   HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees  
Over the last 6-7 years, the sentinel surveillance system has not been functioning well. Sentinel surveys 
were conducted in seven sites in the period 1987-1988, then in 4 sites in 1994 and in one site in 1997. This 
irregularity and inconsistency in the use of sites makes monitoring of trends of HIV infection in the country 
difficult. Unlinked anonymous procedures were used in collecting and testing samples for HIV antibodies. 
There is no readily available information on the testing, quality assurance and supervision procedures that 
were used. Neither is information available on the type of analysis that was done nor the type and 
frequency of production of report(s). 
 
2.1.2 HIV Surveillance in Special Groups: Sex workers have been well studied in Mali. Six serial surveys 
have been done in Bamako between 1987 and 1995. Information on sex workers is also available from Gao, 
Kayes, Koulikoro, Mopti, Segou, Sikasso and Timbouctou where four rounds of surveys were conducted in 
the period 1987 to 1995. No surveys have been conducted in other special groups. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance  
Behavioural surveillance is not yet institutionalized. Limited information is available from the 1996 DHS 
survey on ever condom use rate, age at first sex and teenager pregnancies. This survey had no AIDS 
module. 
 
2.3 STI Surveillance 
 Information is not available.  
  
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is hospital based and uses the WHO Bangui clinical case definition plus a positive 
HIV antibody test. Information is not readily available on adequacy of  HIV test reagents, capacity of 
laboratories, training of personnel on AIDS case surveillance and on whether AIDS case reporting is 
integrated into general disease surveillance systems or not. Data collected include age and sex. Information 
is not available on the level at which analysis is done, type(s) of report produced, frequency of production 
and the target audience. Information is also not available on whether there is a system in place for 
monitoring AIDS deaths and numbers of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimated that 2.03% of the adult population was HIV infected and  that 100,000 people 
were living with HIV/AIDS of which 53,000 were women and 5000 were children in 1999. 
 
3.2 HIV Prevalence Among ANC Attendees  
Sentinel data demonstrate that both HIV-1 and HIV-2 exist in Mali. In Bamako, capital city,  HIV infection 
rates among ANC attendees rose from 1.1% in 1987 to 4.4% in 1994. In 1997, out of the 554 pregnant 
women who were tested 2.7% were HIV positive. In areas outside Bamako, the rates were in the range of 
0% in Timbouctou to 6.5% in Mopti in 1987 and then 2.9% to 4.4% in 1994. Information is not available 
on HIV infection rates among the 15-19 year old ANC attendees.  
 



 98 
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3.3 HIV Prevalence in Special Groups 
In Bamako, the HIV infection rate among sex workers almost doubled from 39.1% in 1987 to 69.6% in 
1989.  In 1992 and 1995, 74% and 55.5% respectively of the sex workers who were tested in Bamako were 
HIV positive. Similarly in sites outside Bamako, sex workers had very high HIV infection rates. In Sikasso, 
the rates increased from 31.6% in 1987 to 73.5% in 1992 and then 71.9% in 1995. No information exists in 
other special groups.  
 
3.4 Behavioural Data 
The 1996 DHS survey showed low rates of condom use in Mali. Ever use condom rate among the 15-49 
year olds was 3.3%. This finding was consistent with the high prevalence of teenager pregnancies that was 
shown by the survey. About 23% of the 16 year olds were either pregnant with their first child or were 
already mothers and among the 15 year old girls the rate was 9.8%.  The median age at first sexual 
encounter was 15.8 years among the 20-24 year olds who were surveyed.  
 
3.5 STI Incidence and Prevalence 
Information is not available. 
  
3.6 AIDS Cases and Impact 
The first official report on AIDS was in 1985. As at the end of 1999, a cumulative total of 5,263 AIDS 
cases had been officially reported. The male to female ratio was 1:1. Females are affected at an earlier age 
than males with peak of AIDS cases in the ages 20-29 years and 30-39 years for females and males 
respectively.  In 1999, UNAIDS/WHO estimated that 9,900 persons died of AIDS in Mali and that there 
were 45,000 AIDS orphans cumulatively. 
      
Reported AIDS Cases by Year 
1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
1 5 23 99 106 242 377 460 672 609 454 594 711 620 290  5263 
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MAURITANIA 
 
1.0 Introduction 
Mauritania is situated in West Africa with an estimated total population of 2,602,000 of which 1,209,000 
(46.5%) were aged 15-49 years [1]. About 53% of the population was living in urban areas in 1998 [2]. 
 
2.0    HIV/AIDS/STI Surveillance Systems 
2.1    HIV Surveillance 
2.1.1 HIV Surveillance Among ANC Attendees: Mauritania has not yet established an HIV sentinel 
surveillance system. Information on HIV prevalence among pregnant women is only available for the years 
1988 and 1994 in Nouakchott, the capital city. Information on methods used to obtain these data is not 
readily available. 
 
2.1.2 HIV Surveillance in Special Groups: In 1994, a survey was conducted among STD clinic attendees  
in Nouakchott. No repeat surveys have been done since then. No surveys have been conducted in other 
special groups. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance 
System has not yet been established. 
 
2.3 STI Surveillance 
Information is not available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is health facility based and uses the WHO Bangui clinical case definition plus HIV 
antibody test. Information is not readily available on whether AIDS case surveillance is integrated into the 
general disease surveillance system or not. Age and sex are not collected on the AIDS cases. The last report 
on AIDS cases in Mauritania was in 1996. Information is  not available on the training of health workers on 
AIDS case surveillance, quality control procedures, infrastructure and capacity of the laboratories and 
adequacy of HIV testing reagents. Neither is information available on type(s) of reports produced, 
frequency of the production nor the target audience. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimated that 6,600 people in Mauritania were living with HIV/AIDS of which 3,500 
were women and 260 were children. The adult HIV prevalence was estimated at 0.52% in 1999 [1] 
 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates among ANC attendees increased from 0% in 1988 to 0.5% in 1994 in Nouakchott, 
capital city. Information is not available on HIV infection rates among the 15-19 year old ANC attendees. 
 
3.3 HIV Prevalence in Special Groups 
In 1994, STD clinic attendees in Nouakchott had an HIV prevalence rate of 0.9%. Information is not 
available on other special groups. 
 
3.4 Behavioural Data 
Information is not available 
 
3.5 STI Incidence and Prevalence 
Information is not readily available 
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3.6 AIDS Cases and Impact 
The first report on AIDS was in 1988. As at the end of 1996, a cumulative total of 532 AIDS cases had 
been officially reported. There is no available information on age, sex distribution and modes of HIV 
transmission. UNAIDS/WHO estimated that 610 people in Mauritania died of AIDS in 1999. Information 
is not available on AIDS orphans. 
 
Reported AIDS Cases by Year 
1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
5 13 12 15 18 94 56 103 98     414 
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MAURITIUS 
 
1.0 Introduction 
Mauritius is an island in the Indian Ocean with an estimated total population of 1,149,000 million of which 
647,000 (56.3%) were aged 15-49 years in 1999. 
 
2.0 HIV/AIDS/STI Surveillance systems 
2.1 HIV Surveillance 
2.1.1 HIV Sentinel Surveillance: Mauritius has not yet established an HIV sentinel surveillance system 
among ANC attendees. However since 1998, all pregnant women attending antenatal clinics in the country 
have access to VCT services being offered at 150 health facilities. HIV serology data from VCT centres is 
compiled and analysed.  
2.1.2 HIV Surveillance Among Special Groups: HIV prevalence surveys are conducted among STI 
patients, sex workers, injecting drug users and prison inmates. Information is not readily available on the 
methods used to collect and test blood for HIV antibodies from these subpopulations. Mauritius also 
monitors HIV prevalence among blood donors. 
2.1.3 Population-Based Surveys: No population-based surveys have been conducted in the country. 
All blood donors are tested.  They are, together with pregnant women, fairly good representatives of the 
population as they are recruited across the country and are not remunerated. 
 
2.2 Behavioural Surveillance 
The last KABP study was carried out in 1996 among the general population, sex workers, injecting drug 
users and men having sex with men.  Rapid assessment studies are being carried out among sex workers 
and injecting drug users. Information on the frequency of conducting these studies and the questions asked 
is not readily available. In 1997, the Ministry of Youth and Sports conducted a youth profile study with 
questions on age at first sex and the profile of the sexual partners of the Youth who reported being sexually 
active.  
 
2.3 STI Surveillance 
STI case reporting is integrated into the notifiable infectious/communicable disease surveillance system 
and is based on etiological diagnoses.  The STIs monitored include gonorrhoea and syphilis.  Reports on 
these STIs are forwarded to the Ministry of Health where analysis takes place by month of reporting.  The 
analysed data is published in monthly reports on notifiable diseases. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting in Mauritius is health facility based and uses the Centers for Disease Control (CDC) 
case definition..  AIDS case reporting is integrated into the notifiable  infectious or communicable disease 
surveillance system.  Reports on AIDS cases with other notifiable diseases are forwarded monthly to the 
Ministry of Health and Quality of Life where analysis is done.  Gender, resident status and risk factors are 
collected.  AIDS related deaths are monitored as well and included in the AIDS surveillance report.  
Analysed AIDS data is published in monthly AIDS/HIV Surveillance reports. 
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3.0 HIV/AIDS/STI situation 
3.1 HIV Prevalence estimates 
According to the Ministry of Health and Quality of Life, Mauritius, the adult HIV prevalence was 
estimated at 0.1% and that there were 700 people living with HIV/AIDS in 2000. These figures are close to 
the UNAIDS estimates which showed that 500 people were living with HIV/AIDS at the end of 1999 with 
an adult prevalence of 0.08% [9]. 
 
3.2 HIV Prevalence Among ANC attendees 
In 2000, among ANC attendees who were tested at the VCT centers, 0.04% were HIV positive. 
 
3.3 HIV Prevalence Among Special Groups 
In 2000, 8% of the sex workers and 1% the STI patients who tested for HIV, were HIV positive.  Four 
(2.94%) out of 136 injecting drug users who were tested for HIV were HIV positive. 
 
3.4 Behavioural Data 
The median age of first sex was 21.5 years among the 15-49 years old who were surveyed in 1996. The 
proportion of the people who had at least one non-regular partner in the last 12 months was 1.5% in 
Mauritius and 14.5% in Rodrigues.  Condom use during the last “sex of risk” with a non-regular sexual 
partner was 26.3% in Mauritius and 22% in Rodrigues. The 1997 youth profile study done by the Ministry 
of Youth and Sports among 1920 young people of 14-25 years showed that 43% of the males and 11% of 
females had premarital intercourse and age of first sex was in the range of 12-24 years for males and 15-24 
years for females. For the girls who were sexually active, 4% had had sex with  a casual partner and for 
boys 14% had had sex with a sex worker and 10% with a casual partner. Information on the duration of 
these relationships is not readily available. 
 
3.5 STI Incidence and Prevalence 
Data from the Central Laboratory indicated a syphilis seropositivity rate of 0.3% in 1999. Information is 
not available on STI incidence and prevalence in the country. 

3.6 AIDS Cases and Impact 

The first AIDS case was reported in Mauritius in 1987.  As at end of December 2000, 86 AIDS cases were 
reported cumulatively.  The male to female ratio was approximately 3:1.  Of the 86 cases, 62 had died.  The 
main route of HIV transmission in Mauritius is heterosexual, which accounts for 68% of the reported 
HIV/AIDS cases.  Other routes of HIV transmission include heterosexual/injecting drug use (19%), 
homo/bisexual (6%), MTCT (3%) and injecting drug use (2%) 
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MOZAMBIQUE 
 
1.0 Introduction 
Mozambique is located in Southern Africa with an estimated total population of 19,222,000 of which 
8,607,000 (44.8%) were aged 15-49 years in 1999 [1]. Thirty five percent of the population was living in 
urban areas in 1998 [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: The system was established in 1992 with five 
sites in provincial capitals. Surveys are conducted once in two years. With the exception of Maputo, the 
sites have been used inconsistently. There are no sentinel sites in semi urban and rural areas. In2000, 20 
sentinel sites were used . The number of sites per 1,000,000 adult population aged 15-49 years in 2000 was 
2.3. Unlinked anonymous procedures are used to collect and test samples for HIV antibodies. The sampling 
period has been variable over the years. In 1994, it was 9 months at Maputo and 6 weeks at Tete while in 
1998 on average it was 3-5 months. Information is not available on whether sample collection is done 
concurrently at all the sites or not. Samples are tested on both ELISA plus a Rapid test. For surveillance 
purposes, a single test is sufficient in the case of Mozambique with an HIV prevalence exceeding 10%. 
Information is not available on the training, supervision and quality control procedures utilized. Data is 
analyzed by year, site and age at the Ministry of Health. Trend analysis is done as well. The analyzed data 
is published in a technical report that is distributed to health workers, policy makers, NGOs and donors. 
National estimates and projections on HIV prevalence are calculated using sentinel data.  
 
2.1.2 HIV Surveillance in Special Groups: Studies have been conducted among STD patients since 1992; 
initially in two sites; Maputo and Quelimane and then expanded to 6 sites. Unlinked anonymous procedures 
are used. Consistent data is available only from Maputo. Two studies were conducted among TB patients 
using unlinked and anonymous procedures in 1994 and 1997 in six areas in the country. In 1987 and 1990 
studies were conducted among military personnel in Tete and Pemba respectively. Information on methods 
used in these studies is not readily available and no follow up studies have been conducted since then. No 
studies have been conducted in other special groups. 
 
2.1.3 Population-Based Surveys: Population based surveys to validate and complement ANC based 
sentinel data are not yet institutionalized. In 1987, a nationwide population based survey was conducted. 
This survey generated valuable information that was used in the design and plan of a National response to 
HIV/AIDS epidemic.  
 
2.2 Behavioural Surveillance 
2.2.1General Population: Several studies have been conducted in the country but there have been 
conducted in an uncoordinated manner; not using the same methodology or asking similar questions. A 
system has not been developed to institutionalize behavioural surveillance using standardized indicators. In 
1996, the AIDS Control Programme conducted a national KABP survey with questions on age at first sex 
and non-regular sexual relationships. Individual interviews and structured questionnaires were used. In 
1998, a Demographic Health Survey with an HIV/AIDS module was conducted in the country. 
2.2.2 Special Groups: In June 2000, a behavioural survey was conducted among the youth (15-24 years) in 
the catchment areas of HIV sentinel sites in five provinces and Maputo capital city. The survey included 
questions on age at first sex, number(s) of occasional sexual partners in the last six months, condom use in 
the last sexual encounter with an occasional sexual partner. 
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2.3 STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Syphilis screening is supposed to be done routinely on all pregnant 
women attending antenatal care clinics. Lack of reagents results in some pregnant women not being 
screened. In 1998, the coverage was estimated at 50%. Data on syphilis serology is analysed by year and 
region. Otherwise no surveys and studies have been conducted. In 2000, a behavioural survey among the 
youth was conducted in Maputo city and 5 provinces, and this survey tried to inquire about history of 
STDS.  
 
2.3.2 STI Case Reporting: Reporting of STI cases is done through a vertical system. STI cases are 
recorded in a special book at all health facilities then the data is compiled on monthly basis and forwarded 
to the health offices at the provincial level. At the provincial level, STI case data is summarized and 
forwarded to the Department of Epidemiology at the Ministry of Health where the data is analyzed by year 
and annual incidences are calculated. The system is overburdened by monitoring many syndromes some of 
which are not useful for surveillance purposes such as vaginal discharge and lower abdominal pain. Other 
syndromes/conditions monitored include urethral discharge, balanitis, swollen scrotum, bubo and 
condylomata.  
 
2.3.3 Special STI Studies: In 1994, a study was conducted to assess etiologies for STI syndromes and anti 
microbial patterns in Maputo. Information is not readily available on whether these studies are conducted 
periodically. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is hospital based and uses the WHO Bangui clinical case definition plus an HIV 
antibody test. AIDS cases are reported using a vertical system. From 1987 to 1994, the confirmation for an 
AIDS case required an ELISA test plus Western Blot and these tests had to be performed centrally in 
Maputo, the capital city of Mozambique. This system proved expensive and therefore in 1994, HIV testing 
was decentralized to the provincial laboratories and the Western Blot test was replaced with a rapid HIV 
test. For each suspected AIDS, a laboratory form with demographics, risk factors, clinical signs and 
symptoms and HIV serology results is completed and sent along with a blood sample to the laboratory. At 
the provincial level manual analyses of AIDS data by health facility and age is done. The analysed data is 
forwarded to the Department of Epidemiology at national level where computerized data entry and 
aggregation of data from all the provinces is done to produce quarterly National AIDS Surveillance reports. 
The report is distributed to the provinces, NGOs and donors. The report is also discussed in seminars and 
workshops at provincial and national levels. Problems affecting AIDS case surveillance shortages of 
reagents and inadequate quality control assurance procedures. Using computer models, the AIDS Control 
programme estimated that in 1998, only 2.5-10% of the AIDS cases were reported. Information is not 
readily available on whether there is a system in place to monitor AIDS deaths and numbers of AIDS 
orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimated that there were 1,200,000 people of which 630,000 were women and 52,000 
were children living with HIV/AIDS at the end of 1999 with an adult HIV prevalence of 13.22%. The 
UNAIDS/WHO figure on adult HIV prevalence was slightly lower than the estimated adult HIV prevalence 
rate of 14.5% calculated by the country in 1998 [3]. 
 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates in most of the sites in Mozambique exhibit an upward trend. HIV prevalence among 
pregnant women in Maputo, capital city increased by almost five times from 1.2% in 1992 to 5.8% in 1996 
and then 9.9% in 1998 and then 13%. In Chimoio, a town outside Maputo, the HIV prevalence was 10.7% 
in 1992 then 19.2% in 1996 and 17% in 1998. In Sofala, another town outside Maputo the HIV prevalence 
was 16.5% in 1996 and 18.3% in 1998. The overall HIV prevalence in 2000 in areas outside Maputo city 
was 13.4% with a range of 4% -31.4%.  Age specific analyses in 1998 indicated high HIV prevalence rates 
among the youngest age groups, which was suggestive of high HIV incidence in the country. The 15-19 
year olds in  Beira, Chimoio and Tete had HIV prevalence rates of 18.9%, 20.3% and 19.8% respectively in 
1998. 
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HIV Prevalence (Median) Among ANC Attendees
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3.3 HIV Prevalence in Special groups 
HIV prevalence among STD patients in Maputo increased from 1.6% in 1990 to 2.6% in 1995 and then to 
12.2% in 1997 and 9% in 1998. In sites outside Maputo, HIV infection rates among STD clinic attendees 
ranged from 2.2-16.1% in 1992 and 12.2% - 28.3% in 1997. In Quelimane and Tete, towns outside Maputo 
the HIV infection rates among STD patients were 46.3% and 27.3 % respectively in 1998. Increasing trends 
in HIV infection were observed among TB patients between 1994 and 1997 in all the 6 areas where the 
studies were conducted. The HIV infection rates were in the range of 2.9% to 20.4% in 1994 and 11.3-
36.9% in 1997 with three areas having rates exceeding 17%. The military personnel in Tete had an HIV 
prevalence of 3.8% in 1987 and those in Pemba had a rate of 3.7% in 1990. 
 
3.4 Behavioural Data 
Overall median age at first sex was 16 years for 15-49 year olds and 15 years for males and females in the 
age group 15-19 years in 1996[4]. The same survey showed that 37% and 14% of males and females aged 
15-49 years respectively had at least one non-regular sexual partner in the last 12 months. Overall condom 
use in the most recent sex of risk was 28%. Males were more likely to use condoms than females (28% 
versus 19%). The results of the 1998 DHS were not readily available. The 2000 survey among the youth 
showed that the mean age at first sex was 15.7 years with the boys becoming sexually active at an earlier 
age than the girls (15.4 years versus 16.1 years). About 58.7% of the surveyed youth had at least one 
regular sexual partner in the last 6 months and 27.3% had multiple sexual partners. Of the 284 youth who 
said that they had had occasional sexual partners in the last 6 months, 42.6% had used a condom in the last 
sex of risk. 
 
3.5 STI Incidence and Prevalence 
Annual incidence of reported STI cases show an upward trend in the period 1995-1998. The annual 
incidence increased from 726/100,000 in 1995 to 840/100,000 in 1996 and then 1,301/100,000 population 
in 1998. Trends in reported STI cases need to be interpreted with caution  as they are affected by many 
factors such as health care seeking behaviours, STD interventions including drug availability. In Maputo 
city and Gara province, the sero-prevalence of syphilis was 4.5% and 18% in 1998 respectively. In 2000, 
the sero-prevalence of syphilis in Maputo city among ANC attendees was 17% and in sites outside Maputo 
city, the rate was in the range of 5% to 51.7%. The 1994 study on STI etiologies and anti-microbial 
sensitivity patterns found that 48.7% of the isolates were penicillinase producing Neisseria gonorrhea 
strains (PPNG), 0.9% were penicillin resistant, 0.9% were resistant to tetracycline and 4.3% were resistant 
to both penicillin and tetracycline. 
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3.6 AIDS Cases and Impact 
First AIDS cases were reported in 1986. At the end of 2000, a cumulative total of 21,836 AIDS cases had 
been officially reported.  In the period 1986-1992, the male to female ratio was in the range of 1.5-1.8:1 but 
this pattern has changed over the past years bringing the ratio to 1:1. The peak of reported AIDS cases was 
in the age group 20-39 years. In 1999, UNAIDS/WHO estimated that 98,000 people died of AIDS and that 
there was a cumulative total of 310,000 AIDS orphans. 
 
Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
1 3 23 37 98 178 322 164 534 1380 2086 1661 4376 6001 4972 21836 
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NAMIBIA 
 
1.0 Introduction 
Namibia is located in Southern Africa with an estimated population of 1,695,000 of which 795,000 (46.9%) 
were people in the age group 15 – 49 years in 1999. In 1998, 37% of the population was living in urban 
areas [1]. 
 
2.0 HIV/AIDS/STI Surveillance Systems 
2.1 HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: Sentinel surveillance was established in 1992.  
Sentinel surveys are conducted once in two years. Unlinked anonymous procedures are used. The system 
has maintained all its 11 sites it began with and added 4 new ones in 1996. The number of sites per 
1,000,000 adult population is 18.8. Because of the low population densities in some areas, sera are pooled 
from a number of sites to reach the required sample sizes. The effect of pooling sera has not been 
examined. However, since the methods used for the surveys have remained the same over the years, it is 
possible to compare and monitor the HIV trends at these sites. Collection of sera lasts for 12 weeks and is 
done concurrently at all the sites. The predetermined sample size for each site is 200. These small sample 
sizes have been observed to result in wide ranges of 95% confidence intervals in Namibia when the data is 
analyzed.  Sera are tested centrally in Windhoek, the capital city using a single ELISA . Information is not 
available on the supervision and quality control procedures used. Data is analyzed only by year and site. No 
age specific analysis is done. National estimates are calculated using sentinel data. The analyzed data are 
published in a technical report.  
 
2.1.2 HIV Surveillance in Special Groups: Consecutive studies using unlinked and anonymopus 
procedures have been conducted among STD patients concurrently with HIV sentinel surveys among ANC 
attendees since 1996. Data is analysed by year, site and published in the report with ANC based sentinel 
data. Age specific analysis is done as well. No surveys have been conducted in other special groups. 
 
2.1.3  Population-Based HIV Prevalence Surveys: No surveys have been conducted. 
 
2.2 Behavioural Surveillance 
Behavioural surveillance has not yet been established. 
 
2.3 STI Surveillance 
2.3.1 STI Prevalence surveys/Studies: No prevalence/studies have been conducted. 
2.3.2 STI Case Reporting: Namibia is using the syndromic STI approach in reporting STI cases. All 
patients attending hospitals with a diagnosis of an STI are reported to the Ministry of Health through the 
Health Information system. Information is not available on the types of syndromes monitored in all the 
health facilities but in the health facilities that act as HIV sentinel sites, urethral discharge, genital ulcer, 
vaginal discharge and lower abdominal pain in females are monitored. Lower abdominal pain is not useful 
for surveillance purposes. 
2.3.3 Special STI Studies: Information is not readily available on whether studies to monitor etiologies for 
STI syndromes and anti microbial sensitivity patterns have been conducted or not. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is health facility based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test. AIDS case surveillance is integrated into the Health Information System (HIS). 
The HIS forms do not collect information on gender but age is collected in two broad categories; less than 5 
years and 5 years and above. Lack of information on gender and other age categories makes the AIDS data 
less useful in designing targeted interventions. However, the data has been useful for advocacy. 
Information on hospital admissions and hospital based deaths including AIDS related deaths are collected 
through the HIS.  Under reporting of HIV/AIDS as an underlying cause of death and reluctance of some 
patients to being tested for HIV are some of the factors affecting the AIDS death reporting system.  
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Analysis of reported AIDS cases by year is done at the Communicable Disease Control division in Ministry 
of Health. The districts are not involved in analysis of AIDS data. The data on hospital admissions and 
deaths is compiled and analyzed by health directorate (there are five health directorates in Namibia), year,  
sex, cause of admission and death. The analyzed data is published together with HIV sentinel surveillance 
data (in the years when sentinel surveys are conducted) in a technical report. Information is not readily 
available on the frequency of production of this report and its target audience. Neither is information 
readily available on whether there is a system in place to monitor numbers of AIDS orphans or not. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
The country estimates based on the 1998 sentinel data indicated that 150,000 people were living with 
HIV/AIDS end of 1999 and this figure is similar to the UNAIDS/WHO estimates which put the HIV 
prevalence among adult Namibians at 19.94% with 160,000 Namibians living with HIV/AIDS of which 
85,000 were women and 6,600 were children in the same year.  
 
3.2 HIV Prevalence Among ANC Attendees 
The HIV infection rates among pregnant women attending selected antenatal sites in Namibia have sharply 
increased from 4.2% in 1992 to 15.4% in 1996 and 17.8% in 1998. The trend in most sites is still 
increasing. In 1998, four sites in the country including the site in Windhoek the capital city had rates 
exceeding 20%; Oshakati had a rate of 34%, Walvisbay 29%, Katima Muliro 29% and Windhoek 23%. 
HIV prevalence is also high in rural sites close to the main roads such as Onandjokwe and Engela, which 
had rates of 21% and 17% respectively in 1998. The ‘remote’ rural sites also show relatively high rates 
ranging from 6-9% although the rural rates are still lower than those in urban and roadside sites. 
Information is not readily available on HIV Infection rates among the 15-19 year old ANC attendees. 
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3.3 HIV Prevalence in Special Groups 
The STD patients continue to exhibit high HIV infection rates of 35.1% and 38.2% in 1996 and 1998 
respectively. There are significant variations in the HIV prevalence among STD patients attending various 
sites in Namibia.  For example, STD patients at Katimo Mulilo had rates as high as 61% in 1998 and those 
in Opumo had a rate of 10%. All urban and roadside sites had rates exceeding 30% and the remote rural 
sites had rates in the range of 10-18%. In 1998, the peak of HIV infection (42%) was in the age group 20-
24 years among female STD patients. This was much higher than the rate (24%) among males of the same 
age. 
 
3.4 Behavioural Data 
Information is not available. 
 
3.5 STI Incidence and Prevalence 
Information is not readily available. 
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3.6 AIDS Case and Impact 
First report on AIDS was in 1986. A cumulative total of 8,679 of AIDS cases had been officially. There is 
no available information on distribution of AIDS cases by gender and age since it is not routinely collected. 
Namibia has over the last years experienced a rapid increase in the number of deaths in the age group 15-49 
years. The hospital-based deaths among the 15-49 years have doubled from 2,000 in 1995 to 4,200 in 1998 
and this increase is attributed to AIDS. AIDS accounts for 47% of the deaths occurring in the hospitals and 
is number one cause of deaths among adults and number three cause of deaths among children aged four 
years and below in the hospitals. UNAIDS/WHO estimates show that 18,000 Namibians died of AIDS in 
1999 alone.  The trends of hospital admissions of people with AIDS and HIV related conditions are on the 
increase. Comparing the 1998 and 1999 HIV related admissions; the increase was 33.4%. [2]. In 1999, 
UNAIDS estimated that 18,000 people died of AIDS and that there was a cumulative total of 67,000 AIDS 
orphans. 
 
Reported AIDS Cases by Year 
 

1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
4 15 43 127 122 46 46 355 768 1836 2615 807 1361 534  8679 
 
References: 
1. UNAIDS/WHO EPI fact sheet, Namibia 2000 update  
2. Ministry of Health & Social services, Epidemiological report on HIV/AIDS for the year 1999, August 2000  
3. Ministry of Health & Social services, Report of the 1998 HIV sentinel serosurvey, April 1999 
4. National AIDS Co-ordination Programme, Paper on Regional Response to HIV/AIDS in Namibia: background documents for 

the regional meeting on HIV/AIDS, May 1999 
5. WHO/AFRO Epidemiological Bulletin on the HIV/AIDS situation in Sub-Saharan Africa, Sept. 1999 

 



 110 

NIGER 
 
1.0 Introduction 
Niger is situated in West Africa with an estimated total population of 10,414,000 of which 4,524,000 
(43.3%) were in the age group 15-49 years [1], with about 19% of the total population living in urban areas 
in 1998 [2]. 
 
2.0  HIV/AIDS/STISurveillance Structures 
2.1  HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees :The system was established in 1988. Surveys are 
supposed to be conducted once a year. The coverage of the sentinel surveillance system is limited with 
under-representation of most areas in the country in particular the rural areas. The number of sites per 
1,000,000 adult population is about 0.6. There has been inconsistency in the use of sentinel sites with the 
surveys being conducted irregularly. Information on the methods followed is only available for the 1999 
survey. Unlinked anonymous procedures were applied. Sampling period was 4 weeks and adequate sample 
sizes were collected. Sample collection was done concurrently at all the three sites. Samples were tested 
using an ELISA test. Information is not available on whether samples were tested on two ELISA tests as 
recommended by WHO for a situation in Niger where HIV prevalence is less than 10%. Information is also 
not available on the supervision and quality procedures applied. The sentinel data was analyzed at the 
National AIDS Control Programme by year, site and type of HIV virus. The analyzed sentinel data was 
published in a technical report that was distributed to health professionals, policy makers and NGOs.       
 
2.1.2 HIV Surveillance in Special Groups: Three rounds of surveys were conducted using unlinked 
anonymous methods among STD patients in Niamey, capital city and Tahoua between 1992 and 1995. 
Studies were also conducted among sex workers in three areas including Niamey in the period 1993-1995. 
In 1991 and 1994, studies were conducted among TB patients in Niamey. In 1994 and 1995, studies were 
conducted among TB patients in Diffa and Zinder respectively. Monitoring of HIV infection rates among 
blood donors in Niamey has been on going in Niamey since 1995.  
 
2.1.3 Population-Based HIV Prevalence Surveys: No surveys have been conducted. 
 
2.2 Behavioural Surveillance 
The system has not yet been institutionalized. Some information on behaviour is available from the 1992 
DHS on age at first sex. However, this survey did not include an HIV/AIDS module. Some other 
information is available in the 1993 WHO/GPA fact sheet on KAPB/Behavioural studies on non-regular 
sexual relationships. 
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Surveys/Studies: Information is not readily available. 
2.3.2 STI Case Reporting: The syndromic approach is used to report STI cases. The syndromes monitored  
are urethral discharge, genital ulcer and vaginal discharge. Information is not available on whether the 
system has been integrated into the general disease surveillance or not.  STI case data is analyzed by year 
and syndrome.  
2.3.3 Special STI Studies: Information is not available on whether studies to monitor etiologies for STI 
syndromes and antibiotic sensitivity patterns have been conducted or not.  
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is hospital based and uses the WHO Bangui clinical case definition plus a positive 
HIV antibody test. Information is not readily available on whether the system is integrated into the general 
disease surveillance system or not. AIDS case reporting is affected by shortages of HIV testing reagents, 
inadequate supervision and training of the health personnel. In 1998, of the total patients suspected with 
AIDS cases in Niamey National Hospital, only 68% were able to have an HIV test [3]. Analysis of AIDS 
cases by year, health facility, age and sex is done at National level. The analysed data is published in a 
technical report together with data accruing from HIV sentinel and STI surveillance systems. Information is 
not available on the frequency of production of the report(s) and the target audience. Information is also not 
available on whether Niger has a system for monitoring AIDS deaths and orphans.      
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3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimated that 64,000 people were living with HIV/AIDS of which 
34,000 were women and 3,300 were children with an adult HIV prevalence rate of 1.35% [2]. These 
estimates are comparable to the 1998 National AIDS Control Programme estimates which indicated that 
65,000 people were living with HIV/AIDS at the end of 1998 [3]. 
 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates have gradually been increasing in Niger since the recognition of the epidemic in the 
country in the late 80s but the rates have remained below 5%. In Niamey, the capital city, HIV infection 
rates increased gradually from 0.5% in 1988 to 1.1% in 1992 and then 1.8% in 1999. Increasing HIV 
infection trends have been observed in the other two sites; Tahoua and Maradi. While in Tahoua, the HIV 
prevalence has increased from 1.4% in 1992 to 5% in 1999, in Zinder the rates have increased from 0.1% in 
1994 to 1.5% in 1999. Information on HIV infection rates among the 15-19 year old ANC attendees is not 
readily available. 

HIV Prevalence (Median) Among ANC Attendees

0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

5

19
88

19
89

19
90

19
91

19
92

19
93

19
94

19
95

19
96

19
97

19
98

19
99

20
00

%

MED-URBAN

MED-OUTSIDE

 
 Source: US Census Bureau 
 
3.3 HIV Prevalence in Special Groups 
STD patients who were tested for HIV in Niamey in 1992 had an HIV prevalence rate of 5.2% and in 
another site outside Niamey the rate was 1.21% in 1995. In 1993, sex workers who were tested for HIV in 
Niamey and Arlit had an HIV infection rate of 15.4% and 14.1% respectively.  In 1995, sex workers in 
Dirkou a site outside the major urban area had a rate of 27.9%. Among the TB patients who were tested for 
HIV in various sites, the HIV infection rates were in the range of 7.1% in 1991 to 8.92% in 1995. Drivers 
who were tested for HIV in Niamey in 1993 had an HIV prevalence of 3.4%. 
 
HIV infection rates among blood donors in Niamey have declined from 7.65% in 1995 to 5.03% in 1998. 
This decline was most likely a result of rigorous measures used in the recruitment of donors. In Zinder, 
however, the HIV prevalence rate among donors in 1998 was 15.7% [3]. 
 
3.4 Behavioural Data 
In 1992 DHS, the median age at first sex was 15 years among the 20-24 years. The 1993 WHO/GPA  fact 
sheet KABP/Behavioural studies indicates that males all across age groups were more likely to be engaged 
in non-regular sexual relationships than females. Among the 15-19 year olds, 13.3% and 3.1% males and 
females respectively had at least one non-regular sexual partner in the last 12 months in 1991. 
 
3.5 STI Incidence And Prevalence 
Information is not readily available. 
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3.6 AIDS Case And Impact 
The first AIDS cases were reported in 1987. As at the end of 1999, a cumulative total of 4,584 AIDS cases 
had been officially reported. The male to female ratio was approximately 2.8: 1. Heterosexual transmission 
accounts for about 96% of the reported AIDS cases. HIV-1 is the most predominant type. In 1998, of the 
people who had an HIV test in 4 hospitals, 91% had HIV-1, 1.9% HIV-2, 5.9% dual infection and 1.0% 
indeterminate [3]. UNAIDS/WHO estimated that 6,500 people died of AIDS in Niger in 1999 and that 
there were 31,000 AIDS orphans cumulatively. 
 
Reported AIDS Cases by Year 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
18 24 38 213 212 304 453 467 621 652 217 425 940  4584 
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NIGERIA 
 
1.0 Introduction 
Nigeria, situated in West Africa, had an estimated population of 108,955,000 of whom 50,705,000 (46.5%) 
were aged 15-49 years in 1999 [1]. Currently, the urban population is estimated to be 36.3%[2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: The system was established in 1991.The 
country has conducted four rounds of surveys; in 1991,1993,1995 and 1999. No surveys were conducted in 
1996, 1997 and 1998 due to lack of technical and financial resources. Funding for the surveys has been 
largely by donors but for the 1999 sentinel survey the Government of Nigeria contributed 50% of the 
budget.  The current protocol stipulates that sentinel surveys are to be done every two years. The coverage 
of the surveys has improved since 1991. In 1991, the sentinel survey covered 9 states then 17 states in 
1993, 21 in 1995 and all the 36 states in 1999. There has been inconsistency in the use of the sites. This 
makes monitoring of trends in the affected sites difficult. The 1999 survey was conducted in 72 sentinel 
sites; two per state one in the major urban area and the other in a town outside the capital. There was under-
representation of the rural areas in this survey.  Unlinked anonymous procedures were applied in all the 
sentinel survey rounds. Variables collected included age, marital status, name of site, name of zone and 
state. The sampling period lasted for 8 weeks and this was concurrent at all the sites. However, a few sites 
were unable to attain the required sample sizes and this resulted in sites that got less than 150 blood 
samples being excluded in the analysis.  Specimens were analyzed for presence of both HIV-1 and HIV-2 
at the state laboratories using a double ELISA as recommended by WHO for countries with low 
prevalence. All the personnel involved in the 1999 survey were trained. Each of the sites was supervised 
three times during the survey.  
 
Quality control procedures included using same kits in all the states, validating the kits at the time of use 
and using same procedures in all the states. Every 10th negative sample and every 20th non-reactive sample 
were retested centrally at a reference laboratory in Abuja. Some of the problems/limitations of the 1999 
survey included lack of transport for supervision and poor equipment in some of the laboratories. The data 
was analyzed by zones, states, sites and age and published into three types of reports: technical report, 
summary report for policy makers and in a small booklet for the general public. Dissemination seminars 
were also held for politicians and technocrats. The advocacy activities carried out using the results of the 
1999 survey contributed contributed to the formation of the National AIDS Action Committee (NAAC), a 
committee that is to steer the country’s response to the epidemic. 
 
2.1.2 HIV Surveillance in Special Groups: Since 1991, STD patients have been used as another sentinel 
group in the country; four rounds of surveys have been conducted among this group in 1991, 1993, 1995 
and 2000. The three rounds of 1991, 1993 and 1995 involved CSWs and TB patients. The 2000 survey 
included STD and TB patients only. Unlinked anonymous procedures were used for TB and STD patients 
while voluntary and unlinked procedures were used in the case of sex workers.  The Nigerian Institute of 
Research (NIMR) has compiled and analysed results of passive ‘routine HIV screening’ among ANC 
attendees in limited sites in the country from 1991 to 1997. In the same period, the NIMR conducted HIV 
prevalence studies among prisoners, adolescents, TB patients, and Leprosy and malaria patients. 
  
2.1.3 Population-Based HIV Prevalence Surveys: No population-based HIV surveys have been 
conducted in the country. 
 
2.2 Behavioural Surveillance 
2.2.1 General Population: Behavioural surveillance is not yet institutionalized.  The DHS survey in 1990 
included a question on age at first sexual encounter. Again, the DHS in 1999 had a few questions on AIDS 
especially on knowledge.  
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2.2.2 Special Groups: With funding from Family Health International (FHI), BSS were conducted among 
the youth, Female Sex Workers and Long distance truck drivers in 2000. The report on the findings is not 
yet out. These surveys are to be conducted every 2-3 years. A number of other studies have been conducted 
among sex workers and long distance drivers by private researchers. Information is not readily available on 
the study areas, period when the studies were conducted and methods used. A survey was conducted among 
intravenous and non-intravenous drug users in Lagos in 2000.   
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Surveys/Studies: In 2000, a syphilis sero-prevalence survey was conducted among 
STI and TB patients. The survey covered two sites per state in two states of the six geo-political health 
zones. Since 1991, syphilis screening has been part of  the HIV sentinel surveillance surveys. The results 
were compiled and analyzed by zone, site and age . 
2.3.2 STI Case Reporting: STI case reporting was integrated into the HMIS in 1996. Three conditions  – 
syphilis, gonorrhoea and ophthalmia neonatorum are monitored.  
2.3.3 Special STI Studies: No special STI studies had been conducted recently. 
 
 2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is generally based on WHO Bangui clinical case definition plus a positive HIV 
antibody test. However at the different health care delivery levels, many variations of AIDS case definition 
are used. From 1986 unto 1996, the AIDS cases were directly reported to the National AIDS/STD 
Coordination programme (NASCP). In 1996, the reporting system was integrated into the Health 
Management Information System (HMIS). There are indications that integration has improved the case 
reporting. There was a 95.5% increase in the cases reported between 1997 and 1998. The HMIS system 
forwards the data collected over a period of 6 months to the NASCP but this has been observed to result in 
delays.  Laboratories in Nigeria are relatively well distributed. There are four National federal reference 
laboratories; each of the 36 states has a laboratory as well as in each of the secondary and tertiary health 
institutions. The various medical schools in the country also have laboratories that perform HIV tests.   
Information is not readily available on whether the health workers at the various levels of health care 
delivery have been trained on AIDS case surveillance including the national AIDS case definition. There is 
no system in place to monitor AIDS deaths and AIDS orphans. Using EPI model and Impact software, the 
number of AIDS deaths in the country are estimated. AIDS data is disseminated in a fact sheet and is also 
included in the AIDS monitor bulletin and in the Epidemiology Bulletin produced by the Epidemiology 
division of the Federal Ministry of Health. AIDS case data has been used for advocacy. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
According to the country estimates in 1999, there were 2.6 million adult Nigerians infected with HIV and 
this figure is projected to increase to 4.9 million by the year 2003 [2]. These estimates were close to the 
UNAIDS estimates which indicated that 2,700,000 persons, of whom 1,400,000 were women and 120,000 
children, were living with HIV/AIDS [3]. The estimated adult prevalence of 5.06% in Nigeria without 
absolute figures somewhat masks the magnitude of the HIV epidemic in the country. 
 
3.2 HIV Prevalence Among ANC Attendees 
Sentinel surveillance data have shown that both HIV-1 and HIV-2 exist in Nigeria although HIV-1 is the 
predominant type. In the 1999 sentinel survey round, 87% of the ANC attendees had HIV-1, 7% had HIV-2 
and 7% had dual infection. HIV prevalence rates increased from 1.8% in 1991 to 5.4% in 1999. There were 
great variations in the HIV prevalence between and within zones and states. In the 1999 , the range of HIV 
infection varied from 0.5% in Yobe state in North East Zone to 21% in Benue state in the North central 
zone. Age-specific analysis showed that across all the zones the 20-24 year old women had the highest HIV 
infection rates ranging from 4.2% to 9.7%. The 15-19 year old ANC attendees had an HIV prevalence in 
the range of 2.8% to 8.4%. 
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3.3 HIV Prevalence in Special Groups 
Data from studies conducted by the Nigerian Institute for Medical Research (NIMR) corroborate the 
increasing HIV infection trends among the ANC attendees. Among the TB patients, the rates increased 
from 5.8% in 1991 to 17.8% in 1997.  Among the prisoners (inmates), the HIV prevalence increased from 
4.2% in 1994 to 9.7% and among adolescents, the HIV infection went up from 1.8% in 1994 to 4.9% in 
1997. Data from the NASCP among TB patients showed rates of 2.2% in 1991 and this rate increased to 
13.1% in 1995 and then 17% in 2000. Increasing HIV infection trends were observed among STD patients 
between 1991 and 1995. The rates went up by more than three times from 4.6% in 1991 to 15.1% in 1995. 
In 2000, the overall HIV prevalence among STD patients was 11.5% with a range of 5.6% in Rivers state to 
23% in Benue state. Sentinel data among female sex workers in 1991 and 1992 showed that female sex 
workers had high HIV infection rates. In just less than five years the rates among commercial sex workers 
doubled from 17.5% in 1991 to 35.6% in 1995. 
 
3.4 Behavioural Data 
The 1992 WHO/GPA KABP/Behavioural fact sheet indicated that 18% of the adult Nigerians in 1990 were 
engaging in non-regular sexual relationships. Evaluation of the impact of AIDS interventions in Nigeria 
showed that only 7.4% of the persons engaging in ‘risk’ sex had used a condom at the last sexual encounter 
in 1994. The 1990 DHS showed that the mean age at first sex was 16.6 years among persons aged 20-24 
years. The data from the 1999 DHS and 2000 BSS among sex workers, youth and truck drivers was not 
readily available. 
 
3.5 STI Incidence and Prevalence 
The 1999 sentinel survey showed great variations in the prevalence of syphilis among the ANC attendees. 
The median sero-prevalence rate was 2.3%. The 2000 HIV/syphilis survey among STDS found an overall 
sero-prevalence of syphilis of 8.4% among the STD patients with a range of 1.7% and 30.6% in Borno and 
Benue states respectively. A significantly high syphilis sero-prevalence of 10.2% was found among 
adolescents in the age group 10-19 years. The rate declined to 6.7% among the 20-29 year olds and then 
increased again to 7.8% among the 40-49 year olds. The prevalence of STD syndromes among STD 
patients were 61%, 65.8%, 12.9% and 17.3% of lower abdominal pain, urethral discharge, genital ulcer and 
scrotal swellings respectively in 2000. Information is not readily available on the antibiotic sensitivity and 
etiological patterns in the country although there is evidence that this data exists in raw form in the 
reference laboratories. 
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3.6 AIDS Case and Impact 
The first AIDS cases were reported in 1986. At the end of 1999, a cumulative total of 26,276 AIDS cases 
had been officially reported. Information is not available on age and sex distribution of these cases. 
UNAIDS estimates show that in 1999, 250,000 Nigerians died of AIDS and there were 1,4000,000 AIDS 
orphans cumulatively. 
 
Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
2 2 3 52 163 129 412 719 908 2829 838 745 18490 984  26276 
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RWANDA 
 
1.0 Introduction 
Rwanda is located in Eastern Africa with an estimated population of 7,235,000 people of which 3,338,000 
(46%) were people in the age group 15-49 years in 1999. The majority (94%) of the population was living 
in rural areas in 1998 [1].  
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees: Sentinel surveillance was established in 1989. The 
system was disrupted by the 1990-94 war but was reactivated in 1996. Ten sites were used in 1996. 
Sentinel surveys are supposed to be conducted once a year. Since 1996, sentinel surveys have been done 
irregularly and in fewer sentinel sites. This irregularity and inconsistency in the use of sentinel sites makes 
it difficult to monitor HIV trends in the affected sites.  Unlinked anonymous procedures are utilized. 
Sample collection is conducted concurrently at all the sites and on average lasts for 6-8 weeks. In a few 
sites where ANC attendance was low, the sampling period went beyond 8 weeks. A team of a NACP staff 
supervises each sentinel site during the survey rounds at least once every two weeks; this ensures that the 
procedures in the protocol are adhered to. In 1996, two ELISA tests were used to test the samples, at that 
time it was thought that the HIV prevalence rate was low. A single ELISA test is sufficient for surveillance 
purposes for the situation in Rwanda with HIV prevalence exceeding 10%. Information on quality control 
procedures used is not available. Analysis of sentinel data is done at the NACP and produced in an annual 
HIV surveillance report.  Information is not available on the frequency of production of the reports. The 
reports are distributed to policy makers, health professionals and NGOs.  Seminars were held to 
disseminate sentinel data. 
    
2.1.2 HIV Surveillance in Special Groups: Using unlinked anonymous procedures, STD patients in 
Kigali were tested for HIV between 1986 and 1990 and then in 1996. Studies were conducted among sex 
workers in the country in the late 80s. Since then there have been no repeat sero-surveys among sex 
workers. 
 
2.1.3 Population-Based Surveys: A nationwide sero-survey to estimate the level and distribution of HIV 
infection in the country was conducted in 1986. In 1997, a  population-based sero-survey was conducted in 
the catchment areas of five HIV sentinel sites in five prefectures. Voluntary and anonymous procedures 
were used to test the blood specimens. Whereas the filter paper method was used in the 1997 survey, 
venous blood was used in the 1986 survey.  The results of the 1997 survey were published in a technical 
report that was disseminated to health professions both in government and NGOs.  Seminars were held for 
politicians. 
 
2.2 Behavioural Surveillance  
Behavioural surveillance has not yet been institutionalized.  Some limited information on sexual behaviors 
is available from the 1992 Demographic Health Survey (DHS) but this survey had no HIV/AIDS module. 
  
2.3 STI Surveillance 
Information is not readily available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting was hospital based and was using the WHO Bangui clinical case definition plus a 
positive HIV antibody test until the 1991-94 war when the system collapsed. Information is not readily 
available on whether there is a system in place to monitor AIDS deaths and AIDS orphans or not. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimated that 11.21% of the adult population was HIV infected in 1999 and that there 
were 400,000 people living with HIV/AIDS of which 210,000 were women and 22,000 were children [1]. 
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3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates among ANC attendees at sites in major urban areas have remained high and relatively 
stable. In Kigali the capital city of Rwanda, the HIV prevalence rate among the ANC attendees was 32% in 
1988 and through 1995 the rates ranged between 25% and 33% and in 1997, the HIV infection rates ranged 
from 10% to 28%. The peak of HIV infection of as high as 35% was found among young women aged 20-
24 years in the years 1989 and 1992-93. In 1996, the HIV prevalence among the 15-19 year olds was 
11.4%. In most sites outside the capital, HIV infection rates were on the increase from as low as 8.9% in 
1991 to 16.8% in 1996. In 1996, the peak prevalence was seen among the 20-29 year old ANC attendees.  
Generally pregnant women attending ANC in major urban areas have continued to have higher HIV 
infection rates than the pregnant women attending ANC in the ‘rural’ outside major urban areas although 
this trend is gradually changing.  
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3.2.1 Comparison of ANC based sentinel surveillance and Population based data: In the absence of 
1997 sentinel data, an attempt was made to compare 1996 sentinel data with the 1997 population based 
data. The overall HIV prevalence (15.1%) among the ANC attendees was higher than that (12.7%) in the 
general adult population although the difference between the two rates was not statistically significant. The 
HIV prevalence rate (11.4%) among the 15-19 year olds in the sentinel sample was much higher than that 
(6.1%) among the respondents of the same age in the general population. In the age group 20-29 years the 
HIV prevalence rate in the general population was similar to that among the pregnant women in the sentinel 
sample. After 30 years, the pregnant women in the sentinel sample had lower rates than the respondents of 
the same age in the general population. Remarkably, the rates among the ANC attendees and population 
based samples increased with age until the peak in ages 25-29 years after which the rates in both groups 
declined at varying tempo. 
 
The 1997 population based survey showed an adult prevalence rate of 11.1% [2]. The survey found no 
significant difference in HIV prevalence rates between males and females. The HIV infection rates were 
10.8% and 11.3% among males and females respectively.  Females in the age group 20-24 years were 
about 1.5- 2 times more infected that the males in the same age group. Before the 1990-94 civil war, 
Rwanda had two clear epidemiological patterns; the urban areas had higher HIV prevalence rate than rural 
areas. The 1997 survey found high and almost uniform rates in both rural and urban areas of 12.5% and 
10.8% respectively. This finding clearly demonstrates the influence of population movements and 
displacement on the trends and spread of HIV infection.  
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3.3 HIV Prevalence Among Special Groups 
HIV prevalence among STD patients tested between 1988-1990 was 55% in Kigali. In 1996, 55% of the 
patients attending Biryogo health centre in the suburb of Kigali were HIV infected and at Kigali Central 
hospital 29% of the STD clinic attendees were HIV positive. Female STD patients had higher rates of HIV 
infection than males in the period between 1986 and 1991. 
 The HIV infection rates among females ranged from 69 to 77%. 
 
3.4 Behavioural Data  
From the 1992 Demographic Health Survey (DHS), the mean age at first sex was 20.2, 19.2 and 18.4 years 
for females aged 20-24, 25-49 and 45- 49 years respectively.  
 
3.5 STI Incidence and Prevalence 
Information on annual reported STI cases is not readily available. In 1996, according to the NACP, 27.2% 
of men aged 15-49 years reported episode(s) of urethritis in the last 12 months [1] This figure is suggestive 
of high prevalence of STIs in the country. In 1993, a prospective study done at the Central hospital Kigali 
showed a syphilis prevalence rate of 5% among the 15-24 year old ANC attendees.  
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1983. At the end 1999, a cumulative total 21,951AIDS cases had 
been officially reported. Information on age and sex distribution is not available.  In 1999, UNAIDS/ WHO 
estimated that 40,000 persons died of AIDS in Rwanda and that there were 270,000 AIDS orphans 
cumulatively [1]. 
 
Reported AIDS Cases by Year 

1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 199
5 

1996 1997 1998 1999 2000 Total 

73 161 501 236 299 1005 2204 2089 2908 1220 - 207
2 

3847 1350 3948 671  22594 
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SAO TOME AND PRINCIPE 
 
1.0 Introduction 
Sao Tome and Principe are a group of islands in the Atlantic Ocean.  In 2000, the population of Sao Tome 
and Principe was estimated at 140,000 with 47% of the population living in urban areas [1]. 
 
2.0  HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees: The system was established in 1991. Consecutive 
surveys were conducted every year in 3 sites until 1996. Since then, there have been no repeat surveys. 
 Unlinked anonymous procedures were used and the sampling period was 6 weeks. Sera from the three sites 
were pooled to give sample sizes in the range of range of 292 to 458 per ‘site’. Information is not readily 
available on the HIV testing algorithm, quality control and supervision procedures used. Data was analysed 
by site and year and published in annual technical reports that were distributed to health professionals and 
policy makers. 
 
2.1.2 HIV Surveillance in Special Groups: Studies were conducted among STD clinic attendees in 1991 
and 1993 in areas that are not specified. Information on the methods used and results is not readily 
available. No surveys have been conducted in other special groups. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance 
Behavioural surveillance has not yet been established. In 1996, surveys were done among men, women and 
adolescents in the context of reproductive health. Information is not readily available on whether these 
surveys included questions on HIV/AIDS/STIs or not. 
 
2.3 STI Surveillance 
STIs are reported from one sentinel site located in ‘le Centre Nacional Sante Reproductive’. The conditions 
monitored at this site include carcinoma in situ, adenocarcinoma, herpes genitalis and dysplasia aanndd  
‘‘ttrraaddiittiioonnaall’’  SSTTIIss..    The reporting of traditional STIs is based on etiological diagnoses. Data is analysed by 
type of diagnosis and published in annual technical reports. 
    
2.4 AIDS Case Surveillance and Impact monitoring 
AIDS case surveillance is health facility based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test. Age and sex are collected and analyzed on reported AIDS cases. AIDS case 
reporting is integrated into the general disease surveillance system. Health workers receive regular training 
on AIDS case surveillance. There is only one laboratory in the country where HIV tests are done. This 
laboratory used to participate in an external quality control programme that ended in 1992. HIV testing 
reagents are available and adequate.  The AIDS case data is analyzed by year, sex and age and published in 
annual technical reports, which are distributed to health professions and policy makers. Information is not 
readily available on whether there is a system in place to monitor AIDS deaths and numbers of AIDS 
orphans. 
  
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
Information is not available 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates increased from 0.6% in 1989 to 4.5% in 1992 and then 12% in 1995. In 1996, the HIV 
infection rate was 6%. Reasons for this decline are not clear. 
 
3.3 HIV Prevalence Among Special Groups 
Information is not available. 
 
3.4 Behavioural data 
Information is not available. 
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3.5 STI Incidence and Prevalence 
In 1995 the prevalence of herpes genitalis was 0% while in 1996 the incidence was 1.5%.  The prevalence 
rates of gonorrhea, syphilis, and T.vaginalis among ANC attendees in 2000 were 1%, 3% and 25.7% 
respectively.    
 
3.6 AIDS Case and Impact   
The first report on AIDS cases was in 1990. As at the end of 2000, a cumulative total of 89 AIDS cases had 
been officially reported. The male to female ratio was approximately 1.3:1. The peaks of reported AIDS 
cases were in the age groups 30-39 and 40-49 years. Heterosexual transmission accounts for 76.4% and 
contaminated blood and blood products account for 5.6% of the reported AIDS cases. 
 
Reported AIDS Cases by Year 
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
4 5 2 2 1 4 6 11 25 10 19 89 
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SENEGAL 
 
1.0 Introduction 
Senegal is located in West Africa with an estimated total population of 9,251,000 of which 4,268,000 
(46.1%) were aged 15-49 years in 1999 [1]. In 1998, 44% of the population was estimated to be living in 
urban areas [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees : Sentinel surveillance was established in 1989. Sentinel 
surveys are supposed to be conducted once a year but information is only readily available until 1998. 
Generally, the use of sites in Senegal was consistent upto 1998.  In 1998, ten sites were used in six regions. 
The number of sites per 1,000,000 adult population aged 15-49 years was about 2.3 in 1998. Unlinked 
anonymous procedures were used. Information is not readily available on the duration of the sampling 
period and whether sample collection was done concurrently at all the sites. Sera were tested in the regional 
laboratories on two ELISA tests as recommended in the WHO guidelines on HIV sentinel surveillance. 
Western blot was used on indeterminate samples where it was difficult to differentiate HIV-2 and HIV-1 at 
the National Reference Laboratory. A tenth of the serum negatives underwent quality control procedures 
and a fifth of the serum positives. Information is not readily available on the supervision procedures 
followed during the sentinel surveys. Sentinel data was analyzed by year, site and type of HIV at National 
level. Trend analysis was done as well. National estimates on HIV and AIDS were calculated using sentinel 
data. The analyzed data was published in a technical report. Information is not readily available on the 
frequency of their production and the target audience. 
 
2.1.2 HIV Surveillance in Special Groups: Using unlinked anonymous procedures; serial annual HIV 
prevalence studies have been conducted among sex workers, male STD patients and TB patients in fourteen 
sites since 1989 until 1998. Data on each of these groups was analyzed by year, site, and type of HIV. 
Trend analysis was carried out as well and the analyzed data was published in the technical report together 
with ANC based sentinel data. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance 
2.2.1 General Population: Using the WHO/GPA protocol, a survey was conducted among the urban 
population in Dakar, capital city, in 1997. This survey included questions on age at first sex, age at first 
marriage, regular and non-regular sexual relationships and condom use. A number of anthropological 
studies were conducted in Senegal on social patterns of sexuality between 1989 and 1998 but the details of 
on the methods used in these studies are not readily available. Information is not also available on whether 
surveys in the general population are institutionalized into HIV/AIDS/STI surveillance activities or not. 
2.2.2 Special Groups: In 1997, behavioural cross-sectional surveys were conducted among students, 
female sex workers, informal sector employees in urban centers where HIV sentinel sites were located 
using the Family Health International protocol. Again in 1998 using the same protocol, surveys were 
repeated among students and female sex workers in the previous study areas and in 6 other provinces. 
 
2.3   STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Annual consecutive syphilis sero-prevalence studies among ANC 
attendees, sex workers and male STD patients were conducted from 1994 up to 1998 in the areas where the 
HIV sentinel sites were located. Data on syphilis was analyzed by year and site. Information was published 
in the same report with the ANC sentinel surveillance data.  
2.3.2 STI Case Reporting: Information is not readily available on whether there is a system to report STI 
cases or not and on whether, if this system exists, it is integrated into the general disease surveillance or 
not. 
2.3.3 Special STI Studies: Information is not readily available on whether there are any studies that have 
been conducted to monitor etiologies for STIs and anti-microbial sensitivity patterns or not.    
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2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is health facility based and uses the WHO Bangui clinical case definition plus a 
positive HIV antibody test. However, for the past three years the system has not been functioning well due 
to strikes by health workers.  Information is not readily available on whether the system is integrated into 
the general disease surveillance or not. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimates indicate that 79,000 people in Senegal were living with 
HIV/AIDS of which 40,000 were women and 3,300 were children. The adult HIV prevalence rate was 
estimated at 1.77% [1]. 
 
3.2 HIV Prevalence among ANC attendees 
The sentinel data shows the existence of both HIV-1 and HIV-2 in Senegal. Generally HIV-2 has been the 
most predominant type although it has been overtaken by HIV-1 in some sites. In 1997 in Dakar, capital 
city, all the pregnant women tested had only HIV-1 and in Kaolack, the sero-prevalence of HIV-1 was 
0.7% while that of HIV-2 was 0.6%. In the other two sites HIV-2 was still the predominant type. In 
Zinguinchor, the prevalence rate of HIV-2 was 1.7% and that of HIV-1 was 0.8%. HIV infection trends 
among pregnant women in Dakar have relatively been stable. The rates have been less than 1% from 1989 
until 1998. In sites outside Dakar, the HIV infection rates increased slightly from 0-6% in 1989 to a range 
of 0.3% - 2.5% in 1997 and since then the rates have remained relatively stable or even leveled off in some 
sites [1,2,3]. Information on HIV infection rates among the 15-19 year old ANC attendees is not readily 
available. 
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3.3 HIV Prevalence in Special Groups 
STD patients also demonstrate existence of HIV-1 and HIV-2 in Senegal. In 1997, the prevalence rate of 
HIV-1 among male STD patients in Dakar was 3.3%, and that of HIV-2 was 0.4%. HIV infection rates 
among male STD patients tested in Dakar increased from 0.9% in 1989 to 4.5% in 1993 and thereafter 
remained relatively stable. In 1997, the HIV prevalence rate was 3.7%. At Ziguinchor, outside Dakar the 
HIV infection rates among male STD patients increased from 0% in 1989 to 2.2% in 1994 and then 3.1% in 
1997. In Mbour, another site outside Dakar, the HIV infection rate among male STD patients in 1997 was 
4.0%. Sex workers who were tested also showed the existence of the two types of HIV. HIV infection rates 
rose rapidly among sex workers in Dakar from 0.1% in 1986 to 10.1% 1994 and then 19.1% in 1997 and 
thereafter declined to 6.1% in 1998. In other sites outside Dakar, however, HIV infection rates show an 
upward trend in the period 1989 to 1998. The HIV prevalence rate rose from 0% in 1986 to a range of 9.1% 
in Mbour to 34.5% in Ziguinchor in 1997 [1,2].  In 1989, the HIV prevalence rate among TB patients in 
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Dakar who were tested was 1% and this rose to 8.9% in 1997. In some sites outside Dakar the rates rose 
from 0% in 1989 to rates as high as 17.2% in 1997. 
 
3.4 Behavioural Data 
The1997 population based survey in Dakar showed that the median age at first sex was 16 years for both 
females and males. Forty three percent of men and 10% of women aged 15-24 years old reported sex with a 
non-regular sexual partner ‘casual sex’ in the last 12 months. Of those who reported having had casual sex 
in the last 12 months, 67% and 45% of the males and females respectively reported using a condom in their 
last sexual intercourse with a causal partner. Of the 738 female sex workers interviewed, 94% reported 
having used a condom the last time they had sex with a regular client and 98% with a new client. The use 
of condoms among female sex workers almost remained stable between 1997 and 1998. The proportion of 
female youth who had never had sexual intercourse increased from 88% in 1997 to 95% in 1998 while for 
the male youth the proportions remained stable (34.2% in 1997 as compared to 35% in 1998). The 
percentage of males reporting non-regular sexual relationships in the last 12 months increased from 31.3% 
in 1997 to 44.8% in 1998. The proportion of males with non-regular sexual partners in the last 12 months 
who were using a condom always also increased from54.3% to 63.6%. 
 
3.5 STI Incidence and Prevalence 
The sero-prevalence rate of syphilis among ANC attendees in 4 regions in 1997 ranged from 0% to 2.5%. 
Sex workers who were tested for syphilis at five sites in 1997 had rates ranging from 17.1% to 26.4%. 
Among the male STD patients, the sero-prevalence of syphilis was in the range of 0.9% to 9.8% in 1997. 
Information is not readily available on annual new STI cases, etiologies for STI syndromes and anti-
microbial sensitivity patterns. 
 
3.6 AIDS Case and Impact 
The first AIDS cases were reported in 1986. At the end of 1999, a cumulative total of 2,688 AIDS cases 
had been officially reported. Information on age and sex distribution of these cases is not available. At the 
end of 1999, UNAIDS/WHO estimated that 7,800 people died of AIDS in Senegal and that there were 
42,000 AIDS orphans cumulatively. 
 
Reported AIDS Cases by Year 
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
6 60 115 88 156 127 96 263 534 396 327 225 311 208  2912 
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SEYCHELLES 
 
1.0 Introduction 
Seychelles is a group of islands in the Indian Ocean with an estimated population of 81,000 in 2000 of 
which 45,000 (58.4%) were people aged 15-49 years. Fifty five percent of the population was living in 
urban areas [1]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees:  A proposal on establishing HIV sentinel surveillance 
among ANC attendees was developed in the year 2000 by the Communicable Diseases Control Unit 
(CDCU) of Ministry of Health and the system was established in the year 2001.  
 
2.1.2 HIV Surveillance in Special Groups: Mandatory and confidential HIV testing is done on all 
immigrants to Seychelles by the Occupational Health Unit.  The 2000 proposal on surveillance of 
HIV/AIDS includes carrying out studies among TB patients, STD patients, inmates (prisoners), military 
and police service men. Currently, limited data on HIV prevalence exists in these subpopulations. All TB 
patients are tested for HIV and all patients with STIs at the CDCU are offered a test.  Using voluntary 
confidential procedures, HIV infection trends among blood donors are monitored. 
 
2.1.3 Population-Based HIV Prevalence Surveys: A population-based survey is planned to be done in 
2001. 
 
2.2 Behavioural Surveillance  
Behavioural surveillance has not yet been established in the country.   
 
2.3 STI Surveillance 
Information is readily available from the CDCU but incomplete from peripheral heath centers and private 
physicians. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case reporting is based at the CDCU and uses the Expanded WHO case definition.  The system is 
integrated into the general disease surveillance and will form part of the new Integrated Disease 
Surveillance. According to the Ministry of Health, the reporting rate of AIDS cases was 100% in 2000 [2]. 
Age, gender and risk factors are collected and analysed on the reported AIDS cases. AIDS data is published 
in quarterly and annual reports as well as in the Annual Statistical Bulletin of the Ministry of Health. 
Information is regularly published in the local newspaper and on the media. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, there were 67 people known to be living with HIV/AIDS and this was almost an 
increase of 20% in one year from 56 infected people in December 1998 [1]. 
 
3.2 HIV Prevalence Among ANC Attendees 
Information is not available.  HIV Screening is now compulsory for all ANC attendees. In 2000, about two-
thirds of the women were tested and these about 3 were positive. 
 
3.3 HIV Prevalence in Special Groups 
The HIV prevalence among blood donors in 1999 was 0.07% [2]. In the same year, TB patients who were 
tested for HIV, 2 out of 21 patients were HIV positive.  In 2000, 1 out of the 20 TB cases was HIV positive. 
The HIV prevalence among STI patients attending CDCU was 1.1% in 1999 and 1.0% in 2000. No 
information on HIV prevalence exists in other special groups. 
 
3.4 Behavioural Data 
Information is not available 
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3.5 STI Incidence and Prevalence 
The table below shows the numbers of STIs by category and by year. It was not possible to calculate the 
incidence and prevalence due to having no readily available information on the denominators. 
 
DISEASE 1995 1996 1997 1998 1999 
Gonorrhoea 87 31 73 60 51 
Primary Syphilis 11 19 16 8 2 
Secondary Syphilis 6 1 1 1 3 
Congenital Syphilis 0 0 0 0 0 
Chancroid 0 0 5 0 0 
LGV 0 0 7 0 3 
 
 
3.6 AIDS Cases and Impact 
The first AIDS case was officially reported in 1992. As at the end of 2000, a cumulative total of 41 AIDS 
cases had been officially reported. The male to female ratio was 1.3:1.  The overall peak of reported AIDS 
cases was in the age group 25-39 years with the peak for females at 30-34 years and for males 45-49 years. 
Heterosexual transmission accounts for 76% of the reported AIDS cases. The other significant routes of 
HIV transmission are homosexual/bisexual (19%) and vertical transmission (5.0%). There were a 
cumulative total of 31 AIDS deaths by end of 2000.  Information on AIDS orphans is not readily available.   
  
 Reported AIDS Cases by Year: 

1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
1 3 3 6 6 5 5 8 4 41 
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SIERRA LEONE 
 
1.0 Introduction 
Sierra Leone is located in West Africa and had an estimated population of 4,717,000 million of which 
2,164,000 (45.9%) were people in the age group 15-49 years in 1999. In 1998, 34% of the population was 
estimated to be living in urban areas [1]. Sierra Leone, over the last three to four years, has been 
experiencing political insecurity which has resulted in the collapse of infrastructure and social services. 
 
2.0  HIV/AIDS/STI Surveillance Systems 
2.1  HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees 
There is scanty information on HIV sentinel surveillance system in Sierraleone. Data on HIV prevalence 
among pregnant women attending antenatal care in 1990 and 1992 exists but the information on the study 
area, sample sizes and methods used is not readily available. In 1994 and 1996 ANC attendees in  Freetown 
were enrolled for HIV sentinel surveillance. The prevailing insecurity and lack of financial resources could 
not allow for repeat surveys in the subsequent years. No surveys have been conducted outside Freetown. 
The irregularity in conducting sentinel surveys makes it difficult to monitor HIV infection trends in the 
country and the exclusion of areas outside Freetown makes information on HIV prevalence and trends in 
Sierra Leone incomplete. Unlinked anonymous procedures were used to collect and carry out HIV testing 
in 1994 and 1996. For each of the two years, 400 samples were collected in a period of about three weeks.  
Information is not available on the supervision, HIV testing algorithm and quality assurance procedures 
utilized. Overall and age specific HIV prevalence rates were calculated. 
 
2.1.2 HIV Surveillance in Special Groups: Data on HIV prevalence among patients attending STD 
clinic(s) in Freetown for 1988, 1991 and 1992 exists but there is no readily available information on the 
methods used. No surveys have been conducted among sex workers, truck drivers and other special groups. 
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 
 
2.2 Behavioural Surveillance 
Information is not readily available 
 
2.3 STI Surveillance 
Information is not readily available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring  
There is very limited available information on AIDS case surveillance in Sierra Leone. Available records 
show that AIDS case reporting in 1998 was based on WHO Bangui clinical AIDS case definition and in 
1999, on expanded WHO AIDS case definition. AIDS cases was analysed by age, sex and risk factors. 
Information is not readily available on whether the data was published in a report or not. Information is also 
not available on whether Sierra Leone has a system for monitoring AIDS deaths and numbers of AIDS 
orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimates indicate that in 1999, the adult HIV prevalence rate was 2.99% with 68,000 
people living with HIV/ AIDS of which 36,000 were women and 3,300 children. 
 
3.2 HIV Prevalence Among ANC attendees 
Increasing HIV infection rates were observed among ANC attendees in Freetown in the period 1994 to 
1996. The rate doubled from 2.7% in 1994 to 5.5% in 1996.  HIV prevalence among pregnant women from 
a non-specified area was 0.8% in 1990 and 2% in 1992 [2]. 
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3.3 HIV Prevalence in Special Groups 
The HIV prevalence was between 2.7- 4.8% among STD patients in Freetown in the period 1988-
1992.These rates were much lower than HIV infection rates observed among STD patients in most 
countries in the African region. Information on HIV prevalence in other special groups such as sex workers 
is not available 
 
3.4 Behavioural Data 
Information is not available 

 
3.5 STI Incidence and Prevalence 
Information is not available. 
 
3.6 AIDS Case and Impact 
The first official report on AIDS cases was in 1982. At the end of 1998, a cumulative total 317 AIDS cases 
had been officially reported. The peak of reported AIDS cases was in the ages 25-39 years. The male to 
female ratio was 1: 1. In 1999, UNAIDS/WHO estimated that 8,200 people died of AIDS in Sierra Leone 
and that cumulatively there were 56,000 AIDS orphans. 

 
Reported AIDS Cases by Year 

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
2 13 12 7 17 37 23 22 29 62 67 26   317 
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SOUTH AFRICA 
 
1.0 Introduction 
South Africa is the south most country in Africa with an estimated population of 39,900,00 of which 
20,980,000 (52.6%) were people in the age group 15-49 years in 1999.  Forty nine percent of the 
population was estimated to be living in urban areas in 1998 [1]. 
 
2..0 HIV/AIDS/STI Surveillance Systems 
2.1HIV Surveillance 
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: HIV sentinel surveillance among ANC 
attendees was established in 1990. Annually sentinel surveys have been conducted consistently every year 
in all the nine provinces since 1990.  Specimen collection occurs simultaneously in all the provinces and 
lasts for four weeks.  A systematic cluster random sampling technique using Probability Proportional to 
Size (PPS) was used to select sentinel sties in 1990. The same sentinel sites have been used since then. PSS 
sampling technique results in a nationally representative random sample. Each selected site/clinic acted as a 
sampling unit. To avoid double counting, blood samples are drawn during the first visit of the current 
pregnancy for each participating woman as recommended in the WHO guidelines on HIV sentinel 
surveillance. In 1999, 487 sentinel sites (clinics) were used and 16,841 pregnant women participated. Forty 
samples are collected from each of the participating clinic.  The South African protocol differs from the 
WHO guidelines on sentinel surveillance where sites are purposeful selected depending on a set criteria 
usually decided on by countries and a minimum of 250 samples are obtained from each site.  Where as with 
the method recommended in the WHO guidelines allows for monitoring of trends in HIV infection at the 
sites, the South African method allows for monitoring of trends at provincial and national levels. The South 
African methods allows for generalization of HIV prevalence from sentinel surveillance system to the ANC 
attendees in the country.  Pregnant women at the participating sites are briefed about the purpose of the 
survey and using voluntary unlinked anonymous procedures, blood is collected for HIV testing. Three 
options are given to the ANC attendees: to participate and not to know their HIV tests results, participate 
and know their HIV test results or refuse to participate in which case blood is only drawn for syphilis 
screening.  Those who wish to know their HIV sero-status, are referred for VCT counselling, a service that 
is offered by the same participating clinics. The refusal rates in the sentinel surveys have been negligible.  
Testing of samples is decentralized to accredited South African Institute of Medical Research (SAIMR) 
laboratories in the provinces.   
 
Quality assurance schemes include asking all participating laboratories to test blinded samples before the 
commencement of sentinel surveys. The National Institute of Virology (NIV) implements a quality 
assurance progeamme that involves provincial laboratories. The national level is responsible for the overall 
coordination of the sentinel survey and data analysis. Each province however conducts an independent 
analysis of the provincial data set.  A single ELISA test is done on sera from 8 provinces with high HIV 
prevalence and a double ELISA on sera from one of the provinces where HIV prevalence is less than 10% 
as recommended in the WHO guidelines.  At the national level, an annual technical report with national, 
regional and age specific HIV prevalence (and syphilis prevalence) is published. National estimates and 
projections are made. Modelled on HIV in men, women and infants pamphlets with summarized findings 
are produced for members of the public and for technical or policy makers who may not have time to read 
the technical report.  The technical report is distributed to health professionals, policy makers and key 
partners. 
 
2.1.2 HIV Surveillance in Special Groups: Data on HIV Prevalence among STD patients attending 
clinics in Johannesburg exists since 1988.  Some data exists on sex workers in Natal for 1997 and 1998.  In 
the HIV/AIDS & STD strategic Plan for 2000-2005, there is a provision for conducting HIV surveillance in 
selected populations.  With the exception of the youth, the other subpopulations are not specified in the 
plan. 
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2.1.3 Population-Based HIV Prevalence Surveys: A population based survey has been conducted in 
Hlabisa district in  KwaZulu/Natal. No population based survey has been conducted yet to calibrate ANC 
based sentinel surveillance data. 
 
2.2 Behavioural Surveillance 
Behavioural surveillance has been included in the HIV/AIDS and STD strategic plan for 2000-2005. A 
number of studies/surveys on HIV associated behaviour have been conducted in the country. 
 
2.3 STI surveillance 
2.3.1 STI Prevalence Studies/Surveys 
Syphilis screening is done in concurrently with HIV sentinel surveillance surveys among      
ANC attendees. 
2.3.2 STI Case Reporting 
Syndromic STI case reporting is done only in 3 out of the 9 provinces in the country.  This is being done in 
a phased manner and eventually will cover the whole country [2]. STI reporting was integrated into the 
Health management  Information System. One of the limitations to the STI case reporting include lack of 
involvement of the private sector, which manages a considerable number of STIs in the country.  
Information is not readily available on the syndromes that are being monitored. 

 
2.3.3 Special STI Studies 
Studies to monitor etiologies for STI syndromes and antimicrobial sensitivity patterns are conducted 
periodically in the country.   

 
2.4 AIDS Case Surveillance and Impact Monitoring 
Voluntary AIDS case reporting was discontinued in 1996 because the reporting systems were found to have 
gross under-reporting rates and therefore not a sustainable tool. Estimates of AIDS cases in the country are 
derived from mathematical models using ANC sentinel data. 

 
3.0HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
Using sentinel ANC data for the year 2000, the country estimates indicate that 4,700,000 South Africans 
were living with HIV/AIDS at the end of 2000 [3].  This was an increase from 4,200,000 people estimated 
by the Department Of Health and UNAIDS/WHO to be living with HIV/AIDS at the end of 1999.  The 
adult prevalence was estimates to be 19.94% in 1999 [1]. 

 
3.2 HIV Prevalence Among ANC Attendees 
HIV infection rates among ANC attendees rose exponentially from 0.7% in 1990 to 10.5% in 1995 and 
then to 22.8% in 1998, making South Africa one of the countries with the fastest growing epidemic 
between 1990 and 1998.  However, HIV prevalence rates appear to be stabilizing over the past three years. 
Overall HIV prevalence rate was 22.4% and 24.5% in 1999 and 2000 respectively.  
 
HIV prevalence is still on the increase in KwaZulu/Natal, Mpumalanga and Gauteng provinces.  In 
KwaZulu/Natal, the HIV prevalence rose rapidly from 7.1% in 1990 to 32.5% in 1999 and then 36.5% in 
2000. The rates in some provinces appear to be stabilizing at high prevalence rates in the range of 11.2% in 
North Cape to 27.9% in Free State.  Age-specific analysis indicates a modest decline in HIV infection rates 
among the youngest age group 15-19 years from 21% in 1998 to 16.5% in 1999 and the rate continued to 
decline event in the year 2000.  Still worrying are the relatively high rates of over 25% among young 
women in their early 20s though over the last three years they have exhibited a stable trend [2]. 
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HIV Prevalence (Median) Among ANC Attendees
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Source: US Census Bureau  
3.3 HIV Prevalence in Special Groups 
Male STD patients attending STD clinics in Johannesburg exhibited increasing HIV infection trends from 
1% in 1988 to 19% in 1994.  Similarly, the HIV prevalence increased rapidly from 2% in 1988 to 25% in 
1994 among STD female patients [1].  These trends were consistent with the increasing HIV infection 
trends observed among ANC attendees.  HIV prevalence among sex workers in Natal increased from 50% 
in 1997 to 61% in 1997. 

 
3.4 Behavioural Data 
Information is not readily available. 

 
3.5 STI Incidence and Prevalence 
In 1999, 11 million STI episodes were treated in the country of which 5 million were managed by private 
practitioners [4].  This figure on reported STI episodes is indicative of high prevalence and incidence of 
STIs in South Africa.  The syphilis prevalence among the ANC attendees has shown a steady decline in 
HIV syphilis prevalence. 

 
3.6 AIDS Cases and Impact 
At the end of 1996, a cumulative total of 12,825 AIDS had been officially reported. No reporting of AIDS 
cases has been done since 1996 after the system was discontinued because of the reasons already given in 
section 2.4. Using ANC sentinel data it was estimated that there were 120,000 AIDS deaths in the country 
in 1998 alone.  The projections indicated that by 2002, a quarter million South Africans will die of AIDS 
and this figure was projected to rise to over a million by 2008 [4].  UNADIS/WHO estimate indicate that 
250,000 South Africans died of AIDS in 1999 alone and that there were 420,000 AIDS orphans 
cumulatively  
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SWAZILAND 
 
1.0 Introduction 
Swaziland is situated in Southern Africa with an estimated total estimated population of 981,000 of which 
480,000 (48.9%) were in the age group 15- 49 years in 1999 [1]. According to the 1997 population and 
household income census, 23% of the Swazis were residing in the urban areas. A total of 66% of de facto 
household heads were females and 5.4% were aged below 20 years [2]. 
 
2.0   HIV/AIDS/STI Surveillance Systems 
2.1   HIV Surveillance 
2.1.1HIV Surveillance Among ANC Attendees: Sentinel surveillance was established in 1992. Before 
1996, the sentinel surveys were being conducted on annual basis. Since 1996, the protocol has been revised 
with surveys now being conducted every two years. Currently, Swaziland has 25 HIV sentinel sites. 
Consistency in the use of sentinel sites has improved since 1998. All the sites in the 1998 sentinel survey 
were included in the 2000 round. Unlinked procedures are used. Specimen collection on average lasted for 
6 weeks in the 1998 and 2000 survey rounds.  For each ANC attendee enrolled, an individual interview 
with questions on demographics, sexual behaviour and condom use is administered. The effect of this 
interview on sentinel surveillance needs to be closely examined, as it is likely to introduce participation 
bias into the system. Refusals were registered in both of the sentinel rounds of 1998 and 2000 but they were 
negligible. Testing of samples is done centrally at the National Public Health Laboratory. Whereas in 1998 
a single ELISA was used, in the 2000 survey a double ELISA was done. For surveillance purposes in 
countries with high HIV prevalence such as Swaziland, a single ELISA is sufficient. Quality assurance 
procedures used include validation of kits at the time of use and random re-testing of sera. Data on sentinel 
surveillance is analyzed at the NACP by region, site, age and risk factors and a technical report produced 
and distributed to policy makers, health professionals, regional development teams and members of the 
public. 
 
2.1.1 HIV Surveillance in Special Groups: Using unlinked anonymous procedures serial studies have 
been conducted among TB and STD patients receiving care at the health facilities where the HIV sentinel 
sites are located since 1992. Surveys in these subpopulations are done concurrently with the HIV sentinel 
surveys. No surveys have been conducted among other special groups. A hospital-based survey conducted 
in non-specified year, found that 50% of inpatients had HIV/AIDS related conditions. 
  
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted. 

 
2.2 Behavioural Surveillance 
Behavioural surveillance is not yet institutionalized. However, a protocol on conducting behavioural 
surveillance has been approved and BSS are planned to commence in 2001. 
2.3STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Syphilis prevalence is monitored among STD patients and ANC 
attendees during HIV sentinel surveillance surveys. Data on syphilis is analyzed by region, site, and age. In 
case of STD patients by sex as well. 
2.3.2 STI Case Reporting: STI case reporting is integrated into the Heath Information System (HIS). The 
HIS form ‘lumps’ all STIs under genital disorders. Swaziland has adopted the syndromic approach to STIs 
but a mechanism has not yet been developed to capture information on STI syndromes. 
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2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS reporting is health facility based and uses the WHO Bangui clinical case definition plus a positive 
HIV antibody test. Information is not available on whether AIDS case reporting is integrated into the HIS 
or not. Neither is information available on the level at which analysis of the data is done nor on the type(s) 
of report produced. AIDS data is analyzed by year, age and sex. 
 The Heath Information System captures admissions and deaths including those due AIDS in hospitals. 
Trends in admissions and deaths are analyzed. It is not clear whether the analysis includes deaths by 
disease entity. Information is not available on whether there is a system in place for monitoring numbers of 
AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO 1999 estimate indicate that the adult HIV prevalence in Swaziland was 25.25% in 1999 
with 130,000 Swazis living with HIV/AIDS of which 67,000 were women and 3,800 were children [1]. 
 
3.2 HIV Prevalence Among ANC attendees 
The HIV infection rates have increased sharply from 3.9% in 1992 to 16.4% in 1994, 26% in 1996, 31.6% 
in 1998 and 34.2% in 2000. The worst affected age group was 20-24 years where the rates increased from 
32.3% in 1998 to 42.5% in 2000. The youngest age group of 15-19 years in Swaziland also exhibits high 
HIV prevalence, which is an indicator that HIV incidence rate is high in the country. In 1998, the 15-19 
year old ANC attendees had HIV prevalence of 24.1%, 25.9% in 1999 and then 26.3% in 2000. Sentinel 
data shows almost uniform HIV infection rates in all the five regions in the country with no significant 
rural/ urban differences. High population mobility of the Swazis is thought to be a major contributory factor 
to this epidemiological profile. 
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Source: US Census Bureau 
 
3.3 HIV Prevalence in Special Groups 
HIV infection rates among STD patients show an upward trend. The HIV infection rates have increased 
from 11.1% in 1992 to 26.7% in 1994, 36.6% in 1996, 47.6% in 1998 and 50.2% in 2000. Female STD 
patients have persistently had higher HIV prevalence rates than males in the period 1992-2000. HIV 
infection rates were higher among STD patients who gave history of having started engaging in sexual 
encounters at the age of 10-14 years than those who had not. STD patients residing in rural areas had same 
HIV prevalence as those residing in urban areas. In 2000, 47.8% of the STD patients residing in rural areas 
had an HIV prevalence rate of 47.8% as compared to 52.4% among those living in urban areas. Single 
persons, history of multiple sexual relationships and past history of STDs were strongly associated with 
higher HIV prevalence than among persons married and without such history. There have been increasing 
HIV infection trends among TB patients in the country as well. The rates have increased from 31.1% in 
1994 to 78.6% in 2000.There is no information on HIV prevalence among other special groups. 
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3.4 Behavioural Data 
Data from the 2000 sentinel surveillance indicated that 1.1% of the STD patients were using intravenous 
drugs. Intravenous drug use has not been a common practice in many African countries including 
Swaziland, its occurrence and its contribution to the spread of HIV in the region needs to be closely 
monitored. There is no information on mean age at first sexual encounter, non-regular sexual relationships 
and condom use in non-regular sexual relationships. 
 
3.5 STI Incidence and Prevalence 
Prevalence of syphilis among ANC attendees was 6.1% in 2000; this was close to 5.5% in 1998. Of the 
STD patients who were screened for syphilis in year 2000, 7.6% had a positive syphilis serology.  Among 
the STD patients, females have persistently demonstrated higher prevalence rates of syphilis than males.    
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1986/87. At the end of 1999, a cumulative total of 4,787 AIDS cases 
had been officially reported. The worst affected age group was 20- 29 years. The overall female to male 
ratio is approximately 1:1, but in the age group 20-29 years the male to female ratio was 1:2.6. The hospital 
data in Swaziland indicates increasing trends of hospital-based mortality from 0.099% in 1992 to 4.48% in 
1996. This increase in deaths is largely attributed to AIDS. A study done in 1998 in Swaziland on hospital 
bed occupancy showed that 50% of the inpatients had HIV related illnesses. In 1999, UNAIDS estimates 
indicated that 7,100 Swazis died of AIDS and that there were 12,000 AIDS orphans cumulatively.  
 
Reported AIDS cases by year 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
 1 2 7 20 31 216 165 120 154 613 1466 733 1259  4787 
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TANZANIA 
 
1.0 Introduction 
Tanzania is situated in East Africa with an estimated total population of 32,793,000 of which 14,991,000 
(45.7%) were in the age group 15-49 years in 1999. Twenty five percent of Tanzanians were estimated to 
be living in urban areas in 1998 [1]. 
 
2.0 HIV/AIDS/STI Surveillance Systems 
2.1 HIV Surveillance 
2.1.1HIV Surveillance Among ANC attendees: HIV sentinel surveillance was established in 1988 
initially with two sites in two regions and gradually expanded to 24 sites covering 11 out of the 20 regions 
in mainland Tanzania in 1990. Sentinel surveys are supposed be done once a year. The system continued 
doing well until 1994.   Since 1994, the sentinel surveillance system has not been performing well except 
for the few sites due to lack of resources. A number of sites were dropped, to the extent that in 1996 the 
NACP was only collecting blood from six sentinel sites and then in 1999 from 18 sites in 7 regions. In 
1999, the number of sites per 1,000,000 adult population aged 15-49 years was 1.2. Unlinked anonymous 
procedures are utilized to collect and test specimens. Syphilis screening is supposed to be done on all 
pregnant women enrolled in the sentinel samples but at times this is not done because of lack of reagents. 
The sera are tested for presence of HIV antibodies at the regional laboratories while syphilis screening is 
done on site. A single ELISA as recommended in WHO guidelines is used. Protocols for internal and 
external quality control programme exist but these have not been put to use for many years. Lack of 
resources including transport and cold storage facilities has been a main constraint to supervision and 
collection of samples from the remote areas. Lack of staff motivation has also contributed to the poor 
performance of the system. Descriptive analysis of data by site and age as well as the assessment of trends 
is done at the NACP. Data is produced in annual technical report that is disseminated to health 
professionals, policy makers and key partners. 
 
2.1.2 HIV Surveillance in Special Groups: Surveillance of HIV infection among patients attending STD 
clinics was stopped in 1994. Before then, anonymous unlinked procedures were utilized in collection and 
testing of sera from patients attending STD clinics. In a community based randomized STD intervention in 
Mwanza in 1994, HIV prevalence and incidence were assessed among STD patients and in the general 
population. There is no established coordinated surveillance system for monitoring HIV infection levels 
and trends of HIV infection among sex workers and other special groups. Information on HIV prevalence 
among the police and army officers was obtained from a cohort study in 1994 and 1997. Cohort studies on 
Family Planning attendees in Dar es Salaam in 1992-95 and among factory workers in urban Mwanza in 
1994 provided information on HIV incidence/prevalence in these groups of the subpopulations. 
 
2.1.3 Population-Based HIV Prevalence Surveys: Population based sero-surveys are not institutionalized 
into the surveillance activities. However, NACP coordinates ethical clearance of all population-based sero-
surveys in the country and researchers report to the programme regularly during the conduct of the surveys. 
Tanzania was among the first countries in the region to validate sentinel surveillance data using population 
based results from a cohort study which coincidentally was being conducted in the catchment area of one of 
the sentinel sites in 1990-1991. 
 
A number of cohort studies estimating HIV incidence done in various regions in Tanzania have generated 
useful information on HIV prevalence and trends of HIV in the country. A cohort study involving the 
general population in urban Kagera was done in 1987-89. In 1994 a cohort study involving the rural and 
roadside general population was implemented in Mwanza, A randomized trial of effects of vitamin A 
supplementation on pregnancy outcome was carried out in Dar es Salaam between 1995 and 1997. A cohort 
study was done in Moshi in 1995 among the youth and generated valuable data on HIV prevalence among 
the youth.  
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2.2 Behavioural Surveillance 
2.2.1 General population: A national KAPB on HIV/AIDS was done among the general population in 
1991. In 1991 and 1996, demographic health surveys were conducted in the country and in the 1999 
Reproductive and Child Health survey an AIDS module was incorporated. Guidelines on monitoring and 
evaluation developed during the medium term III 2000-2002 include behavioural surveillance surveys 
(BSS). A national BSS protocol is being finalized by NACP for implementation in three regions before 
December 2002. 
 
2.3STI Surveillance 
2.3.1 STI Prevalence Studies/Surveys: Surveillance of syphilis infection  (RPR) is carried out in 
conjunction with ANC HIV sentinel surveillance. RPR tests are done on site while HIV testing is 
conducted at the regional laboratories. 
2.3.2 STI Case Reporting: Surveillance of STI syndromes is done through a vertical system. Syndromes 
are reported from all health facilities in the country providing STI case management services. Syndromes 
which are reported include genital discharge, genital ulcer and PID in women. Positive RPR seology is also 
reported.  STI case reporting is also integrated into the Health Management Information System but the 
NACP vertical system works better. 
 2.3.3 Special STI Studies: As a basis for reviewing the STI treatment algorithms, a series of studies to 
assess the etiologies for STI syndromes and antimicrobial sensitivity patterns have been done, the last one 
was in 1999. Information is not readily available on the frequency of the implementation and results of 
these studies. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance is hospital based and uses mainly the WHO Bangui clinical case definition. Few 
health facilities with the capacity to do HIV serology apply the expanded WHO case definition for 
reporting AIDS cases. It is not clear how many AIDS cases are ‘captured’ by the former or latter case 
definition. AIDS case surveillance is vertical; the National AIDS Control Programme (NACP) produces 
and distributes special forms to the regional medical officers (RMOs) who in turn are supposed to distribute 
the forms to all hospitals in their respective regions. The form has sections on socio-demographics, signs 
and symptoms, HIV serostatus and risk factors. Completed forms are submitted to the RMO on monthly 
basis and then to the NACP for data processing and analysis. According to the NACP AIDS estimates for 
1998, it was estimated that only a fifth of the AIDS cases are reported. There is no data analysis at district 
level where the AIDS data is collected. Mapping and descriptive analysis of AIDS data by year of 
reporting, region, age and sex is done at the NACP. Annual technical reports are produced and circulated to 
health professionals, policy makers and various stakeholders in the field of AIDS.    
 
There is no national system for collecting AIDS related deaths. Between 1992 and 1998, a project known as 
Adult Morbidity and Mortality (AMMP) assessed magnitude and determinants of death in Dar es Salaam 
City, Hai and Morogoro districts in the country [2]. There is also no national system that monitors the 
number of AIDS orphans. 
 
3.0 HIV/AIDS /Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimates show that the HIV prevalence among the 15-19 year old adults in Tanzania was 
8.09% with 1,300,000 people  living with HIV/AIDS of which 670,000 were women and 59,000 were 
children in 1999.   
 
3.1.1 HIV Incidence in the General Population: The cohort study in urban Kagera in 1987-89 showed an 
incidence of 5.2% among the general population. In 1994, the HIV incidence in the rural and roadside 
general population in Mwanza were 0.8% and 3.2% respectively. These cohort studies demonstrate high 
incidence of HIV infection in the country and point out the great variations in HIV dynamics within the 
country and even within communities. 
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3.2 HIV Prevalence Among ANC Attendees 
Data from sites outside Kilimanjaro and Mbeya regions have been not systematic and hence difficult to 
interpret. However, comparing the 1988 and 2000 data sets, the HIV infection trends seem to be increasing 
and HIV has spread widely across all urban and rural areas in Tanzania. In  1988, urban areas had HIV 
infection rates ranging from 7-11% and the rural areas rates were 1.7% to 4.2%. In 1998, three rural sites 
had HIV prevalence ranging from 12.3 - 24%. The rural/urban differences in HIV infection levels have 
almost disappeared.  In Mbeya district, the ANC attendees also show high HIV prevalence rates ranging 
from 23% in Isoko and 24% in Kyela in 1998 then 29.5% in 1999 and 21.6% in 2000. In Moshi rural 
disrtict in Kilimanjaro region the overall rate among ANC was 20% in 1998.  
 
Comparing the prevalence rates in Mbeya from 1997 to 2000, the prevalence in the urban area was 20.7% 
in 1995 and 20.4% in 2000. In Mbeya rural the prevalence declined from 20.4% in 1994 to 12.3% in 1998 
and to 15.6% in 2000. In contrast, HIV prevalence in Moshi rural district in 1998 of 20% was three and two 
times higher than the rates in 1992 and 1997 respectively. The HIV prevalence rate was 16.6% in 2000. 
These data show that different regions in Tanzania are at different stages of the epidemic. Information is 
not readily available on HIV infection rates among the 15-19 year old ANC attendees. HIV infection rates 
increased from 4% in 1997 to 20% in 1998 and 1999 among the 14-24 year old ANC attendees at a rural 
site in Moshi while in Bukoba urban site there has been a gradual decline in HIV prevalence in the same 
age group [3]. 
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3.2.1 Comparison of ANC Sentinel and Population Based HIV Prevalence Data  
The 1990/91 study in Mwanza that compared ANC sentinel surveillance data and population based data 
found that sentinel data (11.7%) was slightly underestimating the HIV prevalence rate in the general 
population (15.1%). Prevalence among ANC attendees was significantly lower than in the population 
survey for women aged 15-24 and 25-34 years and the pattern was reversed in the older age groups [4]. 
This observation was in contrast to the findings in Rwanda, Zambia and Uganda.  
 
3.3 HIV Prevalence in Special Groups 
STD patients attending STD clinic in Dar es Salaam had an HIV prevalence rate of 13% in 1986 and 24% 
in 1994. In Zanzibar, the HIV infection rates increased from 5% in 1992 to 28% in 1993. In Mbeya region, 
HIV prevalence increased from 23% in 1988 to 27% in 1997. There is no recent data on HIV prevalence 
among sex workers but studies in the early 90s found sex workers with high HIV prevalence ranging from 
40-60%. The cohort study showed an HIV prevalence rate of 12-18% among the military and police 
officers in 1994-97 and an incidence of 2.1%.  
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Factory workers in Mwanza had an HIV incidence rate of 1.8% in 1994 while family planning attendees 
had an incidence rate of 3.4% with the youngest age groups having higher rates. The Moshi study done 
among the rural youth (15-24 years) in 1995 found that the overall HIV prevalence among these youth was 
7.5%. The females were more infected (9.7%) than the males (5%). The Vitamin A study showed 
seroprevalences of 13.5%, 12.4% and 14.8% in 1995, 1996 and 1997 respectively among pregnant women 
in Dar es Salaam.  
 
3.4 Behavioural Data 
From the 1996 DHS, the mean age at first sexual encounter among the 20-24 females and males was 17.4 
and 17.8 years respectively. The rate of teenage pregnancy was 10.3% and 11.2% among the 16 and 17 
year olds respectively. In 1991 DHS, 80.5% and 39.1% of the males and females respectively in the age 
group 15-19 years reported having a non-regular sexual partner(s) in the last 12 months but in 1996 DHS 
these proportions had gone down to 25.7% for males and 11.6% for females. 
 
Among the 15-19 year olds who had engaged in non-regular relationships in 1996, 15.7% had used a 
condom in the last sexual encounter of risk. It is probable that these changes in behaviour are partially 
responsible for the declines in HIV prevalence in syphilis and HIV that have been observed in some areas 
in Tanzania. 
 
3.5 STI Incidence and Prevalence 
Prevalence of syphilis in Mbeya urban and Kyela (border) show a downward trend. This is attributed 
mainly to STD interventions in these areas. The prevalence rate dropped from 12.9% in 1992 to 4.8% in 
1998 in Mbeya urban and from 16.2% in 1992 to 5.0% in 1998 in Kyela. In Mbeya rural, however, the 
syphilis prevalence first declined from 9.1% in 1992 to 2.5% in 1996 and then went up to 9.1% in 1998 [2] 
The causes for this change in trends are not clear. In 1997, 33,718 STI episodes were reported from Mbeya 
region and 30,189 cases from the rest of the country implying that there is underreporting of cases from the 
other regions. In 1998, 51,531 STI episodes were reported in Mbeya and 29,731 cases from the rest of the 
country. In spite of the underreporting, the figures are suggestive of high prevalence of STIs in the country. 
In the 1996 DHS, 2.2% of men aged 15-49 years reported having episode(s) of urethritis in the last 12 
months. Prevalence of syphilis in Mbeya urban and Kyela (border) show a downward trend. This is 
attributed mainly to STD interventions in these areas. The prevalence rate dropped from 12.9% in 1992 to 
4.8% in 1998 in Mbeya urban and from 16.2% in 1992 to 5.0% in 1998 in Kyela. In Mbeya rural, however, 
the syphilis prevalence first declined from 9.1% in 1992 to 2.5% in 1996 and then went up to 9.1% in 1998 
[2]. In 1999, the seroprevalence of syphilis among ANC attendees was in the range of 0.4% to 32.6% with 
four sites having rates exceeding 10%. Information on the etiologies for STI syndromes and antimicrobial 
sensitivity patterns is not readily available. 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1983. As at the end of 1999, a cumulative total of 118,713 cases had 
been officially reported. Taking into account problems of under-reporting, the NACP estimated that a 
cumulative total of 600,000 people had developed AIDS by the end of 1999. Fifty percent of the reported 
AIDS cases occur in people below 30 years of age. About 88.6% of the reported AIDS cases are in the age 
group 15-49 years. The female to male ratio was approximately 1:1 however women were affected at an 
earlier age than men. The peak among the women was in the 27-32 year age group and for men in 33-38 
years. In the age group 15-22 years, women are four times more affected than men. 
 
Results from the AMMP project showed that AIDS was the leading cause of mortality among adult males 
and females aged 15-59 years in Dar es Salaam City and Hai district. In Morogroro rural district, AIDS was 
second to malaria as a cause of deaths among adult men. More specifically AIDS accounted for ¼ to 1/3 of 
the total deaths among men in these three areas in the period 1992 – 1998 [2]. UNAIDS estimated that 
140,000 Tanzanians died of AIDS and that there were 1,100,000 AIDS orphans cumulatively in 1999. 
 
 Reported AIDS Cases by Year 

1983/84 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
 292 1121 2937 4839 5096 11106 18692 15871 13506 5873 4722 8426 8595 8675 8850 11,673 130386 
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TOGO  
 
1.0 Introduction  
Togo is situated in West Africa with an estimated total population of 4,512,000 million of which 2,013,000 
(44.5%) were in the age group 15-49 years in 1999. Thirty one percent of the population lives in urban 
areas [1,2].  
 
2.0 HIVIAIDSISTI Surveillance Systems  
  
2.1 HIV Surveillance         
                                                                  
2.1.1 HIV Sentinel Surveillance Among ANC Attendees: The system was established in 1989 with two 
sites in Lome, capital city of Togo and in Dapaong to represent the urban/rural stratum and then later 
expanded to 4-5 sites in 1995. ln 1998, only 3 sites were used then 2sites  in 1999 and 3 in 2000. The 
coverage of sentinel sites per 1,000,000 million adults aged 15-49 years was 1.4. Sentinel surveys are 
conducted once a year. Unlinked anonymous procedures were used in the collection and testing of samples. 
Specimens are collected simultaneously from the sites in a period of 5-6 weeks. The specimens were tested 
on double ELISA based on different principles as recommended for countries with low HIV prevalence 
<10%.  Sentinel data was analysed by year, site and age. National HIV prevalence estimates were 
calculated using sentinel data. 
 
2.1.2 HIV Surveillance in Special Groups: Using unlinked anonymous procedures; patients attending 
STD clinics in Lome were screened for presence of HIV antibodies in 1992 and those in Dapaong in 1992 
and 1993. No repeat surveys have been conducted since then. Studies were conducted among sex workers 
and truck drivers in Lome in 1992. Information is not readily available on the methods used. Since then 
there have been no repeat surveys in these subpopulations. In 1995/96 a study was conducted among 
rnilitary recruits; information on the methods used is not readily available.  
 
2.1.3 Population-Based HIV Prevalence Surveys: No population-based surveys have been conducted.  
 
2.2 Behavioural Surveillance  
Behavioural Surveillance has not yet been established in the country. Some behavioural data on non-regular 
sexual relationships is available from the 1992 WHO/GPA KABP/behavioural studies fact sheet. 
Information on age at first sex is available from the 1988 Demographic Health Survey.  
 
2.3 STI Surveillance  
 
2.3.1 STI Prevalence Studies/Surveys: Surveillance of syphilis is done in conjunction with HIV sentinel 
surveys among ANC attendees at the three HIV sentinel sites in three regions in the country. 
 
2.3.2 STI Case Reporting: Information is not readily available.  
 
2.3.3 Special STI Studies. Information is not readily available on whether studies to monitor etiologies for 
STI syndromes and anti microbial sensitivity patterns have been done in the country or not.  
 
2.4 AIDS Case Surveillance and Impact Monitoring  
AIDS case surveillance is hospital based and uses both the WHO Bangui clinical case definition with 
positive HIV antibody and the WHO Expanded AIDS case definition. AIDS case reporting is done through 
a vertical system. Completed forms from the health facilities are forwarded to the district and then to the 
National AIDS Control Programme (NACP) where detailed analysis of AIDS case data by region, age and 
sex is done. Since 1999, the districts have also been doing some data analysis.    
                                                                
Absence of a national policy on AIDS case surveillance, shortages of HIV test reagents, lack of training of 
health personnel on AIDS case surveillance and under reporting are some of the factors affecting AIDS 
case reporting in Togo.  Information is not readily available on whether there are systems in place to 
monitor AIDS deaths and numbers of children with AIDS. 
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3.0 HIV/AIDS/STI Situation  
3.1 HIV Prevalence Estimates  
In 1999, UNAIDS/WHO estimates show that 130,000 people were HIV infected of which 66,000 were 
women and 6,300 were children [2).  
 
3.2 HIV Prevalence Among ANC Attendees  
Data from sentinel sites shows stable trends at relatively low HIV prevalence in most of the regions in the 
country between 1995 and 1997. The overall HIV prevalence rates in the five regions were 4.8% in 1995, 
5.9% in 1996 and then 5.8% in 1997. Lome, the capital city, had relatively higher HIV prevalence (6 -
7.95%) than other regions in the country in the period 1995-97 with the exception of region de la Kara 
where the HIV infection rates increased from 3.7% in 1995 to 8.2% in 1998. Information on HIV infection 
rates among the 15-19 year ANC attendees is not readily available.  
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Source: US Census Bureau 
 
3.3 HIV Prevalence in Special Groups  
In 1992, 45% of the STD patients tested in Lome were HIV infected while in Dapaong the HIV prevalence 
ranged from 7-10% between 1991 and 1993 among STD patients. In 1992, sex workers in Lome had an 
HIV prevalence of 78.9%. The truck drivers who were screened for HIV in Lome in 1992 had an HIV 
infection rate of 33%. In 1995 and 1996, 2% of the military personnel tested were HIV infected.  
 
3.4 Behavioural Data 
 Data from the 1992 WHO/GPA EPI KABP/behavioural studies fact sheet shows that males were more 
likely to engage in non-regular sexual relationships than females. Among the 15-49 year olds, 19.3% of the 
males versus 1.8% of the females had at least one non-regular sexual partner in the last 12 months. From 
the 1988 DHS survey, the mean age at first sexual encounter was 16.5 years among the 20-24 year males 
and females who were surveyed.  
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3.5 STI Incidence and Prevalence  
The prevalence of syphilis among pregnant women who were screened in 1998 at the ANC HIV sentinel 
sites in 3 regions ranged from 6.4% in Lome to 12% in Dapaong. Young women aged 14-24 years had a 
higher positive syphilis serology rate (8.6%) than that (4.2%) among women in the age group 25-45 years. 
In Dapaong, young women aged 15-24 years had a syphilis sero-prevalence rate of 10.2% while in Sokode 
the young women in the age group 15-24 had a rate of 3.3%. There is no readily available information on 
reported STI cases, etiologies for STI syndromes and anti-microbial patters.  
 
3.6 AIDS Cases and Impact 
The first AIDS cases were reported in 1987. At the end of 1999, a cumulative total of 11,835 AIDS cases 
had been officially reported. The overall female to male ratio was 1: 1. In the age group 20-24 years, 
females were about 3-4 times more affected than males. The peak of reported AIDS cases was in the age 
group 25-34 years. In 1999, UNAIDS estimated that 14,000 people died of AIDS in Togo and that there 
were 95,000 AIDS orphans cumulatively.  
 
Reported AIDS Cases by Year  
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
6 20 166 458 628 864 1330 1294 1710 1527 1211 1623 998 687 12512 
 
Reference: 
1.Correspondence to WHO/AFRO on update HIV/AIDS situation in Togo, May 2000  
2.UNAIDSAVHO EPI fact sheet on HIV/AIDS & STIS, Togo 2000 update  
3.WHO/GPA EPI fact sheet KABP/Behavioural studies, 1992  
4.Demagraphic Health survey report, 1988  
5.WHO/AFRO database on HIV sentinel surveillance 
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UGANDA 
 
1.0 Introduction 
Uganda is situated in Eastern Africa with an estimated total population of 21,143,000 of which 9,206,000 
(43.5%) were in the age group 15-49 years in 1999. In 1998, 13% of the Ugandan population was living in 
urban areas [1]. 
 
2.0 HIV/AIDS/STI Surveillance Syatems 
2.1 HIV Surveillance 
2.1.1 HIV Surveillance Among ANC Attendees: The system was established in 1989 initially with six 
sites which were mainly located in ‘big’ towns and gradually expanded to include rural areas and cover the 
whole country to the current 19 sentinel sites. In 1999, the number of sites per 1,000,000 adult population 
was 2. Surveys are conducted once a year sites with most funding for the surveys from the Government. 
Unlinked anonymous procedures are used to collect and test samples. Specimens are collected usually in 
the first quarter of each year at all the sites in a period of 6-12 weeks. As part of 2nd generation surveillance, 
the STD/ACP has introduced over sampling in six of the sentinel sites to enable collection of adequate 
sample sizes especially in the younger age groups. Big sample sizes allow analysis to be done by single 
years in the young age groups giving a better insight into ‘estimating HIV incidences’. To make sure that 
the declining HIV trends that were observed at some sites were ‘real’ the system was evaluated twice; 
internal evaluation in 1994 and external evaluation in 1995. Evaluation of the system has now become 
institutionalized. The surveillance system is supposed to be evaluated every 3-5 years; the most recent 
evaluation was done in 2000. Specimens are tested centrally at the National Reference Virology laboratory 
on a single ELISA. Ten percent of randomly selected samples from each site undergo quality control 
procedures. Quarterly supervision of the sites is done. Analysis of the data by year, site and age is done at 
the STD/ACP and results are published in an annual HIV/AIDS surveillance report which is disseminated 
to health professionals, policy makers and key partners. Sentinel data has been used for calculating national 
HIV/AIDS estimates and formed the basis for the development of the National strategic framework 2000/1-
2005/6.  
 
2.1.2 HIV Surveillance in Special Groups: Using unlinked anonymous procedures, annual consecutive 
studies have been conducted among STD clinic attendees in one site in Kampala, capital city, since 1989. 
Two sero-surveys have been done among sex workers in Uganda; one in the early 80s in a busy trading 
center and the other in Kampala in 2000. Convenient sampling and voluntary anonymous procedures were 
applied in both surveys. Lacor hospital, a missionary hospital in Northern Uganda has been monitoring 
HIV prevalence among students attending secondary schools in one district in the country since 1993. 
Information on the methods used is not readily available. 
 
2.1.3 Population-Based Surveys: A national serosurvey was conducted in Uganda in 1986/87 to provide 
baseline information on the magnitude and distribution of HIV infection in the country using voluntary 
confidential procedures. There are no plans to repeat nationwide survey in Uganda. In 1992, a population 
based survey was conducted in a catchment area of one of the sentinel sites using the filter paper method. 
Non-nominal procedures were applied; HIV test results could not be linked to individuals. In 1994/5, the 
STD/ACP in collaboration with GTZ, a German based NGO conducted a population-based survey in 
another district in the country using methods similarto the ones applied in 1992.  Population based surveys 
are part of the National STD/AIDS Control Programme HIV/AIDS strategic plan 1997-2001 and are also 
included in the Uganda Government National strategic framework for HIV/AIDS 2000/1-2005/6. These 
surveys are to be done every 3-5 years in catchment areas of selected sentinel sites.  
 
An on going community based cohort study by Medical Research Council and Ministry of Health has been 
assessing the natural history of HIV including estimating HIV incidence and prevalence among a rural 
population in one district since 1989. 
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2.3 Behavioural Surveillance 
A nationwide KAPB survey was conducted in Uganda in 1989.  BSS surveys are institutionalized. The 
surveys are conducted every 3-4 years using a modified WHO/GPA protocol. Since 1995, BSS have been 
done in 11 districts in the country and repeated in six districts. Government of Uganda has funded these 
surveys.  A sexual behaviour study was conducted in 1998 among sex workers in Kampala city.  A number 
of other surveys on behaviour have been done in the country by various researchers. Worth mentioning are 
the two community based cohort studies that are also tracking trends in behaviour in Rakai and Masaka 
districts since 1989.  
 
2.3 STI Surveillance 
2.3.1 STI Prevalence Surveys/Studies: All pregnant women enrolled in the HIV sentinel surveillance 
system are screened for syphilis but compilation and analysis of syphilis serology data has been 
unsystematic. Since 1994, MCH clinics all over the country have been supported under a Ministry of 
Health World Bank funded project to screen pregnant mothers for syphilis as part of an STD prevention 
intervention.  Recurrent shortages of reagents have affected the screening services.  Even when the women 
are screened, data on syphilis serology is not compiled and analysed. 
2.3.2 STI Case Reporting: STI cases are reported using syndromic diagnoses. The system is partially 
integrated into the HIS. Because of the limitations of the HIS forms such as having no gender variable and 
having only two categories of ages 0-4 and 4 + years, the STD/ACP has 13 STD sentinel sites located both 
in government and private clinics where detailed information is supposed to be collected. The sentinel 
surveillance system has however not been successful in achieving its aims because of lack of financial 
support. Supervision has been irregular and there have been frequent shortages of stationery. Consequently, 
little or no information has come from these sites in the last 3-4 years.   
2.3.3 Special STI Studies: Anti-microbial resistance and etiological studies have been done at the STD 
clinic at the National Teaching hospital in Mulago in Kampala and these studies are the basis for reviewing 
and development of the STD syndromic treatment guidelines in the country. Information on the frequency 
at which these studies are done is not readily available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
AIDS case surveillance system was established in 1987. The system is vertical and uses a special reporting 
form that has been revised nine times since the system was established. In the initial years, the surveillance 
system was hospital based and was expanded to the lower level health facilities in 1990/91. Before 1991, 
AIDS reporting was based on both the WHO Bangui clinical case definition and or a positive HIV 
antibody. Since 1991, Uganda has been using the WHO Bangui clinical case definition that does not 
require HIV serology. The case definition however, includes cough for more than one 1 month as a minor 
sign in the absence of tuberculosis. Completed forms are forwarded to the STD/AIDS Control Programme 
(STD/ACP) through the District Medical offices where rudimentary analysis of data takes place. At the 
STD/ACP data is analysed by district of residence, health facility, year of reporting, age, sex and clinical 
signs. In the HIV/AIDS surveillance report of June 2000, out of the 219 health facilities expected to report 
AIDS cases, only 15.9% (35) reported at least a case of adult AIDS in 1999. Using the NACP estimates on 
new cases of AIDS in 1999 and the number of the AIDS cases that were officially reported from the health 
units, the AIDS case surveillance system in Uganda is ‘capturing’ about 1.03% of the AIDS cases in the 
country.  AIDS data is published in an annual HIV/AIDS surveillance report together with HIV sentinel 
surveillance, STD and TB data. The report is distributed to all health facilities, policy makers, 
parliamentarians, media and key partners. There are no systems in place for monitoring AIDS deaths and 
numbers of AIDS orphans but some data on AIDS mortality is available  from on going cohort studies in 
two districts. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevelance Estimates 
The STD/ACP estimated that 1,438,000 people of which 761,300 were women and 143,000 were children 
were living with HIV/AIDS in 1999; these figures are higher than the UNAIDS estimates. UNAIDS/WHO 
estimates show that there were 820,000 people living with HIV/AIDS of which 420,000 were women and 
53,000 children in 1999.  
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3.1.1 HIV Prevalence/Incidence in General Population 
A cohort community based study in Masaka district in South -Western Uganda has observed declining HIV 
prevalence among the general population from 8.2% in 1990 to 6.2% in 1998 with marked declines among 
males aged 20-24 years and females aged 13-24 years. HIV incidence has dropped from 7.6/1000 person 
years (PY) of observation in 1990 to 3.2/1000 PY in 1998 in the adult population.  The decline is more 
marked among males from 9.4/1000 PY in 1990 to 2.4/1000 PY in 1998 as compared to 6.0/1000 PY in 
1990 and 4.0/1000 PY in 1998 among women [2,3]. In the Rakai community-based cohort, HIV prevalence 
in the general population fell from 23.4% in 1990 to 19% in 1992.  
 
3.2 HIV Prevalence Among ANC Attendees 
HIV prevalence among ANC attendees in some urban and rural sentinel sites has continued to decline. In 
major urban areas where this trend has been observed since 1992/93, the rates have declined by more than 
50%. In Nsambya and Rubaga hospitals in Kampala, the rates have declined from 29.5% and 29.4% in 
1992 to 12.3% and 10.5% in 1999 respectively. Further HIV declines were observed also in 2000. The HIV 
infection rates at Nsambya and Rubaga were 11.8% and 10.7% respectively in 2000. At some rural sites 
such as Mutolere and Matany sites the rates have declined from 4.2% and 2.8% in 1993 to 2.3% and 0.9% 
in 1999 respectively. In 2000, the HIV infection rate at Mutolere was 2.1%. In the urban and rural sites 
where the decline has not been observed the rates have remained relatively stable. Generally, the rural rates 
have been having lower HIV prevalence rates than the urban areas. Despite the declines, HIV prevalence 
rates remain unacceptably high in the country. The observed declines are more marked in the youngest age 
group 15-19 years. Since the infections in this age group reflect more of new infections than old infections, 
these declines suggest that the incidence of HIV infection is falling in the country. At Rubaga, the rate 
among the 15-19 year olds decreased from 18.8% in 1994 to 4.5% in 1999 and similarly at Nsambya the 
rates have declined from 28% in 1991 to 7.5% in 1999. Level of education has been shown to have a strong 
correlation with HIV infection among ANC attendees. Among women aged 15-19 years and with 
secondary level education the HIV prevalence declined steadily from 32.2% in 1991 to 10.3% in 1997 
while among the illiterate women the rates remained stable [4]. 
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3.2.1 Comparison of ANC and Population-Based HIV Prevalence Data 
The HIV prevalence rates among the 15-19 and 20-24 year olds in the sentinel samples in 1995 closely 
reflected those among the 15-19 and 20-24 years in the general population conducted in Kabarole district in 
Western Uganda. The rates were 11.5% and 12.3% for the 15-19 year olds in the sentinel and population 
based samples respectively. In contrast, pregnant women aged 25-29 years had a lower rate (20.8%) than 
the population sample (45.1%). 
 
3.3 HIV Prevalence in Special Groups 
Declining HIV infection rates have also been observed among STD clinic attendees in Kampala. The rates 
declined almost by half from 44.2% in 1989 to 23.0% in 1999.  
 
In Gulu district, Lacor hospital noted a decline from 2.0% in 1994 to 0.8% in 1998 among secondary 
school students. Sex workers had high levels of HIV infection in the tune of 80% in the early 1980s but in 
2000 the HIV prevalence among sex workers in Kampala city was 28%. 
 
3.4 Behavioural Data 
Findings from the repeated cross-sectional Behavioural Surveillance Surveys (BSS) and cohort studies 
strongly suggest that changes in sexual behaviours are responsible for the declining HIV prevalence and 
incidence rates in Uganda. The mean age of first sex for girls increased from 15.9 years in 1989 to 16.5 
years in 1995. The proportions of young men and women aged 15-19 years who were not sexually active 
increased from 31% to 56% for males and 26% to 46% for females between 1989 and 1995. Use of 
condoms has markedly gone up in the country. In  Kampala ever condom use rate increased from 42% in 
1995 to 50.7% in 1998. Condom use in non-regular relationships is even much higher. The condom rate use 
in non-regular sexual relationships more than doubled from 33% in 1995 to 50.7% in 1998 in Kampala and 
from 29% to 54.7% in Jinja during the same period. Even in the rural districts there has been significant 
increases in condom use although the rates are lower as compared to urban areas. For example in Soroti 
district, the condom use in non-regular sexual relationships increased from 13.9% in 1995 to 29.9% in 
1998. The proportions of persons engaging in non-regular relationships have significantly decreased mainly 
among the 15-19 year olds. Among the 15-19 year males the proportions declined from 49% in 1989 to 
24% in 1995 and for girls of the same age the declines were from 25% to 18% during the same period. The 
1998 KAPB survey among sex workers in Kampala showed that despite prostitution being illegal in 
Uganda the practice was prevalent. The majority (72.9%) of the sex workers were aged 15-24 years. Sex 
workers had a high reported incidence (48.7%) on genital ulcers in the last 12 months although 95% of 
them said there had used a condom in the last sexual encounter. 
 
3.5 STI Incidence and Prevalence 
Information is not readily available. 
 
3.6 AIDS Case and Impact 
 AIDS cases were first reported in 1982. At the end of 2000, a cumulative total of 58,165 AIDS cases had 
been officially of which 53,879 were adults and 4,286 children. The male to female ratio was 
approximately 1: 1.5. The STD/ACP estimated that in 1999 alone, 112, 000 persons developed AIDS of 
which 54,982 were women and 11,200 were children [3]. The figure was close to the UNAIDS/WHO 
estimates which indicate that 110,000 people died of AIDS in 1999, and that there were 1,700,000 AIDS 
orphans cumulatively [5]. 
 
Reported AIDS Cases by Year 
1983 1984 1985/6 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
17 11 882 2914 3425 6090 6616 10635 6392 4641 4927 2192 3032 1962 1406 1149 2304 58165 
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ZAMBIA 
 
1.0 Introduction 
Zambia is located in Southern Africa with an estimated total population of 8,976,000 of which 4,102,000 
(45.7%) were in the age group 15-49 years in 1999. In 1998, 48% of the population was living in urban 
areas [1].  
 
2.0 HIV/AIDS/STI Surveillance Systems 
2.1 HIV Surveillance 
2.1.1 HIV Surveillance Among ANC Attendees: The system was established in 1988. Sentinel surveys 
are supposed to be conducted once in two years but in 1996 and 2000 no surveys were conducted due to 
financial constraints. The sentinel surveillance system is heavily donor dependent. Use of sites has been 
inconsistent. For example, in 1998 sentinel round 5 sites of the sites that were used in the 1994 sentinel 
round were dropped. Unlinked anonymous procedures were used in the collection and testing of samples. 
In 1998, sample collection was done concurrently at all the sites and lasted for 6-12 weeks. A short 
structured questionnaire with questions on age, marital status, residence, educational level, history of STDs 
and condom use was administered to each pregnant woman enrolled into the sentinel sample after obtaining 
verbal consent. Obtaining behaviour data from antenatal care attendees is in line with 2nd generation 
surveillance but it is recommended that it is done in ANC sites outside the ones being used for HIV sentinel 
surveillance to minimize refusal rates. The Zambian experience shows that there have been no problems 
associated with administering interviews. In the 1998 sentinel round, sera were tested using a Rapid test at 
the sites. As part of quality control, 50% of randomly selected negative samples were supposed to be tested 
on ELISA at the Reference Virology Laboratories in Lusaka and Ndola. Five percent to 25% of the 
randomly selected reactive sera were also to be retested. The 1999 UNAIDS mission review of the sentinel 
surveillance system in Zambia found that the quality control procedures were not strictly adhered to. A 
single ELISA is sufficient for surveillance purposes in the situation of Zambia high HIV prevalence 
exceeding 10%. All the personnel involved in the survey were trained. Each site was supervised at least 
twice during the survey period. Data entry and analysis of data by year, site and age was done at the two 
Reference Laboratories. The results were discussed with all the personnel involved in the survey before a 
final report was made. Each of the health personnel at the sites received an incentive of 500 Kwacha per 
sample collected. The technical report was disseminated to the politicians and health workers at seminars 
and workshops.  
 
2.1.2 HIV Surveillance in Special Groups: In 1985, STD patient clinic attendees in Lusaka, capital city 
and in another site outside Lusaka in Ndola were tested for HIV using unlinked anonymous procedures. In 
1990 and 1992, studies were conducted  among STD clinic attendees in some non-specified sites. 
Information on other special groups is not readily available. 
 
2.1.3 Population-Based HIV Prevalence Surveys: Two rounds of population based surveys; one in 
1995/96 and the other in 1998 were conducted using stratified random cluster sampling techniques in 
catchment areas of selected sentinel sites among adults aged 15 years and above. Data was collected at 
household level employing a structured personal interview with questions on sexual behaviour and 
collection of saliva specimens. Use of saliva is less invasive and is likely to increase participation rates in 
population based surveys. Specimens were tested at the National Reference virology Laboratory in Lusaka.   
 
2.2   Behavioural Surveillance 
2.2.1General Population: In the two rounds of population based HIV Prevalence surveys, interviews on 
sexual behaviour were conducted. The 1996 Demographic Health Survey (DHS) included an AIDS module 
with some questions on sexual behaviour. In 1998, the Central Statistics Department conducted a socio-
behaviour survey (SBS) with questions on mean age at first sex, mean age at marriage, sexual relationships 
and condom use. Unfortunately, the questions in the 1998 SBS survey were somewhat asked differently 
from those in the 1996 DHS survey hence making comparisons not possible.  
2.2.3 Special Groups: Information is not readily available. The 1994 and 1998 HIV sentinel surveys 
among ANC attendees included a question on condom use. 
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2.3 STI Surveillance 
Information is not readily available. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
 AIDS case reporting is based on WHO Bangui clinical case definition and the WHO expanded case 
definition. AIDS case reporting is integrated into the Health Information System. Zambia has since 1997 
undergone health reform and structural changes whereby the National AIDS Tuberculosis Control 
Programme (NASTLP) was restructured to integrate HIV/AIDS including AIDS case surveillance into 
health services at district level. This restructuring process has greatly affected AIDS reporting in the 
country, to the extent that the last report on AIDS cases was in 1997. The districts are expected to analyze 
data on reported AIDS cases and forward summary reports to the national level. At the national level, data 
is supposed to be analyzed by year and district and produced in a national AIDS surveillance report. This 
system however has not ‘taken’ off. Information is not readily available on whether Zambia has systems for 
monitoring AIDS deaths and numbers of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
UNAIDS/WHO estimates show that 19.95% of the adult population in Zambia was HIV infected with 
870,000 people living with HIV/AIDS of which 450,000 were women and 40,000 were children in 1999[1]. 
 
3.2 HIV Prevalence Among ANC Attendees 
The HIV infection rates from the four sites in Lusaka, the capital city were in the range of 26.6% to 28.9% 
in 1998. A decline in HIV infection has been observed among pregnant women aged 15-19 years attending 
antenatal clinics in Zambia. In Chilenje, the decline was from 29.4% in 1994 to 16.7% in 1998, at Matero 
from 21.8% to 10.6% in 1994 and 1998 respectively and in Kasama from 12.2% in 1994 to 4.0% in 1998. 
Across sites, the HIV prevalence among the 15-19 year olds has declined by 20% between 1994 and 1998. 
The overall HIV prevalence at all the sites ,however, remained high and stable ranging from 20.2 % in 
Solwezi to 31.1% in Livingstone in 1998.  
 
3.2.1 Comparison of ANC and Population-Based HIV Prevalence Data 
Comparison of 1996 ANC sentinel surveillance and the 1995/96 population based survey data shows that 
HIV infection rates were slightly higher in the general population for both men and women than among the 
pregnant women in the sentinel sample although the differences were not statistically significant. In the 
urban areas the HIV prevalence among ANC attendees was 24.4% as compared to 26.6% in the general 
population and in the rural areas the ANC attendees had a rate of 12.5% and the general population 16.4%. 
For both rural and urban areas, the HIV prevalence (17.1%) among the 15-19 year olds in the sentinel 
sample was about twice that (9.1%) of the 15-19 year olds in the general population. The HIV infection 
rates were comparable or close among the 20-29 year olds in the general population and sentinel samples 
and in the old age groups above 30 years, the rates in the general population were higher than those of the 
ANC attendees [2]. 
 
The 1995 population based survey found adult urban residents with a higher HIV prevalence (26.5%) than 
the rural residents (16.7%). Females in the urban areas were about 1.1-1.7 times more likely to be infected 
than males while in the rural areas the difference was not statistically significant. Young women aged 15-
19 years in both rural and urban areas had higher HIV infection rates than   men of the same age. In the 
rural areas, the prevalence was 8.2% among the 15-19 year old females as compared to 5.5% among males 
of the same age while in the urban areas the rate ranged from 4.5-6.3% in the 15-19 year old males versus 
12.3% -23.9% in females [2].  
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3.3 HIV Prevalence Among Special Groups 
In 1985, male STD patients in Lusaka who were tested for HIV, 26.9% were HIV positive while   STD 
patients in Ndola in Eastern Zambia had an HIV prevalence rate of 17.9% in the same year. There were no 
follow up of HIV trends in these sites. In1990 and 1992, STD patients at some other sites that were tested 
had rates ranging from 34.5% to 68.7%. 
 
3.4 Behavioural Data 
The declining HIV infection rates among the young people in Zambia may partially be explained by 
changes in sexual behaviour. Use of condoms has remarkably increased in Zambia. In the SBS of 1998, 
reported condom use during the last sexual encounter in non-regular sexual relationships ‘casual sex’ was 
33% in men and 26% in women. Unfortunately, there is no baseline data to compare these rates with. 
Findings from the ‘adolescence, sex and fear’ UNICEF study report of 1997, condom use was reported to 
be increasing and girls aged 15-19 years were more likely to have ever used a condom (56%) than boys of 
the same age (40%). Comparing the 1996 DHS and the 1998 SBS findings on age at first sexual encounter 
for girls, there was no change in the age at fist sexual encounter. It remained at 16.3 years. The 1998 SBS 
showed that there was a decrease in the proportion of unmarried men who reported two or more partners in 
the last 12 months as compared to the 1996 DHS.  
 
3.5 STI Incidence and Prevalence 
Information is not readily available. 
 
3.6 AIDS Cases and Impact 
AIDS cases were first reported in 1984. As of July 1997, a cumulative total of 44,942 AIDS cases had been 
officially reported. Taking into account underreporting and delays in reporting and the fact that AIDS case 
surveillance is health based and does not ‘capture’ patients who do not utilize health units, the NACP 
estimated that in the year 1999 alone, 85,000 Zambians developed AIDS [3]. UNAIDS/WHO estimated 
that 99,000 Zambians died of AIDS in 1999 and that there were 650,000 AIDS orphans cumulatively [1]. 
     
Reported AIDS Cases by Year 

1984/5 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
4 1584 3862 4477 4638 4702 5264 3376 2894 1963 5950 4552 1676    44942 
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ZIMBABWE  
 
1.0 Introduction 
Zimbabwe, situated in Southern Africa, had an estimated population of 11,529,000 of which 5,768,000 
(50%) were aged 15 -49 years in 1999. In 1998, 25% of the population was living in urban areas [1]  
 
2.0 HIV/AIDS/STI Surveillance Systems 
2.1 HIV Surveillance 
2.1.1HIV Sentinel Surveillance Among ANC Attendees: The system was established in 1990 and 
consecutive surveys conducted in 1991,1993,1994,1995,1997 and 2000.The sentinel sites are located in 
rural, urban, commercial farms and mining areas. Information on methods used is only available for the 
2000 sentinel round. Unlinked and anonymous procedures were used to collect and test samples in 2000. 
The sampling period lasted for 8-12 weeks, slightly longer than the WHO recommended 6-8 weeks. The 
pregnant women enrolled included those who were attending the clinic for the first visit and those who 
came in labour unbooked at the selected sites. In 1996, an evaluation of HIV/AIDS/STI surveillance 
systems in the country found that in the previous years the sampling of pregnant women varied from 
random to systematic and even convenient. In the 2000 survey, 19 sites distributed all over the country 
were used and this was an improvement on the 3 sites that were used in 1996 and 18 sites in 1992. the 
number of sites per 1,000,000 adult population aged 15-49 years was 3.2 in 2000. The predetermined 
sample sizes were 550 each for Harare, capital city and Bulawayo the second biggest town and 330 from 
each of the other 17 sites. Variables collected included age, educational level, occupation, area of usual 
residence, parity, gravidity, partner’s usual residence, education and occupation. HIV testing was 
decentralized to the provincial level with the National Public Health Laboratory putting in place a quality 
control programme. Data analysis by site, age, residence and by other demographic variables was done 
centrally by the Health Information and Surveillance unit at the Ministry of Health. The results were 
published in a technical report that was distributed to health professionals, policy makers and key partners. 
 
2.1.2 HIV Surveillance in Special Groups: Studies monitoring HIV prevalence among STI patients were 
incorporated into the HIV sentinel surveillance system until 1997. An HIV sero-survey among sex workers 
was conducted in Harare in 1994/5.  
 
2.2 Behavioural Surveillance 
A nation wide survey was conducted in 1995 to measure prevention indicators using the WHO/GPA 
protocol. No repeat surveys have been conducted since then. In 1994, the demographic health survey 
(DHS) included a question on age at first sex but this survey did not include an HIV/AIDS module. 
 
2.3STI Surveillance 
2.3.1STI Prevalence Studies/Surveys: The 2000 sentinel survey included syphilis screening. Data was 
compiled and analysed. Routinely all ANC attendees are screened for syphilis but the data on syphilis 
serology is not compiled and analyzed. The City of Harare screens all cases of genital ulcers for syphilis 
and the data from this screening is compiled, analyzed and produced in an annual health report.  
2.3.2 STI Case Reporting: The syndromic case reporting of three syndromes; urethral discharge, genital 
ulcer and opthalmia neonatorum is integrated into the Primary Health Care system. The forms that are used 
for collection of the data have only three categories of age groups 0-4, 5-10 and 15 years and above with 
variable on gender. The STD data that emanates from in-patient facilities is indicated in terms of etiological 
diagnosis which leads to difficulties in the analysis. The Health information system is computerized, data 
entry is done at the district level and a copy of the data is forwarded to the provincial headquarters and 
department of Epidemiology and Disease Control at the Ministry of Health on floppy diskettes and by e-
mail. Analysis is done both at the provincial and National level. Feedback to the provinces from the 
national level is done through quarterly reports. The provinces also give feedback to the districts on 
quarterly basis. Additionally, annual health reports are produced. 
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2.3.3 Special STI Studies: Zimbabwe has a well-developed laboratory infrastructure in all its hospitals. 
The cities of Bulawayo and Harare also have laboratory services at the genito-urinary centers. The City of 
Harare does antibiotic sensitivity and etiological studies on syndromes every two years. These studies are 
the basis for reviews and definition of STD treatment algorithms. 
 
2.4 AIDS Case Surveillance and Impact Monitoring 
Surveillance of AIDS cases commenced in Zimbabwe in 1987. AIDS reporting is hospital based and uses 
the expanded WHO case definition [2]. Initially hospitals were using special forms to report AIDS cases 
but this system was stopped in 1994. Laboratory reporting was thereafter instituted based on the clinical 
symptoms indicated on the laboratory form and the outcome of the HIV test. The laboratory reports are 
forwarded to the Epidemiology Department at the Ministry of Health through the Central Public Health 
Laboratory on quarterly basis on a floppy diskette. Routinely AIDS deaths are reported through the Health 
Information System. The Harare City Health Department has a system in place whereby all death 
certificates are retrospectively analysed and AIDS related deaths compiled. Information is not readily 
available on whether Zimbabwe has a system for monitoring numbers of AIDS orphans. 
 
3.0 HIV/AIDS/STI Situation 
3.1 HIV Prevalence Estimates 
At the end of 1999, UNAIDS/WHO estimates put the adult HIV prevalence in Zimbabwe at 25.1% with 
1,500,000 million people living with HIV/AIDS of whom 800,000 were women and 56,000 children.  
 
3.2 HIV Prevalence Among ANC Attendees 
In 2000, overall HIV prevalence among ANC attendees was 35%. Comparing the HIV prevalence of 1997 
and 2000 at ten sites that were used in both surveys, the median rate increased from 27.4% to 36.1%. In 
2000, ANC attendees in the age group 15-19 years had an HIV infection rate of 27.8% indicating a high 
incidence of HIV in the country. Among the 20-24 year olds, the rate was 35.1%. Women reporting farm 
residence had the highest rate of 43.7% while those living at growth points, towns/cities and mining areas 
had HIV infection rates of 38.3%, 36.9% and 30.8% respectively.  In the major urban areas; Harare the 
capital city, Bulawayo the second largest town and Chitungwiza the third largest town HIV infection rates 
increased from 10% in 1989 to 33.3% in 1994.  In Chiredzi located in a commercial sugar plantation 
commercial farm area and also near the border of South Africa, the HIV prevalence increased from 39.2% 
in 1992 to 70.2% in 1997 and then 70.7% in 2000. In Beitbridge situated along the highway to South 
Africa, HIV prevalence rose from 15.0% in 1995 to 46.0% in 1997 and decreased to 41.4% in 2000. HIV 
prevalence in Rusape, located along the highway to Mozambique, increased from 34.0% in 1991 to 67.0% 
in 1995. 22 out of the 35 sites in 1997 had HIV infection rates of 25% and above. Of these 22 sites, 14 had 
rates above 30%. Out of 18 sites used in 2000, 16 had HIV infection rates exceeding 25% in the range of 
25.7% to 70.7%. 



 154 

HIV Prevalence (Median) Among ANC Attendees

0

5

10

15

20

25

30

35

40

45

19
85

19
87

19
89

19
91

19
93

19
95

19
97

19
99

%

MED-URBAN

MED-OUTSIDE

 
Source: US Census Bureau 
 
 
 
3.3 HIV Prevalence in Special Groups 
Trends in HIV infection among STI patients were on the increase between 1990 and 1995. In Harare, HIV 
prevalence among STI clinic attendees increased from 52% in 1990 to 71% in 1995. Among the STI 
patients attending clinics outside Harare city, HIV prevalence increased from 6% in 1987 to 72% in 1996.  
 
3.4 Behavioural Data 
The 1994 DHS showed that the age at first sexual encounter among the 20-24 year old females 18.8 years. 
Data from the 1995 survey are not readily available. 
 
3.5 STI Incidence and Prevalence 
Among the 15-24 year old pregnant women who were screened for syphilis in the City of Harare 
department clinics in 1995, 3.0% had a positive syphilis serology. Of the 5,163 ANC attendees who 
screened for syphilis in the 2000 HIV surveillance sentinel survey, 5% had positive syphilis serology. Data 
on incidence, etiologies for STI syndromes and anti-microbial sensitivity patterns is not readily available. 
 
3.6 AIDS Cases and Impact 
The first AIDS cases were officially reported in 1985.  At the end of 1998, a cumulative total of 74,782 
cases had been officially reported. Information on age and sex distribution is available.  UNAIDS/WHO 
estimated that 160,000 people died of AIDS in 1999 and that there were 900,000 AIDS orphans 
cumulatively [3]. 
 
Reported AIDS Cases by Year 
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Total 
119 202 1311 4362 4557 8180 9174 10647 13356 12029 6732 4113   74782 
  
References: 
1.UNAIDS/WHO Epi fact sheet, Zimbabwe 2000 update 
2.Ministry of Health and Child Welfare/ Family Health international/AIDSCAP Zimbabwe; Report on the proposed strengthening of 
the surveillance of HIV, AIDS and STDs in Zimbabwe, May 1996 
3. UNAIDS: Report on Global HIV/AIDS epidemic. 
4. Ministry of Health, National survey of HIV and syphilis Among women attending Antenatal clinics in Zimbabwe 2000. 
5.WHO/AFRO database on HIV sentinel surveillance 



 155 

 
 
 
 
 

 
 
 
 
 
 
 

PART THREE: 
 

SUMMARY TABLES 



 156 

Table 1:  Availability of Results of ANC HIV Sentinel Surveillance in WHO/AFRO  
  
Country 1996 1997 1998 1999 2000 Last Survey 
Algeria NS  NS NS NS NS NS 
Angola Not done Not done Not done Not done Not done 1995 
Benin No No Yes Yes Yes 2000 
Botswana Yes Yes Yes Yes Yes 2000 
Burkina-Faso No Yes Yes Yes No 2000 
Burundi Yes Yes Yes Yes Yes 2000 
Cameroon Yes Yes Yes Not done Yes 2000 
Cape Verde Yes Yes Not done Not done Not done 1997 
Central African Republic No  Yes Yes Not done Not done 1998 
Chad No Yes No Yes Yes 2000 
Comoros NS NS NS NS NS NS 
Congo Yes Not done Not done Not done Yes 2000 
Cote d’Ivoire Yes Yes Yes Not done No 2000 
Democratic Republic of 
Congo (DRC) 

Yes Yes Not done Yes Not done 1999 

Eritrea NS  NS NS NS NS NS 
Ethiopia No Yes Yes Yes Yes 2000 
Equatorial Guinea NS NS NS NS NS NS 
Gabon No No No Not done Not done 1996 
Gambia NS NS NS NS No 2000 
Ghana Yes Yes Yes Yes Yes 2000 
Guinea NS NS NS NS NS NS 
Guinea Bissau Yes Not done Not done Not done Not done 1996 
Kenya No No Yes No No 2000 
Lesotho Yes Not done Not done Not done No 2000 
Liberia NS NS NS NS NS NS 
Madagascar Yes Not done Not done Not done Not done 1996 
Malawi Yes No Yes Not done- Not done 1998 
Mali No Yes Not done Not done Not done 1997 
Mauritania NS NS NS NS NS NS 
Mauritius NS NS NS NS NS NS 
Mozambique Yes Not done Yes Not done Not done 1998 
Namibia Yes Not done Yes Not done Not done 1998 
Niger Not done Yes Not done Yes No 2000 
Nigeria Not done Not done Not done Yes Not done 1999 
Rwanda Yes No No No No 2000 
Sao Tome & Principe Yes Not done Not done Not done Not done 1996 
Senegal Yes Yes Yes Not done Not done 1998 
Seychelles NS NS NS NS NS NS 
Sierra Leone No No Not done Not done Not done 1996 
South Africa Yes Yes Yes Yes Yes 2000 
Swaziland Yes Not done Yes Not done Yes 2000 
Tanzania Yes Yes Yes Yes Not done 1999 
Togo Yes Yes Yes Not done Not done 1998 
Uganda Yes Yes Yes Yes Yes 2000 
Zambia Not done Not done Yes Not done Not done 1998 
Zimbabwe Not done Yes Not done Not done Yes 2000 
Yes=report available, No=survey done but report not available, Not done=Survey not conducted, NS= Sentinel surveillance 
not yet established 
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Table 2: Behavioural Surveillance Surveys (BSS) in the African Region 
 
             Country Study Population Year Conducted 
             Botswana Youth 1996 
             Burundi General population 2000 
             Cote d’Ivoire Sex workers 

Truck drivers 
Youth 
Migrant workers 
Agro-industrial farm 
workers 

 
1998 

            Ethiopia General population 1993 
            Ghana Youth 

Sex workers 
Truck drivers 
Miners 
Policemen 

 
2000 

           Kenya Youth 
Sex workers 

1998 

           Madagascar Sex workers 2000 
           Mauritius General population 1996 
           Niger General population 1990, 1996 
           Nigeria Sex workers 

Youth 
Truck drivers 

 
2000 

General population 1997            Senegal 
Sex workers 
Youth 
Informal sector employees 

 
1997, 1998 

          Tanzania General population* 1991, 1996 
General population 1989, 1995, 1998           Uganda 
Sex workers 1998 
General population 1998           Zambia 
ANC attendees 1994, 1998 

          Zimbabwe General population 1995 
*HIV/AIDS module included in Demographic and Health Surveys 
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Table 3: AIDS Cases Definitions in the WHO African Region 
Country AIDS Case Definition Used 
Algeria Expanded WHO clinical case definition (Abidjan1994) 
Angola WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Benin WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Botswana Expanded WHO clinical case definition (Abidjan1994) 

WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
in PHCs 

Burkina-Faso 

Expanded WHO clinical case definition (Abidjan1994) in  *hospitals 
Burundi WHO clinical case definition (Bangui 1985) 
Cameroon WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Cape Verde WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
CAR WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Chad WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Comoros WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Congo WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Cote d’Ivoire WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
DRC WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Eritrea WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Ethiopia WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Equatorial Guinea Expanded WHO clinical case definition (Abidjan1994) 
Gabon WHO clinical case definition (Bangui 1985) 
Gambia WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Ghana WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Guinea WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Guinea Bissau WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Kenya WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Lesotho WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Liberia WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Madagascar Expanded WHO clinical case definition (Abidjan1994) 
Malawi Expanded WHO clinical case definition (Abidjan1994) 
Mali WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Mauritania WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Mauritius WHO/CDC case definition 
Mozambique WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Namibia WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Niger WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Nigeria WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Rwanda WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Sao Tome & Principe WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Senegal WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Seychelles Expanded WHO clinical case definition (Abidjan1994) 
Sierra Leone Expanded WHO clinical case definition (Abidjan1994) 
South Africa WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 

(AIDS case reporting has been voluntarily stopped since 1996) 
Swaziland WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Tanzania WHO clinical case definition (Bangui 1985) 
Togo WHO clinical case definition (Bangui 1985) plus a positive HIV antibody test 
Uganda WHO clinical case definition (Bangui 1985) 

WHO clinical case definition (Bangui) in PHCs Zambia 
Expanded WHO clinical case definition (Abidjan 1994) in *hospitals  

Zimbabwe Expanded WHO clinical case definition (Abidjan 1994) 
* Both national and regional hospitals                         PHC= Primary Health Centres 
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Table 4: Estimated Adult (15- 49 years) HIV Prevalence by Country and Year in the WHO 
African Region 

Source: UNAIDS/WHO Report on the Global HIV/AIDS epidemic June 1998 & UNAIDS Report on the Global HIV/AIDS 
epidemic June 2000 
 
 
 
 
 

1997 1999 
Population Population 

Country 
No.of HIV 
Infected 
Adults 

Adult HIV 
prevalence 
(%) Total  

(thousands) 
Adult 
(thousands) 

No. of HIV 
Infected 
Adults 

Adult 
HIV 
Prevalenc
e (%) 

Total  
(thousands) 

Adult 
(thousands) 

Algeria     11,000   0.07  29,473   15,197     11,100   0.10   30,788  15,998 
Angola        100,000   2.12  11,569     4,955   150,000   2.78   12,497    5,389 
Benin     52,000   2.06    5,720     2,503     67,000   2.45     5,945    2,730 
Botswana   190,000 25.10    1,518        743   280,000  35.80     1,592       775 
Burkina-Faso   350,000   7.17  11,087     4,843   330,000    6.44   11,633    5,116 
Burundi   240,000   8.30    6,398     2,914   340,000  11.32     6,587    3,006 
Cameroon   310,000   4.89  13,937     6,306   520,000    7.73   14,704    6,723 
Cape Verde          500   0.25       405        180          900    0.45        430       200 
Central African 
Republic 

  170,000 10.77    3,416     1,582   230,000  13.84     3,550    1,649 

Chad     83,000   2.72    6,702     3,051     88,000     2.69     7,462    3,283 
Comoros          400   0.14       651        296          400     0.12        676       327 
Congo     95,000   7.78    2,745     1,219     82,000     6.43     2,867    1,277 
Cote d’Ivoire   670,000 10.06  14,300     6,611    730,000   10.76   14,534    6,785 
DRC   900,000   4.35  48,040   20,774 1,100,000     5.07   50,407   21,564 
Eritrea     49,000   3.17    3,409     1,559      49,000     2.87     3,717     1,705 
Ethiopia 2,500,000   9.31  60,148   26,447 2,900,000   10.63   61,123   26,931 
Equatorial Guinea        2,300   1.21       420        188        6,000     3.00     1,188        532 
Gabon      22,000   4.25    1,138        512      22,000     4.16     1,196        527 
Gambia      13,000   2.24    1,169        559      12,000     1.95     1,266        616 
Ghana    200,000   2.38  18,338     8,418    330,000     3.60   19,699     9,164 
Guinea      70,000   2.09    7,614     3,357      76,500     2.24     7,375     3,414 
Guinea Bissau      11,000   2.25    1,112       503      13,000     2.50        442        200 
Kenya 1,600,000 11.64  28,414   13,381 2,000,000   13.95   29,507   14,217 
Lesotho      82,000    8.35     2,131        985    240,000   23.57     2,108       998 
Liberia      42,000   3.65     2,467     1,152      37,000     2.80     2,941    1,335 
Madagascar        8,200   0.12   15,845     7,121      10,000     0.15   15,502    7,199 
Malawi    670,000 14.92    10,086     4,474    760,000   15.96   10,674    4,733 
Mali      84,000   1.67   11,480     5,057      97,000     2.03   10,976    4,770 
Mauritania        5,900   0.52     2,392     1,135        6,300     0.52     2,602    1,209 
Mauritius           500   0.08     1,141        649           500     0.08     1,149       647 
Mozambique 1,200,000 14.17   18,265     8,178 1,100,000   13.22   19,222    8,607 
Namibia    150,000 19.94     1,613        752    150,000   19.54     1,689       790 
Niger      61,000   1.45     9,788     4,216      61,000     1.35   10,414    4,524 
Nigeria 2,200,000   4.12 118,369   53,188 2,600,000     5.06 108,995   50,705 
Rwanda    350,000 12.75     5,883     2,710    370,000   11.21     7,238     3,338 
Sao Tome & Principe        1,500   2.15        130          60        2,500     3.00        140          65 
Senegal      72,000   1.77     8,762     4,042      76,000     1.77     9,251     4,268 
Seychelles             60   0.12          72          33             70     0.15          77          36 
Sierra Leone      64,000   3.17     4,428     2,025      65,000     2.99     4,721     2,164 
South Africa 2,800,000 12.91   43,336   21,717 4,100,000   19.94   39,796    20,630 
Swaziland      81,000 18.50        906        439    120,000   25.25        981         480 
Tanzania 1,400,000  9.42   31,507   14,347 1,200,000     8.09   32,799     15,068 
Togo    160,000  8.52     4,317     1,915    120,000     5.98     4,515       2,013 
Uganda    870,000  9.51   20,791     9,099    770,000     8.30   21,209       9,222 
Zambia    730,000 19.07     8,478     3,832    830,000   19.95     8,974       4,137 
Zimbabwe 1,400,000 25.84   11,682     5,560 1,400,000   25.06   11,509       5,771 
Total  20,071,360   7.20 611,592 278,784 23,453,270     8.23 616,667   284,837 
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Table 5: Reported AIDS Cases by Country and Year in the WHO African    Region 
  
                     Country <1987    1987    1988      1989  1990 
Algeria         2          3        16          17      27 
Angola       12        36        86        105    214 
Benin         3          6        18          57      50 
Botswana           3        18         14    133 
Burkina-Faso       10        21      394        351    202 
Burundi     269      652      868        985    841 
Cameroon       21        20        33          60    183 
Cape Verde         10        15          19      19 
Central African Republic       108      622        432 1,312 
Chad         2          2          7          10      38 
Comoros            3            0        1 
Congo     250   1,000      330        360    465 
Cote d’Ivoire     118      466   1,193     1,930 3,189 
Democratic Republic of Congo (DRC)     440   1,988   4,566     5,609 3,916 
Eritrea            8         10      56 
Ethiopia         2        17        85       190    448 
Equatorial Guinea            1           2        2 
Gabon         1        14        38         64      61 
Gambia             78      46 
Ghana       42      112      646    2,331 2,013 
Guinea           8        29         72    112 
Guinea Bissau         29        29         65      19 
Kenya        1   1,299   2,429    4,749 7,672 
Lesotho        1          1          3           8      10 
Liberia        2          0          0           3        0 
Madagascar               1           3        3 
Malawi    144      858   3,034    4,966 5,859 
Mali        6        23        99       106    242 
Mauritania            5        13      12 
Mauritius           1          2          1         1 
Mozambique        1          3        23        37       98 
Namibia        4        15        43      127     122 
Niger         18        24        38      213 
Nigeria        2          2          3        52      163 
Rwanda    745      236      299   1,005   2,204 
Sao Tome & Principe              4 
Senegal        6        60      115        88      156 
Seychelles      
Sierra Leone           2        13        12          7 
South Africa      56         51        98      184      345 
Swaziland            1          2          7        20 
Tanzania 1,525    2,937   4,839   5,096 11,106 
Togo            6        20      166      458 
Uganda    910    2,914   3,425   6,090   6,616 
Zambia 1,588    3,862   4,477   4,638   4,702 
Zimbabwe        119      202   1,311   4,362 
Total 6,163  16,903 28,161 41,461 57,722 
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Table 5 Cont’d: Reported AIDS Cases by Country and Year in the WHO African 
Region 
 
                     Country     1991       1992       1993         1994      1995 
Algeria         35           34           31             53           32 
Angola       271         290         339           361         427 
Benin       113         218         277           324         214 
Botswana       270         534         876           575      1,172 
Burkina-Faso       835      1,073         836        1,892      1,684 
Burundi    1,565      1,583         799           144         494 
Cameroon       604      1,308      1,385        1,761       2,766 
Cape Verde         15           15           18             16           24 
Central African Republic       840         636         290             50          649 
Chad       165         363      1,010        1,268       1,132 
Comoros           1             3             2               4              2 
Congo    1,077      1,785      1,206        1,300       2,450 
Cote d’Ivoire    3,894      3,863      4,015        6,566       6,727 
Democratic Republic of Congo (DRC)    4,482      2,070      4,215        2,637       8,329 
Eritrea         76         219         300           625          727 
Ethiopia       897      3,256      5,132        6,927       3,793 
Equatorial Guinea          2           12           24             16            98 
Gabon        98         117         128           204          334 
Gambia        56           56           38             53            32 
Ghana   2,442      2,699      2,371        2,330       2,578 
Guinea      220         236         328           543          610 
Guinea Bissau        30         118         165           254            77 
Kenya   9,554    11,568    12,204        8,588       9,133 
Lesotho        29         139         166           238          341 
Liberia          9             5             2               6            54 
Madagascar          3             4           10             18            22 
Malawi   7,439      4,655      4,916        4,732        5,209 
Mali      377         460         672           609           454 
Mauritania        15           18           94             56           103 
Mauritius          6             5             2               7               6 
Mozambique      178         322         164           534        1,380 
Namibia        46           46         355           768        1,836 
Niger      212         304         453           467           621 
Nigeria      129         412         719           908        2,829 
Rwanda   2,089      2,908      1,220         2,072 
Sao Tome & Principe          5             2             2               1               4 
Senegal      127           96         263           534           396 
Seychelles              1             3               3               6 
Sierra Leone        17           37           23             22             29 
South Africa      549         887      1,882        3,816        4,219 
Swaziland        31         216         165           120           154 
Tanzania 18,692    15,871    13,506        5,873        4,722 
Togo      628         864      1,330        1,294        1,710 
Uganda 10,635      6,392      4,641        4,927        2,192 
Zambia   5,264      3,376      2,894        1,963        5,950 
Zimbabwe   4,557      8,180      9,174      10,647      13,356 
Total 78,579    77,257    78,645      74,034      91,149 
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Table 5 Cont’d: Reported AIDS Cases by Country and Year in the WHO African 
Region 

Country      1996 
        
1997     1998        1999        2000 Cumulative 

Algeria 48 39 49           24          74           484 
Angola        465      1,121 1,186 453 1,271        6,637 
Benin        503 1,030       725         650        769        4,957 
Botswana     1,368      2,224    2,992        10,179 
Burkina-Faso     1,838 2,216    2,166      2,031      1,532      17,081 
Burundi        576         470       581 4,395      3,947      18,169 
Cameroon     1,485      3,950    5,410 8,756 5,700      34,875 
Cape Verde         36           39         43           64           74           407 
Central African Republic    2,077 3,192          10,208 
Chad    1,242      2,748    2,030      1,664      1,704     13,385 
Comoros           2             3           1             1             4             27 
Congo           10,223 
Cote d’Ivoire     5,935      5,949    5,685      6,427       55,957 
DRC 11,572 9,624 5,809 9,953  9,848  85,058 
Eritrea        896      1,260    1,610     1,086         6,873 
Ethiopia        832      7,631    9,416 11,964    12,317      62,907 
Equatorial Guinea          74        111       189         122         222           875 
Gabon        601       559       708         981         784        4,692 
Gambia          78         84       126             647 
Ghana 3,295 3,833 4,854      7,752 6,289 43,587 
Guinea        922    1,005   1,648 1,069 1,646         8,448 
Guinea Bissau         37       217          120          1,160 
Kenya     6,844    4,885  2,565         81,492 
Lesotho       936    2,203   3,242      3,563 3,760       14,640 
Liberia 8        70        87           76           77            399 
Madagascar          26              38            128 
Malawi     5,406    3,705   1,878 1,711        54,512 
Mali       594       711      620         290          5,263 
Mauritania          98                414 
Mauritius            3           7          5             7             2              55 
Mozambique     2,086    1,661   4,376      6,001      4,972       21,836 
Namibia     2,615       807   1,361         534          8,679 
Niger        652       217      425         940          4,584 
Nigeria        838       745 18,490        984        26,276 
Rwanda     3,847    1,350   3,948        671        22,594 
Sao Tome & Principe            6         11        25          10           19              89 
Senegal        327       225      311        208          2,912 
Seychelles            6           5          5            8             4              41 
Sierra Leone          62         67        26              317 
South Africa        738           12,825 
Swaziland        613    1,466      733      1,259          4,787 
Tanzania     8,426  10,592    8,867      8,850 11,693     130,386 
Togo     1,527    1,211    1,623         998 687       12,512 
Uganda     3,032    1,962    1,406      1,149 2,304       58,165 
Zambia     4,552    1,676          44,942 
Zimbabwe   12,029    6,732    4,113         74,782 
Total   89,153 87,613  99,334    84,771    65,977     979,466 
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Table 6: Distribution of HIV-1 Sub-Types in Africa 
 
 Southern 

Africa 
West 
Africa 

East 
Africa  
(excluding 
Ethiopia) 

Ethiopia Central 
Africa 

North 
Africa/Middle 
East 

New 
HIV-1 
Infections 
in 2000 

1,680,000 850,000 700,000 350,000 260,000 80,000 

Number 
of 
Samples 

744 1,921 1,969 40 536 25.0 

Env-A 
 

1.1 79.1 56.32 0 61.57 44.0 

Env-B 
 

4.0 1.0 2.44 2.5 0.19 40.0 

Env-C 
 

94.2 1.7 7.2 95.0 5.2 4.0 

Env-D 
 

0 2.7 32.7 2.5 5.8 4.0 

Env-E 
 

0 0.8 0 0 1.5 0 

Env-F 
 

0 3.1 0 0 5.8 0 

Env-G 
 

0.5 9.9 0.3 0 6.9 4.0 

Env-H 
 

0 0.2 0 0 8.2 0 

Env-Jor I 
 

0 0.1 0 0 1.9 0 

Env-NT 
 

0.1 0.9 1.1 0 3.0 4.0 

 
Source: WHO-UNAIDS Network for HIV Isolation and Characterization, 2000  

 


