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Abstract

HIV/AIDS is a real threat for Sub-Saharan Coustrieincreased adult mortality
substantially. HIV/AIDS pandemic causes the deéati@® most productive part of affected
population. Human capital passing on to future gaiens is limited. Low economic
performance and income inequality induce higher MiNherability. Contra wise HIV/AIDS
has significant negative effect on the welfarefédaed population. The sources of pandemic
in Sub-Saharan Africa are not only social and caltitHealth and nutrition situation play
considerable role. Holistic approach based on dauxdidelity, abstinence and improvement
of economic situation and moderate condom useh@kast way of prevention) seems to be

an effective way of pandemic elimination.

Key words: economic analysis of HIV/AIDS pandemic, Sub-Sahaké&ica, economic

impacts of pandemic, Catholic social teaching;

JEL Classification: 119, J17, O10, O55;
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Foreword

The thesis describes HIV/AIDS pandemic in Sub-Satafrica from economic point of
view. Firstly, medical aspects of HIV/AIDS are desed. Secondly, demographic aspects of
the pandemic are shown. In the following part maklieconomic and structural adjustment
and biomedical sources of pandemic are discussmditFpart is focusing on the impact of
the pandemic on households, private businesses, &@idRvelfare. In the last part possible
explanations of pandemic are discussed. The engpisagliaced on particular Salesian project
run in South Africa.

Note: in the whole thesis symbol for decimal pamt,” not “.”; HIV/AIDS are used as

equal terms if context does not require otherwise.



1 Medical introduction of HIV/AIDS

1.1 Information about the virus HIV and the disease AICS

AIDS is an abbreviation for Acquired Immune Defiody Syndrome. ,AIDS constitutes a
set of diseases, induced by a destruction of anumersystem by the virus called HIV.”
(Montagnier, 1996)

The environment where human beings live is fulln@itroorganisms. Some of them
represent a danger for human health. Microorgantsamsbe divided into several categories,
such as virus, bacillus, fungi and yeast. Humanamism defends itself against
microorganisms with its immune system. The immuystesn has a goal to destroy these
microorganisms and stop malign proliferation of sorellules which can evolve in organism.
The immune system is based mainly on lymphocytést@lood cells). They can be divided
into two main groups - B lymphocytes and T lymphesy They protect the organism in
different ways. T lymphocytes “attack” the parasitnicroorganism directly, B lymphocytes
produce antidotes and these antidotes destroy daelsn called pathogenic germ). The

“decisive body” of the immune system is one of lphocytes called T4 lymphocyte.

HIV virus attacks T4 lymphocytes and the danger amdhsidiousness of HIV virus rests
on this fact. In other words, it harms the centfrdhe whole immune system. In fact, the
immune system is eliminated before it is prepareddfend the organism against parasitic
microorganism. The main consequence is the inglofita human organism to protect itself

against common infections and some types of tumours
HIV virus (Montagnier, 1996):

HIV virus (human immunodeficiency virus) was firgdescribed by professor Luck
Montagnier and his team in Pasteur Institute insPiar 1993. Later this virus was named
HIV1, because the HIV2 virus was discovered in édrin 1986. However, it has the same
symptoms and attributes as the HIV1 virus.

HIV1 virus was considered to occur in some groupgeople, although it was well
tolerated and it did not bring any health risksVBilis supposed to have been transmitted

from a monkey to human.



1.2 The origins of HIV pandemic

Currently it is not obvious why HIV virus has attad so strongly and rapidly. However,

there are some possible explanations (Montagné€6)t

* Virus has mutated. This hypothesis is not veryljikance two viruses will
have to mutate at the same time which is almosogsiple.

» Virus has been developed by humans. Scientistsdlaat at the beginning of
1980s, when HIV epidemic started to spread, thensific knowledge was not
developed to the level that humans could produck &ind of virus. Nevertheless, if
we consider the level of knowledge of secret sewviar armies, this hypothesis is not
totally eliminated.

* The most likely possibility is that the virus exdtin nature for a long time;

new phenomenon is just its spread on the levehotipmic.
According to Montagnier (1996) the main sourceBlM spread as a pandemic are:

» Expansion of tourism, which enabled the spreadiofourganism.

* Unrestrained sex life.

» Expansion of transfusions and blood derivative thieowhole world.

» Sharing of needles and syringes by drug users.

* Increase of HIV virulence (the increase of abilty virus to cause an
infection).

» Because of the population growth in Africa and ottieveloping countries, the
disintegration of traditional structure of soci¢tyainly families) occurred, which lead

to an increased promiscuity.

1.3 HIV transmission

HIV virus is transferred by blood and genitalia re¢tion. The most frequent HIV
transmission is through vaginal or anal sexualraaerse. Sexual transmission concerns
either heterosexual or homosexual partners. Howewal sexual intercourse (it means sexual
intercourse of homosexuals) is more dangerous coimgeHIV transmission, because more

wounds can occur, which increases the risk oftfection. The risk of infection is positively
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related to the number of sexual intercourses witacted person. Nevertheless, one sexual
intercourse is sufficient to cause the infectidnwés proven that the risk of transmission is

higher from man to woman, compared to woman to trearsmission.

The other frequent way of transmission is throutghoth, mainly by needle sharing and
blood transfusion. A blood transmission of HIV \drgan be eliminated by blood testing,
although tests are not absolutely reliable. Newfgdted donor can be interpreted as negative

by tests result (Montagnier, 1996).

HIV transmission from mother to child is a spedate. Infection can be passed through
placenta during pregnancy or child can be infectedng childbirth. The risk of mother to
child transmission is about 20 - 30 % when motlseiserum positive, this risk can be

decreased by suitable medical measures to 8 % @goigr, 1996).
HIV is not transmitted through:

* Ordinary kissing;

» Common interpersonal contact: in showers, usingsémee cutlery, same toilet,
in public transport, at work, in restaurant etc;

* When standard rules are fulfilled the transmissidlh not occur at the dentist

or during acupuncture.

1.4 HIV proving

The occurrence of HIV in human body can be provgndivect or indirect methods.
Indirect methods are based on the presence ofcplartiantidotes in the body and direct
methods are based on HIV isolation (Montagnier,6)99direct methods are used more
frequently, especially the method called ELISA. Hrecedure of medical examination is as
follows: Patient’s blood is taken and ELISA testpisrformed twice with the same blood
sample. If the both tests are negative, patieseigm negative. When both tests are positive,
or if they diverge, next test is performed with thee of Western Blot method. When the
result of this test is negative, patient is serwegative. If the result is positive, new blood is

taken and the test is performed again. In caskeeopositive result, patient is serum positive.

It is essential to consider that patient who idechkerum positive is infected by HIV.

Nevertheless, it does not mean that this persdersufom AIDS.



1.5 Infection, course of disease and treatment (Montager, 1996)

Firstly, HIV infection does not automatically me#rat infected person will suffer from
AIDS. In other words, man can be infected by HIMtheut AIDS breaking out. According to
the World Health Organization (WHO) 60 % of seruosiive persons will suffer from AIDS
in 10 years from getting infected. 20 % of infecpeisons will suffer from minor symptoms

and 20 % of infected persons will have no clineahptoms.

Minor symptoms of infection outbreak are: lymphatadules enlargement for more than
3 months, decrease of weight, persistent fever sarous diarrhoea. After mentioned 10
years, 60 % of infected persons will suffer frorfegtion which will be accompanied by: long
persistent cough, serious diarrhoea and visuakskilsre. Moreover, there can be tumorous

diseases and impact on the central nervous system.

Life expectancy without antiretroviral drug uselig years after the time of person’s
infection. In other words, it takes about 10 yester HIV infection for AIDS to occur and as

soon as AIDS occurs, life expectancy for patiemttisut 1 to 2 years (HIV InSite, 2009).

It is necessary to say that there is not any knowre of HIV. Currently, therapy is
focused on elimination of virus reproduction in thedy, prevention of symptoms,
strengthening of immunity. At the end of 2008 abdumillion people in low and middle

income countries were receiving HIV antiretrovittaérapy (WHO, 2009).

1.6 Prevention (Montagnier, 1996)

The most frequent way of HIV transmission is thdosgxual intercourse. As was already
mentioned, there is a higher probability of infeatiin the case of homosexual intercourse.
However, if we consider significantly lower percage of homosexuals in population, the
most frequent source of transmission is heterodemteacourse. From that point of view, the

most important core of prevention is prohibitionsekual transmission.
These methods of prevention are often mentioned:

* Responsible partner choice;
* Fidelity;

« Condoms use;



People in the vicinity of infected person can belitohally protected by these basic

measures:

* NO needle sharing;

* Responsible behaviour of medical workers during oBlotransfusion.
Nowadays, there are adequate measures which dectkasprobability of HIV
transmission through blood transmission to almesb,zalthough the problems occur
when not all transfused blood is tested.

2 Demographic aspects

2.1 Basic demographic data

It was estimated that in 2007, 30,3 — 36,1 millpmople in the world were infected by
HIV (UNAIDS, 2008). In the same year it was estiaththat 2 million people died because of
HIV/AIDS and 2,7 million were newly infected (UNAI®, 2008).

Graph 1: People infected by HIV, situation in 2007millions.

People infected by HIV (millions)
25
04—
15 +—
10 |
|
0 41— . — ] I uE= = — |
R & A L & 2
\a & & < & & > 2 3¢ &
A O
) )
o &> Vi O (_gf“k > & \q@-’@
bl b‘b & ) b"-
.;:\) 'b(\ ,a{‘ QQJ "b(\
N & & o
S & & &
23] ‘$Qj: !g} ?s_@
R
%0

Source: Created by author from UNAIDS, 2008 data
6



Table 1: Number of people infected by HIV, situatia in 2007, median value.

People infected by |percentage from
Area HIV (millions) totaly infected
World 33 100,00%
Sub-Saharan Africa 22 66,67%
South and South-East
Asia 4,2 12,73%
East Asia 0,74 2,24%
Latin America 1,7 5,15%
North America 1,2 3,64%
Western and Central
Europe 0,73 2,21%
East Europe and
Central Asia 1,5 4,55%
Caribbean 0,23 0,70%
North Africa, Middle
East 0,38 1,15%
Oceania 0,074 0,22%

Source: UNAIDS 2008, author’s calculations

Table 1 and Graph 1 clearly show that most peagfiecied by HIV are living in Sub-
Saharan Africa. The median value of estimated nurobenfected persons is 33 million for
the whole world, from that 22 million of infectedllfon Sub-Saharan Africa. In other words,
66,67 % of infected persons are living in Sub-$ah#frica.

Graph 2: The number of people infected by HIV, milions (left vertical axis) and percentage of

infected adult population (right vertical axis) in Sub-Saharan Africa with pictured intervals around

estimated value.
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Graph 2 shows the time series of infected peop&uin-Saharan Africa. The left axis denotes
absolute number of infected persons by HIV anditjig axis depicts the percentage of
infected adult population. It is evident that ths@ute number of infected persons is
permanently increasing since 1995, although witlrekesing rate. However, the percentage of
infected adult population (15 - 49 years) is desirga The decrease of the absolute number
of infected persons is usually explained by thgdaraccessibility of drugs, which
substantially extend lives of infected people, bpdhe increasing number of newly infected
persons. The percentage of infected adults is derg. Worldwide, the number of newly
infected in 2007 is higher than the number who dhechuse of HIV infection, so the question
is, how it is possible the percentage of infectédltgpopulation is decreasing. It can be
explained by three possible factors:

a) In studied countries adult population 15 - 49 yeargrowing faster compared
to the number of newly infected in the population.

b) The structure of infected persons is distributedthed larger number of the
infected persons of the age of 49 cross the bardermpared to the number of newly
infected at the age 15 - 49 years.

c) A large percentage of newly infected persons atsiael the interval 15 - 49
years. In other words, there are large numbersitdren infected through mother to
child transmission or children infected by sexudeicourse before 15 years of age.
The possibility of infection after 49 years can betconsidered as crucial because of

lower sexual activity and more “stay at home” life.
Finding the explanation:

a) This statement seems to be the most satisfactocg s most of the countries
of Sub-Saharan Africa there is a long-term increzfsthe number of population. In
other worlds younger and larger generations eheage 15 - 49 years, thus in spite
of an absolute increase of the number of persdwesetis a percentage decrease of
these persons in the population. So the numbenfetted persons is “diluted” in a
larger population. The increase of population 149-is faster than the increase of
newly infected. In conclusion, there is a differeng the rates of growth. That is the
reason why the percentage of infected adult pojmas an inappropriate indicator
for the comparison of the pandemic trend in timg. Eonsider the Graph 5, some can

conclude that there is a remission of pandemicuh-Saharan Africa, which is not
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true, as shown in Graph 2. In spite of this fachNAIDS uses this indicator for
countries comparison and for comparison in time.

b) UNAIDS (2008) regards the source of the absolutesise of infected persons
in larger accessibility of drugs, which slows thpeemad of HIV in the body, meaning
the drugs which extend lives of infected personddiflonal source is seen in the
arrival of newly infected. Overall, according to BNDS (2008) the absolute number
of infected persons is increasing, since they loreger. Less people die and new are
infected. This explanation is definitely based ocoumate data. However, there is still
the question of pandemic stabilization, since teec@ntage of infected in the whole
adult population is not a suitable indicator of theogress of pandemic studies.
Moreover, according to WHO (2009), 4 million peoplere receiving antiretroviral
drugs in low and middle income countries at the end008. Considering that 90 %
of infected persons live in developing countriepgtein, 2004), it means that 29,7
million of infected persons come from developingimies and only 13,5 % of whom
receive antiretroviral drugs. In conclusion, thesr@o reason to claim that the increase
of the absolute number of infected is explained/ dmy longer life expectancy caused
by wider antiretroviral drug use, as UNAIDS (20@&ims.

c) This statement can be disproved by studying thesageture of population in
countries of Sub-Saharan Africa. This thesis iuéed on data from Demographic
world yearbook (2004). From the data, it can bertyeconcluded that there is the
increase of the population in most countries of-Saharan Africa. In other words,
younger generations are larger in numbers. It cdrbe said, that the explanation of a
percentage decrease of infected persons in adpitigtion 15 - 49 years of age is the
aging of infected population.

d) According to Kengeya-Kayondo et al., 1995; Muldéraé, 1996; Hauri,
Armstrong & Hutin 2004; Kiwanuka et al., 2004; Satret al., 2004 almost 90 % of
HIV infection of children are caused during pregmgnduring childbirth or by
breastfeeding. This means, that the relevant wagaobmission to children is mother
to child transmission. According to UNAIDS (2008)ete were 380 000 children
newly infected by HIV in 2007 in the world. Thatlg,7 % of newly infected in 2007.
This share does not change the relation betweenuimbers in various age groups. In

other words, this explanation is not relevant.



Table 2: People infected by HIV in selected counteis of Sub-Saharan Africa.

Adults and children,
2007

Adults and children,
2001

Adults (15+) 2007

Percentage of infected
adult population (15-49)
2007

Country Median estimation |Median estimation |Median estimation |Median estimation

World 33 000 000 29 500 000 30800 000 0,8
Sub-Saharan Africa 22 000 000 20 400 000 20300 000 5
Angola 190 000 120 000 180 000 2,1
Botswana 300 000 280 000 280 000 239
Burkina Faso 130 000 140 000 120 000 1,6
Burundi 110 000 150 000 90 000 2
Cameroon 540 000 530 000 500 000 51
Centaral African

Republic 160 000 130 000 140 000 6,3
Chad 200 000 150 000 180 000 3,5
Congo 79 000 84 000 73 000§3,5 *

Cote d'Ivoire 480 000 590 000 420000 39
Democratic Republic

of Congo 450 000 465 000 405 000 1,35
Eritrea 38000 27000 35000 1,3
Etiopia 980000 920000 890000 2,1
Gabon 49000 38000 46000 5,9
Ghana 260 000 260 000 250 000 1,9
Guinea 87 000 55000 81 000 1,6
Kenya 1750 000 1500 000 1 600 000 7,8
Lesotho 270000 250 000 260 000 23,2
Madagascar 14 000 8100 13 000 0,1
Malawi 930 000 850 000 840 000 11,9
Mali 100 000 82 000 93 000 1,5
Mauritius 13 000 18 000 13 000 1,7
Mozambique 1500 000 1 000 000 1400000 12,5
Namibia 200 000 150 000 180 000 15,3
Nigeria 2 600 000 2 200 000 2 400 000 3,1
Rwanda 150 000 190 000 130 000 2,8
South Africa 5700 000 4700 000 5400 000 18,1
Svaziland 190 000 160 000 170000 26,1
Togo 130 000 110 000 120000 33
Uganda 940 000 1100 000 810 000 5,4
Tanzania 1400 000 1400 000 1300 000 6,2
Zambia 1100 000 940 000 980 000 15,2
Zimbabwe 1300 000 1900 000 1200 000 15,3
SUMA 22 710400

Source: data UNAIDS 2008, own calculations; * UNARata show only interval rage, median estimation i

author’s calculation
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Table 2 shows the numbers of persons infected By iHIselected countries of Sub-
Saharan Africa. The absolute number of infectedeim®ed between 2001 and 2007 by
1 600 000 people. In Sub-Saharan Africa there acé 500 people infected by HIV. It is
obvious that pandemic is not spread evenly. Conisigiehe percentage of infected adult
population, among the worst affected countrie®isekample Botswana, where 1 of 5 adults
is infected by HIV. The same situation is in Leso#dnd the worst situation is in Swaziland,
where almost 1 of 3 adults is infected by HIV. Harstration Graph 3, which shows the
spread of HIV epidemic in the World in 2007, is lesed.

Graph 3: HIV prevalence in adult population in particular countries in the World (2007).

Adukt prevalence (%)

I 150% - 280%
0% -<150%
W 10% - <50%
05% - <1.0%
01% - <05%
<01%
No data awailable

Source: UNAIDS, 2008

Graph 4: Legends for Graph 3 - The percentage of adt population living with HIV in particular

country.

Adult prevalence (%)

B 15.0% - 28.0%
N 5.0% -<15.0%
0% - <50%

0.5% - <1.0%
01% - <0.5%
<0.1%

No data available
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Graph 5: Trend of HIV pandemic in Sub-Saharan African, percentage shows a share of adult

population infected by HIV in particular country.
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Source: UNAIDS, 2008; by adults we still mean pedplthe age between 15 - 49 years

2.2 Treatment and HIV life expectancy in Sub-Saharan Afica

Antiretroviral drugs can significantly extend liveinfected persons, as mentioned in the
first chapter of this thesis. It has to be con®dethat in developed countries antiretroviral
drug use is a standard. The situation is diffeierdeveloping countries. According to the
World Health Organization (2009), 4 million peoptdow and middle income countries were
under antiretroviral drugs at the end of 2008. Adotg to UNAIDS, this number is a

12



significant improvement. In other words, this numb&s significantly lower in the past. But
as was already mentioned, these 4 million arel]8sh % of infected persons. It means that
25,7 million people in low and middle income cougdgrdo not have appropriate medical care
for HIV, they do not receive antiretroviral drugbhe life expectancy of these almost 26
million people is 11 -12 years from the day theyrevanfected. According to UNAIDS
(2008), 2,7 million people were newly infected i80Z. Taking into account the same
proportion of newly infected in developing and deped countries and the same percentage
of people under treatment in developing countribgre were 2,43 million infected in
developing countries. It means that only 327 thodsaf them will be treated and 2,1 million
people infected in developing countries in 2007 di¢ approximately 11 -12 years after the
year 2007.

Considering Sub-Saharan Africa, there are 22 milpeople infected by HIV. It is 66,7 %
of people infected by HIV in the world, see tableCbnsidering infected persons in low and
middle income countries there are 74 % living inriéd. Taking into account the same
proportions of treated and untreated 2 million #@fusand infected people take antiretroviral
drugs in Sub-Saharan Africa. It means 19 milliontlBdusand of 22 million infected are not
treated in appropriate means. Again we have tdlsatyfor these 19 million people there is a
life expectancy 11-12 years from the time of beimfgcted. Moreover we have to take into
account that for these untreated people therergedaisk of mother to child transmission.
This risk is between 20 and 80 % (Montagnier, 1993)

2.3 Mortality

The impact of HIV on mortality was studied by UGensus Bureau particularly in the
project HIV/AIDS Surveillance Data Base. Data désng the numerousness of HIV
infection, epidemiological models of WHO and UNAID&re incorporated in the model.
Model shows the current situation and predictspghagress of AIDS related mortality and
shows various demographic indicators. It is capableomparing mortality and its trends
with pandemic and non HIV/AIDS scenario. Non HIVIXS scenario takes into account
lower number of deaths and associated changes enaag a sexual structure of the
population. Including these variables, it derivé® timpact on the whole demographic

situation.
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U.S. Census Bureau publishes some data, althoulgie# not publish all the data. That is
why the study of B. Epstein (2004) is used in thessis. He uses public U.S. Census Bureau
data and also some unpublished tables. In thigstliesre is a list of some findings of the
Epstein (2004) model. Particular demographic indisa are discussed in the following

sections.

2.4 Sex related impacts

The probability of transmission is higher from mtanwoman than from woman to man
transmission. It is based on biology - woman is enaulnerable to transmission during the
time of menstruation (Montagnier, 1993). Additidgalthere are cultural factors in play.
Women do not have equal access to information &ad # they reach information their role
in the family is often submissive. It means thaytllo not have enough power to use their
information about HIV (UNAIDS, 2008). In such cageey are not able to refuse sexual
intercourse even if they are aware of the promigcod their partner. According to WHO
(2007), the role of man in some societies is sigaift for HIV spread, since in some areas
changing girlfriends is considered to be the maseutehaviour. Some of these topics will be
discussed in sociological part. Overall we can tbey there are more infected women than

men what is shown in following the table.

14



Table 3: Infected population in selected countriesf Sub-Saharan Africa according to sex

Women (15+) |Men (15+) Percentage of young infected Percentage of young infected

2007 2007 women (15-24) 2007 men (15-24) 2007
Country Median estimation|Median estimation |Median estimation Median estimation
World 15500 000 15300 000 0,6 0,4
Sub-Saharan Africa 12 000 000 8300 000 3,2 1,1
Angola 110 000 70000 0,3 0,2
Botswana 170 000 110 000 15,3 5,1
Burkina Faso 61 000 59 000 0,9 0,5
Burundi 53 000 37 000 1,3 0,4
Cameroon 300 000 200 000 4,3 1,2
Centaral African
Republic 91 000 49 000 5,5 1,1
Chad 110 000 70000 2,8 2
Congo 43 000 30000 2,3 0,8
Cote d'lvoire 250 000 170 000 2,4 0,8
Democratic Republic of
Congo 235000 170 000 0,95 0,25
Eritrea 21 000 14 000 0,9 0,3
Etiopia 530 000 360 000 1,5 0,5
Gabon 27 000 19 000 3,9 1,3
Ghana 150 000 100 000 1,3 0,4
Guinea 48 000 33 000 1,2 0,4
Kenya 950 000 650 000 5,5 1,65
Lesotho 150 000 110 000 14,9 5,9
Madagascar 3400 9 600 0,1 0,2
Malawi 490 000 350 000 8,4 2,4
Mali 56 000 37 000 1,1 0,4
Mauritius 3800 9200 1 1,8
Mozambique 810 000 590 000 8,5 2,9
Namibia 110 000 70000 10,3 3,4
Nigeria 1400 000 1000 000 2,3 0,8
Rwanda 78 000 52 000 1,4 0,5
South Africa 3200 000 2200 000 12,7 4
Svaziland 100 000 70000 22,6 5,8
Togo 69 000 51 000 2,4 0,8
Uganda 480 000 330 000 3,9 1,3
Tanzania 760 000 540 000 0,9 0,5
Zambia 560 000 420 000 11,3 3,6
Zimbabwe 680 000 520 000 7,7 2,9
Source: UNAIDS, 2008

In relative numbers: women represent 59 % of if@gtersons and men 41 % (calculated
according to UNAIDS (2008) data). Remarkable is thkation between infected man and

women according to their age. From the found dibagsa et al, 2002; Zambia Central
Statistical Office and Central Board of Health, 20®hisana, Simbayi, 2002) can be

concluded that the percentage of infected womenezisthe percentage of infected men until

the age of 40. The difference is the most notieabund the age of 30. However, it is
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obvious, that there are more infected women than. re@stein (2004) induces that under
economic pressure young women are forced to s&h lody to provide for the family, to pay
school fees for children etc. Next reason can lbaddn economic dependence of women on
men, as UNAIDS (2008) claims. Nevertheless, we havéake into account that man to

woman transmission is more likely than vice veldarftagnier, 1993).

2.5 AIDS related crude death rates

As a consequence of HIV there is an increase imtimber of deaths per 1000 persons,
e.g. crude death rate. According to Epstein (206dide death rates are significantly higher
in most Sub-Saharan countries because of the pandem took into account the data from
U.S. Census Bureau from 2004 (published and unghudadi) and found in his model that i.e.
for South Africa the crude death rate is 21 deatirs1000 persons, whereas without AIDS
scenario it would be 7. For Botswana it is 29 ialitg compared to 3,5 without AIDS
scenario. The outlook differs. In some countries tlamber of AIDS related deaths is going
to increase, in some countries it should stabiizelecrease. However, the numbers remain
high. Particularly, the increase is supposed toobserved in Mozambique, Botswana,
Namibia, South Africa and Zambia. The decreasexpeeted in Kenya and Uganda. Some

projections for 2015 are listed in Table 4.

Table 4: Adult crude death rates (deaths per 1000dults); projected 2015

Adult crude death rate

with AIDS  |withou AIDS
Botswana 38,6 1,4
Cote d'lvoire 11 5,3
Kenya 13,1 6
Mozambique 17,8 6,9
Nigeria 9,8 4,9
Rwanda 10,5 6,2
South Africa 22 2,8
Tanzania 13,8 5,3
Uganda 8,8 4,7
Zambia 19,2 5,2

Source: Epstein, 2004; U.S. Census Bureau; IntenmadtData Base, 2004
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2.6 Adult mortality

Adult mortality is substantial for studying the pl@mic impacts on economic situation.
As Epstein (2004) says people between 15 and 4% ygaage usually work, care for their
families and nurture children. In other words, treg responsible for the preservation of
society. According to U.S. Census Bureau therdeshighest mortality at the age about 33
years. Table 4 shows the total number of AIDS eelateaths in 2007.

Table 5: The number of AIDS related deaths of aduft and children in 2007 in selected countries of

Sub-Saharan Africa

Number of AIDS related

deaths of children and adults

in 2007
Country Median estimation
World 2000000
Sub-Saharan Africa 1500000
Angola 11000
Botswana 11000
Burundi 11000
Camerun 39000
Chad 14000
Comoros 100000
Cote d'lvoire 38000
Democratic Republic
of Congo 29000
Ethiopia 67000
Ghana 21000
Kenya* 107500
Malawi 68000
Mozambique 81000
Nigeria 170000
South Africa 350000
Uganda 77000
Tanzania 96000
Zambia 56000
Zimbabwe 140000

Source: UNAIDS, 2008; *own calculations of mediatimation

The adult and children deaths are not distinguisiied emphasize that AIDS affects
mainly adults, Epstein (2004) calculated that with&IDS scenario deaths of adults compose

21 % of all deaths in Botswana and with AIDS sceEnéin reality) it was 68 % in 2005.
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These numbers are 22 % respectively 44 % for Zanddieb respectively 56 % for South

Africa.

Considering the impact of the pandemic on crudehdede, we have to take into account
that the number of deaths react with 11-12 yedesyde a number of HIV infected persons. It
means that in countries where falling number of Iganfected occurs, the number of deaths
will be high for 11-12 years, since it is a lifepectancy for people infected one year ago.
According to Epstein (2004) the pandemic shouldhemaximum around 2010. However,
adult crude death rates will increase significamlgountries such as Mozambique, Namibia,
Botswana, South Africa and Zambia. Resuming indiabilization of HIV pandemic i.e. a
decrease in the number of newly infected does algesmpacts of the pandemic. These will
continue for years in the form of hundreds thousaodmillions people dying for several

following years.

2.7 Impact on children: infection, death rates, orphans

Table 6: Number of infected children in selected amtries of Sub-Saharan Africa.

Country Children (<15) 2007

World 2200000
Sub-Saharan Africa 1700 000
Cote d'lvoire 60 000
Etiopia 90 000
Kenya 150000
Malawi 90 000
Mozambique 100 000
Nigeria 200 000
South Africa 300 000
Uganda 130000
Tanzania 100 000
Zambia 120000
Zimbabwe 100000

Source: UNAIDS, 2008

As already mentioned in chapter 1.2.1, most childmee infected in prenatal state, during
birth or by breast-feeding. These three ways ofsimr@ssion constitute almost 90 % of cases
(Kengeya-Kayondo et al., 1995; Mulder et al., 198&uri, Armstrong & Hutin 2004;
Kiwanuka et al., 2004; Schmid et al., 2004). Tdbkhows the number of children (under 15

years of age) infected by HIV. It is evident thabsnhinfected children are in Sub-Saharan
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Africa. In relative comparison there are 66 % ibdelcadults in Sub-Saharan Africa, whereas
77 % of infected children worldwide live in Sub-Saén Africa. The worst affected country
is South Africa with 300 thousand infected childaard Nigeria with 200 thousand infected
children. The probability of mother to child transsion is 20 % - 80 % (Montagnier, 1993).
As was already discussed, the mother to child nésson can be decreased to 8 %
probability by antiretroviral drug use. However, flay not all women get antiretroviral drugs.
It is considered that 13,5 % of infected in low anilidle income countries take these drugs.
However, 59 % of infected in Sub-Saharan Africa\wmmen and it is obvious that not all
women can get antiretroviral drugs. It implies tB&t % of children born to HIV positive
mothers are born with HIV infection (Epstein, 2004)DS is considered to be the main cause
of death for children until 1 year of age. Epsté&004) claims that in Botswana 80 % of
deaths of children 0-5 years of age are causedb%An South Africa it is 40 %.

Table 7: Children orphaned due to AIDS in 2007.

AIDS related orphans

(0-17) 2007
Country median estimation
World 15000 000
Sub-Saharan Africa 11 600 000
Burkina Faso 100 000
Camerun 300 000
Cote d'lvoire 420 000
Ethiopia 650 000
Ghana 160 000
Malawi 550 000
Mozambique 400 000
Nigeria 1200000
Rwanda 220000
South Africa 1400 000
Uganda 1200000
Tanzania 970 000
Zambia 600 000
Zimbabwe 1 000 000

Source: UNAIDS, 2008;

Note: As an orphan is considered children at the wgder 18, who lost one or both parents because of
AIDS.
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Table 7 shows numbers of AIDS related orphans liscesl countries of Sub-Saharan
Africa. The main problems of orphans are lack akcéove and insufficient human capital
passing over. This will be discussed in the extiisn.

An outlook to future is rather negative. Even thoube stabilization of pandemic was

reached in some countries, the impact will be Hetédr at least 11 - 12 years.

2.8 Life expectancy

Life expectancy is the proper indicator of HIV ingpaompared to mortality, since it
eliminates various age structures of populationf® éxpectancy says at which age newborn
would die, if mortality would not change at least the whole newborn’s life. In developing
countries and especially in Sub-Saharan Africditbeexpectancy is lower mainly because of
infant mortality. Nevertheless, HIV worsens theigtton.

Table 7 and graph 6 describe the situation:

Table 8: Life expectancy at the age of 15, projeaten 2015.

Male Female

Country with AIDS  |without AIDS |with AIDS |without AIDS

Botswana 63,4 24,7 67,6 24,1
Cote d'Ivoire 49,3 42 55,4 44,4
Kenya 50,8 36,2 62,2 32,6
Mozambique 48,1 33,6 51,1 31,5
Nigeria 50,7 45,2 54 46,3
Rwanda 49,6 44,5 53 46,1
South Africa 54,9 36,3 61,5 33,6
Tanzania 50,1 41,3 53,9 42
Uganda 52,5 49,4 56,1 52,1
Zambia 51,2 35,8 55,2 34,6

Source: Epstein, 2004; U.S. Census Bureau

It is evident that AIDS has negative significanteef on the life expectancy. As will be

discussed later, life expectancy has substantighanon welfare calculation.
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Graph 6: Life expectancy at birth in selected regins.
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It is evident from Graph 6 that there was a dedimife expectancy in South and Central

Africa since 1990, respectively since 1985.

2.9 Impacts of demographic changes

In the chapter 1.2, some demographic changes weserided, which are related to

HIV/AIDS pandemic. Demographic changes influencdlofeing social and

economic

indicators. The total dependency ratio change s @inthem. It determines the number of

people who have to support one person at produatieeincluding him/her. In practise some

specific rates are constructed. Epstein (2004)toocted a model according to U.S. Census

Bureau data, which compares the number of depernmgabns per 100 persons of working

age with AIDS scenario and without AIDS scenariom® results are shown in following

table.
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Table 9: Projected total dependency ratios for setéed countries in Sub-Saharan Africa.

2005 projected 2010

Country with AIDS |without AIDS [with AIDS [without AIDS
Botswana 74 66,7 62 54,6
Cote

d'lvoire 77,6 76,7 73,2 71,8
Kenya 81,2 79,8 78,5 77,2
Uganda 109,7 107,8 104,2 101,2
Zambia 95,8 92,7 87,7 83,1

Source: Epstein (2004)

3 Sources of HIV/AIDS pandemic in Sub-Saharan-

Africa

'‘AIDS is a black plague; it is mainly killing blagleople ... And that is the cruel truth
about why the world had failed to respond with dish' Salih Booker, director of the Africa

Fund/American Committee on Africa (2001).

In this chapter several reasons for extraordinagh HHIV/AIDS expansion in Sub-
Saharan Africa will be discussed. In the followiagctions will be discussed economic,
cultural or social sources of the pandemic. Howettas chapter will be focused on main
possible sources. Since for instance accordinguweBet al.(2002) even such factor as male
circumcision is a significant factor in protectihfjV infection, and according to Christian
Aid (2004) it is a possible factor which can expliow expansion rates in the Western Africa.

Nevertheless, the extension of this thesis doesmalle us to study all the factors.

3.1 Economic sources

‘Finance people and trade people set the agenda. dlways been shocked by their
guestions. It's not bad-will, but they are naivéhave to make the case again and again that
AIDS is not just about health, it's affecting ecomnes” Peter Piot, former director of
UNAIDS (Guardian, 2002).
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The HIV/AIDS pandemic has a certain impact on tleenemic situation in affected
countries. Contra wise, economic situation in antgy changes in international trade
conditions, fiscal policy or a privatization is qqgsed to influence the spread of HIV/AIDS or
at least the vulnerability of inhabitants to thégtion. This phenomenon is often called the
downward spiral. Bad economic conditions increase vulnerability of inhabitants to
infection and high numbers of infected people iresgnificant economic costs (Christian
Aid, 2004). The mechanism works as a vicious circle

According to Christian Aid (2004), companies andegqaments plan their action with the
certain horizon and they consider certain varigbleg the problem is that they do not
consider the long term impact of their decisionstb@ pandemic. If we think about the
consequences of pandemic, they will exceed a cg(@hristian Aid, 2004). To sum up, itis
necessary to consider the effects of structureséetjupolicies or at the present time poverty
reduction strategies on HIV/AIDS pandemic. Otheenige are likely to adopt wrong policies,

measures, investments or decisions in general.

3.1.1 Poverty, inequality and HIV/AIDS

According to Epstein (2004) and Christian Aid (2p0aver 90 % of infected people live
in developing countries. The World Bank (1998) exfathat in the average developing
country, a US$2000 increase in per capita inconasseciated with a four % reduction in the
HIV infection rate of urban adults. The researcli®f000 women done in 2001 in Cambodia
found that the wealthiest women from the researgredp had two times higher probability
to know how to prevent HIV transmission, two tintegher probability to practise safe sex
and almost four times more likely to know whereytiseuld be tested for HIV, as the poorest
women (Macro International, 2001). Pitanyon (198¥)rhailand found that in the poorest
and less educated families is the highest prolbgbdif having a HIV positive member.
UNAIDS (2004) found that people with higher lifep@ctancy in the living area and higher
literacy are more likely to use condoms.

On the other hand, South Africa, the richest Ammicuntry, has high expansion rates.
Moreover, there are poor communities with low HIkéyalence and the expansion is high in
some wealthy social groups. One possible explamatias found by Bloom (2002) in his
research in Brazil, where in 1980s three quartéreewly infected people had secondary
education, although in 1990s this share declineoht® third. It can be induced that wealthy

communities are more vulnerable at the beginnintp@fHIV pandemic but in the latter stage
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they become more resistant since they perform refbeetive prevention. Overall, there is no
general consensus that poverty directly implies tidg//AIDS prevalence. Nevertheless, the
connection between poverty and vulnerability to FANDS infection can be found. Christian

Aid (2004) shows these possible reasons, why people are more vulnerable to HIV/AIDS:

* Need for income — it implies sex work; higher wonkgration which weakens

family relations.

» Life priorities — poor people act more risky to redneir living and do not care

so much about their health.

« Women have less power — UNAIDS (2008) says onehefdore factors in
HIV/AIDS is the low social status of women. Theg aot economically independent,
can not negotiate about safer sex; can be abusenldey family members more

easily.

* Level of knowledge — poor people have less inforomagbout HIV/AIDS,

protection, health care.

« Physical disposition — HIV is more likely to develmm AIDS for poor people,

since they do not get enough nutrition.

According to Christian Aid (2004), similar impliéah has income inequality.

3.1.2 HIV and migration - The Case study of Volta River

The impact of migration on HIV spread is often destoated on the case of the Volta
River (Collins, Rau 2000; Decosas, 1996). In 19®@sconstruction of the Volta River Dam
in Ghana started. The goal was to produce enowggttrieity for aluminium production from
bauxite. The area of 8,500 square kilometres habetayiven up for the dam reservoir.
Thousands of farmers were displaced; they had awelgheir land, their source of living.
Many of the farmers were women. The alternative \Wwaw to feed themselves and their
families was found in the infrastructure for damrkess — hotels, bars etc. Consequently the
business of prostitution began. A generation ldtere was a generation of fatherless women,
who did not have many opportunities better thafolow their mothers in the sex business.
In the middle of 1990s the HIV prevalence ratéhatdide of the dam was 5 to 10 times higher
in the comparison with the rest of Ghana (Christhadh, 2004). Moreover, the migration of
women into the urban centres Accra and Kumasi bd@gdDS Analysis Africa, 1996;

Tupozis, 1998).
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3.1.3 HIV and the international trade policy — the case bKenyan sugar belt (Christian
Aid, 2004)

In January 2004 the research in two local distridigando and Butere-Mumias in Kenya,
was undertaken by the Catholic Correspondence €okranciscan Missionary Charism
(CCFMC) and the Anglican Church of Kenya (ACK). #tat time Hyndo had HIV
prevalence around 29 % and Butere-Mumias arount 1dccording to Christian Aid it was
far higher). The researchers interviewed over 60pfeeto find if they see any relation
between the economic situation and the spreadéf HI

These two districts specialized on sugar product@enerally, sugar was the third largest
agricultural commodity by value and it was a souodeincome for 100,000 small-scale
farmers and it supported a living of 6 million pé&ofCentre for Peace and Democracy, 2002;
Sugar Campaign for Change, 2003).

From 1970s to 1980s there was a boom of a sugastind In 1990s the price control on
the inputs for sugar industry was removed. Kenyagas industry was not internationally
competitive. It lacked economies of scale, had pawestment and poor management. On the
other hand the incomes were distributed more egudlan in the case of plantation
production. It implies that the tariffs removal2000 had hard impact on the sugar industry.
Kenya is the member of Common Market for Easterd @entral Africa (COMESA). It
benefited in many ways from more liberal internaiibmarket, for example tea production
increased significantly. Some benefited and sommeffom trade liberalization. As Krugman
and Obsfeld (2005) point out, the winners of freglé can compensate the ones who lost so
that the benefits from liberalization are sharedereqjually. But that was not the case. People
in Kenyan sugar area were harmed with no compamsafiheir incomes decreased rapidly,
unemployment increased. The sugar industry colthpse 2002 Kenyan government put a
guota to sugar imports to alleviate these problérhs.reaction of IMF (2003):

“Kenya continues the pursuit of a discriminatoryigoon wheat and sugar imports from
COMESA trading partners, which is designed to protecal producers from what are
described as ‘unfair trading practices’. Thesevigeed as temporary measures, pending the
resolution of these trade frictions through coregidhs or the COMESA dispute settlement
mechanism... The mission urged the [Kenyan] autlesrito review the recent protective
measures [on sugar and others] in the contexteif #fforts to develop a medium-term trade

strategy conducive to promoting strong economieviing
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Christian Aid points out that there is no such eoremendation e.g. for UK when it

comes to its tariffs.

The lift of tariffs lead to a delay of paymentssiegar cane farmers, there was a decrease
in the price of sugar cane. People tried to comgtenthe lack of income by home crop
production, market trading etc., although the &winpensation was not possible. In Nyando,
HIV prevalence increased from 19 % in 1990 to 2h%999 (Nyando District Development
Plan 2002-2008, 2002). The inequality of incomesaased as well, since workers who lost
their jobs and farmers incurred a decrease of ikcdrhe workers in sugar factories who kept
their jobs were doing relatively well. They earneetween £70 and £175 a month. These
factors led to high HIV vulnerability. Some womeh farmers started to be engaged in
prostitution; mostly they offered their bodies tayar factory workers who were supposed to
have money. Also young women began sex work, dimee parents could not afford to pay
for their education. The practise of “sugar daddeEcame common. In this case, old men
offered money or material gifts to young girls wiould not afford to continue their
education without financial support. Informal seximcluded in that practise. Nevertheless,

the negotiation position for safer sex for thesksgs limited.

Migration and alcohol consumption increased as .widith imply higher promiscuity.
There is also higher rate of early marriage, wheang and uneducated woman is later
economically dependent on her husband and againvbese negotiation position in sexual

practises.

The respondents consider following possibilities the core factors for high HIV
prevalence (Christian Aid, 2004):

 Low condom for various reasons - social and religioeasons; women’s

inability to negotiate their use; poor availability

* Men do not save enough money and women do not géneontrol income,

SO0 women need to generate extra income, sometiyngsxowvork;
* Some traditional practices, such as female gemitailation;
* Promiscuity unrelated to the need of money;

* A lack of awareness of HIV, or denial of HIV (HIMvareness appears to be

high in the area, due to high prevalence);
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» Sex workers close to the main highway running actbe area;
* The high prevalence of HIV on sugar company estates

« The flood - prone nature of the area (which leayeople regularly

impoverished).

Some respondents were ,interviewed to rank theewdfft factors that lead to increased
HIV prevalence in order of importance®, (Christiamd, 2004). The most important factor
was loss of income from sugar/povertgecondsex workand third traditional practices

(specifically wife inheritance, polygamy and furigja

The international trade liberalization can lead &orise of wealth for a country.
Nevertheless, the impacts are not distributed éguabme benefit and some lose. There can
be compensation to distribute impacts more equmltyit is usually not the case. So there are
some harmed groups which become more vulnerablgl¥o If we consider the harms of
HIV, the costs benefits analysis based on tradilieariables is useless or at least inexact. In
other words, we use apparatus which does not censitl relevant variables, thus our
decisions are based on incomplete information. déang that not incorporating HIV/AIDS

costs is likely to cause making wrong decisions.

3.2 The social sources of pandemic

In the general meaning “culture” is often mentioraslthe main source of high HIV

prevalence in Sub-Saharan-Africa.

Caldwell et al. (1989) is frequently quoted worloabsocial aspect of AIDS in Africa. It
claims that sexual relations do not play a serrolesin Sub-Saharan society. Pre-marital and
extra-marital sexual relations are not consideodlket prohibited. In moral and religious point
of view sexual relations are not in the centrertériest. In Onitkj Fisher’'s words, it is not
obvious to connect personal belief and moralityc@ding to his experience it is possible for
some people to accept Christianity and at the daneeto perform pagan practises or practise

actions counter Christian religion and all is denth a clear conscience.

Caldwell et al. (1989) claim that woman has moeediom in African society, although
this freedom is connected with great responsibdityl hard work. It is quite common for a

woman to be responsible for supporting the whoieilia The role of women in families is

27



considered to be one of the possible explanationghie discrepancies in HIV prevalence
among African countries. In other words, women’'suse life is less restricted than in

traditional Eurasian society. Next explanation barfound in the male to female ratio, which
is in a traditional mining region significantly ligConsequently there are foci of infections in
the society of prostitutes. The unequal sexualcsire can be comprehended as an
implication of colonial policy that restricted tleatry of women to mining areas, Caldwell et
al. (1989) claim. Nevertheless, the existence f thodel for such a lengthy time period is
quite incomprehensible. Some role can be credited bong postpartum sexual abstinence

which is quite frequent in West Africa, where H/¥/less frequent.

According to Caldwell et al. (1989) and Caldwell @aldwell (1987), society in Sub-
Saharan Africa is focused on the preservation oérgage. The main goal of a relationship
between male and female is reproduction. Thatss tile reason why extra-marital sex is not
considered to be fundamentally wrong. In other wongen give priority to their parents,
descendents of their parents compared to theiugahfamily and they do not bear the full
costs of their children, since wife and children wlot have monopolistic claim to their
earnings. This claim belongs to parents. Childmenegonomic surplus for woman that means

she has no reason to care much about the number ohildren.

Dr. Shiokawa (2000) pointed out that “The AIDS ixis Africa could be brought under
control only if Africans restrained their sexuahwings ... it follows that Africans should
change their sexual behaviour.” This can be conmstda common view of western scientists
and politicians on the methods of fighting HIV.

Even Caldwell et al. (1989), focused on social erntof HIV pandemic, admit the
possibility of pandemic determination by medicagldgical and health condition. They point
out that HIV pandemic does not have to be onlyapet of “networks of sexual relations”,
but is determined also by the persistence of utgdegenital lesions and ulcers, venereal

diseases and unhygienic living conditions.

3.3 Biomedical effect of economic conditions

“The microbe is nothing, the terrain everythingduis Pasteur

According to Stillwaggon (2002), it is proven intasished literature that people with

deficiency of nutrition, with parasitic diseasesgenerally poor health, people who have bad
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access to health services or are economically disadged in some other way, have greater
susceptibility to infectious diseases. No mattethdy are transmitted by water, food, air or
sex. In other words, according to epidemiologicdiical and laboratory evidences HIV
infection is influenced by the same factors thainpote transmission of other infectious
diseases (Stillwaggon, 2003). Focusing on someeepamlogical factors, calorie intake per
person in Sub-Saharan Africa is about 70 % of tbesamption level in industrialized
countries (UNDP, 1998). The expenses on healthice=nare substantially lower as well
(UNDP, 1998). In general, the relevance of theuisfice of the economic conditions
(expressed in the amount of calories and microentisi received), hygienic conditions and
other variables for the spread of infectious dissaghould be studied and their relevance to
the spread of HIV should be determined.

The HIV prevalence in Europe and USA compared évg@ence in Sub-Saharan Africa is
insignificant. Moreover, the character of the infea is different. In Euro-American society
mostly homosexuals, drug users who share needésalé partners of bisexuals or
haemophiliacs are infected. On the contrary, theidant transmission in Africa is by
heterosexual sexual encounter. Moreover, the oslaif infected male to female is about 4:1
in Europe, 6:1 in USA and 1:1,2 in Sub-Saharan cafriTherefore different patterns of
pandemic can be observed in wealthy countries an8ub-Saharan Africa. It would be

appropriate to ask why this inequality occurs.

The analysis conducted by HIV pandemic researchees firstly focused on
characteristics of virus, stages of infection &owadays the attention is focused on the host
rather than virus itself (Stillwaggon, 2002). Irmet words, considering emergence of new
infections (including HIV), host susceptibility isonsidered to be a core factor (Morris,
Potter, 1997).

As was already mentioned, host susceptibility iewsh in the way that transmission
occurs. Heterosexual sexual encounter is the maynoiitransmission in Sub-Saharan Africa,
on the contrary to Europe and USA, where heteradegax is the inefficient way of
transmission. In addition, rates of vertical trarssion (mother to child) vary substantially
between wealth and poor countries. Without intetioenn 14 % of infants born to HIV-
positive mother are infected in Europe, for the tekhi States it is 17 to 25 % without
intervention. In Africa, vertical transmission ocsun 25 to 40 % of births to mother with

HIV or AIDS (Fowler and Rogers, 1996). One possikbegplanation for such a great
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difference provide Morrice and Potter (1997). Thggim that globally “the leading cause of
increased host susceptibility to infection” is pably malnutrition. It affects epithelial

integrity and cell-mediated immunity. Next possiebeplanation is parasite infection, which
produces chronic immune response to the parasiteléads to exhaustion of body immune

system (Bentwich et al. 1995).

3.3.1 The Economic conditions and health in Sub-Saharanffica (Stillwaggon, 2002)
This chapter is focused on the economic backgrafiddrican health situation.

Countries of Sub-Saharan Africa belong to the grofuihe poorest countries in the world.
Moreover, there is very unequal distribution ofdnee in countries with relatively higher
GNP per capita (Stillwaggon, 2002), e.g. Botswané Zimbabwe, which are the countries
with highest HIV prevalence and the higher Ginifioent (World Bank, 1997, 1999). Even
the GDP growth does not mean that all inhabitarésraa better position. There was 8,5 %
GNP growth in 1975 - 1990, although the daily papita supply of protein and cereals from
1970 to 1995 fell by 9 % each in Botswana (UNDR8,2000; Stillwaggon, 2002).

Stillwaggon (2002) presents the situation of SubaBan economies and health situation
in 1980s and 1990s, when HIV pandemic has its mri§ccording to her quotation of World
Bank data, the number between a quarter and aohéfle population in the region suffered
serious malnutrition. According to Kamarck (1988%0 million inhabitants of Sub-Saharan
Africa consume less than 90 of the FAO/WHO requratbbries, this is considered to be the
necessary calories intake required for active wédcording to Pio (1994), between 1980
and 1989 the average daily caloric intake in Sufta&mn African fell in 25 of 44 countries.
The region was the only one in the world where ghetein supply fell between 1970 and
1997 (UNDP, 2000).

The economic situation was getting worse at thea@®80s in many African countries
and the consumption was declining there. The problas that in those countries where the
incidence of poverty fell and there were some matgeeconomic reforms. The poorest of the
poor were considerably worse off in 1991 than theye in 1983 (Demery and Squire, 1996).
The situation of poor can be demonstrated on tlaeneie of people in Zimbabwe, where the
substantial income distribution inequality occurs1980, per capita income ratio of whites,
urban blacks, and rural black were 39:5:1 (BarraletL990). Zimbabwe is one of the worst

affected countries by HIV pandemic. However, PresidMugabe’s destruction of the
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Zimbabwean economy has to be considered. Besigealitolute shortage of food, another
serious problem is micro-nutrient deficiency. Deficy of vitamin A leads to measles and
diarrhoea, lack of vitamin C leads to scurvy, madeficiency leads to pellagra. Anaemia is
not rare in camps in Ethiopia, Malawi, and Somédiallwaggon, 2002; CDC 1992).

One of the groups most affected by insufficienalket of nutrition and micro-nutrient are
refugees. Frequent disease is cholera. Approxim&@0d thousand Rwandan refugees living
in Goma (Democratic Republic of Congo) were affdchy it (Cookson et al. 1998). To
conclude: malnutrition, infectious diseases andchgitgs make the immune system and the
whole organism weaker. E.g. the children who s@divi980s famines have nowadays
problems with malnutrition and parasites and afdahem “are dying of AIDS” (Stillwaggon,
2002).

Additional problem is parasitic diseases. Malar@uws in 300 to 500 million cases
worldwide, out of that number 90 % is in Africa. About 200 million people live with
Schistosomiasis, out of which 80 % in Sub-Saharaftic® (Stillwaggon, 2002).
Schistosomiasis damages some organs, leads to iana protein-energy deficiency
(Stephenson, 1993; Scrimshaw and SanGiovanni, 199 most prevalent are intestinal
parasites which lead to blood loss, chronic diagehesulting in aggravated malnutrition and
retarded development (Stillwaggon, 2002; WHO 198&ing, 1993; Oberhelman et al.,
1998). Sexually transmitted diseases are also gitemalent and it was found that HIV is
more prevalent among women at least on other dgxtrahsmitted disease (Sturm et al.
1998). Under nutrition and micro-nutrient deficiessc weaken the immune system
(Stillwaggon, 2002).

3.3.2 The Economic/biomedical hypothesis (Stillwaggon, 22)

Based on previous facts and data Stillwaggon (2@d@posed a hypothesis which says
that “characteristics of poor populations convemdity associated with higher prevalence of

other infectious diseases help to explain the prgivalence of HIV in Sub-Saharan Africa.”

Dependent variable was HIV prevalence stated asuprib UNAIDS estimations and
serious data from HIV/AIDS Surveillance Data Basdehe US Bureau of the Census, data
from clinics etc. Independent variables were: galortake change between 1970 and 1995,

change in the protein consumption between 19701&38&, change in the urban population
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between 1970 and 1995, inequality in the distrdoutf income measured by Gini coefficient,
GDP per capita in real terms (on PPP basis) and>@R change between 1960 and 1995.

Expectations:

» Calories and protein consumption change is inverselrrelated with the

prevalence of HIV.
» Gini coefficient and the urban population changeositively correlated.

* Gini is more significant compared to GDP, sinceexpresses the living

conditions of poor and very poor.
* Urbanization support diffusion of virus and its reitns.

 The effect of GDP is not obvious: high and risingr gapita income is
associated with higher migration, social disruptiand increasing inequality; on the
other hand data presented in previous chapters shewconnection between bad

living conditions caused by poverty and high HI\éyalence.

Results: The increase in consumption of calories and pragesignificantly (99,9 %
confidence level) and negatively correlated witlv/Hirevalence. Nevertheless, these two
variables are collinear. Therefore the protein ocamstion was excluded in the ongoing
regression. Strong positive correlation betweeronme distribution inequality and HIV
prevalence was found. Also urbanization and HIWalence are strongly correlated. The
relation between GDP and HIV prevalence was ina@st. The connection between low
GDP and low HIV prevalence was not proven. Even ¢hanges in GDP are not
significant variable, which can be explained thioug/o factors: a) higher migration,
worsening the situation of the poorest people mesgountries; b) on the other hand more

wealth for health services.

To strongest correlation in medium and low devetbpeuntries (range based on the
Human Development Index) was between HIV prevaleacel change in calorie
consumption and Gini coefficient (Stillwaggon, 2P02There is also significant

correlation between HIV prevalence and protein aamgion and urbanization.
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3.4 Structural adjustment policies and HIV

Developing countries are under the pressure of Warld Bank and International
Monetary Fund to perform structural adjustment @e to enhance growth. Under these
conditions some of them capitulated in formulatafnhealth a social policy (Poku, 2002b)
and moved emphasis from social justice and eqaisatds market and efficiency (Shoef, et
al., 2000). Because of the large expenditures @&alth service and health care these are
considered to be the main factor threatening pubiences and wealth of African countries
(Poku, 2002a). Cutting off costs for health sersiteperformed in the time when there is real
decline of standard of living, access to healthvises is poor, drugs are not available
(Namposya-Serpell, 2000) Africans are five timegeniikely to die before they reach five
years of age than any other people in the worlk§P@002a). It is often said that all the
progress of forthcoming forty years is being destth

Poku (2002a) shows, that African economic perforreawas declining at the beginning
of the millennium. Economic growth was not able kisep with population growth, the
production of food was declining, and export of do@as rising. There were collapses of
currencies, official economies decreased and egaaleconomies rose (World Bank, 2000,
Poku 2002a). It is obvious that poverty has rised & happened more quickly than in any
other region in the world. Poku (2002a) points that HIV is sexually transmitted disease
which causes AIDS, although it must be consideredray other disease in the context of
African underdevelopment. Thus considering HIVustural adjustment of policies which

influence poverty should be taken into account,civiig often forgotten.

An example is given on the medium term planes (MJT®bich are a leading guide for
the leading multilateral donors such as IMF and Werld Bank. MTPs are the core for
implementation of domestic response to HIV. At leginning of HIV pandemic MTPs were
mainly focused on the response of public healtthéopandemic. This means, that they were
designed to state the reaction of the domestictlihegistem to coping with impacts of the
pandemic. In other words, the main way how mukilak donors fought against the pandemic
was not fighting against its sources or conditiatiéch make people susceptible to infection.
It was focused on adjustment in health system whares about infected persons, which is
not considered to be an impropriate measure. Tablgm is that the MTPs are almost the
same these days (Poku, 2002a). Poverty leads ky gecial behaviour which makes
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organism weaker and more susceptible to infectievertheless, multilateral development
assistance is not focused on these aspects. Itsnleanmultilateral donors care about impact
but not about reasons and sources. HIV/AIDS isteéceas a health crisis caused by a hyper
sexualized culture, therefore IMF and World Bank cantinue with structural adjustment

policies, uninterrupted (Poku, 2002a).

It is generally accepted that these programs hathteaded effect on economic growth.
Moreover, these policies and program worsen theitn of the poorest members of society,
e.g. they affected food prices, costs of educadinh payments for medical services (Schoepf,
2000). Former director of UNAIDS Peter Piot said@2): “Structural adjustment raises
particular problems for governments because mosthef factors which fuel the AIDS
pandemic are also those factors that seem to caoree play in structural adjustment
programmes”. At the time of such a statement tiseeeepressure to cut expenditures on health
services in Africa. It can be concluded that intinge of costs cutting it is impossible to take
care about patients infected by HIV and performrappate preventive measures such as
provide proteins, micronutrients etc. The questisnf the subsequent costs implied by
pandemic will not be subsequently higher than thetscof its prevention.

One of the reasons why African countries are formedtructural adjustment is unpaid
debts. For example Tanzanian government, whosendiipees on health provision are about
3,2 USD per person per year, which is a quart&ofld Bank recommendation. At the same

time it pays three times more on debt service trahealth care (Colgan, 2001).

The total African debt was 315 billion USD in 2000NAIDS, 2001), which can be
considered low in comparison with 120 billion USBbd of Brazil. But the problem is the
ability of debts repayments. African countries qay off the debt with the use of earnings
from export, aid, investments or new loans, sirfee debt has to be paid off in foreign
currency. This problematic can be show on the eXampEthiopia. Its debt was 10 billion
USD in 1996 which means 176 USD per person, forpaieon European expenditures for
ice-cream in 1997 were 11 billion USD (Poku, 2002a3tates that in the absolute terms the
debt is not enormous. The problem is the abilitpay off the debt. Ethiopian earnings from
import were almost thirteen times lower than theoamt of debt. Ethiopia uses 45 % from
these earnings for debt payments, although its webtill unsustainable (Poku, 2002a). In
general, Sub-Saharan Africa is the region with kiighest HIV prevalence and AIDS
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mortality in the world. Nevertheless, out of Sulli&an countries only South Africa spends

more for health care than on debt service (Pok02ap

In 1996, the Heavily Indebted Poor Countries iti@ was proposed by IMF and World
Bank. Creditors (both multilateral and bilateragyeed to cancel about 80 % of external debt
of poor countries. Nobody answered question whobpay the debts. The conditions for debt
cancelation were structural adjustment policiesppsed by IMF or World Bank (Poku,
2002a). The strict conditions were fulfilled only keight countries in 1998; the actual
condition for debt cancelation was not fulfillech June 1999, the Heavily Indebted Poor
Countries initiative 1l (HIPC) occurred and it inded larger debt relief, but the condition was
a good performance in implementation of adjustnpmiicies in the period of three years
(Poku, 2002a). If country qualifies, its debt ixEased to “sustainable” level. The question is
when will the new funds be provided and how wik thiebt relief be performed during the
time of economic crisis. According to Poku (200288bt relief is not sufficient for improving

the situation of poor countries.

3.4.1 Case Study — Debt relief in Zambia (Poku, 2002a)

Zambia is one of the countries most affected by H&demic. HIV prevalence in adult
population is 15,2 % (UAIDS, 2008). Life expectansyabout 37 years compared to 54 years
a few years ago, and it is expected to get eversevdualified persons such as teachers,
accountants and civil servants are dying in largenlmers that hurt economy heavily
(UNESCO, 1996). Barclays Bank of Zambia lost mérv@nta quarter of its senior managers
due to AIDS. It implicates additional costs foriiag and losses in a human capital. Zambia
tried to qualify for HIPC initiative. Its externdiebt was regularly serviced at the expense of
social expenditures. Debt service in 1998 was 1#2Bom USD which was 69 % of social
sector budget. Some of Zambia’'s debts could notifguimr debt relief since they were
multilateral and these debts are preferred and pkewhich means they have priority and
they can not be cancelled. Zambia continues withCHinitiative, although the conditions for
debt cancellation are structural adjustment pdiciehich creates a threat that resources
needed to tackle the HIV pandemic will be hold mvernment structural reforms. The
guestion is how a country can evolve without quedif working force and during the
pandemic.
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3.4.2 Conclusion about Structural Adjustment Policies

Poku (2002a) states that it is quite strange thatl\Bank (the sponsor of UNAIDS) is
supposed to alleviate poverty and HIV infectivitydugh its funding strategies: “if the only
effect of the AIDS pandemic was to reduce the pagpoh growth rate [in developing
countries], it would increase the growth rate of ga&pita income in any plausible economic
model” (Washington Post, 2000). Which puts up astjor: what is worth more, number

called GDP or human lives?

According to Poku (2002a), without poverty reducttbere is a little progress with virus
transmission reducing or creating an enhanced @gptc cope with its social-economic
consequences. It is difficult to find the way ta@amplish this, but according to her the debt
relief is the firs step, since in the case whenr poointries allocate such an enormous amount
of resources to debt service there is no spacmv¥estment in health and social services that
can stop pandemic.

There is often argument that debt relief is a mbestard and that it will lead to more
risky behaviour of governments. Because of thaethee some conditions for governments to
qualify for a debt relief. Nevertheless, it is pb$sto change conditions so that they do not
create suitable surroundings for infectious diseaseh as AIDS. Otherwise, we prefer short
and very limited goals such as a sustainable detbvice without taking into account long
term impacts on lives of people, thus long run eooic performance of the country. It seems
that our considerations and evaluation of whatnd what is not important is blind and
helpless. We prefer some goals just because weeasure them. We forget that all policies,
programs, GDPs, investments etc. are worth bea#fuge and not vice versa.

HIV is not just medical problem but also politigabblem and challenge thus the solution

has to be found also within political arena (Pdka02a).

3.5 Summary

Africa is the continent with extreme poverty whigads to malnutrition, micro-nutrient
deficiency. These two factors along with the cliemabnditions are fertile terrain for many
parasites diseases (e.g. chronicle diarrhoea &dtsut one million children a year through
dehydration and subsequent malnutrition). Paradiseases and insufficient nourishment
weaken the organism, especially its immune sysWeaken organism is more susceptible to
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infectious diseases, one of witch is HIV. We canatade that the HIV pandemic in Sub-
Saharan African can not be explained without thelamis on the nutrition, hygienic and
other living conditions. The sexuality, promiscyityaditional practises and other social
factors can partially explain the pandemic in Salx8an Africa. It is not rare to claim that
the pandemic is the blame on Africans for theiirfptive practises”, emphasise on ancestry
etc. However, these claims are often based on sisaly individual practices without proper
statistical data. Poku (2002a) criticised Dr. Shisk (2000), who focused the solution of
AIDS crises just on changing of sexual behaviolajnts: “Although this view merely
reiterates the central thrust of prevention progna® and strategies over the past two
decades-which have been dominated by the advodabglavioural modification and the
encouragement of condom use-there is no empingdérce to support it.” Therefore we do
not have proper evidence that sexual behavioureféslty promiscuity) in Africa is
substantially different compared to Europe or tHf®AUE.g. Nevid (1999) shows that in the
Western World there is significant number of unpotéd sex which can resolve in STD, such
as herpes-2 and Chlamydia.

AIDS policy is often based on the behavioural clerighas some effect in Europe and
the USA but its success in Africa is limited (Stiélggon, 2002). Stillwaggon (2002)
concludes that behavioural prevention is a sulisianteasure in the fight against HIV,
although it is insufficient on its own. Especiallge use of condom is less effective in
countries where pandemic is the case. It cuts timaulative risk of infection” by 36 %
(Turshen, 1997). Moreover, condoms are sometimed less because of weak position of

woman in relation.

To compare the costs of improving the nutrition #mel cost of condom use (Stillwaggon,
2002):

» Sufficient portion of vitamin A to prevent blindreesand other deficiency

diseases for one year cost less than one condom.

* Year's supplementation of vitamin A, iron, and ioglicosts less than ten

condoms.

* To prevent anaemia and increase disease residiammeagh iron intake costs

about 20 US cents per person per year.
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To repeat again: “Prevalence of HIV in Africa ist @ospecial case, but a brutal indicator
of the nutrition, infectious, and parasitic diseafigat have afflicted African people all along
and a precursor of higher rates among similarlygmnatised population in the rest of the
world”(Stillwaggon, 2002).

3.6 Poverty or sexuality

It is obvious that to fight effectively against HIVis essential to find the reasons for the
pandemic breakout. The two main possible factoest ttan determine pandemic were
discussed. The question is, which one to choosellSzackground of pandemic is attractive
for many reasons. It shifts responsibility for pamdcs totally to African people, culture,
traditional habits, society. It says: Africans aeilty for pandemics and Euro-American
society is so generous that helps with its enligétle wisdom and mercifully provides
condoms, advices, lectures about sexual abstinetiwceThe theory is attractive, but not
without deficits. As mentioned above, the core aedges Caldwell et al. (1989) and Caldwell
&Caldwell (1987), who are often quoted by acadenuocsin official materials, are not
supported by proper analysis and are often radmdlged (Stillwaggon, 2003). In other words
different behaviour of Africans became a paradigrictv is taken as given for many
researches. Stillwaggon (2003) claims that it se&nbe unnecessary to perform proper
analysis to support the statements if it goes apeople living in Africa. Moreover, these
works are criticised as racial. They explain normalterns of behaviour as something
barbarian. E.g. Caldwell &Caldwell (1987) say tbaiidren are considered as a blessing from
God in African society to explain why Africa stagpart from standard societies. Regardless
of the fact that the children are considered tab#essing from God in many non African
societies. Actually, fact interpretation is biasadcording to what we need to prove.
According to found facts | find sexuality in thentext of social patterns overrated. We can
not underestimate the social factors and their mapae, although they are not a “golden

calf”.

As the evidence of the risky sexual behaviour imio& can be used so called “The
Actuarial Society of South Africa (ASSA 600, Domgion, 1998) model”. It was created to
forecast the development of South African poputatod the impact of AIDS on its various
segments (Quattek, 2000). The ASSA model whiclségithere is currently built to reflect the
entire population of South Africa. Population isted into three distinct age groups:
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» young (0-13 years old);
e adult (14-59);
» old (60 years and older);

When persons reach their 14th birthday, they doeated into the various risk groups, in
accordance with the assumed proportions of the lpopn as a whole (Quattek, 2000). The
assumption is that none of the prenatal infectiwitssurvive until the age of 14. The adult
group is divided into four subgroups, differentthtey their level of exposure to the risk of a

heterosexual pandemic (Quattek, 2000):

* PRO - Individuals whose level of sexual activgysuch that their HIV prevalence is
similar to that of sex workers and their clients;

» STD - Individuals whose level of sexual activisysuch that their HIV prevalence is

similar to that of people being treated for sexyutthnsmitted diseases at STD clinics;

* RSK — Individuals with a lower level of sexualtigity but who are still at risk from
HIV;

* NOT - Individuals who are not at risk of HIV icf#ons;

There is an assumption of contact both within aetlvben risk groups.lristead of
modelling the various factors involved during agéensexual encounter, the model uses an
average “force of infection” to determine the spdeaf HIV. The force of infection is a
combination of “number of sexual partners”, “numbef new contacts” and “ease of
infection”. The age and sex of the specific for€entection is then derived by incorporating
the relevant sexual activity index for age and si&lthough the sexual activity curve is
arbitrarily chosen, it is chosen such that the shay new HIV infections matches known
data” Quattek (2000). Table 10 shows a structure of i according to the level of risk

in their sexual behaviour in terms which were diesc above.
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Table 10: Population structure according to the legl of sexual risk behaviour, 2000.

Probability of
HIV +
% Relative infection per
Risk group |Description of risk group population [fertility (%) [year
PRO sex workers and clients 1 40 0,85
Treated for sexually
STD transmitted diseases 20 0 0,47
RSK Normal HIV risk 40 100 0,09
NOT No HIV risk 39 117 0

Source: Dorrington (1998), ASSA 600 and its A Usd&suide; Quattek (2000)

It is evident that the most of the population isnatmal or at no HIV risk. 20 % of the
adult population is treated for sexually transnditiiseases, which can be evaluated as a result

of poor health conditions. Only 1 % of the adulpplation has very risky sexual behaviour.

The second possible explanation is based on therglepoverty in Sub-Saharan Africa,
which leads to a virus susceptibility as was déscliabove. This attitude states that actions
focused on behaviour are useless without properhasigpe to nutrition, hygiene etc. This
attitude is problematic since the fight againstgrbyin Africa takes place for decades and
there are no expressive results. The access is coonplex, thus probably more effective,
although its performance is for the long run. Acltog to some literature (Stillwaggon, 2003)
it is possible and cheap to provide additional oycutrient to strengthen immunity. These
measures should be a part of prevention measuntsjdieat of poverty is more complex

guestion.

4  The economic impact of HIV pandemic

4.1 Theoretical approach

4.1.1 Alternative approach to Solow’s model

According to Barnett and Clement (2005), a quatitiaeconomic analysis of the
HIV/AIDS impact at the macro level of affected pamuntries suggested that the disease has
an insignificant effect on growth of per capitadnee and on other key macroeconomic
indicators. According to them, this is the consexpeeof almost exclusive focus on standard

economic indicators on which depends the econonawity of the population and the rate of
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investments. Nowadays the traditional approachdasestandard Solow’s model is viewed
as insufficient and inappropriate. Significant tfetwal attempt to formally analyse the
impact of HIV/AIDS is Bell's et al. paper (2004) Kinking about the long-run economic
costs of AIDS”.

The basis of Bell's et al. (2004) is to evaluate timpacts of pandemic in the long run.
They claim that HIV differs from various diseasesthe fact, that it affects mainly young
adults in the productive age. Most of such youttes @arents with children. It means that
children’s ability to grow into capable and produetcitizens is worse. This is caused by
family’s need to allocate finance to health cam, for education, and when the parents die,
children have very limited source of finances foh@oling (there are limited tax sources or
nobody to pay school fees). Moreover and probaldyensignificantly, there is often nobody
to provide love, knowledge, and guidance that cemgints formal education, thus HIV does
not destroy just existing capacities and abilitfeeman capital), but also the mechanism
through which human capital is formed in the nexteyations (Bell at al. 2004). An impact
of such damage of human capital will be visible dacades. HIV/AIDS could be also
considered as a potential generator of povertyimaguality (Bell et al. 2004). It is caused by
adult mortality, which leaves some children withsupport (psychical and financial) of their
parents and other with such a family backgrounccotding to them, for proper analysis of
these facts Solow’s model is unsuitable. It is mguable to use the overlapping generation
model (OLG).

4.1.2 The basic idea of Bell's et al. (2004) Model

Family is considered as the main economic unit elparents decide if they allocate their
resources for family’s consumption or children eatian. The amount of these resources is
substantially determined by parent’s level of huntapital, their survival rate during
childhood, school years. Children can also contellia these resources through substitution
of school attendance for labour. The investmermt amildren’s human capital (through school

attendance) depends besides family’s resource®also

* The strength of the parent’'s altruism. It means wliengness of parents to
forgo some current consumption in favour of investininto their children’s

schooling, in other words the willingness to inviest children’s human capital.
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» Efficiency of transformation of schooling into thieuman capital. This
efficiency is determined by the quality of schogétem and child’s upbringing within

the family (it is supposed to be influenced by p&sshuman capital).

* The returns of the investment into any child’s hancapital are destroyed if
the child dies prematurely in adulthood. It impltee expected returns to education of
child to be dependent on parent’s subjective assa®sof the probability that their
children will meet an untimely death.

At the end of each generation the surviving adiiksn an “old” age and children become

adult thus the circle continues.
Dynamic elements of the model:

The present generation’s levels of human capitelnpture adult mortality in the present
generation and present expectations concerninggteenadult mortality in the future play a
key role in determining the level of human capuddich the next generation obtains. This
dynamic system can attain several equilibriums extubit multiple levels of behaviour. In
the case when parents are too poor, they are epaprd to invest into their child’s human
capital. It means that poverty can perpetuatefit€ainsiderably higher level of human capital
affluences will yield a fine upbringing and eduoati Poverty trap and dampened
accumulation of human capital can be caused by lbigk of premature adult mortality. “The
outbreak of a pandemic may even pitch what wa®wigg system into the widening jaws of

a poverty trap” (Bell et al. 2004).

Authors also incorporated a social response to arema adult mortality into their model.
Common African response to such a challenge i®fiogf and adoption within the circle of
kinship. It is considered as a pooling arrangementleal with the individual risks of
premature adult mortality as a factor which detessithe rearing of children and hence a

well-being of society (Bell et al. 2004).

4.1.3 The implication of Bell's et al. (2004) Model

The model describes what happens when a hithekoown disease brings a dramatic
increase in the premature adult mortality. Firstgry little happens since infected show no
symptoms. After some time they start to sicken dre Survivors start to revise their
assessments about their children’s life expectahlgre is enormous number of orphans left
after the first wave of deaths. Because of the adtar of AIDS, infection of one partner
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implies almost certainly the infection of the sedqartner. It means that the number of full
orphans will rise dramatically. The proportion a@fu#ts surviving into old age will fall with

adverse effect on current sources and with damagffiegt on accumulation of human capital.
Moreover, there will be a decrease in expectedrmstérom investment into education. The
authors claim that this fact can lead societiesy@ng so to sustainable growth into poverty.
In other words AIDS pandemic is capable to leachenwy into a downward spiral in three or
four generations. Study than argues that the wastdp harmful effects of AIDS on human
capital accumulation are government and municipaicies targeted on education and

support of families or orphans, so that they céordfto attend schools.

4.2 Microeconomic impact of HIV

4.2.1 Households

Family is considered as the basic economic straadfisociety. That is the reason why |
consider the impact of HIV on the welfare of houddh(family) to be the basis for any
evaluation of HIV economic incidence. The problenthat the research in this subject is still

insufficient according to Yamano and Jayne (2004).
Haacker (2004) sees these impacts of HIV on famdifbeing:
* Decline of income through iliness or death of breiader
* Reallocation of income to healthcare for ill membgfamily
* Reallocation of time from income generating acdi@gtto health care activities
» Higher vulnerability of households to income change

In Table 7 Epstein (2004) shows the increase okdéency ratio because of HIV. It
shows that adults in productive age have to alobagger share of their income to care for
orphans and old people who are without supporteir trelatives, because these have died
from HIV. Morris and Cheevers (2000) show that H&dds to increased absenteeism in work

and Rosen et al. (2004) claim the decrease of iraainthe workers infected by HIV.

Yamano and Jayne (2004) performed research in 22ydfe districts, where they
researched situation of 1422 households betwee 488 2000. Their goal was to explore
the impact of adult mortality on composition, faproduction, asset holdings, and off-farm

income of households. They found these main firgling
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 Comparing HIV related deaths there is a differentea level of income
deceased persons’ based on gender. In the surgay I897 they claim that half
deceased man in the working age were from the bigineome quartile. Although
women deceased in the working age were divided negueally through income
classes. It shows that man’s sexual risky behavibumot negatively correlated with

the level of income as it is often claimed abouman.

* Adult mortality is region related. It means thatsmme regions households are
affected relatively more by pandemic compared ¢éorést of Kenya. We can conclude

that HIV prevention measures should be focusednedjly.

* The number of deceased family members depends gender of the first
member who was infected. Concretely woman as tis¢ ifnffected member means
more deceased persons in the family. One of thsilplesexplanations can be seen in
the mother to child transmission.

» Exploring the impact of mortality on crop productidgas one of the core
product of rural regions which were the place akesrch), the effects are sensitive to
gender. The death of a man between 16 to 59 ydaageomeans in average 68 %
decline in the net value of the household’s produacof crop. This is surprising if we
consider the higher amount of labour allocated bynan to crop production. Authors
explain this apparent paradox by higher human abpt males who are able to
produce more demanding kinds of crop, are morerexpzed in marketing etc.

» Households compensate the lack of income causeddewth of its member by

selling its assets, mainly small animals.

* It is reasonable to claim that households are aptalle to compensate the
decrease of income due to a death of its membdeaat during the three years of
research.

* The significant negative correlation between therel@se of household’s
labour force and the level of crop output can bseoked in the lower 50 % of
households ranked on the base of productive adseteans that relatively wealthy

households are more capable to face up to a déathfamily member.

In conclusion, authors state that they have andlyke short run effects of HIV on
households. These affects are considered as erddendivelihood of many households,
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although the poor households are affected the segiusly. However, the study is focused
on short run effects according to researchers, tengs impacts need longer observation of

households’ situation.

4.2.2 Labour productivity

The key study focused on HIV/AIDS impact on lab@uoductivity is “The impact of
HIV/AIDS on labour productivity in Kenya” performetty Rosen et al. (2004). They
performed the research between 1997 and 2002 itemmelsenya. The research was focused
on tea production with output measured in kilograrhtea plucked. The studied group were
54 workers who died or were retired because of Atb&pared with their co-workers on the
same field and at the same time period. Rosen €2@04) found that HIV positive workers
plucked less in 18 mounts preceding their termamatfrom work (adjusted from age
differences and environmental factors). Moreovefedted workers used between 9,2 and
11,0 more sick day leaves, 19,9 and 11,8 more tésave days, 6,4 and 8,3 more annual
leave days, and spend 19,2 to 21,8 more days perfgriess physically demanding work in
the 2 years preceding their termination. The degr@aproductivity was exposed in earnings.
If we take a look on marginal data, the averagetezker is the last year on the job about 87
% more often absent from work, spend about 67 %endalys doing less demanding work,
and plucks about 17 % less tea compared to othgrltekers. Rosen at al. (2004) found that
infected workers have earned 16 % in the secondgmdh 17,7 % in the last year preceding

their termination.

4.2.3 HIV/AIDS and private enterprises

“AIDS is destroying the twin rationales of globation strategy: cheap labour and fast-

growing markets”. Rosen et al. (2003)

Rosen et al. (2003) focused in their research enctst of HIV/AIDS for international
enterprises. They have constructed the list ofcib& for countries operating in countries
affected by AIDS.

Rosen et al. (2003) carried out the research beti869 and 2001 in six companies in
South Africa. Each company was from different bramaf economy: mining, metals
processing, utilities, agribusiness, retail and imedhe companies’ size was from 500 to
35000 employees and 35 million and 3,4 billion USBD sales. They have performed

voluntary testing and found HIV prevalence in reskad companies was from 7,9 % to 29
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%. The mining, metal processing and agricultureenadfected the worst, followed by retall,
media and utility. There was a difference betweemkers (both unskilled and skilled) and
superiors (including managers). Workers were twthtee times more likely to be infected
(Rosen et al. 2003).

Researchers calculated AIDS related costs for etudompanies. Their findings are

shown in following table.

Table 11: List of business HIV/AIDS related costs.

Direct costs Indirect costs
From one e Medical care e Reduced on-the-job
employee with productivity
HIV/AIDS » Benefits payments |¢ Reduced productivity due to
(individual costs) employee’s absenc

* Recruitment and » Sepervisor’s time in dealing
training or replacement |with productivity losses

workel
* Vacancy rate until
replacement is hire
* Reduced productivity while
replacement worker learns the job
From many e Insurance premiun J* Senior management tir

employees with |¢ Accidents due toill | Production disruptions
HIV/AIDS workers and
(organizational |inexperienced

costs) replacement worke

» Costs of litigation
over benefits and other
issue

Depressed moral

* Loss of experienced worke
+ Deterioration of labour
relation:

Source: Rosen et al. (2003)
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Graph 7: Total annual costs of AIDS as a percentagef salaries and wages (AIDS tax).
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The highest costs prevail for a mining company (ifghest HIV/AIDS). However, the
second highest costs are for company acting iities) where was the lowest HIV prevalence
in working force. It clearly shows that HIV relatedsts are not affected just by the HIV
prevalce but also by the qualification of infectadour force. We can reasonably expect that
in utilities there will be more qualified labourrfee compared to mining, thus qualification of
labour force is substantial factor in HIV relatezsts. We get the same result if we analyse the

costs and HIV prevalence in agribusiness and npetalessing.

Rosen et al. (2003) than focused on the preverarahtreatement activities. Costs that
were discussed above and benefits listed bellowcai® of costs. In other words, company
benefits if the reduction of costs is bigger tha@ éxpenditure needed for such cost reduction.
They found that if company provides education, caling and treatement of other sexual
transmitted diseases, prevention strategies cgm Tieere are differences in various branches
of economy. As was mentioned in previous sectiamskers who perform their job far from
their homes are more vulnerable to HIV. Rose et(2003) quoted a case of one South
African mining company where prevention strategoes HIV infection by 50 %. They
conclude that in studied sample of six companiess itvorth to invest into prevention
strategies and even in the case of low wage corapdhne prevention strategies were positive.
Last part of research was focused on treatemensuresm The results are show in the

following table.

Table 12: Possible AIDS related costs reduction iresearched companies sorted by economic branch.

metal
utility agribusiness |mining |processing |[retail media
Potential reduction of
AIDS related costs due to
treatement program
(percentage) 32,5 5,5 15,7 8,9 0,8 40,4

Source of data: Rosen et al. (2003)

For all six companies the investment in treatem&nHIV infected workers was a
beneficiary step. Authors claim that taking HIVamiccount matters not just for companies
doing business in Africa, but Africa can be a wagnior the rest of the world. They conclude
with statement that HIV:grevention and treatment will pay off in financtakms for most
companies, making workforces more productive arsgs lexpensive. Investing in such

programs will also provide the intangible benefdk generating goodwill and raising the
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corporation's prestige. Not only is AIDS your besis; fighting it also makes good business

sens€’

4.3 Macroeconomic effect of HIV/AIDS pandemic

4.3.1 Effect on economic performance

Quattek (2000) tries to evaluate the impact of Hidhdemic on GDP of South Africa.
Her attitude is based on the pandemic impact oouaforce. The research firstly shows the
model if the demographic changes based on HIV withphasis on various levels of
gualification of labour force. Secondly, it useg ttlemographic projection to evaluate the
impact of demographic changes on long term econfonécast. In the research demographic
model Actuarial Society of South Africa (ASSA 60Dorrington, 1998) was used and in
compliance with the model author forecasted theaichpn labour force and distinguish No-
AIDS and AIDS-inclusive scenario. According to Qedt (2000), the HIV prevalence in
labour force varies among highly skilled, skilleddasemi- and unskilled workers. E.g. in
1999 HIV prevalence of highly skilled workers wa8,2; skilled 15,5; and semi - and
unskilled 19,9. The relation of infected skilledhighly skilled was 1,5 and ratio of semi-and
unskilled to highly skilled was 2. The model predithat in 2015 the HIV prevalence will be
9,3 for highly skilled; 20,2 for skilled and 32,6rfsemi-and unskilled. The relations of skilled
to highly skilled and semi-and unskilled to higlskilled will be 2,2 respectively 3,5. As we
will see these relations have significant effectHidv/AIDS impact on GPD.

Based on the demographic forecast author construectenacroeconomic forecast. The
forecast is based on these assumptions (i.e. céimalagh which HIV/AIDS will affect

economy):

» Labour supply and productivity: in heavily affectpdpulation, such as South
Africa, the AIDS - related deaths will decrease Ihgour force. As Quattek (2000)
points out, there is 30 % unemployment in Southcafr. It means there is a surplus
in the labour marker. It can be concluded thatvibbekers who are unable to work or
die due to AIDS can be easily replaced. However,dbst of this replacement has to
be taken into account. In the case of unskilledkens the cost is not high. Quattek
(2000) claims, that there is a shrotage of skilad highly skilled labour force and as
we have seen in the demographic model, skilled raghly skilled workers will be
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affected as well. The productivity of wokers wasdrporated into the model through
the relation of highly skilled, skilled, and semiand unskilled workers, which is
1,91:1:0,65 and the percentage of these groupkeirtatal labour force. Autor than
incorporated lower productivity based on absenteasmwas discussed in section
3.2.2.

* Next channel is the increase of renumeration c@aiattek (2000) expects that
employees will demand higher renumeration becati$é@S. The reason is the need
for earlier retirement payments, health care farilamembers etc. Consequently this
model expectations will transfer some renumeratiosts to consumers via producer

price index, some extra cost will be financed bgraging surplus.

e Third channel is the household demand decreaseusecaf: lower wage
income; the decrease in overall population whidbec$ agregate demand; a transfer

of income to health care.

* Fourthly to goverment expenditures, since goverrimgih have to (or should

have to) pay the medical bills for the poor.

For long-term macroeconomic prediction Quattek (BOQised WEFA’s long-term
macromodel which is trend scenario. It is a mixtoiréwo attitudes. In the first aproximately
three years of projection the results are baseddemand projections. Technology and
resources are considered as constant. In the s@estydrom 2002 to 2015, forecast is based
on supply factors such as labour force participatproductivity growth, population growth

fiscal and monetary policy, regional and internagictrade (Quattek, 2000).

Here are the results of macromodel. Constant pEEd° is expected to be an anuall
average 3,1 % lover in 2006 - 2010 if we comparB&3land no-AIDS scenario; in 2011 —
2015 it is going to be 4,7 % lower on annual avetaasis (Quattek, 2000).
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Table 13: The impact of HIV/AIDS on GDP and componasts of consumption expenditures

Real
household Real % Growth (%
Growth (% |disposable |Growth (% |consumption point
Real GPD* % |point diff)** |inc* (%) point diff)** [expenditure (%) [diff)**
2000 0,7 -1 -0,6
2001 -1 0,3 -1,3 -0,4 0,8 0,3
2002 -1,2 0,2 -1,7 -0,5 1,2 -0,4
2003 -1,4 -0,2 -2,1 -0,4 -1,5 -0,3
2004 -1,6 -0,2 -2,4 -0,4 -1,9 -0,4
2005 -1,9 -0,3 -2,8 -0,4 -2,4 -0,5
2006-2010 -3,1 -0,4 -4,4 -0,6 -4,7 -0,8
2010-2015 -4,7 0,3 -5,8 -0,2 -8,4 -0,8

*Real % difference between AIDS and no-AIDS scesgrinot YoY growth rate

differences
**Difference between the YoY rates in the AIDS amatAIDS scenario
Source: WEFA,; (Quattek, 2000).

BER (2001) claims that GDP per capita can incréas®me cases. In its focus on South
Africa the research found that in 2010 the GDP gagita is about 8 % lower in comparison
with no-AIDS scenario and also non-health and rewdfexpeditures are declined by over 10
%. It means that less people are left with lessue®s and more resources are allocated on

health and food (BER, 2001). In other words, thecspfor economic development is narrow.

With referrence to Quattek (2000), there will becalmpact on investment. E.g. gross
domestic fixed investment should be about -1,1 #elowith AIDS compare to withou AIDS
scenario. In the model capacity utilization shoatd change between 2011-2015 and in this
period there is estimeted decrease in inventogesgment revenue should decline about
4,1 %; government expenditures decline about 2 84den 2011 - 2015. Model also predicts
the impact on savings which is evaluated to be6-28,for private, -22,7 % for public, and
-7,1 % for corporate savings between 2011 - 2045dPmic also affects international trade

through decline of imports and slight increasexqfaets.

BER (2001) claims that from 1970s to 2000 there wagery poor job creation for
unskilled and semiskilled workers, combined witbreased number of labour force in these
categories. One of the possilbe explanation is sedhe rapid growth in renumeration of
these labour categories. BER (2001) argues, thBXSAlk going to drive growth rates of

labour supply of unskilled and semi-skilled labooiralmoust zero. At the same time, AIDS
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declines economic growth in sectors which are delimgnunskilled and semi-skilled labour,
especially constuction and equipment sectors. Becai these factors unemployment is
supposed to persist in high numbers. The only wam funemployment is reportedy rapid
economic growth in sectors which demand the kindabbur mentioned above and this

growth can be supported by renumeration reduction.

To sum up, we have to consider the relationshipvéeth unemployment and GDP. As
mentioned above, there is a surplus of labour uttséfrica (Ber, 2001; Quattek, 2000). An
employee dying of AIDS can be replaced by formergmployed person. In such a situation
there are cost of the replacement, mainly th atrginf the new eployee. However, there are
no signigicant costs related to the productiongesiif the training of the new employee is help
at the right time, this employee can replace tlapped out emloyee immediately. In other
words the production process is almost intact bipnglypf employee under the condition of
high unemployment. If we use standard featuresvéduate the economic hardly affect the

variable which measures the economic performatieeotountry.

The costs depicted in standard economic quantitiesin the previous section the costs
related to a death of HIV positive employee werkdssed. Mainly these are conected with
the human capital, it means with money invested i@ infected employee, the money
needed for a new employee training and moreoverethre costs related to health care, lower
productivity, lower savings etc. A number of humzapital costs depends on the level of

human capital of infected person (Quattek, 2000).

GDP is used as a standard measure of economicriparice of the country. We can
derive that GDP is the unappropriate way to meaauarénpact of HIV/AIDS on peoples’

beying.

4.3.2 Impacts on welfare

Crafts and Haacker (2004) claim that aggregatecatdis such as GDP are not able to
incorporate changes in income distribution. Poousetiolds with small fraction of GDP
creation are affected the most by the decreasenadme etc. The attempt to eliminate
insufficiency of GDP measure of welfare, is theati@an of Human Development Index,
which incorporates income per capita, attained atiluic and life expectancy with equal
weight. Craft and Haacker (2004) say the most tlivesifare effect associated to HIV is

because of high mortality. They use the conceptatdie of statistical life (VSL) which is
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based on differences in wages between employméegaaes and differences in mortality
risk. It says that the wage differences show thHenginess to pay for decreased mortality risk.
Their attitude is unique since no significant stuzifculates VSL for Sub-Saharan Africa.
Crafts and Haacker (2004) developed a model evatuatelfare on the basis of income and
life expectancy. They use data from InternatiomalgPams Centre (IPC) of the U.S. Census
Bureau. As an example, the impact of HIV/AIDS de Bxpectancy at birth in 2004 is shown.

Table 14: Life expectancy at birth, 2004.

Source: UNAIDS (2004), U.S. Census Bureau, Intgsnat Data Base; Craft and
Haacker (2004)

Moreover there is an impact to mortality rates.fSrand Haacker (2004) adopted the
VSL based on GDP per capita (not on wages). Thaimations are build on “the link

between life expectancy and equivalent chancedgonme”, using the VSL from equation

The proposed outlook of life as a utility function:
U =F(Y,LE) (1)

It means the Utility from life is a function of amal incomeY, and life expectancy.E.
Because of HIV/AIDS pandemic, there is decline ntome and also decline in life
expectancy. They argue that economists mainly focuthe decline in incomes (which might
be insignificant) but they do not take into accotlnat “possibility that most of the welfare loss
comes from the decline in life expectancy, notdkeline in income”. That is why Crafts and
Haacker (2004) measure the welfare loss causedADS as the decline in incomer{ -
Yo), that for a given life expectancy would yield teame level of welfare as the actual
changes in income and life expectancy because GfAHDS. The situation is demonstrated
in the Graph 8.
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Graph 8: Impact of HIV/AIDS on Welfare Accounting for Changes in Life Expectancy

Life Expectancy
U,

Uo

LEo
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Y1 Y, Yo Income

Source: Constructed according to Crafts and Hag@k€14)

WhereY; can be calculated as:
F (Y, LEy =F (Y, LE)) (2)
For explicit function expression, see Crafts anddkar (2004).

Taking into account life expectancies in Table &4spciated with mortality rates) and
equivalent change in income, they used the corafégEL as a percentage of GDP per capita
to calculate the impact of HIV/AIDS on welfare.

The selection of their findings is listed in thebleal5.
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Table 15: Estimated Welfare Effect of Increased Mortality in Selected Cantries as a percentage of

GDP per capita.

Based on decline in life Based on decline in discounted
Country expectancy life expectancy
2004, aggregate e
Bostwana -88,9 -92,9
Cote d'lvoire -37,3 -43,5
Ethiopia -25,3 -30
South Africa -69,6 -76,9
Zambia -68,8 -75,1
projected 2010,
aggregate ><
Bostwana -89,5 -93,4
Cote d'lvoire -40,2 -46,9
Ethiopia -29,7 -35,1
South Africa -75,5 -82
Zambia -67,3 -74,1

Aggregate = average of welfare losses by age group, with age groups weighted by survival rates.

Source: Calculations of Crafts and Haacker (2004).

Table 15 clearly shows the serious effect of HINDAI on welfare of the affected
countries. In comparison with the impact on GDPisitmuch more noticeable. It can be
concluded that GPD does not constitute appropriaedsure for welfare. | claim it is
misleading to use the indicator which takes just #mount of annual production for
measuring the welfare of nations into account. A whown in the previous section, it is
possible the GPD per capita is rising at the same that hundreds of thousands people
within the country are dying. GDP measures justl¢ivel of production; the question is why
we use it as the main goal and the idol nationsl amdividuals’ lives. The possible
explanation is so called “fascination by gauge”¢Na 2009), when we have tendency to care
about measureable indicator and do not take intowatt the core and the purpose of our

(human) activity.

5 Solution of the pandemic

The massive HIV pandemic occurs in Africa for dexsadThere was a lot written about
the possible solutions and some attempts to soldespread AIDS related death were done.

The debate about solutions is very heated, witheatgleal of prejudice. A common opinion
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in western world comprises the concern about “Afmiculture”. This attitude represents e.g.
Dr. Shiokawa (2000): Africans should “restrain th&exual cravings” or should change their
sexual behaviour. “When | was finding the data disdussed with some economist or people
from medicine branch there was often mentionedwbed “culture.” The question “Why
Africa?” was answered by “You know, probably cuéttirusually without deeper knowledge.
Besides prejudice there is an involvement of congooducers, antiretroviral drug business,
churches, humanists etc. Stake is money, ideasimes; racism. The problem is, it is very
difficult to find the truth and to fight for it”.

Based on the studied sources | claim that themeoigeason to consider Africans to
practise sexually risky behaviour on the level axphg the high HIV prevalence, this
statement can be supported e.g. by Stillwaggon2R60Dorrington (1998), ASSA 600 and
its A User's Guide; Quattek (2000). Heterosexudkncourse is the dominant way of
transmission in Africa. However, there is no evickethat Africans behave sexually so risky
that this behaviour can explain high HIV prevaleniself. We have to consider protein,
calories, micro-nutrient intake, hygiene and othprdemiological factors. Nevertheless, it
does not say much about the optimal solution ofpdaedemic. As was mentioned above, the
way from poverty is a long run process. Stillwag§@d02) agues the intake of some vitamins
with micro-nutrient value is not expensive compgri® condoms distribution. However,
wider solution of poverty seems to be more comptexyplicated and at current attitude long
run task. Under these conditions | consider strasefpr sexual prevention to be significant
and relevant. Here | add that Africans should bexonore responsible than Europeans or

North Americans in many ways, if pandemic will hepped.

To simplify, there are two main possible coursespnevention strategies. One is
responsible sexual behaviour based on faithfulreessidance of premarital and extramarital
sexual practices. It can be called the way of resiibe choices. The second course is based
on following the western pattern of sexual life. &#h there is not high emphasise on
faithfulness, promiscuity is not considered as gbimg abnormal. In the second course the

main prevention strategy of HIV prevention is adom distribution.

5.1 Condom distribution

This attitude is based on changing the sexual behawf Africans. They should behave

responsibly in the way that they use condoms. Tdwak change in behaviour is seen in
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strengthening the position of women in African sbgi In other words women should be able
to negotiate about sexual behaviour, be able tsupele their partner to use preservative.
There are guides for teachers how to educate igintegotiation, women are advised to ask
partner about his former sexual life. There is stritiution of preservatives for free or at
subsidised prices. There are information campammsut sexuality, condoms etc. Some

concrete measures can be found in UNAIDS (2008).

The question is how this attitude works. Theretilsiacrease in absolute number of HIV
prevalence in Sub-Saharan Africa. The percentagefedted adult population is decreasing
but this can be considered as a statistical illusi® was discussed in the first chapter of this
thesis. From medical and epidemiological pointiefwthere is a significant work of Green et
al (2006). They were exploring the development d¥ Hbrevention in Uganda. At the
beginning of 1990s the HIV prevalence in adult dapan was about 15 %, fell to 4 % in
2003 and in 2007 prevalence was 7 % and it is ssggpthat incidence was the highest at the
end of 1980s (Measure DHS 2005; Mikolasik, 2009)edd calls it “miracle” of HIV
prevention in Uganda. In GPA survey in the popalatf single men of the age from 15 — 24,
the premarital sex declined 60 % in 1989 and 2h%4995 (Kaleeba et al., 2000; Marum,
2002; Wilson, 2004). Now what were the preventioeasures in Uganda? According to
MikolasSik (2009) the prevention was based on nafigoride. The prevention campaign
included access to information, education and maatlitude which led people to change
their behaviour, including motivation for such cganThe campaign was lead mainly by face
to face communication in communities, not througlbdbards (Allen and Heald, 2004;
Stoneburner and Low-Beer, 2004; Wilson 2004). Ii89%here were 15 % of men who
mentioned 3 or more irregular partners in previgear; in 1995 the number was 3 %
(Bessinger et al., 2003). According to Epstein @0the condom advertisement did not play
a key role and its role was definitely lower congmhto other countries in Southern and

Eastern Africa.

At the beginning the reason for condom rejectiors Mlae indifference of president
Meseveni and other leaders, later condoms werepocated into the strategy but as a last
change, when the strategy of abstinence and syraibdaithfulness to a regular partner
(husband and wife) fails (Kaleeba et al. 2000; N&Kdk, 2009). It is possible to be infected
by HIV even by condom use, which is a significaattfof the campaign. According to Green

et al (2006), indifference to condoms helped tongeasexual behaviour of people. Allen and
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Heald, (2004, p. 1151) say “In Uganda, the fact teamdoms were not initially introduced
and also the president’s negative attitude towtrdm, played a part in the social acceptance
of sexual behavioural change messages.*

Based on the case of Uganda, we can conclude timatlamental change in sexual
behaviour is possible (Mikolasik, 2009). Model argidemiological studies show that
significant reduction in the number of partners hagignificant impact on HIV prevention in
Uganda and reduction of HIV infection in the whplgpulation of Uganda (Auvert and Ferry,
2002; Bernsteirt al, 1998; Robinsoet al, 1995; Auvertet al, 2000, Mikolasik, 2009).

(Wilson, 2004:894) quotes the researcher in Zimabavid Wilson: “Partner reduction

is good epidemiology, not good ideology.”

5.1.1 Condom successfulness

Next question is how successful are condoms in Hi®vention. The answer on this
guestion is not obvious. Cardinal Lopez Trujill (&) finds in his study that latex, which
condoms are made of, has pores, thus the 15 — B@feéctiveness. As a response to this
statement, there was a research performed by BE&amFrancisco called “BBC Panorama
program” and they found that if 100 healthy ped@ee sex with infected persons, just one of
them is infected by HIV. Here we should considelivi&ggon (2009) and take into account
that probability of HIV infection through heterose intercourse is significantly higher for
persons with insufficient nutrient, micro-nutriehgiene etc. In other words it is not possible
to apply the “BBC Panorama program” on the situatid Africa. According to Mikolasik
(2009), efficiency of condoms in preventing othexwally transmitted diseases is between 60
and 95 %, studies from 2006 find 80 % efficiencye ¥&n conclude that condoms are not 100
% safe prevention measure against HIV transmissi@hdefinitely not in Africa. Moreover,
as Dr. John Riches said for The Lancet, the prapiglof condoms against HIV is unique.
However its efficiency is weakened by stimulatingsKy behaviour” or as the economists
say, condoms can enforce moral hazard. If it id #zat condoms protect infection safely, we
encourage people to behave irresponsibly and ia ohg€ondom failure or in case of high

partner change there is a higher probability fagbe not to use condoms.
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5.2 Holistic approach

The second possible approach to prevention camaledca holistic approach. In other
words it says that HIV pandemic can be solved aihlye adopt strategies targeted on the
whole human being. It is based on formation andcation, solving the background of
pandemic such as poverty, unequal distributiomobme, discrimination etc. | will introduce
this attitude on several levels. Firstly | will sh@eneral attitude to human progress with the
use of the Pope’s Benedict XVI statements. Secohdlyl introduce measures proposed by
Association of Member Episcopal Conferences in d@tastAfrica. Thirdly approach of
Salesians of Don Bosco as a congregation focusegboths. Finally we will discuss one

concrete project in South Africa.

5.2.1 Human development

Here | will quote the Pope Benedict XVI since hseumed some aspects of the teaching of
the Catholic Church in one interview (2006) quiteefdy. Question: Holy Father, my
guestion is linked to that of Fr von Gemmingenié®eks throughout the world are waiting
for the Catholic Church to answer the most urgeldbgl problems such as AIDS and
overpopulation. Why does the Catholic Church paynsch attention to moral issues rather
than suggesting concrete solutions to these prablémt are so crucial to humanity, in
Africa, for example?”

Answer of the Pope Benedict XVIS6 that is the problem: do we really pay so much
attention to moral issues? | think - | am more andre convinced after my conversations
with the African Bishops - that the basic questibnye want to move ahead in this field, is
about education, formation. Progress becomes triggness only if it serves the human
person and if the human person grows: not onlyenms of his or her technical power, but
also in his or her moral awareness. | believe ttieg real problem of our historical moment
lies in the imbalance between the incredibly fastwgh of our technical power and that of
our moral capacity, which has not grown in proporti That is why the formation of the
human person is the true recipe, the key to itlaljould say, and this is what the Church
proposes. Briefly speaking, this formation has aldlimension: of course, we have to learn,
to acquire knowledge, ability, know-how, as they. da this sense Europe and in the last
decades America have done a lot, and that is inapborBut if we only teach know-how, if we

only teach how to build and to use machines and twouse contraceptives, then we should
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not be surprised when we find ourselves facing vaaug AIDS epidemics; because we need
two dimensions: simultaneously, we need the foonaif the heart, if | can express myself in
this way, with which the human person acquires tsanf reference and learns how to use the
techniques correctly. And that is what we try to Toroughout Africa and in many countries
in Asia, we have a vast network of every levelchbsl where people can first of all learn,
form a true conscience and acquire professionalitgbwhich gives them autonomy and
freedom. But in these schools we try to communiceee than know-how; rather, we try to
form human beings capable of reconciliation, whowrthat we must build and not destroy,
and who have the necessary references to be abiettmgether. In much of Africa, relations
between Christians and Muslims are exemplary. Thehdps have formed common
commissions together with the Muslims to try arehte peace in situations of conflict. This
schools network, dedicated to human learning andan&bion, is very important. It is
completed by a network of hospitals and assistaecgres that reach even the most remote
villages. In many areas, following the destructainwar, the Church is the only authority -
not authority but structure - that remains intachis is a fact! We offer treatment, treatment
to AIDS victims too, and we offer education, heajpto establish good relationships with
others. So | think we should correct that imaget thees the Church as spreading severe
“no’s”. We work a lot in Africa so that the varioudmensions of formation can be integrated
and so that it will become possible to overcoméenice and epidemics that include malaria

and tuberculosis as well.”

5.2.2 Proposed measure for Africa

Here | would like to introduce some measures pregoly Association of Member
Episcopal Conferences in Eastern Africa, publisirecda declaration in 2005 in Uganda.
Among other things t suggests so called holistre.c@articularly it says that pandemic should
be solved through spiritual, physical, psycholohisacial and material measures focused on
human being and also to communities. Next featarefAMECEA, 2005):

» Solidarity with people living with HIV, protectinthe human dignity.
* The role of media: Media should play vital role prevention. They should

educate people, promote counselling about HIV, goat family values, enhance the

positive appreciation of human sexuality and clasti
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* Nutrient: Governments are called upon promotingtasnable agriculture to
develop, protect, and preserve indigenous seeelsaihand the environment. To goal
is to secure healthy natural food and fruit.

» Stand by affected people: not all the problems @ueistion can be answered
and solved.

* Integral Sexuality: The declaration says that “sdityi is a precious gift from
God our Creator to every man and woman”. Thuslis ¢ar using sexuality as a gift
not as a pure “flash” or commodity. That is whyeyas, teachers and pedagogues are
called to speak about the value of sexuality, ayasind fidelity.

» Church leaders are encouraged to perform advocatyei favour of affected
persons to secure financial and all the other care.

» Itis necessary to secure sustainability of HI\\ergion measures.

» Approach should be based ecumenically and cooperdtetween churches
should be established: To success in preventignecessary to create networks. It
can lead to mobilization of resources and avoididaton.

* The Church should create new policy in stronger leasjze on education,
formation and information.

» Besides positives effects of globalization, dedlara sees also negative
features. It criticises that globalization took swend stifled local ownership and
economic initiatives. It should lead to creatingap between the low number of rich
people and the poor majority. Moreover, there isnprtion of pornography in all
types of media, which corrupts youths and childaswl leads them to higher HIV
vulnerability. As a threat is also considered comuagdization of sex.

» Debt cancelation and real development assistanbereT should be debt
cancelation for poorest countries so that resouneesied to combat HIV/AIDS are
available.

The declaration ends with rejection and condemnationegative prediction about future
marginalization and “black” future of Africa. As axample Uganda is given.
5.2.3 The challenge for education

Bishop of Port-Louis (Mauritius) spoke about théerof education during his Christmas

message in 2005.
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“Today, many parents and teachers are afraid thatlifiestyle young people are living
will lead them to be infected with AIDS. So thdytkem: ‘Take precautions, use a condom.
They are given free, they are given out in schowispight clubs, at feasts, etc.. This
recommendation is made by adults who are awar@é@fptoblem. Nevertheless we have to
reflect on the consequences that in fact this regendation, given with the best of intentions,
provokes. Some research has been done in Soutlieca By organisations that have been
surprised to see the disease spread very rapidipiteethe tons of condoms given out in high
schools, colleges, universities, etc. This is whase researches have uncovered: when well-
intentioned people come into the colleges to rudSAinformation and prevention campaigns
and propound the condom as the only preventive searoften happens that the young
people who up till then abstained from sexual rela for fear of AIDS, think that they can
have all the sexual relations they like, withouhder, as long as they use a condom. Then
they start having an active sexual life, often wdifferent partners, using a condom for
protection. After some time, either they or thertper become fed up with the “fastidious”
condom, they neglect having one handy and, morevaoré, run risks and have unprotected
sexual relations. And in this way they contract theis and become transmitters of the
disease. What is serious is the not using a condidimey cannot keep from having risky
sexual relations and want to protect themselveprotect their partner. But what is even
more serious is letting young people believe thaytcan have the most disorderly sexual life
possible before marriage and they will always bause, on condition that they use a condom.
Everyday experience shows that what happens is titevery opposite. To be responsible,
we have to learn the lesson facts teach us: condiorse, without a serious education of
young people to abstinence before marriage anditiyjd@ marriage, cannot stop the spread
of the epidemic(Message of Mons. Maurice Piat, Bishop of Portilsp Mauritius, Christmas
2005).

Gavioli (2008) continues that the absolute priontyprevention measures should be give
to education campaigns and awareness raising cgngaWorld Health Organization
promotes so called ABC against AIDS. According tordignor Piat (2005) it means:

A — for sexual abstinence before marriage
B —for to “be faithful”, or fidelity in marriage

C — for “condom” or contraceptive
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Monsignor Piat (2005) says it is vital that the dom is at the last place. In other words
the WHO considers condom to be the last solutibwé& can no do otherwise”. Sometimes C
refers to “Character building.” “Investing in edtica is much more efficacious than
investing in latex.” (Piat, 2005)

5.2.4 Salesians related programs (Domisal, 2008)

Concrete measures and programs to prevent HIVtiofethrough responsible choices are
plenty of in Africa. Here | will focus on progranaesignated to youths. As was mentioned
above Salesians of Don Bosco are a congregati@aiholic Church focused on the care for
the young. Its roots come to 19th century. Firkthyll show a selection of projects performed
in various Salesian provinces in Africa. For ilkasion | enclose the map of countries in
Africa where Salesians perform program concerndtl wiDS. The Salesians also work in
other countries of Africa.

Graph 9: Map of countries where Salesians run projet concern with Africa.
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Source: Domisal, 2008
The list of selected activities in particular aréaws (Domisal, 2008):

. Activities on AIDS in Angola - ANG. Goals:
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o] Educate to values about sexuality and family;
o] Put a brake on the spread of AIDS;
o] Overcome prejudice against HIV-AIDS;

Realized projects:

0 EDUCATION OF VALUES;
0 PUT A STOP TO AIDS;
0] LOVE MATTERS;

. South Africa - AFM; Program: Love matters; will be described in thextn
subchapter.

. Mozambique - MOZ: Project: CNCS: An education Manual on values and
HIV/AIDS; activities: technical books distributiofor lectors, manual distribution for
pupils, training of teachers and formation persanne

. East Africa - AFE: Life Choices Programme; Some objectives:

o] Develop a curriculum on preventing HIV and proviglitechnically
appropriate and significant encouragement on figalstinence;

0 Offer messages on behavioural change and on abséin® about
30,000 individuals per year in each country whleegroject is run.

o] Train about 400 peer educators who should reachtebh®00 youths

per year in each of the two countries;

o] Train 600 parents per year in each country;
o] Reach about 10 000 young people with the messageebavioural
change;

o] At the end of the programme, reach about 300 @Gple in the two
countries.
. Africa Great Lakes - AGL: Anti-AIDS Club of the Youth Centre of Gatenga
— Kigali; Contents: club for youths where therelialogue especially about HIV/AIDS;
club attend youths from various religions; Actiggi dialogue groups, testing for the
virus; Awareness campaign preparation.
. West French-speaking Africa — AFO:
o] Mali: 1. training sessions on the World AIDS day at st$ijomoral

education program during the last year of school;
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o] 2. Activities in civil prison: medical care, infoation about HIV/AIDS
(especially for youths), problem is that many peoplith HIV die since the
infection was not diagnosed;

. Ethiopia Eritrea - AET:

o] Annual program developed in the college: 3 meetatgdifferent times
run by medical personnel to be aware of HIV; 2 dag-seminars, lessons from
ethics; exhibition of HIV statistics.

o] ASCO Children Centre: Cares about and looks after children infected
with HIV. It looks after about 400 children at tlage of 0-18 years. For more
information see appendix.

. Africa Tropical Equatorial - ATE: School training program focused on
teachers and pupils focused on HIV, sexuality, aton to values regarding AIDS.

Training of teachers and leaders of various groups.

. Africa West English-speaking - AFW.
0 Educational activities focused on teachers who tlram pupils at
Salesians schools and centres; public schools.
o] Care about HIV related orphans: 1. Scholarshipshéor HIV-positive
orphan students whose parents died of HIV/AIDSAZostel will be built for
orphans in those areas of Nigeria.

Besides activities of bishoprics and Salesianstheg many more programs performed by
various groups connected with the Church, e.g.it&ainternationalis, Community of St.
Egidio, Doctors with Africa etc. It is estimatedtl26,7 % of the centres providing services to
people living with the virus are administered byt@dic Church-related structures (Cardinal
Barragan, 2006).

5.2.5 Love matters program

In this section we will focus on the program “Lommatters” which is run by Salesians
particularly in South Africa, but with some adjustmt it is also used in other countries. | will
describe the practise in Bosco Youth Centre 40nik@wes South of Johannesburg City
Centre. Sources of data: interview with father J@uteman SDB, who is involved in the
program for 9 years, performed by the SADBA expedi{2009), text for participants of the
program, propagation materials of the program, scteedule of the program.
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The origin of the program: It was started because of HIV/AIDS, but the foofighe
program is wider; father John says: “it is all abmaking choices in your life”. It is focused
on sexuality, but the gained knowledge is transfiéro other spheres youths’ lives. The
program is inspired by the program of sister ast @l doctor Mary Dugness who performed

the program in Uganda.

For Whom: For teenagers, the best age is at 11 years @ laitlaccording to father John
it is difficult to involve youths at the age of EMhce they are usually in the final year of
school. Catholic schools, government schools; 9sygas possible — it can be late, parishes,

come from very big distances. Younger they havaadify it.
Duration: It is necessary to have five full days to haveresgion from it.

Program: In the program personal atmosphere is essentratlyFpeople come to know
each other and the program is run in a great sndiags. They are divided into groups and
all the time they are accompanied by young volusteBarticipants get information from
doctor, well experienced nurse about sexuality.yT¢pet information about conception and
birth of a human, here is used BBC document “Theable of Birth”. All things can be
discussed in groups. They are thought to recoghiealifference between male and female.
Pupils are asked how they would solve some diffiaimily tasks if they were advisers.
There is a testimony of former drug users or cratsinpeople who broke some addiction.
There is a movie about sexuality and voluntarilyvieoabout abortions. What is very
important and emphasized by a lot of people inwbligemotivation. Father John say3he
problem is low motivation and low images of thetwese” That is why there is a lecture of
one African about motivation and a movie about sekously ill young guy who had strong
optimism and lived full and wonderful life. To shgwpils, that they can live their lives fully
and not desperately. Moreover there is a clip vidddm Stenzel (2000) lecturing about
sexuality. She was a counsellor in Saint Paul Bgiool in the USA, now she gives lectures
about sexuality. So that students can not say arg/ffmmbody told me”, “I did not know.”
The problem is that young people do not have in&tiom about the high value of sex, about
the way how to use this gift. Moreover as Palm &€i(2000) and Mr van Rensburg (Love
Matters, 2002) program at Don Bosco Youth Cenwwbadnesburg, South Africa) say, youth
do not have information about sexual intercourseyTare give information just how cool sex
is and how not to become pregnant and not to geétikfection and that is insufficient. At the

end of the week there is a group reconciliationiser something like a chance to start again.
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Those, who want and feel ready, can take a pledgpramise before him/herself, God,
witnesses to remain pure until marriage. Fathendois Dufour SDB (Love Matters, 2002)
who was putting the program in says the prografarigouths who are looking for alternative
life style, who want to learn how to say no to gress of their surroundings. The program is
to explode the myths about life and sex, give yaati facts about life from doctors. It should
say that relationship is more than just sex andt‘they can not protect their minds and hearts
with condoms” as father Francois says. It is nauldrilling the Church doctrine or brain
washing, everything is focused on traditional valas fidelity in marriage. Father Francois
adds that Gospel correlates with knowledge from ioweg, psychology and there is still

trauma from failed relationship, even if personas infected.

Evaluation of Love matters program: The impact ignitored by question marks and
forms filled by participants some time after Lovetters program, additionally there are
responses from parents and teachers. Accordindndésetindicators it is visible that the
program has a positive impact. Participants haww‘nision of life” and instead of living

without future they start to set goals for thetuhe.

Conclusion

.Man is the source, the focus and the aim of abbremmic and social life. Gaudium et
Spes.

HIV/AIDS becomes a real threat for countries in Sadharan Africa. There were 22
million infected by HIV in 2007, which is almost 8% of infected people worldwide. The life
expectancy has declined substantially; the grosshdetes have risen. Women are harmed
more frequently. Mainly adults die because of AIR®Bat leads to a great number of orphans,
worsens passing of the human capital to decedewtslecreases human capital investment.
Some indicators show that there is an improvemetite trend of pandemic; nevertheless the
decline in the number of deaths will be noticeahld0 years at the earliest. It seems to be
proven that poverty and inequality leads to highidy vulnerability, which implies that
measures taken by international trade policy orratign policy have impact on the HIV
vulnerability. Social and cultural behavioural prees play role in the spread of HIV
pandemic; however these are not factors explaiewvgrything. Malnutrition, insufficient

ingestion of micronutrients and weak immune syséeensupposed to facilitate the spread of
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HIV/AIDS in Sub-Saharan Africa. The impact of evatied measures on poverty, inequality
and consequently on HIV/AIDS is often not takenoirdccount. That is why some
inappropriate measures in structural adjustmeritips| debt reliefs, etc., are accepted. The
economic impact of HIV/AIDS is noticeable espegiati human capital. Adults, as a social
group with the highest productivity, die most fregtly. Moreover there is a lack of
willingness to invest into children’s human capitalansmission of human capital from
parents to children is weakened. Households havalleeate more income into health
services; there is a decline in income, investnaeatease. Private enterprises suffer from a
decrease in the labour productivity and human ahfuses, there fore there is an uncertainty

in enterprises planning.

The impact of HIV/AIDS pandemic on GDP is not massiOne of the explanations is the
large unemployment in Sub-Saharan countries; meremot all economic activity is recorded
in statistics. Nevertheless, the impact of the pamd on income and life expectancy is broad.

It represents about 75% of GPD per capita decline.

Mere condom distribution is not able to stop HIMDE pandemic. The case of Uganda
shows that behavioural change based on fidelity abstinence is an efficient way of
prevention. Moreover, the additional measures iarisahment and micronutrient providing
are covetable. In general so called “holistic apphd based on education, nutrient provision,
and international cooperation with condoms as tadaance, can be an efficient way to cope
with HIV/AIDS pandemic in Sub-Saharan Africa.

Appendix:

“My name is Fulvia; | am a doctor and a Salesiariwdeer. At a certain point in my life,
| decided to go to Ethiopia to work with the Sad@si. After various experiences and after
having come to know different places, missionspleed arrived in the country’s capital:
Addis Abeba. Here things are different to the raadas where | had worked for years: it is a
big city, millions of people walk the streets, trexy poorest beside the richest, beautiful
apartments beside slum, both part of the same Efgre in this great Ethiopian city, |
realised that if you really want to work for youpgople and the poor, you have to tackle a

great problem: AIDS.
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You cannot avoid it. It is at your door, it is angothe boys and girls at the Oratory,
school, the youth centre. It is in the surroundimg®ere people come from outside in search
of better opportunities, dreaming of becoming t&e the world’s north, but obliged instead
to survive as best they can because the diseasgréading. So, having understood this, |
began working as a doctor in the only centre ini&dtbeba that concerns itself with children

and adolescents at risk from or suffering from HNDJS.

It is called the “ASCO CHILDREN CENTRE”, a centteat supports and looks after
children affected by HIV/AIDS. The MissionariesQifarity run it and at present, it looks
after about 400 children between the ages of 0 EdThe majority of these need special
treatment to be able to live a “normal” life. Marliwve in the centre, because being HIV-
positive, they are rejected by their families amnenunity. What these children suffer from
most is not being sick of being HIV-positive, beihly alone, being considered “dangerous”,

of no use to their families and community, “deadgde walking”.

If Don Bosco were here, what would he do for theérke to think he would not have
accepted all this. In sub-Saharan Africa, the numtiiechildren struck by HIV is beyond
calculation. In Ethiopia, the Minister for Healtlalks of 135,000 children (under 10s) with
the virus. This generation is being robbed, itsifatdestroyed. It is a terrible loss for society
because we all believe that young people are thédisduture. So what ASCO s trying to do
is look after these young people, support themyghat their life is precious, just like that of
anyone else, and that they have the right to g& bacheir families and communities, not a
burden to be carried, but as a gift. Even if in @bbability, they will have a shorter life, that
does not mean it is not precious. They can teadhowsimportant it is not to waste life and

how it is full of meaning.

| would also like to add an experience | had in @mtory in Mekanissa last year: The
Sisters of Charity in ASCO asked the community ekadvlissa about the possibility of giving
a group of HIV-positive adolescents a short coureecomputers. The Salesian community
was already preparing such a course for its owndstis and the young people in the
Oratory. So it was decided to include these adeletscin the same group. In the beginning
relations between the two groups of young peopke weay strained. They were afraid to mix
with each other; the HIV-positive ones were viewtth suspicion. The boys and girls from
the Missionaries of Charity did not come only foe ttomputer course; they also stayed for

dinner and the recreations. Bit by bit integratimmproved, and by the end of the course, and
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as this experience was ending, they were not cotdelnead off and they asked to continue

for the next year; (Domisal, 2008).

70



References

Alfonso Trujillo. Family Values Versus Safe Sex.dember 2003

Allen, T., and Heald. S. (2004). HIV/AIDS policy Africa: what has worked in Uganda and
what has failed in Botswana? Journal of Internai@evelopment, 16, 1141-1154.

AMECEA, Extracts from the Declaration of the Assdimn of Member Episcopal
Conferences in Eastern Africa (AMECEA), on HIV/AID&ine 2005

AIDS Analysis Africa, Vancouver AIDS Conference Sia¢ Report, Vol. 6, No. 4, August-
September 1996.

Auvert, B., and Ferry, B. (2002). Modeling the smte®f HIV infection in four cities of sub-
Saharan Africa. Oral presentation at the XIV In&ional AIDS Conference, Barcelona,
Spain, July 7-12.

Auvert, B., Buonamico, G., Lagarde, E., and WillarB. (2000). Sexual behavior,
heterosexual transmission and the spread of HRBUSaharan Africa: a simulation study.
Computers and Biomedical ResearsdB, 84-96.

Barnett, Tony and Clement Colette: HIV/AIDS impasi: where have we got to and where
next?Progress in Development Studi&s3 (2005) pp. 237-247.

Barry, Michele, Cullen, M. et al. 1990, Health C&eanges After Independence and
Transition to Majorit RuleJournal of the American Medical Associatidfol. 263, No.5,
pp.638-40.

BBC Panorama Program, Can Condoms Kill?, June,;280eess:
http://news.bbc.co.uk/nol/shared/spl/hi/programipasorama/transcripts/cancondomskill.txt;

Bernstein, R. S., Sokal, D. C., Seitz, S. T., AuM8r, Naamara, W., and Stover, J. (1998).
Simulating the control of a heterosexual HIV epidiem a severely affected east African
city. Interfaces 28, 101-126.

Bell, C., Devarajan, S. and Gersbach, H. 2004: Hihghabout the long-run economic costs of
AIDS. In Haacker, M., editoiThe macroeconomics of HIV/AID®ashington DC:
International Monetary Fund, 93-133.

Bentwich, Z.,Kalinkovicj, A. and Weisman, Z., 199&mune Activation is a Dominant
Factor in the Patholgenesis of African AlD&munlogy Todayol. 16, pp. 187-91.

Bessinger, R., Akwara, P., and Halperin, D. (20&&xual behavior, HIV and fertility trends:
A comparative analysis of six countries; PhasethefABC study. Measure Evaluation;
USAID. (http://lwww.cpc.unc.edu/measure/publicatigak/sr- 03-21b.pdf).

71



Bloom, D. et alHealth, Wealth, AIDS and Pover002,
www.iaen.org/files.cqi/7053 Health wealth povertl.p8.

S. Booker, 'Africa’s aids crisis’, Los Angeles Tan25 March 200I, p. 3. Lead editorial,
Washington Post, 28 Dec. 2000, p. 3.

Booker, S., a. W. M. (2001). Global Apartheldie Nationpp. 11-17

Bureau for Economic Research (BER), 2001, The M&omnomic impact of HIV in South
Africa, Economic Research Noko. 10 (University of Stellenbosch, South Africa).

Buve, A. et al, The Spread and Effect of HIV-1 Infection in Suba®am Africa The Lancet
Vol 359 (2002), pp 2011-17.

Caldwell, J.f Pat Caldwell and Pat Quiggin, Thei8lo€Context of AIDS in sub-Saharan
Africa, Population and Development Revjevol. 15, No. 2; June, 1989, pp. 185-234.

Caldwell, J. and P. Caldwell (1987) ‘The Culturar@ext of High Fertility in sub-Saharan
Africa’, Population and Development Revi&®(3): 409-37.

Statement by Cardinal Javier Lozano Barragan, @&asiof the Pontifical Councilfor Health
Pastoral Care, at the UN General Assembly Hightlsleeting and comprehensive review of
the progress achieved in realizing the targetssein the Declaration of Commitment on
HIV/AIDS, New York, 2 June 2006.

CDC (Center sof Disease Control and Prevention? 1B8mine-Affected, Refugee, and
Displaced Population; Recommendations for PublialthdssuesMorbidity and Mortality
WeeklyVol. 41. No.RR-1.

Centre for Peace and Democra€lie Process of Privatisation of the Sugar Industry
Kenya: Issues and Problems Facing the Indystigirobi 2002.

Christian Aid 2004The downward spiralLondon: Christian Aid.

Colgan, A-L. Africa's debt#\frica Action position papefWashington DC: Africa Action,
July 2001), p. 4.

J Collins and B Rau, AIDS in the Context of Devetegmt,UN Research Institute for Social
Development/UNAIDS000.

Cookson, Susan, Waldman, R. et al. 1988nigrant and Refugee HealtBmerging
Infectious Diseased/ol. 4, No.3.

Crafts, N., Haacker, M., Welfare Implication of HMDS, In Haacker, M., editoiThe
macroeconomics of HIV/AIDSVashington DC: International Monetary Fund.

72



Measure DHS (2005). Uganda HIV/AIDS Sero-Behavi@atvey. 2004—-2005 Preliminary
Report. Ministry of Health, Kampala, Uganda and Miea DHS/ORC Macro, Calverton,
Maryland.

Decosas, JoseAIDS and development: What is the #nbevelopment Express, No. 7, 1996.

Demery, Lionel; Lyn Squire, 1996, Macroecnomic Asljuent and Poverty in Africa: An
Emergining PictureThe World Bank Research Obsernwol. 11, No1l, pp.39-59.

Domisal, 2008; Valentina Barbieri, Alessia Lausitituto Salesiano Pio XI, Rome, 2008.
Dorrington, Re., 1998. ASSA600: an AIDS model & third kind?

Epstein, B.G. The demographic Impact of HIV/AID& Haacker M.The Macroeconomics
of HIV/AIDS The International Monetary Fund, Washington, 22@04

FiSer, Ondej former missionary in Liberia in 1990s, lectuneSvaty Kiz Churche, spring,
2009.

Fowler, Mary; Martha Rogers, Overview of Perindd#V/ Infection, Journal of Nutrition
Vol. 126, Pp. 26028-078. 1996.

ConstitutionGaudium et Spe§econd Vatican Ecumenical Council, Pastoral Cartgiit on
the Church in the Modern World.

The Salesian response to AIDS, Fr. Piero GavicdPB in Domisal 2008

Green EC, Halperin DT, Nantulya V, Hogle , J&ganda's HIV prevention success: the role of
sexual behavior change and the national resp&iB& and Behaviotyol. 10, No. 4, July
2006.

Guardian,Sidelining debate on AIDS is big mistake, says bilf¢ Guardian, 30 August
2002.

Haacker, M. 2004: HIV/AIDS: the impact on the sbédoric and the economy. In Haccker,
M., editor,The macroeconomics of HIV/AID&ashington DC: International Monetary Fund,
41-95.

Hauri AM, Armstrong GL, Hutin YJF (2004). The gldlmurden of disease attributable to
contaminated injections given in health care sgétimternational Journal of STD and AIDS
15:7-16.

HIV InSite; web page run by The University of Catifiia, San Francisco (UCSF); quoted
10.10.2009; Access: http://www.hivinsight.com/IrESit

IMF, Kenya: 2003 Article IV Consultation — Staff Rep&@buntry Report No 03/199; 2003.

73



Interview; The questions putted to the Holy Fathyefour representatives of the German TV
companies Bayerischer Rundfunk (BR, ARD), Zdf, Bebe Welle (DW) and Vatican Radio
(RV). Apostolic Palace of Castel Gandolfo, Saturdaugust 2006.

Investing in AIDS, World Bank press briefing, Jur#98,
www.worldbank.org/html/extdr/hivaids/inv_hiv.htm

International Programs Centre (IPC) of thé&. Census Bureau
http://www.census.gov/ipc/www/

Kalibaba S, Kaleeba N., AIDS and community-based gaUganda: the AIDS support
organization. TASOAIDS Care 1989;1(2):173-5.

Kamarck, Andrew, 1988he Special Case of Africa, in David Bell and MiehReich (eds.),
Health, Nutrition, and Economic Crises: Approachke®olicy in the Third WorldDover
MA: Auburn House, pp. 199-221.

Kengeya-Kayondo JF et al. (1995). Human immunodgfy virus (HIV-1) seropositivity
among children in a rural population of south-wéganda: probable routes of exposure.
Annals of Tropical Paediatricd5:115-120.

Kiwanuka N et al. (2004). The incidence of HIV-kasiated with injections and transfusions
in a prospective cohort, Rakai, Uganda. AIDS, 1.8@3-344.

Paul R. Krugman and Maurice Obstfdldternational Economics: Theory and Policy, 7th
Edition, Addison Wesley, 2005.

Love matters program at Don Bosco Youth Centreadonésburg, South Africa,
Ligwalagwala Production, 2002.

Macro InternationalPemographic and Health Survey Da2001

Marum, E. (2002). USAID-Uganda’s ABC experiencep&gresented at the “ABC”
Technical Experts Meetin SAID, Washington DC, September 17, 2002.
(www.usaid.gov/pop health/aids/TechAreas/prevenioiek.htm).

Mikol&sik, Andrej; Vplyv kondomov na reguléciu AIDsinych sexuélne prenosnych chordb,
Charles Univeristy in Prague, 3. Lékka fakulta, .Praha, 2009.

Ministry of Finance and Planning, Republic of Kenygando District Development Plan
2002-2008: Effective Management for SustainablenBooc Growth and Poverty Reduction,
2002.

Montagniere, Luc, Pasteur Institute in PaAt)S : fakta — nagje; Czech translation Eva
Kodytkova ; Praha : Nadace pro Zivot : Centrum engivniho lékéstvi 3. LF UK : Statni
zdravotni ustav, 1996.

74



Morris, J. Glenn; Morris Potter, Emergence of Neathi®gens as a Function of Changes in
Host SusceptibilityEmerging Infectious Diseaségol.2. No.4,1997.

Morris CN, Cheevers EJ.; AIDS analysis Africa, Tdieect costs of HIV / AIDS in a South
African sugar mill. Feb-Mar;10(5):7-8.

Mulder DW et al. (1996). Post-natal incidence o¥/Hlinfection among children in a rural
Ugandan population: no evidence for transmissitwerothan mother-to-child:ropical
Medicine and International Healfl1:81-85.

N. Namposya-Serpell, 'Social and economic riskaiactor HIV/AIDS-affected families in
Zambia', paper presented at the AIDS and Econo8yogosium, IAEN, 7-8 July 2000.”

J. S. Nevid, Choices:sex in thea geo f STDs (NewkYgiacom, 1999).

Hlaing, T. 1993, Ascariasis and Childhood Malnudnt Parasitology 107(Supplement),
pp.S125-36.

Oberhelman, R.A., Guerrero, E.S. et al., 1998, (ateiions Between Intestinal Parasitosis,
Physical Growth and Psychomotor Development Amaorfignits and Children from Rural
NicaraguaAmerican Journal of Tropical Medicine and HygieNe). 58, No. 4, pp.470-475.

Message of Mons. Maurice Piat, Bishop of Port-LpMauritius, Christmas 2005

Pio, Alessandro, 1994, The Social Impact of Adjwestiin Africa, in Giovanni, Andrea
Cornia and Gerald Helleiner (ed¥yom Adjustment to Development in Afridéew Yourk:
St. Martin’s Press, pp. 298-314.

Piot, p. address given at the United Nations Usitxgr Tokyo, 8 Aug. 2001.

S Pitanyon et al, The Economic Impact of HIV/AIDS®MNality on Households in Thailand, in
D Bloom and P Gowin (edsyhe Economics of HIV and AIDS — the Case of SaudlSmuth
East Asig(Oxford University Press, 1997).

Poku, Nana K.; International Affairs (Royal Insteéwf International Affairs 1944-), Vol. 78,
No. 3, Jul., 2002A

Poku N. K. and A. Whiteside, 'Global health anel plolitics of governance: an introduction’,
Third World Quarterly23, 2002B.

Quattek Kristina; 2000: The Economic Impact of AlidSSouth Africa: a Dark Cloud on the
Horizon,Johannesburg, Southe Arrica: ING BaringstBd\frica.

Robinson, N. J., Mulder, D. W., Auvert, B., and ldayR. J. (1995). Modeling the impact of
alternative HIV intervention strategies in ruraldsgla. AIDS, 9, 1263-1270.

75



Rosen, S., Fox, M., MacLeod, W.B., Wasunna, M., Bii, Foglia, G. and Simon, J.L. 2004:
Impact of HIV/AIDS on labour productivity in Kenyaropical Medicine and International
Health9, 318-24.

Rosen, S., Simon, J., MacLeod, W., Fox, M. and Tbelsl. 2003: AIDS is your business.
Harvard Business Reviedd, 80-87, 125.

Schmid GP et al. (2004). Transmission of HIV-1 atien in sub-Saharan Africa and effect of
elimination of unsafe injectionsancet 363:482-488

B. G. Schoepf, C. SchoepfandJ. V. Millen, 'Theaadttherapies, remote remedies: SAPS and
the political ecology of poverty and health in &fli, in J. Gershman, e@ying for groth:
Global inequality and the health of the pdtonroe, ME: Common Courage Press, 2000).

Scrimshaw, Nevin; J.P. SanGiovanni, 1997, SynergisMutrition, Infection, and Immunity;
An Overview,American Journal of Clinical Nutritiori/ol. 66, pp. 46S-77S.

Y. Shiokawa, 'Sex and AIDS in Africa’, paper prdsdmat the AIDS and Economics
symposium, IAEN, 7-8 July 2000.

Shisana, Olive, and Leickness Simbayi, 2002, Nal$dandela/HSRC Study of HIV/AIDS,
South African National HIV Prevalence, BehaviouRédks and Mass Media: Household
Survey (Cape Town, South Africa: Human Sciences&es Council).

Stenzel, Palm; Sex has a Price Tag; Bosco Hou$@. 20

Stephenson, L. 1993, The Impacto of Schistosomasiduman NutritionParasitology,
107, (Supplement) pp. S 107-23.

Stillwaggon, E. 2003: Racial metaphors: interpigggex and AIDS in AfricaDevelopment
and Change4, 809-32.

Stillwaggon, E. (2002) ‘HIV/AIDS in Africa: Fertil&errain’, Journal of Development
Studies, 38(6): 1-22.

Stoneburner, R. L., and Low-Beer, D. (2004). Popatalevel HIV Declines and Behavioral
Risk Avoidance in Ugand&cience304, 714-18.

Sturm, A. Willen; Wilkinson, D. et al. 1998, Pregn&/omen as a Reservoir of Undetected
Sexuall Transmitted Diseses in Rural South Afrlagplication for Disease Control,
American Journal of Public Health, Vol. 88 No. §.R243-5.

Sugar Campaign for Chang& summary of the recommendations from the sugdustry
task force appointed by the Minister of Agricultukesumu, Kenya, July 2003.

Topouzis, Daphne, The Implications of HIV/AIDS feural Development Policy and
Programming: Focus on Sub-Saharan Africa, StudgPldp. 6,HIV and Development
Programme UNDP, New York, 1998.

76



Turshen, Meredeth, 1997, U.S. Aid to AIDS in Africa Georga Bond, John Kreniske, Ida
Susser and Joan Vincent (ed8IDS in Africa and hte Caribbeabpulder, CO:Westview,
pp.181-8.

UN, World Demographic Year Book, 2005;

UNAIDS, AIDS, poverty reduction and debt relief (@¥a: UNAIDS, 2001).
UNAIDS, Report on the Global HIV/AIDS EpidemR004.

UNAIDS, Report on the Global HIV/AIDS Epidem&008.

UNDP, HIV/AIDS and Poverty Reduction Strategqi2802.

UNDP (United Nations Development Progratduman Development Repoew Your,
Oxford University Press, 1998.

UNDP (United Nations Development Progratdyman Development ReppNew Your,
Oxford University Press, 2000.

UNESCO, Trends and projections of enrollment, 12605 (New York: UNESCO, 1996).

Urassa, M., and others, 2002, “Continuing Spreadlvfin Rural Tanzania: Prevalence and
Incidence Trends in Kesesa during 1994-2000,” miteskat theXIV International AIDS
ConferenceBarcelona, Spain, July 7-12.

U.S. Census Bureau, HIV/AIDS Surveillance Data B2664;
http://www.census.gov/ipc/www/hiy¥Vashington

U.S. Census Bureau, 2004 International Data Basshigton.
Vacha, M., Probouzeni, Cesta, Brno, 2009.

Vera EG, Orozco HH, Soto SS, Aburto EL, Condomatiteness to prevent sexually
transmitted diseases. PMID: 18798401.

Wilson, D. (2004). Partner reduction and the préweanof HIV/AIDS: the most effective
strategies come from communiti&sitish Medical Journgl328,848—849.
http://bmj.bmjjournals.com/cgi/content/full/328/741848.

World Bank, 1997, Confronting AIDS: Public Prioes in a Global Epidemic, Oxford:
Oxford University Press.

World Bank, 1999, World Development Report 19984,99xford: Oxford University Press.

World Bank, 1998, Nutritional Status and Povertyim-Saharan Africa, Findings, 108,
April.

World Bank, Africa Development Indicators; 2000.

77



World Healt Organization (WHQO) 1998, Intestinal &stes Control.

WHO (2007). HIV/AIDS in the South-East Asia regidfew Delhi, WHO Regional Office
for South-East Asia (March) (http://www.searo.whthiv-aids, accessed 8 May 2008).

WHO, News Release, quoted: 14.11. 2009; access:
http://www.who.int/mediacentre/news/releases/2009&rsal_coverage hiv_20090930/en/in
dex.html

World Population Prospects, 2006; access: httputdesorg/unpp.

Yamano, T. and Jayne, S. 2004: Measuring the ilmpdaiorking-age adult mortality on
small-scale farm households in Kenydorld Developmer22, 91-119.

Zambia Central Statistical Office and Central BoaktHealth, 2002, “Zambia Domographic
and Health Survey 2001-2002 Preliminary Report'\v@dbn, Maryland; ORC Macro.

78



