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Abstract

This paper discusses the economic impact of HIV-AIDS. It begins by evaluating the strengths and
limitations of existing methodologies for measuring the impact of disease burdens generally and of
HIV-AIDS in particular. It then traces the overall macroeconomic impact of the disease, followed by an
in-depth analysis of its impact on households for both current and future generations, as well as other
effects on the economy. Finally, it looks at costs to fulure generations and concludes with an analysis
of the economics of prevention ang freatment.



INTRODUCTION
The global epidemic

It is a tragic irony that almost three decades after the Aima-Ata Declaration elevated health to the
status of a basic and fundamental human right and explicitly recognized its relationship with economic
development, we are witnessing, at the threshold of a new millennium, what may amount to the
biggest health and deveiopment challenge the world has ever confronted- a disease which UNAIDS
correctly nofes, is unique in its devastating impact on the social, economic and demographic
foundations of development. It is hard to believe that a disease, that was all but unknown barely two
decades ago, has - to date - caused the death of 18.8 million people globally, among them 13,7
million from Africa alone. (UNAIDS 1899a).

The number of people infected with HIV in the world has already reached an estimated 34 million with
about 95 per cent living in the developing world and a staggering 70 per cent in Sub-Saharan Africa
alone. What is more, the rate at which the epidemic is spreading is alarming. In 1999 alone, an
estimated 5.4 million people were infected, a number which, when netted off against the estimated
number of deaths (2.6 million), still increases the number of people infected worldwide by 2.8 million
(UNAIDS 1899a: 3)

Table 1.1 Global summary of HIV-AIDS epidemic (December 1999)

People newly infected with HIV | Total 5.4 miliion
in 19599
Aduits 4.7 million
Women 2.3 million
Children < 15 years 620,000
Number of people living with | Total 34.3 million
HIV.AIDS -
Adults 33.0 million
Women 15.7 million
Childresn < 15 years 1.3 million
AIDS deaths in 1998 Tolal 2.8 million
Adults 2.3 million
Women 1.2 million
Children < 15 years 500,000
Total number of AIDS deaths | Toial 18.8 milon
since the beginning of the -
epidemic Adults 15.0 million
Womsn 7.7 million
Children <15 years 3.8 million
Total number of AIDS orphans’ since the beginning of the | 13.2 million
epidemic

Source: UNAIDS 2000, Global Summary of the HIV-AIDS Epidemic, end 1999,

T UNAIDS defines orphans as ‘childean who lost their mother or both parents to AIDS when they were under the age of 15
UNAIDS 2000: 5}




The disease has faken on different forms in different paris of the worid. In some populations, the
epidemic is equally prevalent among men and women, while in others, certain vulnerable groups have
been disproporticnately affected {Anarfi et al. 1857, Orubuloye et al. 1883}); in many cases, the
situation is dynamic and the disease has moved between different sub-populations evolving with time
{Essex 1988: 427)°. Explanations for these distinct patierns are to be found in diverse factors
including biology, behaviour, gender, geography, culture, poverty, mobility and the interplay among
these factors (Moses el al. 1894; J. Oppong 1898},

HIV-AIDS in Africa

The African continent has the highest incidence of HIV-AIDS in the world today with some 23,3 million
people infected. While the global HIV-AIDS prevalence rate is 1.07%, the sub-Saharan African
average s B.57% (UNAIDS 2000:124). Across the continent, regional differences in HIV-AIDS
prevalence are considerable; however, no country has escaped the virus.

The countries with the highest prevalence rates are in the east, southern and central parts®. The very
worst affecled countries on the conlinent — indeed, in the world — are in Southern Africa®; Botswana
has an infection rate of 35.80% and Zimbabwe 25.06% {(UNAIDS 2000b; 20002}, In West Africa,
infection rates are climbing rapidly.® Significant differences in rates of infection also exist within
counfries {J. Oppong 1988:437) among different sectors of the population, living in different parts of
the country. National prevalence rates therefore, while capturing the overall infeclion rate of a country,
often mask enormous internal differences.

Z+AIDS was initially considered to be a disease of homosexual men, hemophiliacs, and injecting drug users, Based on
current global incidence rates, it fits more closely to the pattern of a classical tropical disease, such as malaria’ (Essex 1998:

427).

* The ‘main AIDS belt’ comprises — Uganda, Rwanda, Burundi, Westem Kenya, Wastern Tanzania, parts of Eastem
Democratic Republic of Congo, Malawi, Zambia, Zimbabwe, and Botswana {J. Oppong 1998: 437}

* All the countries in Southern Africa {with the highest rates of HIV infection) are experiancing the epidemic of HIV-1C (Essex
198%: 3.

® (n Juna 2000, UNAIDS put the HIV-AIDS prevalence rate for Ghana as 3.6%; however, the National AIDS Confrol
Programme In Ghana put the figure at 4.6%.
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Table 1.2 The African HIV-AIDS epideric by country and region®

Region / Country Adult Rate Orphans Deaths Total
(%) Cumulative 1999 Population
WESTERN AFRICA
Bearun 2.45 22.000 5,600
i 5,845 000
Burkina Faso 844 320,000 43,000
11,633,000
Cote d'ivoire 10.76 420,000 72,000 14,534,000
Gambia 1.95 9,600 1,400 1,266,000
Ghana 3.80 17,000 33,000 19,699,000 |
Guinea 1.54 30,000 5,600 7.375,000
Guinea-Bissay 2.50 8,100 1,300 1,188,000
Liberia 2.80 31,000 4 500 2,941,000 :
Mali 2.03 45,000 9,900 10,976,000 |
Mauritania 0.52 o G610 2,802,000
Niger 1.35 31,000 6,500 10,414,000
_Nigeria 506 1,400, 000 250,000 108,995,000
" Reunion 650,000
Senegal 177 42,000 7,800 9,251,000
Sierra Leone 2.8¢ 56,000 8,200 4,721,000
Togo 5.8 95,000 14,000 4,515,000
CENTRAL AFRICA
Burundi 11.32 230,000 339,000 6,587 000
{Cameroon 7.73 276,000 52,000 14,704,000
Central African 13.84 99,000 23,000 3,550,000
Republic i
Chad 2.89 68,000 10,000 7,462,000
Congo 5.43 53,000 8,600 2,867
Congo {(DR(C) 5.07 680,000 95,000 50,407,000
Equatorial Guinea .51 260 120 442,600
Gabon 416 8,500 2,000 1,186,000
Rwanda 11.21 270,000 40,000 7,238,000
EAST AFRICA
Comoros 0.12 e e 879,000
Erifrea 287 - -— 3,717,600
Ethiopia_ 10.63 1,200,000 280,000 $1,123,000
Kenya 13.95 730,000 180,000 29 507
Madagascar .15 2,600 870 15,502,000
Mauritius 0.08 — — 1,149,000
Somalia o o e 9,718 000
Uganda 8.3¢ 1,700,000 114,000 21,209,000
Tanzania ) .09 1,100,000 140,000 32,785,000
SOUTHERN AFRICA
Angola 278 88,000 15,000 12,497
Bolswana 35.80 66,000 24,000 1,592,000
Lesotho 23.57 35,000 16,000 2,108 000
Malawi 15.96 380,000 70,000 10,674,000
Mozamiique 13.22 310,000 98,000 19,222,000
Namilda 18.54 87,000 18,000 1,689,000
South Africa 19.94 420,000 250,000 39,796,000
Swazitand 25.25 12,000 7,100 981,000
Zmxmba 19.95 650,000 99 0040 8,974,000
Zimbabwe 25.06 800,000 164,000 11,509,000

® Source: Report on the Global HIV-AIDS epidemic — June 2000 (UNAIDS 2000)




The main modes of transmission - for adults living with HIV-AIDS —~ and the behaviours associated
with infection - differ considerably across the globe. In Africa, transmission is overwhelmingly
heterosexual and vertical transmission is also significant” ©,

Differences in the underlying biclogy of the virus partially explain geographic disparifies in prevalence
both globally and within Africa. ‘The recognized differences in transmission and virulence of HIV-2,
compared with HIV-1, indicate that HIV viruses can have different pathogenic potentials’ (Kanki et al.
1989: 68). HIV-2 subtypes ‘are less virulent and less transmissible in humans’ (Essex 1998:427). In
Africa — home to the worst of the epidemic — all ten HIV-1 subtypes have been reporied and it has
been established that within one population 'MIV-1 subtypes may themselves differ ‘in their
progression time to AIDS™ (Kanki et al. 1999:68). HiV 1B, the strain of the virus that caused the
epidemic in North America and Europe is all but absent in sub-Saharan Africa (Essex 1898:427).

Another critical biological faclor is that the existence of sexually transmitted diseases (STDs)
augments the risk of acquiring HIV-AIDS (UNAIDS 1689¢) '° "', According to some estimates, there is
a four-fold increase; other estimates put the increased risk as high as twenty-fold (Sai 1999:9;
UNAIDS 1998b)". In poorer African countries, with inadequate access to health care, STDs often go
untreated.

7 The main mode of infection in Ghana is heterosexual fransmission, thought to represent 80% of cases. The second major
mode is vertical transmigsion (mothero-chiid) representing 15% of cases. The rest are believed 1o be the result of blood
transfusions {IPAA 1999: 5).

i By way of conirast, in Eastern Europe and Central Asia, DU and MSM transmission predominate.

* From 1985 to 1997, a prospective study of registered female sex workers in Senegal tracked the introduction and spread of
HiV-1 sublypes A, C |, D, and G. In clinical follow-up, the AlDS-free survival curves differed by HIV-1 subtype. Women
infected with @ non-A sublype were 8 times more likely to develop AIDS than were those infected with subtype A, the
predominart subtype in the study. These data suggest that HIV-1 sublypes may differ in rates of progression to AIDS, {Kanki
et al. 1999: 683, ’

" A higher prevalence of 8TDs in the populaiion as wall as the higher numbers of uncircumcised men parthy explain the
differences in HIV prevalence between Kisumu and Ndola in East Africa (20% and 23% prevalence rates respectively) and
Cotonou and Yacunde (3% and 48} in West Africa.

" Caldwell hypothesizes that lack of circumeision is a risk factor since uncircumcised men are at ‘greater risk of genital ulcer
disease and gensequently, and probably separately as well, of HIV-AIDS' (Caldwall 1583 840).

2 There is a four-fold increased risk of acquiring HIV-AIDS in the presence of a genital ulcer {such as caused by syphilis)
and a significant - although lesser - increased risk associated with the presence of other STD's such as gonorrhoes,
chlamydial infection and trichomoniasi {Saf 1988:9).

4




l. ESTIMATING THE ECONOMIC IMPACT: POTENTIAL LIMITS

in order to fully appreciate the enormity of the crisis unleashed by the HIV-AIDS epidemic in Africa, as
elsewhere, it is necessary not only to understand the epidemiclogy of the disease but to also
understand its impact on economic development.

Classical economic theory sees health as the more or less benign product of the deveiopment
process: wealth leads to improved health. Although this is supported by an apparent correlation
between GDP and life expectancy, there is an abundance of evidence suggesting that this
relationship is by no means a mechanical one, and that improved health does not always come with
high income growth. More recent research has, however, begun to establish that countries with
healthy populations tend to grow faster (particularly in a good policy environment) and that this
apparent correlation between health and wealih operates through a number of channels including the
effects of improved health on demography, education, the labour market, and investment.

Wealth and health then are intricately and unguestionably related (Hamoudi and Sachs,1898}.}.
Although the nalure of this relationship is as yet not quite fully understood, we know that it is a
dialectical one and that depending on the overall policy environment, it can either produce a “virtuous
circle” in which improved health promotes economic growth |, or a “vicious circle” in which poor heatlth
and poverty become mutually reinforcing. (Mamoudi and Sachs) and (Bloom et al. 2000a). The G-8, at
their Okinawa Summit in June this year, captured this sentiment completely when they declared:
*Health is key to prosperity. Good health contributes directly to economic growth whilst poor health
drives poverfy.”

In terms of methodology, these recent studies have used either macroeconomic growth modeling to
establish the relationship between health and economic growth, or have done so by examining the
historical record directly. Thus studies by Gallup and Sachs (2000) and others have, by using cross-
country measures of malaria prevalence to explain cross-country growth, shown that high malaria
prevalence is correlated with low rates of economic growth.

With particular reference to HIV-AIDS, it is fair to say the initial orientation of academic and policy
research was to see the epidemic as a public health problem, not a development one as such.
However, there is now general agreement that the relationship between HIV and economic
development is, like the relationship between health and wealth generally, a dialectical one: HIV has a
trenchant effect on the economy and the economy in turn affects the level and distribution of HIV.
There is now a growing bady of studies, but by no means a forrent of them, showing the working of
this complex relationship, mostly in high seroprevalence countries in Africa.

A number of studies, notably, Cuddington (1991) on Tanzania, Kambou, Devarajan and Over {1881)
on Cameroon and by Myers et al (1891) on Thailand have shown that the economic costs of HIV are
colossal. They come in the form of reduced growth, dedlines in savings and investment rates, and
huge health care costs. These and other studies that have come in their wake, have been extremely
valuable in improving our appreciation of the threat posed by the epidemic. Even so, itis important to
acknowiedge the limitations in the techniques and methods employed in these studies and the
caveats with which their conclusions must be taken. As Cohen points out, the esfimation of the long-
term effects of HIV depends in turn on our ability to predict the likely course of the disease. Yet we do
not know enough about the epidemiology of the disease to be able to do so with absolute certainty.
Nor is the estimation of the effect of HIV on the domestic savings rate and on labour productivity any
easier. indeed, even the widely used measure of disease burdens- the disability-adjusted life years
(DALYs) and its various refinements, do not capture the full economic costs of disease especially as
they fail to take account of the effects of a disease burden on future generations and even the full
measure of indirect costs of today's generation. {Sachs, 2000)

These caveats are not at all meant to suggest that there is less cause for alarm. On the contrary, the
real likelihood is that the full economic costs of HIV to economic development in Africa {(and
elsewhere) are probably underestimated. The caveats are sounded here as a reminder that we don’t
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know everything; that we cannot credit these estimates with the exactitude of microscopes and
chemical reagents. Al the same time, they are meant to serve as a reminder that there can be no
fatalism of inevitability to these estimations of the economic costs of HIV on economic development.
The economic impact which they quantify, are potential consequences and effects that can be averted
by conscious policy action.

A. General macroeconomic effects

The extraordinary impact of HIV-AIDS on development is atfributable o its ability fo undermine three
main determinants of economic growth, namely physical, human and social capital. {Bonnel 2000).
Current estimates suggest that HIV-AIDS has reduced the rate of growth of Africa’s per capita income
by 0.7 per centage poinis a year and that for those African countries affected by malaria, growth was
further lowered by 0.3 per centage points per year (Bonne! 2000:1}. Clearly then, not only is HIV-AIDS
having a detrimental effect on the growth of African economies, it is reversing the modest gains made
in recent times (Over 1992)"°. The effects on growth - at the macro-economic level - are gradual and
drawn out over time, partly due to the long incubation period of the virus {Bonnel 2000: Annex 5 : 3).

Broadly speaking we know that poverty, income inequality, labour migration, gender inequality, low
levels of education, and a range of context-specific socio-cultural variables and initial heaith
conditions facilitate the spread of HIV-AIDS and are associated with higher prevalence rates™
{Bonnei 2000).

There is econometric evidence that macroeconomic outcomes™ are adversely affected by HIV-AIDS
{Borinel 2000:7; Over 1992)'°. The epidemic affects the quality of regulation and the effectiveness of
governments as well as a broad range of institutions’. The relations between HIV-AIDS and
economic development are compiicated, for while the disease ‘reduces economic growth, economic
growth can increase or decrease the spread of the HIV epidemic’. The disease can increase when
economic development is associated with inter-and intra-national labour migration and investment in
large projects {which amplifies local inequalities); and HIV-AIDS can be siowed down if increases in
education and employment — particularly female — occur, accompanied by infrastructural
developments which facilitate access to health care and safe water (Bonnel 2000:15-16}".

HIV-AIDS impact physical capital. The accumulation of physical capital is a function of the savings
rate of the economy. It will tend to reduce household savings both in absolute terms and also as a per
centage of household income. Moreover, households will likely tend to invest less towards retirement

B guch reduction is large when compared with Lhe historical growth of 0.49% achieved in 1990-97 (Bonns! 2000:1),

" This is supported by evidence from ‘cross-country regression of the HIV prevalence rates for some 80 developing
countrigs. . [the evidence is that] education, increased job opportunities for women, and cuftural beliefs associated with
circumeision reduce the prevalence of HIV. Their coefficients are highly statistically significant even when confrofling for the
level of income per capita and infrastructure by countries. Similarly, income inpquality, ethnic fractionatization, and the age of
the epidemic increase the spread of HIV-AIDS, In total, these faclors explain about 70 per cent of the variation of the HIV
prevalence rate among developing countries.’ (Bonnet 2000: 6).

** 'As measured by the World Bank ratings of macroeconomic performance of developing countries” (Bonnel 200(;7).

" The opinion that HIV-AIDS has an insignificant effect on the growth rate per capita (Bloom and Mahal 1997) has since
been disproved.

*7 Seventy deveioping countries were classified into two groups, those with HIV prevalence rates above or below 0.4%. In all
cases, the institutional rating {Macro Policies, Democracy, Political Instability, Sovernment Effectivenass, Regutation, Law
and Graft} were much worse for countries with an HIV prevalence rate above 0.4% than for those countries with HIV
prevalence befow 0.4% (Bonne! 2000: 10).

'® Bonnel suggests that, ‘what separates these two alternative outcomes is how long the HIV epldemic has been ongoing
without any nationa! HiV prevention activities, A key implication of infectious diseases is that they tend 1o spread
exponentially in the population once soms threshold is reached, Fmpirically, this threshold seems to be an adult prevalence
of about 5 per cent for Africa. The implication is that the growth effects of the HIV epidemic will be more pronounced the
older the HIV epidemic’ (Bonnel 2000:18).
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as the expectation of a lower life-span takes hold. H!VnA 1DS will also impact physical by lowering the
volume and uses of domestic savings of governments'® (Cohep 1992: 4). Budgets are affected by
increases in costs associated with treating and caring for AIDS-related diseases. Other expenditures,
such as pension payments, increase as civil servants are forced to take early retirement. The training
of newly hired teachers and health professionals ~ to replace those lost to the disease - also affects
national budgets. Thus, fiscal deficits tend to worsen generally, as few countries are to offset the fiscai
cost of the HIV-AIDS epidemic by cutting other expenditures or raising taxes’ (Bonnel Annex 5
2000:3). In sum, reductions in household and government savings lead to ‘less investment, less
productive empioyment, lower incomes and a slower rate of GNP growth, and possnb!y a lower level
of GNP’ {Cohen 1992; 4; Over 1992) leading fo reduced long-term economic growth™,

HIV-AIDS alse has an impact on human capital accumulation. As previously noted, HIV-AIDS affects
the most econcmically active age-groups, thereby reducing both the quantity and quality of available
labour {Cohen 1992:16; Seghal 1999: 6}. Entire generations of teachers, health workers, civil servants
and other skilled and professional people are being lost. Shorter life expectancies are raising the
costs of schooling®’ and training, thereby reducing the short-term returns (Bonnel, 2000; Since a
significant amount of human capital accumulation takes place within the household, the death or
sickness of a parent, particularly a mother, can have a disruptive impact on the inter-generational
transmission of knowledge. Moreover, children may be forced to leave school to help replace lost
income or production caused by the loss of a parent, as family finances come under increasing strain.
Thus the human capital of African nations is being eroded and incentives fo invest in the education
training of replacement labour are being reduced (Bonnel 2000, Annex 5: 4}.

HIV-AIDS affects not only a country’s physical and human capital, but its social capital as well. The
epidemic is eroding social networks and traditional support mechanisms as wefl as challenging the
efficacy of legal and regulatory institutions to respond. The guality of countless lives is being eroded
and a generation of children are growing up without the emotional and financial support of their
parents {Bonnel 2000: 5},

Although the foregoing assessment of the macroeconomic impact of HiIV-AIDS provides a a useful
summary view of the economic impact of the epidemic. It is perhaps more useful to trace and further
explore its impact through some of the context-specific and sectoral transmission modes through
which the macroeconomic effects are shaped.

B. Impact on households

1. The cost of reatment and lost productivity

It is madvusable to draw quick general patiems about the socio-impact of the disease in every
location.” However, there can be no doubt that the most immediate impact of HIV-AIDS are felt at the
individual and household level (Seghal 1999; QOver, 1998;Bolinger et al, 1998)

Perhaps the most direct cost t0 households of HIV-AIDS and the one that is usually measured by cost
of illness studies is the cost of treatment and the cost of work time that is lost. There is a weaith of
literature on the subject which predictably cite costs that include increased expenditures, lost income

'% Local governments are greatly affected by the epidemic {Smart 1996).

2 Countries that have access to extemal financing can mobilize these resources to offset the shortfall In domestic savings
{Bonnet 2000; Coben 1992}

* The secondary school enroliment rate for 64 developing countries felt in 1990-95 as a result of the esidemic {Bonne!
2000:8).

2 ropouzis et al, (1994) in a study of three districts in Uganda concluded that “Hiv and AIDS follow different patterns in
each locality and It is difficult. if not erroneous, to generalize on the basis of two villages. Geographic and ethnic factors,
agro-ecclogical conditions, religion, gender, age and marital status play a role in the pattern and impact of the HiV
epidemic.... "{section 2:1}.




and reallocation of responsibilities within the household® Death brings further expenditures and the
death of a mother often increases the probability of the death of her children. On the direct costs
themselves, some studies estimate for instance, that the cost of treatment and foregone productivity
in Tanzania from a single HIV infection is about $2462-85316 in 1985 dollars. High as these cosls
chviously are, the reality is that there are substantial additional secondary costs. (Sachs, 20003, When
note is taken cf the fact that most of the countries where the burden of the disease is particulariy high
are at the same time those with low incomes and a record of slow growth, it becomes clear that the
most devastating impact of HIV-AIDS on an afflicted household is a dive into poverty. The AIDS
affliction itself becomes the cause of household poverty or the further exacerbation of poverty as
households are driven into crippling leveis of indebtedness and assets are depleted to pay for health
care and other basic needs. According to the World Bank, a study of households and people that
have become poorer over time showed that iliness, injury or death is the single most important cause.

An assessment of costs to the family will not be complete without mention of how the disease impact
on the most vulnerable groups within the househoid, namely widows and orphans.

C. Widows

An analysis of the impact of the epidemic on young widows, in three districts in Uganda, found that
the epidemic contributes to an increase in fernale-headed households; the feminization of poverty;
‘crippling anxiety’ over their sero-status and the infection of extended family members by the inherited
widow (Topouzis et al. 1864). The profiles and case studies of individual women, clearly highlight the
cumulative impact of the disease and the vicious cycle of poverty that unfolds after the death of a
husband in rural Africa,

D. Orphans

The impact of the disease on individual children depends on a variety of factors, such as their sex and
age, the socio-economic status of their families, the number and age of their siblings, etc. (Topouzis
et al. 1964, section 2:12). The care of these children often falls on the extended family — over-
stretching their limited and declining rescurces. in many other scenarios, such as the one described
by Ayieko in parts of Kenya, children have noc caregivers in their households and ‘manage their own
household activities without the supervision of an adull’ (Ayieko 1997: 11). Many children are
therefore heading households and are more likely to be out-of-school, malnourished, less likely to
raceive heath care, and are usually extremely poor. Many end up on the streets where they may be
abused and sexually exploited, vuinerable to contracting HIV-AIDS (Ayieko 1997; World Bank
1599:14; UNAIDS 2000:26).

A study of children in three Ugandan districts found-that orphaned children generally face the
following situations. They may be uprooted from towns and sent back to the village; run away from
home to escape the stigma and poverty: taken out of school and sent to work; or sent to live with
relatives or neighbors (Topouzis et al 1984). The impact of the epidemic on the young pecple of Africa
are clearly devastating. Opportunities for education and prospects of fulure income are being
constrained and poverty — at individual, household and national levels - is on the increase (Bonnel
2000:15).

E. Other Economy-wide effects

HIV-AIDS affects all sectors of the economy (Ainsworth & Over 1994) and the costs that are incurred
as a consequence of the disease are not just financial in nature but fundamentally social and

# See especially Devereaux and Esle(1991).
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psychological (Cohen 1982:). There is no conceivable way of measuring afl these costs. However, it is
possible to explore the ways in which the disease affects different economic sectors. In all sectors,
HIV increases the rates of absenteeism, reduces productivity, imposes additional costs in training and
hiring new recruits and increases spending on heaith care, retirement and death benefits (UNAIDS
2000; Bollinger et al.1999).

Governments as employers and as the custedians of national economies are faced with the mounting
and mammoth task of responding to the epidemic, their employees in the civil service, the health
sector and education - as we shall see - are being affected, the very same people needed to
advance national economic development.

1.Health Care

Health care systems -~ on the front-line in coping with the AlDS crisis — are overburdened by the
epidemic and the services that African countries can provide are woefully inadequate (UNAIDS 2000;
World Bank 1898). For not only is Africa the worst HIV-AIDS-affected region, it is also the world's
poorest region with the lowest access to and quality of heaith care *. Heaith care systems are having
to deal with increasing numbers of patients with AIDS-related iflnesses such as tuberculosis® and
spending on HIV-AIDS is diverting scarce resources from other major health concerns™ (UNAIDS
2000: 30; Over 1998}, Governments are having to make some harsh choices and are facing trade-offs
between: treating AIDS versus preventing new infection; treating AIDS versus treating other ilinesses;
and spending for health versus spending on other sectors {Bollinger et al. 1999:6}.

‘In Cote d’lvoire, Zambia and Zimbabwe, HIV-infected patients occupy 50 to 80 per cent of all beds in
urban hospitals' and 70% of beds in the Prince Regent Hospital in Bujumbura, Burundi (World Bank
1899; 15; UNAIDS 2000: 29). Not only are beds fifling up with AIDS patients but sickness and death is
also high among health personnet in some African countries and their skills are hard — sometimes
impossible - to replace A siudy in the Zambia showed that in one hospital, ‘deaths in health care
workers increased 13-fold aver the 10 year period from 1980 ta 1990, largely because of HiV’
(UNAIDS 2000:; 20).

2.Education

The education sector, in the hardest-hit countries, has been devastated. HiV-related illness takes its
toll in a number of ways and teachers, administrators and pupils alike are affected. Skiffed feachers
are a precious commodity in all countries” but in many African countries they are leaving schools and
dying at an unprecedented and shocking rate (UNAIDS 2000 27). The Centrat African Republic has a
third fewer primary schoal teachers than it needs yet between 1996 and 1998 almost as many
teachers died as retired; 85% of them were HIV positive and died on average ten years before the
minimum retirement age of 52 (UNAIDS 2000:27). In Zambia, during the first ten months of 1998,
1,300 teachers (equivalent to two-thirds of ali new teachers trained annually} were lost to AIDS. The
quality of education is undoubtedly affecled as class sizes are on the increase and there is evidence
that urban-rural disparities in educational access are growing”. The psychological damage inflicted is
unimaginable.

# ‘Because actess to health senvices is generally dependent on the level of income, there is a positive assaciation between
income inequality and HIV-AIDS (Bonnel 2000: 3).

* Hospita! data from Africa indicate that as many as 40% of HIV-infected patients have tuberculosis {UNAIDS 2000).

% 'Thy hospital secior in Kenya has seen increased mortality among HiV-negalive patients, who are being admitied at later
stages of illness’ (UNAIDS 2000: 30, Over 1998}

" |n Zambia 'in a national survey of B5-15-year-olds in 1996, over 70% of those living in cities were enroled in school,
compared with just over half of those in rural areas. Rural postings are already unpopular among teachers in many
countries, and the Zambian study suggesled that the need o be close to a source of heallth care — 3 tawn or cily — acted as
anh exdra disincentive to teachers lo go o rural areas’ (UNAIDS 2000: 28}




Sick and dying care-givers take thew wards out of schoot for economic and social reasons (World
Bank 1990:15; UNAIDS 2000: 28; Bonnel 2000; Cohen 1999 6; Over 1998). Girls are more likely to
be removed than boys, resulting in lower female education; more-out-of school youth {(who are harder
to reach with effeclive AlDS-prevention programmes) putting the health and lives of these same
children at risk. In a siudy of commercial farms in Zimbabwe, where deaths of mast farm-workers
were attributable to AIDS, 48% of the orphans of primary-age who were interviewed had dropped out
of school, usually at the fime of their parent's iiiness or death, and not one orphan of secondary-
schoot age was stil in school” (UNAIDS 2000:28). The direct and indirect costs of AIDS on the
education sector are immense; both the guantity and quality of services, skills and personnel are
being eroded at a time when they are vital,

3. Agriculture

‘Agriculture is the largest sector in most African economies, accounting for a large portion of
production and employing the majority of workers® and earnings from agricultural exports pay for
essential raw materials and imports necessary for development {(World Bank 1999: 16; Whiteside et
al.2000: 3). Recognition of the impact of the HIV-AIDS epidemic on the African agriculiural sector is
growing as is the fact that the costs of the epidemic are 'largely borne by rural communities’ {Topouzis
1998: 7). The epidemic affects farm households by depleting both the "human capital base’ - ‘through
reducing the availability of labour skills and time, and the capital available through remittances or
savings, which may disappear or be diverted to cover costs related to sickness™ and death’ (Guerny
2000; UNAIDS 2000; Bollinger et al. 1999; Egal et al. 1999). The resulting fmpact invariably affect
both agricultural production and food security™.

AIDS impact agricuitural production by reducing the area of land under cultivation™. If less farm labour
is available then more remote fields may be left to lie fallow and those under cultivation may receive
less timely attention™ for tillage, planting and weeding, resulting in declining vields (UNAIDS 2000;
Guerny 2000; Topouzis 1998; Over 1998). Crop varieties are declining and changes in cropping
patterns are oceurring. Cash crops are abandoned in favor of less labour-intensive subsistence
crops™ (Guerny 2000; UNAIDS 2000; Topouzis 1988). Livestock production is also affected as
animals are sold o generale cash or are sacrificed. Surviving households bear the added weight of
feeding surviving children™ and women in particular are faced with the greatest burdens.

Thus the guality and quantity of food is rapidly declining in the hardest hit countries resulting in
malnutrition and a reduction in food security. At the macro-economic level changes in the supply and
quaiity of farm Jabour as well as changes in the supply and demand for agricuitural produce, entailed

R oEven if agricufture constiiutes only 20% of a country’s total GNP, ¢t can provide he survival base for as much as 80% of
the populaticn’ (Whiteside 2000:3).

25 1997 study by the Food and Agriculture Organization of the United Nations {FAQ) showed thal in mig-west Cote
d'lvnire, care for male AlDS patients cost on average about USS300 a year, representing 2 quarisr 1o haif of the net annual
income of most smakl-scale farmers' (UNAIDS 2000: 30).

* *Research in Kagera, Tanzania, finds that the death of an adult form AIDS depresses per capita food consumption in the
poorest households by 15 per cent” (Over 1888

" 'In Kagera Region of Tanzania there is an observable and measurable deciine in the productivity of the mattookiicoffee

bean smaliholding systems because of labour losses 1o households.. .and reduction in export capacity {of coffes), Both food
and non-food production in Kagera are no longer susiainable systems' (Cohen 1888a:4).

2 A recent studly in rural Bukoba district, in Tanzania found a major shift in labour Bme aflocation was ocourring; a woman
with a sick husband spends on average 60% less lime on agricultural activities than she would normally (UNAIDS 2000; 31},

 There is evidence that in Burkina Faso, in the Provinces of Sanguie and Boulkiemde, there has been a reduction in the
amount of land under cultivation for market gardening; in Cote d'ivoire cotion, coffee and cocoa plantations are being scaled
hack (UNAIDS 2000: 34).

*Returning infectad migrants also increase the pressures on surviving rurat househalds; rot only do remittances from towns
cease but caring custs increase and rural-urban disparities are widened (Guerny 2000).
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by the epidemic, will alter the relative prices of commodities on local and internationai markets as well
as interest rates and wages (Cohen 1882 10).

4. Business

HIV-AIDS impact the business seclor by ‘increasing expenditures and reducing revenues’ {(World
Bank 1989:18). Many industries are facing increased levels of absenteeism and are having to recruit
replacement labour as their staff fall sick and die in turn, incurring costs in recruitment, training,
health-care, medical insurance, sickness and burial payments {Seghal 18983; Cohen 19582: 5; Bloom
189%a; Bloom 1888b). In a recent survey of businesses in thirty African countries, time jost fo AIDS-
refated sickness’ followsd by ‘healthcare costs’ were ranked as the two main impact of the epidemic
on their workforce and business operations {Bloom et al 2000b}.

A specific example of the impact of the epidemic is provided by the case of a sugar estate in Kenya
which calculated the cost of the epidemic as follows: "absenteeism (8000 days of labour lost due to
sickness between 1995 and 1997 afone), lower productivify {a 50% drop in the ratio of processed
sugar recovered from raw cane befween 1993 and 1997) and higher overfime costs for workers
obliged to work longer hours fo fill in for sick colleagues’ (UNAIDS 2000:31).

Ultimately, resources available to firms — savings - for financing ‘capital expenditure’ and for
expanding will be reduced; the very viability of many firms on the continent is in question®. Not only
are labour supplies changing, but demands for certain products are likely to be affected as consumers
re-prioritize and allocate more of their income to health expenditure (Cohen 1892: 11).

Some sectors are clearly more vuinerable than others to the vicissitudes of the epidemic. Labour-
intensive industries {for example, transport®) and those requiring migrant labour (such as mining) are
the worst affected, as well as sectors employing highly skilled labour since their employees are harder
to frain and recruit and are fewer in number. For example, Malawi is suffering from losses of skilled
water engineers who are very difficult to replace (Topouzis 1998: 25). In these circumstances, the
design, consfruction and maintenance of dams, roads, schools, public health centres, irrigation
systems, power stations, etc. will be affected, given the losses in skilled human resources. Indeed, it
has been suggested that a high disease burden - say from malaria or HIV-AIDS- may have adverse
indirect effects on the rate of technological advance. This is because technological advance depends
very much on the leve!l of education and the skills of the labour force. Indigenous innovation and the
adaptation of foreign technologies will also depend on the availability of a core of highly skilled
scientists and engineers. In an environment that is heavily impacted by disease and where the level of
human capital will, as we have noted, tend o be lower, such skills will typicaliy be absent. Moreover,
to the extent that technological advancement comes from the direct investment of high technology
foreign firms, the very process of technological diffusion may be affected if such investments are
deterred by the prevalence of disease. (Sachs. 2000}

National economies are clearly at greatest risk when their principal foreign exchange earning seclors
are affected by the disease”, for example, there is evidence fram Kenya that the Government’s delay
in establishing a national prevention policy was driven by the fear of losing its valuable tourist industry
{Cohen 1892: 11).

* The Indeni Petroleum Refinery in Zambia spent US 26 400 on AIDS-refated costs in 1994, more than its declared profits
of US 25,514 in that year {Bollinger et al. 1999:5)

a7 survey of bus and truck drivers in Cameroon found that they spent on average of 14 days away from home on each trip
and that 68 per cent had sex during the most recent trip and 25 per cent had sex avery night they were away’ (Bollinger et
al.1999:6).

¥ The mining seclor has been badly affected in Southern Africa.
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iI. COST POSTPONED
A. Demographic Impact

Health in general can affect economic performance through its impact on demography. Shorter life
expectancy from HIV-AIDS prevalence will tend to inhibit investments in education and human capital
accumuiation, and where a greater proportion of the population becomes dependent, that is,
consumes more resources than it produces, the rates of savings and capital investment and therefore
of economic growth will be affected. (Kelly and Schmidt, 1996) HIV-AIDS has a devastating impaci on
the demographic profile of infected nations and reduces the size of the economically active
population.

‘Projections from the US Census Bureau indicate that by 2003 Botswana, South Africa and Zimbabwe
will be experiencing negative population growth’ and that severs! other countries - including ‘Malawi,
Swaziland, Namibia and Zambia will see their popufation remain constant’ a sifuation which unfil
recently was believed {o be improbabile (Bonnel 2000, Annex 5: 2).

While demographic projections vary in predicting the effects of the epidemic on population growth,
there is general agreement that there will be a decrease in annual population growth in the region by
2010 (Worid Bank 1889: 13} In some countries, life expectancy has plummeted and is continuing to
do so (Logie 1999). Between 1990 and 1995, out of eighteen Sub-Saharan counties that experienced
‘declining’ or ‘stagnating’ life expectancy rates, all but one (Togo) were undergoing a ‘generalized’
HIV-AIDS epidemic™ (World Bank 1999). In Botswana - Africa’s most economically successful nation
in recent years - ‘a regional leader in literacy and healthcare' - life expectancy at birth will be cut in
half over the next 10 to 12 years, from perhaps 85 years down to about 33, entirely as a result of HIV-
AIDS (Essex 1999: 1). Hard-won gains in development (achieved in recent decades) are fast
unraveling.

As we have already noted, HIV-AIDS affects the most productive members of societies, therefore
increasing the dependency ratio. Maore young children and older people — those less economically
productive and more in need of care — are heing supported by decreasing proportions of economically
active adulls (Cohen 1992: Z; Bollinger et al. 1599).

Not only is adult mortality increasing - as a resull of the epidemic - but infant and child mortality has
increased as well. Countries with high aduit HIV-AIDS prevalence rates — such as Zambia and Kenya
have also experienced a ‘steep rise in child mortality’ primarily due to vertical transmission (UNAIDS
1999: 22; Wekesa 2000). in fact 'a child born in Zambia ar Zimbabwe today is more fikely then not to
die of AIDS' (World Bank 1999: 5). To date the epidemic has left 13.2 million orphans globally —
currently, 85% of the world’s AIDS orphans live in Africa. In the worst affected countries, such as
Zimbabwe, AIDS has orphaned 7% of all children under the age of 15 (UNAIDS 2000: 27).

B. Gender impact

Significantly more women than men are living with HIV infection in sub-Saharan Africa (UNAIDS
1998a: 15}). Social, econormnic and cultural factors as well as biological and economic conditions mean
that women are disproportionately affected. The interplay of these factors and the nature and extent
of gender inequality clearly differ contextually (C. Oppong 1895; Hamblin & Reid 1591}, A key
consideration is the difference in the age patterns of HIV infection for men and women. Women tend
to became infected younger for both biological® and cultural reasons® and for every 10 African men

* An adult prevalence rate of more than 5 per cent (Wordd Bank 1909).

* The disease is more efficiently transmitted from male to female than female 1o male.
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infected, between twelve and thirteen women are infected (UNAIDS 1893a). In most African societies,
more men have extramarital partners than women {Caldwell 1983; 818; C. Oppong 1995: 42} and
women are generally less informed about the potentially negative consequences of unprotected sex
and/or are often unable to negotiate their sexual relations (UNAIDS 1989b}.

Women may be forced into transactional sex through economic necessity and a real or perceived lack
of market employment opportunities (UNAIDS 1899b).

C. Migration

In Ghana, in the early 1980s, the difficult economic situation created a substantial exodus of
economic refugees who migrated temporarily into high HIV-AIDS prevalence regions and indulged in
high-risk activities (J. Oppong 1998: 447, Anarfi et al 1997). Many of those who left the country were
women. At the start of the epidemic in Ghana in 1996, all reported cases of HIV were female with a
history of travel outside the country,

Migration then is undoubtedly an important factor in the spread of HIV-AIDS. Labour migration — with
its resulting concentration of individuals in urban areas, the ‘relaxation of sodal norms’ and the
adoption of risky behaviours - is associated with an increased risk of HIV-AIDS infection (Cohen
1992: 2; Seghal 1899: 5}. Apart from the Ghanaian example there are countless others, such as the
mines and commercial farms of Southern Africa with their concentrations of single men and widely
available commercial and casual sex.

D. Inter-generational consequences

Changes in the numbers and compaosition of populations - as a resuit of HIV-AIDS - undoubtedly
affect the ways in which societies are organized as well as the ways in which priorities are set for
coping with the crisis. Nonetheless, ‘while it is inevitable that massive rises in death among young,
economically active adulls will effect national economies, it is not easy to isolate or measure that
effect’ (UNAIDS 1999a; 17; Bollinger et al. 1999:7). The refationship between the epidemic and
economic performance is a8 complex one, best illustrated by studying specific economic sectors and
groups within populations.

The tremendous economic burden of HIV-AIDS and associated diseases is thus not limited to the
current generation alone. “In essence, a high disease burden in a poor socfely can creafe a poverly
trap, in which both disease armd impoverishmeni are reproduced from one generation fo the next”
{Sachs, 2000} Typically, cost- of- lllness studies or monetary loss calculations of DALYs do not
capture this intergenerational consequence.

# According to several recent studies condunted in African countries, girls between the ages of 15-19 are around five or six
times more likely 1o becoms HIV positive Bhan boys of the same age (UNAIDS 19604}
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lIl. THE ECONOMICS OF PREVENTION AND TREATMENT

The old saying ‘Prevention is better than cure’ has a ring of self-evident truth which underpins the very
logic of traditional costbenefit analysis. Yet, as Cohen poinis oul, it is by no means clear yet that
Africa has embraced this wisdom in the area of public policy towards HIV-AIDS. This is to some
extent understandable. With Ministries of Finance conslantly preoccupied with severe constraints on
resources and their implications for macroeconomic stability, it is not easy to appreciate the
tremendous longer-term benefits of invesiments made today in HIV-AIDS prevention. Yet this is the
chailenge of priority setting and economic management. The indications are that even if we focused
on the narrowes! interpretation of the economic cost of HIV-AIDS, that is, direct treatment costs plus
lost cutput, the return on invesiment is huge by any standards. A 1991 study on Thailand estimates
that the return on such invesiment is as high as saventean times.

There is not much informatjon currently available on the rzlalive cost and likely impact of various
inferventions in different socio-sconomic seltings. Attempts at estimating the cost of prevention
programmes are fraught with at least two problems: the first is {o obtain available data on the cost of
current programmes, and the second, to scale up the costs of these programmes. Because of low
coverage of most national programmes in Africa, even where cost data are available, they are derived
from individual projects of facilities usually operating on a small scale. Consequently, some cost
estimation attempts are based on modeling techniques (Kumaranayake and Watts, 2000) which are
helpful, but like all models, have their limitations.

A major cost estimation exercise is currently underway by one of the working groups established by
the WHO Commission on Macroeconomics and Health which should help provide hopefully reliable
guides to reinvigorated national programmes. The working group is working at costing HIV-AIDS
prograrmmes found in Sub-Saharan Africa and will also include an estimation of costs associated with
highly active antiretroviral treatment (HAART). Although some have cast doubt on its current
feasibility. {Panos, 2000). Accordingly it will cost the following prevention programmes:

1. Youth-focused programmes (in and out of school)
Sex worker programmes

Strengthening of public sector condom distribution
Condom social marketing, male condom only
Strangthening STD services

Workplace programmes

Voluntary counseling and testing (VCT)

Strengthening biood transfusion services

© ® NS G oA W N

Programmes to reduce mother-to-child transmission (MTCT), including VCT
10. Mass media campaigns

It wili also cost the following care and treatment programmes:
1. FPalliative care
2. Clinical Management of Opportunistics illnesses (Ol)
3. Prevention of Ol - Prophyalaxis
4. Home-based care
5

Care for children
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Support for Orphans

7. Support for people living with HIV-A|DS {PLWA) including psycho-social support, counseling
and networks

8. Treatment - Highly active antiretroviral treatment (HAART)

These and other studies currently underway at the Centre for Internationai Development at Harvard
should go some way in helping to determine among other things, how much drug combination
treatments would cost if they were available at marginal cost production rather than full patent
protected prices. National prevention and care programmes will also have to go beyond HAART to
explore the possibilities for applying other treatments for opporfunistic infections such as TB.
Preliminary indications show, predictably, that the cost of scaled up prevention and care programmes
will cost multiples of what countries are spending now from their own resources plus what is available
from international sources.

A. Finance & Equity

Resources invested in African countries, research institutions and industry ought to be ‘drastically
increased’ {Piot 1998: 1845; Jha et al. 2000). As the Secretary General of the United Nations, Kofi
Annan, noted, ‘donors - the OECD countries - must make more resources available to fight the
epidernic.”

At the global level, the ‘ulfimate challenge” for HIV research will be the development of an effective
and affordable vaccine®'. Nevertheless, there is much that can be done at the present time to ensure
that the exiraordinary scientific progress* achieved, in the prevention and treatment of HIV-AIDS, is
equitably distributed worldwide (ibid.). The research and development-based pharmaceutical industry
charges as high prices as the market can bear; their purpose is to maximize profit (Myhr 2000).
African countries cannot afford patented (brand-name)} drugs and ironically these same drugs are
usually more expensive on the African Continent than in wealthier parts of the world®. Drugs that are
no longer patented may face generic competition and the evidence points to the fact that generics are
cheaper {Myhr 2000: 4). Therefore, it is critical that generic drugs are introduced early and that they
are widely available and affordable. The pressure s on pharmaceudtical companies and
governments* (and all concerned parties) to face up to their moral obligation) to reverse the
inequitabie pricing and distribution of life-saving drugs.

“ ‘Developing a cost-effective vaccine for HIV remains a formidable task’ (Lee 1887:605)

%1 _the rate of scientific progress on HIV and the rate at which advances are applied for the prevention and treatment of
HIV nfection are with few precedents in the history of biology and medicine. We know more today about the biology of this
recently discovered virus and the infection it causes than for mast other microorganisms and infectious diseases,
demanstrating the power of modern biology when applied with intensity and the necessary resources™{Piot 1998: 1844).

A study of the prices of ‘originator’ brands of antirelrovirals in Kenya, Uganda and Norway found Ihat nevirapine is ‘twice as
expensive in Kenya ag in Norway {(Myhr 2000),

Nevirapine is an andi-refroviral used in the suppression of HIV — it decreases the viral ioad, it is used fo reduce the risk of
vertical ransmission from approximatély 30% 1o 2%. (Myhr 2000},

* There is much that governments can do to promote cheaper generic drugs. Myhr oullines the following; ‘make optimal use
of the safety clauses in internationat patent legislation when making their own patent law; permit compulsery licensing and
paraliel import; optinsize tendening procedures for public sector and license reliable intemationst suppliers; review current
legislation and strengthen control of drug pricing policies to ensure that add-ons are not higher than they need be; introduce
measures 1o stimulate generic preserbing (Myhr 2000:8).
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B. National response
1. Inclusive national policies

At the national level the response should be inclusive, 'such that the epidemic is taken info account
when planning or implementing programmes in [afl] sectors that are affected by and [impact] on the
HIV-AIDS epidemic (Tarantola 1998: 9). Therefore, national poiicies ought to be multi-pronged and all
minisiries should be involved™, from health and education to planning and infrastructural
deveiopment*®.

2. Research and reform

The fundamental causes of HIV-AIDS need to be addressed if the epidemic is to ne effectively
challenged. Long-term structural policy reforms, aimed at combating gender inequality and the
economic and social vulnerability of women will be of paramount importance in this endeavor. There
is considerable scope for intervention at various levels: the individual, the child, the household and the
community (Seghal 1999: 7). Households have to participate in economic growth if they and their
comrnunilies are {o rise out of poverty. ‘This means addressing the legal or social constraints which
adversely affect the capacity of seropositive individuals from participating in economic activities’
{Bennel 2000: 17; Bollinger et al. 1998).

Governments have much to learn from experiences gained in other African countries’” and the
challenge is to ‘incorporate. . .effective interventions into comprehensive national [programmes] (World
Bank 1999:18). For example, studies®™ have shown that a combination of voluntary counselling and
testing, condom social marketing, peer education® and the treatment of sexually transmitied diseases
can ‘change behaviours and reduce the risk of HIV' (World Bank 1899:17).

® ' Zambia, different minishies have made specific commitments fo addressing HIV-AIDS. The Cabinet Office has
developed HIV counselling services. The Office of the Prasident has encouraged the inclusion of HIV prevention messages
in ail spesches of the country’s top political leaders. The Ministry of Defense has developed a plan for creating an orphar’s
fund to halp with the upkeep and education of orphans of officers and men of the defense forces. The Minisiry of Agriculiure,
Food ang Fisheries proposes to train extension workers in social mobilization techniques for HIV-AIDS prevention and care,
and in coping mechanisms for rursl populations. The Ministry of Local Government and Housing is reviewing land policies
and establishirg AIDS offices in all units across Zambla. The Ministry of Tourism is incorporating HIV-AIDS into the curricula
of witdlife management schools and hotel and fourism institutes’ (Taranioia 1998)

*E For example, we know that development programmes can In themselves exacerbate the epidemic and the building of
highways and dams or the creation of free-trade zones can create social dislocation. rapid urbanization, exacerbate gender
inequality and promofe the spread of AIDS. These effects can be long-lasting as evinced by the example of the Volla River
Dam at Akosombo in Ghana four decades ago. The rates of HIVLAHDS infection are ‘five to ten times higher’ near the dam
now than in the rest of the country {Topouzis 1988: 24}, Infrastructure policies therefore need to build-in mechanisms to
reduce the spread of the disease, before, during and after construction (Topouzis 1898).

7 |n September 2000 the Cabinet of the Government of Ghana went on a two-day retreat to discuss national HIV-AIDS
policies. They invited the chairman of the Uganda AIDS Commission, Bishop Emeritus Barnabag HalemImana, along in
order to leam from the experiences of Uganda (Segbefia 2000},

“® :Studies in Mwanza, Tanzania. show that early, continuous treatment of STs in a rural community was associated with a
42 per cent decling in newly acquired HiV infections at a cost of $US 10 per person treated’ {World Bank 1888:18 quoting
Grosskurth et al., 1995).

3 The education sector Is fundamentally important in this fight and ‘experience has aiready shown...that when AIDS
prevention programmaes include a srong school-based awareness and skills-training component, schaeimg can encaurage
safe behavicur {UNAIDS 2000: 41).
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IV. CONCLUSION

in spite of the weaknesses and limitations in existing methodologies and models for measuring the
economic impact of disease burdens generally and of the impact of HIV-AIDS in particular, there is
sufficient evidence that the overall economic impact of the epidemic is devaslating. indeed the
indications are that current estimales based on traditional cost- of- lliness studies underestimate the
economic impact of the disease.

A full quantification of the overall economic effects of HIV-AIDE an African economies will need to
take account of the direct economic effects of adult HIV-AIDS on labour productivity, the economics of
childhood HIV-AIDS. It should also take account of changes in household hehavicur attributable to the
disease, as well as changes due 1o the very risk of HIV-AIDS. Thirdly, i should measure the
economic effects at the national levei, including effects on the fiscal situation and therefore on the
stability of the macroeconomic environment, and effects on enterprise productivity and investments as
well as related externalities flowing from lost skills. When all this is done faithfully, the probability is
that the economic impact of HIV-AIDS will add up to a lot more than the annual toss of GOP of 2%
estimated by the World Bank.

Judging from the sheer scale of these costs, it clear that the refurn on investment in scaled up efforts
at prevention would be enormous, What is required is a comprehensive program for total nafional
mobilization, backed by scientific and technological know how, significantly enhanced levels of
international donor support and improved access to drug therapies. Finally AIDS research, including,
especially, research by African scientists and institutions, ought to be given the highest priority.
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