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Annex: HIV Surveillance data by site 
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RWANDA 

Situc;ition Analysis 

In :\pril l 99.+. ext:remist 
demcnt! .,f the ruling regime: 
}.lUnched a genocide. targeting 
Tutsis and che Hutu politic:.il 
opposition. to ma.inc.a.in 
power. Up ro one million 
people were killed and over 
two million Rwandans were 
displaced in a three-mon.th 
period_ After the military 
vii::cory ofthe Rwandan 
Patriot Front (RPF) in July 
1994, :m estimated 800,000 
·old ca.:;cload" - the refugees 
of l959 and their children­
rcturned to R wa.nda. In late 
1996. an estimated 1.3 million 
"new caseloadu -Rwandans 
who fled the country in 
1994--<:ame home in a 
sudden and massive rerurn. 

There are now 7.6 million 
people living in Rwanda. The 
situation is characterized by 
demographic shifts, massive 
reseri:lemcnt and rehabili­
tation needs. a huge loss o( 

hwn:ll!. resources and a 
society struggling co overc:ome 
the polari~ing effect:; of years 
of erlmocracic rule which cul­
minated in genocide_ 

The new Government of 
Rwanda (GOR> h:is identified 
Hrv/ . .UDS as a growing .:pi­
demic and priority health and 
do=vc!opmo:nc problem !Qr 
Rwanda.. Pre:· and post-war 
sur"Jeil!a.nc:e data indicate 
high Hrv i.nfec:tion mes 
throughout the councry. Dau 
gathered from ten sentinel 
survc:illa.nc:e sicc:~ in t 996 
indicate that HIV prevalence 
rates rem:iin high in urban 
Kigali (33 percent) and :appear 
to be incr~asing in run! and 
scm i- run! are:is ( 3 .6 percent 
to 9.9 percent). The National 
AIDS Program estimates that 

KJ:.Y 

the overii.ll infection rate in 
the under 20-ye:ir-old age 
group is 9.7 pi=rc:i:nt. 

UPOltTED AIDS CASH;" Not 
awilable 

""CIU.5( OVH 1993 UPOrtTl• • 

Not available 

TOTAL POl'ULATION: 7.6 million 

cuMuua.nv11Nc1clNce•n Not 
av:i.ilable 

HIV·I SEllOPltNALINCI IN UDAH 

AllA.$.m••• 

33.7% 
Population Gt low risk. l 0.2% 

USAID Stc;itegy 

In lace 1994. USAID pro­
vided significant support to 
Rwanda's National AIDS 
Control Program (PNLS) 
through rhe AIDSCAP 
Project. AIDSCAP/Rwanda 
was the fim health devcl.­
opmc:nt activity to be re· 
established in the post-c:risis 
period. and played a critical 
role in rebuilding rhe National 
AIDS Ccmtrol Program and 
<:rcating c:apacity within the 
Rwomdan health sptem to 
combat STis, including Hrv. 
.'\.IDSCAP wa.s instrumental 
Ln laWlcltlng a nationwide 
condom social marketjng 
project; providing !EC 
material and media support::; 
establishing a peer education 
pilot program; and sup­
porting education through 
the military and local 
associacions. 

To bem:r adapt USA!D 
~istancc to needs in the 
transition period and move 
Rwanda rewards long-rerm 
scabiliry and development. 
USAID is supporting GOR 

• AlDS ases reporred 10 the: World Health Or53.11iution. 
••Thi! incrM.sl! in ."JCS QoCli rcponc:d to thl! World Hc;i.l1h Org.,ni:g,tion 
c;ould bl! due ro improvc:mc:oa in di.agnosi.! and reportinS of c:ii;isring 
~!OS c=lilic:s a.s ""dl u io Ml in~c in the spread oi HIV. 

• • • HIV scroprevalmce ~ta ill'C ccUccrcd by the U.S. Bure:ou of the 
Census from the: most represenrar:ive srudi~ available. 

···- PopuJ .. cion .. c high risk: crirn:nerd:il se"J: workrs :ind th.:ir dic:nt5o 
STD po.ti en ts or or her pcopll! with rl!cognized riJk f.il:'tor:;. Popl.lliltion at 
lo'"' r'i$k; pr.,5n:1nr WCJmcti :ictmding sn~n:iw clinks. blood donon., 
gcnenl pop1.1lo.cion ~mples ot othen with no known risk f.c1ori. 

Ministry of Health (MOH) · 
commitments to dc:cc:mralized 
and integrared basic healrh 
c:.ire. Future HIV/AIDS pro­
gramming aims to integrate 
and improve the planning, 
management and implcm~­
t:ition of STI/HIV servic~ at 
the health district level. 

USAlD·Supportcd 
Country Program$ 
Drcimtr:ilized STI and 
HIV/AIDS Prevention 
Progrum 

Thi.s activity aims to incc:­
grare and improve the 
del.ivery of STL'HIV services 
in four pilot regions. Through 
improved clirucal skills and 
practices, provider and client 
inform:ition disseminatiOll, 
improved inform:icion and 
IEC implementation. :md 
irnprtivcd management prac:· 
tic~ ac the regional and dis­
trict levels. quality SU ser- · 
vices will be into=gratcd. intO 
and strengthen the overall. 
quality of the aisting primary 
health care system in rural 
areas. 

Ministry of Health Financial 
and Administnti.ve 
Accounting and 
Transparency 

Weal financial accoWlti.ng 
and a~inistrative sptem:; 

impede the MOH and its 
National AfDS Program frcm 
efficiently managing and 
deci:ncrafo:ing its resources. 
Strong financial and ad.minis· 
trative accountins and 
systems are needed for the 
GOR/MOH to assume own· 
ership and provide leadership 
in the he:tlch sector. USAID 
will work with a recognized 
imemational ac:counring firm 
to build a solid financial and 

regional levels lnd to improve 
educ;ition and communi· 
c:ition int.:r"Jent:ions at the 
rnmmunicy level. 

HIV/AlDS Pec:r Education 
Prevention Program 

USAID is supporting the 
second phase of a peer edu­
cation pilot project i.n the 
Gic:irama Prefc:crme. CARE 
Intern;tional, the irnplemen· 
cation partner. will refine peer 
education methodologic:s and 
ac:tlvitic:s initiated in phase I 
to build :i local c:apacity to 
sustain peer education nct­
wgrks il!ld create linkages 
between the educ:acion com­
ponents of the formal health 
delivery system. 

Rwandan Health 
Communication Center 

The creation of Rwandan 
capaciry co d~gn and 
produc:e qualiey healrb. edu­
cation m:iterials is key to the 

, fight against AIDS and other 
communicable: and pre­
ventable infections. Effective 
edur:ation and c:ommunica.· 
tions uc critical tools in pre­
venting and reducing 
infection transmission. partic:­
ularly sn~. In collaboration 
with the World Ba11k. USAID, 

throush its implementing 
pa.rlller Population Serv:ic:es 
Inr.ernation.Jl (PSl). will r:on­
mbute tcc:hnic.al assistance in 

the design and managemenr 
of cornmunic:arions =­
paig.ns in ad di ti on ~o prti· 
duc:tion skills in audio, video 
and print media. The 
Communications Center is 
design~d to operate u a non· 
profit. private-secror organi­
~tion and will be n:sponsible 
for ac:hievins a high degree of 

administrative capacity within co~t-rec:ovcry ovc:r time. 
the MOH at t:he central and 
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Indicators Year Estimate Source 
Tol!ll Population (lhouaandal 1gp7 7,654 Socie>-derrcgrapkic SuNcy 

Popul::aticn Agod 15-49 (lhcu5'1nd~) 1997 2,710 UN POP 

Annuel Population Gronlh f!l80-f!J!l5 2.9 UNPOP 

'lb of Popul"lion Urb"nizcd 1996 6 UN POP 

"-verage An~uel Clrowtn Rete of Urben Populeticn 198~1PPB UN POP 

Ne! Migration Rate 

GNP Par Capita (USS) 1998 182 Sac;io-d~rrogr3phic Survey 

GNP Per Capita Average Annual Gr<l'oth Rale 1985-19!l5 -5 World B3nk 

H~man Develo1>rrent Index Rank lHDIJ 152 SociC>-derrogrephic SulYey 

Real GDP Per Caplla Rank. HDI Rank UNDP 

Clen~er Related ~eloprnem lnt!81' Rent 

Gender Empov.erl'rl!n! Measure Rank 

Human Po"ert'J' Index Value (HP!J 37.9 UNDP 

'lit Popula~on Economic AC!lve 199G 71 Soclo-derrearap~lc surve~ 

Unemployment Fi.>t• 

T at11 Adult Lile"'C"f Ratr fll!IB 52.7 Socic..de1T1Jgrii11phic SuN"cy 

Adult Male Literacy Rate 1996 56.9 Socic-de1T1Jgrilphic Sutvcy 

A.dult ~emOillle Liter;acy R:illltc f!lllB 51 Socio-dern;igraphic Survey 

Male Secondary Scnool Enrollment Ratio 19go.19~ 11 UNESCO 

l"emale Secondary Sellool Enrollment RaUo 19rlfJ.1995 8 UNESCO 

Crude Birth Rale (blrtns per 1 ,000 pop.) 1996 45 Sot;ia·dem::Jgraphii::; SuNey 

Crude Dea!h Rate (deaths per 1 ,000 pep.) 'f!lllB 17 Socio-derT'<lgrephic Sutvey 

Maternal Mort>lii:y R .. rc (per 10C,OCO li•e birth$) TOPO 1300 WHO/UNICEF 

Life El<pectancy at Birth 199B 49 UN POP 

Total Ferllll!y R3!e tg!JB 6.5 Socio-dc'l'Qgr~phic Survey 19 
Infant Mort>liry R~le (per 1.000 live bit!hs) flll1~ 129 Socio-<lermgrapnlc Survey, 1 

Under r-;,,e Mcrt11ity Rare (per 1 ,000 liwe births) 1Q.0~ 117 UNICEFIUNF'OP 

'II. Population Acceu ID S"le W..rcr frlllO-fllllll &ll ONA PO 

'II. Popul"rion Acccz ID Adoquaio Sanna~on lP~fllllll 94 ONAF'O 

Contact address: 
UNAIDS/WHO Working Group on Global HIV/AIDS and STIJ SUIVC~lam:e 
20. Avenue Appia 
CH· 1211 Geneva 27 
s....;1Zerland 
Fax: +41-22-791-4a78 
o-mail; Surveillence@UNAIDS.org 
h!lp://wwwJ....t10.chiemcfdisease&/hiv 
htlp;//www.unaids.org 

llSi.tl.l.filiil!f.IW.ld .. il.tl.¥.h211HL4MS 

Global surveillance or HlVfAIDS and 
:i;eii;uall'I' tran'lrnilled di;;ea:scs (STOs) is a 
joint enon or WHO anCI UNAIDS. Tfle 
UNAIDS/WHO Working Group on Global 
HIVIAIDS and STD Surveillance, initiated in 
Noverrber 1996. guides respedive 
adivities. The primary objodive of the 
working group is ID strengthen national. 
regional and global structures and nelw:>r1u; 
for Improved rmnltorlng and surveillance of 
HIVIAIDS and STDs. For this purpose, the 
working group collaborates clasely with 
n31lonal AICS programmes and a number of 
national and International expens and 
ln:.tltutlons. The goal oflhls c;ollaboratlon Is 
to compile the best Information available 
and to Improve 1he quallty of data needed 
for Informed declslon-makln11 <ind planning 
at national, reglonal and global levels. The 
fpldemlologlcal F:ict Sheets are a flr!ll 
outpU1 of !his cl0$e ;;ind fruitful collaboratlon 
:icross the globe. 
Followlng a series of a:im~ultatlons, the 
11UOrkln9 group and lrs pannel"$ est:ibllshed :i 
framflVIOrk :standardizing lhe collection of 
dailai docmcd important for a lhotough 
understanding or tnc currant status and 
trend,. of lhc epidemic, as well ii$ pallern" 
of risk and vulnerability in rhe population. 
Within tlils framelf.Clrlc, the Fact Sheet,. 
collate the rrost recent c:ountry·spec:lfic: d:n:a 
on HIV/AIDS prcvalonco end incidence, 
together with inforrretion on bohavioun; 
(e.g. caisual i;ex and condom use) which 
can spur or stem the tranamiasion of HIV. 
The data include prevention indicston; 
developed by WHO'a Global Programme on 
AIDS, ....tiich aim to measure tremh; in 
knowledge af AIDS, relevant behaviours. 
and a host of other factors influencing the 
epidemic. Acldilional Indicator.; - for 
example, on c:are and S1Jppon •• will be 
im;tudcd when available. 

Not uncxpoc:tedty, information on ell of Iha 
agreed-upon indic:etors we:s not available 
for many countrie:s in 1997. However. the 
fact :sheets do a:>ntain a wealth of 
info1TT&tion which all1MS identification of 
strengths in currently misting programrree 
and comparisons ba!Vlean countries and 
regions. The fact sheets may also be 
in"1rurrental in identifying potentlal 
partm;r:s when planning and implerrBnting 
improved systems. 
Th• fact sheets can be only as good a:. 
lnformadon made available to the 
UNAIDSMIHO Working Group on Globail 
HIV/AICS and STC Surveillance. 
Therefore, the working group wauld like 10 

encourage all prngra mrre managers. as 
well as notional and in1Brnstional 0llperta 
lo communicate additional informetion to 
the working group whenever such 
infommtion becomes a11ailable. The 
working group alBO 11\elcomes any 
suggelitione for additional indicators or 
information proven lo be useful ln national 
or international decl!llon making and 
planning. 

iii~&btl~• 
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Estimated number of people living with HIV/AIDS 
ln 1997 and during the first quarter of 1998, UNAIDS and WHO worked closely with national governments and research 
institutions to recalculate current eatimates on people living with HIV/AIDS. These cala.ilatiom~ are based on the previously 
published estimates for 1994 (WER 1995; 70:353-360) and recent trends in HIV/AIDS surveillance In various populations. 
Epimodel 2. a microcomputer programme orlglnally developed by the WHO Global Programme on AIDS. was used to 
calculate the new estimates on prevalenca and incidence of AIDS and AIDS deaths, as well as the number of children 
infected through mother-to-child transmission of HIV, taking into account age-specific fertility rates. An additional 
spreadsheet model was used to calculate the number of children whose mothers had died of AIDS. 

The current estimates do not claim to be an exact count of infections. Rather. they use a methodology that has thus far 
proved accurate in producing estimates which give a good indication of the magnitude of the epidemic in individual 
countries. However, these estimates are constantly being revised as countries improve their surveillance systems and 
collect more Information. This Includes Information about Infection levels In different populations, and behaviours which 
facllltate or Impede infection. 

Adults In this report are defined as women and men aged 15 to 49. This age range covers people in their most sexually 
active years. While the risk of HIV infection obviou:oly continues beyond the age of 50. the vast majority of those who 
engage in substantial risk behaviours are likely to be infected by this age. Since population structures differ greatly from 
one country to another, especially for children and the upper adult ages. the restriction of the term adult to 15-to-49-year­
olds has the advantage of making different populations more comparable. This age range was used as the denominator in 
ealeulating adult HIV prevalence. 

• Estimated number of adults and children living with HIV/AIDS, end of 1997 

These estimates include all people with HIV infection, whether or not they have developed 
symptoms of AIDS, alive at the end of 1997 

Adults and childrl!!n 

Adult5 (15-49) 

Women (15-481 

Children (0-151 

• Estimated number of AIDS cases 

370000 

350000 
170000 
22000 

Adult rate(%) 

Estimated number of AIDS eases in adults and child11!n that have oceur!!d since the 
beginning of the epidemic: 

Cumulative no. of AIDS cases 180000 

• Estimated number of deaths due to AIDS 

12.75 

Estimated number of adults and children who died of AIDS 5inc:e the beginning of the epidemic: 

Cumulative deaths 170000 

Estimated number of adults and children who died of AIDS during 1997: 

Deaths in 1997 :56000 

• Estimated number of orphans 

Estimated number of children who have lost their mother or both parents to AIDS {While 
they were und!!r age 15) since the beginning of the epidemic: 

Cumulative orphans 120000 

Estimated number of children who have lost their mother or both parents to AIDS and who 
were alive and under age 15 al the end or 1997: 

Current living orphan5 84000 

il.U.Cl.t4iEYl!F.iMIS:.li.4M.4r&llMUMM hl.liilLM:W 
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HIV Sentinel surveillance 
This section contains information about HIV prevalence in different populations. The data reported in the tables below are 
mainly based on the HIV data base malnlalned by the United States Bureau of the Census and are a compilation of data from 
different source5, Including national reports, scientific publications and abstract5, To provide for a simple overview of the 
current situation and trend5 over time, summary data are given by population group, geographical area (Major Urban Areas 
versus Outside Major Urban Areas). and year of survey. Studies conducted In the same year are aggregated and the median 
prevalence rates (in percentages) are given for each of the categories. The rreximum and minimum prevalence rates 
observed. as well as the total number of surveys/sentinel sites, are provided with the median, to give the reader an overview 
of the diversity of HIV-prevalence results In a given population within the country. 

The differentiation between the two g@ographical areas Major Urben Areas end Outside Major Urban Areas is not ba&ed on 
strict criteria, such as the number of inhabitants. For most countries, Major Urban Areas were ccnsidered lo be the capital city 
and - where applicable - other metropolitan areas with similar socio-economic patterns. This distinction assumes that capital 
cities in many countries have specific characterl&tles related to the prevalence of higher risk behaviour and a ccncentration of 
HJV lnfedlons. The term Outside Major Urban Areas considers that most sentlnel sites are not located In strictly rural ar@as, 
even if they are located in somewhat rural districts. Site/study-specific data on which the medians were calculated are printed 
in an annex at the end of this fact sheet. 

• HIV prevalence in selected populations in percent ----------------------
Pn~armnl worn1:in 

Sox\ll'Orker1 

N_SI•• 1 

Minim1.1t1 32 2J.2 26.2 26.7 26.1 33.• 25.• 22.4 

32 28.75 lC.2 l.!1.7 28.85 l'U 25.• 27.55 

32 30.J 211.2 211.7 31.6 33.6 25.4 32.7 

OU!oido Major Ullllll J\reae N_Slea 12 9 

~·11111111 10.l 0.5 1.8 J.5 

Modi•n 26.5 2.55 6.7 10.2 

M:!XllllUlll 2'-6 29.7 11.6 22.5 -------------------Mo1or ur~an Atoao N_SllH 

Minimum 

Mc1hn 

M:uinum ---· ·---· - --------------lnl••una G'IJll uoera MaJor UTll!lnAroa• N_Siln 

Mlnlrnurn 

Median 

Maim um 

•11111111--· ·----- ........ llllllll .. IDlllll llll!l 1111J 11111111 lllB .. 
STD p>tlonta llolaJ•r Urllan Arna t1_Sfto1 1 

Minimun 4l.1 ~S.I 55.4 55.4 q2 33.7 29.1 

~•d•ffrt 43.1 !.5.1 SS.• 56.t 48.2 33.7 41.B 

Maximum 43.1 55.1 55.• 56.4 48.2 33.7 54.5 

STD pa!lertlo OIA~de Major Ul!lan A111as N_Slleo 

Mlnlmwrn 13.2 

M•di•n 27.75 
Mil•inum •2.3 

il,4i.4t.t.fit.tJ:r.1:amm .. 1r.1r.n:a111&L4HMi iih&l.\!i!W 
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Assessment of epidemiological situation 
Assessment of country Regional maps 

epidemiological situation 

HIV information arrong antenatal crinic 
anendees is available from Rwanda since the 
late 1980s. In Klgall, the IT!3jor urban area, 32 
percenl of anlen;m1I clinic anendees tesred In 
1986 were HIV positive, HIV prevalence has 
ranged belWeen 25 and 33 percenl :imong 
ar11ena1al cllnlc anendees In l<lgall through 
1996. HIV Information by age Is available far 
1989, 1991 and 1992-93. Peak HIV 
pr9Valence of over 35 pen::lllflt IMil& &con 
among 20-24 year old anteniital clinic 
attendee& in both 1989 and 1992-93. 

Seroprevalence of HIV-1 for Pregnant Women 
East Africa 

Kanya 

.~ 
; . 

Outside of Kigali. MIV prevalenc;u among 
antenatal clinic attendees ranged from 10 to 
25 percent among three i;itei; in 1989-90 and 
from lees than 1 to 30 percent in 1991 among 
12 sites. In 1998, HJV prevalence among 
antenatal attendees teated in 9 Biles outside of 
Kigali ranged from 4 10 23 percent. HIV 
prB11alence by age is onl\t available for 1988-
90, where peak prevalence Ml& seen among 
the 20-24 year aid antenatal attendee&. 

~~·· 1'er~or1 8on>polll.., 

lnfometion on HIV pn<Valence among male 
STD clinio patients is available from Kigali 
:;inoo 1981i. HIV prcvalonoe reached 55 
percent among rrele STD clinic patienls 
tcstod in 1981M990. In 1996, 29 pcrc;cnt of 
STD clinic patient& te&lad in Kigali and 55 
percicnt of patient:; in Biryogo were HIV 
po$1tlve. In the rural areas or Ruli and 
Kabgayi, 13 lo 42 pcra::nl of STC olinio 
patients tested In 1996 -re HJV positive. 

llAJ.tlal41Ml!i.SYMllS •• 11.1P.¥.llS:llWUIT&S 

Tanzania '1=~~ 
\ 'DrnS~•~ v 

0 0,0 

0,1 -0.~ 

1.0 ·•.& 
5.ll - ~., 

10,0-18.8 

20.0• 

Seroprevalence of HIV-1 for Sex Workers 
East Africa 

l'orcenl Somposlll .. 

0 0.0 -0.S 

o 1.0.u 

@ 5.0-9.9 

eJ 10.0·U.9 

fi z~.o -1,_, 
• ,D.0• 

111.&Eti:W 
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Reported AIDS cases 

• AIDS cases by year of reporting 
1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 19~• 1995 1995 1997 1998 Tot~I UnknDllln 

[ 0 [ 0 [ 0 I 0 I 10 I 7l I m I 501 I 236 t 299 I 1005 I 22114 I 2089 I 2908 I mo I Q I 0 I 0 I 1350 I 12056 

Dale cf lest repon: 30.Jun-1993 

AIDS ca5eS officially reported to WHO. Due to gaps in 
diagnosis, underreporting, and reporting delays. officially 
reported .A.IDS cases represent only a portion of all cases 
in a country. Completeness of reporting varies 
substantially from one country to another. from less than 
10% in some countries with fewer resourcl!S to more than 
80% in most industrialized countries (please also compare 
with the section on estimates). Therefore, distribution by 
age, sex and modes of transmission may not be 
representative for all people living with AIDS In a given 
country. 

• AIDS cases by mode of transmission 

Hctvn:i; Heterosexual contacts. 
Homo/Bi; Hornn;exuel conlad& bell.wen men. 
IOU: lnjecoting drug u:sc. ~ lran:smi55ion category el:sc 
Includes cases in ""1ich other high-ri:sk behevioun; were 
reponed, In acldlllol\ to lnjec~on or drugs. 
Blood: Blood :and blood products. 
?erlnatal: Venlcal transmission during pregnancy, birth or 
!lre:i!dfeedlng, 
NS: Not specified/unknown. 

Sex Tr;im;. group od• 94/dS 1995 1995 1997 1998 Unkn. Total '4 

AU All 
Holoro 
Hom..Si 
IOU 
Blood 
Perl natal 
00.Crkn...., 
Unlma""' 

Miio AD 
Hoioro 
1DU 
Blooa 
O!horknown 
Unknown 

fum:iloAll 

Mdero 
IDU 

8100<! 
Oi/lerknown 
UnilnOM> 

NS All 
Matetra 
IOU 

Bloo<I 
Porinotol 

Olhcrkn"""' 
Unkn°'"" 

llSJ.11.l4il.IHP.i!f.411!1J .. il.11.¥.1&1114YL-i#h 

• Sex 

Al 

M•lo 

AIDS cases by age and sex 
Age <1994 941<95 1995 1996 1997 1998 Unkn. Total % 

All 

10-1' 

15-19 

2o.24 

25.29 

JQ.J4 
35-39 

co-u 
45-49 
50-5• 

55-59 

60• 

MS 

All 

(1.4 

5-9 
10-14 

15-19 

20-24 

25.29 
J0.34 

35.Jg 

40-•• 
45-49 

Sll-54 
55-SD 
60• 

NS 

Fomole AU 
(1.4 

>2 
10-14 

15-19 

20o2• 

25-29 
30-34 

35.3g· 

40·'4 

'5·49 

50-64 

55-59 

iiiliEEti:W 
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Curable STDs 
Control and prevention of sexually transmitted diseil5e5 (STD) have been recognized as a major strategy in the prevention 
of HIV infection and ultlma!ely AIDS. Consequently, monitoring different components of STD control Ciln illroo provide 
information on HIV prevention within a country. One of the cornerstones of STD control ls adequate rr1:1nagement of patients 
with symptomatic STDs. This indudes diagnosis, treatment. and individual health education and counsBlling on disease 
prevention and partner notlftcatlon. 

• Estimated incidence and prevalence of curable STDs 

Incidence Prevalence 

STDs Year Male FBmale All Year Male Female All 

Chlamydia trach. 

Gonorrhoea 

Syphilis 

Trichomonas 

Commentli 

sou re@ 

• STD Incidence, men 
Prevention Indicator 9: Proportion of men aged 15·49 years who reported episodes of urethritis in the last 12 months. 

Year Areil Age Rate N'" 

1996 All 15·49 27.7 

Comment$: 

Sources; PN~$/AIDSCAP 

• STD Prevalence, women 
Prevention Indicator B: Proportion of pregnant women aged 15-24 years attending antenatal clinics whose blood has 
been screened with positive serology for syphilis. 

Year Area Age Rate 

1993 Urban 15-24 s 

Comrnmts: 

Sources: Y. L~rcy, A. De Clcrcq, J. l•dncr or al. Proi;pective Study done atl!le Centre Hasplller de Kigali (Cl-IK) 

• STD Case management (counselled) 
Prevention Indicator 7: Proportion of people presenting with STD or for STD care in health facilities who rBceived 
basic advice on condoms and on partner notification. 

Year Area Age R11te 

1996 All 56 

Comments: 

Source~: PNLS/AIDSCAP 

• STD Case management (treatments) 
Prevention Indicator 6: Proportion of people presenting with STD in health facllltles assessed and treated in an 
appropriate way (according to national standards). 

Year Area Age Rate 

1996 All 63 

Comments: 

Sourcea: PNLSIAIDSCAP 

N= 

765 

N'" 

llSMl.L.flM!t.IMIJJlll21121111SlllML4i¥£i 111.T&l!rli& 
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Health service indicators 
HIV-prevention s'rategles depend on the twin efrorts of care and support for those living with HIV or AIDS. and targeted 
prevention for all people at risk or vulnerable to the infection. These efforts may range from reaching out to vulnerable 
eommunltles through large-sea le educational campaigns or interpersonal eommunleatlon: provision of treatment for STDe;; 
distribution of condoms and needles: creating an enabling environment to reduce risky behaviour: voluntary testing and 
counselling: home or institutional care for persons with symptomatic HIV infection; and preventing perinatal transmission and 
transmission through infected needles or blood in health care i;ettinge;. It ii; difficult to capture such a large range of activities 
with one or just a few indicators. However, a set of well-established health care indicators -- such as the percentage of a 
population With access to health care services: the i:iereentage of women eovered by antenatal care: or the percentage of 
immunized children - may help to identify general strengths and weaknesses of health systems. Specific indicators, such as 
acce55 to testing and blood 5ereening for HIV, help lo meai;ure the capacity of health e;ervicei; lo respond to HIV/AIDS· 
related issues . 

• Access to health care 

Indicators Year Estimate Source 
% of Por:i. with a~ss 10 health services - total: 1990-1995 80 UNICEF 

% of Pop. with access lo health seivices - urban: 

% of Pop. with ea:esi; lo health 5ervices - rural: 

Contraceptive pll!V:ilence rate (%): 1990..1996 7 UNFPA 

% of birth!!: attended by trained health per!Onnel: 1990-1996 26 UNICEF 

% or pregnant ~men Immunized against tetanus: 1995-1996 43 UNICEF 

% lully immunized • Tuborculo:si:s: 1995.1996 93 UNICEF 

% fully Immunized ·DPT: 1995-1996 98 UNICEF 

% fully Immunized - Pollo: 1995-1996 98 UNICEF 

% fully Immunized • Measle,.: 199S.1996 76 UNICEF 

Proponion or blood donatiom; ts61ed: 100 CNTS 

% of ANC clinics Wiers HIV lasting Is available: 

HIV/AIDS Hospital Occupancy Rate (ll3yg): 

Latex condoms are the only technology available that ean i:irevent i;exual transmission of HIV/STD. Persons needing 
protection In situations that carry risk should have consistent aCC8ss to high quality condom5. National Al DS Programmes 
Implement activities to inaease both availability of and aeeess to condoms. The two condom availability lndleators below are 
intended to highlight areas or strength and weakness at the beginning and at the end of the distribution system so that 
programmatic re5ources can be directed appropriately to problem area5. 

• Condom availability (central level) 
Prevention Indicator 2: Availability of condoms per capita in the country over the la5t 12 months (central level). 

Year 

1997 

Commems.; 
Sources: 

Area 

PSl/Annuel Report 1997 

• Condom availability (peripheral level) 

N 

360000 

Prevention Indicator 3: Proportion or people who can acquir11 a condom (peripheral level). 

Year Area N 

1997 

ComrnlnlB: lnlo,.....1ion nat available. 

Souroeg: 

11Sr.tlal411.h!F.i&IJIJll.11.i.IJ&llML4!M 

Ratl! 

0.13 

Rate 

111.#Ml!i!\W 
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Knowledge and behaviour 
lnrormatlon on km1wledge and behaviour related to HIV/AIDS Is essential In ld!!ntlfylng populations at risk for HIV lnh!c:rlon. It 
is also critical in assessing changes av!!r tlm!! as a result of prevention efforts. Guidelines and recommendations have been 
publisned ln the publication: "Evaluation of a National AIDS Programme: A methods package. 1. Prevention of HIV infedion. 
WHO/GPA/TCO/SEF/94.1Geneva,1994". 

• Knowledge of HIV-related preventive practices 
Prevention Indicator 1: Proportion or people citing at lea5t two ac;c;eplable ways of protection rrom HIV infection. 

Year Area Age group Male Female All 

n/a 15-19 

n/a 

n/a 

n/a 

Comments; 
Sa1.rrc:es: 

• Reported non-regular sexual partnerships 

20·24 

25-49 

15-49 

Prevention Indicator 4: Proportion of sexually active people having at least one sex partner other than a regular 
partner in the last 12 months. · 

Year Area Age group Male Female All 

1968 All 15-50 
Comment&: lnlom11aon non disponible. 

Sources: KABP/Beho•iour.il Studies- GPA, 1992 

• Reported condom use in risk sex (gen pop) 
Prevention Indicator 5: Proportion of people reporting the use of a condom during the most recent Intercourse of risk. 

Year Area Age group Male Female All 

~ 1~9 

n/a 

n/a 

n/a 

Comments: 

Sources: 

llSJ.il1l.fifJJ!Fei:aMM .. tb.ll.Wiliil&L.CM 
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Knowledge and behaviour 

• Ever use of condom 
Percentage of people who ever used a condom. 

Year Area Aga group 

1992 All 

1992 All 

1992 All 

1992 All 

1992 All 

1992 All 

1992 All 

1992 All 

ComrnantG: All ...orre~ 

Sourceg: Dermgraphic end He.,lth Survey 

• Median age at first sexual intercourse 
Median age of people at which they first had sexual intercourse. 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45.49 

Total 

Year Area Age group 

1992 20-24 
1992 
1992 

25-49 
45-49 

Male 

Male 

Female 

0.2 

0.9 

2.5 

1.4 

1.4 

1.6 

0.3 

1.2 

Female 

20.2 
19.7 
18.4 

p. 12/13 

All 

All 

Commanlli: f"edian 20-24 i• fer""'""'" o.ge~ 25·29; rnodlan 20-24 wa& nor celculallld ~nee lcs& tti..n 50'11. ho.d hod••~ 
or giwen bjrth. 

Sources: DHS/1992 

• Adolescent pregnancy 
Percentage or teenagern 15-19 who are mothers or pregnant with their flrsi child. 

Year Area Age group Ratft N 
1992 All 15 0.4 260 
1992 All 16 2.5 311 

1992 All 17 7.7 304 

1992 All 18 16.5 302 
1992 All 19 26.7 267 
1996 All 15-17 9 200 

Comments: 
Sources: DHSl1892 
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Sources 
Bulterys:, M., A. Saah, A. Chao, er al .. 1990, ls Oral Contracieplive Use Associated with Prevalent HIV Infection In Rwandan Worren?, V 
lmernatlonal Conference: Altl:i In ATllCa, Kinshasa. Zaire, Cd. 10 12, Poser T.P.C.6. 

Bucyendorc, A., E. Karita, P. Van de Pena, el el., 1991. Evolution de la Seroprevalence VIH 1 dan$ la Pop1.dation Urbain& de le Ville de Kigali 
(Rwanda) Pondanl les Annees .... V1 International Conference on AIDS in Africa, D:ak:ir, Senegal, 12116 19. 

Bogaens:, J., C. A. Rlc:an, f. Van Dyck, el al., 1989, The Etiology of Genital Ulceration in Rlovanda, Se1Cu:illy Transmitted Disea&es, vol. 16. no. 3, 
pp. 123 126. 

Bucyendore. A .. P. Van de Perre, E. K:ulta, er al .. 199J, Estimating Iha Seroincidence of HIV 1 in the General Adult Popul:nlon In Kigali, R\r/Qnda, 
AIDS, vol. 7, no. 2, pp. 275 277. 

Fox, E., E. Karita, J. Twagirakri:i;tu, et el .. 1991. The Progreliliion of the HIV Epidemic In Rll.Qnda, Olreeteur du PNLS, Minil;Bnte. B. P. 84, Kigali. 
Rwanda. draft rranu:script. 

Karita. E., W. Manlne:i:, P. Van do Perre, et al., 199J, HIV lnrcdion arrong STD Patients Kigali, Rwanda, 1988 10 1991, lnlemational Journal of 
STD and AIDS, vol. 4, no. d, pp. 211 213. 

Le Page, P .. F. ll:abi!I, A. Seruflllra, et ;ii., 1989, Transmission of HIV 1 Viru& from Mother to Children in Central Africa: A Srudy of CohDr1 in Kigali, 
Rwanda, IV Internal. Conf.: AIDS and ABSoc. Cancers In Afrle:1, M:useDle, Oer,18 :ZO, Po$fcr :Z43. 
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HIV lnfeclion and Behavior Change, AIDS, vol. 5, no. B, pp. 99J 1002. 
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July 28, 1998 

Dear Representative: 

HUMAN 
RIGHTS 
CAMPAIGN 

As you know, the House Appropriations Committee will mark up the FY 99 D.C. Appropriations bill on 
Thursday, July 30. As reported in the July 27 Washington Post, amendmencs may be offered co prohibit 
unmarried couples from adopting children and to prohibit funding of D.C.'s needle exchange program. The 
Human Rights Campaign strongly opposes including these riders in the bill, and we encourage you to attend 
the mark-up and vote a,g;Unst any such amendments. 

Decentralizing federal government programs and giving local control back to the American people has been a 
major theme for the Republican-controlled Congress over the past few years. Inclusion of these riders in the 
D.C. appropriations bill is an example of congressional micro-management of the District of Columbia. Last 
year's D.C. appropriations process was almost derailed over deal-breaking measures included in the bill, such as 
school vouchers. With so few days left on the legislative calendar, Congress cannot afford to hold up the 
appropriations process by politicizing family and public health decisions. 

Most Americans agree that the federal government should stay out of family law decisions. In fact, Americans 
categorically reject the notion that the government should take a greater role in deciding who can and cannot 
adopt children. By a margin of nearly four to one (74 to 19 percent,) voters say we should keep the system we 
currently have, rather than allow the federal government to take a greater role. Overwhelmingly, Americans 
believe that the issue of adoption is best decided by parencs and trained professionals on a case-by-case basis, 
based on the best interests of the child -- not by politicians or the government (August 1997 poll conducted by 
Penn, Schoen & Berland Associates). The best interest of the child should be the deciding factor in setting 
adoption policy at the local level. That is best determined by local, trained professionals. 

Further, the Oisuict of Columbia has one of the highest incidences ofHN infection in the country. 
Intravenous drug use is the District's second highest mode of transmission, accounting for over 25 percent of 
all new AIDS cases. Scientific evidence suppons the fact that needle exchange programs reduce HN infection 
and do not contribute to illegal drug use. The District of Columbia has had a local needle exchange program 
in place since last year, an important tool in the city's fight against the spread of HIV and an imponant bridge 
to drug treatment services. Now, Congress is considering telling D.C. that it cannot spend its own funds in 
this on-going battle. We oppose chis effon. 

Please oppose both of these amendmencs should they come up in committee or when the House considers the 
D.C. appropriations bill. Also, please call us if you have any questions or need any further information (216-
1520). Thank you. 

W 0 R KING I' 0 R LES 8 I AN AND GAY EQUAL RIGHTS. 

IIOI 14th Srreer NW; Suire 200 Washington, D.C. 20005 

phone (202) 628 4160 Jax (202) 347 5323 e-m4il hrc@hrc.org 
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THE FEDERAL GOVERNMENT SHOULD STAY OUT OF FAMILY LAW DECISIONS 

Congress has traditionally stayed out of family law, recognizing that state and local governments are 
better suited to address those issues. The ability of parents and trained professionals to make a 
decision, on a case-by-case basis, based on the best interests of the child, should be preserved. 
Although unsuccessful during the last three District of Columbia appropriations cycles, 
Congressman Jay Dickey, or another Member of Congress, may again introduce legislative language 
ro rhe D.C. appropriations bill that would interfere with parents and trained professionals' ability to 

make decisions in adoptions involving unmarried couples. 

Such congressional action would place D.C.'s children at risk: 

• Under the proposed amendment, single DC residents would still have the ability to adopt 
children. The goal of the amendment is to ban joint adoption by unrelated persons. While 
both parties of an unmarried couple would obviously still serve as parents to the child, the 
second parent would have no legal responsibility or protections for the child, including 
financial. In unfortunate circumstances, such as a break up or the death of a legal parent, 
the non-legal parent would have no legal responsibility to care for the child. 

• Having two legal parents is in the best interest of the child because it gives children greater 
financial security and ensures that the adopted child can receive health and other benefits 
from both parents. 

• As of June 22, 1998, there were 3,600 children in the D.C. foster care system waiting to be 
adopted. It is hard enough to find good homes for children. It would be an outrage to make 
children languish in institutions at great cost to taxpayers when they can have caring, loving 
homes. 

• The American Psychological Association reports that studies comparing groups of children 
raised by gays and by non-gay parents find no developmental differences between the two 
groups of children in their intelligence, social and psychological adjustment, popularity with 
friends, development of sex role identity or development of sexual orientation. In fact, in 48 
states and the District of Columbia, lesbian and gay people are permitted to adopt when a 
judge finds that the adoption is in the child's best interest. 

W 0 R KING F 0 R LESBIAN AND GAY I! QUA L RIGHTS. 
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