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PREFACE

In October 2004, the National Department of Health once again in partners hip
with the provincial departments of health conducted the annua antenatal
survey. Thisw as the 15" survey since the 1% of the series began in 1990. The
survey was conducted at nearly 400 clinics countrywide with over 16 000
women attending antenatal care for the 1™ time participating in the survey.
The information gathered is very valuable and assists us in tracking HIV and
syphilis rends. Although the survey is conducted among pregnant women, it
provides important information, which s an indicator of w hat 5 happening in

the general South African population.

Inthe year since the last survey w as conducted many initiatives and prgects
around the prevention, treatment, care and support and research activities
have been conducted and strengthened to consolidate our efforts around HIV
and AIDS. One of the key initiatives has been the implementation of the
Comprehensive Plan for HIV and AIDS. It is now up to us as members of
families and communities to strengthen our support for those on ART, so that
together w e can make a difference. Stigma and discrimination may be barriers
tow ards access to voluntary counselling and treatment (VCT) and subsequent
uptake of treatment including ARVs. For those w ho are on treatment, non-
disclosure may inhibit the compliant use of treatment resulthg in drug
resistance, therefore it is now more critcal than ever that we give our support.
Other initiatives include the treatment of opportunistic infections and improved
nutrition (e.g. supplements) n order to boost the immune system. Research
on traditional medicine complements for treatment are ongoing, and it is our
hope that these may lead to improvements in the lives of those infected and
affected by HIV and AIDS.

The youth remain our hope that wew ill yet have an AIDS-free generation and
it is through the combined efforts of government, non-government
organisations, religious groups, business and civil society that we achieve this
and reverse the HIV infection in line with our goals and the Millennium

Development Goals.



This study will continue to inform our efforts in combating HIV and AIDS by
providing us w ith the key statistics needed to plan and implement appropriate

programmes for prevention, care and support andresearch actwities.

MINISTER OF HEALTH
DRM E TSHABALALA-MSIMANG
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1. INTRODUCTION

Globally it was estimated that in 2004, there were 39.4 milion people
worldw ide livingw ith HIV. Of these, 17.6 million werew omen w hilst 2.2 million
were children. Almost 12 % (4.9 million) of these became new ly infected in
2004. AIDS deaths are estimated at 3.1 million (UNAIDS, 2004). HV and
AIDS remain two of humankind’s biggest challenges and threaten to reverse
the gains made in advancing development and political stability, particularly in
the African continent, w here an estimated 25.4 million individuals are infected.
In South Africa, a total number of 5.6 million individuas had acqured HV
infection by the end of 2003 (Department of Health, 2004).

In South Africa, as in many other countries with generalised HV epidemics,
estimates of HIV prevalence are based on blood samples taken from pregnant
women attending antenatal clinics. These surveys have been conducted in

South Africa annually since 1990.

The antenatal survey provides the best available estimates of HIV infection

among the South African population. Other studies and surveillance
approaches (such as population-based or househadd surveys) are

increasingly becoming available, hav ever it 5 important to note the various
challenges and limtations associated with these methods. These include
costs, logistc problems, and low response rates in some settings. UNAIDS
estimates refusal rates of bew een 24 to 42% in recent surveys carried out in
some African countries. Facility-based methods including voluntary
counselling and testing (VCT), may be easier approaches, how ever they may
be subject to bias as participants are self-selecting.

The findings of the most recent antenatal survey, w hich was conducted in
2004 are summarised in this report.



2. SURVEY OBJ ECTIVES

The primary objective of the antenatal survey was to provide information on
HIV and Syphilis prevalence among pregnant womnen attending antenatal care
in the public sector. The specific objectives of the 2004 survey w ere to:
e Determine an estimate of HIV and syphilis prevalence among
pregnant w omen attending public sector antenatal clinics in 2004
e Describe HIV and syphilis trends in terms of time, place
(province) and age among pregnant w omen.
o Determine estimate of HIV infection in the general population
through modelling
e Determine an estimate of HIV prevalence amongyoungw omen

(15to 24 years) in terms of the UNGASS commitment

3. METHODOLOGY
Study Design

A cross-sectional, anonymous, unlinked survey was conducted among

pregnant women attending antenatal care at selected sites in all nine
provinces in the country. All pregnant wonen attending antenatal care for the
first time during the current pregnancy w ere elgible for inclusion in the survey.
The survey was conducted in October 2004. Some demographic details,
(excluding persona identfiers such as names, addresses and identification
number) are collected using standard fooms in al nine provinces. Blood
samples w ere collected from all participating women and labelled with a
unique barcode label, w hich w as also used on the data collection sheet. All
specimens were transported to participating laboratories w here they w ere
tested for HIV using ELISA and for syphilis using RPR technique (WHO
Global Programme on AIDS, 1989, Depatment of Health, 1997,
UNAIDS/WHO, 2001).

Training and fieldw ork
A preparatory workshop was held with all provincial survey and laboratory

coordinators.



The purpose of thew orkshop was: To clarify the roles and responsibilities for
each participating province and laboratory; to revisit the study protocol, study
administration methods and procedures; to clarify and resole any
outstanding issues regarding the logistics, the administration and the

proc edural audi of the survey.

Laboratory coordinators sent the data capture sheets with the results and the
prelimnary electronic data to the provincial coordinator. The coordinators did
the second data entry. They also ensured proper storage and transportation
of all HIV positive sera to the National Institute for Communicable Diseases
(NICD).

Following the workshop, all provinces in conjunction with the Epidemiology
directorate conducted training workshops for the critical role players in the
survey including; regional and district managers, communicable disease
coordinators, health information officers, clinic supervisors, clinic staff, etc. At
these w orkshops all participants were introduced to the survey's standard
operating procedures: logistics, transportation of specimens and overall

administration of the survey.

The study population comprised pregnant women attending antenatal care for

the first time during the current pregnancy in October 2004.

Spe cim en collection

After the routine blood sample was draw n, a second vacutainer of blood w as
taken from every participating woman. This blood sample is labelled with a
barcode label, at the same time demographic data such as age, race,
education, gravidity, parity, etc. are completed on a data capture sheet, w hich
is labelled with a second barcode labelw ith the same number. The specimen
and data capture sheet are sent via courier to the participating laboratory in

the province.

For HIV testing, all specimens were testedw ith one ELISA in all provinces. All

specimens were aso screened for syphilis using the RPR test. All HV



positive specimens were sent from all participatng laboratories to the NICD

for incidence testing.

Quality Assurance

External quality contrd for prevaence testing w as conducted by the National
Institute for Communicable Diseases (NICD) using a pane of 20 specimens
(HIV positive, negative and borderline) sent by participating laboratories prior
to thesurvey whow ererequiredto test and submit the resuls to the NICD.

External quality control for syphilis testing was conducted by the Medical
University of South Africa (MEDUNSA). They also used a pane of 20

specimens receivedfrom all participating laboratories for this purpose.

: I lsi
Al participating laboratories conducted the initial data entry. All laboratories
transferred the data into an Excel spreadsheet, which together with the
original data capture forms, were sent to all Provincial Coordnators for
second data entry and checking. The data was sent to the National
Epidemiology directorate for re-checking, cleaning, and merging for analysis
using STATA.

Extrapolation of HIV estim ates to the general population

The Department of Health developed a model for estimating the number of
HIV infected people in the general South African population based on the
results of the survey. Certain assumptions are made and the results arrived at
are only crude estimates due tothe constraints of the survey. The estimates
are only as good as the validity of the assumptions and the generalisability of
the survey results, which are used in the extrapolation process.

The assumptions are as follows:

e Assumption 1: The prevalence rate of H'V infection in all pregnant wom en
in South Africa is the same as the prevalence rate in women attending
public antenatal dinics.

e Assumption 2: The prevalence rate of HV infection in all women aged 15
to 49 yearsisthe same as the prevalence rate in pregnant women



o Assumption 3: Estimate of malesinfected=85% of infected females

e Assumption 4: The mother- to-child transmission rate= 30%"

4.  FINDINGS

4.1 Distribution and characteristics of study participants
The distribution of womenw ho participated in the antenatal survey in 2004 is
shownin Table 1 below.

Table 1 a. Antenatal survey participants for 2003 and 2004 by province

Eastern Cape 1919 1710
Free State 1039 1016
Gauteng 3146 3168
Kwa Zulu-Natal 3406 3522
Limpopo 1890 1894
Mpumalanga 1241 1115
Northern Cape 623 494
North West 1388 1190
Western Cape 1991 1952
Total 16 643 16 061

Age group: 2002 - 2004

The proportions of w omen by age group participating in the antenatal survey
have remained consistent over the past three years. This suggests that
pattems of pregnancy by age are consistent over the years. Women 19 years
and younger constitute approximately 19% of all women participating in the
survey. As expected, in line with declining fertility, there are fewer older
women, with those aged over 40 years constituting less than 3% of all

participants.

! Note that this assumesa 30% transmission rate from mother to child and doesnot
factorin the reductions due to Prevention of Mother —to-Child Transmission of HV
interventionsthatare in place.



Table 1 b. Antenata survey participants for 2002to 2004 by age group

Age

<20 11 194 3198 192 3130 195
20-24 | 5052 305 5152 309 4991 311
2529 | B871 233 388 234 3702 230
30-34 | 2604 15.7 2612 157 2510 156
3539 | 1323 8.0 1297 78 1261 7.9
4044 | 378 2.3 371 22 350 2.2
4549 | &2 0.3 39 0.2 32 0.2
Missing | 106 0.6 88 0.5 85 0.5
Total 16587 | 1000 16643 | 100.0 16061 100.0

4.2HWN prevalence

4.2.1 HIV prevalence trends: 1990- 2004

The findings of the 2004 survey indicate that HIV prevalence among pregnant
women s 29.5% (CI 28.5% - 30.5%) compared to the 27.9% (Cl 26.8% —
28.9%) observed in 2003. Data from the ANC surveys for 2002, 2003, and
2004 w ere analysed to establish HIV prevalence trends. Adusting for the

effects of province and age group, the three-year increase is statisticaly
significant (p <0.001).
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Figure 1: Prevalence of HV among antenatal care attendees in South Africa,
1990-2004

4.2.2 HIV prevalence by province

HIV prevalence continues to differ by province, with differences remaining
largely constant over the years. The prevalence trends from 2002 to 2004 are
shown in Figure 2 and Table 2. It 5 noted that the increase/decrease is not
uniform across provinces: Eastern Cape, KwaZulu-Natal and Limpopo had
increases, which were statistically significant. Western Cape and Northem
Cape had increases that were not statistically significant. Gauteng,
Mpumalanga, Fee State, and North West did not have consistent prevalence
patterms over the three-year period. Since the province by year interaction
was not signifcant, we could regard the increase as applying to each
province. It was observed that three provinces, namely North West (p <
0.748), Mpumalanga (p <0.262) and Fee State (p < 0.805) recorded slightly
lower HIV prevakence rates compared to 2003. The remaining three
provinces, Northern Cape (p < 0.448), Gauteng (and p < 0.300), and Westem
Cape(p < 0.235) recorded higher rates.
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Figure 2. HIV prevalence by province amongantenatal clinic attendees,
South Africa: 2003 — 2004

Table 2. HIV prevalence by province among antenatal clinic attendees,

South Africa: 2002 —2004

Province HIV prev (Cl 95%) HIV prev (C 95%) HV prev (Cl 95%)
2002 2003 2004
Kwa Zulu-Natal 36.5(33.8—39.2) [37.5(35.2-39.8) | 40.7(38.8 -42.7)
Gauteng 31.6(29.7—-33.6) |29.6(27.8 -315) | 33.1(31.0-35.3)
Mpumalanga 286 (25.3-31.8) |32.6(28.5—-36.6) | 30.8(27.4 —34.2)
Free State 28.8 (26.3—-31.2) |130.1(26.9-33.3) | 29.5(26.1 —32.9)
Eastern Cape 21.7(19.0-24.4) 123.6(21.1-26.1) | 28.0(25.0-31.0)
North West 26.2 (23.1-29.4) 129.9(26.8-33.1) | 26.7 (23.9 —29.6)
Limpopo 156 (13.2—17.9) |17.5(14.9-20.0) | 19.3(16.8 —21.9)
Northern Cape 15.1 (11.7-18.6) |16.7(11.9-215) | 17.6 (13.0 —22.2)
We stern Cape 12.4 88 —15.9) [13.1(85-17.7) | 15.4(12.5-18.2)
South Africa 26.5 (25.5—27.6) |27.9(26.8 —28.9) [ 29.5(28.5-30.5)

N.B. The true value is estimated to fall within the two confidence limits, thus the
Confidence intervd (Cl) is important to refer to when interpreting data

4.2.3 HIV prevalence by age group

HIV prevalence is different among the different age groups suggesting
different patterns of rsk. HIV infection is higher among wonen in the late
twenties and early thirties and lov er among teenagers. Figure 3 below shows
trends in HV prevalence by age group from 1991 to 2004. Declines in HV
prevalence among youngw omen (below 20 years) were recorded from 1998



to 2002. However if the 4-year trend is compared to the 2-year period (2003

& 2004) aslightincrease was observed in the latter.
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Figure 3. HV prevalence trends by age group among antenatal clinic
attendees, South Africa: 1991 — 2004

The age groups 40 to 44 years and 45 years and above have been
categorised together into one over 40 years category due to the low numbers
of women in these two groups. The prevalence trends among different age
groups are shownin Figure 3 and Table 3 for 2002 to 2004. It w as observed
that there have been ncreases in prevalence across all age groups betw een
2003 and 2004. Nearly forty percent of wonmen aged betw een 25 and 29 years
are HIV positive. Women in the early tw enties and early thirties show lower
rates at around 30% prevalence. Older women and teenagers have

prevalence rates below 20%.

Some increases inthe HIV prevaencew ere dbserved in different age groups.
How ever, the increases were not uniform across age groups: there w ere
larger increases in prevalence rates in the age groups 25-29, 30-34 and 35
39; sightincreases in the prevalence in the age groups <20 and 20-24.



Table 3. HIV prevadence by age group among antenatal clinic attendees,

South Africa:
Age group

(Years)
<20

2002 -2004

HIV prev (Cl 95%)
2002
14.8(13.4-16.1)

HIV prev (Cl 95%)
2003
158 (14.3-17.2)

HV prev (Cl 95%)
2004
16.1(14.7 - 17.5)

20-24

29.1(27.5-306)

303 (28.8— 31.8)

30.8 (29.3 - 32.3)

25-29

34.5(32.6 —36.4)

354 (33.6— 37.2)

38.5 (36.8 — 40.3)

30-34

29.5(27.4-316)

309 (28.9- 32.9)

34.4(32.2 — 36.6)

35-39

19.8(17.5-220)

234 (20.9-25.9)

245021.9-27.2)

40+

17.2(13.5-209)

158 (12.3-19.3)

17.5(14.0 - 21.0)

N.B. The true value is estimated to fall wthin the two confidence limits, thus the
Confidence intervd (Cl) is importart to refer to when interpreting data

4.2.4 United Nations General Assembly Special Session on HIV/AIDS
(UNGASS) Indicators

The following section reports on indicators for UNGASS based on the findings

of the annual antenatal HIV and sy philis survey.

Table 4 shows HIV infection by age amongwomen aged 15 to 24 years. The

table shawv s the number of wonen tested in each age (indicated in brackets)

as w él as the proportion of those who tested HV posiive in each age. The

table shav s that HIV infection increases w ith age indicating a higher risk

among the odder teenagers and women in the early tw enties.

10




Table 4: Annua Antenatal Survey Prevaence of HIV among pregnant
women aged 15-24 years 2002 to 2004

% HIVHNo. HIV+ % HIVHNo. HIV+ 06 HIV4HNo. HIV+
2002 |(n) 2003 |(n) 2004 |(n)

Agein years 2002 2003 2004

15 7.2  [10(145) 8.5 [12(145) [10.0 [16(163)

16 8.3 [32(386) 9.4 [36(390) [9.1  [37 (406)

17 117 [73(639) 125 [91(740) [12.3 [79(637)

18 16.1 [153(959) 19.1 [176(931) [19.0 [163(873)

19 18.7 |188(1036) 19.4 |180(947) [19.9 198 (1000)

20 234 [257 (1121) 23.0 [247(1093) [25.1 [255 (1032

21 25.7 [242(955) 27.5 [295(1089) [28.5 [294 (1030)

02 31.1 [328(1068) 28.1 [257(937) [31.1 [311 (1015

23 33.5 [332(1008) 36.3 |409 (1142) [34.7 [322(943)

24 32.3  [284(900) 37.1 [326(891) [35.5 [340 (969)

15 - 19 14.7 463 (3211) 15.8 |495(3198) [16.8 |499 (3132

20 — 24 29.1 [1443(5052)30.3 [1534 (5152)[17.9 1522 (4989)

15— 24 235 [1906 (8263)24.8 [2029 (8350)25.1 [2021 (8121

Figure 4 below showv s HIV and syphilis trends among women aged below 20
years since 1991 for HIV and 1998 for syphilis. There has been a decline in
syphilis rates among teenagers between 2003 and 2004.

Prevalence rate (%0
|_\
N

1 1 1 1 1 1 1
P g PSSP
O O O

P E PP S s

Year

s

%9
%
oo
z%v
<o

—o— HIV
RPR

Note: RPR trends by age are shown from 1998 when these data became availabe
Figure 4 HIV and syphilis prevalence among ANC attendees aged below

20 years in South Africa: 19912004



4.2.5 Extrapolation of HIV prevalence to the general population

Statistics South Africa has made available tw o mid-year population estimates,
one takes into account the impact of AIDS on the population and the other
does not The section below reports on the extrapolation of antenatal survey
prevalence to the general population using both a “with AIDS” and “w thout
AIDS” population scenario. The result is that the demographic model that
takes into account the impact of AIDS on the popuation gives a lower
population and thus a lov er number of nfected individuals (3.3 million for
females, 2.8 million for males and 104 863 for babies) compared to the
‘without AIDS” scenario that results in a higher population and thus a higher
number of infected people (3.5 million for females, 2.95 million for males and
110 134 for babies). The estimated total number of HIV positive individuals at
the end of 2004 is thus 6.29 million “with AIDS’ compared to 6.57 million
‘without AIDS”. The tables below present estimates of infection in the general

population, i.e. among babies, females (1549 years) and males (15-49
years).



Table 5 a. Estimated number of HV infected women; 2004

Age Group | Edimated population | Estimated infections (LE, HE)*
With AIDS

1519 2448 341 393 448 (359 171; 427 970)

20-24 2 320855 714 823 (680 707; 749 404)

2529 2111636 813 613 (776 026; 851 200)

30-34 1 843665 634 221 (593 476; 674 966)

35-39 1449763 355 627 (317 353; 393 901)

40+ 2 469 958 432 490 (344 806; 520 173)

TOTAL 12644218 3344222 (3071540; 3617 614)
Without AIDS

1519 2 451087 393 890 (359574, 428 450)

20-24 2 371540 730 434 (695 572; 904 306)

2529 2243379 864 374 (824 442; 904 306)

30-34 1996 484 686 790 (642 668; 730 913)

35-39 1557 337 382 015 (340901; 423 128)

40+ 2 582 666 452 225 (360 540; 543 909)

TOTAL 13202493 3509728 (3223698; 3796 477)

N.B. The true valueis estimated to fall wi

t hin the two confidence limits, thus the

Confidenceintervd is importart to referto when interpreting data

Table 5b. Estimated number of infected babies

Estim ated HIV infected babies (LE; HE) #

Women'sAge Group | Estimated births
With AIDS

1519 186074
20-24 322599
2529 301964
30-34 200959
35-39 107 282
40+ 48 471
TOTAL 1167 350
Without AIDS

15-19 186 283
20-24 329644
25209 320803
30-34 217617
35-39 115243
40+ 50 901
TOTAL 1220 491

8 971 (8 189; 9 758)
29808 (28 385; 31 250)
34904 (33 291; 36 516)
20739 (19 406; 22 071)

7 895 (7 045; 8 744)

2 546 (2 030; 3062)

104 963 (98 347; 111 403)

8 981 B8 198; 9 768)

30 459 (29 005; 31 932)
37081 (35 368; 38 795)

22 458 (21 015; 23 901)

8 480 (7 568; 9 393)

2 674 (2 132; 3216)

110 134 (103 287; 117 006)

N.B. The true valueis estimated to fall within the two c onfidence limits




Table 5¢c. Estimated number of infected m aes

Age Group E stimated population| Esimated HIV infected males (LE; HE) #
With AIDS

1519 2 475 651 338161 (308 701;367 832)
20-24 2 358 355 617 417 (587 949,647 285)
25-29 2179 953 713945 (680 962; 746 928)
30-34 1852 780 541 753 (506 948;576 557)
35-39 1401 549 292230 (260 779;323680)

40+ 2 282 682 339743 (270 863;408 623)
TOTAL 12 550970 2 843 250 (2 616 204; 3 070 907)
Without AIDS

1519 2 477 014 338347 (308 871;368034)
20-24 2 376 952 622286 (592 586; 652 390)
25-29 2234 223 731719 (697 915; 765 522)
30-34 1963 224 574047 (537 167;610926)
35-39 1525661 318108 (283 872;352 343)

40+ 2 490 705 370704 (295 547; 445 861)
TOTAL 13067779 2955212 (2 715 959; 3 195 079

N.B. The true valueis estimated to fall within the two confidence limits, thus the
Confidenceintervd is important to referto when interpreting data

#- Lowestimate and high estimate

14




4.3 SYPHILIS PREVALENCE

4.3.1 Syphilis prevalence trends: 1997- 2004

The 2004 antenatal survey showed a syphilis prevalence rate of 1.6%. This
continues the observed declining rend in syphilis among pregnant w omen
since 1997. Figure 5 belonv shaw s trends since 1998. L is apparent from the

graphthat there is definitetrend tow ards declining syphilis from 1998 to now .
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Figure 5: Syphilis prevalence trends among antenatal clinic attendees:
1997- 2004

4.3.2 Syphilis prevalence by province

The table below shows syphilis prevalence trends by province from 2002 to
2004. It clear that syphilis prevaence is decining across all nine provinces,
how ever it is still relatively high in the Northern Cape (7.0%) in comparison
with the other provinces. Kw aZulu-Natal show s the low est rate at 0.8% and is
one of three provinces with syphilis prevalence rates in 2004 lower than one

percent. The other tw oare Limpopo and Gauteng.



Table 6. Syphilis prevalence by province among antenatal

attendees, South Africa 2002 — 2004

Province RPR prev (Cl 95%) | RPR prev (Cl 95%) | RPR prev (Cl 95%)
2002 2003 2004

Northern Cape | 5.2 (2.5- 7.9) 8.6(5.9-11.3) 7.0 3.8— 10.3)
Free State 5.0(3.6- 6.4) 3.8(2.6-5.1) 3.8 2.9-4.8)
Eastern Cape [3.1(2.1-4.1) 3.8(2.5-51) 24 (1.5-33)
North West 3.2(2.0- 4.5) 2.0(1.2- 2.8) 21 (1.1-31)
Western Cape | 2.0 (1.2— 2.9) 55@5— 6.5) 16 0.9- 2.3)
Mpumalanga | 2.5 (1.6— 3.4) 1.8(1.1- 26) 13 0.5- 20)
Gauteng 6.0 (5.0— 7.1) 2.1(1.6- 2.6) 09 (0.5- 1.3)
Limpopo 1.9(1.3- 2.6) 1.7 (1.1- 2.4) 0.9 0.4- 1.4)
Kwazulu-Natal [ 1.5 (1.0— 1.9) 1.4(1.0— 1.8) 0.8 (0.5- 1.1)
South Africa | 3.2(2.9- 3.6) 2.7(2.4-30) 1.6 (1.3— 1.8)

clinic

N.B. The truev alue is estimated tofall within thetwo corfiderce Imits, thus the Corfiderce irterval (Cl)
is importantto ref er to when interpreting daa

4.3.3

Syphilis prevalence by age group

Syphilis prevalence rates for 2004 are low across age groups, and there are no

significant differences. Table 7 shows prevalence trends by age group from

2002 to 2004.

Table 7. Syphilis prevadence by age group among antenatal

attendees, South Africa; 2002 — 2004

Age group | RPR prev (Cl 95%) | RPR prev (Cl 95%) | RPR prev (Cl 95%)
2002 2003 2004

<20 2.4(1.8- 3.0) 2.6(2.0- 3.1) 1.7 1.2 21)

20— 24 353.0- 4.1) 2.8(2.3- 3.3) 1.8 (1.4- 2.2)

25— 29 3.7(3.1- 4.4) 3.0(2.4- 35) 1.30.9- 17)
30-34 32R25- 4.0) 2.82.2-34) 15 L.0- 1.9)

35— 39 28(1.9-3.7) 21(1.4- 30) 150.8— 2.1)

40+ 1.3(0.3= 2.3) 1.6(0.17 —3.0) 0.7 (0.0004—1.6)

N.B. The true valueis estimated tofal

within the two confidence limits, thus the
Confidenceintervd (Cl) is importart to refer to when interpreting data.

clinic
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6. DISCUSSION AND IMPLICATIONS OF FINDINGS

The survey estimates an HIV prevalence rate of 29.5%, in comparison to the
2003 estimate of 27.9%. This suggests that although HIV prevalence has

tended tow ards stabilisation in recent years, there is stilla minor increase.

HIV prevalence is markedly different among the different age groups of
women suggesting different risk patterns. Younger women (below 20 years)
and dder women (over 40 years), as expected have lower rates compared to
women in the twenties and thirties. Higher rates of increase beiw een 2003
and 2004 are observed among womnen aged from 25 to 34 years, suggesting
a cumulative effect of younger infected women moving from one (younger)
age cohort to another (older). This age group (25 to 34 years) is also
associated with higher fertility and the tme w hen the majority of women begin
to have children.

Programmes aimed at addressing the HIV epidemic in South Africa have
been strengthened by the implementation of the Comprehensive HIV and
AIDS Treatment Plan, which is providing services in every district. The
decline in syphiis prevalence continues across all age groups. These findings
point to a strong STI prevention and treatment programme that is geared
towards syndromic management. The STl prevention and treatment
programme is implemented in all clinics across the country and has had a

positive impact on reducing the prevalence of syphilis.

We do how ever need to continue emphasising prevention and must therefore
continue to promote safer sex bahaviour such as abstinence, being faithful
and usingcondoms (ABC messages), otherw sewe may befaced w ithan HV

epidemic that is still to peak in the low er prevalence provinces.
In conclusion, the findings confirm that HIV is stil a problem of public health

importance and w arrants the continued efforts and resources of government,
business and cwil society.
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