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Obtaining an accurate picture of the levels and trends in HIV prevalence is not just some ‘pointless academic’ exercise. It is critically important in order to establish the actual and likely impacts of the epidemic, particularly in high prevalence countries, and to gauge the effectiveness of government and other prevention programmes. 

The 2003 AIDS Epidemic Update recently published by UNAIDS is widely regarded as the most authoritative assessment of the current state of the epidemic in Sub-Sahara Africa and elsewhere. Thus, its main findings and conclusions have been picked up by the world’s media and accepted as established fact. 

In its last full biennial report on the global AIDS epidemic published in July 2002, UNAIDS was at pains to rebut any ‘dangerous myths’ that the epidemic is levelling off or even declining in Sub-Saharan Africa. The report states that ‘it has been assumed that the very high prevalence rates in some countries have reached a plateau. Unfortunately, this appears not to be the case as yet’.
 Last year, I reviewed the available evidence and concluded that ‘the AIDS epidemic is not growing in many of the worst affected countries’.
  

In what amounts to a major reversal of its earlier position, the UNAIDS 2003 Update accepts that its some of its (2002) national HIV prevalence rates are ‘overestimates’ and that, furthermore, these rates have stabilised in ‘much of the region’ (Sub-Saharan Africa) for ‘several years’. But UNAIDS continues to insist that ‘we are not witnessing a decline in the region’s epidemic’.
 In other words, no ‘turning point’ has been reached. 

Implicit in this assertion is that, apart from in few countries (Uganda and Senegal), most Africans are not adopting safe sexual practices (abstinence, one partner, condoms) in order to avoid HIV infection. The only reason, according to UNAIDS, that prevalence rates are stabilising is that higher levels of AIDS-related mortality are ‘matching’ a persistently high (and rising) number of new HIV infections. However, given that there is virtually no up to date vital registration data or other information on deaths in African countries, let alone AIDS-related deaths, UNAIDS is unable to produce any robust evidence to substantiate this argument. 

It is also important to point out that the UNAIDS 2003 Update is far from comprehensive and exhaustive. In Africa, the coverage of countries such as Malawi, Tanzania, Cameroon, Central Africa Republic, and Burkina Faso that have major epidemics is minimal or non-existent. Nor are estimates of national HIV prevalence rates presented for individual countries. UNAIDS estimated that HIV prevalence for the SSA as whole was 9 percent in 2001, but does not furnish an updated figure for 2002. In part, this maybe the consequence of a more cautious approach to the interpretation of the available survey data, which remains extremely limited.

OVER-ESTIMATION  

The UNAIDS national HIV prevalence rates are based on the results of anonymous testing of pregnant women at selected ante natal clinics (ANC) in each country. Even though, pregnant women are a very particular sub-set of the overall population, UNAIDS continues to insist that these surveys produce results that are generally consistent with the overall level of prevalence in the population as whole. Although very few national population based surveys have been undertaken, ANC-based survey estimates invariably over-estimate the level of infection, both among women and men. Take Zambia for example. The overall HIV prevalence based on ANC surveys was 21.5 per cent in 2001. In the same year, a representative national sample of men and women was tested for HIV. Prevalence rates for women were 17.8 per cent and for men 12.9 per cent. 

Site selection

A major shortcoming of ANC survey data is that the survey sites have been heavily concentrated at clinics in urban areas, where less than 25 per cent of Africans actually live. For example, in Kenya, 13 out of the 9 sites were urban during the 1990s and only four out of 22 in Zambia in 2001.  In Tanzania, all 24 ANC sentinel survey sites are in six relatively high prevalence provinces. 

The over-representation of urban clinics can seriously bias national HIV prevalence rates upward because, with some notable exceptions (for example Botswana), ANC prevalence rates are typically 2-3 time lower in rural areas. The number of women tested is often much larger in urban clinics, which can also bias national estimates upwards.  

More recent ANC surveys have endeavoured to include more rural clinics so for the first time in many countries, national HIV estimates are based on a truly representative sample of pregnant women. Rwanda is a prime example. Up until 2001, the ANC survey was based on just four urban sites. The 2002 survey includes rural sites where HIV prevalence rate averaged 3.0 per cent compared to 7.2 per cent in the urban sites. The Poverty Reduction Strategy Paper for Rwanda states that national prevalence is 13 per cent when, in fact, it is likely to be 4-5 per cent. Nonetheless, donor funding for HIV/AIDS is surging in Rwanda, to the extent that twice as much aid money is being spent on HIV/AIDS than on tackling the other myriad health problems (including malaria) that account for the large majority of deaths in the country.    

Similarly, the (unweighted) average HIV prevalence rate among the 24 ANC sites in Tanzania was 9.6 per cent in 2002. However, if the sites are broken down by urban and rural location, then the national ANC prevalence rate falls to 5.8 per cent. UNAIDS estimated the national adult rate to be 7.8 per cent in 2001.

Gender differences

Results from population-based surveys also show that HIV infection rates among men are generally considerably lower than among women. This is especially the case among the 15-30 age group. So the commonly made assumption that HIV (age-adjusted) prevalence rates are the same for men and women also seriously biases national estimates upward.     

The differences between UNAIDS 2001 national HIV estimates and corresponding estimates that are based on population-based surveys and/or representative or adjusted ANC-based data can be very large indeed. In Zambia the population-based estimate for 2001 was 15.6 percent compared to 21.5 for the clinic-based surveys. In South Africa, this gap is even bigger – 16 percent and 24 per cent respectively. 

TRENDS

Given all the limitations of past ANC-based estimates and the almost complete absence of population-based HIV survey data over time, it is difficult to reach robust conclusions. This said though UNAIDS is wrong to conclude so emphatically that HIV prevalence is not declining (and thus the epidemic has not reached a ‘turning point’) in a relatively large number of African countries. As I pointed out in my earlier paper, even UNAIDS’s own biennial national estimates show that a declining trend in nearly half of the high prevalence countries. Similarly, in the 2003 update, evidence of declining prevalence rates is presented for Cote d’Ivoire, Ethiopia, Rwanda, and Uganda. Windhoek, Namibia is included in the graph of cities with rising HIV prevalence, but the rate fell from 28.2 per cent in 2000 to 25.0 per cent in 2002.  

East Africa

The 2003 Update states that ‘a distinct picture emerges in East Africa and certain parts of Central Africa’, but from the subsequent discussion, is not at all clear what this picture is. The available data suggests that HIV prevalence is falling quite rapidly throughout the sub-region, with the possible exception of Tanzania.

Ethiopia: According to the 2003 Update, new survey data indicates that ANC prevalence is ‘less than 2 per cent’ in rural areas. ANC prevalence in the capital Addis Ababa for the 15-25 age group declined from 24 per cent in 1995 to 11 per cent in 2003.  UNAIDS reported a national adult prevalence rate of 10.6 per cent in 1999. Given that over 90 percent of the population live in rural areas, the national rate is unlikely to be more than 3-4 per cent in 2002.

Kenya: The Update notes that ‘there has been a modest decline in HIV prevention among pregnant women during the last three years’, although no figures are presented. ANC data (from the same survey sites) show HIV adult prevalence has, in fact, been falling quite rapidly - from an average of 20.1 per cent in 1998 to 13.0 per cent in 2001. And yet, the UNAIDS biennial reports estimate national adult prevalence in Kenya increasing from 11.6 per cent in 1997 to 15.0 per cent in 2001. 

Rwanda: The Update notes that adult HIV prevalence in Kigali has ‘fallen to 13 per cent (in 2002) from a high of almost 35 per cent in 1993’. The official report on the 2002 national ANC sentinel survey goes considerably further. It concludes that ‘overall, HIV prevalence appears to have decreased between 1998 and 2002 in the sites that participated in both surveys’. 

Tanzania: Surprisingly, no observations on the HIV situation are made for Tanzania. However, official data show that HIV prevalence rates among pregnant women in early 2002 were appreciably lower than in the mid-late 1990s for the six sites for which reasonable time-series data is available. 

Uganda: As usual, the UNAIDS singles out Uganda as the only high prevalence country where HIV rates have fallen very rapidly right across the country.

Central Africa

With the possible exception of Cameroon and Central Africa Republic, the epidemic appears to have stabilised right across the sub-region and may be declining in Malawi.

Angola: No trend data is available. ANC HIV prevalence in Luanda was 3 per cent in 2002/03, which suggests that the epidemic is not growing rapidly.  

Cameroon: UNAIDS biennial prevalence estimates show fairly rapid increases in HIV infection between 1997 and 2001, but the Update makes no observations on either overall levels or trends. The report does present graphical data, which show that ANC prevalence rates remained constant in the capital Yaounde between 2000 and 2002.    

Democratic Republic of the Congo: National prevalence appears to have remained around 4-5 per cent since at least 1997. The Update reports that HIV prevalence is ‘stable’ in Kinshasa. Infection rates have, in fact, fallen steadily (albeit very slowly) in this city since the mid-1990s.  

Malawi: No observations on national levels and trends in Malawi are made in the Update. However, official data show though that among the 15-19 age group, ANC-based infection rates fell at eight out of 10 sites between 1995/96 and 2001. The report does comment on trends in the country’s two main cities. The trend in HIV prevalence in the commercial capital, Blantyre is categorised as ‘stable’ (at around 16 percent). In the capital Lilongwe, the Update notes that HIV prevalence fell from 23 per cent in 1996 to 15 per cent in 2001. 

Zambia: The Update states that ‘the epidemic has levelled off in Zambia’. This conclusion may be premature since15-19 ANC prevalence rates increased at nine out of 15 sites between 1994 and 2002. The results of the 2001-02 population-based survey are reported to be ‘consistent’ with the ANC survey data when this is clearly not the case. 

Zimbabwe: The Update acknowledges that the results of the 2001 ANC sentinel survey were seriously flawed and that ANC infection levels have remained relatively constant since the mid-1990s. The results of a large population-based HIV survey in Manicaland, Eastern Zimbabwe show that prevalence rates among 15-19 year olds have fallen by around 40 per cent during the last three years. 

Southern Africa

The media consistently singles out Southern Africa as the sub-region where the AIDS epidemic is growing most rapidly. However, HIV prevalence only appears to be increasing rapidly in three countries - Lesotho, Mozambique and Swaziland.  

Botswana: The 2003 Update states that ‘neither Botswana nor Swaziland present signs of incipient decline in HIV prevalence among pregnant women aged 15-24’. This is certainly not the case in Botswana. HIV prevalence for this group fell from 32.4 per cent in 1995 to 21.0 per cent in 2002.  The national ANC adult prevalence fell from 38.8 per cent in 2001 to 35.4 per cent in 2002.

Lesotho: The Update notes that ‘Lesotho’s most recent data (collected in 2003) show median HIV prevalence among antenatal clinic attendees climbing to 30 per cent’.  However, UNAIDS estimate of national adult prevalence was 31 per cent in 2001.

Mozambique: No comment is made on the national infection rate or trends, but ANC prevalence is reported to increasing rapidly in Maputo from 9 percent in 1998 to 18 per cent in 2002.   

Namibia: The Update states that the adult prevalence rate ‘rose to 23 per cent in 2002’ However, this increase was very small (from 22.5 per cent in 2001), which suggests that the epidemic may be beginning to level off. ANC prevalence fell at 6 out of 17 sites between 2001 and 2002 (including the capital Windhoek and Walvis Bay). 

South Africa: The Update concludes that ANC infection rates have ‘remained at roughly the same levels since 1998’. The report also notes that there has been ‘a slight decline in prevalence among pregnant women aged 15-19’. In fact, the rate fell appreciably - from 21.0 per cent in 1998 to 15.4 per cent in 2001. 

Swaziland: HIV prevalence has continued to increase very rapidly.

West Africa

The Update does not reach any clear conclusions about levels and trends in HIV infection in West Africa. However, no country is singled out where the epidemic is growing rapidly. HIV prevalence among the Sahelian countries (Mali, Mauritania, Niger) and Gambia ‘remain relatively low’. UNAIDS own biennial estimates also suggest that with, the exception of Nigeria, overall adult prevalence was stable or fell in all countries between 1997 and 2001.

Burkina Faso: The report that epidemic in Burkina Faso is ‘stable’.

Cote d’Ivoire: The Update finds that ‘HIV prevalence among pregnant women in Abidjan has dropped to the lowest level in a decade’.

Ghana: The Update concludes that Ghana shows ‘stable trends’

Senegal: ‘Sustained programme efforts have stabilised HIV prevalence levels among pregnant women at around 1% since 1990’.

Sierra Leone: The 2002 UNAIDS biennial report reports a national HIV prevalence of 7.0 per cent. However, more recent population-based surveys put this figure at less than 2 per cent.

CONCLUDING REMARKS

An objective examination of the available evidence again leads to the conclusion that the AIDS epidemic is not only levelling off in most of Africa, but is beginning to decline in a number of the worst affected countries. Of course, with such high prevalence levels, there is absolutely no room for complacency. But, it is equally important to recognise that progress is being made in the fight against this appalling scourge. 

It is extremely important that advocacy (and, increasingly, powerful vested interests) do not get in the way of objective analysis. Insisting that the AIDS epidemic is still largely out of control may help to generate the much need resources to fight the epidemic, but it does not lead to sound policy interventions. Equally serious, it fails to recognise that the actions of African governments, NGOs and individuals themselves are beginning to pay off. Positive messages are also key in helping to counter the high levels of fatalism and despondency about HIV/AIDS that is still common throughout Africa.  
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