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Foreword

HIV/AIDS remains one of the major challenges to public health in the World Health Organization (WHO) African 
Region. With more than three fifths of the global HIV infections, the WHO African Region is the worst affected part of 
the world by HIV and AIDS. For Member States to effectively and appropriately scale up their national HIV and AIDS 
responses, they need accurate and reliable data on the magnitude and trends of HIV infection, and a better under-
standing of the behaviours fuelling its spread. To this end, many countries in the WHO African Region have made 
considerable efforts to improve their biological and behavioural surveillance systems that generate data on current 
levels and trends of HIV infection, and sexual behaviour among various population groups.

It is now evident that, with increased and concerted efforts, the HIV/AIDS epidemic in the Region can be curtailed. 
Available data suggest that the epidemic has plateaued in some countries, while it is beginning to do so in others. 
More than half the countries in the Region have an HIV prevalence of <4% among pregnant women attending ante-
natal care (ANC) clinics. Increasingly, a number of countries are observing a decline in HIV infection trends among 
pregnant women attending ANC clinics. Countries such as Benin, Nigeria, Côte d’Ivoire, Burkina Faso, Burundi, Kenya, 
Ethiopia, Uganda, Rwanda and Zimbabwe have observed a decline in the prevalence of HIV infection. A decline in HIV 
infection has also been observed among young pregnant women aged 15–24 years in Botswana. 

Available data on HIV prevalence clearly show that the WHO African Region does not have a uniform epidemic. There 
is marked diversity in HIV prevalence levels among subregions and countries, as well as within countries. The gender 
differences in the epidemic remain glaring, with women being infected more often than men. These differences are 
more marked in the young age groups where more than thrice as many young women aged 15–24 years are affected 
compared with men of the same age. In planning and programming HIV interventions, the diversity of the epidemic 
and gender differences must be taken into consideration.

The WHO Regional Office for Africa places a high priority on improved HIV/AIDS epidemiological surveillance systems 
and will therefore continue to provide technical leadership and support in this area.

It is my expectation that readers of this Update will use it as an advocacy tool for strengthening and scaling up HIV 
and AIDS interventions, including consolidating and improving HIV surveillance, monitoring and evaluation systems in 
the Region.

Dr Luis Gomes Sambo
Regional Director
WHO Regional Office for Africa
Brazzaville, Congo
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Preface

The current HIV and AIDS epidemiological surveillance report for the WHO African region: 2007 
update provides the most recent information on the HIV situation and trends in the WHO African Region. 

The report does not provide a detailed review of the HIV and AIDS surveillance practices in the Region, as these were 
published in the 2003 Update. This report also does not include estimates of and projections on HIV infection and 
determinants of the epidemic in the region. Rather, it presents a synthesis and analysis of empirical data generated by 
existing HIV surveillance systems in the 46 Member States. Data were drawn mainly from surveillance of HIV among 
pregnant women attending antenatal care (ANC) clinics, population-based HIV serosurveys conducted in selected 
countries and behavioural surveillance data primarily from demographic and health surveys (DHS). Additional data 
included in this report were from surveillance of sexually transmitted infections (STIs), monitoring of HIV drug resist-
ance and selected special studies.

The focus of this report is on the assessment of the current magnitude of and trends in HIV infection. The magnitude 
of and trends in HIV prevalence among young people 15–24 years of age are also highlighted, along with gender 
differences in the HIV epidemic. The current situation and trends in STIs and sexual behaviour, which are both part 
and parcel of second-generation “comprehensive” HIV surveillance systems, are also presented.
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x Executive summary

Executive Summary

All countries in the WHO African Region need reliable and accurate information on the magnitude and trends of HIV 
infection, sexually transmitted infections (STIs) and sexual behaviours in order to strengthen their national HIV and AIDS 
interventions. In many countries of the Region, information has greatly improved as a result of the expansion of ante-
natal-based HIV surveillance that covers geographically diverse areas and consistent use of the same antenatal sentinel 
sites over time. Furthermore, an increasing number of countries have conducted population-based HIV prevalence 
surveys, such as demographic and health surveys (DHS), to generate more robust data, including on sexual behaviour. 
However, few countries collect and report age-specific HIV prevalence, especially among antenatal care (ANC) clinic 
attendees aged 15–24 years, whose HIV prevalence may represent a proxy indicator for new infections. Surveillance for 
HIV among special populations at higher risk for HIV and other STIs is weak in most countries of the Region. 

There has been a slight decrease in the number of countries that conducted and reported ANC HIV surveillance data 
in 2005–2006 as compared with 2003–2004, though more antenatal sites were used in 2005–2006. Additional 
data from national population-based surveys conducted in 26 countries since 2001 compensated for the decline. 
Population surveys, which provide complementary HIV prevalence data on both men and women and “real” rural 
populations, should not be a substitute for regular ANC HIV surveillance, as these surveys are not ideal for monitoring 
trends in HIV infection. 

In many countries of the Region, DHS have been the main source of information on key indicators for sexual behav-
iour among the adult general population and young people, and several countries now have sufficient data to assess 
trends in sexual behaviour.

Current situation of HIV surveillance and trends

ANC-based HIV surveillance and population-based data confirm the wide diversity of HIV epidemics within countries, 
and between countries and subregions in the WHO African Region. More than 50% of the countries in the Region 
with ANC data for 2005–2006 had a median HIV prevalence of 3.9%. Median HIV prevalence rates among pregnant 
women attending ANC clinics range from 0% in Algeria (2005), Madagascar (2005) and Comoros (2006) to 38.7% 
in Swaziland (2006). Furthermore, the HIV prevalence rate among younger mothers aged 15–24 years attending ANC 
clinics in 10 countries range from 2% in Eritrea (2005) to 27% in Botswana (2006). Among the adult general popula-
tion aged 15–49 years in 14 countries that conducted population-based surveys in 2004–2006, HIV prevalence rates 
ranged from 0.025% to 23.6%. 

Southern Africa remains the subregion most affected by the epidemic, with all the countries having a median HIV 
prevalence exceeding 15% among ANC attendees, except Angola. Of note is the variation in HIV infection trends in the 
subregion, with Botswana, Lesotho, Malawi, Namibia, South Africa and Swaziland showing stabilization but at relatively 
high and varying levels. HIV prevalence rates in Angola also show stabilization at low levels of HIV infection (<3%). 

Mozambique did not have ANC data for 2005–2006 but previous data indicated an upward trend in HIV infection. 
Declining HIV infection trends have been observed among pregnant women aged 15–24 years in Zimbabwe and 
Botswana.

Median HIV prevalence among ANC attendees in eastern Africa was <7% in 2005–2006 with declining trends being 
observed in almost all the countries in the subregion except Uganda and Burundi, where rates have stabilized after a 
substantial decline in HIV trends in the 1990s. 

Only the Democratic Republic of Congo and Congo in central Africa had ANC data for 2005–2006, and both coun-
tries had a median HIV prevalence of <5% among ANC attendees. Although data to assess trends in the subregion 
are limited, the available data suggest stabilization in the levels of HIV infection in countries that have regularly been 
conducting HIV surveillance among ANC attendees. 
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All countries in western Africa, with the exception of Liberia, had a median HIV prevalence of <5% among ANC 
attendees in 2005–2006. This subregion shows a variation in HIV trends. Significant decline in HIV trends have been 
observed in Côte d’Ivoire and Burkina Faso, and a modest decline in Nigeria and Benin, with Ghana showing stabili-
zation at a rate of <5%. HIV prevalence among ANC attendees in the Indian Ocean islands remains <1%. 

Results from population-based surveys in the Region show that women are 1.6 times more likely to be infected than 
men, the difference being more marked among those in the age group of 15–24 years, where women were 3.4 times 
more likely to be infected than men. Differences in HIV prevalence in urban and rural areas exist in all countries but 
the differences are more marked in the eastern Africa subregion.

Data indicate no distinct patterns of sexual behaviour between subregions and countries. However, it is encouraging 
to note the increase in median age at first sex for both men and women, and condom use during higher-risk and 
premarital sex in several countries. 

In 2007, HIV drug resistance (HIV-DR) threshold surveys were conducted and completed in six countries – Swaziland, 
Kenya, Namibia, Malawi, South Africa and Tanzania. The prevalence of HIV-DR-associated mutations in all these coun-
tries was <5%. Four other countries, Chad, Republic of Central Africa, Congo and Cameroon, have also carried out 
threshold surveys; genotyping of samples is in progress. Burkina Faso and Ghana plan to conduct HIV-DR threshold 
surveys in 2008.

Only eleven countries in the WHO African Region reported the results of syphilis testing among pregnant women 
attending ANC clinics in 2005–2006. Most countries in the Region do not have systematic procedures for collecting, 
analysing and reporting syphilis and other STIs in their HIV surveillance reports. The high costs and complexity associ-
ated with testing for these STIs make it difficult for many countries in the Region to institutionalize surveillance for 
these STIs. Among countries that reported surveillance data for STIs, there are variations in the seroprevalence of 
syphilis. For example, in South Africa, the seroprevalence varied from 1.1% in Limpompo province to 8.5% in Northern 
Cape in 2006 and, in Ghana, the rates varied from 0% in Tongu (rural site) to 24% in Odoben Bakwa in 2006. 

There are limited recent data on HIV surveillance among most-at-risk populations (MARPs), such as commercial sex 
workers and intravenous drug users in the WHO African Region, since such work requires special sampling techniques 
that call for more resources. Most countries conduct it infrequently or not at all. 

Median HIV prevalence among sex workers at five sites in Algeria was 3.8% in 2004–2005, while a decline in HIV 
prevalence was observed among sex workers in Benin, from 52.6% in 1998 to 25.5% in 2005.1 On the other hand, 
the median HIV prevalence among sex workers at six sites in Madagascar was 1.3% (range 0–2.75%). In 2003 and 
2004, sex workers in Dakar, the capital city of Senegal, had an HIV prevalence of 20.9% and 19.4%, respectively. In 
Kampala, Uganda, the HIV prevalence among sex workers was 46.8% in 2000.

Next steps to strengthen HIV surveillance systems

There is a need for some countries with generalized epidemics to strengthen or establish ANC surveillance. Countries 
that have improved their ANC HIV surveillance systems need to consolidate and sustain them. All countries need to 
collect, analyse and report on age-specific HIV prevalence among ANC attendees, especially among those 15–24 
years of age. Surveillance for HIV infection among special populations at higher risk for HIV infection and STIs needs 
to be improved in most of the countries.

Population-based surveys, which provide complementary data to HIV surveillance systems, need to be implemented as 
a part and parcel of a “comprehensive surveillance package”. Thus, strengthening existing HIV surveillance systems, 
mainly ANC HIV surveillance, remains a key to monitoring HIV infection trends.

xi

1	 EPI fact sheet, 2006
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1.	 Introduction

As of December 2007, UNAIDS and WHO estimated that over 33 million people were living with HIV worldwide – of 
these, two-thirds live in countries south of the Sahara. In addition, of the estimated 2.5 million new infections in 
2007, over two-thirds occur in this region. However, the heaviest burden to the region comes from AIDS deaths, of 
which more than three quarters (1.6 million) are among people of this region.1 

This report presents an update on the current magnitude of and trends in HIV prevalence within the countries and 
subregions of the WHO African Region since the last HIV and AIDS Epidemiological surveillance report for the WHO 
African Region: 2005 update was published.2 This report provides a synthesis and analysis of empirical data generated 
by HIV surveillance systems in the Region, primarily for the period 2000–2006. These systems include surveillance 
for HIV among pregnant women attending selected antenatal care (ANC) clinics, population-based HIV serosurveys 
conducted in selected countries and behavioural data, mainly from demographic and health surveys (DHS). Additional 
data are drawn from surveillance for sexually transmitted infections (STIs) among ANC attendees at HIV surveillance 
sites and special studies/research, and monitoring of HIV drug resistance (HIV-DR).

Although the quality of the HIV surveillance system in the African Region is improving, several countries require addi-
tional support to improve their systems. Regular quality assessment of the HIV surveillance systems is an important 
activity that the WHO African Region needs to undertake. A recent global study indicates that the HIV surveillance in 
countries with generalized epidemics is improving.3

Out of 46 Member States, 31 (67%) collected and reported information on HIV prevalence among ANC attendees 
from a total of 2307 sites in 2005–2006. Additionally, 26 countries (57%) conducted national population-based HIV 
serosurveys since 2001, and three of them (South Africa, Mali and Zimbabwe) conducted repeat surveys during this 
period.

This analysis of the epidemiological situation is based on the most recent data from countries in the WHO African 
Region. It is intended to provide information for national AIDS councils, ministries of health and all in-country stake-
holders, United Nations agencies and international development partners. The information serves as a technical 
support tool for advocacy, planning and designing of HIV and AIDS interventions to enhance scaling up of national 
and subregional responses, as well as for resource mobilization. 

The report does not cover the distribution of HIV infection among children and paediatric HIV services. Since infor-
mation on this topic is gradually accumulating, the WHO African Region will include it in subsequent surveillance 
updates. In addition, it does not include estimates of/projections on HIV infection and determinants of the epidemic in 
the Region. Rather, it presents a synthesis and analysis of data gathered through the existing HIV surveillance systems 
in countries of the WHO African Region. 

Data from 15 countries were not available, either because the HIV sentinel surveillance round was not conducted or 
the report was not ready at the time of writing this Update. Additional efforts will have to be made to support coun-
tries to analyse blood specimens and report data for future HIV sentinel surveillance activity.
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2.	 HIV surveillance systems in the WHO African Region

Many countries in the Region have adopted second-generation HIV surveillance. A second-generation surveillance 
system monitors trends in HIV infection as well as behaviours. This system is not “new” or “different” but “improved” 
by building on lessons learnt during the first decade of HIV surveillance. It strengthens existing HIV surveillance 
systems, integrates biological surveillance (HIV, AIDS) with risk surveillance (behaviours and STIs), and looks at new 
methodologies for and improved ways of using epidemiological data. Additionally, the system attempts to capture the 
diversity of the HIV epidemic in different areas and populations within countries.

HIV surveillance among ANC attendees: the key data source
The majority of countries in the WHO African Region have generalized epidemics, meaning that HIV prevalence among 
pregnant women attending ANC clinics consistently exceeds 1%. In most countries worldwide, including those in the 
Region, HIV surveillance systems primarily utilize ANC attendees. This is because this group is easily accessible and 
well defined. ANC surveillance can also give an indication of HIV prevalence in the general population and is useful 
for monitoring trends. In addition, HIV surveillance among ANC attendees is relatively cheaper than, for example, 
national population-based HIV serosurveys.

In ANC surveillance for HIV, blood specimens drawn from pregnant women during routine ANC are screened for HIV 
antibodies using an unlinked and anonymous method; no personal identifiers are collected and the results cannot be 
attributed to an individual. Informed consent is not typically required, which minimizes refusal bias. 

ANC surveillance for HIV has to be repeated over a period of time in the same sites to be able to monitor trends in 
HIV infection. Most countries of the Region conduct HIV surveillance among ANC attendees once every year or two, 
depending on the national HIV surveillance guidelines/protocol, which allows for monitoring of trends in HIV infec-
tion.

At each of the sentinel surveillance sites (with the exception of South Africa), 300–500 first-time ANC attendees 
are recruited over a 6–8-week period. In some countries, especially in rural areas where ANC attendance is low, 
the sampling period is extended to 10–12 weeks to allow for the attainment of adequate sample sizes. The short 
sampling period allows for estimation of the point prevalence. A few countries with low populations such as Botswana, 
Swaziland, Lesotho and Eritrea pool blood samples from a group of neigbouring clinics, which are collectively consid-
ered as a single “sentinel site”. These groups of clinics are utilized consistently in all the sentinel rounds. 

South Africa uses a probability proportional to size sampling technique to select sites, with each public health facility 
in the nine provinces acting as a sampling unit. In 2006, 1415 clinics were selected and a total of 33 033 pregnant 
women were enrolled in the survey; each selected clinic enrolled a minimum of 20 pregnant women. This approach 
produces a more representative sample of pregnant women, but requires substantial resources, which is a challenge 
for most of the countries in the Region.

•	 HIV prevalence is equal to the percentage of the total number of screened pregnant women found to have 
HIV antibodies. 

•	 In this Update and the previous WHO updates, median HIV prevalence is used, which is defined as the 
middle value of the HIV prevalence rates of ANC attendees at a series of clinics that conducted surveillance 
in a given year. It is a simple summary measure of HIV prevalence data gathered in ANC clinic-based 
surveillance systems. The median HIV prevalence among women attending ANC clinics is not equivalent 
to a national estimate of the prevalence among all pregnant women, as the selected ANC clinics of the 
surveillance system are not representative of all ANC clinics in the country.
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The ANC coverage rate, especially of first visits, is relatively high in most countries of the Region (Table 1). This means 
that ANC-based surveillance, which enrols first-time ANC attendees, “captures” most of the pregnant women during 
the surveillance rounds. Thus, the selected sample is representative of pregnant women in the catchment area. 

In this Update, 31 out of the 46 countries (67%) in the WHO African Region had collected and reported information 
on HIV prevalence among ANC attendees for 2005–2006 (Figure 1), although a few countries were reported to be in 
the process of analysing or finalizing their surveillance reports. 

Fig. 1 

ANC HIV sentinel surveillance activity in the WHO African Region, 2005–2006

Several countries in the Region have greatly expanded their ANC HIV sentinel surveillance system to cover more 
geographical and rural areas, where most of the population lives. However, a few countries in the Region, particularly 
in central Africa, western Africa and the Indian Ocean islands, conduct ANC surveillance infrequently or not at all 
(Table 1). 
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It is encouraging that countries such as Angola, Sierra Leone, Liberia, Republic of Congo, Democratic Republic of 
Congo and Eritrea, which experienced some years of political turmoil that affected their ANC sentinel surveillance, 
have re-established their ANC sentinel surveillance systems. 

Table 1

ANC HIV sentinel surveillance activity in the WHO African Region, by country 
Countries Total population 

(thousands, 
2005)

Urban  
population (%)

ANC coverage 
(%) – first visit

Year of last ANC 
round and data 

available

No. of ANC 
sites

HIV data 
available on 

ANC attendees 
aged 15–24 

years (yes or no)
Southern Africa
Angola
Botswana
Lesotho
Malawi
Mozambique
Namibia
South África
Swaziland
Zambia
Zimbabwe

127 350
15 941
1 765
1 795

12 884
19 792
2 031

47 432
1 032

11 668
13 010

–
53
57
19
17
35
35
59
24
35
36

–
–
99
91
94
-

85
89
–
94
82

–
2006
2006
2005
2005
2004
2006
2006
2006
2004
2006

–
11
24
10
18
36
29

1415
17
23
19

–
N
Y
Y
Y
N
Y
Y
N
Y
Y

Eastern Africa
Burundi
Eritrea
Ethiopia
Kenya
Rwanda
United Republic of Tanzania
Uganda

199 819
7 548
4 401

77 431
34 256
9 038

38 329
28 816

–
10
19
21
21
19
24
13

–
93
49
27
88
93
96
92

–
2006
2005
2005
2005
2005
2005
2005

–
8
15
79
38
30
81
24

–
Y
Y
Y
N
Y
N
N

Central Africa
Cameroon
Central Africa Republic
Chad
Congo
Democratic Republic of the 
Congo
Equatorial Guinea
Gabon
Sao tome and Principe

–
93 712
16 332
4 038
9 749
3 999

57 549
504

1 384
157

–
55
38
25
60
32
–
39
84
58

–
77
67
42
–
–
–
37
94
91

–
2002
2002
2003
2006
2005

–
No system

2003
No system

–
27
48
16
16
24
–
–
 3
–

–
Y
Y
Y
Y
Y
–
na
N
na

Western África
Algeria
Benin
Burkina Faso
Cape Verde
Côte d’Ivoire
Gambia
Ghana
Guinea
Guinea Bissau
Liberia
Mali
Mauritania
Niger
Nigeria
Senegal
Sierra Leone
Togo

296 485
32 854
8 439

13 228
507

18 154
1 517

22 113
9 402
1 586
3 283

13 518
3 069

13 957
131 530
11 658
5 525
6 145

–
63
40
18
57
45
54
48
33
30
58
30
40
17
48
42
41
40

–
79
88
72
99
84
92
90
74
89
84
53
63
39
61
82
82
78

–
2004/5
2005
2006
2004
2005
2005
2006
2004

No system
2006
2005
2005
2000
2005
2004
2006
2005

–
 10
35
13
5
35
8
40
18
–
10
16
8
5

160
12
11
53

–
Y
Y
N
N
N
N
Y
N
na
Y
Y
Y
Y
Y
N
N
N

Indian Ocean
Comoros
Madagascar
Mauritius
Seychelles

207 300
798

18 606
1 245

81

–
37
27
42
53

–
74
91
–
–

–
2006
2005

No system
2003

–
26
13
–
ns

–
Y
Y
na
ns

WHO African Region 738 096 – – – – –
Source: World Health Organization. World health statistics, 2007 (population figures and ANC coverage) 

Y yes, N no, na not available, ns not specified
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The number of ANC clinics reporting HIV prevalence in the WHO African Region has been increasing since 1991 
(Figure 2), although fewer countries (31) reported HIV prevalence among ANC attendees in 2005–2006 than in 
2003–2004 (32; 70%). This illustrates that some countries have improved their ANC HIV sentinel surveillance by 
expanding the number of sites to cover more geographical and rural areas. For example, South Africa more than 
tripled the number of sites used in 2006, as compared with the previous years. 

Fig. 2

Number of sentinel sites used by year, 1991-2006

Increasing the number of sentinel sites to expand HIV sentinel surveillance systems is of help if the added sites provide 
better geographical representation of the country, particularly of rural areas. However, countries need to ensure that 
they have the capacity to maintain good supervision of the sites so that high-quality data are collected and the same 
sites are used consistently to monitor trends.

National population-based HIV serosurveys

Since 2001, 26 countries in the Region (57%) have conducted national population-based surveys, which include HIV 
testing (Table 2). These surveys have provided valuable data on HIV infections among men and all women to comple-
ment the sentinel surveillance data. Three of these countries, South Africa, Mali and Zimbabwe, have conducted repeat 
surveys since that period. However, only the Zimbabwe survey enrolled young adults aged 15–29 years in 2001/02.

Two major approaches have been utilized for conducting population-based surveys in the Region (Table 2). There 
is a growing preference for adding an HIV testing component to the DHS or, subject to the availability of resources, 
conducting a special HIV and AIDS survey – known as an AIDS Indicator Survey (AIS). In some countries such as the 
Central African Republic, an HIV testing component was added to UNICEF’s Multiple Indicator Cluster Survey (MICS) 
to collect data on HIV and various health issues, mainly related to children. The choice of the type of approach to 
adopt depends mainly on the objectives of the survey and availability of financial resources. 

In addition to providing HIV prevalence data on men and women, population-based surveys tend to cover more rural 
areas than ANC clinic-based surveillance. These surveys also provide a unique opportunity to assess the extent to 
which the ANC clinic-based surveillance provides accurate data on HIV prevalence in the general population. Hence, 
they are very useful for calibrating and validating ANC sentinel surveillance data. 
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Table 2

Experience with national population-based HIV prevalence surveys in the WHO African Region, 2001–2006
Country Year(s) of survey Type of survey: DHS or national 

HIV/AIDS survey
Study population; age in years  
(men and women)

Mali 2001 DHS 15–49

Zambia 2001/2002 DHS 15–49

Zimbabwe 2001/2002 
2005

Young adult HIV/AIDS 
DHS

15–29 
15–49 

South Africa 2002 and 2005 (repeat survey) HIV/AIDS 2 and above

Zanzibar* 2002 HIV/AIDS 10 s and above

Niger 2002 HIV/AIDS 15–49 

Sierra Leone 2002 HIV/AIDS 15–49

Burundi 2002 HIV/AIDS 12 and above

Kenya 2003 DHS Women 15–49, men 15–59 

Ghana 2003 DHS Women 15–49, men 15–59 

Burkina Faso 2003 DHS Women 15–49, men 15–59 

Tanzania 2003 HIV/AIDS (AIS) Women 15–49, men 15–59

Cameroon 2004 DHS Women 15–49, men 15–59 

Uganda 2004 HIV/AIDS (AIS) 0–4, 15–49

Equatorial Guinea 2004 HIV/AIDS 15–49

Guinea 2004 DHS 15–49

Malawi 2004 DHS Women 15–49, men 15–59

Lesotho 2004/2005 DHS Women 15–49, men 15–59

Côte d’Ivoire 2005 HIV/AIDS (AIS) 15–49

Ethiopia 2005 DHS Women 15–49, men 15–59

Rwanda 2005 DHS Women 15–49, men 15–59

Senegal 2004 DHS 15–49 

Comoros 2005 HIV/AIDS 15–49 

Cape Verde 2005 DHS 15–49 

Benin 2006 DHS Women 15–49, men 15–59

Central African Republic 2006 MICS Women 15–49, men 15–59

Population-based HIV serosurveys and ANC surveillance use different methodologies. For example, population-based 
surveys require informed consent and sampling is usually household-based while in ANC surveillance, selection is 
facility-based and no informed consent is required, as unlinked anonymous procedures are used to test residual speci-
mens that are meant for routine ANC tests. While experience differs across countries, participation bias can be high, 
even when specimens are drawn using non-invasive techniques such as saliva or urine. These issues need to be 
considered when interpreting ANC surveillance vis-à-vis population-based data.

In the early years, most of the population-based HIV serosurveys conducted in the Region did not link HIV test results 
to individual questionnaires but this trend has changed. Nowadays, while processing HIV data from population-based 
surveys, except the personal identifiers, individual and household questionnaires are linked to the HIV test results in 
order to cross-tabulate household and individual variables to HIV test results. In this way, country policy-makers and 
programme managers are able to better understand the dynamics of the epidemic among the population. 

National population-based surveys, which are usually conducted every 3–5 years, are not a substitute for ANC clinic-
based surveillance or other surveillance systems. The interval between population-based surveys is not ideal for moni-
toring the trends in HIV infection, as countries have to wait for 9–15 years to get enough data points to assess trends. 
These surveys also exclude persons living in special institutions such as prisons, barracks, schools and hostels.
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Fig. 3

Population-based HIV prevalence surveys conducted in the WHO African Region, 2000–2006

HIV surveillance among special populations

Special populations are those that are vulnerable to, or have a higher risk for, HIV infection. These populations include 
sex workers and their clients, long distance truck drivers, armed forces personnel, prisoners, STI patients, migrant 
labourers and youth.

Since the early 1990s, surveillance for HIV among special populations has been infrequently carried out or not at all 
in most countries of the WHO African Region. Thus, there are limited recent HIV prevalence data among special popu-
lations in the Region. Monitoring the prevalence of HIV and other STIs, as well as the sexual behaviours in special 
populations at higher risk for HIV infection, is the cornerstone of HIV surveillance in countries with concentrated and 
low-level epidemics. 
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In the 1980s, several countries of the Region extensively monitored HIV prevalence in special populations. These 
populations included sex workers, long distance truck drivers, patients with STIs, military recruits and patients with 
tuberculosis (TB). Sex workers are a marginalized and often criminalized population in many countries of the Region, 
which makes monitoring of HIV infections in this subpopulation difficult.

Algeria carried out HIV surveillance among sex workers and STI patients in 2005. This was done in five sites for sex 
workers and four sites for STI patients. Madagascar also conducted surveillance among sex workers and STI patients 
in six and 13 sites, respectively, in 2005. In 2005, HIV surveillance was also conducted among sex workers in two sites 
in Niger and in unspecified sites in Benin. Senegal has consistently conducted HIV surveillance among sex workers 
from the 1980s to 2004. 

Most of the data on HIV prevalence among special populations, especially sex workers, were not generated through 
“routine” surveillance but rather from various special studies and research conducted over the past 8–9 years. For 
example, a study conducted among sex workers and truck drivers in KwaZulu Natal, South Africa yielded valuable 
information on the potential role of truck drivers and sex workers in the HIV dynamics in southern Africa. In this study, 
sex workers were used as field workers to administer questionnaires and collect saliva specimens for HIV antibody 
screening from their clients.4 

Similar studies among sex workers were conducted in Burkina Faso, Ghana, Togo, United Republic of Tanzania, Kenya, 
Benin, Angola, Côte d’Ivoire, Eritrea, Niger, Guinea and Uganda during 2000–2004. 

HIV and AIDS case reporting for surveillance purposes

Since 1986, WHO has required all Member States to regularly report AIDS cases and deaths. The AIDS case definition 
for adults and children has been revised several times to accommodate new clinical presentations and the availability 
of new diagnostic tests in most countries. In recent years, many countries with generalized epidemics do not regularly 
report AIDS cases; therefore, AIDS cases are grossly underreported in the Region. Very few countries with generalized 
epidemics, such as Benin and Uganda, are reporting AIDS cases.

After consultations with the Centers for Disease Control and Prevention (CDC) and other partners, WHO came up with 
a new recommendation for countries to report HIV/AIDS cases based on a revised case definition. This new recom-
mendation advises countries to report the whole spectrum of HIV disease, not just AIDS cases. Countries are advised 
to report newly diagnosed HIV infections with or without clinical presentations – staged as 1, 2, 3 or 4 depending 
on the clinical presentation and severity of symptoms. The new WHO guideline on surveillance of HIV disease seeks 
to harmonize surveillance and clinical staging definitions. In the present context of scaling up care and treatment 
for people infected with HIV, the purpose of surveillance is to monitor the burden of HIV disease – including the 
advanced stages – and allow estimates of the number of people who require care and treatment. In this regard, WHO 
and partners are in the process of field-testing the new HIV/AIDS reporting system and developing training materials 
for country surveillance officers.

In this era of scaling up antiretroviral therapy (ART), a growing number of countries are reporting the total number 
of patients with advanced HIV infection on ART. Such a reporting mechanism is mainly useful for patient monitoring 
and not for HIV surveillance purposes. However, it generates valuable information for programme planning, and moni-
toring and evaluation (M&E) at the country level. 

Since the establishment of the Integrated Disease Surveillance and Response (IDSR), AIDS case reporting has become 
part and parcel of this system. The IDSR monthly reporting form contains fields for AIDS cases disaggregated by inpa-
tient or outpatient. The entire IDSR system is being revised and both HIV and AIDS cases, disaggregated by age, are 
recommended to be reported on a monthly basis by countries. This new reporting system, if it is regular and complete, 
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will be very useful in understanding the contribution of HIV and AIDS to the overall communicable disease burden of 
countries in the African Region. 

Behavioural surveillance

Monitoring risky behaviours is vital for increasing the understanding of factors fuelling the HIV and AIDS epidemic. 
The data provided by behavioural surveys can help explain a variety of patterns and trends in HIV infection.

The DHS are the main sources of data on sexual behaviours among the adult general population and young people in 
the Region. Other sources of behavioural data in the Region include behavioural surveillance surveys (BSS) among the 
youth and other special populations, and the MICS. 

The DHS and most of the BSS use standardized questionnaires (modules) on sexual behaviours. There is consensus 
among in-country stakeholders and international organizations on the content of these modules and key indicators 
to be monitored. The standardization of questions and indicators allows monitoring of trends in sexual behaviours. 
Surveys have to be repeated every 3–5 years in the same type of populations for trends to be detected.

HIV and AIDS estimates and ART needs 

The G8 and the United Nations 2005 World Summit agreed on a goal of universal access to prevention, care and 
treatment by 2010.5 To achieve this goal, countries need information on people living with HIV and AIDS (PLWHA) or 
those who died because of HIV/AIDS-related conditions. As precise numbers of these are not known, UNAIDS/WHO 
use modelling to estimate those numbers. These estimates are derived from available data, such as population-based 
surveys, sentinel surveillance of pregnant women and surveys among populations at higher risk for HIV infection. 

Depending on the type of HIV epidemic – generalized, low-level or concentrated – HIV surveillance data are fed into 
the Estimation and Projection Package (EPP) and Spectrum software, under national population estimates and various 
epidemiological assumptions. The output of the Spectrum software, which is the last step of the process, includes the 
numbers of PLWHA, new infections, AIDS deaths and orphans; and treatment needs. 

UNAIDS/WHO organize training workshops to train country surveillance officers in the use of their own data to 
produce country-specific estimates and reports. These estimates and reports are validated and used for global epide-
miological updates, which UNAIDS and WHO are mandated to report every year. As country surveillance data and 
reporting mechanisms improve, these estimates will tend to be a step closer to the real population figures. In 2007, 
UNAIDS and WHO organized four regional workshops – two for English-speaking countries and two for French-
speaking ones – to update surveillance officers on new tools and software for calculating national estimates.

HIV drug resistance (HIV-DR) surveillance and monitoring 

WHO has developed public health guidelines to support and facilitate the implementation of ART in resource-limited 
settings. The guidelines include standardization and simplification of ART regimens and use of evidence-based treat-
ment protocols so as to avoid substandard treatment that would result in poor outcomes and the emergence of 
HIV-DR strains. Currently, most countries in the Region are scaling up their ART programmes.

The need for lifelong treatment, the chronic nature of HIV infection and the occurrence of mutations during HIV repli-
cation create inevitable conditions for the occurrence of HIV-DR. Surveillance and monitoring for HIV-DR is currently 
being implemented in many countries of the Region, and other parts of the world under the WHO/HIVResNet HIV 
drug resistance monitoring strategy (http://www.who.int/hiv/drugresistance/en/index.html) .
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WHO recommends the use of three methods for surveillance of HIV-DR: monitoring early warning indicators (EWIs), 
national threshold surveys, and monitoring patients for HIV-DR. 

The EWIs are programme and patient indicators that describe how ART programmes are functioning to delay the 
prevention of HIV-DR. WHO recommends 12 EWIs; these are being collected from ART sites, particularly from the 
following components: prescribing practices, percentage of patients lost to follow up, patient retention on first-line 
ART, drug pick-ups, keeping appointments for ART, pill count/adherence, and drug supply continuity. EWIs can also 
be used to monitor the likelihood of emergence of HIV-DR. These indicators are routinely collected from ART patient 
monitoring systems and do not require additional efforts from national HIV-DR committees.

HIV-DR threshold surveys evaluate the extent of transmission of drug-resistant strains of HIV among treatment-naïve 
populations in specified geographical settings in countries where ART is being scaled up. The surveys utilize preg-
nant women aged <25 years attending ANC clinics in ANC surveillance sites during surveillance rounds, and with no 
history of taking ART. A minimum of 47 first-visit ANC attendees are consecutively enrolled. No personal identifiers 
are collected but information on age, number of previous pregnancies, exposure to ART and, if available, information 
on the last negative and first positive HIV test are collected. Genotyping of the samples is done, and the prevalence 
of HIV-DR is classified into categories of <5%, 5–15% and >15%. If the prevalence of HIV-DR is <5% to all relevant 
antiretrovirals (ARVs), the surveys are repeated every two years but if it is higher, additional surveys or more resource-
intensive surveillance is required. 

In 2007, HIV-DR threshold surveys were conducted and completed in Swaziland, Kenya, Namibia, Malawi, South 
Africa and Tanzania. The prevalence of HIV-DR-associated mutations in all these countries was <5%. Four other coun-
tries – Chad, Republic of Central Africa, Congo and Cameroon – have also completed threshold surveys; genotyping 
of samples is in progress. Burkina Faso and Ghana plan to conduct HIV-DR threshold surveys in 2008.

The purpose of monitoring patients on ART for HIV-DR is to minimize the emergence and spread of HIV-DR strains. 
A few countries in the Region (Malawi, Swaziland and Mozambique) are currently carrying out this monitoring. 
Monitoring is designed to evaluate the prevalence of HIV-DR during the first year using routinely collected data on 
ART programmes and specimens drawn from 100 consecutively sampled patients who meet the eligibility criteria for 
monitoring. The monitoring is sentinel site-based and sites are selected from clinics offering ART according to the 
national guidelines. The following considerations are taken into account when selecting sentinel sites: geographical 
distribution, number of patients who start ART annually, socioeconomic characteristics of patients who use the service, 
site service characteristics and other factors related to ART in the country. 

Baseline information on previous ART experience, baseline mutations, regimens prescribed, clinic attendance, drug 
pick-up, adherence and end-point when first-line ART ends at the site for each individual are collected, and samples 
drawn from enrolled patients. This is repeated after 12 months. Programmatic achievement of >70% HIV-DR preven-
tion in the population at one year after the start of ART is the WHO/HIVResNet suggested standard to minimize the 
emergence of HIV-DR. 
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3.	 HIV and AIDS in Africa: the current situation

The current HIV situation in the WHO African Region presented below is based mainly on data generated by ANC 
sentinel surveillance in the period 2005–2006 and population-based surveys conducted since 2004 in 15 countries of 
the Region. Results from earlier population-based studies were published in the 2005 Update.

Pregnant women attending antenatal care clinics (ANC attendees)

Thirty-one of the 46 countries had information on HIV prevalence among pregnant women attending ANC clinics 
(ANC attendees) for the period 2005–2006 and a few other countries were still in the process of analysing or final-
izing their surveillance reports at the time of writing this report. 

There is a large variation in HIV prevalence between countries and subregions (Table 3). The median HIV prevalence 
among ANC attendees varied from <1% in Algeria, Comoros and Madagascar to 38.7% in Swaziland. More than half 
the countries in the Region which had ANC data for 2005–2006 had a median HIV prevalence of <4% among ANC 
attendees. 

HIV prevalence rates among ANC attendees in southern Africa are much higher than those in the other subregions 
of the WHO African Region. Most of the countries in southern Africa have a median HIV prevalence exceeding 15% 
among ANC attendees, except Angola. In the other subregions, median HIV prevalence rates range from <1% to 
6.8%. The available data suggest that countries in eastern and central Africa have similar HIV prevalence rates, and 
these rates are higher than those in western Africa. 

In 2005–2006, median HIV prevalence rates among ANC attendees in southern Africa varied from 2.4% in Angola to 
38.7% in Swaziland while in eastern Africa, the rates ranged from 1.8% in Eritrea to 6.8% in Tanzania. During the 
same period, only two out of the eight countries in central Africa – Congo Brazzaville and the Democratic Republic 
of Congo – had ANC HIV surveillance data and the median HIV prevalence rates among ANC attendees in these two 
countries were 3.6% and 4.4%, respectively. Median HIV prevalence in countries in western Africa varied from <1% 
in Algeria to 4.1% in Sierra Leone in 2005–2006 (Table 3). In Comoros and Madagascar in the Indian Ocean, median 
HIV prevalence rates were <1%. 
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Table 3

Median HIV prevalence (%) among pregnant women aged 15–49 years attending antenatal care clinics by year 
and location, 2005–2006

Countries by subregion Year All sites Urban sites Rural sites

N
HIV 

Prevalence N
HIV 

Prevalence N
HIV 

Prevalence
Southern Africa

Angola

Botswana

Lesotho

Malawi

Namibia

South Africa

Swaziland

Zimbabwe

Eastern Africa

Burundi

Ethiopia

Eritrea

Kenya

Rwanda

Tanzania (mainland)

Uganda

Central Africa

Congo

Democratic Republic of the Congo

Western Africa

Algeria

Benin

Burkina Faso

Côte d’Ivoire

Gambia

Ghana

Liberia

Mali

Mauritania

Nigeria

Sierra Leone

Togo

Indian Ocean islands

Comoros

Madagascar

2005

2006

2005

2005

2006

2006

2006

2006

2006

2005

2005

2005

2005

2005

2005

2006

2005

2004/5

2005

2006

2005

2005

2006

2006

2005

2005

2005

2006

2005

2006

2005

24

24

10

18

29

1415

17

19

8

79

15

38

30

81

22

16

24

10

35

13

35

8

40

10

16

8

160

11

53

26 

13

2.4

29.3

23.0

15.5

19.0

29.1

38.7

17.3

5.1

3.8

1.8

5.2

3.0

6.8

5.7

3.6

4.4

0.0

1.5

2.2

4.0

1.0

3.3

5.5

3.0

0.9

3.9

4.1

3.0

0.0

0.0

20

10

2

3

ns

ns

ns

10

4

38

10

24

14

36

9

9

14

ns

24

6

12

4

23

10

ns

ns

88

8

33

ns

ns

2.0

30.8

33.6

18.6

ns

ns

ns

18.0

6.5

9.1

3.0

7.5

5.1

10.4

7.6

4.5

4.9

ns

2.1

2.8

5.0

1.2

3.4

5.5

ns

ns

4.0

4.2

4.0

ns

ns

4

14

8

15

ns

ns

ns

9

4

41

5

14

16

45

13

7

10

ns

11

7

23

4

17

ns

ns

ns

72

3

20

ns

 ns

2.0

29.1

22.3

14.8

ns

ns

ns

17.1

2.2

1.5

0.6

3.9

2.1

4.6

3.3

2.8

3.9

ns

0.7

0.9

4.0

0.6

2.8

ns

ns

ns

3.3

2.6

2.0

ns

ns

Key: Countries not listed in the table had no ANC data for 2005–2006. Semi-urban sites were considered as urban sites

ns: not specified
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In the WHO African Region, pregnant women attending ANC clinics located in urban areas generally have higher HIV 
infection rates than those attending ANC clinics in rural areas. As Table 3 demonstrates, the differences in urban and 
rural rates are not very marked in most countries in southern Africa; the median urban–rural ANC prevalence ratio 
is 1. Substantial differences in the patterns of urban and rural HIV prevalence rates exist in countries in eastern and 
western Africa; the median urban–rural ANC prevalence ratio is 2, with Eritrea and Ethiopia having urban–rural ANC 
prevalence ratios of 5 and 6, respectively. 

Fig. 4 

Median HIV prevalence among pregnant women aged 15–49 years attending antenatal care clinics 
in the WHO African Region, 2005–2006
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Young pregnant women aged 15–24 years

HIV prevalence among young people aged 15–24 years is used as an indicator of the rate at which new infections 
occur (incidence). The United Nations General Assembly Special Session (UNGASS) on HIV and AIDS Declaration of 
2001 set a goal of reducing the rate of HIV infection among young people aged 15–24 years and therefore countries 
are required to report on this indicator.

Out of the 31 countries that reported ANC surveillance data for 2005–2006, only 11 (35%) collected and reported 
HIV prevalence by age. This observation indicates the need to increase efforts to recruit and report the HIV prevalence 
rates among young mothers in future ANC surveillance rounds in most countries. In addition, sample sizes of preg-
nant women enrolled for ANC surveillance by age are not always included in the HIV/AIDS surveillance reports of 
many countries, thus making it impossible to calculate the HIV prevalence among ANC attendees aged 15–24 years. 

Results from ANC HIV surveillance indicate substantial variations in HIV prevalence among young ANC attendees 
aged 15–24 years between subregions, countries and within countries. In 2005–2006, data from 10 countries indi-
cated that the median HIV prevalence among young mothers (15–24 years) attending ANC clinics varied from 2% in 
Eritrea to 10% in Burundi to 27% in Botswana (Figure 5). Countries in southern Africa have the highest HIV preva-
lence among ANC attendees aged 15–24 years, exceeding 10%.

Fig. 5

Median HIV prevalence among young pregnant women aged 15–24 years attending ANCs  
in selected countries, 2005–2006
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Adult general population (men and women)

Data on men and women are available from population-based surveys. The data presented in this section are from 
population-based HIV prevalence surveys conducted in 15 countries in the WHO African Region during 2004–2006 
(Table 4), as the data for the other 11 countries (that conducted population-based surveys in the period 2001–2003) 
were reported in the 2005 Update. 

Results from population-based surveys show marked diversity in HIV prevalence rates among the adult general popu-
lation (men and women) aged 15–49 years between countries and subregions. This corroborates the findings from 
the ANC-based HIV prevalence data, which show that the WHO African Region does not have one uniform epidemic 
but rather a series of different epidemics. HIV prevalence rates among the adult general population aged 15–49 years 
range from 0.025% in Comoros in the Indian Ocean to 23.6% in Lesotho in southern Africa (Table 4). 
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Table 4

HIV prevalence among the adult general population (men and women) aged 15–49 years by sex in selected 
countries: data from national population-based surveys, 2004–2006
Country All (men and women) Men Women

Number  
tested

HIV prevalence  
(%)

Number  
tested

HIV prevalence 
(%)

Number  
tested

HIV prevalence 
(%)

Southern Africa
Lesotho (2004/2005) 5 125 23.6 2 041 19.3 3 085 26.5

Malawi (2004) 5 150 11.8 2 465 10.2 2 686 13.3

South Africa (2005) 9 245 16.2 3 595 11.7 5 650 20.2

Zimbabwe (2005) 12 796 18.1 5 848 14.5 6 947 21.1

Eastern Africa
Ethiopia (2005) 10 540 1.4 4 804 1.4 5 737 1.9

Uganda (2004) 18 291 7.1 8 201 5.8 10 090 8.1

Rwanda (2005) 10 016 3.0 4 361 2.3 5 656 3.6

Central Africa
Cameroon (2004) 9 900 5.5 4 672 4.1 5 227 6.8

Equatorial Guinea (2004) ns 3.2 ns 2.9 ns 3.4

Central Africa Republic 
(2006)

10 017 6.2 4 658 4.3 5 413 7.8

Western Africa
Benin (2006) 8 991 1.2 3 956 0.8 5 025 1.5

Cape Verde – 0.8 – 1.1 – 0.4

Côte d’Ivoire (2005) 8 436 4.7 4 023 2.9 4 413 6.4

Guinea (2004) 6 387 1.5 2 616 0.9 3 772 1.9

Senegal (2004) 7 503 0.7 3 226 0.4 4 278 0.9

Indian Ocean
Comoros (2005) 3 999 0.025 ns ns ns ns

Countries in southern Africa have much higher HIV prevalence rates among the adult general population aged 15–49 
years than elsewhere in the Region. HIV prevalence rates among the general population in southern Africa vary from 
11.8% in Malawi to 23.6% in Lesotho. HIV infection rates among the adult general population aged 15–49 years 
in eastern Africa vary from 1.4% in Ethiopia to 7.1% in Uganda, while for central Africa, they vary from 3.2% in 
Equatorial Guinea to 6.2% in the Central African Republic. 

In western Africa, the rates of HIV infection among the adult population aged 15–49 years range from 0.7% in 
Senegal to 4.7% in Côte d’Ivoire. Comoros in the Indian Ocean had a rate of <1%. 
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Fig. 6

HIV prevalence among the adult general population (men and women) aged 15–49 years  
in selected countries: Data from population-based surveys, 2004-2006
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Gender differences: more women are infected than men

Results from population-based surveys in the WHO African Region indicate that more women are infected than men. 
Overall, except in Cape Verde, women aged 15–49 years were 1.6 times (range 1.1–2.4) more likely to be infected 
with HIV than men of the same age. In Cape Verde, HIV prevalence rates were 1.1% and 0.4% among men and 
women, respectively.
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Fig. 7

HIV prevalence among men and women aged 15–49 years in selected countries:  
Data from population-based surveys, 2004-2006
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Population-based data show a wide diversity in HIV prevalence among the age group of 15–24 years, with rates 
varying from <1% in Comoros, Senegal, Guinea, Benin and Ethiopia to 11.4% in Lesotho. Women aged 15–24 years 
are 3.4 times (range 1.8–8.0) more likely to be infected with HIV than men of the same age. 

Table 5

HIV prevalence among men and women aged 15–24 years: data from population-based surveys in selected 
countries, 2004–2006
Country All (men and women) Men Women

Number  
tested

HIV prevalence  
(%)

Number  
tested

HIV prevalence  
(%)

Number  
tested

HIV prevalence 
(%)

Southern Africa
Lesotho (2004/2005) 2403 11.4 1040 6.3 1367 15.4

Malawi (2004) 2071 6.0 910 2.1 1161 9.1

Zimbabwe (2005) 6139 7.8 2939 3.9 3200 11

Eastern Africa
Ethiopia (2005) 4526 0.7 2104 0.23 2422 1.1

Rwanda (2005) 4484 1.0 2026 0.44 2458 1.5

Uganda (2004) – – – 2.0 – 5.1

Central Africa
Cameroon (2004) 4527 3.2 2126 1.4 2401 4.8

Central Africa Republic 
(2006)

4059 3.7 1747 1.0 2312 5.7

Western Africa
Benin (2006) 3265 0.6 1481 0.3 1784 0.9

Guinea (2004) 2481 0.7 1122 0.5 1359 0.9

Côte d’Ivoire (2005) 3730 1.4 1706 0.3 2024 2.4

Senegal (2005) 3415 0.26 1547 0.1 1868 0.4

Indian Ocean
Comoros (2005) 3999 0.025 ns ns ns ns
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The urban–rural divide

The sampling technique used in population-based surveys allows for even the most remote rural areas to be included 
in the survey. Therefore, population-based surveys present a more accurate picture of the HIV situation in rural popu-
lations than data from ANC clinics, which tend to be mainly from urban areas.

The HIV prevalence rates in urban areas were generally 1.5 times (range1.1–8.0) higher than those in rural areas in 
the 11 countries that conducted population-based surveys during 2004–2006, with the exception of Senegal and 
Equatorial Guinea, where the rural and urban rates were the same. The highest difference was in Ethiopia, where HIV 
prevalence in urban areas was 8 times higher than that in rural areas. These population-based HIV prevalence data 
again corroborate the findings from ANC-based HIV surveillance data, which indicate that urban areas have higher 
HIV prevalence rates than rural areas. 

Fig. 8

HIV prevalence among adult population (men and women) aged 15–49 years by urban/rural 
residence in selected countries: Data from population based surveys, 2004-2006

Comparison of HIV prevalence results from population-based surveys with ANC HIV surveillance data

Population-based HIV prevalence data are valuable in calibrating and validating ANC HIV surveillance data. In most 
countries, HIV prevalence rates reported from population-based serosurveys tend to be lower than those observed 
among pregnant women attending ANC clinics. The reason is that rural areas, which generally have low HIV preva-
lence, are better represented in population-based surveys than in ANC sentinel surveillance systems and this has an 
effect on the overall population-based prevalence rates. However, direct comparison of HIV prevalence among ANC 
attendees with HIV prevalence among both men and women combined in the same cluster of the population-based 
survey showed that prevalence rates were similar.6 Figure 9 illustrates that ANC-based HIV prevalence data can give 
an indication of the prevalence in the adult general population. 

Population-based surveys and ANC HIV surveillance differ in sampling techniques, methods by which biological samples 
are collected, HIV testing strategies, incentives for participation and ways in which ethical issues are dealt with. 
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Informed consent is required in population-based surveys, in contrast to unlinked, anonymous procedures in ANC 
surveillance and, in most of the population-based surveys, less invasive procedures are used to draw specimens. All 
these issues have to be taken into account when comparing and interpreting population-based data with that from 
ANC HIV surveillance.

Fig. 9

HIV prevalence among general population (women and men) aged 15–49 years compared  
to median HIV prevalence among pregnant women aged 15–49 years attending ANCs in selected 
countries, 2001-2006
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Special populations

There are limited recent data on special populations in the WHO African Region because HIV surveillance among 
these populations is conducted infrequently or not at all.

Median HIV prevalence among sex workers at five sites in Algeria was 3.8% (ranging from 0% in Skikda and SidiBel 
Abbes to 10% in Saida) in 2004–2005. Sex workers in Tamanrasset, a city in southern Algeria, had an HIV preva-
lence of 8.6% in 2005, an increase from 1.7% in 2000. A study among sex workers in two sites in Dirkou and 
Maimou, both located outside the capital of Niger, had prevalence rates in 2006 of 22.9% and 46.6%, respectively. 
Sex workers in unspecified sites in Benin had an HIV prevalence of 25.5% in 2005. In 2005, median HIV prevalence 
among sex workers at six sites in Madagascar was 1.3% with a range of 0–2.75%.

HIV prevalence rates among sex workers in Senegal remained relatively high but stable in the three sites where surveil-
lance has always been conducted (Figure 10). In 2003 and 2004, sex workers in Dakar, the capital city of Senegal, had 
an HIV prevalence of 20.9% and 19.4%, respectively. Ziguinchor, a town outside Dakar, had the highest HIV prevalence 
rates among sex workers in the country. In 2003 and 2004, the rates were 30.3% and 29%, respectively. 

Sex workers in Thies, another town in Senegal, had HIV prevalence rates of 10.9% in 2003 and 11.9% in 2004. In 
Benin, HIV prevalence among sex workers declined from 52.6% in 1998 to 25.5% in 2005.7 In 2002, sex workers in 
Kampala, the capital city of Uganda, had an HIV prevalence rate of 46.8%, an increase from 28.2% in 2000.
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Studies conducted in other countries of the WHO African Region also showed high HIV prevalence rates among sex 
workers (Figure 11). In 2003, a study in Luanda, the capital city of Angola, found a prevalence rate of 33% among 
sex workers. Truck drivers in KwaZulu Natal, South Africa were found to have an HIV prevalence of 56.3% (the range 
among the five stops was 50–95%); often, these drivers stopped for sex with sex workers along the trucking route. 
Correspondingly, the HIV prevalence rates among the women, most of whom were having sex with these truck drivers, 
were high, ranging from 42% to 74%.8 Lowndes et al.9 found that in Accra, clients of sex workers often transmitted 
HIV to their regular sexual partners. This is most likely the case in many countries of the Region.

Fig. 11

Median HIV prevalence among female sex workers in selected countries, 1997-2006

Fig. 10

Trends in HIV prevalence among female sex workers in Dakar, Senegal, 1996-2004 
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4.	 HIV and AIDS in the WHO African Region: recent trends in HIV infection

Countries in the WHO African Region and worldwide chiefly utilize pregnant women attending ANC clinics to monitor 
trends in HIV infection over time. The ideal method is to track trends in HIV prevalence among ANC attendees in the 
same sentinel surveillance sites, but this has not been possible in all cases, as some countries do not use the same 
sites consistently. In this chapter, recent trends in HIV infection in the subregions and countries have been analysed 
using median HIV prevalence rates. 

Most countries have expanded their ANC sentinel surveillance in recent years to include more rural sites, which have 
relatively lower HIV prevalence rates than urban sites. This has an effect on the median HIV prevalence rates, a fact 
that should be taken into account when interpreting subregional and country median HIV prevalence rates.

Subregional trends in HIV infection

In the southern Africa subregion, trends in HIV prevalence rates were analysed using data from Botswana, Malawi, 
Namibia, South Africa, Swaziland and Zimbabwe. These countries have sufficient data for the assessment of trends 
from 1998 to 2006. 

In eastern Africa, the six countries used in the previous report (Burundi, Ethiopia, Kenya, United Republic of Tanzania 
and Rwanda) were again used to assess the trends in the subregion. For central Africa, three countries (Democratic 
Republic of the Congo, Congo and Chad) were used to calculate trends. In western Africa, Benin, Côte d’Ivoire, Ghana 
and Nigeria were used. Senegal, which was included in the last report, had no data for 2005–2006. 

Table 6

Trends in median HIV prevalence by subregion among pregnant women aged 15–49 years attending antenatal 
care clinics, 1997–2006

Subregion
Median HIV prevalence (%)

1997–1998 1999–2000 2001–2002 2003–2004 2005–2006
Southern Africa 26.1 29.3 25.5 25.0 24.1
Botswana 37.3 34.6 36.3 38.5 29.3

Malawi 18.5 22.8 16.9 17.0 15.5

Namibia 15.6 18.1 22.5 18.0 19.0

South Africa 21.3 25.4 26.2 29.5 29.1

Swaziland 30.9 33.4 38.2 42.2 38.9

Zimbabwe 31.0 33.1 24.8 20.5 17.3

Eastern 10.0 11.6 6.4 7.0 5.1
Burundi 4.5 5.0 5.3 4.8 5.1

Ethiopia 9.2 11.6 11.5 8.5 3.8

Kenya 14.7 14.4 6.4 8.0 5.2

United Republic of Tanzania 14.5 14.1 8.1 7.0 6.8

Rwanda 10 8.9 4.2 4.6 3.0

Central Africa 4.8 5.0 5.5 4.4 4.5
Democratic Republic of the Congo 
(DRC)

4.8 4.8 na 4.2 4.4

Congo 5.8 10.0 6.0 na 4.6

Chad 2.9 5.0 5.0 4.6 na

Western Africa 3.9 4.4 3.9 3.2 3.7
Benin 1.9 3.8 1.8 1.8 1.5

Côte d’Ivoire 7.0 5.8 4.6 2.5 4.0

Ghana 3.4 2.3 3.2 3.6 3.3

Nigeria 4.3 5.0 5.1 4.3 4.1

na data not available
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The ANC HIV surveillance data (Table 6) indicate wide diversity in and varying patterns of the HIV infection trends 
between subregions. Overall, the data suggest a levelling off of the epidemic in the WHO African Region since 
around 2000.

The recent ANC surveillance data (Table 6) in southern Africa suggest stabilization of the HIV infection rate at a high 
level of about 30%. This “apparent” stabilization in HIV prevalence may be due to high mortality rates being matched 
by the number of new infections, thus masking an epidemic that is still growing. The observed trend in HIV infection 
could also be attributed to increased efforts by countries in southern Africa to “slow down” the rate at which new 
infections occur. In eastern Africa, the data generally indicate a consistent declining trend in HIV infections. HIV preva-
lence rates in this region have fallen by about 50%. 

Because of the paucity of data from central Africa, it is not possible to assess the trend in HIV infection in the subre-
gion but data from the Democratic Republic of the Congo, Congo and Chad, the only countries with sufficient data, 
indicate a stable trend in HIV infection at around 5% since the mid-1990s. On the other hand, available data from 
western Africa indicate a fluctuating trend with rates still <5%.

Fig. 12

Trends in median HIV prevalence among pregnant women aged 15–49 years attending ANCs  
by subregion, 1997-2006

Data on HIV prevalence rates among ANC attendees aged 15–49 years in capital cities/big towns in the Region have 
been available for the longest time. HIV infection trends in selected cities/towns in the Region reveal large variations 
between the cities/towns (Figure 13). In Francistown, Botswana, the HIV infection rate increased exponentially from 
23.7% in 1992 to 43% in 1996, and has since stabilized at a very high level of >40%. In Gabarone, the capital city 
of Botswana, the HIV infection rate rose tremendously from 14.9% in 1992 to 31.4% in 1996 to 44.8% in 2003. In 
2005, HIV prevalence in Gaborone was 34.2%. Close follow up of the trend in Gaborone is vital before any concrete 
inferences can be made.

In Bujumbura, the capital city of Burundi, the HIV infection rate decreased from 29.1% in 1991 to 18.0% in 2005 to 
19.3% in 2006. In Kampala, the capital city of Uganda, HIV infection rates declined significantly from almost 30% in 
1992 to 7.3% in 2005. 

Declining trends in HIV infection have also been observed in some cities in western Africa. In Abidjan, the capital city of 
Côte d’Ivoire, the HIV prevalence rate declined from 14.8% in 1992 to 10% in 2001 to 6% in 2005. In Lagos, Nigeria 
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the HIV prevalence rate decreased from 3.1% in 2000 to 2.4% in 2005. In Accra, the capital city of Ghana, the HIV 
prevalence rate increased gradually from 1.2% in 1992 to 3.9% in 2000, and has been fluctuating at <5% since then.

Fig. 13

Trends in median HIV prevalence among pregnant women aged 15–49 years attending ANCs  
in selected cities in the WHO African Region, 1991-2006

Trends in HIV infection among pregnant women aged 15–24 years

Few countries in the Region have provided sufficient data to monitor HIV trends among ANC attendees aged 15–24 
years. Most countries are not reporting HIV prevalence in this age group. 

The data available indicate varied HIV trends among ANC attendees aged 15–24 years. HIV trends among 15–24-year-
old ANC attendees in southern African countries are stabilizing and this may be an early sign of an epidemic that is 
beginning to decline. In Botswana, the HIV prevalence trend among ANC attendees aged 15–24 years has shown a 
decline from 34% in 1998 to 33.6% in 2004 to 27.1% in 2005. HIV prevalence among 15–24-year-olds in Lesotho 
appears to be stabilizing. A significant decline was observed among ANC attendees aged 15–24 years in Zimbabwe, 
from 32.2% in 2000 to 13.1% in 2006. HIV prevalence data among ANC attendees aged 15–24 years in Swaziland 
were not available at the time of writing this report, but up to 2004, the prevalence rate in this age group showed an 
upward trend. 

A declining trend has been observed in countries in eastern Africa among ANC attendees aged 15–24 years, mainly 
in the urban sites. Declining HIV infection trends have been observed in both urban and some rural sites in Kenya. In 
urban sites such as Kisumu, the rate dropped from 36.7% in 2000 to 15% in 2005 while in Nyeri, the rate decreased 
from 12.6% in 2000 to 2.1% in 2005. In Chulaimbo, a rural site, HIV prevalence declined from 32.7% in 2000 to 
8.0% in 2005 while in Mbale, another rural site, prevalence decreased from 21.5% in 2000 to 9.9% in 2005. In 
Burundi, the national median HIV prevalence among ANC attendees aged 15–24 years declined from 7.1% in 2000 
to 3.9% in 2003. In 2005, ANC data showed a median rate of 9.9%. Continuous close tracking of the HIV trend 
among this age group is vital in ascertaining the course of the epidemic in Burundi. 
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Southern Africa

The subregion of Southern Africa comprises 10 countries (Angola, Botswana, Lesotho, Malawi, Mozambique, 
Namibia, South Africa, Swaziland, Zambia and Zimbabwe). The subregion has an estimated population of 127 350 
000 million,10 about 17% of the total population in the WHO African Region. More than 90% of pregnant women 
attend ANC clinics in southern Africa (range 82–99%), which implies a “good” representation of pregnant women in 
ANC surveillance samples.

In eight out of the 10 countries in the subregion (Angola, Botswana, Lesotho, Malawi, Namibia, South Africa, 
Swaziland and Zimbabwe), ANC-based HIV prevalence data for 2005–2006 were available at the time of writing this 
report. Four countries (Malawi, Lesotho, Zimbabwe and South Africa) conducted population-based HIV prevalence 
surveys among the general population in the period 2004–2005 (Table 2). South Africa and Zimbabwe also conducted 
population-based surveys in 2002 although the survey in Zimbabwe enrolled only young adults aged 15–29 years.

In Ghana, the prevalence of HIV infection was observed to be declining among ANC attendees aged 15–24 years, 
from 3.2% in 2002 to 2.1% in 2004 and also in urban sites in Côte d’Ivoire, where it declined from around 10% in 
2000 to <5% in 2005. Trends in the prevalence of HIV infection among ANC attendees in rural sites in Côte d’Ivoire 
appear to be stabilizing at around 5%.

Fig. 14

Trends in median HIV prevalence among pregnant women aged 15–24 years attending ANCs  
in selected countries, 1997-2006
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Fig. 15

HIV prevalence among pregnant women aged 15–49 years attending ANC clinics by site  
in southern Africa, 2005–2006

The ANC prevalence data show wide variations between countries. In 2005–2006, median HIV prevalence rates 
among ANC attendees were 38.7% in Swaziland, 29.3% in Botswana, 29.1% in South Africa, 23% in Lesotho, 
19.0% in Namibia, 15.5% in Malawi and 2.4% in Angola. South Africa and Lesotho used more rural sites in their last 
ANC surveillance rounds than in the previous years. This could have had a “lowering” effect on the overall national 
median HIV prevalence rates. 

Marked variations in HIV prevalence rates also exist within countries. In South Africa, HIV prevalence varied from 
15.2% in Western Cape Province to 39.1% in KwaZulu Natal Province. In Botswana, the HIV prevalence rate ranged 
from 17.8% in Kgalagadi (rural site) to 46.5% in Chobe, also a rural site. In Francistown, the rate was 42.3%, while 
in Gabarone, it was 34.2%. In Namibia, the HIV prevalence rate ranged from 7.9% in Opuwo and Gobabis to 39.4% 
in Katima Mulilo. In Swaziland, HIV prevalence rates in the four provinces were close with little variation, from 37.9% 
in Lubombo province to 41.5% in Shiselweni province. In Malawi, the HIV prevalence rate ranged from 6.3% in 
Thonje to 27% in Blantyre. In Lesotho, the range was from 17.1% in Paray to 37.2% in Maseru. 
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Fig. 16

Median HIV prevalence among pregnant women aged 15–49 years attending ANCs in selected 
countries in southern Africa, 2005-2006
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In 2005–2006, five countries in the subregion (Botswana, Lesotho, Malawi, Angola and Namibia had HIV prevalence 
data among ANC attendees by urban/rural residence Of these countries, HIV prevalence rates were similar in urban 
and rural areas in Angola, Botswana and Namibia, while in the other two countries prevalence rates in rural areas 
were generally much lower than those in urban areas (Figure 16). The latter pattern is similar to what is seen in most 
of the countries in the other three subregions, especially in eastern Africa.

There is a variation in HIV trends in countries belonging to the southern Africa subregion (Figure 17). Median HIV 
prevalence rates among ANC attendees aged 15–49 years in Botswana, South Africa, Swaziland, Namibia and Malawi 
are showing signs of levelling off but at varying and relatively high levels. In Botswana and South Africa, median HIV 
prevalence rates appear to be stabilizing at around 30%. In Swaziland, median HIV prevalence rates are stabilizing at 
around 38%, while in Malawi, stabilization is occurring at around 15%. Lesotho’s epidemic appears to be fluctuating. 
However, the rates of HIV infection appear to be increasing in urban areas in Lesotho, from 31% in 2003 to 33.6% in 
2005. Angola’s epidemic appears to be stabilizing at a low HIV prevalence level of about 2.4% since 2002. HIV infec-
tion prevalence trends are declining in Zimbabwe. Mozambique did not have data for 2005–2006 but earlier data 
indicated an upward trend. No recent ANC HIV prevalence data exist from Zambia, thus the trends in HIV infection  
in the country are not known. The results for the ANC surveillance conducted in 2006 in Zambia will be available in 
early 2008.
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Fig. 17

Trends in median HIV prevalence among pregnant women aged 15–49 years attending ANCs by 
country in southern Africa, 1997-2006 
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Results from population-based surveys conducted in the subregion reveal large variations in the levels of HIV infec-
tion between countries, with prevalence rates exceeding 10% among the adult general population aged 15–49 years. 
The HIV prevalence rates among the general population aged 15–49 years (men and women) were 10.8% in South 
Africa, 11.8% in Malawi, 18.1% in Zimbabwe and 23.6% in Lesotho. This corroborates the high prevalence found 
among ANC attendees in this subregion. 

All the population-based surveys in the subregion showed that women had higher HIV prevalence rates than men 
(Figure 18). Women were 1.5 times (range 1.6–2.4) more likely to be infected than men. 

The population-based surveys of 2002 and 2005 in Zimbabwe among young people aged 15–24 years showed an 
increase in the rates from 5.0% in 2002 to 7.8% in 2005 for men, while for women of the same age, the rate 
declined from 18% to 11%. Comparison of the 2002 and 2005 results of population-based surveys in South Africa 
indicated almost similar rates of infection among women (12% in 2002 and 13.3% in 2005) while for men, there 
was a decrease from 12.8% in 2002 to 8.2% in 2005. 

Fig. 18

HIV prevalence among women and men aged 15–49 years in selected countries in southern Africa: 
Data from population based survey, 2004-2006
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Eastern Africa

According to the 2007 World health statistics,10 the eastern Africa subregion, comprising seven countries – Burundi, 
Eritrea, Ethiopia, Kenya, Rwanda, Uganda and the United Republic of Tanzania – had an estimated population of 199 
819 000 million of whom 77 431 000 million lived in Ethiopia. ANC surveillance remains the cornerstone for moni-
toring HIV infection trends in the subregion. 

In most of the countries, over 90% of pregnant women attend ANC clinics. In Eritrea and Ethiopia, however, ANC 
clinic attendance rates are below 50% (Table 1), which may affect how representative the ANC clinic surveillance 
data are of pregnant women. To reach the recommended ANC surveillance sample sizes in the two countries, the 
sampling period for enrolment of pregnant women into the ANC surveillance samples was extended to 12 weeks, 
instead of the WHO-recommended period of 6–8 weeks. In Eritrea also, multiple clinics have been combined to form 
composite sites, which are used consistently in every round of ANC surveillance.

All the seven countries in the subregion had ANC surveillance data for the period 2005–2006. Five countries – 
Ethiopia, Kenya, Rwanda, Uganda and Tanzania (mainland) – conducted population-based surveys in the period 
2003–2005. 

Fig. 19

HIV prevalence among pregnant women aged 15–49 years attending ANC clinics in eastern Africa  
by site, 2005–2006 
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Overall, the HIV prevalence has been declining in the subregion. Current country median HIV prevalence rates among 
pregnant women attending ANC clinics in all the countries are <7%. As elsewhere in the WHO African Region, there 
are marked differences in the rates of HIV infection between countries. 

Median HIV prevalence varied from 1.8% in Eritrea to 6.8% in Tanzania (mainland). Zanzibar, which is part of the 
United Republic of Tanzania, had an HIV prevalence rate of <5%. 

Ethiopia greatly expanded its ANC surveillance system to include more rural sites in 2005, and this could explain why 
the country exhibits an apparent “big” decline in the national median HIV prevalence, from 8.5% in 2003 to 3.8% 
in 2005. Median HIV prevalence rates for 2003 and 2005 among ANC attendees in urban areas were similar. Further 
tracking of the national median HIV prevalence will help to better understand the trends.

 There are also large variations in HIV prevalence rates within countries. In 2005–2006, HIV prevalence rates among 
ANC attendees ranged from <1% to 5.9% in Eritrea, 0.5% to 24.8% in Ethiopia, 1.3% to 11.1% in Uganda, 0.2% 
to 18.4% in Rwanda and 0.5% to 19.6% in Tanzania. 

Fig. 20

Median HIV prevalence among pregnant women aged 15–49 years attending ANCs by country in 
eastern Africa, 2005–2006 

There are substantial differences in HIV prevalence rates between ANC attendees in urban and rural areas in the 
eastern Africa subregion (Figure 21). In 2005–2006, the HIV prevalence rate in urban areas ranged from 5.1% to 
10.4%, while in rural areas, the rate varied from 0.6% to 4.6%.
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Fig. 21

Median HIV prevalence among pregnant women aged 15–49 years attending ANCs by urban/rural 
residence by country in eastern Africa, 2005–2006 

HIV prevalence rates continued to decline in Kenya and Ethiopia while Uganda and Burundi, which experienced huge 
declines in HIV prevalence in the past, showed a trend towards stabilization of rates at between 5% and 6%. In 
Tanzania, HIV prevalence declined from 14.5% in 1997–1998 to 7.0% in 2003–2004. In 2005, HIV prevalence in 
Tanzania was 10.4%, a modest increase from the rate in 2003–2004. In Rwanda, HIV prevalence declined from 10% 
in 1997–1998 to 4.2% in 2001–2002, with a rate of 5.1% in 2005, showing a gradual increase. The rate in Eritrea is 
stable at around 1.8%.

Fig. 22

Trends in median HIV prevalence among pregnant women aged 15–49 years attending ANCs by 
country in eastern Africa, 1997–2006 
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Few countries in the subregion have consistently reported HIV prevalence among young ANC attendees aged 15–24 
years. Five of the seven countries in the eastern subregion (Burundi, Eritrea, Ethiopia, Rwanda and Uganda) reported 
the HIV prevalence rate for young pregnant women in 2006. HIV prevalence rates among ANC attendees aged 15–24 
years were 1.8% in Eritrea, 5.6% in Ethiopia, 3.5% in Rwanda, 9.9% in Burundi and 5.9% in Uganda in 2006.

Declining HIV prevalence rates were observed among 15–24-year-old ANC attendees in Ethiopia, from 13.7% in 
1997–1998 to 11.4% in 2001–2002 to 5.6% in 2005–2006. Similar declines were observed among young ANC 
attendees aged 15–24 years in Burundi, where HIV prevalence dropped from 7.1% in 2000 to 5.1% in 2002 to 3.9% 
in 2003. In 2005, HIV prevalence among ANC attendees in Burundi was higher (9.9%) than that in 2003. Further 
monitoring of the HIV prevalence trend among this group in Burundi will provide a better understanding of exactly of 
what is happening in this young age group. 

Fig. 23

Trends in HIV prevalence among young pregnant women aged 15–24 years attending ANCs  
in selected countries in eastern Africa, 1997–2006 
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Data on HIV prevalence from population-based surveys conducted in the subregion since 2002 corroborate the find-
ings from ANC-based surveillance data – that there are large variations in HIV prevalence between and within coun-
tries. HIV prevalence among the adult general population aged 15–49 years was 1.4% in Ethiopia, 3.0% in Rwanda, 
6.3% in Kenya, 7.0% in Tanzania and 7.1% in Uganda. 

HIV prevalence among the general population in Ethiopia varied from 0.2% in a southern region (SNNP) to 4.7% in 
Addis Ababa. In Rwanda, the rate ranged from 2% in the north to 6.7% in Kigali, while in Uganda it ranged from 
2.5% in the north-west to 9.0% in the central domain, and 9.2% in Kampala.

The population-based surveys found that more women were infected with HIV than men, with the differences 
more marked in the young age groups. Women in all age groups were 1.4 times (range 1.2–1.9) more likely to be 
HIV-infected than men, while in the age group of 15–24 years, women were about 3.4 times (range 1.3–4.5) more 
likely to be infected than men of the same age. 

HIV prevalence data from population-based surveys are consistent with the observations of the ANC-based surveil-
lance data that HIV prevalence rates in urban areas are much higher than those in rural areas (Figure 24). 
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Central Africa

Central Africa consists of eight countries – Cameroon, Equatorial Guinea, Central African Republic, Chad, Congo, 
Democratic Republic of Congo, Gabon, and Sao Tome and Principe. Together, these countries have an estimated popu-
lation of 93 712 000 million.10 

ANC sentinel surveillance activity has been very limited in this subregion, especially since 2002. Two countries in this 
subregion do not have established ANC sentinel surveillance. The paucity of data makes it difficult to assess trends in 
HIV infection in this subregion.

In 2005–2006, only two countries – Congo and the Democratic Republic of Congo – conducted ANC HIV surveil-
lance. Equatorial Guinea, Cameroon and the Central African Republic conducted national population-based surveys in 
2004–2006.

In 2005–2006, the median HIV prevalence among ANC attendees was 4.4% in the Democratic Republic of Congo 
and 3.6% in Congo. The data from these countries, like elsewhere in Africa, showed that HIV prevalence rates were 
higher in urban than in rural areas. ANC attendees in urban and rural areas in the Democratic Republic of Congo had 
median HIV prevalence rates of 4.9% and 3.9%, respectively. In Congo, among ANC attendees in urban areas, the 
HIV prevalence rate was 4.5%, while in rural areas it was 2.8%.

ANC surveillance data showed marked variations in HIV prevalence rates within countries. In Congo, HIV prevalence 
among ANC attendees ranged from <1% in Djambala, a rural site, to 6.0% in Point Noire, Congo’s commercial 
port. In the Democratic Republic of Congo, the prevalence ranged from 2.2% in Mikalayi, a rural site, to 6.8% in 
Lubumbashi and 7.8% in Tshikapa, an urban site.

Fig. 24

HIV prevalence among adult general population (men and women) aged 15–49 years attending 
ANCs by urban/rural residence in selected countries in eastern Africa: 
Data from population based surveys 2003-2006
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Fig. 25

HIV prevalence among pregnant women aged 15–49 years attending antenatal care clinics in central 
Africa by site, 2005–2006

Data from population-based surveys showed substantial variations in HIV prevalence between countries. Equatorial 
Guinea had the lowest rate of 3.2% among the adult population aged 15–49 years, while it was 5.5% in Cameroon 
and 6.2% in the Central African Republic. Results from all the population-based surveys showed that women had 
higher HIV prevalence rates than men (Figure 26). Women were about 1.6 times (range 1.4–2.1) more likely to be 
HIV-infected than men. The differences in HIV prevalence rates between men and women were more marked in the 
younger age groups.

Fig. 26

HIV prevalence among adult general population (men and women) aged 15–49 years in selected 
countries in central Africa: Data from population based surveys, 2004–2006
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Overall HIV prevalence among young people (men and women) aged 15–24 years in the two countries with data 
were 3.2% in Cameroon and 3.7% in the Central African Republic. In the Central African Republic, the prevalence 
rate among women aged 15–24 years was about six times higher than that among men of the same age, while 
in Cameroon, young women were more than three times more likely to be infected than men of the same age. 
Cameroon and the Central African Republic have a relatively high HIV prevalence among young people aged 15–24 
years, especially women, indicating a high rate of new infections in these countries. 

Fig. 27

HIV prevalence among young people aged 15–24 years in the general population by sex in selected 
countries in central Africa: Data from population based surveys 2004-2006

Western Africa

In 2006, the population of the 17 countries in western Africa was 296 485 000 million, of which 131 530 000 million 
were living in Nigeria.10 This subregion has 40% of the total population of the WHO African Region. 

1n 2005–2006, 12 out of the 17 countries in the subregion collected and reported ANC HIV surveillance data. A few 
countries in the subregion have not conducted ANC HIV surveillance since 2000. 

In 2004–2006, six countries (Benin, Cape Verde, Côte d’Ivoire, Guinea, Mali and Senegal) conducted national popu-
lation-based surveys. Mali had conducted a population-based survey in 2002. The results of the repeat survey in Mali 
were not readily available at the time of writing this report. Four countries, Burkina Faso, Ghana, Niger and Sierra 
Leone, conducted population-based surveys in the period 2002–2003. 

There is considerable diversity in the levels of the epidemic in countries of western Africa. In 2005–2006, for the 
countries that reported ANC surveillance data, median HIV prevalence varied from <1% in Algeria and Mauritania to 
5.5% in Liberia (Table 3). Of note is that Liberia has just established ANC HIV sentinel surveillance.
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Fig. 28

HIV prevalence among pregnant women attending antenatal care clinics in western Africa  
by site, 2005–2006

Countries in western Africa also exhibit differences in HIV prevalence rates between urban and rural areas. Benin, 
Burkina Faso, Togo, Sierra Leone and Gambia show marked differences in urban and rural prevalence rates but in 
Côte d’Ivoire, Nigeria and Ghana, the differences between urban and rural areas are small (Figure 29). 

Fig. 29

Median HIV prevalence among pregnant women aged 15–49 years attending ANCs by Urban/Rural 
residence in selected countries in western Africa, 2004–2006
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Trends in HIV infection varied in western Africa (Figure 30). Declining trends were observed in Côte d’Ivoire and 
Burkina Faso. Median HIV prevalence rates among ANC attendees in Burkina Faso decreased from 7% in 1997–1998 
to 4.8% in 2001–2002 to 2.8% in 2005–2006. 

Similarly, Côte d’Ivoire registered a marked decrease in the levels of HIV infection, from 10% in 1997–1998 to 8.3% 
in 2003–2004 to 4% in 2005–2006. HIV infection rates in Ghana, Benin and Nigeria showed stabilization. HIV 
prevalence rates in Senegal increased from 0.9% in 1998–1999 to 1.1% in 2002 to 1.9% in 2003.

Fig. 30

Trends in median HIV prevalence among pregnant women aged 15–49 years attending ANCs  
in selected countries in western Africa, 1997–2006
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Only six countries in the subregion collected and reported HIV prevalence by age, with three reporting HIV prevalence 
among 15–24-year-old ANC attendees. In 2005–2006, HIV prevalence among ANC attendees aged 15–24 years 
was 1.8% in Mauritania, 2.2% in Benin and 2.6% in Mali. The other three countries reported age-specific HIV preva-
lence by five-year categories and no sample sizes were indicated to enable calculation of the HIV prevalence among 
15–24-year-old ANC attendees.

Data from population-based surveys showed HIV prevalence rates of <5% among the adult general population 
(women and men) aged 15–49 years. There was great diversity between countries in HIV prevalence rates among the 
adult general population. It was 0.7% in Senegal, 0.9% in Guinea, 1.5% in Benin and 4.7% in Côte d’Ivoire.
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Fig. 31

HIV prevalence among adult population (men and women) aged 15–49 years in selected countries in 
western Africa: Data from population based surveys 2003–2006

Results from the population-based surveys showed that women were about twice (range 1.2–2.3) more likely to be 
infected than men of the same age, except in Burkina Faso, where HIV prevalence rates among women and men were 
similar (1.9% for women and 1.8% for men). The differences were more marked in the young age group of 15–24 
years. For instance, in Côte d’Ivoire, young women aged 15–24 years were about 8 times more likely to be infected 
than men of the same age. In Senegal, young women aged 15–24 years were 4 times more likely to be HIV-infected 
than men of the same age.

Fig. 32

HIV prevalence among men and women aged 15–49 years: Data from population based surveys in 
selected countries in western Africa
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In most of the countries, HIV prevalence rates among the adult general population (men and women) aged 15–49 
years were higher in urban areas than in rural areas. The two exceptions were Senegal and Ghana, where the rates in 
urban and rural areas were close (Figure 33). 

Fig. 33

HIV prevalence among adult general population (women & men) aged 15–49 years by urban/rural 
residence in selected countries in western Africa: Data from population based surveys, 2003–2006
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5.	 Sexually transmitted infections (STIs): current situation and trends

STIs are important cofactors for HIV transmission. Therefore, the prevalence of STIs is an important indicator of risk 
behaviours. A high incidence or prevalence of STIs provides an early warning sign for mounting a national HIV and 
AIDS response. 

Few countries report on the seroprevalence of syphilis among pregnant women attending ANC clinics at selected sites, 
yet syphilis screening is used as an entry point for unlinked anonymous HIV testing during ANC HIV sentinel surveil-
lance. A number of countries in the Region focus on collecting data on the incidence and prevalence of STI syndromes 
through passive case reporting but the data are largely affected by underreporting. Few countries in the Region have 
well-functioning STI surveillance systems.

Several studies and research conducted in the Region on STIs have provided valuable data on the burden and nature 
of STIs. However, the ad hoc and localized nature of most of these studies limits their ability to assess the current situ-
ation and trends in the prevalence and incidence of STIs at the national level. 

A few countries such as Zambia and Uganda incorporated a component of testing for syphilis in their last DHS (2001–
2002) and AIS (2004–2005), respectively. Uganda also included other biomarkers such as herpes simplex virus type 
2 (HSV-2) and hepatitis B in the AIS. Adding a syphilis component and other biomarkers of STIs to population-based 
surveys will improve the availability of information on the burden of STIs in the Region, and is all the more important 
because a number of countries plan to conduct national population-based surveys.

Eleven countries in the WHO African Region reported the results of syphilis testing among pregnant women attending 
ANC clinics in 2005–2006. It is likely that other countries collected data on syphilis but did not compile, analyse and 
report the data. Most countries have no systematic procedures for collection, analysis and inclusion of results on 
syphilis in their country HIV surveillance reports.

In 2005–2006, the median seroprevalence of syphilis among ANC attendees ranged from 0.9% in Botswana to 4.6% 
in Comoros to 5.3% in Madagascar (Figure 34). Seroprevalence rates of syphilis among sex workers in Madagascar 
were much higher than those among ANC attendees; rates varied from 8.5% in Toliara to 39.3% in Toamasina. The 
relatively high prevalence of syphilis in Comoros and Madagascar (both countries with low-level HIV epidemics) is an 
indicator of a high prevalence of high-risk behaviours, which can trigger an escalation in the spread of HIV if appro-
priate measures are not taken. The data on syphilis shows the widespread nature of STIs in the WHO African Region, 
and the need for strengthening STI surveillance systems and interventions on STIs.

Data on the seroprevalence of syphilis do not seem to suggest any correlation with the levels of HIV infection in the 
countries, nor do they show distinct subregional patterns. Levels of syphilis can be affected by differences in testing 
strategies, health-seeking behaviours, STI interventions in the countries and self-medication practices. 

Within countries, there are variations in the seroprevalence of syphilis. For instance, in South Africa, the seroprevalance 
varied from 1.1% in Limpompo province to 8.5% in Northern Cape in 2006 and, in Ghana, the rates varied from 0% 
in Tongu (rural site) to 24% in Odoben Bakwa in 2006. 



42 Chapter 5

Fig. 34

Median seroprevalence of syphilis among women aged 15–49 years attending ANCs in selected 
countries, 2005–2006
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Figure 35 shows the trends in syphilis seroprevalence among pregnant women attending ANC clinics in Burundi, 
South Africa, Swaziland and Zimbabwe. Generally, trends in the seroprevalence of syphilis have been on the decline 
in South Africa. On the other hand, the seroprevalence of syphilis has stabilized in Burundi. Declining trends in sero-
prevalence were observed in Zimbabwe, where the rates declined from 1.8% in 2001 to 0.3% in 2006. Swaziland 
experienced a rise in the seroprevalence of syphilis, from 5.2% in 1998 to 6.1% in 2000 to 8.0% in 2004. 

Fig. 35

Trends in median seroprevalence of syphilis among pregnant women aged 15–49 years attending 
ANCs in selected countries in WHO African Region, 1997–2006
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Benin has been collecting data on the seroprevalence of syphilis among blood donors since 2001. The data show that 
there has been a gradual increase in the seroprevalence of syphilis among blood donors, from 1.5% in 2001 to 1.6 % 
in 2003 to 2.2 % in 2004.

The DHS conducted in Zambia in 2001/2002 found that more women than men were infected with syphilis. Among 
women, the seroprevalence of syphilis was 8.3% while among men it was 7.6%. Young women aged 15–24 years 
were infected with syphilis 1.8 times more than men of the same age. Results from the AIS in Uganda showed that 
the prevalence of syphilis was 3% among the adult general population (men and women) aged 15–49 years. 

There is overwhelming evidence to show that ulcerative STIs such as HSV-2 and Chlamydia facilitate the transmission 
of HIV. No country in the Region systematically tracks the magnitude and trends of these STIs. The high costs and 
complexity associated with testing make it difficult for many countries in the Region to institutionalize surveillance for 
these STIs.

The 2004–2005 Uganda AIS showed that infection with HSV-2 was widespread and 44% of the adult population 
(men and women) were infected. More women than men were infected with HSV-2 (48% versus 38%). This survey 
also found that 1 in 10 adults (men and women) aged 15–49 years were infected with hepatitis B.

Specialized research studies on HSV-2 have been conducted in a number of countries. A phase III study on a vaginal 
microbicide in South Africa among sex workers along five truck stops between Durban and Johannesburg found that 
84% of the sex workers had HSV-2.4 The study showed that HSV-2 prevalence increases rapidly with age. By the age 
of 18 years, 60% of women are infected with HSV-2; 90% by 25 years and 100% by the age of 35 years. A prospec-
tive study conducted in Zimbabwe and Uganda found high prevalence and incidence rates of HSV-2 among women. 
The prevalence of HSV-2 was 52% in Uganda and 53% in Zimbabwe.11 This study corroborated an earlier study 
conducted in Rakai, Uganda in 1999–2000, which found that 61% of women and 31% of men aged 15–29 years 
were infected with HSV-2.12 
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6.	 Monitoring sexual behaviour

Behavioural data serve as an early warning system and provide information to guide programme design and evaluate 
interventions. In addition, the data provide information that can explain HIV prevalence trends. The main sources of 
data on sexual behaviour in the Region are the DHS conducted in selected countries of the WHO African Region. Some 
countries are also including key questions on sexual behaviour in their AIS and Multiple Indicator Cluster Surveys 
(MICS).

Results from the DHS in selected countries of the Region show that there is a high proportion of both men and 
women who engage in higher-risk sex (Table 7). In the 18 countries with data (Table 7), the proportion of men who 
had engaged in higher-risk sex in the past 12 months prior to the surveys ranged from 13.6% in Rwanda to 65% in 
Botswana, while for women, it ranged from 5.9% in Senegal to 54% in Botswana. More men than women reported 
having higher-risk sex in the past 12 months in all the countries. No clear subregional patterns were observed among 
the proportion of persons reporting higher-risk sex in the past 12 months. 

Table 7

Key indicators of sexual behaviour among adults aged 15–49 years and young people aged 15–24 years  
in selected countries: data from demographic and health surveys, 2001–2005 
Country and  
year of survey

ADULTS AGED 15–49 YEARS YOUNG PEOPLE AGED 15–24 YEARS
Higher-risk sex in  
the past year (%)

Condom use at last 
higher-risk sex (%)

Median age at first  
sex (in years)

Premarital sex Condom use at last 
premarital sex

Men Women Men Women Men Women Men Women Men Women
Benin (2006) 30 12 40 25 – – 82.1 – 44.4 –

Botswana (2001) 65 54 70 80 – – – – – –

Burkina Faso (2003) 39 10 69 53 19.5 17.5 32 26 66 55

Cameroon (2004) 62 29 55 41 18.0 17.1 45 34 57 51

Congo (2005) 59.8 38.4 42.9 21.0 66.4 59.2 36.3 21.0

Côte d’Ivoire (2005) 58.9 33.2 51.6 33.6 – – 56.1 57.8 53.5 41.0

Ghana (2003) 38 21 45 28 20.2 18.3 24 30 52 35

Guinea (2005) 53.6 15.6 39.5 25.2 – – 52.9 35.6 35.0 25.7

Kenya (2003) 40 18 47 24 17.5 18.1 41 21 47 27

Lesotho (2004) 59.6 35.6 45.5 41.9 – – 47.7 28.2 50.3 55.7

Malawi (2005) 26.9 8.3 47.1 30.1 – – 39.1 21.1 46.3 38.7

Mozambique (2003) 51 21 24 33 16.2 16.1 67 54 35 35

Rwanda (2005) 13.6 8.1 40.9 19.7 – – 8.7 4.7 39.2 25.2

Senegal (2005) 42.7 5.9 61.9 37.5 – – 20.9 2.1 47.5 21.8

Tanzania (2004) 46 16 51 33 17.5 17.4 43 29 46 37

Uganda (2004/2005) 37 15 53 47 18.2 17.2 30 24 54 54

The United Republic 
Tanzania (2003–2004)

46 23 50 50 18.1 17.7 39 33 47 44

Zimbabwe (2005) 35.7 11.2 71.2 46.7 – – 28.1 12.9 67.3 40.4

In spite of the high proportion of men and women engaging in higher-risk sex, condoms were not always used. 
Condom use at last higher-risk sex among men varied from a low of 24% in Mozambique to a high of 71.2% in 
Zimbabwe, while among women, it varied from 19.7% in Rwanda to 80% in Botswana. In general, women were less 
likely to use condoms during higher-risk sex than men (Figure 36).

A few countries have sufficient data to monitor trends in key sexual behaviours such as higher-risk sex in the past 12 
months, condom use at last higher-risk sex, median age at first sex, premarital sex and condom use during the last 
incidence of premarital sex.
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Fig. 36

Trends in proportions of men and women reporting having higher-risk sex in the last 12 months by 
year and country: Data from Demographic and Health surveys, 1998–2006

A reduction was observed in the proportion of both men and women reporting higher-risk sex between 1993 and 
2003 in Kenya. The proportion of men reporting higher-risk sex in the past 12 months dropped from 49% in 1993 to 
39% in 2003, while for women the decrease was from 22% to 18% in 2003. 

In Cameroon, the proportions of men and women reporting higher-risk sex in the past 12 months prior to the surveys 
remained stable; 64% in 1998 and 62% in 2004 for men, 28% in 1998 and 29% in 2004 for women. In Uganda, 
the data show that there was an increase from 1995 to 2004/2005 among both men and women who reported 
higher-risk sex and multiple sexual partners in the 12 months prior to the DHS. The proportion of men who reported 
engaging in higher-risk sex was 31% in 1995 and 37% in 2004/5, while for women it was 11% in 1995 and 15% in 
2004/5. 

In Tanzania, the proportion of men reporting higher-risk sex in the 12 months prior to the surveys increased from 
42% in 1996 to 46% in 2004, while there was a huge increase among women, from 18% in 1996 to 42% in 2004. 
Again, in Tanzania, the proportion of men who reported having multiple sexual partners remained at 30% in 1999 
and 2004, while in Kenya, there was a marked reduction in the proportion of men who reported having multiple 
sexual partners, from 30% in 1998 to 17% in 2003. The proportion of women who reported having multiple sexual 
partners in Kenya and Tanzania was less than 5% in 2003 and 2004. 
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Fig. 37

Trends in condom use among men aged 15–49 years during last higher risk sex in selected countries: 
Data from demographic and health surveys, 1998–2006

Three countries (Burkina Faso, Kenya and Cameroon) show an increasing trend in condom use during higher-risk sex 
among both men and women (Figure 37). On the other hand, Tanzania showed an increase from 42% in 1996 to 
55% in 1999 with a drop to 46% in 2004. A similar pattern of condom use has been observed in Uganda – 37% in 
1995 to 60% in 2000/01 with a drop to 53% in 2004/05. 

Young people (men and women) aged 15–24 years

The results from the DHS indicate that sexual activity among women and men in most countries starts between 17 
and 20 years. This is a positive change from the surveys conducted in the 1990s, which showed that, on an average, 
sexual debut took place between the ages of 16 and 17 years. In some countries such as Ghana, Kenya and Uganda, 
the median age at first sex has increased for both men and women (Figure 38) 
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Fig. 38

Trends in median age at first sex among women aged 15–24 years in selected countries:  
Data from demographic and health surveys, 1989–2006
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Premarital sex among young people aged 15–24 years is significantly common in all countries of the Region that 
report these data (Table 7). There are no clear subregional patterns. With the exception of Ghana, young men are 
more likely to report having engaged in premarital sex than women. 

Overall, there is a decline in the proportion of young women and men reporting premarital sex in all the countries, 
though there are variations in the rates of decline. In Ghana, the proportion of young women reporting premarital sex 
decreased from 49% in 1993 to 30% in 2003, while in Tanzania, the proportion of women reporting premarital sex 
decreased to 29% in 2003 from 35% in 1992. For men, it decreased from 65% in 1992 to 43% in 2004 (Figure 39). 

Fig. 39

Trends in proportions of young men aged 15–24 years reporting having premarital sex in selected 
countries: Data from demographic and health surveys, 1992–2006
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Results from DHS indicate an increasing trend in condom use among both men and women aged 15–24 years during 
premarital sex (Figure 40). However, as the results show, condoms are not consistently used during premarital sex.. 

Fig. 40

Trends in condom use among young people aged 15–24 years during prematerial sex by sex in 
selected countries: Data form demographic and health surveys, 1998–2006
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7.	 Morbidity and mortality due to HIV and AIDS

Few countries in the WHO African Region have established systems to record and track morbidity and mortality data 
on AIDS. Thus, empirical data on AIDS morbidity and mortality are limited. 
 
AIDS cases serve as an indicator of morbidity. In Cape Verde and Sao Tome and Principe, countries with an HIV preva-
lence of <1%, the number of people reported with AIDS is increasing. In Sao Tome and Principe, 254 people have 
developed AIDS since 1990. 

The impact of the HIV/AIDS epidemic on child and adult mortality is becoming evident in all countries of the Region, 
even in those with low-level epidemics such as Seychelles. The Ministry of Health records in Seychelles indicate that 
out of the 301 HIV infections reported in the country since 1987, 124 developed AIDS and 67 people died of it. 

In South Africa, a study published in June 2007 on the mortality and causes of death in 2005 indicated that the 
annual number of registered deaths rose by 87% between 1999 and 2005. Among those aged 25–49 years, the rise 
was 169% in the same period and deaths among people aged 25–49 years increased from 92 796 in 1997 to 250 
043 in 2005. From 1997 to 2004, the death rate among men aged 30–39 more than doubled, while for women aged 
25–34 years, the rate more than quadrupled in the same period. A review of 12% of death certificate data for the 
period 2000–2001 by the South Africa Medical Research Council found that 74% of the deaths during that period 
were due to HIV and AIDS-related conditions.

In Botswana, crude death rates rose from 301 per 100 000 population in 1995 to 486 per 100 000 in 2000. There 
was also an increase in the under-5 mortality rates from 63 deaths per 1000 live births in 1990–1995 to 104 deaths 
per 1000 births in 2003. In Lesotho, the under-5 mortality increased from 90 deaths per 1000 live births in 1990–
1995 to 113 deaths per 1000 live births in 2000–2004.13 

There is encouraging news from a case study in Botswana, which indicates that during the three years since the roll-
out of the ART programme in 2002 in the country, there has been a reduction in adult mortality.14 Trends in the rates 
of institutionalized deaths reported from vital registration data from 1994 to 2005 indicated that the mortality rate 
decreased by 8% in 2003–2004 and 20% in 2004–2005. This decrease coincided with the increase in the number of 
patients receiving ART since 2002. There has been a substantial decline in mortality in the age group of 20–54 years. 

On the other hand, mortality rates in districts that did not have early ART sites in 2002–2003 have continued to rise. 
In Gabarone and Francistown, which had early ART sites and the highest number of people on ART, mortality rates 
haves declined by 27% and 17%, respectively, during 1999–2004. The case study in Botswana indicates that the 
effects of ART on mortality are evident as early as 1–2 years after the widespread availability of ART.
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8.	 Conclusions and Recommendations

Surveillance for HIV among pregnant women attending ANC clinics has greatly improved in most countries of the 
Region but a number of countries conduct ANC HIV surveillance infrequently or not at all. This makes it difficult to 
assess the progress of the epidemic in these countries. 

Population-based HIV prevalence surveys are increasingly being conducted in countries of the Region. These surveys 
have provided valuable complementary information on the status of the epidemic in the Region, as well as highlighted 
the gender differences in the epidemic. However, it is becoming apparent that in a few countries of the Region, when 
population-based surveys are conducted, no ANC HIV surveillance is conducted in the same year. Population surveys 
are not intended to replace a regular ANC surveillance system but rather to complement HIV prevalence data, mainly 
ANC HIV surveillance. Population-based surveys require substantial resources, both human and financial, and are 
usually conducted every 5–6 years and thus they are not ideal for monitoring trends as countries have to wait for 
long periods in order to have sufficient data to assess trends in HIV infection

Few countries in the Region collect data, analyse and report HIV prevalence among pregnant women aged 15–24 
years. Apart from the requirement of Members States to report to UNGASS on this indicator and assess their progress 
towards attainment of the Millennium Development Goals (MDGs) by 2010 and 2015, infections in this age group 
are a reflection of the rate at which new infections occur.

Recommendation 1

Countries with generalized epidemics that do not regularly implement HIV sentinel   surveillance systems need to 
revitalize or establish ANC surveillance, as it is the cornerstone to monitoring trends in HIV infection in countries 
with such a pattern of the epidemic. 

Those countries that have improved their ANC HIV surveillance systems need to consolidate and sustain them. 
Population-based surveys need to be implemented as part and parcel of a comprehensive HIV surveillance system 
and the aim of these surveys should be to strengthen and complement the existing systems, mainly ANC-based 
surveillance.

Recommendation 2

Countries need to consistently collect data, analyse and report HIV prevalence among pregnant women aged 
15–24 years attending ANC clinics. This will help them assess the “direction” of their epidemics and also provide 
them with vital information for evaluating their HIV prevention interventions. This would also help them fulfil 
their obligation of reporting to UNGASS, and assessing their progress towards achieving the MDGs by 2010 and 
2015.

Recommendation 3

Countries with low-level and generalized epidemics need to institutionalize the conduct of biological and behav-
ioural surveillance among special populations into their national HIV surveillance systems.

HIV surveillance data on special populations at higher risk for HIV infection are limited in the Region. Surveillance 
among such populations in countries with low-level epidemics is infrequently conducted or not at all. Monitoring the 
HIV trends and behaviours in these special populations helps countries with low and generalized epidemics to design 
appropriate and timely interventions.
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Few countries in the Region have well-functioning STI surveillance systems. This makes it difficult to assess the current 
burden and trends of STIs in the Region. Few countries collect, analyse and report data on syphilis seroprevalence. 
A few countries have successfully added a component of syphilis to their national population-based surveys and a 
number of countries continue to generate a wealth of information on STIs through special studies. 

Recommendation 4

Countries should be encouraged to collect, analyse and report data on the seroprevalence of syphilis, as most 
of the countries in the Region have ANC surveillance systems that use syphilis screening as an “entry point” to 
unlinked and anonymous HIV testing. Resources permitting, countries should be encouraged to add a compo-
nent of syphilis testing in the planned national population surveys (DHS+ or HIV/AIDS special surveys).

Recommendation 5

The efforts of countries in the Region to generate information on sexual behaviours using demographic and 
health surveys and other behavioural surveys should be commended and supported.

Several countries have generated useful information on sexual behaviour among the adult general population and 
young people primarily through DHS. This has helped them to monitor trends in sexual behaviour and provide a better 
understanding of HIV infection trends.

Available data on HIV prevalence from HIV surveillance systems in the WHO African Region continue to indicate wide 
diversity in the patterns of the epidemic between subregions and countries, as well as within countries. Overall, the 
epidemic has levelled off in the Region. 

HIV prevalence rates among pregnant women attending ANC clinics in southern Africa are much higher than those in 
the rest of the WHO African Region. Most of the countries in this subregion have a median HIV prevalence exceeding 
15%, with the exception of Angola. In the other subregions of the WHO African Region, the median HIV prevalence 
is <7%.

There is a variation in HIV infection trends between subregions. Stabilization has been observed in most countries in 
southern Africa, though at high and varying levels. Zimbabwe is the only country that has shown a significant decline, 
Mozambique an upward trend, and Angola stabilization at a low rate. 

Declining HIV infection trends have been observed in most of the countries in eastern Africa, namely, Burundi, Uganda, 
Kenya, Tanzania and Ethiopia. The western Africa subregion has a mix of HIV infection trends. Declining trends have 
been observed in Côte d’Ivoire and Burkina Faso, stabilization in Ghana and Benin, and a gradual upward trend in 
Nigeria. The HIV prevalence rates in countries in western Africa are <5%. There are limited data on HIV prevalence 
and trends in the central Africa subregion, but the available data appear to suggest a stabilization of the trends in 
some countries (Democratic Republic of Congo, Congo).
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Recommendation 6

Countries and other stakeholders need to take into consideration the heterogeneity of the HIV/AIDS epidemic 
between subregions, countries and within countries when planning and programming HIV/AIDS interventions. 
The declining HIV prevalence rates provide a “ray of hope” that, with increased and concerted efforts, the HIV 
epidemic in the Region can be curtailed.

Recommendation 7

Gender, age and urban/rural differences in HIV prevalence rates need to be seriously considered when designing, 
programming and implementing HIV interventions.

Gender differences in the epidemic remain glaring. Women are about 1.6 times more likely to be infected than men. 
The differences are more marked in the young age groups, where women aged 15–24 years are about 3.4 times 
more likely to be infected than men of the same age. The HIV prevalence data in the Region also indicate that HIV 
prevalence rates in urban areas are much higher than in rural areas, especially in countries in the eastern subregion. 
However, it should be noted that in most of the countries in the Region, the majority of the population resides in rural 
areas. 
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