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Objective: To assess trends in the prevalence of HIV infection
among voluntary counseling and testing (VCT) clients in Uganda and
to describe the utility of VCT data for monitoring the HIV epidemic in
1992–2000.

Methods: We analyzed routinely collected data from first-time VCT
clients not reporting illness as a reason for testing. We developed a
model adjusting for test site, couple testing, and premarital testing,
assessed trends in adjusted prevalence of HIV infection and shifts in
age-specific peak prevalence, and compared antenatal clinic (ANC)
surveillance data and VCT prevalence trends.

Results: Among 201,741 clients, adjusted prevalence of HIV infec-
tion declined from 23% in 1992 to 13% in 2000 (P < 0.001) (men,
17%–9% [P < 0.001]; women, 31%–18% [P < 0.001]). The preva-
lence declined for all age groups except men older than 39 years and
women older than 34 years. The prevalence increased for women
older than 39 years (P < 0.003). Between 1992 and 2000, peak preva-
lence declined for both men (31% to 24%) and women (44% to 41%),
whereas the age at which the peak occurred increased for both men
(36 to 41 years) and women (31 to 36 years). VCT and ANC preva-
lence trends were similar.

Conclusion: In Uganda, the prevalence of HIV infection among
male and female VCT clients declined from 1992 to 2000, similar to
ANC surveillance data, but did not decline in older age groups. In
regions with well-established VCT programs, VCT data may provide
a useful and convenient tool for monitoring the HIV epidemic.
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Nearly 2 decades after AIDS was first identified in Africa,
substantial resources for prevention and care interven-

tions are becoming available.1–5 Increased funding combined

with effective interventions, such as nevirapine for the preven-
tion of mother-to-child transmission (PMTCT)6,7 and volun-
tary counseling and testing (VCT),8,9 should result in wide-
spread utilization of these interventions. As access to PMTCT
services grows, the feasibility and ethics of collecting anony-
mous antenatal clinic (ANC) data for HIV surveillance are be-
ing questioned. Sources of supplementary surveillance data
need to be identified and assessed so that our ability to monitor
progress in confronting the HIV epidemic is not diminished,
particularly in sub-Saharan Africa where the combination of
high prevalence of HIV infection10 and high fertility11 calls for
rapid expansion of PMTCT interventions. In countries like
Uganda, with well-established VCT programs, VCT data may
provide a useful and convenient tool for monitoring the HIV
epidemic. Triangulation of ANC data with VCT, PMTCT, and
other programmatic data may form the foundation for surveil-
lance and monitoring of HIV trends during an era of widely
expanded programmatic interventions.

As in most countries, ANC sites currently provide most
of Uganda’s surveillance data.12 The strengths of ANC data to
provide estimates of the prevalence of HIV infection represen-
tative for the general population include the fact that ANC at-
tendees have engaged in unprotected sex, may belong to an age
range in which HIV infection is most prevalent, provide a large
sample that is not prone to demographic variability over long
periods, and are less likely to reflect participation bias than
other potential surveillance populations.13 However, the ex-
tent to which HIV trends among ANC attendees reflect trends
in the general population has been extensively debated.14–17

Central to these discussions is the suggestion that prevalence
of HIV infection based on data for ANC attendees underesti-
mates true population prevalence, lacks sufficient stratifica-
tion, and does not address trends in the prevalence of HIV in-
fection among men or nonpregnant women.14

Although routine data from sources outside sentinel sur-
veillance sites have been used elsewhere to monitor the epi-
demic,18 the usefulness of the increasing volume of VCT pro-
grammatic data from sub-Saharan Africa and elsewhere has
not been explored.9,19,20 In addition to its potential utility for
internal monitoring of VCT programs, VCT data may have
distinct advantages that complement ANC surveillance data.
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In contrast to ANC data, VCT data include findings for both
men and women, offer wide age stratification, and allow for
routine collection of behavioral data including sexual history
and recent risk exposures.

Uganda was the first country in sub-Saharan Africa to
introduce HIV VCT, establishing services in 1990. VCT has
been a cornerstone of HIV prevention and care activities in
Uganda and >500,000 VCT sessions have been conducted
since 1990. We analyzed trends in the prevalence of HIV infec-
tion over a 9-year period (1992–2000) from a large database of
Ugandan VCT clients tested at 4 established sites. We also com-
pared VCT and ANC data from the same urban towns to assess
the utility of VCT data as a supplement to ANC surveillance data.

METHODS

Setting
The AIDS Information Center (AIC) is a Ugandan non-

governmental organization formed in 1990 that offers VCT21

services at 4 main branches in Uganda’s major towns of Kam-
pala (capital city), Jinja, Mbarara, and Mbale. These 4 main
branches are stand-alone VCT sites (ie, not attached to or in-
tegrated into any previously established health unit) and have
operated 6 days a week since they opened. In addition to VCT,
AIC provides all clients with syphilis screening, sexually
transmitted disease and tuberculosis education, and an oppor-
tunity for ongoing psychosocial support through posttest
clubs. Cost sharing for AIC services began in 1994 and in-
cludes an exemption policy for clients unable to pay. Aware-
ness of AIC sites was created through a wide variety of com-
munity mobilization programs involving local government
meetings and leaders, AIC drama performances, client testi-
monies, religious institutions, radio programs, and newspapers
in local languages.

HIV Testing
From 1992 to 1996, serologic testing for HIV was con-

ducted at Uganda’s National Blood Bank using a standard
double HIV ELISA testing algorithm with Western blot con-
firmation when the ELISA results were discordant. Since
1997, AIC has offered on-site rapid HIV testing using a se-
quential testing algorithm: Capillus (Trinity Biotech, Bray,
Eire) HIV-1/HIV-2 as a screening assay, SeroCard (Trinity
Biotech, Bray, Eire) HIV as a confirmatory assay, and Mul-
tispot (Sanofi Diagnostics Pasteur, Paris, France) HIV-
1/HIV-2 as a “tiebreaker.” A positive specimen is defined as
one that is positive by both screening and confirmatory assays
or positive by screening and “tiebreaker” assays. This rapid
testing algorithm has been shown to have 100% sensitivity and
specificity22 compared with standard EIA testing.

Data Collection
AIC receptionists routinely collect data from all clients

on date of birth, religion, education, occupation, ethnicity, and

location of residence. Counselors routinely collect data on be-
havioral factors, including self-reported previous HIV tests,
condom use at last sex, reasons for seeking HIV testing, and
type of testing (individual vs. couple). Laboratory results are
recorded on client cards. Data are entered into a computerized
database. During analysis, age is computed from the HIV test
date and the client’s reported birth date. A data manager
closely supervises the data collection and entry processes. A
random validation of 5% of all client data showed per record
error rates of <1% (AIC Data Validation Report, November
2000). The analyses presented in this report consisted only of
secondary unlinked data analysis; no contact with human sub-
jects occurred.

Data Analysis
Changes in client characteristics were assessed by com-

paring 1992 and 2000 data for linear trends across all the years
(Table 1). A logistic regression model was used to adjust
prevalences for other covariates (eg, sex, age, calendar test
year, test site [categorical], couple testing, and premarital test-
ing [defined as client reporting “to get married” as reason for
testing]). All 2-way interactions of these variables were as-
sessed, and the final model was obtained by stepwise back-
ward elimination. The final model retained all the core vari-
ables including sex, age, calendar test year, test site, couple
testing, and premarital testing. Adjusted prevalences by sex,
age, and calendar year were then obtained by taking the mean
model predicted probability for HIV positivity of clients in the
category. All subsequent analyses were done using preva-
lences adjusted based on this model unless otherwise indi-
cated.

Trends in overall prevalence of HIV infection by calen-
dar year, sex, and age were assessed using the Cochran–
Armitage trend test for adjusted grouped data weighted by the
number of HIV-positive and -negative clients. Adjusted age-
specific prevalence data for 1992 and 2000 were plotted to pre-
sent shifts in peak prevalence for men and women. Age-
specific prevalence trends for women attending ANC at 3 sen-
tinel surveillance sites (Kampala, Jinja, and Mbarara) and for
female VCT clients at AIC main branches in the same cities
were compared. Although the comparisons were age specific
for women aged 15–19 years, 20–24 years, and 25–49 years,
no further standardization on ANC prevalence was possible
because complete ANC data were not available. All analyses
were conducted using SAS (version 6.12; SAS Institute, Cary,
NC).

RESULTS

Client Characteristics
A total of 246,715 clients aged 15 years or older had their

first HIV test performed at the 4 main branches over the period
January 1992 to December 2000. From these clients, we ex-
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cluded 44,974 who reported illness as a reason for testing to
avoid selection bias due to higher prevalence of HIV infection
(61% vs. 14%, respectively) and an increase in the proportion
of such clients over time (14% to 19%). The proportions of
clients excluded due to illness were similar across sites: 15%,
Kampala; 17%, Jinja; 25%, Mbarara; and 20%, Mbale.

Of 201,741 clients meeting inclusion criteria, 49% were
female, and 71% were younger than 30 years of age (Table 1).
About one half of the clients were single, and about one quarter
were seeking premarital testing. The proportion reporting con-
dom use in their last sexual encounter was low but increased
from 9% in 1992 to 19% in 2000 (P < 0.0001). The distribution
of clients by testing site changed over time, with the proportion
testing at the Kampala branch decreasing from 70% in 1992 to

42% in 2000. The proportion seeking premarital testing in-
creased from 24% to 34%, and those testing as part of a couple
increased from 11% to 30%. These trends were consistent
across all sites.

Prevalence of HIV Infection
Overall, adjusted prevalence of HIV infection declined

from 23% to 13%, with a decrease from 17% to 9% among
men (P < 0.001) and from 31% to 17% among women (P <
0.001) (Table 2). Declines in unadjusted prevalence were simi-
lar, from 17% to 9% for men and 31% to 18% for women.
Annual prevalence of HIV infection was higher among women
than among men in every age group. Among men, significant
declines were observed in all age groups except those 40 years
of age and older. The prevalence appeared stable among men
40 years of age and older. Among women, large declines were
observed for women younger than 30 years of age, and a
smaller decline was observed for women 30–34 years of age.
However, for women 35–39 years old, the prevalence re-
mained stable, and for women 40 years of age and older, the
prevalence increased (P < 0.003) (Table 2). Although all re-
sults here are based on data adjusted for test site, couple test-
ing, and premarital testing, we also analyzed crude prevalence
trends and found nearly identical results (data not presented).

The prevalence of HIV infection decreased for all other
client subgroups. The prevalence declined from 24% to 18%
among clients testing as individuals and from 14% to 7%
among clients testing as part of a couple. The prevalence de-
clined from 18% to 6% among clients testing intending to get
married and from 25% to 19% among others. The prevalence
of HIV infection declined at each of the 4 VCT branch sites,
and branches with higher initial prevalence of HIV infection
showed proportionally larger declines. By ethnic group, which
largely reflects geographic region, the prevalence of HIV in-
fection decreased from 25% to 14% among Baganda in central
Uganda, 16% to 9% among the Bagisu in eastern Uganda, 26%
to 14% among Banyakole in western Uganda, and 16% to 10%
among the Basoga near Jinja, an industrial town east of Kam-
pala. Declines in the prevalence of HIV infection by district
were similar in magnitude to these declines by ethnic group.

Peak Age-Specific Prevalence
The median age of HIV-positive clients increased from

28 to 34 years for men and from 25 to 29 years for women
between 1992 and 2000. Corresponding changes in median
age among HIV-negative clients were from 25 to 27 years for
men and 22 to 23 years for women. From analysis of the ad-
justed data, these changes corresponded to a decline in peak
age-specific prevalence for both men (31% to 24%) and
women (44% to 41%), whereas the age at which the peak oc-
curred increased for both men (36 to 41 years) and women (31
to 36 years) (Fig. 1).

TABLE 1. Changes in Client Characteristics Among VCT
Clients, 1992–2000

Characteristics 1992 2000
All Clients
1992–2000

No. of clients 20,991 18,256 201,741
Females 45 49 49
Age (y)

15–19 15 14 15
20–24 34 29 31
25–29 24 24 25
30–34 14 15 14
35–39 6 8 7
40–44 3 5 4
45 and older 4 5 4

Marital status
Single 60 58 59
Married 30 31 29
Other 10 12 12

Education
None 3 6 5
Primary 36 34 42
Secondary 53 51 45
Postsecondary 9 9 9

HIV test site
Kampala 70 42 56
Jinja 24 25 20
Mbarara 6 22 16
Mbale 0.3 12 9

Couple testing 11 30 25
Premarital testing 24 34 32
Used condoms at last sexual

encounter 9 19 14
Prevalence of HIV infection 23 13 18

Data are percents unless stated otherwise. P < 0.001 for change in distri-
bution across all years between 1992 and 2000.
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ANC and VCT Prevalence Trends
A comparison of VCT and ANC prevalences at 3 major

surveillance sites in Uganda showed that both VCT and ANC
prevalences declined in a similar fashion overall but had varia-
tions by age groups.23 Figure 2 illustrates the comparison of
crude ANC data and VCT data from Kampala adjusted for test
site, couple testing, and premarital testing. For women aged
15–19 years, the prevalence of HIV infection among VCT cli-
ents was slightly lower than that among ANC attendees. For
women aged 20–24 years, VCT and ANC data appeared al-
most identical. For older women, the prevalence among AIC

VCT clients was higher than that among ANC attendees. A
similar pattern was seen for Jinja and Mbarara, 2 other towns
with both ANC sentinel surveillance and VCT data (data not
shown). Comparisons before and after adjusting VCT data
yielded nearly identical results.

DISCUSSION
From 1992 to 2000, the prevalence of HIV infection de-

clined from 23% to 13% among >200,000 first-time clients
who sought VCT at Uganda’s largest stand-alone VCT pro-
vider. Prevalence declines occurred among both men and

TABLE 2. Trends in Adjusted Age-Specific Prevalence of HIV Infection Among Men and Women Attending VCT, 1992–2000

Sex,
Test Year

Age Group

15–19 20–24 25–29 30–34 35–39 40–44 45 and Older All Ages

Men

1992 3.7 (978) 10.3 (3974) 20.3 (3166) 27.7 (1832) 30.1 (661) 27.1 (426) 14.7 (558) 17.2 (11,595)

1993 2.6 (1240) 8.2 (5217) 17.2 (4702) 25.5 (2478) 28.1 (1201) 25.7 (566) 15.4 (735) 15.4 (16,139)

1994 2.2 (691) 6.6 (3949) 14.6 (4058) 22.9 (2357) 27.0 (1080) 25.8 (556) 15.0 (667) 14.5 (13,360)

1995 1.6 (607) 5.3 (3558) 12.4 (3728) 20.7 (2025) 25.8 (1072) 25.5 (418) 16.2 (604) 13.0 (12,014)

1996 1.3 (476) 4.4 (2757) 10.7 (2907) 19.0 (1789) 24.1 (771) 24.1 (384) 15.8 (479) 11.9 (9570)

1997 1.0 (624) 3.8 (2502) 9.9 (2729) 17.5 (1397) 23.0 (832) 24.0 (340) 14.4 (499) 10.8 (8928)

1998 0.8 (729) 3.0 (2860) 8.2 (3157) 15.6 (1821) 21.4 (932) 23.5 (503) 14.6 (714) 10.2 (10,726)

1999 0.6 (718) 2.4 (2836) 7.2 (2964) 13.9 (1782) 21.3 (960) 22.9 (479) 15.0 (668) 9.9 (10,434)

2000 0.5 (639) 2.1 (2311) 6.1 (2516) 13.2 (917) 20.0 (912) 23.1 (482) 15.1 (636) 9.1 (9201)

P <0.001 <0.001 <0.001 <0.001 <0.001 .047 0.8 <0.001

All men 1.7 (6702) 5.7 (29,964) 12.4 (29,927) 20.0 (16,398) 24.5 (8421) 24.6 (4154) 15.1 (5560) 12.7 (101,967)

Women

1992 15.6 (2200) 30.4 (3227) 41.1 (1891) 43.6 (1059) 38.6 (492) 29.0 (249) 14.3 (220) 30.6 (9396)

1993 12.5 (3142) 27.0 (4623) 38.6 (2724) 42.7 (1622) 38.5 (735) 29.9 (396) 16.5 (281) 28.3 (13,644)

1994 9.5 (2971) 22.6 (4142) 36.0 (2747) 41.9 (1680) 39.3 (827) 31.5 (359) 17.1 (339) 26.1 (13,128)

1995 7.4 (2896) 19.5 (4138) 33.6 (2803) 41.0 (1601) 39.6 (840) 32.6 (351) 19.8 (318) 24.2 (13,033)

1996 5.7 (2579) 16.9 (3370) 30.8 (2047) 39.7 (1210) 39.1 (577) 32.8 (318) 20.3 (221) 21.3 (10,418)

1997 5.6 (2273) 15.7 (2869) 28.9 (1922) 38.1 (917) 38.6 (591) 33.5 (222) 19.4 (270) 20.2 (9064)

1998 4.4 (2751) 13.4 (3419) 27.4 (2393) 37.7 (1379) 39.2 (875) 35.3 (447) 19.3 (424) 20.0 (11,765)

1999 3.6 (2397) 11.6 (3106) 25.2 (2021) 36.7 (1228) 39.2 (767) 36.0 (354) 22.8 (331) 18.7 (10,271)

2000 3.1 (1842) 9.9 (2956) 23.1 (1865) 35.4 (1102) 39.3 (585) 36.9 (381) 22.4 (324) 17.8 (9055)

P <0.001 <0.001 <0.001 <0.001 0.8 0.003 0.003 <0.001

All women 7.6 (23,051) 19.1 (31,850) 32.0 (20,413) 39.8 (11,798) 39.0 (6289) 33.2 (3077) 19.2 (2728) 23.3 (99,774)

Total

1992 11.9 (3178) 19.3 (7201) 28.1 (5057) 33.5 (2891) 33.7 (1153) 27.8 (675) 14.6 (778) 23.2 (20,991)

1993 9.7 (4382) 17.0 (9840) 25.0 (7426) 32.3 (4100) 32.0 (1936) 27.4 (962) 15.7 (1016) 21.3 (29,783)

1994 8.1 (3662) 14.8 (8091) 23.2 (6805) 30.8 (4037) 32.3 (1907) 28.0 (915) 15.7 (1006) 20.2 (26,488)

1995 6.3 (3503) 13.0 (7696) 21.5 (6531) 29.7 (3626) 31.8 (1912) 28.7 (769) 17.5 (922) 18.8 (25,047)

1996 5.0 (3055) 11.3 (6127) 19.0 (4954) 27.3 (2999) 30.5 (1348) 28.0 (702) 17.2 (700) 16.7 (19,988)

1997 4.6 (2897) 10.1 (5371) 17.7 (4651) 25.6 (2314) 29.5 (1423) 27.8 (562) 16.2 (769) 15.5 (17,992)

1998 3.6 (3480) 8.7 (6279) 16.4 (5550) 25.1 (3200) 30.0 (1807) 29.0 (950) 16.3 (1138) 15.2 (22,491)

1999 2.8 (3115) 7.2 (5942) 14.5 (4985) 23.2 (3010) 29.3 (1727) 28.5 (833) 17.6 (999) 13.9 (20,705)

2000 2.4 (2481) 6.4 (5267) 13.3 (4381) 21.9 (2019) 27.5 (1497) 29.1 (863) 17.6 (960) 13.3 (18,256)

P <0.001 <0.001 <0.001 <0.001 <0.001 0.4 0.08 <0.001

All clients 6.3 (29,753) 12.6 (61,814) 20.4 (50,340) 28.1 (28,196) 30.7 (14,710) 28.3 (7231) 16.5 (8288) 17.9 (201,741)

Data are % (no.).
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women. These findings support surveillance data and popula-
tion-based cohort data from Uganda showing declining preva-
lence of HIV infection of a similar magnitude.16,17,23–25 How-
ever, although overall prevalence of HIV infection has de-
clined, the prevalence of HIV infection remained high in 2000,
particularly in some age groups, and no declines in prevalence
were observed in older age groups. In Uganda’s mature epi-
demic, there remains a large burden of prevalent HIV infection
in older adults, making them an important target for care and
prevention interventions.

Potential Utility of VCT Data as a Supplement
to ANC Surveillance

We found that VCT and ANC prevalence trends were
remarkably similar, although the prevalence among VCT at-
tendees was slightly lower for 15- to 19-year-old women and
higher for women older than 24 years of age than that among
ANC attendees. These findings are consistent with those of
studies comparing population-based prevalence data with data
for ANC attendees, which showed that due to the effect of HIV
on fertility, HIV-infected women are less likely to become
pregnant and less likely to carry to term than are women with-

out HIV infection.26 VCT data may help surveillance systems
to overcome a major limitation of ANC data (eg, the underes-
timation of population-based prevalence among women of
childbearing age, particularly in older age groups, and overes-
timation among younger age groups). In addition, AIC VCT
data show marked sex and age differences in the prevalence of
HIV infection and trends that ANC data alone could not high-
light. These sampling biases and limitations of ANC data may
become more pronounced as the epidemic advances.

Although VCT data can be a convenient and useful
supplement to standard ANC surveillance data, if data on be-
havioral and demographic factors are not routinely collected at
VCT centers then the utility of VCT data as a monitoring tool
may be limited for two reasons. First, in a population that has
had an HIV epidemic for >1 decade, VCT clientele are more
likely to include HIV symptomatic clients. In addition, as VCT
becomes more available and accepted, VCT clientele will in-
clude increasing proportions of repeat testers, most of whom
are HIV negative. If data identifying symptomatic and repeater
subgroups are not collected and these groups are not excluded
from VCT trend analyses, data interpretation will be difficult.
Defining a VCT subpopulation that is comparable over time

FIGURE 1. Shift in age at peak prevalence of HIV
infection among first-time men (a) and women (b)
clients receiving VCT at AIC who did not report ill-
ness as a reason for taking an HIV test, 1992–2000.
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and across sites is important. For that reason, we excluded ill
VCT clients as well as repeat testers. Exclusion of ill clients
would have been more difficult if our VCT data had been
drawn from clinic and hospital settings as opposed to stand-
alone VCT sites. Second, our findings underscore the impor-
tance of stratifying by age and sex, especially in countries
where female prevalence is significantly different from male
prevalence and in countries experiencing mature epidemics.

VCT data can be useful for both internal and external
monitoring purposes. As VCT services expand, service pro-
viders should consider routine data collection tools that will
capture key variables such as repeat testing and reason for test-
ing, thus allowing for more accurate interpretation of VCT
data. Model data collection tools and data management sys-
tems based on VCT experience in several countries in sub-
Saharan Africa are available from the Global AIDS Program at
the Centers for Disease Control and Prevention.2

Limitations
Our findings are subject to several limitations. First,

VCT clientele may not be representative of the general Ugan-

dan population. Persons who seek VCT may be more con-
cerned about their HIV status, reflecting a history of high-risk
behavior. Second, our data were drawn from only 4 major
towns in Uganda and do not represent the whole country. How-
ever, the fact that our data were comparable with ANC data
suggests that our major findings of declining prevalence are
not likely to have been affected significantly by such differ-
ences. Third, characteristics of VCT clientele may have
changed over time. If VCT data are to be used as a supplement
for surveillance, it will be important to evaluate whether per-
sons who sought testing early in the epidemic are different
from persons who tested later in the epidemic and to control for
these changes in analyses. However, despite the fact that this
analysis was not able to control for all potential biases, our
findings appear similar not only to ANC data but also to those
of other population-based cohort studies in Uganda where
analogous declines have been reported.24,27–29

Program Implications
There are at least 2 important programmatic implica-

tions of our findings. First, our results highlight the enormous

FIGURE 2. Prevalence of HIV infection among ANC attendees at Nsambya Hospital in Kampala, Uganda, compared with adjusted
prevalence of HIV infection among women who received VCT at AIC, Kampala branch, in 1992–2000 by age groups: (a) 15–19
years, (b) 20–24 years, and (c) 25–29 years.
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burden that caring for people living with HIV infection poses
in the context of a mature epidemic. Peak age-specific preva-
lences of 41% among asymptomatic women and 24% among
asymptomatic men in 2000 are very high and would have been
much higher had we included ill testers. The bulk of this bur-
den has shifted to considerably older age groups. Integration of
preventive therapies such as co-trimoxazole, isoniazid, and an-
tiretroviral therapy into VCT service delivery referral systems
could help reduce the burden of care. Although stand-alone
VCT has traditionally been seen as an HIV prevention inter-
vention, there will be an increasing need for these VCT service
centers to address prevention and treatment of opportunistic
infections. Second, although Uganda is the first country in sub-
Saharan Africa to document a decrease in the prevalence of
HIV infection, our findings highlight a possible persisting epi-
demic within the observed declines in prevalence, particularly
in older age groups who are not well captured in ANC surveil-
lance systems and who have not been targeted for prevention
interventions.

These important findings underscore the usefulness of
VCT data not only as a planning tool to target key interventions
for HIV prevention and for HIV/AIDS care but also as a tool to
help monitor a dynamic and evolving epidemic. In Uganda,
where large-scale stand-alone VCT has occurred for >1 de-
cade, VCT data appear to be an excellent supplement to stan-
dard ANC surveillance data. Triangulation of ANC data with
VCT, PMTCT, and other programmatic data could allow for
enhanced surveillance as HIV prevention and care interven-
tions expand. VCT data should be considered in other settings
as a surveillance tool, and international guidelines for VCT
data collection, analysis, and interpretation should be devel-
oped.
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