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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 STls. 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 1in 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 Il 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.% 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."" 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-2.1?
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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 ADULTS AGED 15-49 YEARS YOUNG PEOPLE AGED 15-24 YEARS
year of survey Higher-risk sex in Condom use at last | Median age at first Premarital sex Condom use at last
the past year (%) : higher-risk sex (%) sex (in years) ¢ premarital sex
Men Women Men Women Men Women Men Women Men Women
Benin (2006) 30 12 1 40 25 - - 1821 - 1 444 -
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 4 18.0 171 45 34 57 51
Congo (2005) 59.8 38.4 429 21.0 66.4 59.2 36.3 21.0
Céte 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 35.6 455 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
Eﬁzgjgl';eégggﬂg'& y % 23 50 50 18.1 17.7 39 33 47 44
Zimbabwe (2005) 357 12 712 46.7 - - 28 129 = 673 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
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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
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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 2549 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."

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." 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 56 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

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.

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 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.

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.

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.
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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 STls 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 STls 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).

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.

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.

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. Qverall, 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 Céte d'lvoire 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.

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.

Recommendation 7

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




56

References

Bibliography

1.

Country HIV surveillance reports of 2005 and 2006 of countries in the WHO African Region

2. de Korte D, Mazonde P, Darkoh E. Introducing ARV therapy in the public sector in Botswana: case study. Geneva, World Health Organization,
2004,

3. IDSR-Il, 2005. Inquérito Nacional de Seroprevaléncia do VIH, Cape Verde.

4. Ministere de la Sante des les Comores Programme national de Lutte Contre SIDA, Organisation Mondiale de la Santé, Banque Mondiale,
UNICEF. PNUD, Prevalence du VIH, dela syphilis et des its parmi la population adult et les groupes & risque des lles Comores, preliminaire
rapport de recherche. Mai 2005.

5. Mortality and causes of death in South Africa, 2005: findings from death notification. Pretoria, South Africa, Statistics South Africa, June
2007.

6. Paranjothy S, Weiss H, Buve A, Morison L. Factors associated with HIV among sex workers in four cities in sub-Saharan Africa. XIVth
International Conference on AIDS, Barcelona, 7—12 July, 2002. Abstract no. MoPec3493.

7. Vuylsteke BL et al. HIV prevalence and risk behaviour among clients of female sex workers in Abidjan, Cote d'Ivoire, AIDS, 2003, 17:1691—
1694.

8. Sex work tool kit. Geneva, World Health Organization, 2004.

9. Database on HIV surveillance among pregnant women attending ANCs in the WHO African Region: population-based surveys and also HIV
prevalence data on special populations. Brazzaville, World Health Organization Regional Office for Africa (unpublished).

10. HIV/AIDS epidemiological surveillance update for the WHO African Region, 2002. Brazzaville, World Health Organization Regional Office for
Africa, September 2003.

11. Interim WHO clinical staging of HIV/AIDS and HIV/AIDS case definitions for surveillance: African Region. Geneva, World Health Organization,
2005 (WHO/HIV/2005.02).

12. Uganda AIDS Commission. The Uganda HIV/AIDS status report: July 2004—December 2005. Uganda AIDS Commission, 2006. Available at:
http://www.aidsuganda.org/Newimg/nstatusreport.pdf (accessed on 20 May 2008).

13. Ministry of Health (MOH) [Uganda] and ORC Macro. Uganda HIV/AIDS sero-behavioural survey, 2004—2005. Calverton, Maryland, USA:
Ministry of Health and ORC Macro, 2006. Available at: http://www.synergyaids.com/documents/STIs%20in%20Uganda.pdf (accessed on 20
May 2008).

14. UNAIDS Report on the global AIDS epidemic: a UNAIDS 10" anniversary special edition. Geneva, UNAIDS, 2006.

15. UNAIDS/WHO. Reconciling antenatal clinic based surveillance and population based survey estimates of HIV prevalence in sub-Saharan
Africa. Lusaka, Zambia, UNAIDS/WHO, August 2003. Available at: http://data.unaids.org/UNA-docs/ANC-Population_surveys_report_en.pdf
(accessed on 20 May 2008).

16. Garcia Calleja JM et al. A global analysis of trends on the quality of HIV sero-surveillance. XVth International AIDS Conference , Bangkok,
Thailand, 11-16 July, 2004. Abstract number C10383.

17. WHO/UNAIDS. Second generation HIV surveillance for HIV: the next decade. Geneva, WHO/UNAIDS, 2000 (WHO/CDS/EDC/2000.05). Available
at: http://www.emro.who.int/gfatm/guide/tools/unaidssurveillance/unaidssurveillance.pdf (accessed on 20 May 2008).

18. HIV/AIDS Programme-strengthening health services to fight HIV/AIDS. WHO case definitions of HIV for surveillance and revised clinical staging
and immunological classification of HlV-related disease in adults and children. Geneva, World Health Organization, 2007. Available at: http://
libdoc.who.int/publications/2007/9789241595629_eng.pdf (accessed on 20 May 2008).

Websites

19. www.measuredhs.com: country reports on key indicators on sexual behaviour

20. www.gateway.nlm.nih.gov/meetingAbstracts



HIV/AIDS Epidemiological Surveillance Report for the WHO African Region: 2007 Update 57

References

2007 AIDS Epidemic Update. Geneva, UNAIDS/WHO, December 2007.

HIV/AIDS epidemiological surveillance report for the WHO African Region: 2005 update, [?place], World Health Organization Regional Office
for Africa, December 2005.

Lyerla R, Gouws E, Garcia-Calleja JM The quality of serosurveillance in low- and middle-income countries: status and trends through 2007.
Sexually Transmitted Infections, 2008 (in press)

Ramjee G, Gouws E, Stein Z. HIV prevalence among truck drivers in KwaZulu-Natal, South Africa. Implications for the explosive nature of the
South African HIV epidemic. VIII International Conference on AIDS, South Africa, 9-14 July 2000. Abstract no. TuPpD1194.

G8 Gleneagles Summit. Chair's summary, Gleneagles Summit. July 8, 2005. Available at: http://www.g8.gov.uk/servlet/
Front?pagename=0penMarket (accessed 16 June 16 2008).

Zaba B, Gregson S. Measuring the impact of HIV on fertility in Africa. AIDS, 1998, 12 Supplement (1):541-S50.
Epidemiological fact sheet. [which country?] Geneva, UNAIDS/WHO, 2006.

Ramjee G, Gouws E. Targeting HIV prevention efforts on truck drivers and sex workers: implications for a decline in the spread of HIV in
southern Africa. South African Medical Research Council, Policy briefs to government, No. 3, December 2000.

Lowndes CM et al. Role of core and bridging populations in the dynamics of HIV and STls transmission in Cotonou, Benin, West Africa. Sexually
Transmitted Infections, 2004, 68 (Suppl ii):67-77.

World health statistics. Geneva, World Health Organization, 2007.

Brown JM et al. Incidence and prevalence of herpes simples type 2 infections increases risk of HIV acquisition among women in Uganda and
Zimbabwe. AIDS, 2007, 21:1515-1523.

Corey L et al. The effects of herpes simplex virus type 2 on acquisition and transmission: a review of two overlapping epidemics. Journal of
Acquired Immune Deficiency Syndromes, 2004, 35:435-445.

Lesotho DHS, 2004-2005.

WHO/UNAIDS/ NACA. A case study — country enhanced monitoring and evaluation for ARV scale up: analysis and use of strategic information
in Botswana. [?place], World Health Organization, 2006.



58 Notes

Notes




HIV/AIDS Epidemiological Surveillance Report for the WHO African Region: 2007 Update

59

Notes







For further information, contact:
World Health Organization

Regional Office for Africa

HIV/AIDS

Brazzaville, Congo

P. O. Box 6

E-mail: regafro@afro.who.int

Website: http://www.afro.who.int/aids/

ISBN 978 92 9023 105 9

#77EE2E0 " 231058





