AIDS epidemic update

JOINT UNITED NATIONS PROGRAMME ON HIV/AIDS

@UNAIDS® = @)t
\{\J UNFPA  WORLD BANK %Jorganlzatlon




UNAIDS/07.27E / JC1322E (English original, December 2007)
© Joint United Nations Programme on HIV/AIDS (UNAIDS) and World Health Organization (WHO) 2007.

All rights reserved. Publications jointly produced by UNAIDS and WHO can be obtained from the UNAIDS Information Centre. Requests for
permission to reproduce or translate UNAIDS publications—whether for sale or for noncommercial distribution—should also be addressed to
the Information Centre at the address below, or by fax, at +41 22 791 4187, or e-mail: publicationpermissions@unaids.org.

The designations employed and the presentation of the material in this publication do not imply the expression of any opinion whatsoever
on the part of UNAIDS or WHO concerning the legal status of any country, territory, city or area or of its authorities, or concerning the
delimitation of its frontiers or boundaries.

The mention of specific companies or of certain manufacturers’ products does not imply that they are endorsed or recommended by
UNAIDS or WHO in preference to others of a similar nature that are not mentioned. Errors and omissions excepted, the names of proprietary
products are distinguished by initial capital letters.

UNAIDS and WHO do not warrant that the information contained in this publication is complete and correct and shall not be liable for any
damages incurred as a result of its use.

WHO Library Cataloguing-in-Publication Data

UNAIDS.
AIDS epidemic update : December 2007.

“UNAIDS/07.27E / JC1322E”.

1.HIV infections — epidemiology. 2.HIV infections — prevention and control. 3.Acquired immunodeficiency syndrome — epidemiology.
4.Acquired immunodeficiency syndrome — prevention and control. 5.Disease outbreaks. .UNAIDS. Il.World Health Organization. IIl.Title.

ISBN 978 92 9 173621 8 (NLM classification: WC 503.41)
UNAIDS T (+41) 22 791 36 66 distribution@unaids.org
20 avenue Appia F (+41) 227914835 www.unaids.org

CH-1211 Geneva 27
Switzerland



AIDS epidemic update

December 2007

+ UUUUUUUUUU
\5’6 @v UNAI D UUUUUUUUU
V@ M 5 UUUUUUU
Ny

NNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNN

LLL(<§\
2\

S

@ World Health
W% Organization






CONTENTS

GLoBAL OVERVIEW 3
REGIONAL OVERVIEW 15
SUB-SAHARAN AFRICA 15
AsiA 21
EASTERN EUROPE AND CENTRAL ASIA 26
CARIBBEAN 29
LATIN AMERICA 31
NORTH AMERICA, WESTERN AND CENTRAL EUROPE 33
MIDDLE EAST AND NORTH AFRICA 35
OCEANIA 36
MAPS 37

Global estimates for adults and children, 2007
Adults and children estimated to be living with HIV in 2007

Estimated number of adults and children newly infected with HIV during 2007
Estimated adult and child deaths from AIDS during 2007

BIBLIOGRAPHY 43



AIDS epidemic update: December 2007




2007 AIDS EPIDEMIC UPDATE | GLOBAL SUMMARY

Global summary of the AIDS epidemic
December 2007

Number of people living with HIV in 2007

Total 33.2 million [30.6 - 36.1 million]
Adults 30.8 million [28.2 - 33.6 million]
Women 15.4 million [13.9 — 16.6 million]

Children under 15 years 2.5 million [2.2 — 2.6 million]

People newly infected with HIV in 2007
Total 2.5 million [1.8 - 4.1 million]
Adults 2.1 million [1.4 - 3.6 million]
Children under 15 years 420 000 [350 000 - 540 000]

AIDS deaths in 2007 Total 2.1 million [1.9 - 2.4 million]
Adults 1.7 million [1.6 - 2.1 million]
Children under 15 years 330 000 [310 000 - 380 000]

The ranges around the estimates in this table define the boundaries within which the actual numbers lie,
based on the best available information.



GLOBAL OVERVIEW | 2007 AIDS EPIDEMIC UPDATE



Background

In 2007, advances in the methodology of estima-
tions of HIV epidemics applied to an expanded
range of country data have resulted in substantial
changes in estimates of numbers of persons living
with HIV worldwide. However the qualitative
interpretation of the severity and implications

of the pandemic has altered little. The estimated
number of persons living with HIV worldwide
in 2007 was 33.2 million [30.6-36.1 million], a
reduction of 16% compared with the estimate
published in 2006 (39.5 million [34.7-47.1
million]). (UNAIDS/WHO, 2006) The single
biggest reason for this reduction was the intensive
exercise to assess India’s HIV epidemic, which
resulted in a major revision of that country’s
estimates. Important revisions of estimates
elsewhere, particularly in sub-Saharan Africa,
also contributed. Of the total difference in the
estimates published in 2006 and 2007, 70% are
due to changes in six countries: Angola, India,

Kenya, Mozambique, Nigeria, and Zimbabwe.

In both Kenya and Zimbabwe, there is
increasing evidence that a proportion of the
declines is due to a reduction of the number of
new infections which is in part due to a reduction
in risky behaviours.

Because estimates of new HIV infections and
HIV-associated deaths are derived through math-
ematical models applied to HIV prevalence
estimates, new estimates of HIV incidence and
mortality in 2007 also differ substantially from
earlier assessments. It is emphasized that these
differences between estimates published in 2006
and those published in 2007 result largely from
refinements in methodology, rather than trends
in the pandemic itself. For this reason, it is inap-
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propriate to draw conclusions by comparing 2007
estimates with those published in 2006. However,
the methodological revisions have been applied
retrospectively to all earlier HIV prevalence data,
so that the estimates of incidence, prevalence and
mortality from earlier years in the current report
allow an assessment of trends over time.

The AIDS epidemic update reports on the latest
developments in the global AIDS epidemic and
has been published annually since 1998.The
2007 edition provides the most recent estimates
of the epidemic’s scope and human toll and
explores new trends in the epidemic’s evolution.
This is a joint UNAIDS and WHO report and
the estimates produced by the UNAIDS/WHO
Working Group on Global HIV/AIDS and

STI Surveillance are based on methods and
parameters that are informed by the UNAIDS
Reference Group on HIV/AIDS Estimates,
Modelling and Projections. These estimates are
also based on work by country analysts in a
series of 11 regional HIV estimates workshops
conducted in 2007 by UNAIDS and WHO. The
process and methodology used by UNAIDS
and WHO were reviewed and endorsed

by an International Consultation on AIDS
Epidemiological Estimates convened jointly by
the UNAIDS Secretariat and WHO on 14-15
November 2007 in Geneva.

The major elements of methodological improve-
ments in 2007 included greater understanding

of HIV epidemiology through population-based
surveys, extension of sentinel surveillance to more
sites in relevant countries, and adjustments to
mathematical models because of better under-
standing of the natural history of untreated HIV
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infection in low- and middle- income countries.
These adjustments to the methodology used are
explained in more detail in the box “New data
lead to changes in assumptions and improved
estimates.” UNAIDS and WHO will continue
to modify their estimates of HIV infections and
AIDS deaths as new scientific data, research and
analyses emerge.

Several comparisons in this report are made
between HIV estimates derived by the uniform
revised methodology for 2007 and 2001. The year
2001 was the year of the United Nations General
Assembly Special Session on HIV/AIDS that first
defined intervention targets, but is also sufficiently
long ago to allow meaningful examination of
trends in data subjected to uniform analysis.

Epidemic update 2007 - essential
pHOHO»a

Every day, over 6800 persons become infected
with HIV and over 5700 persons die from AIDS,
mostly because of inadequate access to HIV
prevention and treatment services. The HIV
pandemic remains the most serious of infectious
disease challenges to public health. Nonetheless,
the current epidemiologic assessment has encour-
aging elements since it suggests:

B the global prevalence of HIV infection
(percentage of persons infected with HIV)
is remaining at the same level, although the
global number of persons living with HIV is
increasing because of ongoing accumulation
of new infections with longer survival times,
measured over a continuously growing general
population;

B there are localized reductions in prevalence in
specific countries;

B 3 reduction in HIV-associated deaths, partly
attributable to the recent scaling up of
treatment access; and

B 3 reduction in the number of annual new HIV
infections globally.

Examination of global and regional trends suggests

the pandemic has formed two broad patterns:

B generalized epidemics sustained in the general
populations of many sub-Saharan African
countries, especially in the southern part of the
continent; and

B epidemics in the rest of the world that are
primarily concentrated among populations
most at risk, such as men who have sex with
men, injecting drug users, sex workers and
their sexual partners.

Sub-Saharan Africa remains the most seriously
affected region, with AIDS remaining the leading
cause of death there.

Figure 1
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Estimated adult (15-49) HIV prevalence (%) globally and in sub-Saharan Africa,
1990-2007
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Figure 2

Although percentage prevalence has stabilized,
continuing new infections (even at a reduced rate)
contribute to the estimated number of persons
living with HIV, 33.2 million [30.6-36.1 million],
being greater than ever before (Figure 1). HIV
prevalence tends to reduce slowly over time as
new infections decline and through the death

of HIV-infected persons; it can increase through
continuing HIV incidence and through reduced

Figure 3

mortality of HIV-infected persons on antiretro-
viral treatment. The analyses in this report cannot
specifically measure the opposing influences on
HIV prevalence of prevention efforts that reduce
new infections and treatment scale-up that reduces
deaths among people with HIV.

Global HIV prevalence—the percentage of the
world’s adult population living with HIV—has

Estimated number of adult and child deaths due to AIDS globally,
1990-2007
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Estimated number of people newly infected with HIV globally,

1990-2007
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been estimated to be level since 2001 (Figure 2).
Downward trends in HIV prevalence are occurring
in a number of countries, where prevention efforts
aimed at reducing new HIV infections since 2000
and 2001 are showing results. In most of sub-
Saharan Africa, national HIV prevalence has either
stabilized or is showing signs of a decline (Figure
2). Cote d’lvoire, Kenya and Zimbabwe have
all seen declines in national prevalence, continuing
earlier trends. In South-East Asia, the epidemics
in Cambodia, Myanmar and Thailand all show
declines in HIV prevalence.

The estimated number of deaths due to AIDS

in 2007 was 2.1 million [1.9-2.4 million]
worldwide (Figure 3), of which 76% occurred

in sub-Saharan Africa. Declines in the past two
years are partly attributable to the scaling up of
antiretroviral treatment services. AIDS remains

a leading cause of mortality worldwide and the
primary cause of death in sub-Saharan Africa,
illustrating the tremendous, long-term challenge
that lies ahead for provision of treatment services,
with the hugely disproportionate impact on sub-
Saharan Africa ever more clear.

HIV incidence (the number of new HIV
infections in a population per year) is the key
parameter that prevention efforts aim to reduce,
since newly infected persons contribute to the
total number of persons living with HIV; they
will progress to disease and death over time; and
are a potential source of further transmission.
Global HIV incidence likely peaked in the late

1990s (Figure 4) at over 3 million new infections
per year, and was estimated to be 2.5 million
[1.8-4.1 million] new infections in 2007 of which
over two thirds (68%) occurred in sub-Saharan
Africa. This reduction in HIV incidence likely
reflects natural trends in the epidemic as well as
the result of prevention programmes resulting in
behavioural change in different contexts.

A final conclusion concerns the quality and nature
of strategic information relating to the pandemic
and the effects of our programmes. Increased
investments in interventions for HIV prevention,
treatment and care are showing results but also
greatly increase the complexity of the epidemic
and analysis of its trends. The analyses reported
here cannot adequately define the impact of
specific interventions or programmes. This will
require special studies in local areas, including
direct assessments of HIV incidence, mortality,
programme effectiveness and the burden of HIV
infection, disease and death in children.

As the resources committed to AIDS and other
major health problems continue to increase, more
emphasis is required to strengthen systems to
collect and analyse data and to improve the quality
of such data to strategically guide programming.
Despite the challenges and limitations inherent in
data collection of this nature, the resources made
available to the global AIDS response have enabled
the quality of information and our understanding
of the HIV pandemic to be superior to many
other global disease estimates.



Regional summaries

Regional data are shown in Table 1. Sub-Saharan

Africa continues to be the region most affected
by the AIDS pandemic. More than two out of
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three (68%) adults and nearly 90% of children
infected with HIV live in this region, and more than
three in four (76%) AIDS deaths in 2007 occurred
there, illustrating the unmet need for antiretroviral

Table 1 Regional HIV and AIDS statistics, 2001 and 2007
Adults and children Adults and children Adult prevalence  Adult and child deaths
living with HIV newly infected with HIV (%) due to AIDS
Sub-Saharan Africa
2007 22.5 million 1.7 million 5.0% 1.6 million

[20.9 million-24.3 million] [1.4 million-2.4 million]  [4.6%-5.5%] [1.5 million-2.0 million]

2001 20.9 million

2.2 million 5.8% 1.4 million

[19.7 million-23.6 million] [1.7 million-2.7 million] [5.5%-6.6%] [1.3 million-1.9 million]

Middle East and North Africa

2007 380 000
[270 000-500 000]
2001 300 000

[220 000-400 000]
South and South-East Asia

2007 4.0 million
[3.3 million-5.1 million]
2001 3.5 million
[2.9 million-4.5 million]
East Asia
2007 800 000
[620 000-960 000]
2001 420 000
[350 000-510 000]
Oceania
2007 75 000
[53 000-120 000]
2001 26 000

[19 000-39 000]
Latin America

2007 1.6 million

[1.4 million-1.9 million]
2001 1.3 million

[1.2 million-1.6 million]
Caribbean
2007 230 000

[210 000-270 000]

2001 190 000

[180 000-250 000]
Eastern Europe and Central Asia
2007 1.6 million

[1.2 million-2.1 million]

2001 630 000
[490 000-1.1 million]

Western and Central Europe

2007 760 000
[600 000~1.1 million]
2001 620 000

[500 000-870 000]
North America

35 000 0.3% 25 000
[16 000-65 000] [0.2%-0.4%] [20 000-34 000]
41 000 0.3% 22 000
[17 000-58 000] [0.2%-0.4%] [11 000-39 000]
340 000 0.3% 270 000
[180 000- 740 000] [0.2%-0.4%] [230 000-380 000]
450 000 0.3% 170 000
[150 000-800 000] [0.2%—-0.4%] [120 000-220 000]
92 000 0.1% 32 000
[21 000-220 000] [<0.2%] [28 000-49 000]
77 000 <0.1% 12 000
[4900-130 000] [<0.2%)] [8200-17 000]
14 000 0.4% 1200
[11 000-26 000] [0.3%—0.7%] [<500-2700]
3800 0.2% <500
[3000-5600] [0.1%-0.3%] [1100]
100 000 0.5% 58 000
[47 000-220 000] [0.4%-0.6%] [49 000-91 000]
130 000 0.4% 51 000
[56 000-220 000] [0.3%—-0.5%] [44 000-100 000]
17 000 1.0% 11 000
[15 000-23 000] [0.9%-1.2%)] [9800-18 000]
20 000 1.0% 14 000
[17 000-25 000] [0.9%-1.2%] [13 000-21 000]
150 000 0.9% 55 000
[70 000-290 000] [0.7%-1.2%] [42 000-88 000]
230 000 0.4% 8000
[98 000-340 000] [0.3%—-0.6%] [5500-14 000]
31 000 0.3% 12 000
[19 000-86 000] [0.2%-0.4%] [<15 000]
32 000 0.2% 10 000
[19 000-76 000] [0.1%-0.3%)] [<15 000]
46 000 0.6% 21 000
[38 000-68 000] [0.5%-0.9%)] [18 000-31 000]
44 000 0.6% 21 000
[40 000-63 000] [0.4%-0.8%] [18 000-31 000]
2.5 million 0.8% 2.1 million

[30.6 million—-36.1 million] [1.8 million—4.1 million]  [0.7%-0.9%] [1.9 million-2.4 million]

2007 1.3 million

[480 000-1.9 million]
2001 1.1 million

[390 000-1.6 million]
TOTAL
2007 33.2 million
2001 29.0 million

3.2 million 0.8% 1.7 million

[26.9 million-32.4 million] [2.1 million-4.4 million] [0.7%-0.9%] [1.6 million-2.3 million]




| 2007 AIDS EPIDEMIC UPDATE

treatment in Africa. The region’s epidemics,
however, vary significantly in scale, with national
adult (15-49 years) HIV prevalence ranging
from less than 2% in some countries of the Sahel
to above 15% in most of southern Africa.
Southern Africa alone accounted for almost one
third (32%) of all new HIV infections and AIDS
deaths globally in 2007.

A total of 1.7 million [1.4 million-2.4 million]
people in sub-Saharan Africa became infected
with HIV in the past year, declining from 2.2
million [1.7 million—2.7 million] new infections
in 2001.There are currently an estimated 22.5
million [20.9 million-24.3 million] people living
with HIV in the region in 2007—compared
with 20.9 million [19.7 million—-23.6 million] in
2001. In sub-Saharan Africa, adult (15-49 years)
HIV prevalence declined from 5.8% [5.5%—6.6%)]
in 2001 to 5.0% [4.6%-5.5%] in 2007. AIDS
continues to be the single largest cause of
mortality in sub-Saharan Africa (WHO, 2003); of
the global total of 2.1 million [1.9 million-

2.4 million] adult and child deaths due to AIDS
in 2007, 1.6 million [1.5 million-2.0 million]
occurred in sub-Saharan Africa. There are

an estimated 11.4 million [10.5 million-14.6
million] orphans due to AIDS? in this region.

In addition to the declines in new infections in
sub-Saharan Africa between 2001 and 2007, the
estimated annual number of new HIV infections
decreased in South and South-East Asia from
450,000 [150 000-800 000] in 2001 to 340 000
[180 000-740 000] in 2007, and in Eastern
Europe from 230,000 [98 000—340 000] in 2001
to 150,000 [70 000-290 000] in 2007.The differ-
ence in the number of new infections in Eastern
Europe is due mainly to the slower growth of the
HIV epidemic in the Russian Federation, the
country with the largest epidemic in that region
and where new infections increased steeply in

the late 1990s before peaking in 2001. Annually
reported (rather than estimated) new infections

in the Russian Federation have been growing
again in recent years, but at a lower rate than at
the turn of the century.

The 92 000 [21 000-220 000] adults and children
estimated to be newly infected with HIV in East
Asia in 2007 represent an increase of almost
20% over the 77 000 [4900-130 000] people
who acquired HIV in 2001. Oceania also saw an

increase in estimated new infections—from 3800
[3000-5600] in 2001 to 14 000 [11 000-26 000]
in 2007. In the Caribbean, Latin America,
the Middle East and North Africa, North
America and Western Europe, the numbers of
new HIV infections in 2007 remained approxi-
mately stable.

These regional incidence figures can mask the
fact that the actual number of persons living with
HIV may be increasing; for instance in Eastern
Europe, the total number of persons with HIV
increased nearly 150% between 2001 and 2007.
Also in individual countries, such asViet Nam
and Indonesia, the prevalence of HIV is growing.

Women living with HIV

Similar increases occurred in the estimated total
numbers of new infections in men and women
between 2001 and 2007—the ratio of women
to men remaining stable globally. The estimated
15.4 million [13.9-16.6 million] women living
with HIV in 2007 numbered 1.6 million more
than the 13.8 million [12.7-15.2 million] in
2001. For men, the 15.4 million [14.3-17.0
million] estimated to be living with HIV in 2007
compared with 13.7 million [12.6-15.2 million]
in 2001. In sub-Saharan Africa, almost 61%
of adults living with HIV in 2007 were women,
while in the Caribbean that percentage was
43% (compared with 37% in 2001) (Figure 5).
The proportions of women living with HIV in
Latin America, Asia and Eastern Europe
are slowly growing, as HIV is transmitted to the
female partners of men who are likely to have
been infected through injecting drug use, or
during unprotected paid sex or sex with other
men. In Eastern Europe and Central Asia, it
is estimated that women accounted for 26% of
adults with HIV in 2007 (compared with 23%
in 2001), while in Asia that proportion reached
29% in 2007 (compared with 26% in 2001).

Children (less than 15 years of age)
living with HIV

Globally the number of children living with
HIV increased from 1.5 million [1.3-1.9
million] in 2001 to 2.5 million [2.2-2.6 million]
in 2007. However, estimated new infections
among children declined from 460 000

1 Orphans (0-17 years) currently living are defined as the estimated number of children aged 0-17 years in 2007 who have lost one or both

parents to AIDS.
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Percent of adults (15+) living with HIV who are female 1990-2007
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[420 000-510 000] in 2001 to 420 000 [390
000-470 000] in 2007. Deaths due to AIDS
among children had increased from 330,000
[380 000 - 560 000] in 2001 to 360,000

[350 000 — 540 000] in 2005, but have now
begun to decline to an estimated 330,000

[310 000-380 000] in 2007. Nearly 90% of all
HIV positive children live in sub-Saharan Africa.

NEW DATA LEADS TO CHANGES IN ASSUMPTIONS AND IMPROVED ESTIMATES

As part of the continuing process of refining HIV estimations, UNAIDS and WHO regularly update
their estimation methodology with new information, as recommended by the UNAIDS Reference
Group on Estimates, Modelling and Projections, and based on the latest scientific developments.® In
addition, an International Consultation on AIDS Epidemiological Estimates, convened jointly by the
UNAIDS Secretariat and WHO, was held on 14-15 November 2007 in Geneva, Switzerland to review
the current processes and methodologies used by UNAIDS and WHO to produce HIV estimates at
the country, regional and global level.

The tools that have been developed based on the recommendations of the UNAIDS Reference
Group include the Estimation and Projection Package (EPP), WORKBOOK, and Spectrum. These
tools generate an HIV prevalence curve and project the age-specific demographic impact of AIDS
mortality. The outputs include HIV prevalence over time, number of people living with HIV, new
infections, deaths due to AIDS, orphans and treatment need. Estimates of incidence and mortality
are derived from the estimates of adult HIV prevalence over time—that are in turn based on data
from sentinel surveillance, surveys and special studies.

HIV surveillance systems have expanded and improved considerably in the past few years, most
notably in sub-Saharan Africa and Asia. HIV sentinel surveillance data have improved as the number
of surveillance rounds and their geographical and population coverage has increased. For example
in India the number of sentinel surveillance sites increased to more than 1100 in 2006 (up from 155
in 1998) and now cover more extensively the most-at-risk populations. In some African countries that
had limited HIV prevalence data in the past (such as Angola, Liberia, and Sudan), the recent rounds
of sentinel surveillance have yielded more representative data.

2 The global proportion of women versus men who are infected has remained at approximately 50% since the late 1990’s, In this graphic of
proportional rates, even though the proportion of women versus men has been increasing in each region, in most regions, the overall num-

ber of men infected still far outnumbers that of women.

3 The UNAIDS Reference Group on HIV/AIDS Estimates, Modelling and Projections is made up of leading researchers in HIV and AIDS, epi-
demiology, demography and related areas. The Reference Group assesses the most recent published and unpublished work drawn from
research studies in different countries. It also reviews advances in the understanding of HIV epidemics, and suggests methods to improve the

quality and accuracy of the estimates.
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Data collected in national population-based surveys have improved the accuracy of HIV and

AIDS estimates. While HIV prevalence from sentinel surveillance will continue to provide valuable
information in terms of the trend in the epidemics, HIV prevalence measured in national population
based surveys, adjusted for non-response and other biases, provides improved data to estimate the
national prevalence. However, population based surveys in countries with concentrated epidemics
may not include populations that may be at higher risk of HIV infection and other adjustments
should be made. Since 2001, 30 countries in sub-Saharan Africa, Asia and the Caribbean have
conducted national population-based surveys with HIV prevalence measurement, as shown in

Table 2. Results from such population-based surveys have generally indicated lower national HIV
prevalence than extrapolations from sentinel site surveillance.

For the regional and global estimates included in this report, the adult HIV prevalence found

in those surveys has been used to adjust the HIV prevalence in the year of the survey for those
respective countries. For countries with a recent national survey (such as Benin, Cambodia, Central
African Republic, Haiti, India, Liberia, Malawi, Mali and Swaziland) this has resulted in lower
estimates compared to those included in the regional and global estimates published in the 2006
AIDS epidemic update - report.

In addition several new assumptions have been incorporated into the 2007 version of the estimation
software tools, Estimation and Projection Package (EPP) 2007 and Spectrum 3. A major new
assumption concerns countries with generalized HIV epidemics which have not conducted a national
population-based HIV survey. A comparison of HIV prevalence among antenatal clinic attendees and
HIV prevalence from population-based surveys has shown that HIV prevalence among adults in the
latter surveys is approximately 80% of the prevalence among antenatal clinic attendees, in both rural
and urban areas (UNAIDS, 2007). Based on that observation, it was recommended that in countries
with generalized HIV epidemics which have not conducted a national population-based survey, HIV
prevalence data from antenatal clinic attendees should be adjusted downward on average by a
factor of 0.8 (UNAIDS Reference Group on Estimates, Modelling and Projections, 2006). Previously
only the prevalence from antenatal clinics in the rural areas was adjusted.

A second, major assumption relates to the estimation of incidence and mortality. HIV incidence
and mortality due to AIDS are calculated from a combination of HIV prevalence over time and an
assumption regarding the average time a person will survive from HIV infection to death in the
absence of antiretroviral treatment, while allowing for longer survival for people on antiretroviral
treatment (Stover, 2006). In the absence of such treatment, the net median survival time after
infection with HIV is now estimated to be 11 years (UNAIDS Reference Group on Estimates,
Modelling and Projections, 2006), instead of the previously estimated nine years (UNAIDS Reference
Group on Estimates, Modelling and Projections, 2002). This applies to all countries except those
where HIV subtype E accounts for the majority of infections. In the latter countries, the median

net survival time is still under review, but a limited number of studies show estimates of nine years
survival (UNAIDS Reference Group on Estimates, Modelling and Projections, 2006). These new
recommendations are based on recent information provided by longitudinal research studies (Todd
et al., 2007; Marston et al., 2007). For the same level of prevalence, this longer average survival
period has resulted in lower estimates of new infections and deaths due to AIDS.

In addition to the changes in HIV prevalence for some countries that result from adjusting to
country-specific prevalence survey results (see above), other countries have a corrected lower
prevalence because an expansion of their surveillance system has yielded more representative data
(for example, Angola and Madagascar). In addition, in some countries with generalised epidemics
that have not conducted a population based survey, it is the additional adjustment to the antenatal
clinic data from urban areas (see above) that has resulted in a lowering of estimates of national
prevalence, for example in Angola, Congo, Eritrea, the Gambia, Guinea-Bissau, Mozambique,
Namibia, Nigeria, Somalia and Sudan.
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Table 2
Adult (aged 15-49 years) HIV prevalence in countries
which have conducted population-based HIV surveys in recent years
2001 HIV 2003 HIV 2005 HIV
. prevalence (%) prevalence (%) prevalence (%)
Population-based | enortedin 2002 | reported in 2004 | reported in 2006

Countries survey prevalence Report on the Report on the Report on the

(%) (year) global AIDS global AIDS global AIDS

epidemic epidemic epidemic

Sub-Saharan Africa
Benin 1.2 (2006) 3.6 1.9 1.8
Botswana 25.2 (2004) 38.8 38.0 241
Burkina Faso 1.8 (2003) 6.5 4.2 2.0
Burundi 3.6 (2002) 8.3 6.0 3.3
Cameroon 5.5 (2004) 11.8 7.0 5.4
Central African Republic 6.2 (2006) 129 13.5 10.7
Chad 3.3(2005) 3.6 438 35
Cote d'lvoire 4.7 (2005) 9.7 7.0 71
Equatorial Guinea 3.2(2004) 3.4 NA 3.2
Ethiopia 1.4 (2005) 6.4 4.4 (0.9-3.5)
Ghana 2.2 (2003) 3.0 31 2.3
Guinea 1.5 (2005) NA 2.8 15
Kenya 6.7 (2003) 15.0 6.7 6.1
Lesotho 23.5(2004) 31.0 29.3 23.2
Malawi 11.8 (2004) 15.0 14.2 141
Mali 1.3 (2006) 1.7 19 17

1.7 (2001)*
Niger 0.7 (2006) NA 1.2 11

0.9 (2002)

Rwanda 3.0 (2005) 8.9 51 3.1
Senegal 0.7 (2005) 0.5 0.8 0.9
Sierra Leone 1.5 (2005) 7.0 NA 1.6
South Africa 16.2 (2005) 201 209 18.8

15.6 (2002)
Swaziland 25.9 (2006-7) 33.4 38.8 33.4
Uganda 7.1 (2004-5) 5.0 41 6.7
United Republic of Tanzania 7.0 (2004) 7.8 9.0 6.5
Zambia 15.6 (2001-2) 215 16.5 17.0
Zimbabwe 18.1 (2005-6) 33.7 24.6 201
Asia
Cambodia 0.6 (2005) 2.7 2.6 1.6
India 0.28 (2005-6) 0.8 0.9 0.9
Latin America
and Caribbean
Dominican Republic 1.0 (2002) 2.5 17 11
Haiti 2.2 (2005-6) 6.1 5.6 3.8

* includes male 15-59 years.

The change in survival assumption (see above) has resulted in lower estimates of mortality and
incidence in all countries except those where subtype E is dominant. It did not have a major
impact on the timing of the peak of new infections. All of these changes have resulted in improved
estimates of the number of people living with HIV, mortality due to AIDS, and the number of new
HIV infections. Most of the estimates in the current report are lower compared to those published
in previous reports, not just for 2007 but also for past years. Current estimates, therefore, cannot
be compared directly with estimates published in previous reports. Unlike previous reports, which
presented data for the most recent two-year period, this report presents comparative data for 2001
and 2007 which allows for a better assessment of trends. Because surveillance data for the year
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