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PREFACE

The human immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS)
epidemicisone of the mgjor development challenges facing developing countriestoday. HIV/AIDSis
directly threatening the achievement of the eight Millennium Development Goals established
following the adoption of the United Nations Millennium Declaration by the General Assembly inits
resolution 55/2 of 9 September 2000. In addition to the specific goal of combating HIV/AIDS, the
pandemic puts at risk the goals of eradicating poverty, achieving universal primary education,
promoting gender equality, reducing child mortality, improving maternal health, ensuring
environmental sustainability and creating a global partnership for devel opment.

Soon after the onset of the epidemic, the United Nations Department of Economic and Socia
Affairs (DESA) Population Division began to study the demography of HIV/AIDS and incorporated
the impact of HIV/AIDS into the estimates and projections of national populations. In a continuing
effort to expand its activities related to the pandemic, the Population Division has also studied
HIV/AIDS behaviour and awareness and has conducted a study on the impact of AIDS on fertility.

The present report considers the broader impact of HIV/AIDS on development. The report
reviews the impact of AIDS on households, firms, agriculture, hedth, education and the
macroeconomy.

The report makes extensive use of information and data obtained from and studies conducted
by United Nations offices and speciaized agencies as well as other ingtitutions dealing with
HIV/AIDS. Particular recognition is dueto the Joint United Nations Programmeon HIV/AIDS and its
collaborating agencies (see http://www.unaids.org).

The Impact of AIDSmay be accessed on the DESA Population Division World Wide Web site
a http://www.un.org/esa/popul ations/publications.htm. For further information, please contact the
office of Mr. Joseph Chamie, Director, Population Division, Department of Economic and Social
Affairs, United Nations Secretariat, New York, NY 10017.
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Explanatory notes

Symbols of United Nations documents are composed of capital letters combined with figures.

The tables presented in this report make use of the following symbols:

Two dots (..) indicate that data are not available or are not separately reported.
An em dash (—) indicates that the amount is nil or negligible.

A hyphen (-) indicates that the item is not applicable.

A minus sign (-) before afigure indicates a decrease.

A full stop (.) isused to indicate decimals.

Use of a hyphen () between years, for example, 1995-2000, signifies the full period
involved, from 1 July of the first year to 1 July of the second year.

Numbers and percentages in tables do not necessarily add to total s because of rounding.

The following abbreviations are used in the report:

AIDS acquired immunodeficiency syndrome

AIDSCAP AIDS Control and Prevention Project
BIDPA Botswana Institute for Development Policy Analysis

CMH Commission on Macroeconomics and Health

CGE computable genera equilibrium

EAMAT  Eastern AfricaMultidisciplinary Advisory Team

FAO Food and Agriculture Organization of the United Nations
GDP gross domestic product

GNP gross national product

HEARD  Health Economics and HIV/AIDS Research Division, University of Natal
HIV human immunodeficiency virus

IAEN International AIDS Economics Network

ILO International Labour Organization

IRC International Water and Sanitation Centre

SAfAIDS Southern Africa AIDS Information Dissemination Service
STDs sexually transmitted diseases

UNAIDS Joint United Nations Programme on HIV/AIDS
UNFPA  United Nations Population Fund

UNICEF  United Nations Children’s Fund

USAID United States Agency for International Development
WHO World Health Organization
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EXECUTIVE SUMMARY

HIV/AIDS is the deadliest epidemic of our time. Over 22 million people
have already lost their lives, and more than 42 million are currently living with
HIV/AIDS. Even if a vaccine for HIV were discovered today, over 40 million
people would still die prematurely as a result of AIDS. In many countries,
especially in Africa and the hardest-hit countries such as Botswana, Swaziland
and Zimbabwe, the AIDS epidemic has spread rapidly, leaving illness, death,
poverty and misery in its wake. In other countries the disease is still in its
early stages. Notably, HIV/AIDS has now taken hold in the most populous
countries of the world—the number of people infected with HIV has reached
one million in China and six million in India; the destructive effects of the
epidemic are already beginning to be felt in those countries.

The epidemic has not only killed people; it has imposed a heavy burden
on families, communities and economies. The misery and devastation already
caused by HIV/AIDS is enormous, but it is likely that the future impact will be
even greater, as the list of significantly affected countries continues to grow. It
is difficult to predict with certainty the future course of the epidemic. Much
depends on:

e Educating people about the dangers of the virus and persuading them
to change their behaviour

e Finding effective ways to prevent the virus from spreading further
e Discovering new medicines and treatments

e Mobilizing the financial and human resources necessary for
accomplishing these tasks

Soon after the onset of the epidemic, the Department of Economic and
Social Affairs’ Population Division began to study the demography of
HIV/AIDS and incorporated the impact of HIV/AIDS into the biennial
revisions of the official United Nations world population estimates and
projections'. The present report goes further, to consider the broader impacts
of HIV/AIDS on development. The report provides input for the thirty-eighth
session of the Commission on Population and Development, meeting in 2005,
whose theme will be “Population, development and HIV/AIDS, with special
emphasis on poverty”. It also provides an overview of the full spectrum of
consequences of the AIDS epidemic for the General Assembly’s review in
2005 of the implementation of the United Nations Declaration of Commitment
on HIV/AIDS, which was adopted in 2001 (A/RES/S-26/2).

' World Population Prospects: The 2002 Revision (United Nations, Department of Economic and
Social Affairs, Population Division publication, Sales No. E.03.XIIL6).
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In addition to analysing the demographic impact of HIV/AIDS, The
Impact of AIDS highlights the impact of HIV/AIDS on families and
households, and on agricultural sustainability, business, the health sector,
education and national economic growth. The HIV/AIDS epidemic has erased
decades of progress in combating mortality and has seriously compromised the
living conditions of current and future generations. The disease has such a
staggering impact because it weakens and kills many people in their young
adulthood, the most productive years for income generation and family
caregiving. It destroys families, eliminating a whole generation crucial for the
survival of the younger and older persons in society.

The demographic impact of HIV/AIDS

HIV/AIDS has already had a devastating demographic impact, especially
in sub-Saharan Africa. The epidemic has resulted in terrible losses of life and
population. Recent United Nations population projections show even more
drastic losses over the coming decades.

World Population Prospects: The 2002 Revision, the United Nations
official world population estimates and projections, incorporated the effects of
HIV/AIDS for the 53 hardest-hit countries. Those 53 countries are home to
over 90 per cent of the adults living with HIV. The annual number of excess
deaths in the 53 countries had reached one million by the early 1990s, 3
million by 2000 and over 4 million by 2003.

Thirty-eight of the 53 countries—three out of every four—are located in
sub-Saharan Africa. About 100 million additional deaths are expected in those
African countries by 2025 as a result of the HIV epidemic. By 2025, those
countries will have 14 per cent fewer inhabitants than they would have had in
the absence of AIDS.

Although the demographic effects of HIV/AIDS in countries outside
Africa are relatively moderate and prevalence rates are lower, the human
losses are still enormous. Prior to 2025, AIDS is expected to cause 31 million
additional deaths in India and 18 million more deaths in China.

Mortality has surged in countries with high HIV prevalence rates, rising
within a decade to levels not seen since the 1950s or 1960s. In the 38 most
affected African countries, nearly ten years of life expectancy will have been
lost by 2020-2025, and in the seven highest-prevalence countries, nearly 30
years will have been lost. Outside Africa, countries projected to experience a
significant reduction of life expectancy include the Bahamas, Cambodia, the
Dominican Republic, Haiti and Myanmar.

Botswana currently has the highest HIV prevalence rate in the world:
more than one in every three adults is HIV-positive. Life expectancy had
reached 65 years in 1990-1995, but it dropped to 56 years by 1995-2000 and is
currently around 40 years as a result of deaths related to AIDS. The population
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will likely begin to decline within a few years. Although the full economic
impact of HIV/AIDS is still to come, population projections for Botswana
show a severe deficit of working-age people by 2025.

The impact of HIV/AIDS on households and families

Households feel the immediate impact of the HIV/AIDS epidemic.
Indeed, households and families bear most of the burden since they are the
primary units for coping with the disease and its consequences. Families in
which the infected person is the breadwinner suffer financially, both from the
loss of earnings and the increased expenditure for medical care. During the
long period of illness, the loss of income and the cost of caring for a family
member impoverish households. Studies document reduced levels of
household consumption, including a reduction in food consumption, resulting
in malnutrition. The HIV/AIDS epidemic poses additional challenges in places
where the disease carries a heavy social stigma.

As HIV infection is most common among young adults, a significant part
of the generation of young parents is lost, and family composition undergoes
rapid changes. Severely affected countries show increases in the percentage of
female-headed households and grandparent-headed households, as well as
households headed by young orphans. When a family member dies, the
household may be dissolved altogether, and the children may be sent to live
with relatives or even left on their own.

The death of a spouse has an especially severe impact in societies with a
marked gender division of labour since the surviving spouse cannot take on
the work or responsibilities of the ill or deceased family member. In the Rakai
district of Uganda, for example, AIDS deaths caused labour shortages for both
farm and domestic work.

By 2001, 14 million children under age 15 had already lost one or both
parents to HIV/AIDS. Eleven million of those children live in sub-Saharan
Africa. The numbers will probably double by 2010. It is common for relatives
to take orphans into their own homes, especially in African societies, but the
rapid rise in the number of orphans would overwhelm the traditional support
system of the extended family. Many of the households fostering orphans are
themselves poor, and taking in orphaned children represents a significant
burden.

The impact of HIV/AIDS on firms

The disease affects business enterprises in both the agricultural and non-
agricultural sectors. Available studies on the impact of HIV/AIDS point to
impacts on the size and quality of the labour force and on labour costs, as the
most productive workers become too ill to work effectively, or to work at all,
and eventually die. The loss of workers from AIDS and the cost of providing
health care benefits and death benefits have had serious effects on employers.
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The impact on firms depends primarily on five factors: the number of
employees infected; their role in the company; the structure of the production
process and its ability to cope with the loss of employees; the health-care
benefits provided by the company; and the effect of HIV/AIDS on the business
environment. During the early stages of the disease, workers can often
continue to work but take more sick days and leave time. Companies that
provide health-care benefits for workers and their families may not be able to
meet the costs of health care and the expensive drugs used to treat HIV/AIDS.
A study in Malawi found, for instance, that worker deaths in one company
increased more than 40 per cent over a five-year period, resulting in the
payment of substantially higher death benefits.

Young adults in their prime working years are most likely to contract
HIV, and younger workers are disproportionately more likely to die of AIDS.
Depending on the positions held by infected workers, production and
management suffer. Workers with exceptional skills and longer experience are
hardest to replace. At the same time, demand for goods and services may
decline since afflicted households have less income and lower consumption
levels.

The impact of HIV/AIDS on agriculture

HIV/AIDS is having a crushing effect on agricultural production and the
economic viability of small farms and commercial agricultural enterprises. The
Food and Agriculture Organization of the United Nations (FAO) has found that
in the 10 African countries most severely affected by HIV/AIDS, the
agricultural labour force will decline between 10 and 26 per cent by 2020.
Botswana, Mozambique, Namibia and Zimbabwe are each expected to lose at
least one fifth of their agricultural workers.

Among the consequences of the loss of farm workers are the reduction in
land under cultivation, the shift to crops that require less labour, a decline in
crop yields and a shortage of labour during periods of high labour demand.
The epidemic also leads to a loss of knowledge about farming methods and a
reduction in skilled and experienced labour. A survey in Zimbabwe found that
agricultural output declined by nearly 50 per cent among households affected
by AIDS. Another study focused on the commercial agricultural sector of
Kenya; it reported that AIDS-related morbidity and mortality had already
imposed profound financial, economic and social costs.

The impact of HIV/AIDS on health systems

Health-care systems were already inadequate in many of the highly
impacted countries even before HIV/AIDS struck. The HIV/AIDS epidemic
has made enormous additional demands on those systems, straining health
budgets and health insurance schemes. At the same time, health-care workers
are also falling ill and dying. Thus, the supply of available health services is
being depleted while the demand is increasing.
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Expenditures have been rising for the treatment of AIDS and the
opportunistic infections that are common in persons whose immune systems
have been compromised by HIV/AIDS. The allocation of scarce resources for
treating HIV/AIDS has meant that other health concerns receive less attention.
As Governments become increasingly hard-pressed in the face of the AIDS
epidemic to provide health care through the public sector, health care costs
must increasingly be borne by the private sector and by households and
individuals.

The impact of HIV/AIDS on education

HIV/AIDS is eroding the gains that have been made towards achieving
universal primary education. AIDS weakens educational systems and hampers
children’s school attendance. In the long run, the AIDS epidemic may lead to a
decline in the level and quality of education, diminishing human capital and
delaying social and economic development.

Studies have found a high rate of HIV infection among teachers and
school administrators, affecting both the amount and quality of educational
resources. Trained, experienced teachers are difficult to replace. A study by the
United Nations Children’s Fund (UNICEF) estimated that the number of
teachers’ deaths in Zambia in 1998 was equivalent to the loss of about two
thirds of the annual output of newly trained teachers. Experienced teachers
are, by necessity, replaced by less experienced teachers; the quality of
education consequently declines. Quality is also compromised when the
absenteeism of teachers disrupts the learning process of their students.

At the same time, studies show that children in families with an infected
member are less likely to remain in school. Those children are needed at home
to help in the house or to work. Less affluent families are unable to afford
school fees. A study in a highly infected district of Uganda found that total
enrolments in three primary schools experienced a 60 per cent drop from 1989
to 1993. Orphans who have lost both parents are also much less likely than
other children to be in school. A household survey in Kampala, Uganda,
reported that in 1990, 47 per cent of households with orphans did not have
enough money to send their children to school, as compared with 10 per cent
of other households.

The impact of HIV/AIDS on economic growth

The HIV/AIDS epidemic burdens the economy of any country. This is
especially true for the weak economies that are generally characteristic of
countries with high levels of HIV prevalence. In many of the highly affected
countries, studies have been undertaken to model the impact of HIV/AIDS on
economic growth. In some cases, estimates of the economic impact of
HIV/AIDS have been “small”. In other cases, annual reductions of from 2 to 4
percentage points of gross domestic product per year have been found,
compared to a hypothetical “no-AIDS” situation. Beyond its effects on gross
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domestic product, the HIV/AIDS epidemic is likely to exacerbate income
inequality and increase poverty.

The longer-term impact of HIV/AIDS on welfare and development is
certainly more serious than the economic analyses suggest. Estimates of AIDS’
impacts on economic performance usually do not take into account the loss of
“social capital” or of the long-term damage accruing to human capital, as
children’s education, nutrition and health suffer directly and indirectly as a
consequence of HIV/AIDS. The effects of lowered investment in the human
capital of the younger generation will affect economic performance for
decades to come, well beyond the time frame of most economic analyses.

Conclusions

By its resolution 26-S/2 (annex), the General Assembly, at its twenty-
sixth special session, held in New York from 25 to 27 June 2001, adopted the
Declaration of Commitment on HIV/AIDS. The Declaration states that “the
global HIV/AIDS epidemic, through its devastating scale and impact,
constitutes a global emergency and one of the most formidable challenges to
human life and dignity, as well as to the effective enjoyment of human rights,
which undermines social and economic development throughout the world and
affects all levels of society—national, community, family and individual”.

Since the adoption of the Declaration of Commitment, the HIV/AIDS
epidemic has worsened and become more widespread. The report of the
Secretary-General to the fifty-eighth session of the General Assembly on
progress towards implementation of the Declaration of Commitment on
HIV/AIDS emphasizes that assertive political leadership and effective action
are required to prevent a major expansion of HIV/AIDS. The report
recommends that all countries develop and implement national strategies to
promote the delivery of comprehensive prevention, treatment, care and support
to those people living with or affected by HIV/AIDS.

In order to conquer HIV/AIDS, considerably greater efforts and
resources will be required. As the Secretary-General concluded in his report,
“to finance the global response, ...annual funding for HIV/AIDS programmes
must increase threefold over current levels by 2005, and fivefold by 2007”.

The course of the HIV/AIDS epidemic is by no means predetermined.
The eventual course of the disease depends on how individuals, communities,
nations and the world respond to the HIV/AIDS threat today and tomorrow.
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RESUME

L’épidémie de VIH/sida est la plus mortelle qu’il soit a notre époque.
Elle a déja couté la vie a plus de 22 millions de personnes et plus de 42
millions d’autres vivent actuellement avec la maladie. Méme si 1’on découvrait
aujourd’hui un vaccin contre le VIH, plus de 40 millions de personnes
mourraient encore prématurément. Dans bien des pays, particuliérement en
Afrique dans ceux ou elle fait le plus de ravages comme le Botswana, le
Swaziland et le Zimbabwe, 1’épidémie s’est propagée rapidement, laissant
dans son sillage la maladie, la mort, la pauvreté et la misére. Dans d’autres,
elle en est encore a ses débuts. Il est a noter que le VIH/sida touche
maintenant les pays les plus peuplés du monde : la Chine compte 1 million de
séropositifs et I’Inde 6 millions et ’une comme 1’autre commencent a ressentir
les effets destructeurs de 1’épidémie.

Non seulement 1’épidémie tue mais elle met lourdement a contribution
les familles, les collectivités locales et les économies. La misére et la
dévastation qu’elle a déja entrainées sont incommensurables mais il est
probable que ses effets deviendront encore plus dévastateurs a mesure que
s’allongera la liste des pays gravement touchés. 11 est difficile de prévoir avec
certitude comment elle évoluera. Cela dépendra en grande partie des mesures
qui auront été prises en vue de :

e Sensibiliser les gens aux dangers du virus et les persuader de
changer de comportement;

e Trouver des moyens efficaces d’empécher le virus de se propager
davantage;

e Découvrir de nouveaux médicaments et traitements;

e Mobiliser les ressources financiéres et humaines nécessaires pour
accomplir ses taches.

Peu aprés le début de 1’épidémie, la Division de la population du
Département des affaires économiques et sociales a entrepris d’étudier la
démographie du VIH/sida et elle a pris en compte ses répercussions dans les
révisions biennales des estimations et projections démographiques mondiales
officielles de ’ONU'. Le présent rapport va plus loin, il examine les effets
plus larges du VIH/sida sur le développement. Il vise a éclairer les débats de la
Commission de la population et du développement a sa trente-huitiéme
session, en 2005, dont le théme sera: “ Population, développement et
VIH/sida, et leur rapport avec la pauvreté ”. Il présente par ailleurs un tour
d’horizon de I’ensemble des conséquences de I’épidémie du sida auquel
I’ Assemblée générale pourra se référer en 2005 lorsqu’elle examinera la mise
en ceuvre de la Déclaration d’engagement sur le VIH/sida qu’elle a adoptée en
2001 (A/RES/S-26/2).

On trouvera dans les Répercussions du VIH/sida non seulement une
analyse des conséquences démographiques de 1’épidémie, mais aussi un bref
tour d’horizon de ses effets sur les familles et les ménages ainsi que sur

I’agriculture durable, le secteur privé, les services de santé, 1’éducation et la
croissance économique nationale. L’épidémie a fait perdre le terrain gagné au

'"World Population Prospects: The 2002 Revision (publication des Nations Unies, Division
de la population du Département des affaires économiques et sociales, n° de vente : E.03.XIIL.6).
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prix de dizaines d’années d’efforts en matiére de mortalité et elle met
sérieusement en péril les conditions de vie des générations actuelles et a venir.
Si ses répercussions sont aussi énormes, c’est parce qu’elle affaiblit et tue
nombre de jeunes adultes qu’elle fauche au cours des années les plus
productives de leur existence du point de vue de la génération de revenus et
des soins a la famille. Elle détruit la famille en éliminant une génération
entiére qui a un rdle essentiel a jouer dans la survie des plus jeunes et des plus
ages.

Les répercussions démographiques du VIH/sida

Les répercussions démographiques du VIH/sida sont déja colossales, en
particulier en Afrique subsaharienne. L’épidémie a entrainé de terribles pertes
en vies humaines. Selon les derniéres projections démographiques de 1’ONU,
les ravages pourraient étre encore plus catastrophiques dans les décennies a
venir.

La publication intitulée Word Population Prospects: The 2002 Revision,
qui renferme les estimations et projections démographiques mondiales
officielles de I’ONU, présente les effets du VIH/sida dans les 53 pays les plus
atteints, ou vivent plus de 90 % des adultes séropositifs. La surmortalité
imputable a la maladie a été de 1 million de déces au début des années 90, de 3
millions en 2000 et de plus de 4 millions en 2003.

Trente-huit de ces 53 pays — soit trois sur quatre — se trouvent en Afrique
subsaharienne. Dans ces pays, la surmortalité imputable a 1’épidémie devrait
dépasser 100 millions de décés en 2005. A cette date, ces pays compteront
14 % d’habitants de moins qu’ils n’en auraient eu sans le sida.

Bien que, dans les pays situés ailleurs qu’en Afrique, les retombées
démographiques du VIH/sida soient relativement modérées et la prévalence
moins forte, les pertes en vies humaines demeurent colossales. On s’attend a
ce que d’ici a 2025, la surmortalité imputable au sida atteigne 31 millions de
déces en Inde et 18 millions de décés en Chine.

Depuis 10 ans, le taux de mortalité a augmenté en fleche dans les pays ou
la prévalence du VIH est forte pour atteindre des niveaux jamais vus depuis les
années 50 ou 60. Dans les 38 pays africains les plus touchés, I’espérance de
vie diminuera de 10 ans ou presque d’ici a 2020-2025 et dans les sept pays ou
le taux de prévalence est le plus élevé, de prés de 30 ans. En dehors de
I’Afrique, on s’attend a ce qu’elle diminue de manicere significative dans les
pays comme les Bahamas, le Cambodge, Haiti, le Myanmar et la République
dominicaine.

C’est au Botswana que 1’on observe actuellement le taux de prévalence
du VIH le plus élevé du monde : plus d’un tiers de la population adulte y est
séropositive. L’espérance de vie, qui était de 65 ans entre 1990 et 1995, est
passé a 56 ans entre 1995 et 2000 et se situe actuellement autour de 40 ans a
cause du sida. Il est vraisemblable que la population commencera a diminuer
d’ici quelques années. Bien que toutes les répercussions du VIH/sida sur
I’économie ne se soient pas encore fait sentir, les projections démographiques
pour le Botswana indiquent qu’en 2025, le pays devrait connaitre un grave
déficit en population active.
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Les répercussions du VIH/sida sur les ménages et les familles

Les ménages se ressentent immédiatement des effets de 1’épidémie de
VIH/sida. De fait, les ménages et les familles sont les plus lourdement mis a
contribution puisque ce sont eux qui, les premiers, ont a faire face a la maladie
et a ses conséquences. Les familles dont le membre séropositif est le soutien
financier se trouvent aux prises non seulement avec la perte de leur revenu
mais avec 1’augmentation de leurs frais médicaux. La perte de revenus et le
colit du traitement de cette longue maladie font sombrer les ménages dans la
pauvreté. Des études ont montré que leur consommation chutait et qu’il y avait
notamment réduction des dépenses d’alimentation et, par suite, malnutrition.
L’épidémie est source d’autres problémes encore dans les endroits ou la
société attribue a la maladie un caractére honteux.

Comme D’infection au VIH est particuliécrement fréquente parmi les
jeunes adultes, elle anéantit des pans entiers d’une méme génération de jeunes
parents et la composition de la famille s’en trouve rapidement modifiée. Dans
les pays gravement touchés, on observe une augmentation de la proportion de
familles dont le chef est une femme, un grand-parent ou bien encore un jeune
orphelin. Il arrive que le décés d’un membre de la famille entraine la
dissolution complete du ménage et que les enfants soient envoyés chez des
proches ou demeurent entierement livrés a eux-mémes. Le décés d’un conjoint
a des conséquences particuliecrement dramatiques dans les sociétés ou les
taches sont réparties de fagon rigide entre les deux sexes, dans la mesure ou le
conjoint survivant ne peut pas assumer les tdches ou les responsabilités du
membre de la famille malade ou défunt. Dans le district de Rakai en Ouganda,
les déces imputables au sida ont ainsi entrainé une pénurie de main-d’ceuvre
agricole et domestique.

Dés 2001, on dénombrait 15 millions d’enfants de moins de 15 ans
orphelins de pére ou de meére ou des deux parents, dont 11 millions en Afrique
subsaharienne. Ce chiffre doublera vraisemblablement d’ici a 2010. Il est
fréquent que des orphelins soient recueillis par des proches, en particulier dans
les sociétés africaines, mais la multiplication rapide du nombre des orphelins
submergerait le systéme d’appui traditionnel de la famille ¢élargie. Bien des
ménages qui recueillent des orphelins sont eux-mémes pauvres et I’accueil de
ces enfants représente pour eux un fardeau considérable.

Les répercussions du VIH/sida sur les entreprises

La maladie a des répercussions sur le secteur privé, et dans ’agriculture
comme dans d’autres branches d’activité. Des études ont montré qu’elle avait
des effets préjudiciables sur le volume et la qualité de la main-d’ceuvre et sur
les colits salariaux, dans la mesure ou les travailleurs les plus productifs
deviennent trop malades pour travailler efficacement, ou méme pour travailler
tout court, et finissent par mourir. La perte de ces travailleurs et les frais
associés a 1’assurance maladie et au capital-décés pesent lourdement sur les
entreprises.

L’impact de I’épidémie sur 1’entreprise est essentiellement fonction de
cinq facteurs : le nombre d’employés contaminés; le poste qu’ils occupent; la
structure du processus de production et sa capacité a absorber la perte de
main-d’ceuvre; I’assurance maladie offerte par ’entreprise; 1’effet du VIH/sida
sur le marché. Aux premiers stades de la maladie, les travailleurs continuent
souvent a s’acquitter de leurs taches, mais ils prennent davantage de jours de
congé maladie et de vacances. Les entreprises qui offrent une assurance
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maladie aux travailleurs et a leur famille n’ont pas nécessairement les moyens
de faire face au colit ¢élevé du traitement et des médicaments. Une étude
réalisée au Malawi a cité le cas d’une entreprise ou le nombre de déces avait
augmenté de plus de 40 % en cinq ans, ce qui avait considérablement accru le
montant des sommes qu’elle avait dii débourser au titre du capital-déces.

Les jeunes adultes qui viennent d’entrer dans la vie active sont les plus
exposés et on observe un nombre disproportionné de décés dans ce groupe
d’age. Suivant la place qu’ils occupaient dans 1’entreprise, la production ou la
gestion s’en trouvent compromises. Ceux qui avaient des compétences
exceptionnelles et davantage d’expérience sont les plus difficiles a remplacer.
Parall¢lement, la demande de biens et de services peut diminuer puisque les
ménages touchés ont des revenus moindres et réduisent leur consommation.

Les répercussions du VIH/sida sur [’agriculture

Le VIH/sida a un impact dévastateur sur la production agricole et la
viabilit¢ économique des petites fermes et des entreprises agricoles
commerciales. Selon les prévisions de 1’Organisation des Nations Unies pour
I’alimentation et 1’agriculture (FAO), les effectifs de la main-d’ceuvre agricole
diminueront de 10 a 26 % d’ici a 2020 dans les 10 pays africains les plus
gravement touchés par le VIH/sida. On s’attend a ce que le Botswana, le
Mozambique, la Namibie et le Zimbabwe perdent chacun au moins un
cinquiéme de leur main-d’ceuvre agricole.

La perte de travailleurs agricoles entraine la diminution de la superficie
des terres cultivées, le choix de cultures a moindre coefficient de main-
d’ceuvre, une baisse du rendement et une pénurie de main-d’ceuvre pendant les
périodes de pointe. L’épidémie a également eu pour conséquence une perte des
savoir-faire et une diminution des effectifs de la main-d’ceuvre qualifiée et
expérimentée. Une enquéte menée au Zimbabwe a montré que la production
agricole avait baissé de preés de 50 % dans les ménages touchés par le sida.
Une autre étude, consacrée au secteur agricole commercial du Kenya, a révélé
que la morbidité et la mortalité liées au sida avaient déja entrainé des cofts
financiers, économiques et sociaux extrémement lourds.

Les répercussions du VIH/sida sur les services de santé

Avant méme 1’apparition de 1’épidémie, les services de santé étaient déja
inadéquats dans nombre des pays fortement touchés. Depuis, ils ont été tres
fortement sollicités, ce qui a eu pour effet de grever lourdement les budgets et
les systéemes d’assurance maladie. Ainsi, I’offre va s’amenuisant alors que la
demande augmente.

Les dépenses associées au traitement du sida et des infections
opportunistes chez les personnes dont le systéme immunitaire a été fragilisé
par le virus sont de plus en plus élevées. Elles ont entrainé des ponctions dans
des budgets déja limités, au détriment d’autres préoccupations sanitaires. Les
pouvoirs publics ayant de plus en plus de difficultés a dispenser les soins
nécessaires par I’intermédiaire du secteur public, les cotits sont de plus en plus
souvent a la charge du secteur privé, des ménages et des particuliers.

Les répercussions du VIH/sida sur [’éducation

Le VIH/sida érode les progrés qui avaient été faits sur la voie de
I’universalit¢ de 1’éducation primaire. I1 affaiblit les systémes éducatifs et
compromet la fréquentation scolaire. A long terme, il pourrait entrainer une
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diminution du niveau et de la qualité de I’enseignement, ce qui affaiblirait le
capital humain et ralentirait et le développement économique et social.

Il ressort de certaines études que le taux d’infection au VIH est élevé
parmi les enseignants et les administrateurs d’école, ce qui retentit a la fois sur
la quantité et la qualité des ressources disponibles en mati¢re d’éducation. Il
est difficile de remplacer les enseignants qualifiés et expérimentés. Selon une
étude du Fonds des Nations Unies pour ’enfance (UNICEF), le sida a fait
tellement de victimes parmi les enseignants en Zambie en 1998, que cette
perte a été I’équivalent, pour le pays, de ce qu’aurait été la disparition des
deux tiers ou presque des nouveaux enseignants formés au cours de 1’année.
Les enseignants expérimentés sont inévitablement remplacés par du personnel
plus nouveau et la qualité de 1’enseignement s’en ressent. Le niveau est
également compromis lorsque 1’absentéisme des enseignants perturbe
I’assimilation des connaissances par les éléves.

Parallélement, certaines études montrent que les enfants appartenant a
une famille touchée risquent davantage de cesser de fréquenter 1’école, soit
parce qu’on a besoin d’eux a la maison, soit parce qu’ils doivent travailler. Les
familles moins aisées ne peuvent plus payer les frais de scolarité. Une étude
réalisée dans un district particuliecrement frappé en Ouganda a montré que,
dans trois écoles primaires, le nombre d’enfants inscrits avait diminué au total
de 60 % entre 1989 et 1993. Le taux de scolarisation est particulierement
faible parmi les orphelins qui ont perdu leurs deux parents. Une enquéte
réalisée auprés des ménages a Kampala, en Ouganda, a montré qu’en 1990,
47 % des ménages comptant des orphelins n’avaient pas les moyens d’envoyer
leurs enfants a 1’école, alors que seuls 10 % des autres ménages se trouvaient
dans cette situation.

Les répercussions du VIH/sida sur la croissance économique

L’épidémie de VIH/sida représente une lourde charge pour toute
économie et, a plus forte raison, pour les économies fragiles qui caractérisent
en général les pays ou le taux de prévalence du VIH est élevé. On a entrepris
des études dans nombre de pays gravement touchés pour préserver sous forme
de modele les répercussions du VIH/sida sur la croissance économique. Dans
certains cas, on a estimé que les retombées seraient « peu importantes ». Dans
d’autres, on a déterminé que le produit intérieur brut annuel serait inférieur
dans une proportion allant de 2 a 4 % a ce qu’il aurait été si 1’épidémie n’était
pas survenue. En dehors de ses effets sur le produit intérieur brut, 1’épidémie
de VIH/sida risque d’exacerber 1’inégalité des revenus et d’augmenter la
pauvreté.

Les répercussions a plus long terme du VIH/sida sur le bien-étre et le
développement sont certainement plus graves que ne le laissent entendre les
analyses économiques. Les évaluations ne tiennent généralement pas compte
des pertes en “ capital social ” ou de ’effet cumulatif préjudiciables sur le
capital humain des carences éducatives et des problemes de nutrition et de
santé soulevés directement ou indirectement par I’épidémie. Les conséquences
de la diminution des investissements en capital humain pour la jeune
génération auront des effets sur les résultats économiques pendant des
décennies, bien au-dela de la période couverte par la plupart des analyses
économiques.
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Conclusions

Par sa résolution 26-S/2 (annexe), 1’Assemblée générale, a sa vingt-
sixiéme session extraordinaire, tenue a New York du 25 au 27 juin 2001, a
adopté la Déclaration d’engagement sur le VIH/sida. Dans cette déclaration,
elle dit que “I’épidémie mondiale de VIH/sida, en raison de son ampleur et de
son incidence dévastatrices, constitue une crise mondiale et I’un des défis les
plus redoutables pour la vie et la dignité humaines ainsi que pour I’exercice
effectif des droits de 1I’homme, compromet le développement social et
économique dans le monde entier et affecte la société a tous les niveaux —
national, local, familial et individuel ”.

Depuis 1’adoption de la Déclaration d’engagement, 1’épidémie de
VIH/sida s’est aggravée et propagée. Dans le rapport qu’il a présenté a
I’Assemblée générale a sa cinquante-huitiéme session sur les progrés qui
avaient été faits dans la mise en ceuvre de la Déclaration d’engagement sur le
VIH/sida, le Secrétaire général souligne qu’il faut une direction politique
énergique et des mesures effectives pour prévenir une expansion majeure du
VIH/sida. Il recommande a tous les pays de mettre au point et d’exécuter des
stratégies nationales destinées a promouvoir la prévention, le traitement, les
soins et le soutien psychologique parmi les personnes infectées ou affectées
par le VIH sida.

Si I’on veut juguler 1’épidémie, il faudra consentir des efforts beaucoup
plus importants, notamment sur le plan financier. Comme conclut le Secrétaire
général dans son rapport, “pour financer les mesures a prendre a 1’échelle
mondiale ... les ressources financiéres annuelles consacrées aux programmes
de lutte contre le VIH/sida doivent tripler par rapport au niveau actuel d’ici a
2005 et quintupler d’ici a 2007 .

L’évolution de I’épidémie de VIH/sida n’est en aucune manicre
prédéterminée. Elle dépendra de la fagon dont les particuliers, les collectivités,
les nations et le monde entier réagiront a la menace, dans I’immeédiat et a
I’avenir.
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Pe3ome

BUY/CIIUJ] — camasi cMepTOHOCHas OSMHIEMHS HAaIIEro BPEMEHH.
CBplmme 22 MITH. 4YeJIOBEK YyXe yMmepio, u Oonee 42 MiH. WHPUIHPOBAHO
BUY/CIINJ. Haxe ecnu ceromHs OyaeT HaiijeHa BakiuuHa nporuB BUY-
nHdeknuu, ot CIIN/]a npexaeBpeMeHHONH CMEPThIO BCE PAaBHO YMpET CBBIMIE
40 murH. 9enoBek. Bo MHoTHX cTpaHax, oco0eHHO B Adpuke, U B TMEPBYIO
ouepenb B CTpaHax, Hamboijee Cepbe3HO 3aTPOHYTHIX 3TOH MpoOIeMoil, Takux
kak borcBana, 3um06abBe u CBasmieH], OBICTPO pacmpocCTpaHSAOIAICST
snunemuss CIIWJla ceet Gone3HH, cMepTh, HUIIETY W cTpamgaHus. B mgpyrux
cTpaHax »3To 3a0oJieBaHME TOKa HaxXOOUTCA HA PAaHHUX  CTaguAX
pactnpoctpaHeHus. Opnako B mnocinegdee Bpemss BHUY/CIIUI wawana
«3axBaThIBaTh» Hambolee TyCTOHAcENEHHbIE CTpaHbl Mupa: uumciao BUU-
nHpunupoBanHblx B Knutae gocturno 1 miH. denosek, a B Uuaum — 6 muH.,
3TH CTPaHBl YK€ HAYWHAIOT OLIYIIaTh BCIO Pa3pyMINTEIbHYIO CHITy 3TTHAESMHUH.

Onunemus BUY/CIIU]] He Tonbko yOWBaeT JiJed; OHa OKa3bIBaeT
mary0Hoe BO3JelcTBHE Ha CEMbH, OOMIMHBI U SKOHOMHKY CTpaH. DUUIEMUS
yXe IpHHEcIa OrpoOMHBIC CTpaXaHHs W pa3opeHHe, OJHAKo B Oyaymem ee
03/IefiCTBHE MOJXET OKa3aTbCs emie Oojee MacmTaOHBIM, MOCKOIBKY CIIHCOK
CEephEe3HO 3aTPOHYTHIX 3TOW MpoOIEeMOi cTpaH mpomokaeT pactu. Ceromns
CIIO)KHO C YBEPEHHOCTHIO IMpeIcKa3aTh NalbHelIIee pa3BUTHE JUUIESMHM.
MHoroe 3aBHCHT OT TOTO, yAACTCs JH:

¢ TOHCCTH 10 CO3HAHHUA HlOZ[Cﬁ BCIO OIMaCHOCTH 3TOT0 BUpyCa U y6CZ[I/ITI> nux
HN3MCHUTH CBOC IMMOBEACHUEC,

* u3pickaTh 3 QeKTUBHBIE NMyTH  NPENOTBpAIICHHS  AalbHEHIIETO
pacrpocTpaHeHUs BUPYyCa,;

¢ CO31aTh HOBBIC JICKAPCTBA U paspa60TaTL HOBBIC METOBI JICUCHUS,

* MOOMITM30BaTh HeoOXonWMble (MHAHCOBBIE W JIOACKHE PECYpPCHI IS
BBIIIOJTHEHH S 9THX 3ajad.

Bckope mocne Bo3HMKHOBEeHHMsS smuaeMun OTaenl HapOAOHACEICHUS
JenapTaMeHTa MO KOHOMHYECKHMM M COLIMAIbHBIM BOIPOCAM Hayajl H3ydaTh
nemorpaduro BUY/CIIU]/] u Britodarh MHGOPMAIMIO O €ro BO3ACHCTBUU B
OByXroamdaHeie 0030psl Opranmsamuu OObenmHeHHBIX Hammit, comepikarmime
opuIManbHBIE ONEHKH M MPOTHO3Hl IeMOoTpauIecKoro MmojoxeHus B mupel.
Hacrosmuii oxmnaa uaeT emie Jajibllie. B HEM paccMaTpuBaroTcs Oosiee oOmiue
acnekTsl BosaeicTBuss BUY/CIIN]L ua npouecc pasButus. OH HOATOTOBICH K
TpuanaTh BOoChbMOI ceccunm Kommccnm mo HapoJOHACEICHUIO M Pa3BUTHIO,
koTopas coctoutcs B 2005 rony u Oyger mocsmeHa teme «Hapononacenenue,
pasButue u BUUY/CIINJ] c¢ ynmeneHueM oco0Oro BHUMaHUsS mpobdieMe
HUIIETHI». B HeM Takke maercss oOMMIl aHAIM3 BCEro CHEKTpPa MOCIEACTBUI
snugemun CIIM[la, uyTo mnNpU3BaHO MOCHYXUTh BKJIAaAOM B IPOBEACHUE
lenepanpuoit Accambneeit B 2005rony o030pa Xoma OCYIIECTBICHHS
Hexnapaunn Opranusanun OO0bennHeHHBIX Hanwii o mpuBepX eHHOCTH AEIy
60ps6bl ¢ BUU/CIIN ], xoTopas O6bina npunsita B8 2001 rony (A/RES/S-26/2).

iy

“World Populations Prospects: The 2002 Revision” («MupoBsie nemorpaduieckue
nepcrnektussl: 0630p 2002 roga» (m3manue Otaena HapogoHacenenus JenapraMenTa
Opranu3zaiuu O0benuHeHHBIX Haluil Mo 53KOHOMHYECKUM M COLUAIbHBIM BOTIPOCAaM, B
npoaaxe mog Ne E.03.X111.6).
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IMomumo amanusza BosxaeiictBust BUU/CIIN]] na HapomoHacelieHUe, B
ny6nmukanuu  “The Impact of AIDS («Bosgeiicteue  CIIH[]a»)
paccmarpuBaetrcs Bo3aeiicteue BUU/CITN]] Ha ceMbU U JOMalIHUE XO35HCTBA,
a TakXe Ha YCTOWYHMBOCTh  CEIbCKOXO3SHCTBEHHOTO  MPOU3BOJCTBA,
MpeANPUHUMATEbCKYIO JIeSATENbHOCTB, CEKTOp 3IpaBOOXPaHECHHUS,
00pa3oBaHUe W IKOHOMUYECKUHN pocT cTpan. Dnugemus BUY/CIINU]I cBena Ha
HEeT JeCATUIICTHs mporpecca B o0gacTu 60ph0Obl CO CMEPTHOCTHIO U MOJBEPIIA
CEepbE3HOMY PHCKY YCJIOBHS KU3HU HBIHCIIHETO M Oynyuux mokojeHuii. CTonb
y)Kacarulue MOCIEACTBUSA 3TOr0 3aboJeBaHHS OOBACHATCA TEM, YTO OHO
MOJPBIBACT 3M0POBbE M yOHMBAaE€T MHOXECTBO JIOJEH B MOJOJAOM H CaMoOM
NPOJYKTUBHOM BO3pAacTe, KOrJa OHM MOTYT IOJy4YaTh HauOOJBIIUN J1OXON U
pactuth neteit. OHO paspyliaeT ceMbd, YHHYTOXKAs IeJ0e MOKoieHue, 0e3
KOTOpPOTO B OﬁH.[eCTBe HE€ MOTYT BBIXKHUTH HU MAJIOJIECTHUE, HU MPCCTAPECIIbIC.

Hemoepagpuueckue nociedcmeua BUYICITH]]

BUY/CIIN]] yxe mnpuBea K OMYyCTOMIMTEIbHBIM JeMOrpaduuecKum
nocjeAcTBUsIM, 0co0eHHO B paiioHe Adpuku k rory ot Caxapbsl. Dnuaemus
crajla NPUYMHOW Trubenu OrpoMHOTO 4YHCia JIIOJAed W COKpalleHHs
YUCJICHHOCTH HaceieHus. [lo mocinenqHuM gemorpaduueckuM IMPOTrHO3aM
Opranuzanuu O0beauHeHHBIX Haruii, erie 00JibIiee YUCIIO JI0/ICi MOTHOHET B
Onukaiimue aecsITUISTUS.

B nyOnukamuioo Opranuszanuun  OObeauHennbix  Hamuit  “World
Populations Prospects: The 2002 Revision” («Mwupossie nemorpaduueckue
nepcruektuBbl: O630p 2002 roga»), comepxamyro odUIHATbHBIE ONCHKH U
MPOTHO3Bl  JieMoTpad)MuecKkoro TIOJOXKEHUsT B MHUpe, Obuia BKIKOYEHA
unpopmarus o nociueacteusix BUU/CIIN]] B 53 naubosee 3aTpOHYTHIX 3TOM
npobiemoii crpanax. Ceoime 90 IpOIIEHTOB B3POCIOTO HACEICHUSA ITUX CTPaH
uHunuposano BUY. B cpegHeM exerogHoe YKCIIO JAOMOJHUTEIBHO YMEPIIUX
B 3tux 53 crpanax cocrtaisiao 1 muH. B Havanme 90-x romoB, 3 MAH. — B
2000 rony u cBbiie 4 miaH. — B 2003 roxy.

Tpunuate BoceMb M3 BBIICYNOMSHYTBHIX 53 cTpaH, T.e. TpH YETBEPTH,
pacronoxensl B pailoHe Ac¢puku k tory ot Caxapel. I[lo mporHosam, K
2025 roay B pesynbrare snugemun BUU/CITU]] B aTuX adpuUKaHCKUX CTpaHAX
ymper eme okoio 100 muH. wenoBek. K 2025 rogy HacesneHue 3THX CTpaH
Oynet Ha 14 mpoIEHTOB MEHBIIE TOr0, KAKHM OHO MOIJIO Obl OBITh, €CIU OBl HE
cymiectBoBasio CITHN/a.

Hecmorpss  Ha  cpaBHHTeNbHOE  yMepeHHoe  JeMorpaduueckoe
Bozaeiicteue BUY/CIIN]] u MeHbmire MacmTabbl pacmpOCTPaHEHHS 3TOTO
3a0oneBaHusT B HeappHUKAaHCKUX CTpaHax, YEJOBEYECKHE JKEPTBBI BCE IKe
orpomubl. [lpenmonaraercs, uro g0 2025roma CIIMJl crtaHer npu4uHOM
31 mMaH. nomonHUTENbHBIX cMmepred B Muaum u 18 MuIH. 1ONOJIHMTENBHBIX
cmepteit — B Kurae.

B crpamax ¢ mwupokuMm  pacnpocTpaHeHueM  BUYU-undexuun
HaOJojaeTcs pe3Koe MOBBIIIEHHE CMEPTHOCTH: 3a JIECSTh JIET OHA IOJHSIACH
no ypoueir 1950-x u 1960-x romoB. B 38 adpuxanHckux crpaHax, B
HanOoJbIIEl CTENEeHH 3aTPOHYTHIX 3Toi mnpobimemoi, k 2020-2025 ronam
MPOJOJDKUTEIBHOCTh KM3HM COKPAaTUTCS IOYTH Ha JAECATh JIEeT, a B CEMH
cTpaHax ¢ HaubonbiuM pacrnpoctpaHeHueM BUU-unpexnum — noutu Ha
30 net. YUto kacaercss HeapHUKAaHCKMX CTpaH, TO HaumOoJjiee CYLIECTBEHHOE
COKpalleHUe NPOJOIKUTENHHOCTH JKM3HU IPOTHO3MpYyeTcss Ha baramckux
OcTtpoBax, B Jlomunukanckoit Pecny6nuke, 'autu, Kambomxke u Mbsiame.
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B mHacrtosmee Bpemsi JIuAUpYIOIlee MECTO B MHpE N0 Macimradam
pacnpoctpaHenuss BUU-undpekunn 3anumaer borcana: BUY nadunuposano
6onee Tpetu B3pocioro Hacenenus. B 1990-1995 ronax mpomgoKUTEIbHOCTD
)KU3HU pocruraia 65 net, ognako k 19952000 rogaM BelieACTBHE MOBBLIIIEHUS
CMEpPTHOCTH 1O mpuunHaMm, cBsa3anubsiM co CIIM oM, oHa ymana go 56 ner u B
HacTosee BpeMs cocrasiseT npuMmepHo 40 ner. B Gnmkaiiniie HECKOIBKO JIeT
YUCJICHHOCTh HACEJICHHs, BEpOSTHO, HAYyHET COKpamarbcsi. XOTs MoKa
9KOHOMHKa bBoTcBaHBI M He omiym@aer Ha cebe MOIIHOIO BO3JEHCTBUS
BUY/CIIUJ, k 2025 roaxy B cTpaHe BO3HHKHET OTPOMHAas HEXBaTKa JHOCH
TPyAOCIOCOOHOTO BO3pacTa.

Boszoeiicmeue BUYICITHU] na oomauinue xo34icmea u cembu

Dmugemus BUY/CIINJ oxa3piBaeT Ha JOMAIIHUE XO3AKMCTBA camoe
HEIMOCPEACTBEHHOE Bo3aeiicTBUE. JleHCTBUTENbHO, AOMAIIHHE XO3SIHCTBAa U
CeMbM CTAJKHMBAIOTCA C HAWMOOJBIIMMHU HpoOJIeMaMH, MOCKOJBKY B IEPBYIO
ouepenb UIMEHHO UM IPHUXOJUTCS 3a00TUTHCS O OOJNIBHBIX M HECTH Ha cebe Bce
OpeMst cBsi3aHHBIX ¢ JTUM 3a0or. B cempsix ¢ BUY-unpuuupoBaHHBIM
KOPMHJIBLIEM BO3HHMKAlOT (UHAHCOBbIE TPYAHOCTH, OOYCIOBIEHHBIE Kak
norepeil 3apaboTka, Tak U YBEJIMUYEHUEM pPACXOJOB Ha JieUeHHe. 3a JONTHH
nepuoJi 00Je3HH JOMalIHKe XO3SHCTBa, JIMIIEHHBIE J0X0/a U BBIHYXKJIEHHbIE
pacxo/oBaTh CKyAHBIE CPEJICTBA HA YXOJ 32 OOJIBHBIM Y4JIEHOM CEeMbH, HUIIAIOT.
ITo maHHBIM HccaeqOBaHUM, MOTpeOieHUEe JOMAIIHUX XO3SUCTB MajaeT, B TOM
quclie COKpamaeTcsa MoTpebleHue MNPOAYKTOB MHUTAaHHSA, YTO BeAeT K
Hepoenanuro. Dnugemus BUU/CIIN] co3mnaer qomonHUTENbHBIE TPOOIEMBI B
TeX MecTax, TAe HHQUIUPOBaHHBIE [OABEPTAIOTCS  JKecTodaiIeMmy
COLMAIbHOMY OCTPaKU3MY.

[Mockonbky BHY-uHpeknus Ooablmie BCEro pacmpocTpaHEeHAa cpenu
MOJIOJIeKU, 3HAYUTEIbHASl 4YaCTh MOKOJICHUS] MOJIOJIBIX POJAUTENEeH OKa3bIBaeTCs
MOTEPSHHOM W CTPYKTypa CEMbHU MpeTeprneBaeT OBICTpPbIC H3MEHEHHsS. B
CepbEe3HO 3aTPOHYTHIX 3TOW HpoOIEeMOW cTpaHax HAOJOAAeTCs yBEIUYCHHE
OJIM JOMAIIHUX XO3SIMUCTB, BO3IVIABISEMBIX >KCHINUHOU, 0aOkol/memom wunu
HECOBEPUICHHOJIETHUM PEOEHKOM-CHUPOTO. B pesynbrare cmepTu OJHOrO H3
Y4JICHOB CEMbH JOMAIIIHEE X03HCTBO BOOOIIE MOXKET PACclacThCs, a IETH MOTYT
OBITh TepelaHbl Ha MOMEYCHHE pPOJCTBCHHHKAM WM JaxXe OpOIICHBl Ha
MPOU3BOJ CYAbOBI.

CMmepTh cynpyra/cynpyru uMeeT 0COOCHHO Cepbe3HbIe MOCISACTBHS st
001IecTBa C SIBHO BBIPAXKCHHBIM pa3jejeHUEM TpPyAa MO MPHU3HAKY I0Ja, TaK
KaK BBDKHMBIIMI CyNpyr/BBIKUBINAS CYNPYyra He MOXET 3aHATh pabouee MeCTo
OOJILHOTO WJIM yMEPIIEro YjeHa CEeMbH MJIM B35ATh Ha CeOs BBIIOJHCHHUE €ro
ob0s3anHocTeit. Tak, B paiione Paxait, Yramma, CIIUJ] cran npuuuHOI
HEXBAaTKUW paboueil CHIBl KaK B CEJIbCKOM XO3SHCTBE, TaK U B CEKTOpE
JIOMAIIHUX YCIYT.

K 2001 rony B pesyabrare snuaemun BUY/CITU]] omuoro wiu oboux
poautenedt numunuchk 14 mMuH. getei B Bo3pacTe no 15 mer. OauHHAAIATH
MUJUIMOHOB M3 HHX HpoxuBaeT B crpaHax Adpuku k tory or Caxapel. K
2010 rogy ux 4ucio, BEpOATHO, ynBoutcs. OObIuHO 3200Ty O cHpoTax OepyT
Ha ce0sl pOJICTBEHHUKH, 0COOEHHO 3TO XapaKTepHO AJis cTpaH AQpPHUKHU, OJHAKO
OBICTPBIH POCT YHCIAa JETEH-CUPOT, CKOpee BCEro, pa3pymUT TPAAUIUOHHYIO
CHCTEMY MOAJEpPKKHM B paMKaX pacIIMpeHHO!l cembu. MHOrue poMaliHue
X03sHcTBa, B3sBIIME Ha cebd 3a00Ty O CHUPOTax, CaMH XHUBYT B YCJIOBHUAX
HULIETHl U MPUHUMAaeMble UMH JI€TU-CUPOTHI CO3JAIOT Ui HUX 3HAUUTEJbHBIE
npoOJIeMBI.
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Boszoeticmeue BUYICITH]] na npednpunumamensckyio 0esmenbHoChb

BUY/CIIN] oxa3biBa€T HEraTMBHOE BO3JEHCTBHE HA JEATEILHOCTH
NpeanpuiaTui KakK B CEJIbCKOXO35IUCTBEHHOM, TaK 51 B
HECEJIbCKOXO35UCTBEHHBIX CEKTOpax. ITo JaHHBIM MPOBEACHHBIX
uccnenoanuit Bosgeiicteus BUY/CIIU], 310 3abosneBaHue BIUsAET Ha
YUCJIEHHOCTh M KauecTBO pabodeil CuUIBI M Ha €€ CTOMMOCTH, IOCKOJIBKY
HanOoJiee NMPOAYKTHBHBIE PaOOTHUKHU IO Mepe pa3BUTUsl Oose3HH paboTaroT
Bce MeHee 3(h(PEeKTUBHO MIIM OKa3bIBAIOTCS HECIOCOOHBIMH paboTaTh BooOIIE U
B KOHEYHOM cyeTe ymupator. [loreps pabGOTHHUKOB BcieacTBue 3abosieBaHUS
CITNIom u pacxolbl Ha BBHIMJIATY MOCOOMN Ha MEIUIIMHCKOE 00CIYyKUBAHUE U
nocoOMii B CBSI3M CO CMEpPThI0O MMEIOT CEpbEe3Hble MOCIEACTBUS  JUIS
paboronareneii.

CreneHb BO3JEHCTBUS Ha KOMIIAHMU 3aBUCHT B MEpPBYI0 odYepelb OT
CIEYIONMHUX MATH (PAKTOPOB: YKcia HHOUIIUMPOBAHHBIX PAaOOTHUKOB; X POJIHU B
KOMIIAHWH; CTPYKTYpbl TPOU3BOJACTBA W BO3MOXHOCTEH ajantanuu K
COKpAICHUIO YKcjia Pa0OTHUKOB;, MNPOM3BOJUMBIX KOMIAHHUEW BBIIIAT Ha
MeauiuHCcKoe obcayxkuBanue;, u Bausaus BUUY/CIIN]] Ha X035AHCTBEHHYIO
KOHBIOHKTYpY. Ha panHux ctanusx 6oje3nu pabOTHUKHU, KaK MPABHIO, MOTYT
MPOJOJKATh BBIMOJHATH CBOM OOSI3aHHOCTH, OJHAKO OHHU dalle OepyT
OONBHUYHBIC M OTHyCKa. KoMmaHuu, BBIIJIAYMBAMOINNE PAaOOTHHKAM U UX
CeMbsM MOCOOMS Ha MEIUIMHCKOE OOCIy)XKHUBaHUE, MOTYT OKa3aThCsi HE B
COCTOSIHMU TOKPBIBATh MEJAUIMHCKUE PACXOAbl U OIIAYMBATH JOPOTOCTOSIIINE
JIeKapCcTBa, HCHoNb3yemble s sedenus BUUY/CIIUJ]. Tak, mo maHHBIM
HCcclie0OBaHMs, IPOBEJEHHOTO B MaiaBu, B OJJHOM W3 KOMIIAaHWUH 3a NATh JIET
ymepio Oonee 40 mponeHTOB BCeX PaOOTHUKOB, YTO MPHUBEIO K PE3KOMY
YBEJIMYEHUIO €€ PacX0JI0B Ha BHIILJIATY MOCOOUI B CBSI3U CO CMEPTHIO.

Bénpmas BeposTHOCTh uHOUUUpoBanus BHUY wu eme GOmbiuas
BepossTHOCTh cmepTu oT CIIM[a cymiecTByeT cpeau MOJIOJBIX JIIOJEH caMoTo
NpOAYKTUBHOTO  Bo3pacta. CTemeHb  HETaTUBHOTO  BO3JEHCTBUS  Ha
HNPOU3BOJACTBO U YIPABICHUE 3aBUCUT OT TOrO, KAKUE JOJDKHOCTU 3aHMMAIOT
nHpuuupoBanueie padoTHUkH. CloXKHEe BCEro HaWTH 3aMeHy paOOTHHKaM C
BbIcoualed kBanuduxkanued M OOJBIIUM TPYNOBBIM cTraxkeM. Kpome Toro,
MOCKOJBKY JJIs 3aTparuBaeMblX OTOW NpoOieMoil JOMalmHUX XO3SHUCTB
XapakTepHbl Ooyiee HU3KHE YPOBHH JOXOZa W MOTPEOJEHHUs, 3TO MOXKET CTaTh
NPUYMHON NaJleHUs CIIPOCa Ha TOBAphl U YCIYIH.

Boszoeiicmeue BUYICIIHU] na cenvckoe xo3aiicmeo

BUY/CIIN HMEET KaracTpopuuecKue MO CJIENCTBUSA JUIs
CEeIIbCKOXO03sMCTBEHHOTO MPOU3BOJICTBA U SKOHOMHYECKOH JKH3HECIOCOOHOCTH
HeOonbmuX (epMepcKuX XO3SWCTB M KOMMEPYECKHX IPOU3BOJUTENEH
CEIbX03MPOAYKIIUH. ITponoBosibcTBEHHAS u CEJIbCKOXO03s1CTBEHHAS
opraumusanus O6venunennbix Hanmit (PAO) ycranosuna, uto k 2020 rogy B
necsiTH adpuUKaHCKMX CTpaHaX, B HauOoybled CTENeHHW 3aTPOHYTHIX
npobiuemoit BUU/CIIM ], unciao ceabCKOXO3IHCTBEHHBIX pabounX COKPATHTCS
Ha 10-26 npouentoB. borcrana, 3umb6a6Be, Mo3am6buk u Hamubus morepsroT
HEe MEHee IISITON YacTH pabOTHUKOB B 3TOM CEKTOpE.

Yr1pata uactu pabouell CHUIBI B CEIbCKOM XO3SHCTBE BEIEeT K
COKpaIllleHUI0 TJIOHIaAX BO3AEIbIBAEMBIX 3€MENb, MEPEXONy Ha KYIbTYpHI,
TpeOyIonue MEHBIIUX 3aTpaT Tpyda, MAJACHUI YPOXKAWHOCTH U HEXBATKE
paboueil cuiabl B TEpUOAbl TOBBIIIEHHOTO cmpoca Ha Hee. CrexcTBueM
SNUACEMUN ABJIACTCA TAKKC yTparTa arpoOTEXHUYCCKHUX 3HAHUHU U COKpalmeHue
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JI0JIM KBaJU(GUUIHMPOBAHHBIX M ONBITHBIX PaOOTHUKOB. B X0Je mpoBeneHHOrO B
3uM0babBe 0OcCieqOBaHMs OBLIO YCTAaHOBJEHO, YTO B JOMAIHHUX XO35HCTBAxX,
3arpoHyThix mnpobnemoit CIIMla, nmpou3BOACTBO CEJNBXO3MPOAYKIUU YIalo
IIOYTH Ha 50 MMPOUECHTOB. Ilo JaHHBIM JIpYyroro uccjieaoBaHUud, MOCBAIIEHHOTO
KOMMCPUYECKUM MPpOU3BOAUTEIAM CCJIbXO3MPOAYKIUU B KeHI/II/l,
3a00J1€Ba€MOCTh M CMEpPTHOCTH, cBs3aHHble co CIIMJlom, yxe mnpuBenu x
pPE3KOMY  yBEIHMYCHHIO (UHAHCOBBIX, OJKOHOMHUYECKHX M  COI[HAIBHBIX
U3JEPKEK.

Boszoeiicmeue BUYICITH]] na cgepy 30pasooxpanenus

Bo wmHoOrmx cepre3no 3arpoHyTseix mnpobmemoir BUU/CIINU] ctpanax
OTCTaBaHHE B pa3BUTHH C(epbl 3IpPaBOOXpPaHCHHS HAOIIOAAIOCH ele 10
BO3HUKHOBeHHUs osmnuaemuu. muaemus BUUY/CIIU]] cos3gana MHOKECTBO
JIOTIOJTHUTENBHBIX TPOOJeM B 3TOW cdepe, Tak Kak ee CICACTBUEM SBHUIOCH
pe3Koe YBEJIMYCHUE PACXOJIOB HAa MEIUIIMHCKOE OOCIyXHBAaHHE U MCUEpPIaHUE
BO3MOXXHOCTEH CHCTEM MEJIUIMHCKOTO cTpaxoBaHus. Kpome Toro, 3a0oneBarT
YU yMUPAIOT CaMU MEIHUIIMHCKUE paOOTHUKH. B pesynbpTare 3TOro mpeajioxxeHue
JNIOCTYMHBIX MEUIIMHCKUX YCIYT COKpaIlaeTcs, a CIpoC yBEJINIUBAETCS.

Pactyr pacxomsl Ha neueHue kak camoro CIIM]/la, Takx u ycioBHO-
MaTOTeHHBIX 3a00JeBaHUM, XapakTepHBIX IS JIWI, HUMMYyHHas cuUCTeMa
kotopeix ocnabiena BUY/CITN]]. Beigenenue CKyaHBIX PECYPCOB Ha JiedeHUE
BUY/CIIN]] o3Hauaio coKpalleHHe (UHAHCUPOBAHUS HA MEIUd pPEUICHHS
JIpYyrux 3ajaa4d B o0nactu 3apaBooxpaHeHus. [I0CKoIbKYy BCIENCTBHE dTUIEMUH
CIINla mnpaBUTEnbCTBa CTaldd HCHBITHIBATH BCe OOJbIINE TPYAHOCTH C
obecreuyeHrneM MEIHMIIMHCKOrO0 OOCHy)XHBaHHS B paMKaX TOCYIapCTBEHHOTO
cekTopa, Bce O6ONBIIYIO 00 PACXOJ0B B 9TO# 00JaCTH BBIHYXK/EHBI OpaTh Ha
ce0s 4aCTHBIN CEKTOP, JOMAIHUE X03ACTBA U KAXKbIil OTICIbHBIN YSTOBEK.

Boszoeticmeue BUYICITH]] na obpasosanue

BUY/CIIN]] mompsiBaeT Te YCIEXH, KOTOPble OBUIM JOCTHTHYTHI B
obnactu obecnedeHuss BceobOulero HadanbHoro oOpazoBanmst. CIINU]L
ociabiseT MOTeHIMal CUCTEMBbl 00pa30BaHUS W CHMIKAET IOCEN[aeMOCTh B
mkonax. B nmonrocpounom mmane snunemus CIIM/la MoxxeT mpuBecTH K
MaJeHUI0 YPOBHS M KauecTBa 0Opa3oBaHUs, YTO B CBOIO OYepe]b HEraTUBHO
CKaXeTCs Ha 4YeJOBEYECKOM TOTEHIHaje U TeMIaX COLUAJIBHOTO U
9KOHOMUYECKOTO Pa3BUTHSL.

B xome wuccnenoBaHuii OBLIO BBISIBICHO LIMPOKOE pPacHpOCTPaHEHHE
BUY-undexuuu cpenu yuuteneidd m paboTHHKOB cdepbl oOpa3oBaHHUs, 4YTO
MoJpBIBaeT 00pa3oBaTENbHBIH MOTEHI[MAT B KOJUYECTBEHHOM U KaueCTBEHHOM
otHomeHud. CIO0KHO HAaWTH 3aMeHy KBaJH(QUIIMPOBAHHBIM U OIBITHBIM
yuutenssMm. [lo naHHbIM oOciieqoBaHus, npoBeieHHoro Jlerckum QoHIoM
Oprannzanuu O6benunennsix Hanuit (FOHUCE®), wuywncno yuwureneit,
ymepmiux B 1998 romy B 3amM0uuM, DKBHBAJIEHTHO JBYM TpPETSIM BCeEX
BBIYCKHHUKOB MEJaroru4eckux KypcoB TOro rojga. B cuiay oOcToATENbCTB
ONBITHBIX Y4YHMTEJIeH 3aMellaloT MEHee ONBITHbIE; KaK CIEJCTBHE, MNajgaer
KauecTBO  obOpa3oBanusa. IIpobGnema  kadecTBa  ycyryOusieTcs — Takke
HapylleHueM y4eOHOTo Ipolecca BCIEACTBHE YacTOr0 HEBBIXOAA yuUTelel Ha
pabory.

Kpome Toro, kak moka3blBalOT HCCIE0BaHUs, I€TH U3 CEMEeH, B KOTOPBIX
ectb BUY-unpuuumpoBaHHble, 4daime OpocarmT IKOIy. OTO BBI3BaHO
HEO0OXOAMMOCTBIO OKa3aHMs IOMOLIM IO JIOMYy WM paboThl 1o Halimy. MeHee
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COCTOSATENIbHBIC CEMBbH HE MOTYT MO3BOJIUTH ce0e IMIATHThH 32 00y4YeHHE NeTei.
B xone wuccinegoBaHus, NPOBEJEHHOTO B OJHOM U3 palOHOB YrawAbl C
BBICOKMM TMoKa3areiem pacnpoctpanenuss BUY/CIIN]I, 6b10 yCTAHOBIEHO,
yT0 3a nepuox ¢ 1989 no 1993 rox obuiee uncio aereit, odyuyaromuxcs B Tpex
HavyaJbHBIX MIKOJAaX, CoKpaTuiaoch Ha 60 mpoiieHTOB. CHPOTHI, MOTEPSBIINE
oboux poauTened, Kak MPaBUiIO, Yalle, YeM JPyrue JAeTH, He MOCEINaroT
mrkouty. [1o maHHBIM oOclieioBaHus JOMamHUX X03sicTB B Kamnane, Yrauaa, B
1990 rony mOCTaTOYHBIMU CPEACTBAMH [JIsi HAMNpaBJICHUS CBOUX JETeH B
LIKOJy He pacroJiaraiu 47 mpoleHTOB JOMAIIHUX XO3SHCTB, B COCTaB KOTOPBIX
Bxonuau cupothl, u 10 MNPONEHTOB JOMAIIHUX XO35AUCTB BCEX APYTUX
KaTeropui.

Boszoeticmeue BUYICITH]] na sxonomuyeckuti pocm

Onupemuss BUU/CIIUJ — Ts0kKOe OpeMms It SKOHOMHKH JTH00O0#
cTpaHbl. DTO 0COOCHHO BEPHO B OTHOLIEHHWM CTpPaH cO ciaboi HKOHOMHUKOM,
KaKOBBIMHU, KaK IPABHWIJIO, U SBISAIOTCS CTPaHbl C BBICOKMMHU IIOKa3aTelsiMU
pacnpoctpanenuss BUU-undekiuu cpeau HaceneHus. Bo MHOTHX cTpaHax, B
3HAYUTEJIbHON CTENEeHM 3aTPOHYTHIX O9TOH MNpoOJIeMoOil, OBUIM NTPOBEIECHBI
HCCIEAOBAHUS C IENbI0 CMOJeIupoBaTh Bo3zdecictBue BUUY/CIIN]] Ha
JKOHOMUYECKUH pPOCT. B oaHHMX ciaydasgX D3KOHOMHYECKOE BO3JEHCTBUE
BUY/CIIN]] 6bu10 OlleHEHO KaK «HEe3HAYUTEeNbHOE». B Apyrux ciaydasx ObLI
clleJlaH BBIBOJ O €KEroJHOM COKpPAall€HUU BaJIOBOIO BHYTPEHHErO NMPOJYKTa Ha
2—-4 npOUEHTHBIX IYHKTa MO CPaBHEHHUIO C TUINOTETHYECKOW CHUTyanuen
«monHoro orcytcTBus 3aboneBaemoctu CIIM[Jom». I[TomMumo BiusHUS Ha
BaJIOBOW BHYTpPEHHHUU NpoaykT, snugemus BUY/CIIU]], mo Bcell BUAMMOCTH,
yCyTyOJIsieT HEpaBEHCTBO JOXOJ0B H 000CTpPAET MPOOIEeMy HUIMIETHI.

Honrocpounoe Bo3zaeiicteue BUY/CIIU]] wHa 6marococtossHue u
pa3BUTHE, HECOMHEHHO, sIBJIseTCs 0oJiee Cepbe3HBbIM, YEM TO, YTO BHITEKAET U3
SKOHOMHYECKOro aHaiu3za. B oneHkax BosnedcrBusi BUU-undexknuu Ha
JKOHOMUYECKHE IIOKa3aTeld, KaK IpaBUlO, HE YUHUTBIBAETCS IOTEpPS
«COLMAJIbHOTO KaluTajlxa» WM <«HaKalIMBaeMbIi» yiiepO, KOTOphIi OyneT
OpUYHHEH Ye0BeUYeCcKoMy KamuTtaiy B Oyaymem, xots BUU/CIIN ] oka3siBaet
npsiMoe M KOCBEHHOE HeraTuBHOE BIHsSHHE Ha oOpa3oBaHHME, NUTaHHE U
300poBbe  aAeTedd. MeHbIIME  BIOXKEHHS B  YEJOBEYECKHH  KamuTal
MOJIPACTAIONIEr0 IOKOJICHUS HEH30EeXHO CKaXyTcsi Ha OJKOHOMHYECKHX
IIOKAa3aTeJIsIX Yepe3 HECKOJBKO NECATUIECTUN, TO €CTh 3HAYUTEIBHO MO3KE TOTO
BpeMeHHOro mnepuojaa, KOTOPBIH B OOJBIIHHCTBE CIIy4aeB OXBAaThIBACTCS
9KOHOMUYECKUM aHAIU30M.

Buisoobl

Ha cBoei#l maBaanarh HiecToil crenMalbHON ceccuM, cocTosBieiics 25—
27 mions 2001 roma B Hewo-Mopke, TIemepambmas Accambues B cBoeil
pesomonuu 26-S/2 (npunoxenune) npunsiia J[eknapanuio O MPUBEPKEHHOCTH
neny Oopeber ¢ BUU/CIIUJ]. B osroit Jleknapanuu TOBOPHUTCH, UYTO ...
rnobaneHas snugemus BUY/CIIU]], nocTurmas ykacaouidx MaciitaboB u
OKa3pIBamIIas OMyCTOIIMTEIRHOE  BO3JCHCTBUE, MPEACTaBIsAET COOOH
r00aJbHYI0 YPE3BHIYAHHYIO CHUTYAlHI0 U OJHY M3 CaMbIX CEPhE3HBIX YIrpo3
KU3HU U JOCTOUHCTBY 4YeJOBEKa, a Takxke 3(PPEKTUBHOMY OCYIICCTBICHUIO
MpaB 4YeJ0BEKa, KOTOpas MOJAPHIBAET COI[MAIbHO-IKOHOMHYECKOE Pa3BUTHE IO
BCEMY MHPY U 3aTparuBaeT BCE CJIOM O0IIeCTBAa — HAIMIO, OONUHY, CEMBIO U
KaXJIOTO OTJEJILHOTO YeI0BEKa».
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C wMomeHTa mnpuHATHSA Jlekiaapaluu O TNPUBEPKEHHOCTH OSIUJIEMUs
BUY/CIIN]] obocTpunachk U pacuidnpuiack. B mpencTaBIeHHOM Ha MSTHACCST
BochMOH ceccum I'eHepanbHOil Accambien poxinane ['eHepanbHOTO cexperaps
0 mporpecce B OCylIeCTBIeHUHU Jleknapanuu o NpUBEPKEHHOCTH ey 00pbObI
¢ BUY/CIIU] momuepkuBaeTcs, 4TO JJIs MNPEJOTBPAIEHHs 3HAYUTEIHLHOTO
pacnpoctpanenuss ~ BUUY/CIIU]]  TpebyroTcst  CHIbHOE  MOJHUTHYECKOE
pykoBoacTBO W J¢(dexTUBHbIe JedcTBHs. B jmokiage BceM cTpaHam
pekoMeHayeTcs pa3paboTarb U OCYIIECTBISTH HAI[MOHAJIbHBIE CTpaTeruu
KOMIUJIEKCHOM TNpO(MIAKTHKU, a TaKXKe JCYCHUS U TOJJICPKKH JIOJCH,
uapunuposanusix BUY/CITN]] uiau 3aTpOHYTHIX 3TOW MpoGieMoii.

Hns toro uto6sl mobeauts BUY/CIIU], moTpeOyroTCs 3HAYUTENBHO
60nbme ycunms W pecypcbl. Kak ormerun [eHepasbHBI CeKpeTaph B
3aKJIIOYMTENILHOW YacTH CBOEro JoKjaja, «... B HedsiX (uHaHCUpOBaHHS
rI00aNbHBIX MEp pearupoBaHus ... €XKerojHoe (UHAHCHPOBAHUE IPOrpamMm
60ps6br ¢ BUY/CIIU/] A0MKHO YBEIHUYUTHCS IO CPABHCHHIO C HBIHEIIHHM
ypoBHeM B TpH pa3a k 2005 roay u B nsate pa3 — k 2007 rogy».

IIpenyragare, kak Oymer pasBuBarbes odmuaemus BUY/CITAJ,
HEBO3MOXHO. DTO OyJaeT 3aBUCETh OT TOTO, KAaKHME MEpPhl B OTBET Ha Yrpo3y
BUY/CIIN]] Gyner npuHUMATh KaXJIbId OTIACIbHBINA YeIOBEK, OOIIMHBI, HAI[UU
Y BECh MUP CETOJIHS U 3aBTpa.
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RESUMEN EJECUTIVO

El VIH/SIDA es la epidemia de mayor mortandad de nuestra época. Mas
de 22 millones de seres humanos ya han perdido la vida y mas de 42 millones
viven actualmente con el VIH/SIDA. Aun si se descubriera hoy una vacuna
contra el VIH/SIDA, de todas formas moririan prematuramente, debido al
SIDA, mas de 40 millones de personas. En muchos paises, particularmente en
Africa y en los paises mas afectados, como Botswana, Swazilandia y Zimbab-
we, la epidemia del SIDA se ha propagado rapidamente, dejando tras de si una
estela de enfermedad, muerte, pobreza y dolor. En otros paises la enfermedad
se encuentra aun en sus primeras etapas. Recientemente el VIH/SIDA ha gana-
do fuerza en los paises de mayor poblacion del mundo. El nimero de infecta-
dos con el VIH ha llegado a 1 milléon en China y a 6 millones en la India. Ya
comienzan a hacerse sentir en esos paises los efectos destructivos de la epide-
mia.

La epidemia no s6lo ha cobrado la vida de seres humanos, sino que,
ademas, ha impuesto una pesada carga en las familias, las comunidades y las
economias. El dolor y la devastacion que ya ha causado el VIH/SIDA es enor-
me, pero lo mas probable es que los efectos venideros sean aun mayores, al
seguir aumentando la incidencia de la enfermedad en un numero creciente de
paises. Es dificil predecir con certeza el curso futuro de la epidemia. Mucho
depende de que:

e Se eduque a la poblacion acerca de los peligros del virus y se la per-
suada a modificar su conducta;

e Se encuentren formas efectivas de impedir que se siga propagando
el virus;

e Se descubran nuevos medicamentos y tratamientos;

e Se movilicen los recursos financieros y humanos necesarios para
llevar a cabo estas tareas.

Poco después de declararse la epidemia, la Division de Poblacion del
Departamento de Asuntos Econdémicos y Sociales empezo a estudiar la demo-
grafia del VIH/SIDA e incorporo6 el impacto del VIH/SIDA en las revisiones
bienales de las estimaciones y proyecciones oficiales de las Naciones Unidas
relativas a la poblacién mundial'. El presente informe abarca un campo mayor,
pues en él se analiza el impacto, mas amplio, del VIH/SIDA en el desarrollo.
El informe es una contribucién al 38° periodo de sesiones de la Comision de
Poblacion y Desarrollo, que se celebrara en 2005, con el tema “La poblacion,
el desarrollo y el VIH/SIDA, con especial referencia a la pobreza”. En él se
presenta, ademas un panorama general de toda la gama de consecuencias de la
epidemia del SIDA, que servira de base para la revision que debera hacer en
2005 la Asamblea General sobre la aplicacion de la Declaracion de compromi-
so de las Naciones Unidas en la lucha contra el VIH/SIDA, aprobada en 2001
(A/RES/S-26/2).

"World Population Prospects: The 2002 Revision (publicacion de la Divisién de Poblacion
del Departamento de Asuntos Econdmicos y Sociales de las Naciones Unidas), numero de
venta: E.03.XIII.6).
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Ademas de analizar el impacto demografico del VIH/SIDA, el estudio
destaca también los efectos del VIH/SIDA en las familias y los hogares, en la
sostenibilidad agricola, la actividad econdémica, el sector de la salud, la educa-
cion y el crecimiento econdémico de los paises. La epidemia del VIH/SIDA ha
anulado decenios de progreso en la lucha contra la mortalidad y ha comprome-
tido gravemente las condiciones de vida de las generaciones actuales y futuras.
La enfermedad produce efectos de esa magnitud porque debilita y da muerte a
muchos adultos jovenes, es decir, cuando se encuentran en los afios mas pro-
ductivos para generar ingresos y cuidar las familias. Al destruir las familias,
elimina a toda una generacion de importancia critica para la supervivencia de
los integrantes de la sociedad mas jovenes y de mayor edad.

El impacto demografico del VIH/SIDA

El VIH/SIDA ha tenido ya un impacto demografico devastador, sobre to-
do en el Africa al sur del Sahara. Se ha traducido en terribles pérdidas de vida
y poblacidn. Las proyecciones de poblacion recientes de las Naciones Unidas
se prevén pérdidas aun mas drasticas para los decenios venideros.

En World Population Prospects: The 2002 Revision (Perspectivas de la
poblacion mundial: revision de 2002), publicacidon en que se consignan las es-
timaciones y proyecciones oficiales de las Naciones Unidas respecto de la po-
blaciéon mundial, se incorporaron los efectos del VIH/SIDA en los 53 paises
mas afectados, que es donde se encuentra mas del 90% de los adultos que vi-
ven con VIH/SIDA. En esos 53 paises, el numero anual de defunciones adicio-
nales habia llegado a 1 millén de personas a principios del decenio de 1990, a
3 millones en 2000 y a mas de 4 millones en 2003.

Treinta y ocho de los 53 paises, es decir, tres de cada cuatro, se encuen-
tran en el Africa al sur del Sahara. Se prevé que en esos paises africanos, hasta
2025, se produciran 100 millones de muertes adicionales a consecuencia de la
epidemia de VIH. En 2025, esos paises tendran un 14% menos de habitantes
que si no se hubiera producido la epidemia,

Aunque los efectos demograficos del VIH/SIDA en los paises fuera de
Africa son relativamente moderados y las tasas de incidencia menores, la pér-
dida de vidas sigue siendo enorme. Se prevé que, hasta 2025, el SIDA causara
otros 31 millones de muertes en la India y otros 18 millones en China.

La mortalidad ha aumentado considerablemente en los paises con alta
prevalencia de VIH; en un decenio ha llegado a niveles sin precedentes desde
el decenio de 1950 o el de 1960. En los 38 paises africanos mas afectados, en
2020-2025, se habran perdido casi 10 afios de esperanza de vida; en los siete
paises de mayor prevalencia, se habran perdido casi 30 afios de esperanza de
vida. Fuera de Africa, entre los paises que se prevé que sufriran una reducciéon
considerable de la esperanza de vida se cuentan las Bahamas, Camboya, Haiti,
Myanmar y la Republica Dominicana.

Actualmente Botswana tiene la mas alta tasa de prevalencia de VIH del
mundo: mas de uno de cada tres adultos es seropositivo. La esperanza de vida
habia alcanzado los 65 afios en 1990-1995, pero se redujo a 56 afios en 1995-
2000 y actualmente es de aproximadamente 40 afios, como resultado de la
mortalidad provocada por el SIDA. Dentro de pocos afios probablemente tam-
bién comenzara a disminuir la poblacion. Si bien atin no se hace sentir plena-
mente el impacto econdémico del VIH/SIDA, las proyecciones de poblacion pa-
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ra Botswana indican que en 2025 habra un grave déficit de habitantes en edad
de trabajar.

El impacto del VIH/SIDA en las familias y los hogares

El impacto inmediato de la epidemia de VIH/SIDA se hace sentir en los
hogares. De hecho, las familias y los hogares llevan la carga mas onerosa por
ser las unidades primarias que deben hacer frente a la enfermedad y sus con-
secuencias. Las familias en que la persona infectada es la fuente de ingresos
sufren, desde el punto de vista financiero, tanto por la pérdida de ingresos co-
mo por el aumento de los gastos de atenciéon médica. Los hogares se van em-
pobreciendo durante los largos periodos de enfermedad, debido a la pérdida de
ingresos y a los costos de atender al familiar afectado. Diversos estudios ates-
tiguan que baja el nivel de consumo de los hogares, incluso en concepto de
alimentos, lo que desemboca en malnutricion. La epidemia de VIH/SIDA plan-
tea problemas adicionales en los lugares en que la enfermedad va acompafiada
de un grave estigma social.

Como las infecciones con VIH/SIDA se producen principalmente entre
los adultos jovenes, se pierde una proporcion importante de la generacion de
padres jovenes, con lo que la composicion de las familias se modifica rapida-
mente. En los paises muy afectados, aumenta el porcentaje de hogares encabe-
zados por mujeres y abuelos, asi como por huérfanos jovenes. Cuando muere
un miembro de la familia, el hogar puede quedar totalmente desarticulado y
los nifios deben irse a vivir con parientes o bien quedan abandonados a su
suerte.

La enfermedad o muerte de un conyuge tiene efectos particularmente se-
veros en las sociedades en que la division del trabajo obedece principalmente a
consideraciones de género, ya que el conyuge que sobrevive no puede asumir
el trabajo ni las responsabilidades del conyuge enfermo o que ha fallecido. Por
ejemplo, en el distrito Rakai de Uganda, las muertes ocasionadas por el SIDA
han causado escasez de mano de obra en las labores agricolas y domésticas.

En 2001, 14 millones de nifios menores de 15 afios habian perdido a uno
o ambos padres debido al VIH/SIDA. De esos nifios, 11 millones viven en el
Africa al sur del Séhara. Es probable que las cifras se dupliquen en 2010. Es
comun que los familiares acojan a los huérfanos en sus hogares, sobre todo en
las sociedades africanas, pero el rapido aumento del niimero de huérfanos no
puede menos que rebasar el sistema tradicional de apoyo de las familias
extendidas. Muchos de los hogares a que llegan los huérfanos ya son pobres,
por lo que darles lugar representa una carga importante.

El impacto del VIH/SIDA en las empresas

La enfermedad afecta a las empresas comerciales tanto de los sectores
agricolas como no agricolas. En los estudios disponibles sobre el impacto del
VIH/SIDA se destaca el observado en el tamafio y la calidad de la mano de
obra y en el costo de ésta cuando los trabajadores mas productivos estan de-
masiado enfermos para trabajar bien o siquiera trabajar y, a la postre, mueren.
La pérdida de trabajadores debido al SIDA y los costos de proporcionar pres-
taciones de atencion de la salud y por defuncion han repercutido considera-
blemente en los empleadores.
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El impacto en las empresas depende primordialmente de cinco factores:
el numero de empleados infectados; la funcion de éstos en la empresa; la
estructura del proceso de produccion y la capacidad de ésta para hacer frente a
la pérdida de empleados; las prestaciones de atencion de la salud que
proporciona la empresa; y los efectos del VIH/SIDA en el entorno comercial.
Lo mas corriente es que en la primera etapa de la enfermedad los trabajadores
puedan seguir trabajando, pero tomando mas dias de licencia anual o por
enfermedad. Puede suceder que las compaiiias que otorgan prestaciones de
enfermedad a los trabajadores y sus familias no estén en condiciones de pagar
los gastos de atencion de la salud ni los caros medicamentos que se utilizan en
el tratamiento del VIH/SIDA. Por ejemplo, en un estudio hecho en Malawi se
determiné que, en un periodo de cinco afios, el nimero de muertes en una
empresa habia aumentado mas de un 40%, lo que se habia traducido en un
aumento considerable de los pagos de prestaciones por defuncién.

Los que tienen mas probabilidades de contraer el VIH son los adultos jo-
venes en sus mejores afios de trabajo; los trabajadores jovenes representan un
nimero desproporcionado de las muertes por SIDA. Seglin los puestos que
ocupen los trabajadores infectados, los efectos se hacen sentir en la produccion
y en la administracion de la empresa. Los trabajadores mas dificiles de reem-
plazar son los mas cualificados y con mayor experiencia. Puede suceder tam-
bién que se reduzca la demanda de bienes y servicios debido a que las familias
afectadas tienen menos ingresos y acusan niveles mas bajos de consumo.

El impacto del VIH/SIDA en la agricultura

El VIH/SIDA tiene efectos devastadores en la produccion agricolay en la
viabilidad econdmica de las explotaciones agricolas pequeias y las empresas
agricolas comerciales. La Organizacion de las Naciones Unidas para la Agri-
cultura y la Alimentacion (FAO) ha determinado que en los 10 paises africanos
mas afectados por el VIH/SIDA, en 2020 la mano de obra agricola se habra
reducido entre 10% y 26%. Se calcula que en Botswana, Mozambique, Nami-
bia y Zimbabwe se perdera por lo menos la quinta parte de los trabajadores
agricolas.

Entre las consecuencias de la pérdida de trabajadores agricolas se cuen-
tan la reduccién de la tierra labrantia en explotacion, el paso a cultivos que
exigen menos mano de obra, la reduccion del rendimiento de las cosechas y
una escasez de mano de obra en los periodos de mayor demanda de trabajado-
res. La epidemia también acarrea la pérdida de conocimientos de métodos
agricolas y una reduccion del nimero de trabajadores cualificados y con expe-
riencia. Una encuesta realizada en Zimbabwe determind que en los hogares
afectados por el SIDA la producciéon agricola se habia reducido en casi un
50%. Otro estudio, centrado en el sector agricola comercial de Kenya, deter-
min6 que la morbilidad y mortalidad causada por el SIDA ya habia causado
profundos costos financieros, econdémicos y sociales.

El impacto del VIH/SIDA en los sistemas de salud

En muchos de los paises mas afectados, los sistemas de salud eran insu-
ficientes aun antes del arribo del VIH/SIDA. La epidemia ha impuesto enor-
mes demandas adicionales a esos sistemas, presionando al maximo los presu-
puestos de salud y los planes de seguros médicos. Ademas, los propios traba-
jadores de la salud estan cayendo enfermos o muriendo, presa de la epidemia.
Por lo tanto, a la vez que aumenta la demanda, se esta reduciendo la oferta de
servicios de salud disponibles.
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Han venido aumentado los gastos correspondientes al tratamiento del
SIDA y de las infecciones oportunistas comunes en las personas cuyos siste-
mas de inmunidad se han visto comprometidos por el VIH/SIDA. La asigna-
cion de los escasos recursos disponibles al tratamiento del VIH/SIDA ha redu-
cido la atencion que se presta a otros problemas de salud. Como los gobiernos,
ante la epidemia del SIDA, se ven cada vez mas exigidos para prestar servicios
de salud por conducto del sector publico, los gastos pertinentes, cada vez en
mayor medida, deben correr por cuenta del sector privado y de los propios
hogares y los particulares.

El impacto del VIH/SIDA en la ensefianza

El VIH/SIDA esta anulando los progresos que se habian alcanzado para
lograr una ensefianza primaria universal. El SIDA debilita los sistemas de en-
sefilanza y conspira contra la asistencia de los niflos a las escuelas. Es posible
que, a la larga, la epidemia del SIDA se traduzca en una baja del nivel y la ca-
lidad de la ensefianza, lo que reduciria el capital humano y retrasaria el desa-
rrollo econdémico y social.

Los estudios realizados han revelado la existencia de una alta tasa de in-
feccion por VIH entre los maestros y administradores escolares, lo que afecta
tanto a la calidad como a la cantidad de los recursos educativos. Es dificil re-
emplazar a los maestros con experiencia. Segun un estudio del Fondo de las
Naciones Unidas para la Infancia (UNICEF), el numero de defunciones de
maestros ocurridas en Zambia en 1998 equivaliéo a perder aproximadamente
dos terceras partes de los maestros que se capacitan anualmente. Por fuerza,
los maestros con experiencia son reemplazados por maestros de menos expe-
riencia y, por ende, baja la calidad de la educacion. La calidad también se ve
comprometida cuando el ausentismo de los maestros incide negativamente en
el proceso de aprendizaje de sus alumnos.

Por otra parte, diversos estudios indican que los nifios de las familias en
que hay una persona infectada tienen menos probabilidades que los demas de
seguir asistiendo a la escuela. Se les necesita para que ayuden en el hogar o
salgan a trabajar. Las familias con menos medios no pueden pagar los gastos
escolares. Segun un estudio realizado en un distrito de Uganda con una alta ta-
sa de infeccion, la matricula total de tres escuelas primarias habia experimen-
tado una baja de un 60% entre 1989 y 1993. De la misma forma, los huérfanos
de padre y madre tienen muchas menos probabilidades de seguir asistiendo a
la escuela que otros nifios. Una encuesta por hogares realizada en Kampala
(Uganda) determiné que, en 1990, el 47% de los hogares en que habia huérfa-
nos no tenian suficiente dinero para enviar los nifios a la escuela, en compara-
cién con el 10% de los demas hogares.

El impacto del VIH/SIDA en el crecimiento economico

La epidemia de VIH/SIDA representa una carga para la economia de
cualquier pais. Ello se aplica, en especial, a las economias débiles caracteristi-
cas de los paises con altos niveles de prevalencia de VIH. En muchos de los
paises mas afectados se han realizado estudios para preparar modelos sobre el
impacto del VIH/SIDA en el crecimiento econémico. En algunos casos, las es-
timaciones del impacto econémico del VIH/SIDA han sido “bajas™; en otros,
se han determinado reducciones anuales entre 2% y 4% del producto interno
bruto anual, respecto de una situacion hipotética en que no hay SIDA. Mas alla
de esos efectos en el producto interno bruto, lo mas probable es que la epide-
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mia del VIH/SIDA exacerbe la desigualdad de ingresos y haga aumentar la po-
breza.

Evidentemente, los efectos a largo plazo del VIH/SIDA en el bienestar y
el desarrollo son mas graves de lo que indican los analisis econémicos. Por lo
general, en las estimaciones de los efectos del SIDA en la actividad econdmica
no se tienen en cuenta la pérdida de “capital social” ni los dafios a largo plazo
que sufre el capital humano, ya que el VIH/SIDA afecta directa e indirecta-
mente a la educacion, la nutricion y la salud de los nifios. Las consecuencias
de que se reduzca la inversion en el capital humano de las generaciones mas
jovenes se haran sentir en el rendimiento econémico durante decenios, y reba-
saran mucho el periodo que abarca la mayoria de los analisis econémicos.

Conclusiones

En su resolucidon 26-S/2 (anexo), la Asamblea General, en su vigésimo
sexto periodo extraordinario de sesiones, celebrado en Nueva York del 25 al
27 de junio de 2001, aprobd la Declaracion de compromiso en la lucha contra
el VIH/SIDA. En ella se sefiala que “la epidemia mundial de VIH/SIDA, por
sus dimensiones y consecuencias devastadoras, constituye una emergencia
mundial y uno de los desafios mas graves para la vida y la dignidad del ser
humano, asi como para el disfrute efectivo de los derechos humanos, que so-
cava el desarrollo econdémico y social en todo el mundo y afecta a todos los
niveles de la sociedad: individual, familiar, comunitario y nacional”.

Desde la aprobacion de la Declaracion de compromiso, la epidemia de
VIH/SIDA sigue propagandose. En el informe presentado por el Secretario
General a la Asamblea General en su quincuagésimo octavo periodo de sesio-
nes sobre los logros alcanzados en la aplicacion de la Declaracion de compro-
miso en la lucha contra el VIH/SIDA, se hace hincapié en la necesidad de una
direccion politica enérgica y de medidas eficaces para evitar una expansion de
grandes dimensiones del VIH/SIDA. En el informe se recomienda que todos
los paises elaboren y ejecuten estrategias nacionales que promuevan la presta-
cion de actividades de prevencion, tratamiento, atencion y apoyo integrales a
las personas que vivan con el VIH/SIDA o estén afectadas por ¢él.

Para vencer el VIH/SIDA, se necesitara aumentar en mayor medida las
actividades y los recursos necesarios para ese fin. La conclusion a que llego el
Secretario General en su informe fue que “para financiar la respuesta mundial
..., el nivel actual de financiacién anual de la lucha contra el VIH/SIDA debe
triplicarse hasta el 2005 y quintuplicarse hasta el 2007”.

El curso de la epidemia de VIH/SIDA dista mucho de estar predetermi-
nado. A la larga, dependera de la forma en que las personas, las comunidades,
las naciones y el mundo respondan hoy y mafiana a la amenaza que plantea el
VIH/SIDA.
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INTRODUCTION

The health and mortality of those living with
HIV and AIDS and the demographic effects of
AIDS mortality are the focus of much research
attention, but the wider implications of the
epidemic are less well explored. HIV/AIDS will
have long-term effects on families, communities,
enterprises, agriculture and the well-being and
economic future of society as a whole. Where the
disease gained an early foothold and has had the
time and opportunity to spread, the consequences
are already apparent. As more countries
experience outbreaks of the disease, the effects in
today’s high-prevalence countries are likely to be
played out in settings all over the world.

Since 1981, when the first cases of AIDS
were diagnosed, AIDS-related mortality has
reached orders of magnitude comparable to those
associated with visitations of pestilence in earlier
centuries. The Black Death of 1347-1351 killed
more than 20 million people in Europe; by the end
of 2002, 22 million people had lost their lives to
AIDS, and more than 42 million were living with
HIV/AIDS. The future course of the disease and
its real magnitude remain unknown. Thus, it is of
paramount importance to understand the impact of
the pandemic, to present the current state of
knowledge of its impact and to identify areas
where research is vitally needed.

In many developing countries, the effects of
the HIV/AIDS epidemic, combined with the
economic recessions of the 1970s and 1980s, have
erased decades of demographic and economic
progress and have seriously compromised the
living conditions of future generations (Nicoll and
others, 1994). The disease has such a staggering
impact because it weakens and kills many people
in their young adulthood, the most productive
years for income-generation and family
caregiving. It collapses and breaks up families by
eliminating the generation that is important to the
survival of society’s youngest and oldest
members.

The HIV/AIDS epidemic affects every aspect
of human life. It has imposed heavy burdens on
individuals, families, communities and nations.
The present publication documents the wide-
ranging impacts of HIV/AIDS on families and
households; agricultural sustainability; business;
the health sector; education; and economic
growth. The study also shows that the AIDS
epidemic will continue to have devastating
consequences for decades to come for virtually
every sector of society. In many countries, the
epidemic is undermining the achievement of the
goals outlined in the Millennium Declaration
adopted by the General Assembly in 2000.
Accordingly, immediate action and investments in
policies and programmes will be able to save
millions of lives and mitigate the destructive
consequences of an unchecked epidemic.

The Impact of AIDS is organized into ten
chapters. The first chapter considers the data,
sources and methods for studying the impact of
the AIDS epidemic. The second chapter looks at
the current and projected future demographic
impact of the epidemic, particularly for the 53
most affected countries. The third chapter deals
with the impact of HIV/AIDS on families and
households, the units of society that are most
directly affected when a member contracts the
disease. The next two chapters address production
sectors of the economy, namely, firms and
agriculture. The loss of large numbers of workers
owing to illness or death disrupts the supply of
food and manufactured goods and has
ramifications for the functioning of the whole
economy.

Chapters VI and VII discuss the education and
health sectors, both areas of human capital invest-
ment important to a nation’s future economic
development. Education has already been
adversely affected by the HIV/AIDS epidemic.
Not only have many teachers and school
administrators been stricken with the disease, but
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children have been forced to drop out of school to
help care for family members who are ill or to
replace the labour of those who can no longer
work. The loss of schooling for future generations
may be the most long-lasting and crippling legacy
of the disease. The health sector is most directly
involved in dealing with the victims of
HIV/AIDS, especially in caring for those infected
but also in helping to prevent further transmission

of the virus. Chapter VIII focuses on the impact of
the AIDS epidemic on national economic growth,
including the macroeconomic models that have
been constructed to predict future economic
growth in the age of HIV/AIDS. A summary and
conclusions to the study are given in chapter IX.
Chapter X provides descriptions and findings of
selected studies used in preparing the present
report.
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PART ONE



I. DATA, SOURCES AND METHODS

The studies described in The Impact of AIDS
use a wide variety of sources and methods to col-
lect and analyse data and arrive at conclusions
concerning the impact of HIV/AIDS on particular
sectors of the economy. Each methodology has its
own strengths and limitations, as described below.
The choice of methodology and research design
has direct implications for the quality and useful-
ness of the results. Larger, more representative
samples are more likely to produce findings that
can be broadly generalized, whereas qualitative
studies that rely on small samples and anecdotal
accounts are of less statistical value. The reader is
cautioned that the quality of the studies reviewed
in this volume is uneven. Moreover, since people
in many societies associate the disease with shame
and stigma and are reluctant to discuss it, investi-
gation of a subject as sensitive as HIV/AIDS pre-
sents problems for the researcher. That concern
underlies the difficulty of measuring the exact
magnitude of the impact of HIV/AIDS and the
need to design and implement more rigorous and
more appropriate research.

Chapter 1 examines the types of methodolo-
gies common to studies of the impact of
HIV/AIDS and identifies areas where future re-
search is urgently needed. In some cases, the
methodology was appropriate for only one sector;
in other cases, the same methodology could be
applied to measure the impact in several sectors.
Some research combined several methodologies
and assembled data from a variety of sources.
Many studies, especially those that served as the
basis for the analysis in chapter III on households
and families, used retrospective interviews with
subjects, although a few studies with longitudinal
surveys were available. Data collection from offi-
cial government records formed the basis for
some investigations, especially in the education
and health sectors. Studies on firms and agricul-
tural enterprises focused mainly on company re-
cords of employment, productivity and health. In
the macroeconomic studies of the impact of
HIV/AIDS, virtually all efforts employed eco-
nomic modelling, although the models differed

according to the inputs selected and assumptions
underlying the model. Finally, a number of studies
used evidence that was not easily verifiable or
quantifiable, such as semi-structured interviews
and focus groups. That approach was often a sup-
plement to other lines of evidence.

Part I of the report is an attempt to provide a
comprehensive survey of studies that were avail-
able from published and electronic sources as con-
ference papers, United Nations reports and com-
munications from individual scholars. Some of the
studies were preliminary reports on research in
progress and were not formally reviewed and pub-
lished or did not give a full account of the re-
search carried out. Part Il of the report presents
summaries of selected studies, with particular at-
tention to the methodology and scope of each
study. Overall, the body of data is enormous and
changes rapidly. As the implications of the epi-
demic for all facets of human life become ever
more apparent, the need for research to guide
policies and programmes escalates.

A. METHODOLOGIES OF STUDIES
1. Demography

For countries that are severely affected by
HIV/AIDS, the demographic impact of HIV/AIDS
was assessed by comparing population estimates
and projections based on realistic assumptions
about the course of the epidemic with hypothetical
estimates and projections that make no allowance
for the existence of AIDS. The latter are derived
from the application of the DESA Population Di-
vision standard computer projection program, on
the basis of assumptions regarding the future
course of mortality that are similar to and consis-
tent with those made with respect to countries that
are still largely free from the HIV/AIDS epidemic.
The process for deriving estimates and projections
that explicitly incorporate the effect of HIV/AIDS
is more complex and involves several steps (see
Buettner, Sawyer and Zlotnik, 2003). HIV and
AIDS estimates were produced by the Joint
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United Nations Programme on HIV/AIDS
(UNAIDS) so that the results of the projections
are consistent with those estimates.

For the 2002 revision of the United Nations
official world population estimates and projec-
tions (United Nations, 2003d, 2003e, and 2003f),
the impact of the HIV/AIDS epidemic was explic-
itly modelled for 53 countries, up from 45 in the
World Population Prospects: The 2000 Revision.
In most of those countries, HIV prevalence in
2001 was estimated to be 2 per cent or more
among the population aged 15-49. In addition, a
few populous countries with lower prevalence
levels were included because they had a large
number of persons (at least one million) living
with HIV.

2. Households and families

Most of the studies in chapter III were based
on retrospective surveys, which use a single inter-
view with respondents and require them to recall
events that occurred in the past. If respondents
forget some events, results may be biased. Retro-
spective studies also make it difficult to establish
causality. For example, malnutrition in children
may be associated with loss of income due to
AIDS-related medical expenses, but it cannot be
determined whether the children were already
malnourished before the disease depleted the in-
come of the household or whether the loss of in-
come caused their malnourishment.

Longitudinal, or follow-up, surveys interview
the same respondents at more than one point in
time and thus allow timely recording of events,
such as AIDS deaths. This type of survey reduces
errors caused by memory lapse, but is more ex-
pensive to conduct and is subject to attrition of
respondents. The present volume provides exam-
ples of follow-up surveys, including a study of
economic activities in households in Burundi,
Céte d’Ivoire and Haiti conducted by the Interna-
tional Children’s Centre in the early 1990s and a
study in Rakai, Uganda that looked at the owner-
ship of durable goods in households with and
without an adult AIDS death. The use of a control
group in the Rakai study was a methodological
improvement that allowed comparison of the two
groups of households and made it possible to

show the actual effect of AIDS-related mortality
on the economic fortunes of households. A study
in Thailand further subdivided households into
those with no death, those with an adult AIDS-
related death and those with an adult death not
related to AIDS. The study demonstrated that
AIDS-related deaths were more costly to house-
holds than non-AIDS-related deaths, although
both suffered the loss of earnings of the deceased.

A problem with the use of surveys when
studying HIV/AIDS in households and families is
that an adult death, particularly the death of the
breadwinner, may cause the family to break up.
Some family members may migrate out of the
area, and young children may be adopted by rela-
tives. Consequently, families that have suffered
AIDS deaths may no longer exist and may be un-
derrepresented in the survey sample.

3. Firms

The methodology employed by most of the
studies on firms includes examination of company
records for information about employment, absen-
teeism and productivity; interviews with company
officers, managers, supervisors and doctors; and
economic modelling to determine future work-
force needs. Most studies were commissioned by
the company involved. There may be many addi-
tional studies of this type, but the results are gen-
erally not available to the public. The methodol-
ogy is often not documented in detail, and the
outcomes of interest are related to company prof-
itability, focusing on such concerns as workers’
msurance and benefit costs, medical care and the
costs of recruiting and training new employees to
replace those who have died of AIDS.

Studies of firms may have empirical data on
the HIV status of employees through medical in-
surance records and company-wide testing, per-
mitting assessment of the actual impact of the
HIV/AIDS epidemic. In some other sectors, where
there is no independent confirmation of the
HIV/AIDS diagnosis, the cause of death may only
be assumed to be AIDS.

Company records can measure the direct costs
of HIV/AIDS, but other indirect costs are less
measurable and less quantifiable. The latter in-
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clude the morale and motivation of workers in a
setting where their co-workers are becoming ill
and dying.

4. Agriculture

Methodologies to measure the impact of
HIV/AIDS on agriculture have included such ap-
proaches as household interviews and focus
groups of farm owners and managers. In the case
of such agricultural enterprises as tea estates and
sugar mills, the methodology is similar to that for
firms. For example, a study of a sugar mill in rural
South Africa used clinic and hospital records, em-
ployment records and household interviews. It
was one of the most comprehensive research stud-
ies involving agricultural workers as a result of
the combination of methodologies employed.

An approach unique to research in agricultural
areas is known as rapid rural appraisal. It is a
qualitative survey methodology that uses a multid-
isciplinary team to formulate problems for agri-
cultural research and development. Its chief char-
acteristics are the short period of investigation, the
use of informal data-collection methods and the
relatively low cost of the research. Rapid rural
appraisal relies on expert observation coupled
with semi-structured interviewing of farmers, lo-
cal leaders and officials. This type of research has
been carried out in Uganda, the United Republic
of Tanzania and Zambia, among other places. The
principal advantage of the method is that it pro-
duces quick answers to research questions, but the
disadvantage is that the superficial nature of data
collection may lead to biased results.

Many studies of agriculture included no con-
trol group that would have allowed researchers to
estimate what portion of the findings was due
solely to the HIV/AIDS epidemic. For example, a
study in Zimbabwe examined the impact of
HIV/AIDS on the agricultural production of
AIDS-affected households. However, it did not
include a sample of families not affected by
AIDS, so the difference between the two types of
households could not be measured. Another prob-
lem common in agricultural studies was the lack
of knowledge of the HIV status of individuals.

5. Education

The studies on education understandably fo-
cused on areas where data were available—the
supply of education (the numbers of teachers and
resources available) and the demand for education
(the numbers of children by age). The quality of
education was rarely assessed, although it was
implicit in some studies that experienced teachers
provided higher-quality education, so their loss to
AIDS compromised quality. School records were
an important source of data, as were interviews
with school administrators, teachers and parents.

Focus group discussions were used in a num-
ber of studies. In Zambia, focus group discussions
with members of AIDS-affected households ex-
plored the conditions that led parents to take their
children out of school. Focus groups may help
make it possible to understand the impact of
HIV/AIDS as individuals directly affected by the
epidemic perceive it. For example, a study in the
Ondangwa East and Ondangwa West regions of
Zambia used focus groups and in-depth interviews
to examine the reality faced by teachers and
school principals.

Modelling techniques helped to predict the
impact of HIV/AIDS on education supply and
demand. The methodologies require the projection
of the demographic impact as a first step and take
into account the age and sex structure of the pro-
jected population. This type of methodology was
developed by the United Nations Children’s Fund
and was widely used to estimate the supply of
teachers and the number of school-age children
who would not have teachers owing to
HIV/AIDS.

A study of educator mortality in the KwaZulu
Natal province of South Africa combined several
methodologies, using an analysis of annual school
survey data, a random sample survey of 100
schools and an examination of the mortality, pen-
sion and medical records of educators. Another
study, in Botswana, Malawi and Uganda, used
both qualitative and quantitative methods, includ-
ing interviews with education managers, teachers,
students and others; focus group discussions; and
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an assessment of records on absenteeism, drop-
outs and grade repetition from a sample of 41
schools in the three countries.

Several studies used data from the Demo-
graphic and Health Surveys (DHS) in many coun-
tries to identify orphans in the samples and to
compare their educational attainment with that of
non-orphans. DHS data are particularly useful for
cross-national comparisons because their research
design and questionnaires are similar. The Multi-
ple Indicator Cluster Surveys sponsored by
UNICEEF also provide comparable information on
education for a large number of countries.

6. Health

In the health sector, the most common meth-
odologies used in the studies cited were the ex-
amination of hospital records and the collection of
data from ministries of health as well as house-
hold surveys. The studies in the sector focused on
health expenditures related to HIV/AIDS, includ-
ing public and private expenses; allocation of
funds to treatment and prevention; and sources of
donor funding. In several cases, workshops were
organized to elicit expert opinion on costs and
expenditures for treatment. In Cote d’Ivoire, for
example, physicians, leaders of non-governmental
organizations, epidemiologists, health economists,
a traditional practitioner and representatives of the
National AIDS Control Programme met to discuss
the costs of treatment for various types of patients.

One study of five developing countries used a
combination of methodologies that collected ob-
jective and subjective information about AIDS
expenditures. The countries were Brazil, Cote
d’Ivoire, Mexico, Thailand and the United Repub-
lic of Tanzania. Sources of data for one or more of
the five countries included financial reports of
public expenditures or budgets; country work-
shops to estimate treatment costs; special health-
sector analyses; a database of public hospital
claims; and household surveys.

Household surveys were generally used to
learn about private expenditures for the care and
treatment of AIDS patients paid for by members
of the family.

Although the supply of health workers is a
major issue in the battle against HIV/AIDS, no
studies were available that examined the impact of
the epidemic on the health workforce.

7. Economic growth

All the studies of the impact of HIV/AIDS on
economic growth used economic modelling tech-
niques. In general, the task is to estimate how the
economy would have performed in the absence of
AIDS and contrast that result with an estimate of
economic performance given the estimated or pro-
jected number of HIV/AIDS cases. The economic
outcome studied is typically growth in total gross
domestic product (GDP) per capita and/or growth
in total GDP. Some studies employed cross-
national data, either for a single time period or a
time series. In those analyses, regression analysis
was used to estimate the effects of one or more
indicators of the volume of HIV/AIDS infections
or deaths on economic outcomes, controlling for
other variables that previous work had identified
as having an important effect on economic
growth. Other analysis employed an economic
model fitted to the data of a particular country
and, often, projected for 10 to 15 years in the fu-
ture.

Some studies used a model that was further
elaborated to posit a dual-sector economy, with a
well-paying and productive formal sector and a
low-wage, low-productivity informal sector.
Other, more complex, variations of economic
models were used to analyse how the impacts of
HIV/AIDS on different sectors of an economy
were related to the overall economic performance.

B. NEED FOR FURTHER RESEARCH ON THE IMPACT
OF HIV/AIDS

An examination of studies that have been
conducted so far reveals an urgent need for re-
search that can shed more light on the effects of
the HIV/AIDS epidemic. Where possible, longi-
tudinal or follow-up studies with multiple rounds
of interviews should be conducted to allow for
ongoing examination of the cumulative effects of
the epidemic. Larger and more representative
samples of households and communities would

United Nations Department of Economic and Social Affairs/Population Division

The Impact of AIDS



make findings more useful, as would studies in
urban and peri-urban areas, which are currently
underrepresented in AIDS research. An effort
should be made to design research studies with
control groups to make it easier to isolate the ef-
fect of AIDS. Qualitative research methods, such
as focus groups, can bring a useful added dimen-
sion to quantitative studies.

Study design is of paramount importance
when investigating an epidemic such as AIDS,
since its impact may not be observable and quanti-
fiable until it begins killing large numbers of peo-
ple. Studies should at least acknowledge the lag
time of the disease and the future effects, insofar
as it is possible to incorporate them into the re-
search design.

Although over the last two decades numerous
studies on a wide variety of topics have been con-
ducted on the effects of HIV/AIDS, enormous
gaps in knowledge still exist. An important need
in future studies of HIV/AIDS is the determina-
tion of the HIV status of individuals. In most of
the studies reported on here, the actual cause of
disease and death was not available, so it was of-
ten assumed that deaths were AIDS-related with-
out having clinical evidence. Furthermore, testing
for HIV is not common in many areas, and other
ways of capturing HIV status should be explored.

More efforts should be made to understand
what happens when families dissolve after an
adult AIDS death—if and where they migrate,
whether individually or as families. The fate of
children orphaned by AIDS needs special atten-
tion, especially with regard to their nutritional
status, educational achievement and long-term
welfare.

In the case of firms and businesses, studies
commissioned by the company concerned need to
be shared with planners and policy makers so that
the results can contribute to solutions.

In the health sector, documentation of care
and treatment is often available from hospitals and
clinics, but that approach may miss AIDS victims
who do not have access to health-care facilities or

who cannot afford treatment. More information is
needed about the allocation of resources between
prevention and treatment of HIV/AIDS and be-
tween HIV/AIDS and other diseases. Data are also
lacking on the costs of care and treatment being
borne by households and families on the one hand
and by service providers on the other.

In the education sector, the effect of
HIV/AIDS on the viability of school systems
needs to be examined. The education sector com-
petes for funds with other sectors, including the
health sector, and the burgeoning demand for
AIDS-related health care may squeeze education
budgets and put all children at risk of receiving an
inferior education.

In addition, more information needs to be ana-
lysed by gender. The death of a mother has very
different implications for her young children than
the death of the father. Gender data on orphans
makes it possible to determine whether girls in
families affected by HIV/AIDS are more disad-
vantaged than boys in terms of educational at-
tainment and other indicators of well-being.

Finally, most of the available studies were
carried out in sub-Saharan Africa. There are ex-
ceptions—for example, comparative studies of
Demographic and Health Surveys and some stud-
ies in Thailand—but more research is needed in
areas outside the African continent. The lack of
such studies can be explained by the relatively
low prevalence rates in countries in Asia and
Latin America. However, studies in those regions
are important for the insights they will provide on
the spread and impact of AIDS under diverse
socio-economic and cultural conditions.

The timely analysis and dissemination of the
results of research is vitally important so that pol-
icy makers and programme officials can respond
to the best available research. Improved knowl-
edge and information about HIV/AIDS is an im-
portant step in conquering the epidemic, but con-
ditions are changing so rapidly that failure to
make studies available can render the results less
valuable to planners.
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II. DEMOGRAPHIC IMPACT OF AIDS

Since 1981, when the first cases of AIDS
were diagnosed, the world has been facing the
deadliest epidemic in modern history. Nearly 22
years after the start of the epidemic, mortality
caused by AIDS has attained orders of magnitude
comparable to those associated with other visita
tions of pestilence. In Europe aone, it is thought
that over 20 million people died during the period
1347 to 1351 as a result of the Black Death. In
contrast, the human immunodeficiency virus is a
slow killer. However, the Joint United Nations
Programme on HIV/AIDS (with the World Hesalth
Organization, 2002) estimated that by the end of
2002 42 million people were living with
HIV/AIDS and that an additional 22 million peo-
ple had already lost their livesto AIDS.

In spite of the progress made in treating peo-
ple infected with HIV, in particular in the more
developed countries, AIDS remains an incurable
disease, and, coupled with malnutrition, it is a fa-
tal disease. UNAIDS estimated that 29.4 million
of the 42 million persons infected with HIV were
living in sub-Saharan Africa, 6 million in South
and South-east Asia and 2 million in Latin Amer-
ica and the Caribbean (UNAIDS and WHO,
2002).

Since people infected with HIV remain
healthy for long periods before showing overt
signs of immunodeficiency, the first stages of the
HIV epidemic are difficult to detect. However,
social scientists and epidemiologists modelling
the impact of the epidemic have long known that
its cumulative impact can be serious. In World
Population Prospects. The 2002 Revision (United
Nations, 2003d), the United Nations Department
of Economic and Social Affairs Population Divi-
sion incorporated the impact of AIDS into the es-
timates and projections of the populations of 53
countries. In most of those countries, HIV preva
lence is estimated to be 2 per cent or more among
the adult population aged 15-49. In addition, afew
populous countries with lower prevalence levels
were included owing to the large number of per-
sons living with HIV (more than one million per-
sons).

Table 1 presents the countries for which the
demographic impact of AIDS is incorporated in
the 2002 estimates and projections. Of the 53
countries, 38 are in Africa, five are in Asia, eight
are in Latin America and the Caribbean and one
each is in Europe and Northern America. Of the
37.1 million adults in the world infected by HIV
by 2001, 34.6 million, or 93 per cent, resided in
the 53 countries.

In most of the countries that are severely af-
fected by the epidemic, HIV/AIDS is responsible
for stopping or even reversing the long-term
health and mortality improvements that had been
registered until recently. The spread of HIV has
thus compromised the first stage of the epidemi-
ological transition in developing countries—that
is, the passage from high to low mortality as in-
fectious diseases are brought under control and
are no longer the maor cause of death (Omran,
1971; 1982). Indeed, with the emergence of
HIV/AIDS, several countries of sub-Saharan Af-
rica, which already lagged behind in the epidemi-
ological transition, have experienced a major set-
back in terms of combating infectious disease and
avoiding premature death. Furthermore, the inter-
action of HIV with other infectious agents exacer-
bates its detrimental impact on longevity. The in-
creasing incidence and lethality of tuberculosisin
a number of developing countries is one instance
of such interaction. In rural Malawi the incidence
of tuberculosis doubled between 1986 and 1994,
largely because HIV-positive persons are seven
times more likely to develop tuberculosis than
those who are not infected by HIV (Glynn and
others, 1997).

A. METHODOLOGY AND DATA

1. Estimating and projecting the impact of
HIV/AIDS

Chapter |1 assesses the impact of the epidemic
in countries that are severely affected by
HIV/AIDS by comparing population estimates
and projections based on redligtic assumptions
about the course of the epidemic with hypothetical
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TABLE 1. COUNTRIES FOR WHICH THE DEMOGRAPHIC IMPACT OF HIV/AIDSISEXPLICITLY
INCLUDED IN THE 2002 REVISION OF THE OFFICIAL UNITED NATIONS ESTIMATES AND PROJECTIONS

Prevalencein
2001
Country (adults 15-49)
Africa

1 55
2 36
3 36.5
4 6.4
5 8.3
6 11.8
7 12.9
8 36
9 7.1
10 9.6
11 Democratic Republic of the CoNgo ........coevveerernerniereeeeee e 49
12 DJiBOULI. ..ttt 7.1
13 EQUALOTial GUINEA......c.creuerieeireeienieteieieesie ettt 34
I 1 (=" USSR 2.8
15 BEERIOPIA . ...iciieiieeieiieesie ettt 6.5
16 GBDON .ttt 3.6
17 GAMDIA ..t 16
18 GRBNA ...ttt 2.8
RS T T o= USSR 18
20 GUINEBEBISSAL ....couiiiiieiee ettt et 2.8
21 KENYA oot 150
7 - o ) oo S 30.1
23 LIDOITA e e 6.5
24 MBIAWI ..ot 16.1
25 MAlI et 16
26 MOZAMDIQUE.......eieeiniieirie ettt 12.8
27 NAMIDIA....c i s 222
D22 ST N\ 1= £ = VOSSR PTSRSRR 5.8
29 RWEBNOA. ....cveieieiirieiireete sttt st sttt b e es 9.1
30 SIETALEONE ...ttt 6.7
1 RS o 11 10 1N o= WSS 21.3
S o - TS 2.6
33 SWAZIANG ..ot 337
34 6.0
35 4.4
36 7.8
37 ZAMDIAL i 21.6
38 ZIMDEDWE......cvieiiiicee s 339
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TABLE 1 (continued)

Prevalencein
2001
Country (adults 15-49)
Asia
@ 4o oo - TSRS 27
FZA O 4 11 E OSSR 0.1
R T 1 o= TSSO R 0.8
4 MYBNIMAL ..ot 20
L 271 =TT SRR 18
Latin America and the Caribbean
1 BANaMES....cciiiiieiierie et 35
2 BEIZE et 21
3 BIAZIL i 0.6
4 Dominican REPUDIIC........coriiiireiree e 25
5 GUYBNA ..o s 2.7
(ST o TS SSS 6.1
T HONAUIBS ...ttt 16
8 Trinidad and TODAJO .....cveovrveuerreirieireeres e 25
More devel oped regions
1 RUSSIEN FEAEratioN ..o 0.9
2 United States Of AMENICaAL.....ooeeereirieereee e 0.8

Source: United Nations, Department of Economic and Social Affairs, Population Division, World
population prospects: The 2002 Revision, highlights (ESA/P/WP.180, 2003).

estimates and projections that make no allowance
for the existence of AIDS. The latter are derived
from the application of the Population Division
standard projection program on the basis of as-
sumptions regarding the future course of mortality
that are similar to and consistent with those made
with respect to countries that are till largely free
from the HIV/AIDS epidemic. The process to de-
rive estimates and projections that explicitly in-
corporate the effect of HIV/AIDS is more com-
plex and is made in severa steps. The estimation
process is carried out by the Joint United Nations
Programme on HIV/AIDS; therefore, the results
of the projections are consistent with the estimates
produced by UNAIDS. The dynamics of the
HIV/AIDS epidemic, as estimated by UNAIDS,
are assumed to remain unchanged until 2010.
Thereafter, prevalence levels are assumed to de-
cline in a manner consistent with modifications of
behaviour that reduce the rates of recruitment into

high-risk groups and the chances of infection
among those engaging in high-risk behaviour.

In many of the countriesin table 1, the preva-
lence of HIV was till rising at the time of the
most recent observation. In most such cases, the
projections assume that HIV prevalence will peak
sometime during the period 2002-2020. In about
half of the 53 countries, the peak prevaence is
estimated to have occurred aready, between 1993
and 2001. However, in some of those cases the
evidence remains weak that prevalence has indeed
passed its peak. Only in Burundi, the Congo, Cote
d’lvoire, Uganda, the United Republic of Tanza
nia and Zambia is HIV prevalence estimated to
have declined by 1.0 percentage points or more
from the peak level reached, and only in Thailand
and Uganda has prevalence declined by at least
one quarter of its peak value. Even in those popu-
|ations where prevention efforts have succeeded in
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lowering HIV prevalence, HIV infection is pro-
jected to remain a serious risk for the foreseeable
future.

Current estimates indicate that the AIDS epi-
demic has already had a major impact on mortal-
ity. In the seven countries with an adult HIV
prevalence of 20 per cent and above, more than 20
years of life expectancy at birth have already been
lost to the epidemic, and this effect is expected to
intensify in the future. The following sections pre-
sent in further detail the different facets of the
demographic impact of HIV/AIDS.

2. Characteristics of the HIV epidemic

The HIV/AIDS epidemic is progressing rap-
idly and is affecting regions of the world un-
equally. As of the end of 2002, over 70 per cent of
those infected were estimated to live in sub-
Saharan Africa, and that region’s share of the
number of HIV infections worldwide was till
growing. Within Africa, the most affected popula-
tions are found in Eastern and Southern Africa, in
a broad band running southwards from Ethiopia,
Kenya and Uganda to Namibia and South Africa.
The seven countries with an adult HIV prevalence
of 20 per cent or more belong to those regions and
were home to 74 million inhabitants in 2000 (see
table 2). The second group of countries exhibited
an adult HIV prevalence of 10 to 20 per cent. Five
countries, most of them in Middle Africa and
Eastern Africa, belong to the second group, and
their total population was 79 million people in
2000. The third group consists of 14 countries
with prevalence rates from 5 to 10 per cent and a
total population of 293 million people in 2000.
The 17 countries in the fourth group had preva-
lence rates of 2 to 5 per cent and were home to
216 million people. The last group of 10 countries
had an adult HIV prevalence rate below 2 per
cent, with India's share representing 4 million of
the 14 million adult infections in the group.

Within Africa, in the last 10 years, prevalence
levels within Eastern and Southern Africa have
changed dramatically. In Eastern Africa, which
recorded the highest prevalence until 1993, the
level appears to have stabilized or fallen in
Uganda and parts of the United Republic of Tan-

zania. In contrast, adult HIV prevalence in South-
ern Africa has soared, overtaking Eastern Africa.

B. IMPACT OF AIDS

The demographic impact of AIDS has been
assessed for each of the 53 countries listed in table
1 by considering such demographic variables as
total population size, additional deaths caused by
AIDS, the crude death rate, life expectancy at
birth and infant and child mortality. Since 38 of
the 53 countries considered are in Africa, the re-
sults are presented separately for those African
countries as an aggregate. In addition, special at-
tention is given to the seven countries where adult
HIV isover 20 per cent, namely, Botswana, Leso-
tho, Namibia, South Africa, Swaziland, Zambia
and Zimbabwe. As the countries are classified by
region—38 countries in Africa, 5in Asiaand 8 in
Latin America—the demographic impact of AIDS
will be examined for each of those regions. The
five prevalence groups (see table 2) are aso ex-
amined separately.

1. Number of deaths

Table 3 and annex tables A.1 and A.2 present
the projected number of deaths from 1995-2000 to
2020-2025 by country grouping, taking into ac-
count the impact of the HIV/AIDS epidemic. Also
shown is the projected number of deaths if there
were no epidemic. The difference between those
two numbers is the additional number of deaths
due to AIDS. The annual number of excess deaths
in the 53 countries reached one million in the
early 1990s, 3 million by 2000, and more than 4
million by 2003. The death toll will become much
higher in the years to come (figure 1). The impact
of AIDS on the number of deaths reaches its peak
in 2020-2025. In the absence of AIDS, the tota
number of deaths in the 38 African countries con-
sidered would be expected to increase from 39
million in 1995-2000 to 46 million in 2020-2025.
With AIDS, the total number of deaths is expected
to rise instead to 64 million in 2020-2025, imply-
ing that the epidemic would cause almost 19 mil-
lion (or 41 per cent) additional deaths during the
latter period. In total, about 355 million deaths are
projected to occur between 1995 and 2025 in the
38 African countries considered, a number 98 mil-

United Nations Department of Economic and Social Affairs/Population Division

14

The Impact of AIDS



Salv jo edw| syl

UOKSIAIQ UOIEINdOd/SI LY [2190S PUE DILOU0DT JO Julieda SUOIIEN paliun

ST

TABLE 2. COUNTRIES GROUPED ACCORDING TO THE LEVEL OF ADULT HIV PREVALENCE IN 2001

20 per cent or more

10 to 20 per cent

5 to 10 per cent

2to 5 per cent

Less than 2 per cent

N o oA WN P

. Botswana

Lesotho

. Namibia

. South Africa
. Swaziland

. Zambia

. Zimbabwe

o~ w DN E

Cameroon

Central African Republic
Kenya

Malawi

Mozambique

R =
Ea I\ S

© N Ok wDNPRE

Angola
Burkina Faso
Burundi
Congo
Coted'lvoire
Djibouti
Ethiopia
Haiti

Liberia
Nigeria

. Rwanda

SierraLeone
Togo
United Rep. of Tanzania

P el
w DN P o

14.
15.
16.
17.

© N Ok wWwDNRE

Bahamas

Belize

Benin

Cambodia

Chad

Dem. Rep. of the Congo
Dominican Republic
Equatoria Guinea

Eritrea
Gabon

. Ghana

Guinea-Bissau
Guyana

Myanmar

Sudan

Trinidad and Tobago
Uganda

H
©

© 0o N Uk wDNPRE

Brazil

China

Gambia

Guinea

Honduras

India

Mali

Russian Federation

Thailand
United States of America

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs, Population Division publication,

Sales No. E.03.X111.8).
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TABLE 3. ESTIMATED AND PROJECTED IMPACT OF HIV/AIDS ON MORTALITY INDICATORS

7 countries with prevalence of 20

All 53 countries 38 African countries per cent or more
Indicator 1995-2000  2010-2015  2020-2025 1995-2000 2010-2015 2020-2025 1995-2000 2010-2015 2020-2025
Number of deaths (millions)
Without AIDS ..o, 159 174 193 39 a4 46 3 3 4
With AIDS ..o 170 207 231 48 63 64 5 10 9
Absolute difference........ccccooeverennee, 11 32 38 8 19 19 2 6 5
Percentage difference.........ccccooeveene 7 19 20 21 43 41 71 193 142
Life expectancy at birth (years)
Without AIDS ..o 63.9 68.4 70.8 52.7 58.3 62.1 62.3 67.0 69.6
With AIDS ..o 62.4 64.2 65.9 47.0 47.1 51.3 50.2 37.6 41.0
Absolute difference..........cccvvvenneens 15 4.1 4.9 5.7 11.3 10.8 120 294 28.6
Percentage difference........ccccevevnene, 24 6.1 6.9 10.9 19.3 17.4 19.3 439 411
Crude death rate (per 1,000)
Without AIDS 9.0 8.1 8.0 13.6 10.2 85 8.0 6.7 6.5
With AIDS ..o 9.6 9.8 10.1 16.8 16.0 13.6 14.1 249 233
Absolute difference..........cccvvvenveens 0.7 17 20 31 5.8 5.2 6.1 18.2 16.8
Percentage difference.........cccoevvennn 75 215 25.0 229 57.1 61.4 75.6 273.6 259.6
Infant mortality rate (per 1,000)
Without AIDS ..o 66.4 49.8 40.9 98.5 75.2 60.9 55.4 40.7 329
With AIDS ... 67.5 51.3 421 102.6 79.9 65.1 66.1 54.6 454
Absolute difference...... 11 14 13 4.1 4.7 4.2 10.7 139 125
Percentage difference 17 29 32 4.2 6.3 6.9 19.2 34.2 37.9
Child mortality rate (per 1,000)
Without AIDS ..o 93.9 68.9 56.1 157.6 116.6 91.7 80.2 56.9 44.8
With AIDS ..o 98.8 75.8 62.3 172.4 134.5 107.5 108.8 100.2 84.3
Absolute difference...... 5.0 6.9 6.2 14.9 17.8 15.8 28.7 43.3 39.6
Percentage difference 5.3 10.0 111 9.4 15.3 17.3 35.7 76.2 88.4

Source: World Population Prospects: The 2002 Revison, CD-ROM (United Nations, Department of Economic and Social Affairs, Population Division publication,
Sales No. E.03.X111.8).



lion higher than would have been expected in the
absence of AIDS. South Africa will account for
the largest share of those deaths (15.9 million),
followed by Nigeria (14.1 million), Kenya (8.9
million) and Ethiopia (8.1 million).

Figure 1 shows the projected toll of AIDS
based on evidence about how the epidemic has
been evolving so far. The reality may prove to be
either better or worse. For future years, especially
after 2010, the projected excess mortdity due to
AIDS increasingly represents the early death of
persons who have not yet been infected. Whether
the projection proves too optimistic or too pessi-
mistic depends greatly on actions taken now to
prevent the spread of the disease and improve the
trestment of those who contract it.

In the seven countries where adult HIV preva-
lence is above 20 per cent, the additional number
of deaths from AIDS will rise from 71 per cent in
1995-2000 to 204 per cent in 2005-2010. Overall,
between 1995 and 2025, those seven countries
will experience about 30 million (156 per cent)
additional deaths. The proportional increase in the
number of deaths due to AIDS is highest in Bot-
swana, where the number of additional deaths
from AIDS is expected to reach 223,000 in 2005-
2010, more than four times the number of deaths
without AIDS. In Zimbabwe, in that period, the
number of deaths will be over 3 times as large as
without AIDS, and in Swaziland and South Africa
over twice aslarge.

Outside of Africa, AIDS will increase the
number of deaths by more than 25 per cent in the
Bahamas (43 per cent), Haiti (40 per cent) and
Trinidad and Tobago (30 per cent). In terms of
absolute numbers, India and China are expected to
experience the highest numbers of additional
deaths caused by AIDS: 31 million in India be-
tween 1995-2025 and 18 million in China during
the same period.

2. Life expectancy at birth and crude death rate

Life expectancy at birth, a measure indicating
the average number of years that a newborn child
would live if mortality remained constant
throughout his or her lifetime, is estimated for the
country groupings considered. In the 38 African

countries, life expectancy at birth is estimated at
47 years in 1995-2000, 5.7 years lower than it
would have been in the absence of AIDS. Life
expectancy is expected to decline in 2000-2005
before resuming an upward trend, but reaching
only 51.3 years by 2020-2025. In the absence of
AIDS, life expectancy at birth would reach 62.1
years in 2020-2025, 10.8 years higher than life
expectancy with AIDS (table 3 and annex tables
A.3and A.4).

The effect of AIDS is more marked in the
seven countries with adult HIV prevalence above
20 per cent. Life expectancy in those countries is
estimated at 50.2 years in 1995-2000, about 12
years lower than it would have been in the ab-
sence of AIDS. By 2020-2025, the difference in
life expectancy with and without AIDS is pro-
jected to reach 28.6 years.

Among the seven countries with the highest
prevalence, Botswana, Namibia, Swaziland and
Zimbabwe are affected the most. In Botswana, life
expectancy at birth dropped from 65 years in
1990-1995 to 39.7 years in 2000-2005, a figure
about 28 years lower than it would have been in
the absence of AIDS. By 2010-2015, the loss of
life expectancy at birth dueto AIDS is expected to
peak at 31.6 years. At that time, life expectancy at
birth is expected to reach alow of 39 years.

In Namibia, life expectancy at birth dropped
from 59.2 years in 1990-1995 to 44.3 years in
2000-2005. It is expected to drop further to 39.6
years in 2010-2015, 29 years less than the ex-
pected level in the absence of AIDS. In Zim-
babwe, life expectancy was estimated at 53.3
years in 1990-1995 compared to 64.5 yearsin the
absence of AIDS. It is projected to decrease to
31.2 years in 2005-2010. In the absence of AIDS,
it would have been expected to rise to 69.1 years,
adifference of nearly 38 years.

In South Africa, where the epidemic started
later than in Zimbabwe, life expectancy at birth is
also expected to decrease drastically. In 1990-
1995, the average life expectancy was estimated at
61.8 years and had barely been affected by AIDS.
By 2005-2010, life expectancy is projected to de-
crease to 41.5 years, 27 years lower than in the
absence of AIDS. In other countries with high

United Nations Department of Economic and Social Affairs/Population Division

The Impact of AIDS

17



Figure 1. Estimated and projected excess deathsdueto AIDS in 53 countries, 1990-2025
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Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of
Economic and Social Affairs, Population Division publication, Sales No. E.03.X111.8); see annex table A.1.

HIV prevalence, at least 20 years of life are ex-
pected to be lost to AIDS by 2020-2025: 32 years
in Lesotho, 36 years in Swaziland and 23 yearsin
Zambia.

Outside the African region, the Bahamas,
Cambodia, the Dominican Republic, Haiti and
Myanmar will aso exhibit significant reductions
in life expectancy. In the Bahamas, life expec-
tancy at birth was estimated at 67.3 years in 1995-
2000. By 2020-2025, it is expected to increase to
70.4 years, 8 years less than it would have beenin
the absence of AIDS. In Haiti, the loss of life ex-
pectancy from AIDS will reach 10 years by 2015-
2020. In Cambodia, the Dominican Republic,
Guyana, Myanmar and Trinidad and Tobago, at
least 4 years of life expectancy at birth will be lost
to the HIV/AIDS epidemic by 2015-2020.

HIV/AIDS is having effects on the crude
death rate (the annual number of deaths per thou-
sand population) similar to those on the life ex-

pectancy at birth (table 3 and annex tables A.5 and
A.6). In some cases, desath rates that were pro-
jected to decline in the absence of HIV/AIDS will
instead rise. For instance, in the absence of AIDS,
the crude death rate for the 38 African countries
considered was expected to decline from 13.6
deaths per 1,000 persons in 1995-2000 to 8.5
deaths per 1,000 in 2020-2025. AIDS will cause
the crude death rate to increase from 16.8 deaths
per 1,000 in 1995-2000 to 17.5 deaths per 1,000 in
2000-2005 before declining to 13.6 deaths per
1,000 in 2020-2025. The ratio of the crude death
rate according to the projections with AIDS and
that yielded by the projections without AIDS will
rise over time, and by 2020-2025 AIDS will be
responsible for a 61.4 per cent increase in the
crude death rate.

3. Population size and growth

Figure 2, table 4, and annex tables A.7 and
A.8 present the projected population size from
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1995 to 2025, taking into account the demo-
graphic impact of AIDS as well as the hypotheti-
cal projected population in the absence of AIDS.
The absolute difference between the projected
population with and without AIDS indicates the
cumulative impact of AIDS. For the 53 countries
considered, the population is estimated at 3.4 bil-
lion as of mid-1995, about 9 million fewer than it
would have been in the absence of AIDS. The
proportional impact of AIDS on population sizeis
more marked in Africa. In the 38 most affected
African countries, the population size is estimated
a 533 million in 1995, 6 million less than it
would have been in the absence of AIDS. By
2025, the population of these 38 African countries
will reach 983 million, that is, 156 million (or 14
per cent) fewer than in the absence of AIDS.

The impact of AIDS on population size is
even more striking in the seven countries with an
adult prevalence of 20 per cent or more (figure 3,
table 4 and annex table A.8). In 1995, their popu-
lation stood at 68 million, 1 per cent less than it
would have been without AIDS. Since the impact

of the epidemic is projected to increase, the dif-
ference between the projected population with and
without AIDS rises, in relative terms, to 10 per
cent in 2005 and 35 per cent in 2025.

The impact of AIDS on the population size of
the countries with prevalence rates of 10 to 20 per
cent is also projected to be severe. By 2025, their
population is projected to be 21 per cent lower
than in the absence of AIDS. In the countries
where adult HIV prevalence ranges between 5 and
10 per cent, 11 per cent fewer people are projected
in 2025 than in the absence of the HIV/AIDS epi-
demic, and in the group of countries with preva-
lence rates below 2 per cent, the population sizeis
projected to be 2 per cent lower in 2025 than it
would have been in the absence of AIDS.

At the country level, by 2025, the populations
of Botswana, Lesotho and Zimbabwe are expected
to be more than 40 per cent lower than they would
have been in the absence of AIDS. In some coun-
tries, including Botswana, Lesotho and South Af-
rica, the population size is expected to start de-
clining after 2005.

Figure 2. Estimated and projected population size with and without AIDS, 38 African countries,
1995-2000 to 2020-2025
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Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic
and Social Affairs, Population Division publication, Sales No. E.03.X111.8).
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TABLE 4. ESTIMATED AND PROJECTED EFFECTS OF HIV/AIDS ON POPULATION SIZE AND POPULATION GROWTH

Annual population growth
Population size (millions) (percentage)
Country grouping 1995 2015 2025 1995-2015  2015-2025

All 53 countries

Without AIDS 4 440 4921 13 1.0
WIith AIDS ..o 4312 4 687 12 0.8
Absolute difference........ccoceoeoiiiiiiiniiceee 9 129 235 0.1 0.2
Percentage difference.........cceovveincinccnenne 0 3 5

38 African countries
Without AIDS ... 539 914 1139 2.6 2.2
With AIDS ...t 533 823 983 22 18
Absolute difference........ccccvvvereeereceerennan, 6 91 156 05 04
Percentage difference........cccccevevveveeniciennens 1 10 14

7 countries with prevalence of 20 per cent or more
WithOut AIDS ...t 69 102 118 2.0 15
WIith AIDS ...t 68 77 77 0.6 0.0
Absolute difference 1 25 42 14 15
Percentage difference........ccceoveencinccnn 1 25 35

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and

Social Affairs, Population Division publication, Sales No. E.03.X111.8).

Figure 3. Estimated and projected population sizewith and without AIDS in the 7 countries with the
highest adult HIV prevalence, 1995-2025
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Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and
Social Affairs, Population Division publication, Sales No. E.03.X111.8).
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Outside of Africa, since adult HIV prevalence
is generally lower, the impact of AIDS on popula-
tion size is expected to be more moderate in rela
tive terms. By 2025, the populations of Cambodia
and Myanmar will be 4 to 5 per cent smaller than
they would have been without AIDS, and Thai-
land’s population will be 3 per cent lower. The
population of India is expected to be 3 per cent
smaller than it would have been in the absence of
AIDS (27 million fewer people). The largest ef-
fect will be in Haiti, where the 2025 population is
expected to be 14 per cent lower than it would
have been without AIDS. Owing to their large
populations, Brazil and India will experience a
considerable shortfall in absolute terms, with their
2025 populations being 2.7 million and 27.2 mil-
lion less respectively than would be expected
without the effect of AIDS.

The adult population of working age has been
more affected than younger or older populations.
The young adult years are the most productive for
income generation and family caregiving, so the
loss of the people in this group to AIDS has far-
reaching implications for households, the labour
force, food production and the well-being of soci-
ety. Figure 4 displays the age pyramid of Bot-
swanain 2000 and as projected for 2025, with and
without AIDS. In 2000, the impact of AIDS on
the age structure of Botswana' s population is still
mild. But by 2025, more than half of the potential
population aged 35-59 would have been lost to
AIDS. In comparison, one third of the population
aged less than 15 years old is expected to be lost
to AIDS. The impact of AIDS on adult femalesis
also expected to be higher owing to the higher
adult HIV prevalence among women 15-49 years
old.

Partly as a result of the increase in mortality
brought about by the HIV/AIDS epidemic, the
rate of population growth has declined and will
continue to do so in the countries affected. In the
five most affected countries, the annua growth
rate is expected to become negative in the near
future. Figure 5 shows that in the 38 African
countries considered, annual population growth
will be significantly lower than it would have
been in the absence of the AIDS epidemic. In the
seven most affected countries, the expected reduc-
tion of the growth rate is even larger (figure 6). In

Botswana, Lesotho, South Africa, Swaziland and
Zimbabwe, the annua growth rate is expected to
become negative by 2015. In Botswana, the coun-
try with the highest HIV prevalence, the average
annual growth rate dropped from 3.3 per cent in
1980-1985 to 2.1 per cent in 1995-2000 and will
drop to -0.6 per cent between 2010 and 2025, im-
plying a decline in population size during that pe-
riod. In the absence of AIDS, Botswana's popula-
tion would have been growing at 2.5 per cent per
year in 2000-2005 and 1.5 per cent per year in
2020-2025 (figure 7). In Zimbabwe, the growth
rate fell from 3.9 per cent in the early 1980sto 1.5
per cent per year in 1995-2000 and is expected to
decline to -0.2 per cent by 2020. In the absence of
AIDS, Zimbabwe's population would have been
growing at arate above 2 per cent through 2015.

4. Infant and under-five mortality

Approximately one fourth to one third of chil-
dren born to HIV-positive women are likely to
acquire the infection from their mothers. Pediatric
HIV infection is expected to have a substantia
impact on mortality during infancy and childhood,
particularly among older children (above age
one). Table 3, and annex tables A.9 and A.10 pre-
sent the infant and under-five mortality rates for
groups of countries with and without AIDS. Even
taking into account the impact of AIDS, infant
mortality in the 38 African countries with moder-
ate to high adult HIV prevalence is estimated to
decline from 103 deaths per 1,000 live births in
1995-2000 to 65 deaths per 1,000 live births in
2020-2025, whereas under-five mortality is esti-
mated to decline from 172 deaths per 1,000 live
births to 108 deaths per 1,000 live births during
the same period. In the absence of AIDS, the de-
cline in both infant and under-five mortality rates
would have been much steeper, from 99 deaths to
61 deaths per 1,000 live births and from 158
deaths to 92 deaths per 1,000 live births respec-
tively.

In the seven African countries with the high-
est adult HIV prevaence, infant and under-five
mortality are estimated at 66 deaths and 109
deaths respectively in the presence of AIDS in
1995-2000, but only 55 and 80 deaths per 1,000
live births in the absence of AIDS. In other words,
AIDS has aready produced an increase of more
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Figure 4. Population size with and without AIDS, Botswana, 2000 and 2025
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Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social
Affairs, Population Division publication, Sales No. E.03.X111.8).

NOTE: Unshaded bars represent the hypothetical size of the population in the absence of AIDS. Shaded bars represent the
actual estimated and projected population.
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Figure5. Annual growth rate with and without AIDS, 1980-1985 to 2020-2025,
38 African countries
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Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department
of Economic and Social Affairs, Population Division publication, Sales No. E.03.X111.8).

Figure 6. Annual rate of growth with and without AIDS, 1980-1985 to 2020-2025
7 most affected countries
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Figure 7. Annual growth rate with and without AIDS, Botswana, 1980-1985 to 2020-2025
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Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department
of Economic and Socia Affairs, Population Division publication, Sales No. E.03.X111.8).

than 19 per cent in infant mortality and of 36 per
cent in under-five mortality. By 2020-2025, the
increase in mortality caused by AIDS is expected
to reach 38 per cent and 88 per cent, for infant and
child mortality respectively. At the country level,
in Botswana, under-five mortality is expected to
reach 104 deaths per 1,000 live births by 2000-
2005, wheress in the absence of AIDS it would
have been expected to decrease to 45 deaths per
1,000. In Namibia, under-five mortality is pro-
jected at 107 per 1,000 in 2000-2005 instead of 67
per 1,000 in the absence of AIDS.

Outside Africa, the impact of AIDS on infant
and under-five mortality is less than in African
countries. By 2020-2025, the under-five mortality
rate is expected to be 8 per cent higher in the
presence of AIDS than in its absence in the five
most affected Asian countries, whereas it is ex-
pected to be 9 per cent higher in the eight coun-
tries of Latin America and the Caribbean (annex
table A.9).

As increasing numbers of young adults die of
AIDS, they leave behind children without parents.
The Joint United Nations Programme on
HIV/AIDS defines AIDS orphans as children un-

der the age of 15 who have lost one or both par-
ents to AIDS. At the end of 2001, there were an
estimated 14 million AIDS orphans worldwide, of
whom 11 million lived in sub-Saharan Africa In
Nigeria, one million children were AIDS orphans,
according to UNAIDS estimates. Other countries
with large numbers of AIDS orphans were Ethio-
pia (990,000), the Democratic Republic of the
Congo (930,000), Kenya (890,000), Uganda
(880,000) and the United Republic of Tanzania
(810,000).

5. Gender dimension of the HIV/AIDS epidemic

In the hardest-hit countries of Africa, where
more women than men are infected, the impact of
AIDS on life expectancy is projected to be higher
for women than for men. Table 5 presents the loss
of life expectancy caused by AIDS and the per-
centage difference in life expectancy at birth by
sex in the most affected countries. In Botswana,
27.5 years of male life expectancy will be lost to
AIDS by 2000-2005, whereas 29.5 years of fe-
male life expectancy will be lost to the disease. By
2020-2025, these figures are expected to reach
34.3 years and 42.5 years, respectively. At that
time, male life expectancy would be 48 per cent
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TABLE 5. LOSS OF LIFE EXPECTANCY AT BIRTH DUE TO AIDS, BY SEX, IN THE 7 COUNTRIES

WITH THE HIGHEST ADULT HIV PREVALENCE: 2000-2005, 2010-2015 AND 2020-2025

Lossof life expectancy at birth dueto AIDS

(years) Percentage difference

Country Male Female Male Female

2000-2005
Botswana........ccccoceeennene 275 291 41 42
LesothO ....ccvveeveiiicienen 251 22.8 44 38
Namibia........cccooreirnnnne 20.6 216 32 32
South Africa......c.cccceuenee. 179 19.7 28 28
Swaziland..........cccvueeenen 26.6 291 44 45
Zambia......ccooeereiinnenns 19.0 231 37 42
Zimbabwe.........ccccoeneee. 321 36.9 49 53

2010-2015
Botswana.........c.ccocceenene 35.6 42.3 52 58
LesothO ....ccvveevieiiieienen 29.3 323 438 50
Namibia........cccooreirnnnne 26.5 322 40 45
South Africa........coeeenee. 24.7 322 37 44
Swaziland..........cccvueuenene 328 38.9 51 57
Zambi@......coeeeeeeeneene 19.8 24.6 36 42
Zimbabwe.........ccccoenee. 355 42.0 52 58

2020-2025
Botswana...........ccoceenene 343 425 438 57
Lesotho ....ccceeeeeeiicieee 29.3 34.6 45 51
Namibia........cccooreirnnnne 25.6 318 37 43
South Africa........coeuenee. 233 311 34 42
Swaziland.........ccccceeenunen. 329 39.7 49 56
Zambia......ccoeeeeieeieene 20.2 25.6 34 40
Zimbabwe..........ccovnenne 339 419 438 56

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and So-
cia Affairs, Population Division publication, Sales No. E.03.X111.8).

lower than it would have been without AIDS,
whereas female life expectancy would be nearly
60 per cent lower than the expected level in the
absence of AIDS. In other hardest-hit countries,
the impact of AIDS on life expectancy is adso
higher for females. By 2020-2025, females in
Namibia, South Africa, Swaziland and Zimbabwe
will al have lost at least 6 years of life expectancy
more than their male counterparts.

C. CONCLUSIONS

The present chapter documents the likely im-
pact of HIV/AIDS in the 53 countries where adult
HIV prevalence is aready significant. The tall
that the disease is having is already serious and is
projected to worsen. By 2025, the population of
the 38 most affected countries in Africa is ex-
pected to be at least 156 million lower than it
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would have been in the absence of AIDS. Be-
tween 1995-2025, some 98 million additional
deaths are expected to occur in those countries as
a result of AIDS, and about 58 million children
will not be born because of the early deaths of
women of reproductive age.

The increase in mortality caused by AIDS has
reached major proportions in several countries. In
Botswana, Mozambique, South Africa, Zambia
and Zimbabwe, life expectancy at birth has al-
ready plummeted, dropping within a decade to
levels last recorded in the 1950s and early 1960s.
Infant and child mortality is also projected to in-
crease in the countries most affected by the
HIV/AIDS epidemic. Taking Botswana, the coun-
try with the highest HIV/AIDS adult prevalence
rate as an example, al indicators point to drastic
demographic changes by 2025, as reflected in the
distorted population pyramid shown in figure 4.
The size of the population will be more than 40
per cent lower than it would have been without
AIDS, and the growth rate will be negative, result-
ing in a declining population. The crude death rate
will increase from 5.7 deaths per 1,000 population
in 1995-2000 to 31.3 deaths in 2010-2015. Life
expectancy at birth, which reached 65 years in
1990-1995, will fal to only 39 years in 2010-
2015.

In assessing the impact of HIV/AIDS, it is
important to bear in mind that, although the epi-
demic is already having a clearly devastating ef-
fect in a few countries, its precise magnitude is
difficult to determine in the best of circumstances,
as there is a general lack of information on the
many factors that determine the ultimate impact of
the disease. Considerable uncertainty still sur-

rounds the distribution of the time of progression
from HIV infection to AIDS and from AIDS to
death. Small changes in the assumptions made
regarding progression time have important effects
on the ultimate impact of the epidemic on mortal-
ity. There is also controversy and uncertainty
about the type of effect that HIV infection has on
fertility. If fertility is considerably lower among
HIV-positive women, available estimates of HIV
prevalence may be downwardly biased (Gregson
and Zaba, 1998). Y et another area of considerable
uncertainty is the level of prevalence among men,
since most data on seroprevalence surveillance are
obtained from antenatal clinics serving pregnant
women. Even with respect to women, data from
antenatal clinic surveillance, which are the corner-
stone of national estimates of HIV prevalence,
need to be improved to permit a more solid esti-
mation of HIV prevalence at the national level.

Despite the uncertainties surrounding any
measure of the impact of HIV/AIDS, al available
data reinforce the case for urgent action. The dis-
ease is adready widespread in some countries and
shows few signs of being controlled in others. The
list of affected countries has been increasing con-
sigtently since 1990. According to the estimates
and projections presented above, AIDS is ex-
pected to have major detrimental effects on the
population dynamics of all countries affected, and
its impact might turn out to be even worse than
expected if effective measures to prevent the con-
tinued rapid spread of the disease are not taken.
Government authorities, the international commu-
nity and civil society urgently need to raise peo-
ples awareness of the seriousness of the
HIV/AIDS epidemic and take necessary actionsin
order to prevent the epidemic from following the
course that has been presented here.
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ANNEX TABLES

TABLE A.1. ESTIMATED AND PROJECTED NUMBER OF DEATHS, BY COUNTRY GROUPING, 1995-2025

(Millions)
Country grouping 1995-2000  2000-2005  2005-2010 2010-2015 2015-2020 2020-2025 1995-2025
All 53 countries
Without AIDS......c.ooovviiieceeeeeeeeeeeeeeene, 159 162 168 174 183 193 1039
With AIDS................ . 170 182 194 207 220 231 1203
Absolute difference ...... 11 20 27 32 37 38 164
Percentage difference 7 12 16 19 20 20 16
38 African countries
Without AIDS.......c.ooovvieieeiieeeeeeeeeee, 39 41 43 44 45 46 258
With AIDS ..., 48 56 61 63 64 64 355
Absolute difference ..........ccccevevvveeneeennennen. 8 15 18 19 19 19 98
Percentage difference .........ccccoveeeeniniennene 21 36 43 43 42 41 38
5 Asian countries
Without AIDS.......coooieiieeeeeeeeeeeeeeee 91 93 95 100 107 115 602
With AIDS.....cooioiieeeeeeeeeeeee e, 93 96 102 111 122 132 656
Absolute difference ...........ccceveevveinieeneennnn, 2 3 6 11 15 17 55
Percentage difference ...........cccoeceeirennnnne, 2 4 7 11 14 15 9
8 Latin American and Caribbean countries
Without AIDS......c.ooovvieieeeeceeeeeeeeeeenn, 6 7 7 8 8 9 46
With AIDS.......... 7 8 8 8 9 10 50
Absolute difference ...... 0 1 1 1 1 1 4
Percentage difference .........ccocevveverieenenene, 7 10 10 10 9 9
2 developed countries
Without AIDS........coovieeeieeeeeeeeeeeeeee, 22 22 22 22 23 24 134
With AIDS................ 22 23 23 24 25 25 142
Absolute difference ...... 1 1 1 2 2 2 8
Percentage difference ..........cccceevevieriieiennens 2 4 6 8 7 7 6

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs, Population
Division publication, Sales No. E.03.XIIL.8).
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TABLE A.2. ESTIMATED AND PROJECTED NUMBER OF DEATHS, BY LEVEL OF ADULT HIV PREVALENCE, 1995-2025

(Millions)
Country grouping 1995-2000  2000-2005  2005-2010  2010-2015  2015-2020  2020-2025  1995-2025
7 countries with prevalence of 20 per cent or more
Without AIDS.......ccceoeveiriierneeneereieenes 3 3 3 3 3 4 19
With AIDS 5 8 10 10 9 9 50
Absolute difference ..........cccoceevevevecerennenne. 2 5 6 6 6 5 30
Percentage difference ..........ccccevevrininnnee. 71 155 204 193 167 142 156
5 countries with prevalence 10 to 20 per cent
Without AIDS.......cccoveinieniricenecreicenes 5 5 5 5 5 5 31
With AIDS................ 6 8 9 9 9 9 51
Absolute difference ...... 2 3 4 4 4 4 20
Percentage difference 32 58 73 75 77 76 66
14 countries with prevalence of 5 to 10 per cent
Without AIDS.......ccccveimeincinceneieenee 19 21 22 22 23 23 129
With AIDS.....cooviircininecenceeeceen 23 26 28 29 30 30 167
Absolute difference ...........ccoceoeeveieincnnnn 3 5 7 7 7 8 38
Percentage difference .........c.cccoceveereeienene 18 26 30 32 33 33 29
17 countries with prevalence of 2 to 5 per cent
Without AIDS........ccccveiniicincereienee 15 14 15 15 16 16 91
With AIDS.....ccooiiiiiiieeecceeees 16 16 17 18 19 19 105
Absolute difference ........cccceeeereivvncnnnene. 1 2 2 3 3 3 14
Percentage difference .........c.cccceveveinennnnee. 9 15 15 17 17 17 15
10 countries with prevalence of less than 2 per cent
Without AIDS.....c.oceovieirienneerecreieees 117 119 123 128 136 145 768
With AIDS.....oooiiirieinieisereeeeeseeeee 120 124 130 141 153 164 831
Absolute difference ..........cccoceeevereccncnenne. 3 5 8 12 17 18 62
Percentage difference ..........cccoeevveriievennenns 2 4 6 10 12 13 8

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs, Population

Division publication, Sales No. E.03.XIII.8).
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TABLE A.3. ESTIMATED AND PROJECTED LIFE EXPECTANCY AT BIRTH, IN YEARS, BY COUNTRY GROUPING, 1995-2025

Country grouping 1995-2000 2000-2005 2005-2010 2010-2015 2015-2020 2020-2025
All 53 countries
Without AIDS ......covooveeieereeieeeeeeeeeeeere e, 63.9 65.5 67.0 68.4 69.6 70.8
With AIDS ..o 62.4 62.9 63.5 64.2 65.0 65.9
Absolute difference..... 1.5 2.6 35 4.1 4.6 49
Percentage difference 24 4.0 52 6.1 6.7 6.9
38 African countries
Without AIDS ... 52.7 54.8 56.4 58.3 60.2 62.1
With AIDS ........ 47.0 453 45.3 47.1 49.1 51.3
Absolute difference..... 5.7 9.5 11.1 11.3 11.1 10.8
Percentage difference...........cccceoeeiieninnnne. 10.9 17.3 19.7 19.3 18.4 17.4
5 Asian countries
Without AIDS .....cvvieieeeeeeeeeeeeeeee e 66.1 67.9 69.6 71.0 72.2 73.4
With AIDS ..o 65.7 67.2 68.3 68.9 69.4 70.2
Absolute difference...........ccccceeevieciienieennn. 0.4 0.7 1.3 2.1 2.8 32
Percentage difference..........ccocevveienieciennnnns 0.7 1.1 1.8 2.9 3.9 4.4
8 Latin American and Caribbean countries
Without AIDS ......coviiieeeeeeeeeee 67.4 68.9 70.3 71.6 72.8 73.9
With AIDS ..o 66.2 67.1 68.4 69.7 70.8 72.0
Absolute difference............cccoceeeeviiiieinineennn.n. 1.3 1.7 1.9 1.9 1.9 1.9
Percentage difference..........ccoccevvevienveiennene 1.9 2.5 2.7 2.6 2.6 2.6
2 developed countries
Without AIDS ......covoeeeieeieeieeeeeeeieeveeve e 72.8 74.1 75.4 76.6 77.6 78.4
With AIDS ............... 72.2 73.2 73.8 74.4 75.3 76.1
Absolute difference..... 0.6 1.0 1.6 2.2 2.3 2.2
Percentage difference..........cocceveevieneniencnne 0.8 1.3 2.1 2.9 3.0 2.9

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs,

Population Division publication, Sales No. E.03.XIIL8).
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TABLE A.4. ESTIMATED AND PROJECTED LIFE EXPECTANCY AT BIRTH, IN YEARS, BY LEVEL OF ADULT HIV PREVALENCE, 1995-2025

Country grouping 1995-2000  2000-2005  2005-2010  2010-2015  2015-2020  2020-2025
7 countries with prevalence of 20 per cent or more
Without AIDS ......ccoeoineiiiieirieeniiccneeees 63.9 65.5 67.0 68.4 69.6 70.8
With AIDS .o 62.4 62.9 63.5 64.2 65.0 65.9
Absolute difference........cococeevvecireinncnnnee. 1.5 2.6 3.5 4.1 4.6 4.9
Percentage difference..........coceveevieneniencnne 2.4 4.0 5.2 6.1 6.7 6.9
5 countries with prevalence 10 to 20 per cent
Without AIDS .....coveiiiiireiceeeeeene 52.7 54.8 56.4 58.3 60.2 62.1
With AIDS ....coiiiirieiiiicinceneeecescceees 47.0 453 453 47.1 49.1 51.3
Absolute difference.........ccccocevevevevecncnnnn 5.7 9.5 11.1 11.3 11.1 10.8
Percentage difference...........cccceeveeereninennne. 10.9 17.3 19.7 19.3 18.4 17.4
14 countries with prevalence of 5 to 10 per cent
Without AIDS ......ccooeviniiiiiiieiecceeee 66.1 67.9 69.6 71.0 72.2 73.4
With AIDS ............... 65.7 67.2 68.3 68.9 69.4 70.2
Absolute difference...... 0.4 0.7 1.3 2.1 2.8 32
Percentage difference...... 0.7 1.1 1.8 2.9 3.9 4.4
17 countries with prevalence of 2 to 5 per cent
Without AIDS ......ccooininiiiiiinenceeeees 67.4 68.9 70.3 71.6 72.8 73.9
With AIDS ...t 66.2 67.1 68.4 69.7 70.8 72.0
Absolute difference........cococeeeveeereicncnnnee. 1.3 1.7 1.9 1.9 1.9 1.9
Percentage difference..........coceveeienenienenne 1.9 2.5 2.7 2.6 2.6 2.6
10 countries with prevalence of less than 2 per cent
Without AIDS ......ccoeireiirinieirieencecneees 72.8 74.1 75.4 76.6 77.6 78.4
With AIDS .o 72.2 73.2 73.8 74.4 75.3 76.1
Absolute difference.........ccccocevereveircnennnn 0.6 1.0 1.6 2.2 23 2.2
Percentage difference...........ccoceoeeeieninennne. 0.8 1.3 2.1 2.9 3.0 2.9

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs,

Population Division publication, Sales No. E.03.XIIL8).
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TABLE A.5. ESTIMATED AND PROJECTED CRUDE DEATH RATE, BY COUNTRY GROUPING, 1995-2025

(Per 1,000 persons)
Country grouping 1995-2000  2000-2005 2005-2010  2010-2015 2015-2020  2020-2025
All 53 countries
Without AIDS ......ccooiiiieeeeee e 9.0 8.5 8.3 8.1 8.0 8.0
With AIDS ..o 9.6 9.7 9.7 9.8 10.0 10.1
Absolute difference..........ceeevvevverieeeeviennnnns 0.7 1.1 1.5 1.7 1.9 2.0
Percentage difference..........coceveevieneniencnne 7.5 13.2 17.8 21.5 24.1 25.0
38 African countries
Without AIDS ......coooiiiiieeeeeeee 13.6 12.3 11.3 10.2 9.2 8.5
With AIDS ..o 16.8 17.5 17.2 16.0 14.8 13.6
Absolute difference..........ceccevervvenenieniennenne 3.1 5.1 59 5.8 5.5 5.2
Percentage difference...........cccceeveeereninennne. 229 41.8 52.6 57.1 60.0 61.4
5 Asian countries
Without AIDS ......ccovieiiieieceeeereeeeie s 7.8 7.4 7.3 7.3 7.4 7.7
With AIDS ............... 8.0 7.7 7.8 8.1 8.6 9.0
Absolute difference..... 0.2 0.3 0.5 0.9 1.2 1.3
Percentage difference...... 2.4 4.0 7.2 11.7 15.5 17.0
Without AIDS ......coviiiiiiieeeeeeeeee 6.8 6.7 6.6 6.7 6.9 7.1
With AIDS ... 7.3 7.4 7.4 7.5 7.6 7.9
Absolute difference..........cecvevieverieeeeniennnnns 0.5 0.7 0.8 0.8 0.8 0.7
Percentage difference..........coceveeienenienenne 7.8 10.9 11.6 11.5 11.3 10.4
2 developed countries
Without AIDS ......ccooiiiieeeeee e 10.2 10.0 9.8 9.6 9.6 9.8
With AIDS ...t 10.4 10.4 10.4 10.5 10.5 10.6
Absolute difference..........ccecevvevvenienieniennenns 0.3 0.4 0.6 0.8 0.9 0.8
Percentage difference...........ccoceoeeeiininnnnne. 2.6 4.0 6.3 8.6 8.9 8.3

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs,
Population Division publication, Sales No. E.03.XIIL38).
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TABLE A.6. ESTIMATED AND PROJECTED CRUDE DEATH RATE, BY LEVEL OF ADULT HIV PREVALENCE, 1995-2025

(Per 1,000 persons)

Country grouping

1995-2000  2000-2005  2005-2010  2010-2015  2015-2020  2020-2025

7 countries with prevalence of 20 per cent or more

Without AIDS ....
With AIDS ................
Absolute difference......

Percentage difference...........ccoceveneneee

5 countries with prevalence 10 to 20 per cent
Without AIDS .....c.ccooermnnrererecrirneenn
With AIDS ..ot
Absolute difference...........ccceceveruenneee
Percentage difference........cccceevvevennnnne

14 countries with prevalence of 5 to 10 per cent
Without AIDS .......ccooeiniiineireceee
With AIDS ..o
Absolute difference...........ccecereeuenneee
Percentage difference..........ccccoceeveeeneee

17 countries with prevalence of 2 to 5 per cent
Without AIDS ....ccccoveviiiiinininceee
With AIDS ..o

Absolute difference.......
Percentage difference

10 countries with prevalence of less than 2 per cent

Without AIDS ....c.cooeoiiiiniiiceee

With AIDS ..........
Absolute difference......

Percentage difference...........ccoceveneneee

8.0 7.5 7.0 6.7 6.5 6.5
14.1 20.7 25.0 24.9 24.0 233
6.1 13.2 17.9 18.2 17.5 16.8
75.6 175.4 2553 273.6 269.4 259.6
12.4 11.8 10.6 9.5 8.6 7.9
16.8 19.6 20.1 19.1 18.2 17.3
43 7.8 9.5 9.6 9.6 9.4
349 66.7 89.9 101.4 112.5 119.4
14.0 12.9 11.7 10.5 9.5 8.6
16.7 16.8 16.1 14.9 13.8 12.7
2.7 3.9 4.4 4.4 43 4.2
19.5 30.3 37.5 42.0 46.0 48.6
14.1 12.1 11.3 10.3 9.5 8.8
15.7 14.3 13.5 12.6 11.8 10.9
1.6 2.2 22 23 23 22
11.0 18.1 19.5 22.5 243 25.0
8.0 7.9 7.9 7.9 7.9 8.2
8.4 8.3 8.3 83 8.5 8.7
0.4 0.4 0.4 0.5 0.5 0.6
4.9 5.0 53 6.2 6.7 6.9

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs, Population

Division publication, Sales No. E.03.XIIL.8).
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TABLE A.7. ESTIMATED AND PROJECTED POPULATION SIZE, WITH AND WITHOUT AIDS, BY COUNTRY GROUPING, 1995-2025

(Millions)
Country grouping 1995 2000 2005 2010 2015 2020 2025
All 53 countries
Without AIDS........oooviiieeeeeeeeeeeee e 3 408 3667 3923 4181 4440 4689 4921
With AIDS....oooeiiiiieeeeeeeeeeeeeee et 3399 3 644 3874 409 4312 4510 4 687
Absolute difference ..........cccceeeeevvieiiiiiieeieenenee. 9 23 49 84 129 180 235
Percentage difference ........ccoccoevvevvevvecienieevenienen. 0 1 1 2 3 4 5
38 African countries
Without AIDS.......ooviieieeeeeeeeeeee e 539 619 709 808 914 1025 1139
With AIDS ... 533 603 673 746 823 902 983
Absolute difference ..........ccccceevveeieiiiieiiieceieeens 6 16 36 62 91 123 156
Percentage difference .........ccccevvevvevveienieeceniennen. 1 3 5 8 10 12 14
5 Asian countries
Without AIDS........oooviiiieeeeeeeeeeee e 2267 2419 2558 2692 2821 2937 3034
With AIDS.....ooiiiieeeeee e 2264 2414 2 549 2676 2792 2 892 2970
Absolute difference ..........ccccoeveevvieveeeceeeceeeneenen. 2 5 9 16 29 45 65
Percentage difference .........ccccoeceeveeveniencncenennen. 0 0 0 1 1 2 2
8 Latin American and Caribbean countries
Without AIDS........covieieieereeeeeeeeeereeeee e 184 198 212 225 237 247 257
With AIDS.................. e 184 197 210 222 233 243 251
Absolute difference ..........ccccooveevievievveeinecneenen. 0 1 2 3 4 5 6
Percentage difference ..........occoevveveevvecvenieevenienen. 0 0 1 1 2 2 2
2 developed countries
Without AIDS.......oooiiiiieeeeeeeeeeeeeee e 419 432 444 456 468 480 491
With AIDS ... 418 431 442 452 463 473 482
Absolute difference 1 1 2 3 5 7 9
Percentage difference .........ccccoevveveeveevienenceniennen. 0 0 0 1 1 1 2

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs,

Population Division publication, Sales No. E.03.XIIL.8).
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TABLE A.8. ESTIMATED AND PROJECTED POPULATION SIZE, WITH AND WITHOUT AIDS, BY LEVEL OF
ADULT HIV PREVALENCE, 1995-2025

(Millions)
Country grouping 1995 2000 2005 2010 2015 2020 2025
7 countries with prevalence of 20 per cent or more
Without AIDS ....cooiiiiiieieteeeeeeeeee e 69 77 85 93 102 110 118
With AIDS ..o 68 74 76 76 77 77 77
Absolute difference ....... 1 3 9 17 25 33 42
Percentage difference 1 4 10 18 25 30 35
5 countries with prevalence 10 to 20 per cent
Without AIDS .....coooiiieieee e 71 81 92 103 115 127 139
With AIDS ..o 70 79 85 92 98 104 110
Absolute difference ...........ccoceveveneneecncnenenes 1 2 6 11 17 23 30
Percentage difference ...........cccoooeieneiencniiennne 1 3 7 11 15 18 21
14 countries with prevalence of 5 to 10 per cent
Without AIDS ...ooooiiiiiiieeceeeeeeee 258 300 346 395 448 504 560
With AIDS ..o 256 293 331 371 413 455 498
Absolute difference ..........ccoceeveivoerencnenenenene 2 7 14 24 36 48 62
Percentage difference .... 1 2 4 6 8 10 11

17 countries with prevalence of 2 to 5 per cent

Without AIDS ......cccovveninine e 196 220 249 282 316 352 391
With AIDS ..o 194 216 242 270 300 331 364
Absolute difference .........c..coceeveeeceeverinencncnenne 2 4 8 11 16 21 27
Percentage difference 1 2 3 4 5 6 7
10 countries with prevalence of less than 2 per cent
Without AIDS ......cooviririiinieineeneeeneeneeseeene 2815 2990 3151 3307 3459 359 3713
With AIDS ..o 2812 2983 3139 3287 3424 3543 3639
Absolute difference ............ccccoeeeevenininencnececne 3 6 12 20 34 53 74
Percentage difference ...........coceveveeneniniencneenne. 0 0 0 1 1 1 2

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs,
Population Division publication, Sales No. E.03.XIII.8).
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TABLE A.9. ESTIMATED AND PROJECTED INFANT AND UNDER-FIVE MORTALITY RATE, BY COUNTRY GROUPING, 1995-2025

Country grouping 1995-2000  2000-2005  2005-2010  2010-2015  2015-2020  2020-2025

Infant mortality (per thousand)
All 53 countries

Without AIDS ..o 66.4 60.7 55.4 49.8 453 40.9
With AIDS ..o 67.5 62.0 56.7 51.3 46.7 42.1
Absolute difference...........cceceveeierirveniennen. 1.1 1.3 1.4 1.4 1.4 1.3
Percentage difference.........cccovevveiinvenennen. 1.7 2.2 2.5 2.9 3.1 3.2

38 African countries

Without AIDS ......ooooiiiiiieeeeeeceeeeeee e 98.5 89.5 82.8 75.2 67.9 60.9
With AIDS ............... ... 102.6 94.3 87.6 79.9 72.5 65.1
Absolute difference...... 4.1 48 48 4.7 4.6 42
Percentage difference.........cccccoeveevienennennen. 4.2 53 5.8 6.3 6.7 6.9
5 Asian countries
Without AIDS ......oovvieeeeeeeeeeeeeeee e 59.0 52.5 46.2 40.4 36.2 32.1
With AIDS ... 59.1 52.8 46.6 41.1 36.9 32.8
Absolute difference..........cccccceevvieeienieennins 0.1 0.3 0.5 0.7 0.7 0.7
Percentage difference.........cccevervecienvenennen. 0.2 0.5 1.1 1.6 2.1 2.3

8 Latin American and Caribbean countries

Without AIDS .....ccooovvieiiieieieeeeeeeeeeene 43.1 38.8 344 304 26.4 22.9
With AIDS (oo 435 39.3 34.9 30.9 26.9 233
Absolute difference..........cceeveeeerirenecane 0.5 0.5 0.5 0.5 0.5 0.4
Percentage difference.........ccccooeveeieneniennen. 1.1 1.3 1.5 1.8 1.9 1.9
2 developed countries
Without AIDS ..o, 9.5 8.6 7.9 7.3 6.7 6.2
With AIDS ............... 9.5 8.8 8.2 7.6 7.0 6.6
Absolute difference..... 0.1 0.2 0.3 0.4 0.4 0.4

Percentage difference.........cccevvevveciinienennene 0.8 2.2 4.0 5.0 5.7 6.4

Under-five mortality (per thousand)
All 53 countries

Without AIDS ......oooviiieeiieeeeceeeee, 93.9 85.2 77.1 68.9 62.6 56.1
With AIDS ..o 98.8 91.8 83.8 75.8 69.1 62.3
Absolute difference..... 5.0 6.6 6.7 6.9 6.5 6.2
Percentage difference 53 7.8 8.7 10.0 10.4 11.1
38 African countries
Without AIDS ......oooviiiiieieeeeeeeee e 157.6 142.0 130.1 116.6 103.9 91.7
With AIDS ..o 172.4 161.1 148.1 134.5 121.0 107.5
Absolute difference..........c.ccoeveeevievieeiiennien. 14.9 19.2 18.0 17.8 17.1 15.8
Percentage difference..........ccooeeveieininennne 9.4 13.5 13.8 153 16.5 17.3
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TABLE A.9 (continued)

Country grouping 1995-2000  2000-2005  2005-2010  2010-2015  2015-2020 2020-2025

5 Asian countries

Without AIDS.....ccooiieiriieiieeeeeeeeee 75.3 65.3 56.0 48.2 43.6 38.4
With AIDS....c.ooviiieiiieeieeeeeee s 76.8 67.3 58.8 51.5 46.4 41.3
Absolute difference...........cccevvrveruinieniennenne 1.5 2.0 2.8 32 2.8 2.9
Percentage difference .........ccoccevveveniieiennne 2.0 3.1 5.0 6.7 6.3 7.5

8 Latin American and Caribbean countries

Without AIDS......ccooiniiiiiiiirincccceeen 523 47.0 41.7 36.9 323 28.1
With AIDS ..o 55.2 49.9 44.7 39.8 35.0 30.6
Absolute difference..........cooeeereeeincnennn. 2.9 2.9 2.9 2.9 2.8 2.5
Percentage difference ..........cccoveveiininiennene 5.5 6.1 7.0 7.8 8.5 8.8

2 developed countries

Without AIDS.....c.coveviieieeiceeeeeeeeeeeereene 11.7 10.7 9.9 9.1 8.4 7.8
With AIDS.............. 12.0 11.4 11.2 10.5 9.4 8.8
Absolute difference........ 0.3 0.7 1.2 1.4 1.1 1.1

Percentage difference .........cccccevveveniieiennnnne 2.4 7.0 12.4 15.0 12.7 13.5

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs,
Population Division publication, Sales No. E.03.XIIL.8).
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TABLE A.10. ESTIMATED AND PROJECTED INFANT AND UNDER-FIVE MORTALITY RATE, BY LEVEL OF ADULT HIV PREVALENCE, 1995-2025

Country grouping 1995-2000  2000-2005  2005-2010  2010-2015  2015-2020  2020-2025

Infant mortality (per thousand)
7 countries with prevalence of 20 per cent or more

Without AIDS ..o, 55.4 50.9 455 40.7 36.6 329
With AIDS ..o 66.1 64.7 59.5 54.6 50.0 45.4
Absolute difference.........ccccocevevevieivcnennenn 10.7 13.8 14.0 13.9 134 12.5
Percentage difference.........ccoceoeeeirinenneneee 19.2 27.2 30.8 342 36.7 37.9

5 countries with prevalence 10 to 20 per cent

Without AIDS ......ccooiireiieeceeeeceieeee 91.9 87.9 79.9 72.0 64.2 57.1
With AIDS ..o 98.5 95.7 87.6 79.8 72.1 64.5
Absolute difference..........ccecevervveneneeciennenne 6.6 7.8 7.8 7.9 7.8 7.4
Percentage difference.........ccccevveieriievennnnns 7.2 8.9 9.7 11.0 12.2 13.0

14 countries with prevalence of 5 to 10 per cent

Without AIDS........ccoviieiieieeeeceeeeeeeeee 98.0 91.5 84.3 76.2 68.6 61.3
With AIDS................. ... 101.5 95.5 88.2 80.1 72.4 64.7
Absolute difference ....... 3.5 3.9 3.9 3.9 3.7 35

Percentage difference .........cccoevevevieneeinnnne. 3.6 4.3 4.6 5.1 5.5 5.7

17 countries with prevalence of 2 to 5 per cent

Without AIDS........ccoverimeiniirceneceeeee 105.9 90.3 84.2 76.8 69.6 62.6
With AIDS ..o 107.5 92.0 85.9 78.5 71.2 64.0
Absolute difference ..........coceeceveeeieencreniennenne 1.5 1.7 1.7 1.7 1.6 1.5
Percentage difference ........c.cccoceveevienenienennen. 1.4 1.9 2.0 2.2 23 23

10 countries with prevalence of less than 2 per cent

Without AIDS.....ccoviiirireieiiiininieeeecceneneas 53.4 47.5 41.8 36.8 329 29.2
With AIDS ..ot 53.5 47.7 423 37.3 33.6 29.9
Absolute difference ..........cocceeeeeeievcncneniennenne 0.1 0.2 0.4 0.6 0.6 0.6
Percentage difference ..........cccceoevirenecncnnne 0.3 0.5 1.0 1.6 2.0 22

Under-five mortality (per thousand)
7 countries with prevalence of 20 per cent or more

Without AIDS.....coviriririeieiiienirreeeeeceneeas 80.2 73.0 64.5 56.9 50.5 44.8
With AIDS...oiieiiiireeieeeeee s 108.8 114.2 108.0 100.2 92.7 84.3
Absolute difference ..........cocceeeveeivcncneniennenne 28.7 41.2 43.5 433 422 39.6
Percentage difference ..........cccoeoerivinececnnnnn 35.7 56.4 67.5 76.2 83.6 88.4

5 countries with prevalence 10 to 20 per cent

Without AIDS........coovieeieeeeeeeeeeeee e 145.8 138.5 124.1 110.0 96.2 83.8
With AIDS................ . 1662 162.7 150.0 136.1 122.4 108.7
Absolute difference ....... ... 204 242 25.8 26.1 26.2 24.9

Percentage difference ... 14.0 17.5 20.8 23.7 272 29.8
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TABLE A.10 (continued)

Country grouping 1995-2000  2000-2005  2005-2010  2010-2015  2015-2020  2020-2025
14 countries with prevalence of 5 to 10 per cent
Without AIDS ......ccceviviineireiencenecreenens 157.4 145.7 132.9 118.8 105.4 92.6
With AIDS ..o 172.7 161.5 148.5 134.3 1204 106.7
Absolute difference ...........coooeeveerirenenennnne. 15.9 15.7 15.6 15.0 14.0
Percentage difference ...........cocoooevenenecncnnnnn 10.9 11.8 13.1 14.2 15.1
17 countries with prevalence of 2 to 5 per cent
Without AIDS .....coooiiiiiiiinieeeece 170.2 143.7 132.9 119.8 107.1 95.0
With AIDS ..o 175.6 157.2 142.8 129.7 116.6 103.7
Absolute difference .........c..oceeveeveeiricncninnenne 13.5 9.8 9.9 9.5 8.7
Percentage difference .........ccoccevvvvveniieieniennnne 9.4 7.4 8.3 8.8 9.2
10 countries with prevalence of less than 2 per cent
Without AIDS .....ccoeviriiirieenreeneeneeeeneeene 58.9 50.8 44.0 39.9 353
With AIDS ................. 60.8 534 47.0 42.5 37.9
Absolute difference........ 1.9 2.6 3.0 2.5 2.6
Percentage difference 33 5.1 6.8 6.4 7.4

Source: World Population Prospects: The 2002 Revision, CD-ROM (United Nations, Department of Economic and Social Affairs,

Population Division publication, Sales No. E.03.XIIL.8).
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III. IMPACT ON HOUSEHOLDS

The HIV/AIDS epidemic threatens the social
fabric of the most affected countries. Of all units
affected by the HIV/AIDS epidemic, individuals,
households and families are the most affected.
The evidence shows that the AIDS epidemic is
having severe effects on households.

Many small-scale studies have documented
those impacts. The first studies were conducted in
Rakai, Uganda, one of the epicentres of the HIV
epidemic in the 1980s. The present chapter pre-
sents a conceptual framework of the ways AIDS
affects households and families and then reviews
the available evidence regarding the economic and
social impacts.

A. CONCEPTUAL FRAMEWORK FOR THE IMPACT
OF HIV/AIDS ON HOUSEHOLDS

The household impact begins as soon as a
member of a household starts suffering from HIV-
related diseases. In addition to social and psycho-
logical consequences, three kinds of economic
impacts can be distinguished. The first is the loss
of the income of the family member, in particular
if he or she is the breadwinner. The second impact
is the increase in household expenditures to cover
the medical costs. The third impact is the indirect
cost resulting from the absenteeism of members of
the family from work or school to care for the
AIDS patient.

Figure 8 diagrams the processes through
which the HIV-related illnesses or the AIDS death
of one of its members affects the household eco-
nomically and socially:

e The illness of a family breadwinner may
result in his or her absence from work.
The absenteeism may result in the loss of
income. When the person dies, the tempo-
rary loss of income becomes a permanent
loss.

e The medical costs to care for AIDS-
related illnesses may increase. The house-

hold may exhaust its savings or sell its as-
sets to cover the medical costs, resulting
in a lower level of production and con-
sumption. This could lead to a reduction
in the nutritional intake of children and
cause them to become malnourished.

e If a household member dies from the dis-
ease, the funeral, mourning and other
costs may also add to the burden of the
household. Mounting expenditures and
loss of income of the AIDS patient may
result in the impoverishment of the
household.

e Poorer households may be more severely
affected than better-off households. The
relationship between poverty and the
costs of AIDS to households can be visu-
alized at two levels. First, AIDS can push
households into poverty. Second, a
household that was already poor may be-
come further impoverished.

In addition to the economic impact that the
HIV/AIDS epidemic may have on households and
families, it may have social implications as well.
The household is the first unit of socialization,
and it may go through tremendous changes.

e The HIV/AIDS epidemic may lead to a
change in household composition, with
the gradual disappearance of the parental
generation and children being cared for by
grandparents and other relatives. In some
cases, the older children may act as surro-
gate parents for their younger siblings,
thus leading to an increase in one-
generation households headed by the
older children.

e An adult death may lead to the dislocation
or dissolution of the household, and chil-
dren may be sent to live with relatives.
Some of the children may withdraw from
school if the family can no longer afford
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Figure 8. Conceptual framework for the socio-economic impact of the HIV/AIDS epidemic on households
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to pay fees or buy supplies. Children may
also drop out of school if they are needed
at home, on the farm or in the market-
place.

e The number of impoverished female-
headed households will increase when the
male breadwinner of the household dies
of AIDS. When the AIDS victim in the
household is female, the impact of the
HIV/AIDS epidemic on the household
can be especially severe, especially for
the welfare of children. In addition, the
culturally determined position of women
can affect the household impact of an ill-
ness such as AIDS in males.

e Community attitudes towards helping
needy households will contribute either
positively or negatively to the impact of
the disease. Thus, in communities where
social and financial support is available,
HIV/AIDS-affected households may be
able to cope more effectively with the epi-
demic than those in communities where a
stigma 1is attached to those infected with
the virus.

B. EMPIRICAL EVIDENCE OF THE SOCIAL AND
ECONOMIC IMPACT OF THE HIV/AIDS EPIDEMIC
ON HOUSEHOLDS

1. Treatment and other direct costs

For households, perhaps the most direct costs
of HIV/AIDS, and those that are usually measured
by cost-of-illness studies, are the cost of treatment
and the cost of lost work time, although there are
also substantial secondary costs such as funeral
expenses.

AIDS-affected households often make a rapid
transition from relative wealth to relative poverty.
Haworth and others’ (1991) survey of AIDS-
affected families in Zambia found that the shift
into poverty was most visible in families in which
the deceased father was both the breadwinner and
tenant of a house provided through his job. Many
such families were forced to move after the death

of the father, with a majority of those families
reporting economic difficulties.

In the early 1990s, the International Chil-
dren’s Centre in Paris launched a multi-country
field study of the socio-economic evolution of
children and families affected by HIV/AIDS in
three countries: Burundi, Cote d’Ivoire and Haiti.
In each of the countries, about 100 households
affected by HIV/AIDS were followed longitudi-
nally for a year. In Cote d’lvoire, the study
showed that marked differences occurred in the
economic activities of households, with a steady
decline in the number of economically active
household members throughout the course of the
study (Béchu, 1997). In Haiti, the changes in-
cluded an overall reduction in the number of
household dependents, the cessation of paid em-
ployment, increased borrowing and the sale of
possessions as the disease became more serious.
In addition, it was found that HIV/AIDS-affected
persons were seeking less care even in circum-
stances when care was available.

In another longitudinal study, conducted in
Rakai, Uganda, between 1989 and 1992, the pro-
portion of households owning a car, lorry, radio or
bicycle decreased in households that experienced
an adult AIDS death, while households in which
there were no adult deaths saw an increase in
ownership of durable goods (table 6). The authors
concluded that HIV-related adult illness and burial
costs imposed great financial burdens on house-
holds, leading to a depletion of economic re-
sources (Menon and others, 1998).

Recently, Booysen (2003) found similar re-
sults in South Africa. Households that had experi-
enced illness or death in the recent past were more
than twice as likely to be poor than non-affected
households, and they were more likely to experi-
ence long-term poverty.

In a study in Delhi, India (Basu, Gupta and
Krishna, 1997), the larger extended family or kin
group provided the main cushion for absorbing a
crisis such as an AIDS-related illness or death.
Poor households bore proportionately more of the
costs. The most common response to loss of in-
come caused by an illness or death was to seek
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TABLE 6. CHARACTERISTICS OF HOUSEHOLDS WITH AND WITHOUT AN ADULT (15-49 YEARS) DEATH
DURING THE PANEL STUDY IN RAKAIL, UGANDA 1989-1992

Households without an

Households with an

Characteristics adult death adult death All households
Car/lorry

First Visit.....ooovveeieeveiecieecreeeeeeereeeee e 1.1 1.6 1.1
Last VISt c..coovveeeieceeece e 1.3 0.0 1.1
Bicycle

First ViSit.....coovveeieeiieiiieeieeeieereeeiee e 33.9 38.6 344
Last VISIt c.uveeeeiieiiceiecciecceeeeeeree s 41.0 34.8 40.3
Radio

FArst VISIt....oooveeeeiieiieeeeeeeeeeeeeveeeee e 29.7 39.7 30.8
Last VISIt c.uveeeiiieiiecieecieeeie e 37.0 35.9 36.9

Source: Menon and others, “The economic impact of adult mortality on households in Rakai district, Uganda”, in Confronting
Aids: Evidence from the Developing World, M. Ainsworth, L. Fransen and M. Over, eds. (Brussels, European Commission and

Washington, D.C., World Bank, 1998).

loans, as most households did not have enough
savings or assets to cope with the costs, nor could
they expect much help from government or emp-
loyment benefits. In this setting, many women do
not join the labour force after the death of a
spouse because the society considers it inappro-
priate for a woman to work outside the home.

Two studies, one in Thailand and one in Sri
Lanka, assessed the direct and indirect costs of an
adult HIV/AIDS-related death on rural house-
holds. In the Thailand study, 116 households with
an HIV/AIDS-related death were compared to 100
households with a non-HIV/AIDS-related death
and to 108 households with no death (Pitayanon,
Kongsin and Janjaroen, 1997). The study found
that the economic impact of an HIV/AIDS-related
death was substantial and generally greater than
that for a non-HIV/AIDS-related death. The larg-
est part of the economic cost was the loss of earn-
ings of the deceased, but loss of household in-
come from other sources was also important, as
were decreases in household consumption. In or-
der to cope with the loss of income resulting from
the illness and death of a member of a household,
households resorted to spending their savings,
borrowing, and selling possessions including land,
vehicles and livestock. The Sri Lanka study
(Bloom and others, 1997) found that the direct
costs per HIV/AIDS-related case were between

250 and 985 United States dollars ($), depending
on the treatment regimen, whereas indirect costs
ranged from $5,204 to $17,695. The bulk of the
direct costs in the case of Sri Lanka were borne by
the public sector, whereas indirect costs were
more likely to be borne by the persons living with
HIV/AIDS and their families and caretakers.

Mushati and others (2003) studied the conse-
quences for households of adult terminal illness
and death in eastern Zimbabwe. Nearly 80 per
cent of those who died were the primary income
earners for their households, and 60 per cent lost
their jobs during their illness. One in 7 caregivers
gave up a job to care for the sick person. Most
health-care costs were paid by the sick person and
his or her spouse (42 per cent) and by other
household members (41 per cent).

2. Impact on food consumption

The HIV/AIDS epidemic has had an impact
on food consumption in households. A study in
Zimbabwe (Mutangadura, 2000) showed that
households fostering maternal orphans had sold
assets and switched from more expensive to
cheaper commodities, and many households, es-
pecially in the urban area studied, reported de-
creased food consumption and switched to
cheaper foods. The food security situation of the
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surviving family was poorer after the death of an
adult female. Some children (aged 10-15 years) in
urban areas were forced to seek casual employ-
ment in order to buy food.

A Céte d’Ivoire study (Béchu, 1997) tracked
107 households with at least one adult AIDS vic-
tim. In contrast to households where the AIDS
victim remained relatively free of symptoms, per
capita consumption dropped in households where
the AIDS victim either died or moved away.

However, average per capita consumption had
partially recovered within 10 months after the
death occurred in the AIDS-affected households.
This time pattern of consumption demonstrates
the resiliency of the average household to the im-
pact of death (World Bank, 1999). It also shows
that, to achieve an adequate understanding of
household impacts, it is important for studies to
extend the period of observation beyond the few
months leading up to and following an AIDS-
related death.

TABLE 7. PERCENTAGE OF HOUSEHOLDS INDICATING A DECREASE IN THE CONSUMPTION OF FOOD ITEMS
AFTER A DEATH IN THE HOUSEHOLD IN ZIMBABWE, 2000

Urban Rural
Food item (101) (114)
Maize meal.......ccceveevieninieniiieceeee 34 16
Meat ..o 79 75
Bread......oooeieiiine 72 80
MK 71 61
Kapenta fish .....ccccooveevieninienieeceeccee, 0 33
Co0okKing 01l ....oevuiriiieieieieceeeeeee 50 64
SUGAT e 48 61
Vegetables.....oocoeviiieienieiinieeceeeeee 5 0
E@ES oo 70 65
PUlSE....oueiiieiiciiicece e 44 11

Source: G. Mutangadura, “Household welfare impacts of mortality of adult females in Zimbabwe: implica-
tions for policy and program development”, paper presented at the AIDS and economics symposium organized by

TAEN, Durban, South Africa, 7-8 July 2000.

Another study in Thailand (Janjaroen, 1997)
found that the average expenditure per adult
equivalent household member was lower in
households with an adult death than in households
without deaths, but the differences between the
two classes of households were very small and not
statistically significant. However, a regression
analysis showed that AIDS deaths had a larger
negative impact on consumption than did non-
AIDS deaths. Furthermore, this was true even af-
ter controlling for the duration of the illness,
which also had a strong negative effect.

A study conducted in Uganda (Topouzis,
1994) found that malnutrition had risen in the vil-
lage of Guru, especially among children, and that

kwashiorkor was the main reason for child admis-
sions in the hospital in the last three years. Prior to
that period, few cases of malnutrition had been
reported to the hospital. AIDS had also reduced
the number of meals per day or limited the diet to
one or two staple foods.

Change in household composition and structure

Most studies have found that the epidemic
tends to increase the number of female-headed
households and the number of households in
which grandparents are caring for children. For
instance, a study in Uganda (Topouzis, 1994)
found that HIV/AIDS contributes to the rise of
female-headed households. Compared to women
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whose husbands die of other causes, AIDS wid-
ows tend to be younger and have dependent chil-
dren who need to be looked after, which restricts
their contributions to farm work and off-farm in-
come-generating activities. A cohort study con-
ducted in Uganda and covering 10,000 individuals
in 15 villages (Mulder and others, 1995) found
that the proportion of households headed by
grandparents increased between the first and the
sixth rounds. The households were characterized
by a skipped generation structure, with missing
adults in the economically active age groups. The
skipped generation structures had the highest de-
pendency ratio. A ten-year study in Malawi found
that four out of five marriages in which one part-
ner was HIV-positive at the baseline survey were
no longer intact at follow-up (Floyd and others,
2003). Children with an HIV-positive parent at the
time of the baseline survey were less likely to be
alive and resident in the area and less likely to be
living with either parent at the follow-up survey.

The loss of a breadwinner obviously tends to
reduce the economic viability of the household
that remains, and some households faced with this
situation may disband, with the members dis-
persed to the homes of relatives. However, little is
known about how frequently the situation occurs;
most studies examine the current household con-
figuration and are not designed to follow up
households or household members who move out
of the study area. In one study of rural South Af-
rica, Hosegood, Herbst and Timaeus (2003) found
that 5 per cent of households experienced at least
one AIDS death during the one-year observation
period and that those households were nearly
three times as likely to dissolve as other house-
holds. Children aged under 15 in households with
an adult death were more likely to migrate. A
study in Uganda (Ntozi, 1997) inquired retrospec-
tively about migration of the spouses of former
household members who had died. The study also
distinguished probable AIDS deaths from other
causes of mortality. In total, 37 per cent of wid-
ows and 17 per cent of widowers had migrated
from their original homes. For both sexes, migra-
tion was more common for younger spouses, and
results suggested that those who were in worse
health (possibly because of AIDS) were more
likely to leave. In such a setting, it is not surpris-
ing that a higher proportion of women would

move away, since women are generally not enti-
tled to inherit the husband’s property, and the
women’s own kin are likely to live elsewhere.

Remarriage is potentially another way of cop-
ing with the economic as well as the emotional
and social losses resulting from the death of a
spouse. In some societies there are strong tradi-
tional expectations that widows will remarry. If
the death was a result of AIDS, however, the sur-
viving spouse is quite likely to be infected, and
remarriage poses a grave risk of spreading the
disease. Little is known, however, about how mar-
riage practices are actually changing in the face of
this risk. In parts of Africa, it was traditionally
expected that a widow, especially one still of re-
productive age, would be “inherited” by the hus-
band's brother or another male relative, and it was
through that union that she and her children would
continue to have access to property and other
means of support. Data from Uganda in the early
1990s indicated that people were aware of the risk
of contracting HIV/AIDS from sexual intercourse,
and the practice of widow inheritance was re-
ported to be in decline. Households that had ex-
perienced the death of a married person were
asked about the spouse's subsequent remarriage.
About one fourth of widowed women and over
half of men had remarried. Approximately half the
reported deaths were believed to have been due to
AIDS, but roughly three quarters of the surviving
spouses were reported to be healthy. While the
actual HIV infection status of those who remar-
ried was not known, the results suggested that
many people were basing their decisions about
risks of remarriage on the appearance of health.
However, many of those who appeared healthy
were likely in fact to have been infected by HIV
(Ntozi, 1997).

Households may also try to adjust to the loss
of an adult by sending some members, particularly
children, to live with other relatives, or by taking
in working-age relatives. The feasibility of doing
this probably varies greatly between societies,
depending on long-standing social customs and,
for individual households, on the availability of
suitable kin. In some African societies, for exam-
ple, there is frequent “circulation” of both children
and adults between households, even in the ab-
sence of emergencies. A review of changes in
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household structure based on three follow-up
studies in areas heavily affected by HIV/AIDS
found that, in the cases of Uganda and the United
Republic of Tanzania, many households added a
member after a death occurred, with the result that
the average household size following an adult
death declined by less than one member and the
dependency ratio in affected households rose by
only a modest amount. By contrast, in Thailand,
where households were smaller to begin with than
in the African cases, the households where an
adult died remained one person smaller even two
years after the death, and their dependency ratio
nearly doubled (World Bank, 1999).

4. Impact of AIDS on older persons

As mentioned above, one effect of the disease
is to change the structure and composition of
households. In many affected regions in develop-
ing countries, more and more older persons are
taking care of AIDS orphans. Older parents may
also provide end-stage care to their adult children
afflicted with AIDS. A study conducted in Zim-
babwe showed that older caregivers were under
serious financial, physical and emotional stress
owing to their care-giving responsibilities (World
Health Organization, 2002). Other studies con-
ducted in Thailand reached the same conclusion
(Knodel and Im-em, 2002; Knodel and others,
2002). The AIDS epidemic not only puts more
stress on older persons, but it also impoverishes
them at the very same time they themselves may
need to be taken care of. This is especially true in
societies where younger relatives are responsible
for the care of older persons.

There have been many reports of the growing
burden on older persons of providing for grand-
children who have been orphaned by AIDS and of
a rapid increase in the number of “skipped-
generation” households—households in which
grandparents are caring for grandchildren in the
absence of the middle generation (see HelpAge
International and International HIV/AIDS Alli-
ance, 2003). Recent survey data, presented below,
confirm that orphaned children are more likely to

reside with grandparents than with other relatives
or non-relatives. In addition, survey data confirm
that substantial proportions of the older population
of many countries are living in skipped-generation
households and that such households tend to score
lower than average on an index measuring quality
of housing and household amenities (United Na-
tions, forthcoming). Table 8 shows that in some
African and Caribbean countries, 10-25 of all per-
sons aged 60 or over are living in such house-
holds. For older women, the percentages are even
higher, exceeding 30 per cent in the cases of
Rwanda and Malawi (United Nations, forthcom-
ing). Table 8 also provides support for the claim
that the HIV/AIDS epidemic is responsible for a
notable increase in the number of skipped-
generation households. Even though most of the
surveys represented in the table are less than 10
years apart, the percentage of older persons living
in such households grew by 2.7 points on average
in the countries where adult HIV prevalence was
10 per cent or more, while it increased by 1.5
points in countries with HIV prevalence of 2-9 per
cent. By contrast, in most countries with lower
HIV prevalence, there was little change or a de-
crease.
5. Impact on children

The education and well-being of children also
suffer when AIDS strikes the household. A sig-
nificant finding of a study in Zimbabwe (Mutan-
gadura, 2000) was that children were unable to go
to school after an adult death in the household,
primarily as a result of a lack of money. In an-
other study in Uganda, it was found that only one
in every five children of AIDS-affected house-
holds in the village of Tororo remained in school.
AIDS-affected families were often forced to take
their children out of school as they either had no
money for school fees or needed the children’s
labour (Topouzis, 1994). That result was also con-
firmed by a study in Zimbabwe in both urban and
rural areas, which showed that the percentage of
children attending school decreased from 98 per
cent to 80 per cent after the death of a mother in
urban areas, and from 100 per cent to 93 per cent
in rural areas (Mutangadura, 2000).
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TABLE 8. PERCENTAGE OF OLDER PERSONS LIVING WITH GRANDCHILDREN WHOSE PARENTS ARE NOT PART OF THE HOUSEHOLD

Percentage with grandchildren but

Date not children
Difference
Prevalence of HIV in 2001 and country Earlier Later Earlier Later later - earlier
HIV prevalence at least 10 per cent
Cameroon 1991 1998 7.2 8.3 1.1
Kenya 1993 1998 143 13.9 -0.4
Malawi 1992 2000 21.5 25.0 35
Zambia 1992 2001-2002 13.6 21.3 7.7
Zimbabwe 1994 1999 16.7 18.4 1.7
Average 14.7 17.4 2.7
HIV prevalence 2.0-9.9 per cent
Benin 1996 2001 8.1 9.3 1.2
Burkina Faso 1992-1993 1998-1999 6.8 6.8 0.0
Cote d'Ivoire 1994 1998-1999 6.5 7.2 0.7
Dominican Republic 1975-1976 1999 11.7 13.8 2.1
Ghana 1993 1998 17.4 17.9 0.5
Haiti 1994-1995 2000 10.5 13.5 3.0
Nigeria 1990 1999 8.0 9.3 1.3
Rwanda 1992 2000 21.3 254 4.1
United Republic of Tanzania 1992 1999 11.9 12.4 0.5
Average 11.4 12.8 1.5
HIV prevalence under 2 per cent
Bangladesh 1993-1994 1999-2000 1.6 1.7 0.1
Bolivia 1994 1998 8.2 7.4 -0.8
Colombia 1990 2000 5.5 52 -0.3
Costa Rica 1976 1984 6.3 3.6 -2.7
Egypt 1992 2000 0.8 1.5 0.7
Guatemala 1995 1998-1999 6.1 6.3 0.2
India 1992-1993 1998-1999 1.7 1.8 0.1
Indonesia 1974-1975 1997 7.2 6.1 -1.1
Kazakhstan 1995 1999 3.5 3.1 -0.4
Madagascar 1992 1997 14.8 16.4 1.6
Mali 1995-1996 2001 8.8 8.6 -0.2
Nepal 1996 2001 2.6 2.9 0.3
Niger® 1992 1998 10.6 14.0 34
Paraguay 1982 1990 6.8 6.8 0.0
Peru 1977-1978 2000 8.1 6.2 -1.9
Philippines 1993 1998 8.3 8.5 0.2
Senegal 1992-1993 1997 33 2.9 -0.4
Turkey 1978-1979 1998 3.0 1.4 -1.6
Venezuela 1977 1981 5.8 54 -0.4
Average 5.9 5.8 -0.2

Source: Living Arrangements of Older Persons Around the World (United Nations, Department of Economic and Social Affairs,
Population Division, forthcoming).

NOTES: Based on tabulations of the living arrangements of the household population aged 60 years or over, from sample surveys (pri-
marily Demographic and Health Surveys) and censuses. The skipped-generation households—without any children of the respondent but
with one or more grandchildren—may contain other relatives and non-relatives. Adult HIV prevalence in 2001 is taken from table 2 and
UNAIDS, Report on the Global HIV/AIDS Epidemic (Geneva, 2002).

* For Niger, UNAIDS (2002) did not provide an estimate of adult HIV prevalence; available data were insufficient.
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The impact of HIV/AIDS on children’s edu-
cation may also depend on the socio-economic
status of the household. Thus, the poorer the
household, the more likely the household is to
take children out of the school system.

The impact of AIDS is also gender dependent.
An adult woman’s death may have especially far-
reaching consequences for the household since
women are the main caregivers in families.
Women also tend to manage household budgets in
ways that enhance the food and nutrition security
of the entire household and of children in particu-
lar (Haddad, 1999). A study in the United Repub-
lic of Tanzania (Ainsworth, 1993) found that chil-
dren were less likely to be enrolled in school
when the household had experienced the death of
a woman aged 15-50 in the previous 12 months.
There was no association between school enrol-
ments and the death of a man aged 15-50. Upon
the death of a woman, the children tended to re-
place her domestic roles in the short run and
dropped out of school to do so (Ainsworth, 1993).
In Indonesia, the loss of a father tended to have a
larger impact on the economic situation of the
family, whereas the loss of a mother had a larger
effect on child mortality and health (Gertler, Le-
vine and Martinez, 2003).

Many children in AIDS-affected households
are sent to live with other relatives, who may be
able to provide them with better nutritional and
economic conditions than they would have ex-
perienced had they remained in their original
homes. In order to obtain a full picture of the im-
pacts on children, it is therefore necessary to
widen the view beyond the original household.
The impact of a parent's death on children, espe-
cially children's education, is explored further in
the following section, which focuses on the status
of orphans.

6. Impact on orphans

The HIV/AIDS pandemic has led to increased
attention to the fate of the growing number of or-
phans. At the end of 2001, an estimated 14 million
children under 15 years of age had lost one or
both parents to HIV/AIDS, 11 million of whom
lived in sub-Saharan Africa (UNAIDS, 2002); the
number is forecast to nearly double by 2010. Sev-

eral recent studies have examined the relative wel-
fare of orphans by comparing them to non-
orphans in the same society with respect to levels
of school enrolment, household economic status
and, less frequently, nutritional and health status.
A few studies have also tried to assess whether
orphans’ well-being differs depending on their
living arrangements. Such large-scale, nationally
representative studies have only recently begun to
emerge, as information about the survival of chil-
dren’s parents has only recently begun to be gath-
ered routinely in national-level surveys in devel-
oping countries. In most such studies it is not
known whether particular children were orphaned
as a result of HIV/AIDS, although, as would be
expected, the percentage of children orphaned
tends to be highest in the countries with the high-
est levels of HIV prevalence in the adult popula-
tion (Bicego, Rutstein and Johnson, 2003). In 17
sub-Saharan African countries surveyed between
1995 and 2000, children under age 15 were, on
average, more than twice as likely to have lost
their father as their mother; about 10 per cent of
those who had lost one parent had lost both (Bi-
cego, Rutstein and Johnson, 2003).

a. School attendance

In all of the 44 countries for which informa-
tion on school attendance was available by mid-
2003, orphans who had lost both parents were less
likely to be attending school than children with
both parents alive and living with at least one bio-
logical parent. Moreover, in the limited number of
countries with trend data, the gap between the two
groups of children was widening. In sub-Saharan
African countries, only 60 per cent of children
aged 10-14 who lost both parents attended school,
compared to 71 per cent of those with both par-
ents still alive and living with at least one biologi-
cal parent (United Nations, 2003b). In general,
orphans who have lost only one parent have less
consistently been found to be at an educational
disadvantage, and when there is a disadvantage it
is smaller than for children who have lost both
parents (Monasch and Snoad, 2003; Bicego, Rut-
stein and Johnson, 2003; Ainsworth and Filmer,
2002; Case, Paxson and Ableidinger, 2003).
Monasch and Snoad (2003), in a study of survey
data in 40 sub-Saharan African countries, found
that orphans’ educational disadvantage tended to
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be greatest in countries with low school atten-
dance overall.

Girl children have a large educational disad-
vantage in many of the countries hard-hit by
HIV/AIDS—does orphanhood have a dispropor-
tionate effect on the educational disadvantage of
girls? Tentatively, the answer is no, in most cases.
Although some studies have reported that girls
were more likely than boys to be withdrawn from
school because they were needed to help care for
an AIDS victim or because there was a lack of
funds, two studies based on national data for a
large number of countries have found that the
gender gap in enrolment for orphans was ap-
proximately the same as the gap for all children.
Thus, orphanhood appears usually to produce a
similar amount of educational disadvantage for
children of both sexes (Ainsworth and Filmer,
2002; Case, Paxson and Ableidinger, 2003).

b.  Poverty

Orphans are more likely than other children to
be living in poor households and in female-headed
households. An analysis of surveys in 28 countries
(of which 23 were in sub-Saharan Africa) found
considerable diversity in the degree to which or-
phans were found in poor households. However,
in countries where there was a statistically signifi-
cant difference, orphans were more likely than
other children to live in poor households (Ains-
worth and Filmer, 2002). Case, Paxson and
Ableidinger (2003) found that it was mainly loss
of the father alone that was associated with greater
poverty.

Orphans are likely to be disadvantaged in ar-
eas besides education and household wealth, al-
though this is less extensively documented. Stud-
ies in Burundi and the United Republic of
Tanzania have found that the loss of a parent leads
to higher prevalence of malnourishment in chil-
dren (Ainsworth and Semali, 2000; Subbarao,
Mattimore and Plangemann, 2001). In the Tanza-
nian study, a recent death of other adults in the
household also increased malnutrition. However,
for children with better access to health care, the
adverse health effects were substantially reduced,
showing that the ill effects can potentially be

countered by appropriate health and nutrition
policies (Ainsworth and Semali, 2000).

c. Living arrangements

The large majority of orphans live with the
surviving parent, if there is one, or with other rela-
tives, especially grandparents (Case, Paxson and
Ableidinger, 2003). Table 9 shows the living ar-
rangements of orphaned and non-orphaned chil-
dren aged 6-14, averaged for 10 sub-Saharan Af-
rican countries. Of the double orphans (mother
and father both deceased), 4 per cent were living
in households headed by a non-relative, a situation
that is associated with a large educational disad-
vantage (see below).

An increasing number of orphans are living in
households headed by older persons. A recently
released study (UNICEF, 2003) also shows that
the proportion of orphans living with their grand-
parents increased from 44 per cent in 1992 to 61
per cent in 2000 in Zambia. Orphans also tend to
live in larger households headed by older rela-
tives. In Lesotho in 2000, for example, more than
65 per cent of double orphans were living in
households headed by persons aged 55 years or
older, whereas only 30 per cent of non-orphans
children were living in such households.

Long before the appearance of HIV/AIDS,
child fostering was common in many African so-
cieties, not just as a means of providing for or-
phaned children, but as a normal part of an exten-
sive network of exchanges of material and
emotional support among kin. Sending a child to
live for a while with relatives (or, less commonly,
non-relatives) can be a way of providing a child
with better access to education or other training, a
way of helping to balance the composition of dif-
ferent households according to the members’ la-
bour needs or a way of sheltering a child while
also providing companionship, household assis-
tance and the prospect of future support to an
older relative who would otherwise be alone. In
some cases living with relatives may be a pre-
ferred option for children whose parents have di-
vorced and remarried.
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TABLE 9. ORPHANHOOD AND THE RELATIONSHIP TO HOUSEHOLD HEAD

Relationship to head Non-orphans Maternal orphans Paternal orphans Double orphans
Percentage
Son/daughter ...........cccooeeeene 78 48 0
Grandchild.........cccoovvrinennene 12 20 32
SIblNG . 1 6 9
Other relative.........ccccoceveenene 6 16 29
Adopted/foster child".............. 2 7 25
Non-relative.......c.cccveveneenene. 2 4
Total oooveeieieeieeeeeee e 100 100 100

Source: A. Case, C. Paxson and J. Ableidinger, “Orphans in Africa”, working paper (Princeton, New Jersey, Princeton

University, 2003).

NOTES: Based on 164,689 observations in DHS surveys for 10 African countries: Ghana, Kenya, Malawi, Mozambique,
Namibia, Niger, Uganda, United Republic of Tanzania, Zambia and Zimbabwe. The data are for all children aged 6-14 whose
orphan status could be determined. See data source for additional explanatory notes.

“Information about the biological relationship is not available for this group.

The consequences of fostering for the children
involved, as well as for the receiving household,
may vary with the circumstances that gave rise to
leaving the parental home. Faced with the crisis of
parents' illness or death, most children may have
relatives who will willingly take them in, but
some may not. Furthermore, foster children may
continue to receive material support from parents
who are living elsewhere, but orphans lack that
additional support. It should also be noted that
fostering of AIDS orphans in most of the affected
societies is occurring within a context of wide-
spread poverty. Frequently, even households
whose members are spared by HIV/AIDS have
trouble providing themselves with adequate nutri-
tion and shelter and lack the resources necessary
to obtain health care and schooling for children. If
such households are the ones available to take in
orphaned children, inadequate resources will be
further strained.

Some researchers have presented an optimis-
tic assessment of the extended family to care for
children orphaned by HIV/AIDS in the areas that
they studied (for example, Urassa and others,
1997), but others have found signs that the tradi-
tional system is coming under severe strain as the
number of orphans continues to grow and that
many children are receiving inadequate support
(for instance, Ntozi and others, 1999).

In Uganda, national-level data showed that,
between 1992 and 1999/2000, the percentage of
households that included a foster child under age
14 increased from 17 per cent to 28 per cent. Tak-
ing in a foster child often represented a significant
burden. “Fostering households consume less, save
less and invest less, with serious macroeconomic
impacts on aggregate savings and investment in
the economy” (Deininger, Garcia and Subbarao,
2001, p. 1). The same study also found evidence
suggesting that the Government’s adoption of
policies in accordance with the goals of the World
Declaration on Education for All, adopted at Jom-
tien, Thailand in 1990, had decreased the amount
of educational disadvantage faced by foster chil-
dren during the 1990s. Nonetheless, during the
same period access to health services such as vac-
cination deteriorated, and foster children had been
particularly affected. The results support the idea
that broad-based policies aimed at increasing ac-
cess to basic education, health care and other ser-
vices have the potential to counteract many of the
disadvantages faced by orphaned children (Dein-
inger, Garcia and Subbarao, 2001).

A number of questions relate to the conse-
quences of child fostering for the children in-
volved. One that is of concern for policy is
whether the educational disadvantage of orphans
outlined above results from their being in poorer
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households, or whether an additional disadvantage
can be attributed to orphanhood itself. If the prob-
lem is household poverty alone, then resources
and support targeted to poor households could
compensate for the current educational disadvan-
tage of all poor children, and no additional inter-
vention would be required for orphans. However,
if orphans are also disadvantaged relative to other
children in similar economic circumstances, then
directing resources to poor households may not be
enough.

A study using nationally representative data
for 10 sub-Saharan countries (Case, Paxson and
Ableidinger, 2003) found that greater household
poverty did not completely account for orphans'
lower school enrolment. In “blended” households
that contained both orphaned and non-orphaned
children, orphans were less likely to be in school
than were other children in the same household;
children aged 6-14 years who had lost either the
mother or the father were on average about 5 per-
centage points less likely than non-orphans to be
in school, and double orphans were 16 percentage
points less likely to be in school. Household pov-
erty led to substantially lower enrolment for all
children, but orphanhood resulted in an educa-
tional disadvantage that was separate from that
arising from poverty. The study also found a
child's degree of relatedness to the household head
had an effect on whether the child was in school.
Living with a grandparent was associated with the
least disadvantage, relative to being with a parent,
and children living with more distant relatives
were more disadvantaged. The small percentage
of children living in a household headed by non-
relatives were at an enormous disadvantage in
terms of school enrolment, having an estimated
average enrolment rate 46 percentage points lower
than that of children whose parent was the head of
household. In some countries very few of such
children attended school (Case, Paxson and
Ableidinger, 2003).

Concern has frequently been voiced that, as
the AIDS crisis worsens, orphaned children will
be left without any guardian. The situation cer-
tainly does occur, for there are numerous anecdo-
tal reports. However, there is almost no evidence
about what proportion of orphans is involved, how
long such situations persist or how the children

fare over periods of several years. One study of a
hard-hit area in Uganda found that 3 per cent of
households had no resident adult aged 17 years or
older (Nalugoda and others, 1997). Another study
of Ugandan households that had experienced a
death in the preceding 10 years reported that about
one per cent were headed by children under age
18 in both 1992 and 1995 (Ntozi and Zirimenya,
1999). A small study in Zimbabwe investigated
the circumstances that had led to the establish-
ment of households headed by a child aged under
18 (27 households) or a young adult aged 18-24
(16 households). For 30 per cent of the house-
holds there was no known relative who could have
taken care of the orphans, and in most of the oth-
ers relatives were reported to be unwilling to take
the orphans in. In a minority of cases the children
also did not want to live with the relative. Al-
though in many cases relatives provided material
support and visited regularly, about one third of
the households known to have living relatives did
not receive material support from them (Foster
and others, 1997). It should be noted that large-
scale surveys do not, in general, provide a good
basis for studying the phenomenon of child-
headed households. The Demographic and Health
Surveys, for example, require that an adult be
available for interviewing, which means that
child-headed households would tend to be missed
(Bicego, Rutstein and Johnson, 2003).

There is also no reliable statistical information
about trends in the number of children residing in
orphanages in the AIDS-impacted developing
countries. Orphanages are generally regarded as
an undesirable option for providing shelter to the
swelling population of AIDS orphans. Not only do
most people in the developing countries affected
view this as a culturally unacceptable arrange-
ment, but orphanages are also viewed by experts
on child-care as tending to provide a poor setting
for child welfare and development. It is also very
expensive to provide good-quality institutional
care (see, for example, UNAIDS, 2002, pp. 133-
135; UNAIDS, UNICEF and USAID, 2002, p.
12). Nonetheless, orphanages are a last resort for
children who have no family that can take them
in, and a number of studies reviewed for the pre-
sent report mention community-based, religious or
other non-governmental organization-supported
orphanages or group homes as an aspect of local
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responses to the problem (for instance, Phiri and
Webb, 2002; UNICEF and UNAIDS, 1999;
UNICEF, 2002; Ntozi and Nakayiwa, 1999).

In summary, recent studies have shown that
orphans are at a substantial disadvantage. The
amount of educational disadvantage is greatest for
orphans that have lost both parents. The lower
school enrolment among orphans is not entirely
explained by the greater poverty of households
where orphans live, although poverty itself con-
fers a large disadvantage on orphans and non-
orphans alike. Even though grandparent-headed
households tend to be female-headed and poor,
living with a grandparent is, on average, associ-
ated with higher educational enrolment for or-
phans than is living with other relatives, particu-
larly more distant relatives. Orphans who live
with a non-relative, though they are a small mi-
nority, are at an enormous educational disadvan-
tage. Girl children have much lower enrolment
ratios than boys in many of the countries impacted
by HIV/AIDS; however, orphanhood by itself
generally disadvantages boys and girls equally
with respect to schooling. Available evidence also
points to nutritional disadvantage for orphans.
Taking in orphans represents a substantial eco-
nomic burden for many of the receiving house-
holds as well. Although many orphans live in
households that are relatively well-off economi-
cally, in many settings orphans are disproportion-
ately living in poor households.

C. CONCLUSIONS

The empirical evidence shows that the AIDS
epidemic is having a huge impact on households.
Indeed, households and families bear most of the
burden since they are the primary units in which
individuals cope with the disease.

e Medical and health expenditures are
increasing in HIV/AIDS-affected
households. Studies conducted in Sri
Lanka, Thailand, Uganda and the
United Republic of Tanzania, to name a
few, showed that HIV/AIDS-related ill-
nesses are putting a heavy financial
burden on households affected by the
epidemic.

Households affected by HIV/AIDS of-
ten move from relative affluence into
poverty. Studies in Burundi, Cote
d’Ivoire, Haiti and Zambia showed that
many changes occurred in the AIDS-
affected households, including loss of
paid employment, increasing borrowing
and the sale of possessions. The de-
crease of revenue from loss of labour is
an important impact of AIDS.

Food consumption decreases in many
HIV/AIDS-affected households. The
change in food intake leads to malnutri-
tion, especially among children. In parts
of Africa, households affected by
HIV/AIDS tend to decrease their con-
sumption and switch to cheaper goods.
In Thailand, one third of households af-
fected by HIV/AIDS reported an aver-
age decrease in household income of 48
per cent.

Family structure and household com-
position are changing. Increasing num-
bers of households are headed by
grandparents or by women without hus-
bands.

AIDS adds stress to the lives of older
persons. It kills their adult children,
who would have been responsible for
their care in old age, and it thrusts them
into the role of caregivers for their or-
phaned grandchildren.

The impact of AIDS on households is
also gender dependent. Deaths of adult
men tend to have a larger impact on
household income, while a woman’s
death has especially severe conse-
quences for children because women
are the main caregivers in families.

Children are leaving school prema-
turely to care for ill parents and for
economic reasons. Double orphans are
much less likely than other children to
be in school. Based on recent sample
surveys, in sub-Saharan African coun-
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tries only 60 per cent of children aged
10-14 who lost both parents attended
school, compared to 71 per cent of
those with both parents still alive and
living with at least one biological par-
ent.

Fostering orphans is a common cul-
tural practice, especially in African
societies, but the rapid rise in the
number of orphans may overwhelm
the traditional support system of the
extended family. Many of the house-
holds that are taking in orphans are
themselves poor, and taking in

orphaned children represents a signifi-
cant burden.

Orphans suffer disadvantages in edu-
cation, nutritional status and well-
being. Households where orphans live
are, in many settings, more likely than
others to be poor, but orphanhood also
leads to an educational disadvantage
separate from that attributable to pov-
erty alone. Orphans who live with non-
relatives are at an enormous educational
disadvantage. In some places—Burundi
and the United Republic of Tanzania,
for example—the loss of a parent is as-
sociated with a higher prevalence of
malnutrition.
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IV.IMPACT ON FIRMS

The impact of the HIV/AIDS epidemic goes
far beyond the household level. Firms and busi-
nesses may also be affected as HIV-infected peo-
ple are usually in the prime working years and are
involved in the process of production. If HIV
prevalence reaches a high level in a country or
within a firm, the impact of the disease may be
dramatic for the business or firm involved. The
present chapter introduces a conceptual frame-
work for the analysis of the impact of HIV/AIDS
on firms. It then assesses the empirical evidence
available on costs, productivity and profitability.
It also considers the response of firms to the epi-
demic.

A. CONCEPTUAL FRAMEWORK FOR THE IMPACT
OF HIV/AIDS ON FIRMS

As HIV infection progresses to AIDS, af-
fected workers are likely to be absent from the
workplace more and more often. The periods of
absenteeism may affect the productivity of the
firm, especially if the worker occupies an impor-
tant position in the firm and consequently is more
difficult to replace. The framework in figure 9
maps out the following processes through which
HIV/AIDS affect firms:

e AIDS deaths may lead directly to a re-
duction in the number of available
workers, since the deaths occur pre-
dominantly among workers in their
most productive years. As younger, less
experienced workers replace experi-
enced workers, worker productivity
may be reduced.

e The impact of AIDS also depends on
the skills of affected workers. In the
event that skilled workers who occupy
important positions in the firm become
sick or die from AIDS, the company
may lose its institutional memory—the
know-how accumulated through many
years of experience.

e Firms that have a health programme
may find themselves responsible for
substantial medical costs. The insurance
scheme of the firm may become more
expensive as insurance companies in-
crease the costs of coverage in response
to high HIV prevalence rates in firms.
Higher costs could impede saving for
investment. HIV/AIDS in the workplace
may also lead to increased funeral ex-
penses for workers.

e Morale and productivity of the remain-
ing workers may also suffer as co-
workers fall ill and die. Equally impor-
tant in the increase of costs may be the
growing demand for training and re-
cruitment to replace the ailing personnel
of the firms.

e Another impact of the HIV/AIDS epi-
demic in the community is the impover-
ishment of households, which leads to a
decline in the demand for some types of
goods. The companies producing those
goods may find themselves with a
shrinking market, which may eventually
lead to declining profits for the firms
involved in the production of the goods.

To sum up, the HIV/AIDS epidemic is likely
to result in increased costs and declining produc-
tivity for firms, which ultimately will lead to de-
clining profits. However, the magnitude of the
impact of HIV/AIDS will depend primarily on
five factors (Loewenson and Whiteside, 1997):

1. The number of people infected in the
firm;

2. Their role in the company;

3. The structure of the production process
and its ability to cope with absenteeism;

4. The benefits provided by the company;

5. The effect on the business environment of
HIV/AIDS in other companies and in the
Government.
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Figure 9. Conceptual framework for the socio-economic impact of the HIV/AIDS epidemic on firms
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Source: UNAIDS, Global Business Council on HIV/AIDS and Prince of Wales Business Leaders Forum, The Business Response to AIDS:

Impact and Lessons Learned (Geneva, 2000).

The following section presents the evidence
available concerning the impact of AIDS on firms
and companies.

B. EMPIRICAL EVIDENCE OF THE IMPACT OF
HIV/AIDS ON FIRMS

Many companies have undertaken studies on
the impact of AIDS on their workforce and pro-
ductivity. Unfortunately, the results of most of the
studies are not available to the public. Neverthe-
less, the few studies whose results are available

point to a serious impact of HIV/AIDS on compa-
nies in some settings and to the potential for the
effects to grow rapidly as the epidemic advances.

A review in 2001 characterized the literature
on AIDS and business as “remarkably thin”, with
many studies having small sample sizes and a nar-
row focus on one or two industries in a particular
country. In addition, most of the stronger studies
pertain to the early 1990s, a time when the epi-
demic was only beginning to have a noticeable
effect in many countries. The authors of the re-
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view found “a pattern of small but significant im-
pacts” and observed that, “as the epidemic deep-
ens, so will the effects on businesses change,
meaning that some of the more robust studies may
have little to tell us about the current situation, let
alone the one that businesses will face in ten
years” (Bloom, Mahal and River Path Associates,
2001, pp. 8 and 12).

1. Absenteeism and deaths

High levels of absenteeism seem to be one of
the characteristics of the impact of HIV/AIDS on
firms. For example, a study of 15 different estab-
lishments in Ethiopia found that the companies
were experiencing considerable absenteeism. The
number of HIV/AIDS-related illnesses was 53 per
cent of all reported illnesses, totalling 15,363 in-
cidents over a five-year period (Bersufekad,
1994). Out of 19 individuals interviewed in detail,
11 lost 30 days over a period of one year from
HIV/AIDS-related illnesses and 7 lost on average
60 days, while one person said he had been absent
for 240 days because of AIDS. The study was not
able to quantify the impact of HIV/AIDS on the
productivity of those establishments.

As a result of the absenteeism of infected
workers, which ultimately is followed by their
deaths, the impact of AIDS can be devastating in
some companies. A study of a sugar estate in
Swaziland illustrated how quickly the number of
AIDS-related deaths could increase, sapping the
progress made by the company and resulting in
declining productivity. The study showed that 25
per cent of the estate’s workforce was infected
with the HIV virus and would die within the next
10 years (Morris, Burge and Cheevers, 2000).

In Namibia, NamWater, the largest water pu-
rification company, announced in 2000 that
HIV/AIDS was crippling its operations (Angula,
2000). They reported a high staff turnover from
HIV-related deaths, increasing absenteeism and a
general loss of productive hours.

A study of Lonrho companies in Malawi
found that death-in-service benefits increased by
more than 100 per cent between 1991 and 1996
(Ntirunda and Zimda, 1998). The study also found
that AIDS-related costs were 1.1 per cent of the

total costs and 3.4 per cent of gross profits of the
companies in 1992. Another study of five firms in
Botswana found that the impact of HIV/AIDS
depended on the type of business, the skill level of
employees, the types of benefits provided and the
amount of savings held (Stover and Bollinger,
1999).

A study of 18 firms in Lusaka, Zambia,
showed that, of 68 deaths in a 10 month-period in
1993, 37 per cent were general workers, 30 per
cent were from lower management, 21 per cent
were from middle management and 12 per cent
were from top management. AIDS-related symp-
toms accounted for 56 per cent of deaths in gen-
eral workers and 62 per cent of top management
(International Labour Organization, East Africa
Multidisciplinary Advisory Team, 1995). The
study showed an association between HIV/AIDS
and longer periods of absenteeism, but the loss of
staff and its impact on productivity is only one
part of the impact of HIV/AIDS.

The impact of HIV/AIDS on firms depends on
the age structure of the workers in the firm. For
example, a study conducted in Zambia in Barclays
Bank showed that mortality peaked in the age
group 30-39. The death rate rose from 0.4 per cent
to 2.2 per cent between 1987 and 1991, and the
bank paid more than 10 million Kwacha ($58,140)
in payments to the families of employees who
died from HIV/AIDS (Smith and Whiteside,
1995). The study also showed that medical ex-
penses and training costs were on the increase,
whereas man-hours were reduced.

2. Costs to the companies

Most available studies have reached the con-
clusion that the HIV/AIDS epidemic causes an
increase in costs of production and a decrease in
revenues. Table 10 presents the costs of the
HIV/AIDS epidemic to six companies. Companies
offering health benefit packages (as opposed to
firms offering no health provision) suffer the
greatest loss.

The cost of HIV/AIDS to companies depends
on the type of company. In Kenya, the AIDS Con-
trol and Prevention Project (AIDSCAP), funded
by the United States Agency for International
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TABLE 10. COST TO SELECTED COMPANIES OF THE HIV/AIDS EPIDEMIC IN AFRICA
(United States dollars)

Company name

Total annual cost of AIDS  Annual cost of AIDS per employee

Botswana Diamond Valuing .......... 125941 237
Botswana Meat Commission.......... 370 200 268
Cote d'Ivoire food processing......... 33207 120
Cote d'Ivoire packing firm 10 398 125
Muhoroni Sugar, Kenya................. 58 398 49
Uganda Railway Corporation......... 77 000 300

Source: J. Stover and L. Bollinger, The economic impact of AIDS (Glastonbury, Connecticut: The

Futures Group International, 1999).

Development, conducted a study on the costs of
HIV/AIDS per employee by type of industry and
found that wood processing and sugar estates
were the two industries where HIV/AIDS-related
costs consumed much of the profits (table 11).
The differences observed in the costs are probably
a result of the way in which the companies treat
their employees. Although wages in the sugar in-
dustry and wood processing plants are lower than
those in heavy industry and transport, employees
tend to be housed on estates and provided with
many benefits, such as medical care. Projections
of the costs in the near future show a three-fold
increase in costs per employee in the wood proc-
essing industry and on sugar estates between 1992
and 2005, rising from $115 to $331 and from
$237 to $720 respectively.

TABLE 11. Costs oF HIV/AIDS PER EMPLOYEE IN KENYA
(United States dollars)

Type of industry 1992 2005

Heavy industry 16.45 39.03
Transportation 30.83 75.12
Wood processing.................... 114.62 331.09
Sugar estate ......ccoceeveeerieennenne 237.81 720.05

Source: AIDSCAP, “Comparative experience with worksite
prevention programmes in Africa: Zimbabwe, Tanzania and
Kenya”, XI International Conference on AIDS, Vancouver, Canada,
7012 July 1996 (abstract Th. D. 373).

Not only do HIV-affected firms lose their
workers as a result of absenteeism or AIDS-
related deaths, but they also experience an in-
crease in their medical benefits and costs. At the
present time, it is difficult to measure the impact,
as most countries are still in the early stages of the
epidemic.

In the United Republic of Tanzania, a survey
of six firms found that the annual average medical
and burial costs per employee increased 3.5 times
and 5.1 times respectively between 1993 and 1997
because of AIDS (Clancy, 1998). Another survey
of three businesses in Abidjan calculated AIDS-
related costs, including medical care, HIV screen-
ing, prevention, funeral attendance and lost pro-
ductivity. The average annual cost as a percentage
of wages ranged from 0.8 per cent to 3.2 per cent
in the three firms, depending on the firm’s social
policies (Aventin and Huard, 1997).

In a recent cost-benefit analysis of six firms in
Botswana and South Africa, Rosen and others
(2003) estimated that AIDS was responsible for 1
to 6 per cent of labour costs per year and con-
cluded that investment in prevention and treat-
ment would result in a net gain for most compa-
nies.

Models of the costs of AIDS in Zimbabwe es-
timated that costs to the Zimbabwe mining indus-
try would increase 12-fold between 1995 and
2010 and that training costs to replace skilled
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workers would increase five-fold by 2000 (Forgy,
1993). Another study evaluated the costs of AIDS
as a percentage of wages, production or profits
and found that the cost of AIDS was between 0.8
per cent and 3.2 per cent in Abidjan in 1997
(Aventin and Huard, 1997).

While many studies have focused on the total
additional costs attributable to HIV/AIDS, fewer
have attempted to measure the share of costs in-
curred by firms by the type of costs. Table 12 pre-
sents HIV-related costs by comparing the findings
of three surveys in Kenya, Zambia and Makandi,
Zimbabwe. In Kenya and Zambia, absenteeism
seems to account for the largest share of the costs,
whereas medical costs are more important than
any other costs in the Makandi study. Deaths
seem to take the second largest share of the costs
in Zambia and Makandi, where they represent 16
and 32 per cent of the total costs respectively. In
the 1992 Zambia study, replacement of managers
or skilled workers by expatriate workers is re-
sponsible for 13 per cent of all costs due to
HIV/AIDS.

The impact of HIV/AIDS on small-sized
firms may be even more devastating. As pointed
out by Loewenson and Whiteside (1997), “anec-
dotal evidence indicates that the consequences
may be even more significant for small enter-
prises. They do not have the human or financial
resources to weather the impact and may, as a re-
sult, collapse”.

3. Impact on productivity and profitability

A study of 992 firms in five sub-Saharan Af-
rican countries (Ghana, Kenya, United Republic
of Tanzania, Zambia and Zimbabwe) used data
collected in 1994 from the World Bank Regional
Programme on Enterprise Development to exam-
ine the attrition of workers caused by illness or
death and the cost to firms of replacing them
(Biggs and Shah, 1997; World Bank, 1999, box
1.4, p. 35). The study found that the rate of attri-
tion from illness and death was indeed higher in
the countries with a higher prevalence of
HIV/AIDS (table 13). However, even in the set-
tings where HIV/AIDS prevalence was highest,

TABLE 12. HIV/AIDS-RELATED COSTS: A COMPARISON OF VARIOUS SURVEYS

(Percentage)
Zambia 1992 Kenya 1994 M“k"l’;”g’j _ZI";';’;“”WQ

Absenteeism.........ccceeueeceereneennenne 31.8 543 25.2
Expatriate employment ................. 12.7 — —
Medical service........ccceeeverenuennes 14.7 12.0 37.8
Funerals.......cccccooevienininininicnn. 5.1 10.1 4.7
Deaths in service.......c.ccecerueeuene. 15.9 — 323
Travel....ooooveeceeieeeseeeeeee e 12.5 — —
Training and recruitment............... 7.3 26.3

Total..oeeeeeee e 100 100 100

Source: R. Loewenson and A. Whiteside, “Social and economic issues of HIV/AIDS in Southern Africa”
(Harare, Southern Africa AIDS Information Dissemination Service, 1997.

NOTE: A dash (—) indicates the amount is nil or negligible.
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TABLE 13. WORKER ATTRITION IN GHANA, KENYA, UNITED REPUBLIC OF TANZANIA, ZAMBIA AND ZIMBABWE,
TOTAL, AND BY SICKNESS OR DEATH, 1994

Total sample Percentage of workers leaving

Urban HIV Number of Number of Due to all Due to sickness
Country Prevalence firms workers causes or death
Zambia.......cocooereieiiinineen 24.7 194 14 582 20.8 2.5
ZimbabWe........c.cooveveerenenenne 20.5 199 59210 9.1 1.2
Kenya ....ccoovveviiiniiiiiiiieee 17.1 214 17 126 7.7 0.9
United Republic of Tanzania...... 16.1 197 14 611 19.3 0.6
Ghana .......ccoceveevieneeieeceee 2.2 188 9607 11.6 0.3
Total c.eeeeeiieeieeeee e, 992 115136 11.9 1.15

Source: World Bank, Confronting AIDS: Public Priorities in a Global Epidemic, Revised Edition (New York, Oxford University

Press, 1999).

illness and death were responsible for only around
12-13 per cent of worker attrition. In addition,
about three quarters of the workers who left owing
to illness or death were classified as unskilled or
semi-skilled, and such workers were quickly re-
placed (in two weeks on average for unskilled
workers and three weeks for the semi-skilled). It
took longer—about 24 weeks—to replace profes-
sional workers. At the same time, as a result of
economic conditions, many firms chose not to
replace workers who left: employers did not re-
place 38 per cent of the professionals and 51 per
cent of the unskilled workers. The authors con-
cluded that worker attrition significantly affected
firm performance but that AIDS-related attrition
had not yet had a significantly negative effect on
African firms.

The study by Biggs and Shah (1997) is un-
usual in covering a wide range of firms in a com-
parable manner in a range of African countries. It
should be noted that the study’s results pertain to
1994 and that the number of deaths from
HIV/AIDS has risen substantially since then.
Bloom, Mahal and River Path Associates (2001)
have advocated updating this study in particular,
in order to test ideas about how the deepening
HIV/AIDS epidemic is affecting the workforce.

Few studies have attempted to quantify the ef-
fects of HIV/AIDS on workers’ productivity or
efficiency. A study of a tea estate in western

Kenya (Fox and others, 2003) provided some of
the first empirical estimates of the impact of
HIV/AIDS-related morbidity on labour productiv-
ity. Company records showed lower output in
kilograms of tea leaves plucked and higher use of
leave time on the part of HIV-positive workers as
compared with non-infected workers. Productivity
continued to decline as the disease progressed. In
the last year of life, workers who died of AIDS
produced 38 per cent less tea and took nearly
twice as much leave time as others. Those figures
were almost certainly underestimates because
workers often brought unrecorded ‘“helpers” to
assist them and prevent them from losing their
jobs.

Studies concerning the impact of AIDS on
profitability in Africa have had mixed results.
Studies completed in South Africa (Morris,
Burdge and Cheevers, 2000) and Kenya (Roberts,
Rau and Emery, 1996) suggested that the eco-
nomic impact of HIV/AIDS on profitability was
likely to be substantial. On the contrary, studies in
Zambia (Smith and Whiteside, 1995), Malawi
(Jones, 1996) and Botswana (Greener, 1997) indi-
cated that the impact of HIV/AIDS on profitabil-
ity was not substantial.

4. Indirect impact of HIV/AIDS on firms

In addition to the direct effects arising from
increased costs and loss of productivity, firms
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confronted with a high level of adult HIV preva-
lence may be faced with other, less quantifiable
effects. For example, HIV/AIDS can result in a
substantial decline in morale among workers. As
employees witness the deaths of their co-workers,
they may adopt a fatalistic attitude towards work
and life in general, which may have a detrimental
impact on the production of firms.

Absenteeism may also result in extra work for
healthy workers who have to stand in for sick col-
leagues. In some companies, healthy workers
were increasingly working extra hours to compen-
sate for the time lost by their sick colleagues. The
result was that companies not only paid more ex-
tra hours but also exhausted the healthy workers.
Working long hours can produce stress among
employees, which may result in a decline in both
the quantity and quality of the final product.

5. Business response to HIV/AIDS

The response of businesses to the HIV/AIDS
epidemic has taken many forms. Some companies
have increased medical care and instituted preven-
tion programmes to help workers avoid contract-
ing the virus. As mentioned above, a cost-benefit
study by Rosen and others (2003), concluded that
company investment in prevention and treatment
would result in a net gain for most companies.
Other companies have taken the opposite ap-
proach. Some have changed hiring practices to
screen out high-risk and infected applicants or
have dismissed workers who are suspected of hav-
ing HIV/AIDS. Some firms have reduced em-
ployee benefits, restructured employment con-
tracts, outsourced less-skilled jobs and changed
production technologies to require fewer workers.
Some of the practices are illegal, and much of the
information is anecdotal (Rosen and Simon,
2002). Firms are also hiring and training older
workers, who are less likely to have HIV/AIDS
(Engel, 2002). The private sector has greater
scope than Government, households and non-
governmental organizations to shift the burden
and avoid the costs of the disease.

In South Africa, more than two thirds of large
employers have recently reduced health care bene-
fits or required larger contributions by employees.
A survey of 56 large South African employers in

1999 found that 78 per cent had restructured their
health care benefits in the previous two years,
mainly by capping company contributions, reduc-
ing benefit levels and increasing employees’ share
of the cost. As a result, 36 per cent of the employ-
ees with access to company-sponsored medical
plans had opted out, mainly because of the cost
(Rosen and Simon, 2002).

Many companies are attempting to cut costs
and prevent new HIV infections at the same time.
Prevention programmes usually include AIDS
education for workers and their families, treat-
ment of sexually transmitted diseases (STDs) and
distribution of condoms (Simon and others, 2000).
Reliable information about the success of preven-
tion efforts is scarce.

Studies on the impact of HIV/AIDS con-
ducted within companies will be beneficial to
policymakers only if the results of the studies are
made available. Hence, efforts should be made to
disseminate results while protecting the privacy of
infected persons within the company. Many com-
panies regard this information as too sensitive to
release.

C. CONCLUSIONS

Available studies of the impact of HIV/AIDS
on firms point to an impact of the epidemic on the
labour force, costs and productivity, depending on
the skills of those who are affected and whether
they are replaceable or not. The following effects
have been established:

e Firms and companies are facing sub-
stantial cost increases resulting from
HIV/AIDS that threaten their viabil-
ity. The situation has been documented
in Botswana, Kenya and Uganda. The
annual cost of AIDS per employee was
estimated to range from $49 for a Ken-
yan sugar firm to $300 for the Uganda
Railway Corporation.

e The impact of HIV/AIDS on firms
depends on the age structure of the
workers in the firm. For example, in
the Barclays Bank in Zambia, mortality
peaked in the age group 30-39.
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The extent to which people living
with HIV/AIDS will continue to be
part of the workforce depends largely
on the type of work performed, the
stage of the disease and the existing
policies in the relevant companies.
Workers in physically demanding jobs
may find it more difficult to maintain
their jobs when they become ill. De-
pending on the work legislation avail-
able, certain companies may be required
by Government to continue to offer
benefits for the employees who fall ill.
Hence, those companies are more
vulnerable to the impact of HIV/AIDS.
However, the impact depends both on
the types and costliness of the benefits
offered and on the value the business
gets back in terms of healthier workers
and the firm’s ability to attract and re-
tain qualified employees.

The impact of the HIV/AIDS epi-
demic on companies may be con-
cealed by the economic structural ad-
justments that many African
countries are undergoing. In some
cases, the programmes lead to a down-
sizing of the workforce or, in other
cases, to the closing down of the com-
panies. In that environment, some man-
agers may view the loss of staff as not
necessarily a bad thing. As a result, it is
sometimes difficult to separate the im-
pact of HIV/AIDS on the workforce
from the impact of other forces.

The varying levels of the impact of
HIV/AIDS on firms may also reflect
the production structures and bene-
fits packages of the firms. Firms that
are more labour intensive and those that
provide substantial benefits are likely to
be the hardest hit.
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V.IMPACT ON AGRICULTURE

The great majority of the population in the
countries most affected by HIV/AIDS live in rural
areas. In many African countries, farming and
other rural occupations provide a livelihood for
more than 70 per cent of the population. Hence, it
is to be expected that the HIV/AIDS epidemic will
cause serious damage to the agriculture sector in
those countries, especially in countries that rely
heavily on manpower for production. The present
chapter explores the issues related to the impact of
HIV/AIDS on agriculture. First, a conceptual
framework for analysis of the impact of
HIV/AIDS on agriculture is presented, based on
previous work by the Food and Agriculture Or-
ganization of the United Nations (FAO), followed
by a presentation of the evidence available on the
impact of HIV/AIDS on agriculture.

A. CONCEPTUAL FRAMEWORK FOR THE IMPACT
OF HIV/AIDS ON AGRICULTURE

HIV/AIDS can affect agriculture in many
ways (figure 10):

e Absenteeism caused by HIV-related ill-
nesses and the loss of labour from
AIDS-related deaths may lead to the re-
duction of the area of land under culti-
vation and to declining yields resulting
in reduced food production and food in-
security.

e The loss of labour may also lead to de-
clines in crop variety and to changes in
cropping systems, particularly a change
from more labour-intensive systems to
less intensive systems. Livestock pro-
duction may become less intensive, and
weeding and pruning may be curtailed.
A shift away from labour-intensive
crops may result in a less varied and
less nutritious diet.

e The reduction in labour supply through
the loss of workers to HIV/AIDS at cru-
cial periods of planting and harvesting

could significantly reduce the size of
the harvest, affecting food production.

e Loss of knowledge about traditional
farming methods and loss of assets will
occur as members of rural households
are struck by the disease and are not
able to pass on their know-how to sub-
sequent generations.

e Loss or reduction of remittances is
likely to occur in areas where agricul-
tural workers send money home while
working abroad. When the workers be-
come sick, they can no longer earn
money to send home.

Consequently, the important impacts of the
HIV/AIDS epidemic on agriculture are food inse-
curity caused by the reduction of production, and
loss of income from household members em-
ployed in the sector.

The HIV/AIDS epidemic may also affect the
traditional coping mechanisms that are often
found in rural areas. Traditionally, local residents
have joined together to offer assistance to those in
need during periods of shock or crisis. Indeed,
community-based initiatives have become one of
the outstanding features of the epidemic and a key
coping mechanism for mitigating the impact of
HIV/AIDS (UNAIDS, 2002). However, as the
number of HIV/AIDS cases increases, the need
for assistance may overwhelm the support system,
and traditional coping mechanisms may begin to
break down.

B. EMPIRICAL EVIDENCE OF THE IMPACT OF
HIV/AIDS ON AGRICULTURE

Many of the studies assessing the impact of
HIV/AIDS on agriculture have been conducted
under the auspices of the Food and Agriculture
Organization. Of the AIDS impact studies con-
ducted so far, the majority have dealt with the ru-
ral world, that is, agriculture and livestock.
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HIV/AIDS in the
agricultural sector

Figurel0. Conceptual framework for the impact of the HIV/AIDS epidemic on agriculture
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Source: United Nations, Department of Economic and Social Affairs, Population Division.

1. Impact on food security and changes in
cropping patterns

One of the main impacts of HIV/AIDS on ag-
riculture is its impact on food security. For exam-
ple, a survey carried out in 1997 in Zimbabwe, a
country with an adult prevalence rate of more than
25 per cent, estimated production loss in AIDS-
affected households. The survey, conducted by the
Zimbabwe Farmers’ Union, found that agricul-
tural output declined by nearly 50 per cent in the
households affected by AIDS (Kwaramba, 1997).
Maize production by smallholder farmers, and
commercial farms declined by 61 per cent as a
result of illness and deaths from AIDS (table 14).
Those production losses could result from a num-
ber of factors, including shifting production pat-
terns. However, according to Kwaramba, at that

time the Zimbabwe data did not indicate a dra-
matic switch from cash to subsistence crops.

TABLE 14. REDUCTION IN OUTPUT IN AIDS-AFFECTED
HOUSEHOLDS, ZIMBABWE

Production loss

Crop (Percentage)
Maize.....cccocvvvevennnnne. 61
Cotton.... 47
Vegetables . 49
Ground nuts................ 37
Cattle ....coovvevreerenenen. 29

Source: Kwaramba, The Socio-economic Impact
of HIV/AIDS on Communal Agricultural Production
Systems in Zimbabwe (Harare, Zimbabwe Farmer’s
Union and Friederich Ebert Stiffung, 1997).
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By contrast, in Cote d’Ivoire, a 1997 study
found that switching to food crops rather than
cash crops led to a drop in production by two
thirds of previous levels (Black-Michaud, 1997).
In addition, reduced remittances resulting from
illnesses or deaths of migrant workers were found
in Burkina Faso, whose nationals migrate to Cote
d’Ivoire as seasonal agricultural workers.

In a study conducted in Burkina Faso in 1997,
it was found that in two villages, Sangui¢ and
Boulkiemd¢, shifting work patterns and an overall
reduction in food production had occurred as a
result of the HIV/AIDS epidemic. The same study
found that net revenues from agricultural produc-
tion had decreased by 25 to 50 per cent (FAO,
1997). The Government of Swaziland also re-
ported a 54 per cent drop in agricultural produc-
tion in households where at least one adult mem-
ber died from AIDS (Wall Street Journal, 9 July
2003).

A study in the United Republic of Tanzania
showed that a woman whose husband was sick
was likely to spend 45 per cent less time on agri-
culture than if the husband were healthy. In Kag-
era, a survey showed that, on average, adults in
households that experienced a death spent five
hours less on farming during the previous week
than those without a death (Mutangadura, 2000).

In Kenya, a study found that the commercial
agricultural sector was facing a severe social and
economic crisis caused by HIV/AIDS (Rugalema,
1999). The loss of skilled and experienced labour
to the epidemic is a serious concern. However, it
was difficult to quantify the impact of the epi-
demic in terms of increasing costs.

In Namibia, worker-deficient households cul-
tivate less land and have fewer cattle and less non-
farm-related cash income (Mutangadura and Mu-
kurazita, 1999).

2. Absenteeism and loss of labour

In countries or areas heavily affected by the
HIV/AIDS epidemic, the time required to care for
the sick and seek medical assistance often had an
impact on time available for agricultural produc-

tion. The outcome might be less timely farming
practices, resulting in reduced yields and, over
time, a general decline in household welfare.

A study conducted in Ethiopia showed the re-
duction in agricultural labour time as a result of
HIV/AIDS: the number of hours per week in agri-
culture fell from 33.6 hours in non-afflicted
households to between 11 and 16 hours in af-
flicted households (Black-Michaud, 1997).

AIDS is expected to have a greater impact in
the future. According to estimates by FAO, be-
tween 1985 and 2000, in the 27 most affected
countries in Africa, 7 million agricultural workers
died from AIDS, and 16 million more deaths were
likely to occur in the following two decades. In 12
countries, including the 10 most affected African
countries, labour force decreases ranging from 10
to 26 percent are anticipated (table 15). Namibia
is expected to suffer the most in terms of loss of
labour force by 2020 (26 per cent of its labour
force), followed by Botswana.

Another feature of the HIV/AIDS epidemic is
that its impact may be observable only when the
epidemic reaches the mortality stage of AIDS,
with people dying in large numbers. It is therefore
important to design measures that allow the pre-
diction of the impact of the epidemic in the future
as well as in the present. A study conducted by the
United States Department of Agriculture ad-
dressed that concern by projecting the impact of
AIDS on production (Shapouri and Rosen, 2001).
The study found that in the most affected coun-
tries in Africa, slow growth in agricultural produc-
tivity and the overall economy resulted in growing
food insecurity, with a substantial gap between
production and needs projected for 2010 in many
countries (table 16). Food insecurity is measured
by the nutrition gap, which represents the differ-
ence between projected food supplies and the
amount of food needed to meet per capita nutri-
tion standards at the national level (United States
Department of Agriculture, 2001). In Kenya, for
example, grain production in 2010 is projected to
be 12.1 per cent less than the amount needed (ta-
ble 16). Increasing reliance on imported grain and
food aid will be necessary to meet nutrition re-
quirements (Shapouri and Rosen, 2001).

United Nations Department of Economic and Social Affairs/Population Division

The Impact of AIDS

63



TABLE 15. ESTIMATED AND PROJECTED LOSS OF LABOUR FORCE IN 2000 AND 2020

(Percentage)
Country 2000 2020
Namibia............... 3.0 26.0
Botswana...........ccccoveeviniiiiiniiiee, 6.6 23.2
ZIMbabWe.........cccoceruiveneieieenceenne 9.6 22.7
MozambiqUe.......ccerveveereererienreeennes 2.3 20.0
South Africa......coceveevevivincnieecene, 3.9 19.9
Kenya ..o 39 16.8
MalaWi ... 5.8 13.8
Uganda ......cocoeveveeninicninieicneeieee 12.8 13.7
United Republic of Tanzania 5.8 12.7
Central African Republic 6.3 12.6
Cote d'Ivoire 5.6 11.4
Cameroon.........ccoeevereeveneeienieeienene 2.9 10.7

Source: FAO, “The impact of AIDS on food security”, paper presented at the twenty-
seventh session of the Committee on World Food Security, Rome, 28 May — 1 June 2001.

TABLE 16. GRAIN MARKET PERFORMANCE FOR SELECTED AFRICAN COUNTRIES

Annual production growth Projected nutrition gap”

1980-1999  1989-1999 2010
Percentage
Eastern Africa

Kenya.....ooevievininiineecncece, 0.44 -1.04 12.1
2.18 1.29 0.0
United Republic of Tanzania .......... 2.03 0.00 33.6

Southern Africa
MalaWi ...ooveeiiiieiieeeeeeeeeee 1.83 4.14 18.1
Zambia.......coceevienieiinieieneeeeeenen -1.22 -3.63 69.9
ZIMbabWe .....cccvevuieiiiieiinieeieniennen -1.06 -0.10 24

Source: Based on S. Shapouri and S. Rosen, “Toll on agriculture from HIV/AIDS in sub-
Saharan Africa”, Agriculture Information Bulletin, No. 765-9 (June, 2001).

As a percentage of grain production.

Outside of Africa, very few studies of the im-
pact of HIV/AIDS on agriculture are currently
available. This may be a result of the lower HIV
prevalence in Asia and Latin America and the
lower percentage of employment in the agricul-
tural sector, which may lead to a lower impact.
Nonetheless, it is still important to conduct studies
in those regions to investigate the likely impact of
HIV/AIDS on agriculture and the ways in which

the social and physical environment may contrib-
ute to lessening the impact. For example, a study
conducted in Thailand reached the conclusion that
one third of the rural families affected by AIDS
experienced a halving of their agriculture output
(UNAIDS, 2000c).

Another study in Thailand of the impact of
AIDS on rural families showed that the agricul-
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Box. Key points on the socio-economic impact of HIV/AIDS on agriculture and rural development

The following factors should be borne in mind when analysing the impact of AIDS in rural areas:

e  What distinguishes HIV/AIDS from other fatal diseases is that (a) it primarily affects the most pro-
ductive age group of men and women between 15 and 49 years—the main breadwinners and heads of
households raising families and supporting the elderly—and their children; (b) its full impact is revealed
only gradually (given a median survival period of around 9 years in developing countries); and (c) there is
no cure while drugs that can prolong life are not available to the large majority of infected people in de-
veloping countries.

e The stigma attached to HIV/AIDS is a distinguishing characteristic of the epidemic with adverse
consequences for response measures. As a result of this stigma, it is more difficult to address HIV/AIDS
than other diseases.

e Countries in Southern and Eastern Africa have increasing urban-to-rural equalization of HIV
prevalence. Moreover, given the predominantly rural composition of many of these countries, in terms of
absolute numbers, the number of people living with HIV/AIDS may be higher in rural than in urban areas.

e The impact of HIV/AIDS is cross-sectoral and systemic. Agriculture is a dynamic, integrated and
interdependent system of productive and other components operating through a network of interrelated
subsectors, institutions and rural households with linkages at every level of activity. The efficiency and ef-
fectiveness of each subsector, institution and household depends, to a large extent, on the capacity in other
parts of the system. If this capacity is eroded through HIV, then the system’s ability to function will be
diminished.

e The impact of HIV/AIDS on agricultural production systems and rural livelihoods must be dis-
aggregated into its spatial and temporal dimensions. Geographic and ethnic factors, gender, age, agro-
ecological conditions and livelihood strategies play a role on the impact of HIV/AIDS on agricultural pro-
duction and livelihood systems.

e HIV/AIDS disproportionately affects sectors that are highly labour-intensive or have large num-
bers of mobile or migratory workers, including agriculture, transportation and mining.

e The magnitude of the epidemic is such that one can no longer categorize households as afflicted, af-
fected and unaffected. Nearly all households within a community are likely to be directly or indirectly
impacted by the epidemic.

e It has been argued that those rural people whose activities are not counted by standard measure-
ments of economic performance and productivity are among the most vulnerable to the impact of
HIV/AIDS. The effects of the epidemic on the resources, time and labour of those working in subsistence
agriculture, in rural households (particularly women) and in the informal sector are for the most part in-
visible in quantitative terms.

e The cost of HIV/AIDS is largely borne by rural communities. Many HIV-infected urban dwellers
return to their village of origin when they fall ill. Rural households (particularly women) provide most of
the care for AIDS patients. In addition, food, medical care costs and funeral expenses are primarily borne
by rural families.

e The burden of the socio-economic impact of HIV/AIDS disproportionately affects rural women.
Widows tend to become poorer as they lose access to land, property, inputs, credit and support services.
HIV/AIDS stigmatization compounds their situation further, as assistance from the extended family and
the community—their only safety net—is often severed. Widowers tend to remarry soon after losing their
wives, thus cushioning their families from AIDS impacts.

e The impact of HIV/AIDS on children is severe as widespread orphanhood and fosterage are bring-
ing the coping mechanisms of many extended families to the breaking point. Withdrawal from school, a
decrease in food intake, a decline in inherited assets and less attention from caretakers are among the ad-
verse effects of the epidemic on children.

Excerpt from D. Topouzis, Addressing the Impact of HIV/AIDS on Ministries of Agriculture: Focus on Eastern and Southern Africa
(Rome, FAO; and Geneva, UNAIDS, 2003).
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tural families and the poorest families in the
northern provinces of Thailand, where more AIDS
cases were found, were also the most vulnerable
to the economic impact on agriculture. The study
found that the economic impact of an adult AIDS
death was sizeable despite all the coping strategies
employed. The least able to cope were the poorest
and the least educated agricultural workers (Pita-
yanon, Kongsin and Janjaroen, 1997).

3. Gender implications

HIV/AIDS frequently has severe conse-
quences for rural widows of AIDS victims. In
sub-Saharan Africa and Asia, women contribute
to more than half the food production and are usu-
ally involved in the most labour-intensive farming
activities (UNAIDS, 2002). However, in areas
where women are not permitted to inherit prop-
erty, they may lose access to land and other assets
when their husband dies (FAO and UNAIDS,
2003). In some cases, the cultural division of la-
bour makes it impossible for women to assume
the farming tasks previously performed by their
husbands, and they are forced to abandon farming.
Inequality in access to credit, employment, educa-
tion and information all make women more vul-
nerable to the negative impacts of HIV/AIDS
(Stokes, 2003). Moreover, the stigma of the dis-
ease may inhibit widows from seeking community
and extended-family support, which are vital
safety nets in rural areas.

C. CONCLUSIONS

The evidence with respect to the impact of
HIV/AIDS on agriculture remains scattered and
incomplete. Most studies cover small areas, and
many do not include a control or comparison
group of households not affected by HIV/AIDS.
Moreover, little is known about the effects of the
epidemic over time. Nonetheless, the current evi-
dence demonstrates that HIV/AIDS is having a
crushing effect on agricultural production and the
economic viability of AIDS-affected households
in diverse areas of Africa. HIV/AIDS is also hav-
ing a serious impact on commercial agricultural
enterprises.

The future impact of HIV/AIDS on agricul-
ture will depend, among other things, on finding
ways to reduce the amount of labour required,
including introducing less labour-intensive meth-
ods of production and increasing yields with non-
labour inputs. In many of the countries most af-
fected by HIV/AIDS, the agriculture sector was
already under stress from desertification and gov-
ernment neglect of the traditional farming sector.
The epidemic is intensifying labour shortages,
increasing malnutrition and adding to the burden
of rural women, especially those who head farm
households.

The major findings of the chapter are as fol-
lows:

e The HIV/AIDS epidemic has led to
significant reductions in food produc-
tion in AIDS-affected households. In
two villages in Burkina Faso, for exam-
ple, revenues from agricultural produc-
tion declined by 25-50 per cent as a re-
sult of AIDS. The Government of
Swaziland reported a 54 per cent drop
in agricultural production in AIDS-
affected households.

e HIV/AIDS has caused a decline in the
supply of labour for food and live-
stock production. The decline is
caused by the illness and deaths of peo-
ple living with AIDS and by the time
spent by household members in caring
for sick relatives. In the United Repub-
lic of Tanzania, for example, a study
found that a woman whose husband was
sick spent 45 per cent less time on agri-
cultural tasks than a woman whose hus-
band was healthy. Even larger declines
have been documented for Ethiopia.

e HIV/AIDS has caused shifts of
production from cash crops to food
crops in AIDS-affected households.
The change has resulted in lower
household incomes and a lack of funds
to buy non-food essentials or non-
labour inputs necessary to maintain ag-
ricultural yields.
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e The HIV/AIDS epidemic is leading to mented, for example, in Kenya, farmers

a loss of knowledge about farming who die of AIDS do not live long
methods and a reduction in skilled enough to pass on their know-how to
and experienced labour. As docu- subsequent generations.
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VI. IMPACT ON EDUCATION

Like every other sector of the social and eco-
nomic life of an AIDS-afflicted country, the edu-
cation sector has felt the impact of the HIV/AIDS
epidemic. An increasing number of countries in
sub-Saharan Africa face a shortage of teachers.
Deaths and illnesses have also affected education
sector administrators, planning and finance offi-
cials. At the same time, children in AIDS-affected
households are delaying school entry or dropping
out of school. Hence, the HIV/AIDS epidemic is
seriously threatening the achievement of the goals
of the Dakar Framework for Action, adopted by
the international community at the World Educa-
tion Forum, held in Dakar, Senegal in April 2000,
and of the Millennium Development Goals.

Education is a major engine of economic and
social development. The expansion of educational
systems became a high priority for many Gov-
ernments in the decades following the Second
World War, as evidence accumulated that invest-
ment in human capital, particularly health and
education, had important economic benefits for
the whole society. Between 1970 and 2000, the
percentage of the population aged 15 and over
who had completed primary school increased
from 23 to 43 per cent in 73 developing countries
(as estimated by Barro and Lee, 2000). Improve-
ment in sub-Saharan African countries, however,
lagged behind that of most other regions. In 1970,
only 16 per cent of the adult population in 22 sub-
Saharan African countries had completed primary
school or more, and that figure had increased to
only 28 per cent by 2000. Most of the improve-
ment occurred in the 1970s. In the 1980s, poorly
performing economies resulted in no overall gain
in enrolments during that decade and even led to
declines in some countries. Although there is sub-
stantial variation among sub-Saharan countries,
progress in educational attainment for the region
was slow even before the HIV/AIDS epidemic
became established. With the added burdens and
costs of the disease, the task of maintaining the
educational system and making it accessible to all
children is daunting.

Chapter VI examines the impact of the
HIV/AIDS epidemic on the supply of education,
the demand for education and the quality of edu-
cation. The first section proposes a conceptual
framework for the impact of HIV/AIDS on educa-
tion, mapping the processes through which the
education sector is affected. It is followed by an
examination of the available evidence of the im-
pact of the AIDS epidemic on education. The final
section presents the conclusions.

A. CONCEPTUAL FRAMEWORK FOR THE IMPACT
OF HIV/AIDS ON EDUCATION

The HIV/AIDS epidemic may affect the edu-
cation sector in at least three ways (figure 11): the
supply of education through the availability of
teachers, the demand for education (total number
of children and the number enrolled and staying in
school) and the quality of education (supply of
experienced teachers). In sum, as a result of
HIV/AIDS, fewer children are able to enrol in
school and receive the basic skills and knowledge
they need, fewer teachers are available to teach
them and the quality of the education they receive
is consequently diminished.

The absenteeism of teachers from school and
ultimately their deaths affect the teaching re-
sources available. Teachers who are infected with
the HIV virus may try to transfer to another area
or, once visibly ill, may disappear (Katahoire,
1993). Other teachers may also want to transfer
out of heavily affected areas or may refuse to be
posted to them, thus decreasing the number of
teachers available in the region.

The deaths of children or parents will affect
school enrolment, as a smaller number of children
will be entering the school system and more chil-
dren will be dropping out of school to take care of
sick parents or siblings after the death of their
parents. The number of children entering the
school system will diminish if AIDS orphans do
not enrol, delay enrolling or leave school in large
numbers.
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Figure 11. Conceptual framework for the impact of the HIV/AIDS epidemic on education

HIV/AIDS epidemic
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Illness and death of Fewer births
parents Illness and death of Illness and death of
Household poverty children teachers
Orphanhood
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Absenteeism of

teachers

Decrease in supply |4
of students

Decrease in supply of
teachers

Decrease in quality of
education

Source: United Nations, Department of Economic and Social Affairs, Population Division.

Some school-aged children may be infected
with HIV/AIDS or suffer from AIDS-related ill-
nesses. Such illnesses may cause them to be ab-
sent from school frequently, and they may inter-
fere with their ability to learn and their academic
performance. Children who acquire the HIV virus
from their mothers during childbirth or breastfeed-
ing usually do not survive long enough to enrol in
school.

Equally important is the possible decrease in
the quality of education, as teachers may be ab-
sent from school or too ill to provide the same
quality of schooling they were providing before
becoming sick. The quality of education may also
decrease if less money is invested in the education
sector as countries with a high prevalence of
HIV/AIDS struggle to fight the epidemic.

The HIV/AIDS epidemic may also affect
education resources owing to the costs that it im-
poses on the system. In order to compensate for

the loss of teachers, schools may hire temporary
staff at the same time that the costs of employee
benefits, recruitment and training are rising. In
some countries, employee benefits may be paid to
teachers until they die. Hence, the education sys-
tem may continue to pay a large number of non-
working persons in addition to covering the finan-
cial costs of replacements.

Over time, as teachers fall victim to AIDS and
the costs of training new staff mount, the school
system may rely more and more on less qualified
teachers with less experience, resulting in a de-
crease in the quality of education.

Another possible impact of HIV/AIDS on the
quality of education is its effect on students as
they witness the absenteeism and the deaths of
their teachers. In remote rural areas, where teach-
ers provide a role model, school children may
view the disappearance of their teachers as their
own destiny if they pursue schooling. Even teach-
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ers who are not infected with the HIV virus may
be deeply affected personally by the prevalence of
HIV/AIDS among their relatives and colleagues.

B. AVAILABLE EVIDENCE ON THE IMPACT OF
HIV/AIDS ON EDUCATION

Many studies have been conducted to estimate
and predict the impact of AIDS on education.
Studies undertaken under the auspices of the
United Nations Children’s Fund reached the con-
clusion that as a result of AIDS, many countries
will be facing a shortage of teachers in the near
future. For instance, a study conducted in Zambia
showed that of about 1.7 million primary school
students, approximately 56,000 lost a teacher to
AIDS in 1999. The study also found that the num-
ber of teacher deaths in 1998 was equivalent to
the loss of about two thirds of the annual output of
newly trained teachers (UNICEF, 2000).

The same UNICEF study found that 860,000
children lost a teacher to AIDS in sub-Saharan
Africa in 1999. The largest numbers of children
affected were in South Africa, Kenya, Zimbabwe
and Nigeria (table 17). In Malawi, 10 per cent of
education personnel in urban areas were estimated
to have died of AIDS by 1997, and by 2005 it is
projected that this figure will increase to 40 per
cent (World Bank, 1998).

In the South African province of KwaZulu
Natal, where HIV/AIDS prevalence is the highest
in the country, a random sample of 100 schools
found that the mortality of teachers rose signifi-
cantly, from 406 in 1997 to 609 in 2001
(Badcock-Walters and others, 2003).

The HIV/AIDS epidemic will have a negative
impact on the learning process in school through
increased absenteeism. An empirical research
study found that each infected teacher will lose,
on average, six months of professional time before
developing full-blown AIDS and an additional 12
months after developing full blown-AIDS (Tar-
fica, 2000).

Evidence is available on the impact of
HIV/AIDS on school enrolment. For example,
focus group discussions with AIDS-affected
households found that those households were un-

able to meet the costs of children’s education as a
result of AIDS. Furthermore, an analysis of 49
case studies of families affected by AIDS
throughout Zambia found that 56 of 215 children
had been forced to leave school (Haworth and
others, 1991).

In the Rakai district of Uganda, a study found
that total enrolments in three primary schools
went from 1,534 in 1989 to 950 in 1993, a 40 per
cent drop in a four-year period. The primary
school dropout rate for the district was 27 per cent
in 1993 compared to 15 per cent at the national
level (Katahoire, 1993). Another study conducted
in Uganda found that of about 5 million school
students, 81,000 were estimated to have lost a
teacher to AIDS in 1999 (UNICEF, 2000). In the
same country, a household survey in the capital
city of Kampala found that 47 per cent of house-
holds with orphans did not have enough money to
send children to school, compared with 10 per
cent in non-orphan households (Muller and Abba,
1990).

The impact of the HIV/AIDS epidemic on the
number of school-aged children is dramatic. In
Zambia, projections yield a population aged 15
and below at 5.8 million by 2010, 1.4 million less
than it would have been in the absence of AIDS
(Hunter and Fall, 1998). Ironically, according to
the authors, “with between 750,000 and one mil-
lion fewer than expected children of primary
school age, Zambia’s goal of achieving universal
primary education would become easier to reach”.
Unfortunately, the goal will be achieved at very
high human and other costs (Kelly, 2000). It is
important to point out that in most countries af-
fected by the HIV/AIDS epidemic, the school-age
population is projected to continue to grow in
spite of HIV/AIDS. Nevertheless, in a few coun-
tries, some projections show that the population
aged 15 years old and under in 2010 will be
smaller than it was in 2000.

A number of studies have documented the in-
come effect of AIDS on school attendance. For
example, a World Bank study reported that in the
United Republic of Tanzania, school attendance
by students 15-20 years old was cut in half in
households that lost an adult female (World Bank,
1995). Another study from Zimbabwe found that
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TABLE 17. NUMBER OF PRIMARY SCHOOLCHILDREN WHO LOST A TEACHER TO AIDS, 1999

Number of children who lost

Country their teachers to AIDS
South Africa.....ccocevenienieiecinincncicccecenns 100 000
Kenya ....cccovieeiiiiiiiincceee 95 000
ZIMbADWE. .....cvenriiieiiiiniinecrceeec e 86 000
NIZETIAuevrenrieieeniesieeiese ettt e e eenenes 85 000
Uganda ......ceecvevieeieniieieieeeee e 81 000
ZAMDIA ... 56 000
MaLAWI .o 52 000
Ethiopia ...c.cooviieeieieciceeeeee e 51 000
United Republic of Tanzania.........c...cccoeue. 49 000
Democratic Republic of Congo.................... 27 000

Source: UNICEF, The Progress of Nations, 2000 (New York, 2000).

31 per cent of the households interviewed had a
child who was not attending school following the
death of the mother (Mutangadura, 2000). That
result was confirmed by another study in Zambia,
which found that 55 per cent of AIDS-affected
households in the Mansa district were unable to
meet the costs of their children’s education owing
to AIDS (Kasawa, 1993).

Several studies have examined the difference
in school enrolments between children who lost
one or both parents and children whose parents
were alive (see chapter III). Using Demographic
and Health Survey data from Ghana, Kenya, the
Niger, the United Republic of Tanzania and Zim-
babwe, Bicego, Rutstein and Johnson (2003)
found that double orphans aged 6-10 were only
half as likely as non-orphans to be in the appro-
priate grade and that double orphans 11-14 were
two thirds as likely. Case, Paxson and Ableidinger
(2003) used DHS data from 10 countries; their
results showed that double orphans in most coun-
tries were 10 to 30 percentage points less likely to
be in school. A study of orphans in the United
Republic of Tanzania found that orphanhood low-
ered the odds of attending school by 45 to 64 per
cent (Suliman, 2003). Moreover, orphans were
more likely to drop out of school and more likely
to work while attending school than non-orphans.
Orphans were found to have lower school atten-

dance in 44 countries for which information was
available by mid-2003. Not only were orphans
less likely to be attending school than children
with both parents alive, but in countries with trend
data, the gap was widening.

In Zambia, some evidence from microstudies
shows that 44 per cent of children of school age
were not attending school in the Copperbelt re-
gion, with proportionately more orphans (53.6 per
cent) than non-orphans (42.4 per cent) not attend-
ing (Rossi and Reijer, 1995).

A study conducted on the impact of AIDS on
the education sector in Botswana, Malawi and
Uganda found country-specific results. For exam-
ple, in Botswana, a country with one of the high-
est HIV prevalence rates, absenteeism of school
children was very low and orphans had better at-
tendance records than non-orphans, whereas in
Uganda and Malawi, absenteeism was somewhat
higher among orphans than among non-orphans
(Bennel, Hyde and Swainson, 2002). The authors
state that Botswana has a strong schooling culture
and most children attend primary and junior sec-
ondary school. Moreover, household demand for
child labour is low, and schools provide meals, a
major incentive for disadvantaged children. In
addition, the Government of Botswana has intro-
duced a national programme of targeted support
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for orphans. In Malawi and Uganda, which are
more typical low-income countries, absenteeism is
generally high among all schoolchildren, partly
because of widespread poverty. School fees and
the cost of uniforms were given as reasons for
absenteeism of secondary school students in Ma-
lawi and Uganda.

Children who had lost a parent to AIDS were
50 per cent less likely to receive an education, and
children who had lost both parents were 90 per
cent less likely to be educated in Burkina Faso in
1998-1999, whereas children in eastern Zimbabwe
who had lost their mother were less likely to have
completed primary school than children who had
lost their father or children whose parents were
living (Nyamukapa, Gregson and Wambe, 2003).

C. CONCLUSIONS

AIDS is degrading the supply and quality of
education and may disrupt schooling for a whole
generation of children. In the long run, the dimin-
ished investment in human capital may delay so-
cial and economic development. The major find-
ings of the present chapter are as follows:

e The HIV/AIDS epidemic is eroding
and even reversing progress made in
achieving universal primary educa-
tion.

e HIV/AIDS reduces the supply of edu-
cational services as a result of teacher
attrition and absenteeism. Studies
predict teacher shortages in many coun-
tries, including Kenya, Malawi, Nigeria,
South Africa, Zambia and Zimbabwe.

The AIDS epidemic imposes higher
costs on the educational system for
medical care and death benefits for af-
flicted teachers and for recruiting and
training replacements for teachers lost
to AIDS.

HIV/AIDS reduces the number of
school-aged children. When children
are born with the virus, they rarely live
long enough to attend school.

Children orphaned by AIDS are less
likely to be enrolled or attend schools
than non-orphans. Children whose
parents are ill or die of AIDS drop out
of school to provide care or help with
economic activities, and households
with an AIDS victim may no longer be
able to afford school fees for their chil-
dren. Studies in sub-Saharan African
countries found significantly lower en-
rolment rates among children who had
lost both parents than among children
whose parents were both alive and who
were living with at least one biological
parent.

HIV/AIDS erodes the quality of edu-
cation. Infected teachers may be absent
or too ill to provide a good education
for their students, and substitute teach-
ers may have neither the qualifications
nor the experience to replace them.
Quality of education may also suffer if
investment in the education sector de-
clines as funds are diverted to fight the
HIV/AIDS epidemic.
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VII. IMPACT ON THE HEALTH SECTOR

The HIV/AIDS epidemic has posed and will
continue to pose tremendous challenges to the
health systems of the developing countries, espe-
cially in the most severely affected countries.
HIV/AIDS increases overall health expenditures
for both medical care and social support at the
same time that it is claiming the lives of doctors
and nurses in the developing countries. The pre-
sent chapter presents a conceptual framework for
the impact of HIV/AIDS on the health sector. It
then reviews some of the empirical findings con-
cerning the effects of HIV/AIDS on the health
sector.

A. CONCEPTUAL FRAMEWORK FOR THE IMPACT
OF HIV/AIDS ON THE HEALTH SECTOR

HIV/AIDS may affect the health sector in a
number of different ways, as shown in figure 12.

e First, health workers themselves may be
infected with the HIV virus, and this
will affect the supply of public health
services. Health workers are vulnerable
to the same routes of infection as the
general public; however, they may also
contract the HIV virus or other infec-
tions associated with AIDS, such as tu-
berculosis, through contact with AIDS
patients.

e The morale of the health professionals
may also be affected. Caring for AIDS
patients is demanding and stressful for
the health staff involved. High levels of
stress may lead to greater staff absen-
teeism, and staff may refuse to be trans-
ferred to high-prevalence regions within
a country.

e In some cases the quality of services
may also be affected by the attitude of
the health staff towards HIV/AIDS pa-
tients. Fear of contracting the disease
and the psychological stress involved in
treating AIDS patients may lead to a re-

duction in the quality of services pro-
vided.

e HIV/AIDS contributes to increases in
health expenditures in both the public
and private sectors and may divert re-
sources towards the higher levels of
care needed for AIDS patients.

e The added strains on public health fi-
nances, staff and other resources may
force more people to seek private health
care. Many households may have to
choose between health care and other
essentials such as food.

B. AVAILABLE EVIDENCE ON THE IMPACT OF
HIV/AIDS ON THE HEALTH SECTOR

Increases in the number of people seeking
health care are straining the health sector in the
developing countries most affected by HIV/AIDS.
The health systems of those countries were strug-
gling to cope with pressing health-care needs even
before the HIV/AIDS epidemic.

1. Shortage of health professionals

The World Bank has estimated that a country
with a stable 5 per cent adult HIV prevalence rate
can expect that each year between 0.5 and 1 per
cent of its health-care providers will die from
AIDS. In contrast, a country with 30 per cent
prevalence would lose 3-7 per cent of its health
workers to the HIV/AIDS epidemic (World Bank,
1999).

Absenteeism and illness among health work-
ers is a major issue. In Lusaka, Zambia, for exam-
ple, HIV prevalence was 39 per cent among mid-
wives and 44 per cent among nurses in 1991-1992
(Whiteside, 2002). Health workers are also sus-
ceptible to opportunistic infections that often ac-
company HIV/AIDS. Studies conducted in South
Africa between 1991 and 1998 documented a
five-fold increase in the tuberculosis rate among
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Figure 12. Conceptual framework for the impact of the HIV/AIDS epidemic on the health sector
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staff. In Zambia, pilot surveys found that mortal-
ity among nurses had increased 13-fold between
1980 and 1991, to 2.7 per cent (Buvé and others,
1994).

The quality of care of AIDS patients may also
suffer because caregivers fear contracting the dis-
ease. In Burkina Faso, a study found that health-
care workers were afraid of contracting the HIV
virus and that their fear had led to a decline in the
quality of care (Burkina Faso National Committee

to Combat HIV/AIDS and Sexually Transmitted
Infections, 2003).

2. Increased demand for health care

Many countries in the developing world are
faced with a high demand for treatment of AIDS-
related diseases, making it difficult to satisfy the
demand for treatment of other diseases. Informa-
tion on bed usage by AIDS patients is available
for major hospitals in a number of countries. For
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many of the most affected countries, the loss of
hospital capacity may be on the order of 50 per
cent.

A study conducted in Rwanda found that 350
HIV-positive outpatients visited the hospital 10.9
times on average as opposed to 0.3 times for the
general population. The study also revealed that
the increased demand for outpatient services was
characterized by considerable inequities. Expendi-
tures on health services differed according to gen-
der, income, place of residence and the ability to
mobilize non-household resources to pay for care
(Nandakumar, Schneider and Butera, 2000).

3. Increases in health expenditures

Calculations by the World Bank (1999) sug-
gest that the effect of HIV/AIDS on total health
care costs is likely to be quite large, even in coun-
tries that are spared the most serious epidemics.
As HIV/AIDS increases the demand for health
care, it will tend to drive up the effective price of
health care as well, amplifying the impact on total
health-care spending. Higher prices will lead
some people to forego care they would have
sought at the lower price, with the poor likely to
feel the greatest effect. However, the price-
responsiveness or elasticity of demand for adult
health care is usually small, since people who are
sick and who have the ability to pay will often pay
whatever is needed to get well (World Bank,
1999, p. 191). The same publication considers a
hypothetical country in which the HIV/AIDS epi-
demic would level off at a constant seropreva-
lence of 5 per cent of the adult population. Using
plausible assumptions about the elasticities of de-
mand and supply for health care (based on ob-
served patterns in selected countries), assuming
that the Government would subsidize the cost to
consumers and assuming that adult mortality in
the absence of HIV/AIDS would match conditions
in sub-Saharan Africa before the epidemic, the
World Bank estimated that HIV/AIDS among
adults would increase health care expenditures by
over 40 per cent, even in the absence of anti-
retroviral therapy. Factoring in the cost of anti-
retroviral therapy and the cost of care for children
with AIDS would raise the total cost. Finally, the

total cost will be much larger where HIV
seroprevalence rises substantially above 5 per cent
of the adult population.

In sub-Saharan Africa, the annual direct
medical costs of AIDS (excluding anti-retroviral
therapy) are estimated at $30 per person infected,
whereas the overall health expenditures in the
public health sector are less than $10 per capita in
most African countries (UNAIDS, 2002a). In
many low-income countries, public health budgets
are too low to provide basic health-care services,
even without the added burden imposed by AIDS
(Musgrove and Zeramdini, 2001).

In studies conducted in Cote d’Ivoire, Mexico
and the United Republic of Tanzania, health ex-
penditures have increased drastically during the
last two decades. In many affected countries, the
health budget allocated to the HIV/AIDS epi-
demic has increased, leading to the compression
of the non-AIDS health budget (Shepard, 1998).

One of the reasons for a higher allocation to
AIDS in the health budget is that AIDS is far
more costly to treat than other conditions. A study
in Zimbabwe shows, for instance, that hospital
care for HIV/AIDS patients was twice as expen-
sive as that for the non-HIV/AIDS patients. In
Cote d’Ivoire, 906 AIDS patients who went to
private clinics spent a total of 2,516,709 CFA
francs (CFAF) in 1996, whereas 8,699 patients
who went to public health facilities spent
4,735,000 CFAF (Koné and others, 1998). The
Government allocated a budget of 470 million
CFAF for the fight against HIV/AIDS, but only
60 per cent of the budget was made available. Of
the total of 1.5 billion CFAF spent in 1994-1995
by the public health sector, only 18 per cent came
from government funds. Total government expen-
ditures for 1995 were 50 billion CFA ($100 mil-
lion), of which three quarters was spent on cura-
tive care and one quarter on prevention. AIDS
expenditures represented 8.5 per cent of total
health spending.

In Mexico, the Government spent $79 million
on AIDS-related health care and prevention in
1995, or about 1 per cent of its total (private and
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public) health expenditures. HIV prevalence is
low in Mexico, which explains the relatively low
proportion of HIV/AIDS-related expenditures in
the total health expenditures (Izazola and others,
1998).

In the United Republic of Tanzania, where
adult HIV prevalence is higher than in either Mex-
ico or Cote d’Ivoire, HIV/AIDS health expendi-
tures are higher. As a result of the large share of
prevention interventions financed by donors and
the large amount spent, donors funded a third of
all health spending in the United Republic of Tan-
zania and 84 per cent of all spending on
HIV/AIDS and sexually transmitted diseases in
1996—a larger share in both cases than that of the
Government. The contribution of Government to
health and HIV/AIDS/STD spending is therefore
very small—19 per cent of total health spending
and 5 per cent of spending on HIV/AIDS and
STDs (Tibandebage and others, 1998).

A few studies have documented how the costs
of treatment are shared between service providers
in the public sector, private clinics and house-
holds. In developing countries, there seems to be a
shift of the burden of treatment towards house-
holds. The household out-of-pocket share of total
health-care spending tends to be higher in low-
income than in middle- or high-income countries
(Musgrove and Zeramdini, 2001). The epidemic
has triggered an increase in private health spend-
ing which, for many affected households, has in-
fluenced the consumption of basic items (see
chapter III). The “care gap” is now being partially
filled by local, non-governmental service organi-
zations as well as the traditional network of ex-
tended family.

Highly active anti-retroviral treatment for
AIDS has been available on only a limited basis in
low-income countries, but this is beginning to
change with the establishment of differential pric-
ing schemes for the drugs. In early 2000, the an-
nual cost of the drugs for treating one person was
from $10,000 to $12,000 nearly everywhere, but
by the end of 2001 prices as low as $350 were
being offered in some cases (UNAIDS, 2002).
Such prices will mean that many more people can
be treated. However, low-income countries with
high HIV prevalence cannot be expected to meet,

out of their own resources, the cost of extending
treatment to all who need it.

The international community has recognized
that low-income countries need donor assistance
to cope with the costs of prevention and treatment
of HIV and AIDS. Experts associated with
UNAIDS estimated that, as of 2001, annual
spending on HIV/AIDS in low- and middle-
income countries from all sources was $1.8 bil-
lion, but that annual resource needs amounted to
$3.2 billion in 2002 and would rise to $9.2 billion
by 2005. Of the total for 2005, $4.8 billion is es-
timated to be needed for prevention interventions
and $4.4 billion for care and support, of which
$2.2 billion would be needed for anti-retroviral
treatment (Schwartlinder and others, 2001).
While the estimates include an allowance for non-
medical support to orphaned children, they do not
include the costs of the improvements to the
health infrastructure that will be required to ex-
pand delivery of services. It was estimated that
one third to one half of the needed resources could
come from the public and private sectors of the
countries themselves, but that international donors
would need to provide the remainder.

4. Health as a human capital investment

Investment in human capital is one of the
most important aspects of development and eco-
nomic growth. Along with education, good health
is an element of human capital and is an essential
ingredient for a productive population. The educa-
tion sector adds value to human capital, whereas
the health sector maintains it (Whiteside, 2002).
The HIV/AIDS epidemic has changed the equa-
tion for investment in human capital: if mortality
rates are high, especially among young adults,
then there is a substantial decrease in lifetime re-
turns to human capital investments (United Na-
tions, 2003e). Moreover, as costs of care for AIDS
patients increasingly strain public spending on
health care, the health needs of other individuals
may receive less attention. The reallocation of
scarce resources could compromise the health
status of the whole population and retard eco-
nomic growth. A study in Burkina Faso found that
the increase in resources allocated to HIV/AIDS
treatment resulted in a reduction in the resources
available to combat other health concerns, such as
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malnutrition, malaria and tuberculosis (Burkina
Faso National Committee to Combat HIV/AIDS
and Sexually Transmitted Infections, 2003).

The HIV/AIDS epidemic is also affecting the
human capital investment in children whose par-
ents have died of AIDS. Several studies have
found that orphans are more likely to be living in
poor households than non-orphans and are less
likely to be enrolled in school (Bicego, Rutstein
and Johnson, 2003; Case, Paxson and Ableid-
inger, 2003; Suliman, 2003; see also chapter III on
households and chapter VI on education). In addi-
tion, the health and nutritional status of orphans is
also likely to suffer. Children in rural Uganda who
had lost a parent to AIDS had higher HIV-1 sero-
positivity rates than those whose parents were not
infected (Busingye and others, 2003). Floyd and
others (2003) found that children of AIDS victims
in the Karonga district of Malawi had higher mor-
tality rates than other children. In a study of 312
communities in 13 Indonesian provinces, Gertler,
Levine and Martinez (2003) found that children
whose mothers had died were more likely to die
than children who had not lost a parent. Bereaved
children were generally less healthy than children
whose parents had lived.

In a study of children’s health in the north-
western United Republic of Tanzania, Ainsworth
and Semali (2000) found that adult deaths led to
increased morbidity and reduced height for age of
children under five in the household. The effects
were most severe for children from the poorest
households, those whose parents were uneducated
and those with the least access to health care.

C. CONCLUSIONS

Developed countries generally, albeit with
difficulty, have been able to cope with burdens on
the public health sector caused by HIV/AIDS.
However, in the less developed countries, espe-
cially in the most affected ones, the total effects
on the health sector are already serious and are
projected to increase sharply as the number of
AIDS cases grows. Increased need for health-care
services, together with an eroding supply of
health-care workers, risks degrading the quality
and quantity of health care for whole populations.

Some of the major conclusions of the present
chapter may be summarized as follows:

e Absenteeism and deaths of health
workers pose a serious threat to the
health systems of the most affected
countries. A shortage of nurses and
doctors has been observed in the high
HIV prevalence countries. The shortage
is particularly pronounced in rural areas
since many health professionals are un-
willing to work in remote areas.

e The increasing mortality of health
professionals in some countries poses
a serious threat to the quality of
health care. Training of new profes-
sionals is certainly going to cost more
money, while the accumulated experi-
ence of those who died is lost forever.

e The budget devoted to health in most
developing countries is insufficient to
cover AlIDS-related expenditures.
With more people falling ill and with
the demand for anti-retroviral therapy
growing, the budgetary situation can
only get worse. Since the treatment of
AIDS is expensive, few public health
sectors in the developing world can af-
ford it. Thus, there is a shift of the costs
to the private sector and to households.

e The high demand for an effective
treatment of AIDS-related diseases
makes it difficult for the most af-
fected countries to satisfy the demand
for treatment of non-HIV/AIDS-
related diseases. Funds for treatment of
malaria and tuberculosis, for example,
have been diverted to care for AIDS pa-
tients.

e Developing countries need help from
international donors if they are to
meet the health-care needs imposed
by HIV and AIDS. The Joint United
Nations Programme on HIV/AIDS has
estimated that, as of 2001, annual
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spending on HIV/AIDS in low- and
middle-income countries from all
sources was $1.8 billion, but that annual
resource needs amounted to $3.2 billion
in 2002 and will rise to $9.2 billion by

2005. While the countries involved
might be able to provide one third to
one half of the needed resources, the in-
ternational community will need to pro-
vide the remainder.
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VIII. IMPACT ON ECONOMIC GROWTH

The impact of the HIV/AIDS epidemic on the
economy has been a concern since the beginning
of the pandemic. Some believe that the HIV/AIDS
epidemic is responsible for slowing the rate of
growth of the gross national product of many
heavily affected countries and that in some cases,
GNP growth could decrease by more than 1 per-
centage point for every 10 per cent HIV preva-
lence. Others take the view that HIV/AIDS has
had little impact on the macroeconomy so far. It is
difficult to estimate empirically the effect of
HIV/AIDS on economic performance since so
many factors other than HIV/AIDS affect eco-
nomic growth. The countries most seriously af-
fected by the epidemic are also faced with
drought, war and other problems.

Development, as set out in the Declaration on
the Right to Development (General Assembly
resolution 41/128, annex), “is a comprehensive
economic, social, cultural and political process,
which aims at the constant improvement of the
well-being of the entire population and of all indi-
viduals on the basis of their active, free and mean-
ingful participation”. While economic growth is
an important element of the development process,
it is not by itself an adequate yardstick of devel-
opment. A fuller understanding of the effects of
HIV/AIDS on the prospects for development re-
quires looking beyond the conventional indicators
of macroeconomic performance.

In the first section, the present chapter pre-
sents an analytic framework based on previous
studies of the impact of HIV/AIDS on the econ-
omy. The second section outlines approaches to
estimating the effects of HIV/AIDS and the third
section examines the currently available evidence
on the impact of HIV/AIDS on economic growth
rates, including the uncertainties associated with
those estimates, and also briefly reviews attempts
to address impacts on broader indicators of wel-
fare and development. The final section summa-
rizes the current state of knowledge regarding the
effects of HIV/AIDS on the macroeconomy.

A. CONCEPTUAL FRAMEWORK FOR THE IMPACT OF
HIV/AIDS ON ECONOMIC GROWTH

The HIV/AIDS epidemic can affect the econ-
omy in a number of ways:

e The AIDS epidemic will slow or re-
verse growth in the labour supply. The
economic impact can vary according to
the sector of the economy, the degree to
which HIV/AIDS affects hard-to-
replace skilled labour and whether or
not there is a substantial pool of “sur-
plus labour”.

e Savings and investments of families
will be reduced owing to the increase in
HIV/AIDS-related health expenditures.
If children’s education, health and nutri-
tion suffer as a result, prospects for
longer-run economic growth and devel-
opment will decline.

e The AIDS epidemic may also divert
public spending from investments in
physical and human capital to health
expenditures, leading over time to
slower growth of the gross domestic
product. Foreign and domestic private
investment might also decline if poten-
tial investors become convinced that the
epidemic is seriously undermining the
rate of return to investment.

e The HIV/AIDS epidemic may also
deepen the poverty of the most affected
countries by decreasing the growth rate
of per capita income and by selectively
impoverishing the individuals and fami-
lies that are directly affected.

Cohen (1997), among others, stresses the ef-
fect of HIV on the size of the working population,
which tends to reduce total output and worsen the
dependency ratio. More children and elderly peo-
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ple may have to be supported by a smaller active
labour force. In addition, the composition of the
labour force may change with respect to skills,
education and experience, which would decrease
the productivity of labour.

Theodore (2001), in a model applied to sev-
eral Caribbean countries, identified four channels
through which HIV/AIDS may affect the econ-
omy: the production channel; the allocation chan-
nel; the distribution channel; and the regeneration
channel (figure 13). The production channel refers
to the mechanisms through which HIV/AIDS af-
fects the main factors of production—Ilabour and
capital—causing the production process to be less
fruitful than it would have been in the absence of
HIV/AIDS. The second channel through which
HIV/AIDS may affect the economy is the alloca-
tion channel. One of the most important functions
of the economic system is to ensure an efficient
allocation of resources. HIV/AIDS reroutes some
of those resources to medical expenses and away

from other productive uses. The third assumed
channel through which HIV/AIDS affects the
economy is the distribution channel, specifically,
the distribution of income. In the face of an epi-
demic that increases health expenditures and
weakens the income base, the lowest income
groups may fare the worst. While the rich may
have other assets—savings, land or capital—often
the only productive asset of the poor is their own
labour, which HIV/AIDS attacks. The upper in-
come groups, though they are also affected, may
be better placed to protect themselves and better
able to afford treatment. Thus, the HIV/AIDS epi-
demic has the potential not only to affect all
groups but also to widen the gap between different
social strata. The fourth channel, the regeneration
channel, refers to the investments in human capi-
tal, physical capital and new technology that are
needed to keep the economy growing. If the
HIV/AIDS epidemic compromises the saving ca-
pacity and the human capital of the economy, it
will undercut the process of economic develop-
ment.

Figure 13. Conceptual framework for the impact of HIV/AIDS on the economy
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B. APPROACHES TO ESTIMATING THE EFFECTS OF
HIV/AIDS

A variety of economic modelling approaches
have been employed to estimate the macroeco-
nomic effects of the HIV/AIDS epidemic. In gen-
eral, the task is to estimate how the economy
would have performed in the absence of AIDS
and contrast that result with an estimate of eco-
nomic performance, given the estimated or pro-
jected number of HIV/AIDS cases. The economic
outcome studied is typically growth in total gross
domestic product per capita and/or growth in total
GDP. Sometimes intermediate outcomes, such as
effects on savings rates, have also been estimated.
Sometimes the analyst is interested as much in
trying to gain insight into the epidemic’s differen-
tial effects on particular sectors of the economy as
in estimating its effects on GDP as a whole.

Some studies have employed cross-national
data, which may pertain to a single time period or
to a time series. In those analyses, regression
analysis was used to estimate the effects of one or
more indicators of the volume of HIV/AIDS in-
fections or deaths on economic outcomes, control-
ling for other variables that previous work had
identified as having an important effect on eco-
nomic growth.

Other analyses have employed an economic
model fitted to the data of a particular country
and, usually, projected for 10 or 15 years into the
future. In a typical neoclassical growth model,
AIDS affects total output directly, by decreasing
the number and efficiency of workers, and also
indirectly, by decreasing savings and investment.
Since HIV/AIDS also results in a lower popula-
tion than would otherwise have existed, the effect
on GDP per capita is smaller than the effect on
total output; at least in principal, there could be
situations in which the net effect on GDP per cap-
ita would be nil or even positive. Since it is com-
monly the case that the values of some of the
model's key parameters are not precisely known,
analyses often include various scenarios, assum-
ing different plausible values for the unknown
parameters.

Some analyses have further elaborated the
model by positing a dual-sector economy, in

which there is a relatively well-paying and pro-
ductive formal sector, which tends to employ the
more highly skilled workers, and a relatively low-
wage, low-productivity informal sector that em-
ploys labour that is in surplus to the needs of the
formal sector. With such a dual-sector model, the
predicted economic effects of the HIV/AIDS pan-
demic can vary significantly depending on the
degree to which infections are assumed to be con-
centrated in the more skilled workers that are key
to the functioning of the formal sector. If a coun-
try has a substantial pool of surplus labour with
very low marginal productivity, and if HIV/AIDS
is highly concentrated in the pool of unskilled la-
bour, then even a substantial prevalence of
HIV/AIDS might have only a small effect on per-
formance of the macroeconomy, while if the same
number of infections were to occur in the skilled
labour force, the macroeconomic effect could be
large.

The latter type of model has, however, been
criticized by some analysts (for example, Cohen,
2002) for downplaying the importance of the in-
formal sector as an engine of economic advance-
ment and also for downplaying the degree of ex-
pertise embodied in informal-sector employees
and entrepreneurs, whose knowledge may be as
difficult to replace as that of the skilled workers of
the formal sector. Even if a substantial loss of un-
skilled labour were to have only a minor impact
the growth of GDP in a particular economy, the
impact on the families that depended on such la-
bour would be dire. Many families depend on
low-wage workers to maintain a basic level of
subsistence, and the loss of those workers will
deepen their poverty (see chapter I1I).

Other, more elaborated models have also been
used to analyse how the impacts of HIV/AIDS on
different sectors of an economy relate to overall
economic performance. For instance, Kambou,
Devarajan and Over (1992) applied an eleven-
sector computable general equilibrium (CGE)
model to estimate the economic effects of
HIV/AIDS in Cameroon. The model is based on a
snapshot picture of an economy contained in a
social accounting matrix. CGE models are rich in
sectoral and distributional data as compared with
time-series-based and aggregated macroecono-
metric models, and are widely used to evaluate
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trade and expenditure, since they commonly have
differential impacts within society. Again, a lack
of knowledge about many of the variables and
their relationships often makes it necessary to
make assumptions or borrow estimates from other
situations in order to apply the models to the
situations of particular countries affected by
HIV/AIDS.

Another approach is to focus only on those di-
rectly affected by the epidemic, excluding from
consideration the rest of the society. For example,
Broomberg (1993) estimated the cost of
HIV/AIDS in South Africa. The costs are divided
into direct costs and indirect costs, where direct
costs include the costs of health services provided
by both public and private sectors to the persons
living with AIDS at all stages of the disease, in-
cluding testing costs, prevention research and
education. The indirect costs include the eco-
nomic value of disability and premature mortality
as a result of HIV/AIDS, estimated as the present
value of lost future earnings. The approach leaves
out such macroeconomic effects as reduced in-
vestment as resources are diverted from other eco-
nomic areas in order to cope with HIV/AIDS.
Good-quality estimates of the direct and indirect
costs of dealing with the epidemic are, however,
much needed in order to derive sound estimates of
the full macroeconomic effects.

C. EVIDENCE OF THE IMPACT OF HIV/AIDS

Many of the available studies on the impact of
AIDS on the economy have covered the southern
part of Africa, which currently has the highest
levels of HIV prevalence. Some studies have also
been conducted on countries in Eastern Africa, the
region with the second-highest HIV prevalence,
and some have covered other regions.

The macroeconomic effects of HIV/AIDS are
explored below in terms of the differences in pro-
jected annual growth rates between “with-AIDS”
and “no-AIDS” scenarios. It should be borne in
mind that the effects of lower growth rates will
cumulate over time since, unlike epidemics of
such contagious diseases as influenza, HIV/AIDS
will continue to exert its effects for many years
into the future. For example, if the growth rate of
GDP is lowered by HIV/AIDS by 1, 2 or 3 per-

centage points per year, in 15 years it will produce
an economy that is smaller by about 15, 25 or 35
per cent respectively than it would have been in
the absence of AIDS.

Dixon, McDonald and Roberts (2002) and
Cornia and Zagonari (2002) reviewed studies that
attempted to quantify the effect of HIV/AIDS on
growth of GDP and GDP per capita in Africa. Ac-
cording to Dixon, McDonald and Roberts (2002,
p- 233), “the consensus from these studies is that
the net effect on the growth of GDP per capita
will be negative and substantial. The more recent
studies show greater effects; and the most recent
estimates indicate that the pandemic has reduced
average national growth rates by 2-4 [percentage
points] a year across Africa”. Impacts on GDP per
capita are smaller, and range from substantially
negative to negligible or even positive impacts
over the medium term of 10 or 15 years. The re-
sults of selected studies are summarized below
and in table 18:

e Among the earlier papers, studies by
Cuddington (1993a and 1993b) and
Cuddington and Hancock (1994), using
a neoclassical one-sector, two-factor
growth model to predict economic
growth in Malawi and the United Re-
public of Tanzania, found that over the
period 1985-2010, GDP growth would
be reduced by up to 1.5 percentage
points in Malawi and 1.1 percentage
points in the United Republic of Tanza-
nia. Assuming that AIDS treatment
costs would be entirely financed from
savings, the AIDS epidemic would re-
duce per capita GDP growth by 0.3 per-
centage points in Malawi and by 0.1
percentage points per year in the United
Republic of Tanzania.

e Applying an eleven-sector computable
general equilibrium model to the analy-
sis of the impact of AIDS in Cameroon,
Kambou, Devarajan and Over (1992)
found that over a period of five years
the loss of an urban worker had seven
times the negative impact on production
as would the loss of a rural worker. In
the capital goods, construction and ser-
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TABLE 18. SUMMARY OF STUDIES OF THE MACROECONOMIC IMPACT OF HIV/AIDS IN AFRICA

Countries and Period of most
period of eco- recently used Results (comparison with non-HIV/AIDS scenario)
Stud ic dat HIV/AIDS dat
Y romic data e Growth of GDP Growth of GDP per capita
Dixon, McDonald and 41 countries Late 1990s GDP growth rates reduced by 2-

Roberts (2001)

World Bank (2001b)

World Bank (2001a)

World Bank (2000)

Bonnel (2000)

Quattek and Fourie
(2000)

Arndt and Lewis (2000)

Greener, Jefferis and
Sifambe (2001)

BIDPA (2000a)

Bloom and Mahal (1995)

Cuddington and Hancock
(1994)

Cuddington (1993a,
1993b)

Kambou, Devarajan and
Over (1992)

Over (1992)

(1960-1998)

Swaziland

Namibia

Lesotho

About 50 coun-
tries (1990-1997)

South Africa

South Africa

Botswana

Botswana

51 countries
(1980-1992)

Malawi

United Republic
of Tanzania

Cameroon

30 sub-Saharan
countries

Early 1990s

Early 1990s

Early 1990s

Mid 1990s

Mid 1990s

Late 1990s

Late 1990s

Early 1990s

Early 1990s

Early 1990s

Early 1990s

4% per year; large variation
across countries, in line with
prevalence of HIV

Average annual growth rate of
GDP during 1991-2015 will be
1.3% lower

Average annual growth rate of
GDP in 1991-2015 will be 0.8%
lower

Average annual growth rate of
GDP during 1999-2015 will be
1.4% lower

Average rate of GDP growth
over next 15 years will be
0.3-0.4% lower per year

Annual growth rate of GDP is
lowered by about 0.5% in the
late 1990s, rising to 2.5-2.6%
during 2008-2010

During 1996-2021, annual
growth rate of GDP reduced by
1.1-2.1%, 1.5% in the scenario
considered most likely

Average rate of growth of GDP
in 2000-2010 reduced by 1.5%
per year

Statistically insignificant effect
on income growth

Average rate of growth of GDP
in 1985-2010 reduced by up to
1.5% per year

Average annual rate of growth of
GDP in 1985-2010 reduced by
up to 1.1%

GDP growth rate over 1986-
1991 reduced by 1.9% per year

Average annual growth rate of
GDP during 1990-2025 reduced
by 0.9% on average (up to 1.5%
in 10 worst affected countries)

Average annual growth rate of GDP per
capita during 1991-2015 will be 0.2%
higher

Average annual growth rate of GDP per
capita during 1999-2015 will be 0.1%
higher

Average annual growth rate of GDP per
capita during 1999-2015 will be 0.3%
lower

Rate of growth of GDP per capita in
Africa reduced by 0.7% per year in the
1990s (1.2% for a country with HIV
prevalence of 20%)

GDP per capita will be 8% lower in 2010
than in the absence of AIDS; implies that
AIDS lowers average annual growth rate
of GDP per capita by 0.7% during 1997-
2010

Little effect: annual per capita GDP
growth rate between 0.6% lower and
0.4% higher due to AIDS; 0.1% lower in
the scenario considered most likely

Average growth of per capita GDP re-
duced by up to 0.3% per year®

Average annual growth reduced by up to
0.5%

Average annual growth rate of GDP per
capita reduced by 0.15% per year (up to
0.6% in 10 worst affected countries)

Sources: Based on S. Dixon, S. McDonald and J. Roberts, “AIDS and economic growth in Africa: a panel data analysis”, Journal of International
Development, vol. 13 (2002); G. Cornia and F. Zagonari, “The HIV/AIDS impact on the rural and urban economy”, in AIDS, Public Policy and Child Well-
Being (Florence, Italy, UNICEF Innocenti Research Centre, 2002); and the studies cited in the table.

NOTES: A hyphen (-) indicates “not applicable”. References to effect on GDP growth rates refer to average annual growth rates for the period
mentioned, expressed as percentage point differences from a “no-AIDS” scenario.
* For “extreme” assumption about future AIDS prevalence.
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vices sectors, the negative impact would
be 100 times larger when the lost work-
ers were skilled and urban.

Over (1992), using a model that distin-
guished between three classes of work-
ers and between rural and urban produc-
tion, projected the macroeconomic
impact of AIDS on the growth trajecto-
ries of 30 countries in sub-Saharan Af-
rica over the period 1990-2025. The
macroeconomic impact varied depend-
ing on assumptions about relative levels
of HIV infection in educated and un-
educated workers and on the amount of
the treatment costs taken from savings.
For the assumptions the author regarded
as most plausible (that 50 per cent of
the treatment costs were financed out of
savings and that each education class of
workers has double the risk of the one
beneath it), the net effect of the AIDS
epidemic on the annual growth rate of
per capita GDP was a reduction of
about 0.15 percentage point on average
and one third percentage point in the ten
countries with the most advanced epi-
demics. The effect in the 10 most af-
fected countries would be 0.6 percent-
age point if all the treatment costs were
financed from savings.

More recently, Theodore (2001) esti-
mated the economic losses associated
with HIV in three Caribbean countries
(Jamaica, Saint Lucia and Trinidad and
Tobago). He found that by 2005
HIV/AIDS would lead to a reduction of
GDP, by comparison with a “no-AIDS”
scenario, of 4.9 per cent in Jamaica, 2.1
per cent in Saint Lucia and 5.6 per cent
in Trinidad and Tobago. Those esti-
mates assume that all infected persons
would be medically covered, with an es-
timated per capita treatment cost of
$4,000.

Bonnel (2000) used cross-national re-
gressions to estimate relationships
among economic growth, policy, insti-
tutional variables and HIV/AIDS. He

estimated that, for a sub-Saharan coun-
try with HIV prevalence of 20 per cent,
the annual growth rate of GDP per cap-
ita during the period 1990 to 1997
would have been 1.2 per cent higher
without HIV/AIDS.

Robalino, Jenkins and El-Maroufi
(2002) developed a growth model to as-
sess the risks of an HIV/AIDS epidemic
and its potential economic conse-
quences in nine countries in Western
Asia and Northern Africa: Algeria, Dji-
bouti, Egypt, Iran, Jordan, Lebanon,
Morocco, Tunisia and Yemen. Adult
HIV prevalence is still low in those
countries, and prospects for future
transmission are highly uncertain. How-
ever, given the mean values from the
authors’ simulations, HIV prevalence
may reach 3-4 per cent of the adult
population by 2015 (higher in Djibouti),
and over the period 2000-2025, the an-
nual growth rate of GDP would be 0.3-
0.4 percentage points lower than in the
absence of AIDS (1.6 points in Dji-
bouti).

A 2002 World Bank study of the eco-
nomic impact of HIV/AIDS in the Rus-
sian Federation showed that GDP in
2010 could be up to 4 per cent lower
and that without intervention the loss
could rise to 10 per cent by 2020 (Ruhl,
Pokrovsky and Vinogradov, 2002). The
study projected that the most significant
impact for long-term development was
the uninhibited spread of HIV, which
would diminish the economy’s long-
term growth rate, taking off half a per-
centage point annually by 2010 and a
full percentage point annually by 2020.
Another result of the study was that in-
vestment would decline more than pro-
duction. In the pessimistic scenario, its
level would decline by 5.5 per cent in
2010 and 14.5 per cent in 2020.

How large are these effects in comparison to
other factors affecting economic growth? Some
analysts note that other factors can produce effects
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on economic growth that are at least as large as
those estimated to result from the spread of
HIV/AIDS. For instance, Greener (2002) states
that a reduction in the rate of growth of GDP by
between 0.5 and 2.6 percentage points, which en-
compasses the size of the effect indicated by most
studies, “is within the range of variation that could
be caused by poor economic management or fiscal
policy. This implies that the macroeconomic im-
pacts of HIV/AIDS, in themselves, can be sub-
stantially reduced by appropriate policy interven-
tions” (Greener, 2002, p. 49). Nevertheless, such
observations cannot bring much comfort, since
such factors as poor economic management, war
or drought are likely to make it all the more diffi-
cult to mount an effective response to the threat of
HIV/AIDS.

In interpreting the estimates, it should be
borne in mind that economic forecasting is not an
exact science. It is not unusual to find econo-
mists—even those engaged in such analy-
ses—adding cautionary notes about the reliability
of the analytic outcomes. For instance, Cohen
(1992) states, “It cannot be said that econometric
modelling...has a good track record. Also, it
should be readily admitted that we know rela-
tively little about those structural relationships
which are important for estimating the impact of
HIV on development”.

One manifestation of this uncertainty is that
analysts may come to substantially different con-
clusions about the impact of HIV/AIDS on a par-
ticular economy as a result of differing assump-
tions built into their economic models. For
instance, Haacker (2002b) observes that studies of
South Africa by Quattek and Fourie (2000) and
Arndt and Lewis (2000) drew on the same demo-
graphic projections; however, the first study pre-
dicted that GDP per capita would be 7.5 percent-
age points higher by 2010 than in the absence of
AIDS, but the second study projected that GDP
per capita would be 8 percentage points lower by
2010 than in the absence of AIDS.

Haacker (2000a and 2000b) argues that many
analyses have ignored the potential negative im-
pact of HIV/AIDS on foreign investment and that
this has probably led to an underestimate of the
negative effect of the epidemic on the macroecon-

omy. Specifically, many of the analyses employ-
ing one-sector and dual-economy neoclassical
growth models imply that the rate of return to
capital would decline, but the analyses usually do
not take account of the declines in foreign invest-
ment and the outflow of domestic capital that may
occur in response. Haacker’s own estimates indi-
cate that the effect could be large.

Some of the macroeconomic estimates pre-
sented above are themselves part of more com-
prehensive assessments that examine sector-
specific impacts of HIV/AIDS and consider the
effects on different strata of society. Such reports
sometimes give a graver assessment of impacts on
particular areas of the economy than might be
supposed from the relatively modest size of the
projected macroeconomic effects. Examples in-
clude the following:

e The World Bank study of Swaziland
cited in table 18 estimated that
HIV/AIDS would have the greatest im-
pact on the agricultural, manufacturing
and distribution sectors, which together
accounted for over 60 per cent of value
added in the national economy, with a
likely devastating impact of AIDS on
the productive sectors of the economy
(World Bank, 2001b, p. 17). At the
same time, the macroeconomic model
employed projected essentially no effect
on growth of GDP per capita over the
period 1991-2015.

e In Botswana, related analyses by the
Botswana Institute for Development
Policy Analysis (2000a) and Greener,
Jefferis and Siphambe (2001) conclude
that even though per capita GDP will be
little affected by the epidemic over the
period 1996-2021, HIV/AIDS will
come to dominate health systems, and
AIDS patients may crowd out those
with other illnesses. There will be an
increase in poverty, and the degree of
poverty will deepen. Up to half of
households are likely to have at least
one infected member, and one quarter
of households are likely to lose an in-
come earner within 10 years. In this
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case, the divergence between the seri-
ous effects projected for households and
the health sector and the relatively
modest projected macroeconomic re-
sults can be attributed to the circum-
stance that Botswana’s macroeconomic
performance and its Government in-
come are heavily dependent on its dia-
mond industry, which is capital inten-
sive and whose revenue probably will
not be greatly affected by AIDS. Most
of the impact is likely to fall on house-
holds, whose per capita income may fall
by 8-12 per cent over the period 1996-
2021 (Greener, Jefferis and Siphambe,
2001).

A number of researchers have argued that
analyses of the epidemic’s macroeconomic effects
tend to give an overly sanguine assessment of the
eventual economic impact of the epidemic be-
cause they fail to take account of effects on hu-
man capital and social capital that will become
increasingly prominent as time goes on. Accord-
ing to Bell, Devarajan and Gersbach (2003, p. 2),
“not only does AIDS destroy existing human capi-
tal, but by killing mostly young adults, it also
weakens the mechanism through which knowl-
edge and abilities are transmitted from one gen-
eration to the next; for the children of AIDS vic-
tims will be left without one or both parents to
love, raise and educate them”. A report by
McPherson (2003, p. 4) states: “None of the mod-
els has adequately allowed for the erosion of net-
works and information channels that are funda-
mental to labour specialization and the
maintenance of social capital”.

That the available estimates are open to ques-
tion does not detract from the importance of trying
to assess overall economic effects of the epidemic
(Greener, 2002). Policy makers need to have some
understanding of how the epidemic will affect the
economy and government income if they are to
make sound choices in combating the epidemic
and its effects.

D. BEYOND GROSS DOMESTIC PRODUCT: INCOME
DISTRIBUTION AND WELFARE

Gross domestic product is not itself a measure
of welfare. For one thing, the costs of responding
to manmade or natural disasters add to GDP, even
though well-being would have been greater had
that spending not been needed. According to
Greener (2002, p. 50), “activities such as in-
creased household and government expenditure
on health care related to HIV...will be counted as
a part of GDP, even though they are not part of
what would normally be thought of as a produc-
tive activity. Impact should perhaps be measured
in terms of a more satisfactory indicator of so-
cially productive economic activity”. Another
limitation is that conventional macroeconomic
indicators are not by themselves informative about
trends in the distribution of income nor, in par-
ticular, about the extent of and trends in poverty.
In addition, as mentioned previously, the concept
of “development” is too broad to be captured by
measures of material welfare alone.

Most economists who have commented on the
issue think that HIV/AIDS in developing coun-
tries will tend to make income distribution more
unequal and will increase poverty, notably by im-
poverishing many of the households directly af-
fected by the disease (see chapter III). Such ef-
fects can be dire for the well-being of the
population and yet might have relatively little im-
pact on GDP as conventionally measured: the
fraction of national income represented by the
poor is much smaller than the fraction they repre-
sent in the total population, and it follows that the
deepening impoverishment of those who were
already poor may have little effect on macroeco-
nomic statistics.

With respect to indicators of welfare broader
than GDP, a few studies used the human devel-
opment index developed in the early 1990s by the
United Nations Development Programme as an
indicator to assess the impact of HIV/AIDS
(Cohen, 1998; Gaigbe-Togbe, 2001). AIDS af-
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fects the index through its effects on life expec-
tancy, which is a component of the index.

Another approach is to try to include the eco-
nomic value of health as an aspect of “economic
welfare”, which by definition is not a matter of
income alone. Jamison, Sachs and Wang (2001)
attempted to assess the contribution of mortality
changes in sub-Saharan Africa to such a broader
measure of economic welfare. The first step is to
estimate in monetary terms the value that societies
place on improved longevity and then to use such
valuations to derive a more inclusive measure of
trends in economic welfare that incorporates
trends in both mortality and GDP per capita. Em-
pirical assessments of societies' willingness to pay
to avert an adult death have found values ranging
from about 75 to over 180 times per capita GDP
(Jamison, Sachs and Wang, 2001). Therefore, the
value attached to actual mortality changes can be
large in relation to the size of conventionally
measured trends in GDP. Estimates for five coun-
tries that have been heavily impacted by
HIV/AIDS (Botswana, Kenya, Malawi, Zambia
and Zimbabwe) show that between 1960 and
1985, when mortality was falling, the impact of
lower mortality was to add a welfare value that
was between 1.7 and 2.7 percentage points per
annum above the growth rate of per capita GDP
alone. However, between 1985 and 2000 the im-
pact of the AIDS-induced increase in mortality
was to subtract between 5 and 8 per cent annually,
producing substantial reductions in the combined
GDP/mortality measure of change in economic
welfare. Crafts and Haacker (2003) adopted a
similar approach to estimate the economic value
of the loss in life expectancy attributable to
HIV/AIDS, expressed as a percentage of GDP.
They estimated that the value of welfare losses in
2003 resulting from lower life expectancy was
substantial even in countries where HIV preva-
lence was 1-3 per cent and “horrific” in the coun-
tries with the highest prevalence. For instance, in
the countries with adult HIV prevalence above 10
per cent, the estimated welfare loss caused by
higher mortality has already resulted in a loss of
welfare of over 40 per cent of GDP, and in Bot-
swana this figure is about 80 per cent. The direct
welfare effects of HIV/AIDS through increased
mortality substantially outweigh even the worst

projections of the impact on GDP per capita
(Crafts and Haacker, 2003, p. 17).

E. CONCLUSIONS

At present there is little agreement among
economists about the extent of the effects on na-
tional economies that are directly attributable to
the HIV/AIDS epidemic. The most enduring im-
pact of AIDS on a country’s economic develop-
ment may be the loss of human capital, which
represents a long-term investment and is rarely
captured in economic models. The major findings
of chapter VIII are summarized below:

e Estimated effects of the epidemic on
the rate of growth of GDP in affected
countries range from “small” to an-
nual GDP growth rates of 2-4 per-
centage points lower than in the ab-
sence of AIDS. Estimates of the
macroeconomic effects of HIV/AIDS
are subject to a wide range of uncer-
tainty. Differences in models and in as-
sumptions sometimes lead to substan-
tially different economic projections for
the same country.

e More recent analyses have tended to
produce larger predicted impacts.
The projections may mainly show that
HIV prevalence is rising over time and
that earlier projections of HIV preva-
lence have in many cases proven to be
too low.

e The longer-term effects on the econ-
omy may be more serious than most
macroeconomic estimates suggest. Es-
timates of AIDS’ effects on macroeco-
nomic performance usually take no ac-
count of the loss of “social capital” or
of the long-term damage that is accru-
ing to human capital, as children’s edu-
cation, nutrition and health suffer di-
rectly and indirectly as a consequence
of HIV/AIDS. The effects of lowered
investment in the human capital of the
younger generation will affect eco-
nomic performance over future decades,

United Nations Department of Economic and Social Affairs/Population Division

The Impact of AIDS

&9



90

well beyond the time frame of most
economic analyses.

Beyond its effects on growth of GDP,
the HIV/AIDS epidemic is likely to
exacerbate income inequality and in-
crease poverty.

The effects of HIV/AIDS on a popula-
tion’s welfare are not reducible to ef-
fects on GDP per capita. Based on
empirical evidence of societies’ eco-
nomic valuation of a death, the epi-
demic's effect on mortality itself repre-

sents a loss of welfare that dwarfs the
estimated effects of HIV/AIDS on
GDP.

Despite the uncertainties that surround such
estimates, there remains a need for policymakers
to understand the impacts that HIV/AIDS will
have on overall performance of economies and
budgets. In the most affected countries, the
HIV/AIDS epidemic is yet another obstacle on the
road to development. The difficulty of measuring
the impact of the AIDS epidemic does not mean
that there is less cause for alarm. Indeed, the real
likelihood is that the full impact has yet to occur.
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IX. CONCLUSIONS

HIV/AIDS is the deadliest epidemic of our
time. Over 22 million people have already lost
their lives, and more than 42 million are currently
living with HIV/AIDS. Even if a vaccine for HIV
were discovered today, over 40 million people
would still die prematurely as a result of AIDS. In
many countries, especially in Africa and the hard-
est-hit countries such as Botswana, Swaziland and
Zimbabwe, the AIDS epidemic has spread rapidly,
leaving illness, death, poverty and misery in its
wake. In other countries, the disease is still in its
early stages. Notably, HIV/AIDS has now taken
hold in the largest countries of the world: the
number of people infected with HIV has reached
one million in China and six million in India, and
the destructive effects of the epidemic are already
being felt in those countries.

The epidemic affects every aspect of human
life, with devastating consequences. It has im-
posed heavy burdens on individuals, families,
communities and nations. In many countries, the
epidemic is undermining personal aspirations,
family well-being and national development. The
epidemic is threatening the achievement of the
Millennium Development Goals.

The impact of AIDS is already strikingly ap-
parent in the countries with the highest prevalence
rates. In those countries, the impact on mortality
and on population size and growth is already sub-
stantial. In the most severe case, Botswana, where
currently more than one in three adults is HIV
positive, life expectancy is expected to drop from
65 years in 1990-1995 to just under 40 years in
2000-2005. As a result of the high death rate, Bot-
swana’s population is expected to decline within
the next few years.

HIV/AIDS is not just a demographic disaster;
the epidemic has consequences for every sector of
society. The present report reveals the wide-
ranging societal impacts of HIV/AIDS: on indi-
viduals, families and households; on agricultural
sustainability; on business; on the health sector;
on education; and on national economic growth.

The burdens of the disease on families and
households are staggering. Typically, a family
where the disease is present loses an adult in the
prime of life, leaving behind not only a bereft
family, but also an HIV-infected spouse and or-
phaned children. During the long period of illness,
the loss of income and the cost of caring for fam-
ily members may bring ruin to the household. The
stigma of the disease will be endured not only by
those who are ill but also by family members, and,
even after death, the stigma will be felt by the
survivors. Adult deaths, especially of parents, of-
ten cause households to be dissolved and children
sent to live with relatives or even abandoned to
the streets.

In the agricultural sector, the loss of farm
workers to HIV/AIDS has ramifications for food
security. A survey in Zimbabwe found that agri-
cultural output declined by nearly 50 per cent
among households affected by AIDS. The Food
and Agriculture Organization of the United Na-
tions has estimated that the ten most severely af-
fected African countries will lose between 10 and
26 per cent of their agricultural labour force by
2020.

Business enterprises in both the agricultural
and non-agricultural sectors are also affected by
the disease, as the most productive workers in the
labour force become too ill to work and eventually
die. Il workers are less productive, as are those
workers who must care for ill family members.
The costs of health and death benefits and replac-
ing experienced workers have serious financial
implications for businesses and may cause them to
become less competitive and eventually close
down.

In countries with high HIV prevalence, output
in the agricultural, industrial and service sectors is
expected to suffer as more workers are afflicted
and the labour force weakens and shrinks. Funds
for investment and savings are often diverted to
pay for health care and social welfare benefits for
afflicted families. As a result, economic develop-
ment will likely stall or lose ground.

United Nations Department of Economic and Social Affairs/Population Division

The Impact of AIDS

91



AIDS reduces the means and the incentives to
invest in human capital. The next generation will
be less healthy and less well educated than the
previous one. In particular, HIV/AIDS seriously
threatens the education of the next generation. In
households affected by HIV/AIDS, children are
often taken out of school to help at home with
caregiving or income-generating activities. AIDS
orphans suffer long-term disadvantages when
their education is interrupted. Experienced teach-
ers are also dying of AIDS, eroding the quality of
education.

Health-care systems were already inadequate
in many of the countries even before HIV/AIDS
struck. The additional demand for treatment of
AIDS and the opportunistic infections that are
common in people with compromised immune
systems have strained resources, burdened pro-
grammes and threatened the viability of the entire
health-care system in a growing number of coun-
tries.

Development involves more than the pursuit
of economic growth. A long and healthy life is
one of the most highly coveted components of
human existence. Health and longevity are not
merely intermediate goals on the path to socio-
economic development, but rather are among the
fundamental pillars of development. At the Mil-
lennium Summit in September 2000, world lead-
ers adopted the United Nations Millennium Decla-
ration, which contained a set of time-bound and
measurable goals and targets.

One of the eight Millennium Development
Goals refers directly to the need to fight against
HIV/AIDS:

e By 2015, halt, and begin to reverse the
spread of HIV/AIDS, malaria and other
major diseases

HIV/AIDS is also seriously threatening the
achievement of the other seven Millennium De-
velopment Goals, namely:

e FEradicate extreme poverty and hunger
AIDS is contributing to the impoverishment
and malnutrition of households and communi-
ties that are affected by the epidemic.

e Achieve universal primary education
With the increasing number of children leav-
ing school to care for ill relatives or to replace
them on the farms and in the workplace, the
AIDS epidemic has made the goal of univer-
sal primary education much more difficult to
achieve, especially in the hardest-hit coun-
tries.

e Promote gender equality and empower
women

HIV/AIDS affects both men and women, but
at different ages and stages of the lifecycle.
Women are particularly vulnerable to
HIV/AIDS, and the burden of caring for
AIDS victims in households falls heavily on
girls and women.

¢ Reduce child mortality

One of the direct impacts of the HIV/AIDS
epidemic is the increase in the mortality of
children under five. Children die young from
HIV owing to mother-to-child transmission
and to the weakened ability of infected moth-
ers to care for their infants and young chil-
dren.

e Improve maternal health

HIV/AIDS impairs the maternal health of in-
fected women. In countries of sub-Saharan
Africa where women are more affected by
HIV/AIDS than men, the impact on maternal
mortality is more severe than in other regions.

e Ensure environmental sustainability
HIV/AIDS is reducing the ability of nations
and communities to integrate principles of
sustainable development into their policies
and programmes, in particular the provision of
safe drinking water and adequate housing.
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e Develop a global partnership for devel-
opment

The HIV/AIDS epidemic is undermining na-

tional economies and development efforts and

places heavy burdens on nations to deal with

the consequences of the epidemic.

By its resolution 26-S/2 (annex), the General
Assembly, at its twenty-sixth special session in
June, 2001, adopted the Declaration of Commit-
ment on HIV/AIDS. The Declaration states that
“the global HIV/AIDS epidemic, through its dev-
astating scale and impact, constitutes a global
emergency and one of the most formidable chal-
lenges to human life and dignity, as well as to the
effective enjoyment of human rights, which un-
dermines social and economic development
throughout the world and affects all levels of soci-
ety—national, community, family and individ-
ual”.

Since the adoption of the Declaration of
Commitment, the HIV/AIDS epidemic has wors-
ened and become more widespread. The report of

the Secretary-General to the fifty-eighth session of
the General Assembly on progress towards im-
plementation of the Declaration of Commitment
on HIV/AIDS (United Nations, 2003¢) empha-
sizes that assertive political leadership and effec-
tive action are required to prevent a major expan-
sion of HIV/AIDS. The report recommends that
all countries develop and implement national
strategies to promote the delivery of comprehen-
sive prevention, treatment, care and support to
those people living with or affected by
HIV/AIDS.

In order to conquer HIV/AIDS, considerably
greater efforts and resources will be required. As
the Secretary-General concludes in his report, “to
finance the global response, ...annual funding for
HIV/AIDS programmes must increase threefold
over current levels by 2005, and fivefold by 2007”
(United Nations, 2003e).

The course of the HIV/AIDS epidemic is by
no means predetermined. The eventual course of
the disease depends on how individuals, commu-
nities, nations and the world respond to the
HIV/AIDS threat, today and tomorrow.
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PART TWO






X. SUMMARIES OF SELECTED STUDIES ON THE IMPACT OF HIV/AIDS

Part II of The Impact of AIDS provides sum-
maries of selected studies referred to in earlier
chapters. For each study, the summary gives a
brief overview of the objectives and results of the
research. Much of the usefulness of the results
depends on how a study was carried out. The
summaries give information about the methodol-
ogy, the size of the sample and whether it was
representative, whether a control group was used
and how the analysis was performed. The country
or countries examined are shown, as are outcomes
of interest and key results. Some literature reviews
are also included.

The studies presented here are by no means an
exhaustive review of work on the impact of
HIV/AIDS. The volume of research under way
means that results of studies are being published
with great frequency. Some of the studies cited,
such as conference papers and preliminary reports
on ongoing research, have not yet been published,
and others exist only in electronic form or in the
grey literature. The summaries are arranged ac-
cording to the order of chapters in the report, be-
ginning with households and ending with impacts
on economic growth.

A. STUDIES ON HOUSEHOLDS

Ainsworth, Martha, and Deon Filmer (2002).
Poverty, AIDS and children’s schooling: a tar-
geting dilemma

Summary: The study analysed the relationship
between orphan status, household wealth and
child school enrolment using data collected in the
1990s from 28 countries in sub-Saharan Africa,
Latin America, the Caribbean and Southeast Asia.
Examples were found of large differentials in en-
rolment by orphan status, but in most cases the
gap between children from richer and poorer
households was more dominant. The gender en-
rolment gap was not substantially different from
the gap between girls and boys whose parents
were living. The enormous diversity across coun-
tries underscores the need to assess the specific

country situation before considering mitigation
measures.

Countries: Western Africa: Benin, Burkina Faso,
Cameroon, Central African Republic, Chad, Cote
d’Ivoire, Ghana, Guinea, Mali, Niger, Nigeria,
Senegal and Togo; Eastern Africa: Kenya,
Madagascar, Tanzania and Uganda; Southern
Africa: Malawi, Mozambique, South Africa,
Zambia and Zimbabwe; Latin America: Brazil,
Guatemala and Nicaragua; Caribbean: Domini-
can Republic and Haiti; Southeast Asia: Cambo-
dia.

Study area: Nationally representative samples
from 34 Demographic and Health Surveys and
five Living Standards Surveys.

Methodological approach: For asset ownership
and housing characteristics: principal components
analysis; for wealth status, orphanhood and en-
rolment status: regressions.

Sample size: Total sample sizes for children 7-14
ranged from 5,000 to 24,500, but most were about
5,000 to 10,000.

Control group: Orphans compared with other
children in the general population.

Outcomes studied: Prevalence of orphans in 28
countries; wealth status of households with or-
phans; relationship between orphanhood and
school enrolment; school gender gap.

Key results: In all countries, there were more pa-
ternal than maternal orphans, and some countries
had two or three times as many paternal orphans.
Only a small percentage of children aged 7-14
were two-parent orphans, ranging from 0.2 per
cent in the Dominican Republic to 4.5 per cent in
Uganda. In all countries, most single-parent or-
phans lived with the surviving parent, but in East-
ern and Southern Africa, maternal orphans were
less likely to live with their fathers than in other
countries. Orphans aged 7-14 were less likely
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to be enrolled in school than non-orphans in 22 of
28 countries, regardless of the overall enrolment
level in the country. In Chad, Mali, Niger and
Southern Africa, enrolment rates were similar for
orphans and non-orphans, but in Nigeria and the
United Republic of Tanzania, enrolment rates for
orphans were higher than those for children with
parents. Twenty-five of 28 countries had large
differences in enrolment rates according to the
wealth status of the household, but this did not
always translate into a disadvantage for orphans.
The relationship between orphan status, wealth
status and the enrolment gender gap showed no
clear pattern across countries of discrimination
against female orphans.

Baier, E.G. (1997). The impact of HIV/AIDS on
rural households/communities and the need for
multisectoral prevention and mitigation strate-
gies to combat the epidemic in rural areas

Summary: The study investigates the impact of
HIV/AIDS on rural households in Eastern Africa.
It shows the detrimental impact that HIV/AIDS
may have on rural households’ productive capac-
ity. The paper suggests that the effects of
HIV/AIDS are felt on two key farm production
parameters. First, household labour quality and
quantity are reduced, initially in terms of produc-
tivity when the HIV-infected person is ill and later
when the supply of household labour falls with the
death of that person. Moreover, the probability
that more than one adult per family is infected is
high, given the heterosexual nature of HIV trans-
mission in Africa. A compounding factor is that
infection rates are higher among women, who ac-
count for 70 per cent of the agricultural labour
force and 80 per cent of food production. In addi-
tion, other household members will devote pro-
ductive time to caring for the sick persons and
observing traditional mourning customs, which
can last as long as 40 days for some family mem-
bers and can adversely affect labour availability.

The second factor in household agricultural
production that HIV/AIDS will affect is the avail-
ability of disposable cash income. During epi-
sodes of illness, household financial resources

may be diverted to pay for medical treatment and
eventually to meet funeral costs. Such resources
might otherwise be used to purchase agricultural
inputs, such as occasional extra labour or other
complementary inputs (e.g., new seeds or plants,
fertilizer, pesticides). Family assets such as live-
stock might be sold off. If a household becomes
unable either to supply such labour internally or to
hire temporary workers, the composition of crops
may be gradually altered, shifting from cash to
subsistence crops in some cases. The key con-
straint will be during periods of peak labour de-
mand, usually in planting and harvesting seasons.
Given the nature of the rural labour market, those
seasons are also the times when wages or oppor-
tunity costs are highest. Another response to la-
bour shortages may be to reduce the area under
cultivation. Furthermore, it is likely that livestock
production may also be less intensive and that the
farming quality will be affected, with weeding and
pruning activities curtailed. The shift from high
labour-intensive crops to low labour-intensive
crops will curtail vegetable cultivation, resulting
in a less varied and less nutritious diet. Labour-
intensive farming systems with a low level of
mechanization and agricultural input are particu-
larly vulnerable to the impact of the disease.

Countries: Uganda, United Republic of Tanzania
and Zambia.

Study area: Rural areas of the selected countries.

Methodological approach: Not stated, rapid rural
appraisal.

Control or comparison group.: Not applicable.

Sample size: Not stated.

Outcomes studied: Agricultural production, farm
income, livestock production, medical expenses
and funeral costs.

Key results: Decline in farm income, decline in
cropping intensity and livestock, increase of
medical expenses and funeral costs.
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Basu, Alaka M., Devendra B. Gupta and Gee-
tanjali Krishna (1997). The household impact
of adult morbidity and mortality: some impli-
cations of the potential epidemic of AIDS in
India

Summary: The study examined how socio-
economic status affected the risk of contracting
HIV and the nature and extent of the impact of
fatal illness on household welfare. Most house-
holds with an illness or death could expect little
help from government benefits or employer-
subsidized insurance and had to bear the burden of
medical expenses themselves. The larger extended
family or kin group provided the main cushion for
absorbing a crisis such as an AIDS-related illness
or death. The most common response to loss of
income from a family member’s illness or death
was to seek loans; savings and assets were too
small to play a major role in coping strategy. Self-
employed households were better able to substi-
tute other household members for the incapaci-
tated individual than were wage-earning house-
holds.

Country: India.
Study area: Delhi.

Methodological approach: This exploratory study
used a structured survey complemented by quali-
tative data collection, including in-depth anthro-
pological studies. Since prevalence rates are still
low in India, the researchers focused on the hypo-
thetical case as a way to understand the economic
impact of a major illness on households. This
method was supplemented by case studies of
households that had actually experienced an adult
death.

Sample: A representative sample of men aged 19
to 39 from all parts of Delhi, ranging from slums
to upper-income neighbourhoods. The sample
frame came from a larger recent survey of the
city.

Sample size: Interviews with 484 men; case stud-
ies of 33 households that had experienced an adult

death in the last two years.

Control or comparison group. No.

Outcomes studied: Relationship between socio-
economic status and probability of contracting
HIV/AIDS; impact of the illness or death of an
adult family member and coping strategies prac-
tised by families.

Key results: The study was theoretical, so direct
estimates of impacts were not made. However,
relationships between contracting the disease and
dealing with it are elucidated, and suggestions that
would lessen the impact of HIV/AIDS by taking
advantage of the unique cultural and household
supports available in Indian families are offered
for policy makers. The study found that general
awareness of HIV/AIDS was high but that errone-
ous notions about the illness persisted, in spite of
an extensive information campaign. During the
initial stages of the AIDS epidemic, the better-off
groups seemed to be more susceptible to acquiring
the infection than poorer groups because they
could afford the kind of high-risk lifestyle that
increased their susceptibility. However, the profile
of AIDS sufferers was found to be changing rap-
idly, with increasing numbers of infections occur-
ring in the individuals least able to prevent or deal
with the spread of the disease.

The impact of the death of an adult household
member varied along standard socio-economic
lines, with poor households bearing proportion-
ately more of the costs of the illness and death of
a family member. However, the study also looked
at other social and cultural attributes that affect a
household’s ability to cope. For example, in many
families women do not join the labour force after
the death of a spouse because the society consid-
ers it inappropriate for a woman to work outside
the home. At the same time, family structure may
mitigate the impact of a crisis; joint families had
greater access to help and other resources than did
nuclear families. Case study interviews confirmed
that the larger family unit provided substantial
help to family members of an ill adult male.

Béchu, N. (1997) The impact of AIDS on the
economy of families in Cote d’Ivoire: changes
in consumption among AIDS-affected house-
holds

Summary: The study investigated the impact of
AIDS on household consumption in Cote d’Ivoire.
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Health-care expenditures were greater in house-
holds with an AIDS victim during the first year
after diagnosis of the disease but fell as the dis-
ease progressed. The findings conflicted with the
hypothesis that the consumption of health care
rises as the disease becomes more serious and ap-
peared to indicate that persons with AIDS became
less interested in care—both modern and tradi-
tional—that could not cure them. Consumption in
households with an AIDS death declined and did
not return to former levels after the AIDS death.

Country: Cote d’lvoire.
Study area: Urban and semi-rural areas.

Methodological approach: Households selected
were monitored for consumption patterns in mul-
tiple rounds of a survey. Categories of consump-
tion included basic needs, other current expendi-
tures, exceptional expenditures and the patient’s
health expenditures.

Sample: The study was part of a larger survey of
600 households in Burundi, Cote d’Ivoire and
Haiti. Households were selected after being iden-
tified by a health facility as containing an adult
with AIDS. At least one adult in the selected
households had to be ill with AIDS and had to be
responsible for one or more children.

Sample size: Of 200 households in the Cote
d’Ivoire sample, 120 were followed over a period
of 20 months. The data for the study were from
107 of the 120 households (87 from urban areas
and 20 from semi-rural areas); interviews were
conducted six times at two-month intervals.

Control group: Consumption data were compared
with the results of a study conducted in Yopou-
gon, the second largest district in Abidjan, and
were based on a sample of 2,064 households.

Outcomes studied: Changes in consumption of
households with an AIDS-infected member as the
illness progressed and the ill person died.

Key results: Households with an AIDS patient
spent almost twice as much of their household
budgets (10.6 per cent) on health care as did
households in the comparison group, and health

care costs for the person with AIDS accounted for
almost 80 per cent of the household health budget.
Consumption per household member declined
during the first year after AIDS was diagnosed.
However, health care consumption by the person
with AIDS fell by almost one half between the
first and fourth rounds of the survey, suggesting
that persons with AIDS no longer sought care that
could not cure them. In households with an AIDS
death, consumption of food declined, but a gen-
eral upturn in consumption was observed after a
few months. Households with an AIDS death did
not return to their earlier level of consumption.

Bicego, George, Shea Rutstein and Kiersten
Johnson (2003). Dimensions of the emerging
orphan crisis in sub-Saharan Africa

Summary: The study used recent data from the
Demographic and Health Surveys to examine (a)
the levels, trends and differentials of orphanhood
in 17 countries in sub-Saharan Africa and (b)
trends and age-patterns in orphan prevalence and
welfare in the 1990s for five countries with a wide
range of HIV prevalence levels (1.4 to 25.1 per
cent). Findings showed a strong correlation be-
tween orphanhood prevalence and national adult
HIV prevalence estimates, although the relation-
ship was affected by the timing of the onset of the
disease. Orphans were more likely to live in
households headed by females or grandparents
than were non-orphans. In general, orphans did
not live in poorer households than non-orphans,
although this varied across countries. Losing one
or both parents was significantly associated with
lower educational attainment.

Countries: For the prevalence study: Benin, Cam-
eroon, Chad, Ghana, Guinea, Kenya, Madagascar,
Malawi, Mali, Mozambique, Niger, Nigeria,
United Republic of Tanzania, Togo, Uganda,
Zambia and Zimbabwe. For the in-depth study:
Ghana, Kenya, Niger, United Republic of Tanza-
nia and Zimbabwe.

Study area: Nationally and regionally representa-
tive samples.

Methodological approach: Univariate and multi-
variate analysis, logistic regressions.
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Sample size: Average sample size was from 5,000
to 8,000 households per country.

Control group: Orphans compared with other
children in the general population.

Outcomes studied: Level and trend of orphanhood
compared with national HIV/AIDS prevalence
rate; likelihood of living in female-headed or
grandparent-headed household; economic situa-
tion of households with orphans; schooling oppor-
tunities for orphans.

Key results: Maternal orphan prevalence ranged
from less than 2.5 per cent in Mali and Niger to
more than 4.5 per cent in Malawi, Mozambique,
Uganda and Zimbabwe. Paternal orphanhood was
higher in every country and ranged from about 4
per cent to more than 8 per cent. The percentage
of orphans who had lost both parents was higher
in severely impacted countries in East and South-
ern Africa (10-17 per cent of all orphans) than in
West and Central Africa (4-8 per cent). Earlier
onset of the disease was associated with higher
orphan prevalence. Orphans were much more
likely than non-orphans to live in households
headed by grandparents—one fourth to one half of
orphans compared with 10-20 per cent of non-
orphans. In Zimbabwe, 50-55 per cent of orphans
lived in households headed by grandparents. Or-
phans were also more likely than non-orphans to
live in female-headed households, but the differ-
ential varied across countries. Orphans were less
likely than non-orphans to be at the proper educa-
tional level for age. East African double orphans
6-10 years old were only half as likely as non-
orphans to be in the appropriate grade, and double
orphans 11 to 14 were two thirds as likely to be in
the proper grade.

Bloom, David E., Ajay Mahal, Lene
Christiansen, Amala de Silva, Soma de Sylva,
Malsiri Dias, Saroj Jayasinghe, Swarna Jay-
aweera, Soma Mahawewa, Thana Sanmugam
and Gunatillake Tantrigama (1997). Socio-
economic dimensions of the HIV/AIDS epi-
demic in Sri Lanka

Summary: This multidisciplinary study used both
theoretical statistical evidence (projections based
on a variety of assumptions) and survey research

to estimate the vulnerability of Sri Lanka to
HIV/AIDS. It used data from economics, statis-
tics, anthropology, sociology and medicine as well
as information about the spread of the epidemic in
other countries to analyse the social and economic
roots of HIV/AIDS in Sri Lanka. The objective of
the study was to understand the epidemic before
its full force reached Sri Lanka and to inform pol-
icy-making for the development of prevention and
care strategies rooted in local realities. Using cur-
rent assumptions about the future progress of the
disease, the authors estimated that the AIDS epi-
demic would have an insignificant impact on the
macroeconomy of Sri Lanka in the foreseeable
future. Moreover, the epidemic was expected to
have a negligible effect on Sri Lanka’s level on
the human development index. With regard to the
impact on poverty and income distribution, evi-
dence from surveys conducted by the authors sug-
gested that better educated and higher-income
people were more aware of the risks of AIDS and
less likely to engage in risky behaviour, so an epi-
demic could increase inequality in the population.

Although at the time of the study HIV preva-
lence rates were low in Sri Lanka, the evidence
suggested that the country was not immune to the
epidemic, given its proximity to India and its high
rate of international mobility associated with
overseas contract work, tourism, military activity
and refugees. Other factors that contributed to the
country’s vulnerability were unsafe medical prac-
tices, the commercial sex industry and a large
proportion of the population in the sexually active
years.

Country: Sri Lanka.

Methodological approach: Literature review of
epidemiology of HIV/AIDS in various parts of the
world. Cost-benefit analysis of screening the sup-
ply of blood, using disposable injection equipment
and adopting universal precautions in health-care
settings (that is, treating all patients as potential
sources of infection). Economic analysis of medi-
cal costs of a future AIDS epidemic in Sri Lanka
using hospital and clinic records to estimate future
medical costs. Small surveys to examine links
between income, educational status, knowledge of
HIV/AIDS and risky behaviour. Economic analy-
sis of the distribution of direct and indirect costs
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of the AIDS epidemic to examine which segments
of society absorb most of the costs of AIDS. Re-
gression analysis of effect of AIDS epidemic on
tourism.

Sample size: For study of education, income,
knowledge of HIV/AIDS and risky behaviour,
about 450 individuals were surveyed. For study of
risky behaviour among workers in free trade
zones, 50 female workers were interviewed. For
study of overseas workers, 50 Sri Lankan women
who had worked abroad were interviewed. For
study of knowledge and risks of sex workers, 100
commercial sex workers were interviewed. For
study of high-risk sexual behaviour among pris-
oners, 50 prisoners were interviewed. For study of
the burden of AIDS costs, 34 families of AIDS
victims were surveyed.

Control or comparison group.: Not applicable.

Outcomes studied: The socio-economic dimen-
sions of the HIV/AIDS epidemic in Sri Lanka,
including the link between HIV and poverty; the
benefits of blood testing; the cost-effectiveness of
using disposable needles and syringes; the cost of
adopting universal precautions in the medical care
system; the economic burdens of the AIDS epi-
demic; individuals’ perceptions of the risk of con-
tracting AIDS and their willingness to pay to re-
duce the risk; the effect of an AIDS epidemic on
the tourist industry.

Key results: An AIDS epidemic in Sri Lanka is
expected to have only a small impact on the na-
tion’s economic growth and human development
index. Less educated and lower-income individu-
als were found to be more likely to engage in
risky behaviour and more likely to acquire
HIV/AIDS. The medical costs of an epidemic
would most likely be borne by taxpayers, since
most health care in Sri Lanka is provided by pub-
lic-sector health facilities. However, only the
families of victims would bear the psychological
costs of ostracism and stigmatization. Regression
analysis of the relationship between AIDS preva-
lence and tourism found no statistical signifi-
cance. A small survey of workers in free trade
zones found little evidence to support the view
that those workers were a group with a high risk

of becoming infected with HIV. Testing blood for
HIV infection was thought to be cost-beneficial
under the high-prevalence scenario; using dispos-
able syringes and needles was expected to be eco-
nomically justified; and instituting universal pre-
cautions in health care settings in Sri Lanka was
found not to be cost-beneficial at the time the
study was conducted.

Booysen, Frikkie (2003). Poverty dynamics and
HIV/AIDS-related morbidity and mortality in
South Africa

Summary: The socio-economic impact of
HIV/AIDS on households was examined using a
cohort study of households affected by the disease
and comparing them with a control group of
households not currently affected. Affected
households were more likely to experience pov-
erty, but some poverty may have been transitory.
Preliminary analysis suggested that HIV/AIDS-
related determinants of poverty, in particular mor-
bidity, explain why certain households are poorer
than others and are likely to remain poor. Eco-
nomic policies focusing on job creation and a so-
cial safety net targeting AIDS-related poverty
should be considered for the short to medium
term. The study is ongoing: three rounds of inter-
views have been conducted and analysed.

Country: South Africa.

Study area: One urban (Welkom) and one rural
(QwaQwa) community in the Free State province
in which HIV/AIDS is particularly prevalent.

Methodological approach: Longitudinal study,
household interviews; descriptive analyses, simple
mobility profiling and regression analysis.

Sample size: 355 households.
Control group: Yes.

Outcomes studied: Poverty level of AIDS-affected
households compared with that of households not
affected; income mobility of households affected
by HIV/AIDS; incidence and severity of poverty;
morbidity and mortality as determinants of
chronic poverty.
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Key results: Households affected by HIV/AIDS
were more likely than unaffected households to be
poor, regardless of the measures employed in
measuring poverty. Households that experienced
illness or death, especially in the recent past, had
the most severe poverty and were more than twice
as likely to be chronically poor than non-affected
households. Affected households at the lower end
of the income distribution were less mobile than
other households. Households that experienced
more deaths were less likely to improve their posi-
tion in the income distribution and more likely to
remain in poverty.

Busingye, J., J. Pickering, A. Ruberantwari
and J. Whitworth (2003). Orphans in the
HIV/AIDS era: a study in rural Uganda

Summary: The project studied the dynamics of the
HIV-1 virus and its impact on a rural African
population. The overall prevalence of orphans was
found to be increasing over the course of the
study, and the loss of a father was more common
than the loss of a mother at all time periods. HIV-
1 seropositivity rates were significantly higher
among orphans than among non-orphans, and they
were also higher among surviving parents of or-
phans as compared with parents of non-orphans.
The study concluded that the orphan burden had
been rising in the population and was associated
with the HIV epidemic.

Country: Uganda.

Study area: A cluster of villages in southwestern
Uganda.

Methodological approach: A general population
cohort was established in 1989-1990, and the co-
hort was followed annually using face-to-face
questionnaires and serological surveys. Questions
on orphanhood (loss of one or both parents) were
asked at survey rounds 1, 9 and 12 for children
under the age of 15. HIV testing was done for all
consenting adults at the three time points and for
children under 13 at rounds 1 and 12.

Sample size: Not given.

Control group: No; survey of the general popula-
tion.

Outcomes studied: The impact of the HIV-1 virus
on a rural African population; orphan prevalence
and seropositivity rates among children and par-
ents over time.

Key results: The overall orphan prevalence in-
creased from 10.4 per cent at survey round 1 to
16.8 per cent and 15.4 per cent at survey rounds 9
and 12 respectively. The loss of a father was more
common than the loss of a mother at all three
rounds. The prevalence of orphans who had lost
both parents increased from 1.3 per cent at survey
round 1 to 3.3 per cent at round 9 and round 12.
HIV-1 seropositivity rates were significantly
higher among orphans than among non-orphans
and were higher as well among surviving parents
of orphans as compared with parents of non-
orphans.

Case, Anne, Christina Paxson and Joseph
Ableidinger (2003). Orphans in Africa

Summary: The study used data from 19 Demo-
graphic and Health Surveys conducted in 10 coun-
tries between 1992 and 2000 to study the living
arrangements and school enrolment of orphans
and non-orphans in sub-Saharan Africa. The 10
countries accounted for about 50 per cent of the
AIDS orphans living in sub-Saharan Africa. The
researchers found that orphans lived in poorer
households than non-orphans and were signifi-
cantly less likely than non-orphans to be enrolled
in school. Poverty did not explain the lower
school enrolment, however: orphans were equally
less likely to be enrolled in school relative both to
non-orphans as a group and to the non-orphans
with whom they lived. Outcomes for orphans de-
pended largely on how closely related they were
to the household head. Orphans who lived with
distant relatives or with non-relatives were less
likely than non-orphans to be enrolled in school.
There was no evidence that female orphans were
systematically disadvantaged.

Countries: Ghana, Kenya, Malawi, Mozambique,
Namibia, Niger, Uganda, United Republic of
Tanzania, Zambia and Zimbabwe.

Study area: Nationally and regionally representa-
tive sample.
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Methodological approach: Multiple regression
analysis.

Sample size: Country samples ranged from 8,339
to 28,888.

Control group: No; surveys of the general popula-
tion.

Outcomes studied: Orphan rates by age of chil-
dren; living arrangements of orphans (three mutu-
ally exclusive groups: maternal orphans, paternal
orphans and double orphans) compared with those
of non-orphans; household wealth of orphans and
non-orphans; school enrolment of orphans.

Key results: Roughly 10 per cent of the children
in the surveys had lost one or both parents. On
average, 2.4 per cent of children were maternal
orphans, 5.7 per cent were paternal orphans and 2
per cent were double orphans. In most countries,
more children had lost a father than a mother.
Children who had lost one parent were less likely
than non-orphans to live with the surviving parent
in all countries examined, and this disparity was
more pronounced in later surveys. In Zambia, for
example, only 40 per cent of maternal orphans
lived with their fathers, as compared with 74 per
cent of non-orphans. Orphans on average lived in
poorer households than non-orphans, and paternal
orphans were the most disadvantaged. In all coun-
tries, orphans were more likely to live in house-
holds with a higher fraction of elderly persons,
with less well-educated heads and with female
heads. Orphans of any type were less likely to be
in school than non-orphans with whom they lived,
and in most countries double orphans were 10 to
30 percentage points less likely to be in school.
Lower enrolment was not due solely to orphans’
poverty but was explained in part by the relation-
ship of the orphan to the head of household. The
probability of school enrolment was inversely
related to the closeness of the relationship.

Floyd, Sian, Amelia C. Crampin, Judith R.
Glynn, Nyovani Madise, Andrew Nyondo, Ma-
siya M. Khondowe, Chance L. Njoka, Huxley
Kanyongoloka, Bagrey Ngwira, Basia Zaba
and Paul E. M. Fine (2003). The impact of HIV
on household structure in rural Malawi

Summary: The study investigated the impact of
HIV on household structure over a period of more
than ten years. Earlier results had found that the
impact of HIV on adult and child mortality was
substantial. The ten-year survival rate was 36 per
cent among HIV-positive individuals as compared
with 90 per cent among initially HIV-negative
individuals; under-five child mortality rates were
46 per cent for children born to HIV-positive
mothers and 16 per cent for those born to HIV-
negative mothers. Further analysis found substan-
tial impacts on household structure. Marriages in
which one partner was HIV-positive in the base-
line survey were much less likely to be intact at
the follow-up survey. Only about one fifth of
spouses were still married to a partner who had
been HIV-positive in the baseline survey. Remar-
riage rates for widows or divorced female spouses
were lower for wives of HIV-positive men.
Younger women were more likely to remarry, as
were women whose marriages had ended in di-
vorce rather than widowhood. For men, there was
no evidence of an effect of HIV status on the rate
of remarriage. Surviving male spouses were al-
most always the head of the household in which
they were living, regardless of the spouse’s HIV
status. Widowed and divorced female spouses
were much less likely to be household heads, es-
pecially if their husbands had been HIV-negative.

Children of the baseline survey respondents
who were less than 15 years old at the time of the
follow-up survey were much more likely to be
alive and resident in the district if their parents
had been HIV-negative in the original survey.
Among surviving children 18 or under, the per
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centage living with neither parent was much
higher for those born to HIV-positive individuals.
Young adult offspring (aged 15 to 25) who were
tested for HIV were found to have about the same
prevalence rates regardless of their parents’ HIV
status at the time of the original survey.

Country.: Malawi.
Study area: Karonga district, northern Malawi.

Methodological approach: Retrospective cohort
study with more than ten years of follow-up. From
population-based surveys conducted in the 1980s,
197 “index individuals™ aged 14 to 68 were identi-
fied as HIV-positive, and 396 HIV-negative index
individuals were selected as a comparison group.
They were individually matched to the HIV-
positive index individuals on the characteristics of
age, sex, area of residence, interview date and
household structure, and they, together with
spouses and offspring, were sought for reinter-
views in 1998-2000.

Sample size: 197 HIV-positive individuals and
396 HIV-negative individuals.

Control group: Yes.

Outcomes studied: The impact of HIV status on
the spouses of infected individuals in terms of
widowhood, remarriage and their relationship to
household head. The impact of HIV status on the
offspring of infected individuals in terms of living
with parents, relationship to household head, de-
pendency ratio in the household, marital status
and age at first marriage.

Key results: Only one in five marriages in which
one partner was HIV-positive at the baseline sur-
vey was still intact at the follow-up survey; remar-
riage rates for widows or divorced female spouses
were lower for wives of HIV-positive men; remar-
riage rates for men did not seem to be affected by
the HIV status of their wives at the baseline sur-
vey; children of HIV-positive parents were much
less likely to be alive and resident in the district at
the follow-up survey than children of HIV-
negative parents; among surviving children 18 or
under, those whose parents were HIV-positive at

the initial survey were much more likely to be
living with neither parent at the follow-up survey.

Gertler, Paul, David Levine and Sebastian
Martinez (2003). The presence and presents of
parents: do parents matter for more than their
money?

Summary: The study examined the effects of the
death of a parent on investments in the health and
education of surviving children in Indonesia. Pa-
rental loss is hypothesized to operate on child in-
vestment through a reduction in household re-
sources and removal of parental presence,
including loss of mentoring, transmission of val-
ues and emotional and psychological support. The
study found that children who had lost a parent
were less likely to be in school and were less
healthy than children whose parents had lived.
However, the reduction in economic resources
measured by the change in household consump-
tion explained only a small portion of the effect of
parental death. Parental presence in the household
is thought to play an important role in investments
in child human capital.

Country: Indonesia.

Study area: 312 communities in 13 provinces in
Indonesia.

Methodological approach: Data from the 1993
and 1997 rounds of the Indonesia Family Life
Survey (IFLS) were used; variables included
school enrolment status, schooling history, an-
thropometric data, household and community-
level variables, household consumption and adult
deaths. Six regression models with random and
fixed effects were specified.

Sample size: 6,185 children in 3,378 households.

Control group: Survey of the general population;
comparisons between orphaned children and oth-
ers.

Outcomes  studied: Changes in household
consumption; school enrolments and dropouts;
changes in child health and nutritional status
(mortality, height for age, weight for age, weight

United Nations Department of Economic and Social Affairs/Population Division

The Impact of AIDS

105



for height, body mass index, stunting and wast-
ing).

Key results: Among children who lost a parent,
those with deceased fathers were more likely to
drop out of school, whereas those whose mothers
had died were less likely to start school. Children
in households with higher consumption and chil-
dren with educated and healthy mothers were
more likely to start school than others. Children
whose mothers had died were more likely to die
than those who had not lost a parent. Paternal
death had no effect on children’s health, but the
effect of maternal death was large and statistically
significant, especially for measurements related to
weight. Bereaved children were generally less
healthy than children whose parents had lived.

Hosegood, Victoria, Kobus Herbst and Ian
Timzeus (2003). The impact of adult AIDS
deaths on households and children’s living ar-
rangements in rural South Africa

Summary: The AIDS epidemic is now well ad-
vanced in sub-Saharan Africa, but studies of the
impact of AIDS mortality on households and
communities are still scarce. South African rural
households are characterized as very fluid social
units, presenting a complex range of forms and
development cycles. The data-collection system of
the Africa Centre Demographic Information Sys-
tem (ACDIS) is designed to reflect social dynam-
ics and residential mobility. The study explores
the impact of young adult deaths on household
dissolution, composition, migration and the co-
residency arrangements of household members, as
well as the patterns of care, education and welfare
for children orphaned as a result of the adult
deaths. The study found that households with an
adult death were much more likely to dissolve
than other households, but that migration of
household members was more likely than migra-
tion of the whole household. Generally, house-
holds were unable to replace members who died;
both the death of a household member and the
out-migration of surviving members caused a de-
crease in household size. Children under 15 in
households with an adult death were more likely
to migrate during the year, especially if a parent
had died. The movement and fostering of children

in response to difficulties was a common strategy
in rural South Africa even before the HIV/AIDS
epidemic.

Country: South Africa.

Study area: Rural district of Umkhanyakude in
northern KwaZulu Natal.

Methodological approach: ACDIS longitudinal
data collected every four months for one year
(2000-2001) from 10,490 households constituted
the data set. Multivariate hazard models were used
to analyse the impact of young adult deaths on
household structure.

Sample size: 10,490 households in rural KwaZulu
Natal.

Control group: Longitudinal survey of the general
population; comparisons between households that
experienced an adult death and other households.

Outcomes studied: The impact of young adult
deaths on households; arrangements for caring for
children orphaned as a result of the adult deaths.

Key results: Household instability (dissolution
and migration) was significantly associated with
younger heads, female heads and death of a
household member. Five per cent of households
experienced at least one AIDS death during the
one-year observation period, and they were nearly
three times as likely to have dissolved by the end
of the year than other households. Only a very
small number of child-headed households was
found.

Janjaroen, W. (1997). The impact of AIDS on
household composition and consumption in
Thailand

Summary: The paper examines two questions: (a)
what is the household structure and composition
in households with and without an adult death?
and (b) among households with and without an
adult death, what are the factors affecting the
change in household consumption?

Country: Thailand.
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Study area: Five districts in Chiang Mai Province
in the upper north of Thailand: Mae Rim, San Sai,
San Kamphaeng, Hang Dong and Fang districts.

Sample: A total of 361 households were inter-
viewed: 116 households with a death from AIDS,
100 households with a death from another cause
and 108 households with no death.

Methodology: Selection of sample households
with AIDS deaths and non-AIDS deaths from
among those deaths that had occurred in the pub-
lic health facilities. A sample without a death was
also identified. A survey questionnaire was ad-
ministered to each household. The household re-
spondent was either the household head or his/her
representative who could provide the information.

Control group: Yes.

Outcomes studied: Household structure and com-
position and household consumption.

Key results: The average household size for
households with a death resulting either from
AIDS or from other causes was smaller than that
of households without any death (3.1 versus 4.0).
The results suggest that the households without
deaths had higher consumption levels than those
with deaths, but the differences between the two
groups were very small and not statistically sig-
nificant. The regression analysis showed that, af-
ter controlling for other variables, AIDS deaths
had a larger negative impact on consumption than
did deaths from other causes. The association re-
mained after controlling for the duration of the
illness.

Knodel, John, Wassana Im-em, Chanpen
Saengtienchai, Mark VanLandingham and
Jiraporn Kespichayawattana (2002). The im-
pact of an adult child’s death due to AIDS on
older-aged parents: results from a direct inter-
view survey

Summary: The study describes the methodology
and findings of a direct interview survey in Thai-
land of parents of deceased adult children who
died of AIDS and a comparison group of older-
age parents who had not suffered such a loss. The
results provide extensive information on living

arrangements, parental caregiving, health impacts,
spouses and orphaned children; care, treatment
and funeral expenses; longer-term economic im-
pacts; and community reaction. The detailed re-
sults show considerable diversity in the extent to
which parents are impacted. Clearly, personal
caregiving and instrumental assistance by parents,
especially the mother, can be very demanding.
Even when a parent is a main caregiver, other
family members, particularly other adult children,
often assist the parental caregiver. Parents also
often serve as critical links between their ill adult
child and the health-care system. Caregiving often
takes a toll on the emotional and physical health
of the parental caregiver at the time care is being
provided. Only a minority of the AIDS parents
had fostered grandchildren left behind by their
deceased son or daughter. Overall, the loss of a
child to AIDS has a serious economic impact for
only a minority of AIDS parents. At the same
time, the poor appear to be the most adversely
affected. Sustained social stigma directed at par-
ents of persons who died of AIDS is far from uni-
versal in Thailand at present. Sympathetic and
supportive reactions from others in the community
are more frequently reported than negative ones
(authors’ abstract).

Country: Thailand.

Study area: Chiang Mai, Rayong and Phichit
provinces.

Methodological approach: Direct interview sur-
vey of parents of adult children. Sites were chosen
on a purposive basis and included both rural and
urban areas. Health personnel in each district
chose suitable sites and identified households that
had experienced an AIDS death and households
with persons of comparable age, marital status and
economic background who had at least one living
adult child and who had not experienced a recent
death among their children.

Sample size: Interviews were conducted with 394
AIDS parents and 376 non-AIDS parents. Infor-
mation provided about spouses meant that the in-
terviews generated data for 649 AIDS parents and
621 non-AIDS parents.

Control or comparison group. Yes.
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Outcomes studied: Impact on older parents of the
illness and AIDS-related death of an adult child
compared with parents who suffered no such
death; role of parents in caregiving and seeking
health services for their ill child; economic conse-
quences of child’s illness and death; and effects
on parents of the social stigma related to AIDS.

Key results: Overall, the loss of a child to AIDS
has a serious economic impact for only a minority
of AIDS parents. At the same time, the poor ap-
pear to be the most adversely affected. In Thai-
land at present, sustained social stigma is not uni-
versally directed at the parents of persons who
died of AIDS. The impact of losing a potential
provider of care in old age may not become ap-
parent until long after the adult child’s death.
However, most AIDS parents had other children
to help with their care in old age.

Knodel, John, and Wassana Im-em (2002). The
economic consequences for parents of losing an
adult child to AIDS: evidence from Thailand

Summary: In the paper the authors examined the
economic consequences for parents of losing an
adult child to AIDS in Thailand, with an emphasis
on the effects of parental caregiving. Their main
findings are as follows: (a) parents were fre-
quently and substantially involved in the payment
of care and treatment costs, but government health
insurance and, to a lesser extent, welfare helped
alleviate the financial burden this created; (b) only
a minority of AIDS parents fostered grandchildren
left behind by their deceased son or daughter; (c)
most deceased children had contributed finan-
cially to the parental household before becoming
ill, but only a minority had been main providers.
However, poor parents were far more likely than
better-off parents to lose a main provider and for
this to create severe financial hardship; and (d)
poorer parents spent much less money than better-
off parents on expenses, but the burden created by
expenses was far greater for poorer than for bet-
ter-off parents. One important implication of these
findings is that programmes are needed that rec-
ognize and address the plight of older persons
who lose a child to AIDS. The programmes need
to take into account the considerable range of vul-
nerability that exists and target those who are par-

ticularly susceptible to resulting economic hard-
ship (authors’ abstract).

Country: Thailand.

Study areas: Key informant study: Bangkok and
eight provinces; direct interview survey: Chiang
Mai, Rayong and Phichit provinces; open-ended
interviews: Bangkok and three provinces.

Methodological approach: The analysis draws on
three data sets that were collected as part of a
comprehensive study of the impact of the AIDS
epidemic on older persons in Thailand. The
sources of data are based on different methodo-
logical approaches: interviews with key infor-
mants about individual AIDS cases and their
families; direct survey interviews with parents
whose adult child had died of AIDS and parents
with similar characteristics who did not experi-
ence the death of an adult child; and open-ended
interviews with AIDS parents. The first two were
designed to yield data suitable for quantitative
analysis and the third to yield data suitable for
qualitative analysis. Neither of the first two sur-
veys was based on a probability sample. Infor-
mants were identified by health personnel.

Sample size: Data for 768 adults who died (in-
cluding 258 for whom supplemental information
was also collected) were obtained through inter-
views with key informants, most of whom were
staff or volunteers at local health centres; inter-
views with 394 AIDS parents and 376 comparison
parents generated data on 649 AIDS parents and
621 comparison parents; open-ended interviews
were conducted with 19 AIDS parents.

Control or comparison group: Yes, in direct sur-
vey interview portion of the study.

Outcomes studied: Economic consequences for
parents of losing an adult child to AIDS.

Key results: Older Thai parents were extensively
involved with their infected adult children through
both living and caregiving arrangements. Return
migrants constituted a substantial share (32-40 per
cent) of adult children with AIDS for whom par-
ents provided care during the terminal stage of
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illness. Parents bore substantial financial burdens
for an adult child who died of AIDS. They in-
cluded costs of caregiving; medical costs for
treatment; disruption of their own economic ac-
tivities; and funeral costs. Costs to parents were
moderated by government health insurance and
welfare and by membership in funeral societies.
Poor parents spent less on expenses than better-off
parents, but the burden of expenses was more
likely to create financial hardships for poor par-
ents. Overall, the loss of a child to AIDS had a
serious economic impact for only a minority of
AIDS parents in the sample.

Menon, Rekha, Maria J. Wawer, Joseph K.
Konde-Lule, Nelson K. Sewankambo and
Chuanjun Li (1998). The economic impact of
adult mortality on households in Rakai district,
Uganda

Summary: The study assesses the economic im-
pact of adult mortality on households in the Rakai
district in southwestern Uganda. An issue of con-
cern, especially in the case of the AIDS epidemic,
is the impact of a “shock” to the household caused
by the death of an economically active adult. The
death of an economically active adult may result
in changes in household size and composition and
a decline in the household’s socioeconomic status.
In response to the shock of a fatal adult illness like
HIV/AIDS, households may liquidate their assets
to pay for medical treatment and funeral costs.
Using information regarding adult mortality in
households between 1989 and 1992 in the Rakai
district of Uganda, this study attempts to provide a
better understanding of the impact of an adult
death on a household’s composition, size and eco-
nomic status.

Country: Uganda.

Study area: Rakai district.

Sample: The analysis focuses on the 1,945 house-
holds that were enrolled in the study, beginning in
1989-90 and followed until 1992.

Control group: Longitudinal survey of the general

population; comparisons between households ex-
periencing an adult death and other households.

Methodology: A longitudinal sero-
epidemiological study was conducted between
1989 and 1992 in the Rakai district in south-
western Uganda.

Outcomes studied: Household composition and
household ownership.

Key results: Households affected by an adult
death altered their size and composition. House-
holds with an adult AIDS death incurred eco-
nomic losses through a depletion of some durable
goods. Households in which the deceased was
male were seven times more likely to suffer a re-
duction in ownership of durable goods than
households where the deceased was female. It is
possible that this effect was due to a loss in in-
come in the household as a result of the death of
an economically active adult.

Monasch, Roeland, and Nigel Snoad (2003).
The situation of orphans in a region affected by
HIV/AIDS

Summary: About 11 million children under the
age of 15 have lost their mother, father or both
parents to AIDS in sub-Saharan Africa, and the
number is expected to double by 2010. The study
examined data in 40 sub-Saharan countries and
looked at living arrangements of orphans and
characteristics of households where they live.
Nearly one third of single-parent orphans were
found to be living apart from their remaining par-
ent. The impact of orphanhood on children was
explored by analysing data on school attendance,
nutritional status and child labour. The study
found that living arrangements of children in
countries with high HIV-prevalence rates differed
significantly from those in other countries. Fami-
lies and communities were generally responsible
for the care of orphans in the countries most af-
fected by HIV/AIDS. The composition of the
households in which orphans lived was found to
differ from one country to another. Overall, or-
phans were found to have less schooling and to be
more involved in child labour than other children.

Country: Forty countries in sub-Saharan Africa.
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Methodological approach: Cross-national com-
parison of data from nationally representative
population-based surveys conducted between
1997 and 2001. Surveys included Multiple Indica-
tor Cluster Surveys (MICS), organized by
UNICEF, and Demographic and Health Surveys.

Sample size: Samples ranged from 6,200 children
in Sao Tome and Principe to 66,345 children in
northern Sudan. Average survey size was 18,474
children.

Control group: Surveys of the general population;
comparisons between orphans and other children.

Outcomes studied: Living arrangements of AIDS
orphans and characteristics of households where
they live; school attendance, nutritional status and
child labour status of AIDS orphans.

Key results: The death of parents had significant
implications for orphans in terms of households
and living arrangements and well-being. Orphans
were less likely to attend school than non-orphans,
especially in countries with lower overall school
attendance. Orphanhood did not seem to be asso-
ciated with being malnourished in most countries.

Mushati, P., S. Gregson, M. Mlilo, J. Lewis and
C. Zvidzai (2003). Adult mortality and the eco-
nomic sustainability of households in towns,
estates and villages in AIDS-affected Eastern
Zimbabwe

Summary: The study examined the consequences
of adult terminal illness and death for households
in eastern Zimbabwe. In a country with an HIV
prevalence rate exceeding 20 per cent, little in-
formation was available about the effects on
households of an extended period of crisis mortal-
ity. Primary caregivers of deceased adults were
interviewed about household income, expenditure
on health care and funeral expenses, asset sales
and relocation after the death. The study found
that heavy expenditure, substantial loss of income
and erosion of capital assets were associated with
the terminal illness and death of an adult house-
hold member. The expenses were seriously un-
dermining the economic viability of households in

the principal socio-economic strata in eastern
Zimbabwe. Households in subsistence farming
areas were found to be bearing the brunt of the
epidemic and were faced with deepening poverty.

Country: Zimbabwe.

Study area: Small towns, large-scale commercial
farming estates and subsistence farming villages
in Manicaland, Zimbabwe’s eastern province.

Methodological approach: Interviews with pri-
mary caregivers of the deceased for deaths occur-
ring between the 1998-2000 and 2001-2003
rounds of a stratified household census and cohort
study.

Sample size: 133 male and 135 female adult
deaths (final sample size expected to be approxi-
mately 320).

Control group: No.

Outcomes studied: Household income, expendi-
ture on health care and funeral expenses, asset
sales and relocation after adult death in household.

Key results: Results showed that most of the de-
ceased (78 per cent) were the predominant income
earners for their households. More men than
women had been in formal sector employment; 60
per cent lost their jobs during their illness. The
sick person and his/her spouse paid 42 per cent of
health-care costs and 41 per cent was paid by
other household members. One in seven caregiv-
ers gave up a job to care for the sick person, and
about one in four households relocated within a
few months of the adult death.

Mutangadura, G. (2000) Household welfare
impacts of mortality of adult females in Zim-
babwe: implications for policy and program
development

Summary: The HIV/AIDS epidemic in Africa is
increasingly becoming one of the major impedi-
ments to sustainable development. Zimbabwe is
one of the southern African countries that is se-
verely affected by the HIV/AIDS epidemic, which
has already reversed hard-won gains on national
health. At the global level, 46 per cent of the 33.6
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million people currently living with HIV/AIDS
are women. The trend in the proportion of females
living with HIV/AIDS to the total adult popula-
tion living with HIV/AIDS has increased in the
past three years, according to the study. Since
women are the gatekeepers of household food se-
curity and are key players in the overall household
economy, it is important to find out the welfare
impact of female mortality at the household level.
In times of tightening national budgets and declin-
ing national resource allocation to social services,
understanding how households respond to the
death of an adult female is important. Such an
understanding can help ensure that interventions
aimed at assisting affected households and com-
munities complement and strengthen people’s
own inventive solutions rather then substitute for
or block them. The study describes the major
household impacts of female mortality in Zim-
babwe and identifies the household coping
mechanisms adopted and the current formal and
informal social support mechanisms. Findings
indicate that the major household welfare impacts
of adult female mortality were food insecurity,
decrease in access to school, increased work bur-
den on children and loss of assets. Empirical evi-
dence from the research also indicates that elderly
women have become the leading foster parents of
surviving maternal orphans. The study also re-
veals that households are more dependent on in-
formal sources of support to help cushion the im-
pacts of premature adult female mortality. The
report considers ways in which macroeconomic
policies have aggravated conditions, resulting in
the weakening of informal sources of support. The
article suggests policy response options that can
be used to strengthen the capacity of surviving
households to cope with the impact of mortality of
adult females. Such policy implications focus on
intensification and expansion of national support
to secondary education for orphans, support to the
elderly and strengthening of community initiatives
so as to generate substantial positive welfare ef-
fects by complementing the informal devices.

Country: Zimbabwe.

Study area: Manicaland province: one urban area
(Mutare) and one rural area (Maranga).

Methodological approach: Household interview
retrospective survey and focus group interviews.

Control or comparison group. No.

Sample size: 215 households fostering maternal
orphans were interviewed.

Outcomes studied: Child schooling, health, food
security and asset base.

Key results: About 40 per cent of the interviewed
households had orphans who had lost both par-
ents. Sixty-five per cent of the households where
the deceased adult female lived before her death
were reported to be no longer in existence in both
the urban and rural sites. Most of the foster par-
ents were grandparents (50 per cent in urban areas
and 52 per cent in rural areas), and most grand-
parents were maternal grandparents (65 per cent).
Of the total foster household heads, 62 per cent
were women, with the proportion being higher in
the urban site. Of the female-headed foster house-
holds, 60 per cent were headed by grandparents,
25 per cent by other relatives, 13 per cent by adult
children and 2 per cent by children. In addition,
40 per cent of the female foster heads were aged
60 and above.

Nyamukapa, C., S. Gregson and M. Wambe
(2003). Extended family childcare arrange-
ments and orphan education in Eastern Zim-
babwe

Summary: The study looked at arrangements for
extended-family care of orphans and non-orphans
in eastern Zimbabwe and their influence on pri-
mary school completion. The researchers found
that, despite their being overrepresented in poor
households, paternal orphans were no less likely
to have completed primary school than non-
orphans of the same age. However, fewer mater-
nal orphans had completed primary school. The
evidence suggested that extended family and ex-
ternal support was greater for widow-headed
households than for widower-headed households,
and that widowed mothers gave higher priority to
their children’s education than did widowed fa-
thers. Extended-family care for orphans was
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found to be under stress as the number of orphans
continued to increase, and the results suggested
that programmes to support extended-family care
should be strengthened, especially in the rural
communities where families typically bring up
orphans.

Country: Zimbabwe.
Study area: Manicaland, eastern Zimbabwe.

Methodological approach: Statistical analysis of
data on parental survival, household circum-
stances and school education from a socio-
economic, location-stratified population census;
systematic analysis of qualitative data on extended
family-care arrangements and children’s educa-
tion from in-depth interviews with a purposive
sample of children and caregivers, government
and non-governmental organization representa-
tives and community leaders.

Sample size: Statistical analysis done for popula-
tion census of 14,372 children under the age of
15; in-depth interviews conducted with 48 pairs of
children and caregivers stratified by gender and
current orphan status.

Control group: Non-orphans were compared with
three types of orphans (paternal, maternal and
double orphans).

Outcomes studied: Family-care arrangements for
orphans and non-orphans; primary-school comple-
tion rates for orphans and non-orphans.

Key results: The average age of all types of or-
phans was two to three years higher than non-
orphans, and orphans were found disproportion-
ately (relative to adult HIV prevalence) in rural
business centres and subsistence farming areas.
Children who had lost their mothers were less
likely to have completed primary school than
were non-orphans and children who had lost their
fathers. Orphan-care arrangements vary consid-
erably in Zimbabwe but still take as a common
model an extended-family childcare system.
However, this system is being eroded by socio-
economic change and high HIV-related adult mor-
tality.

Pitayanon, Sumalee, Sukontha Kongsin and
Wattana S. Janjaroen (1997). The economic
impact of HIV/AIDS mortality on households
in Thailand

Summary: The main objective of the study was to
measure and analyse the economic impact of adult
HIV/AIDS-related deaths on rural Thai house-
holds in an area with a large number of reported
HIV/AIDS cases. The study measured the size and
significance of the economic impact of a death
after all coping strategies had been employed. It
investigated differences in impact between AIDS-
related deaths and adult deaths from other causes,
and it examined links between adult AIDS mortal-
ity and poverty. It also analysed the ability to cope
with respect to the socio-economic characteristics
of the household.

Country: Thailand.

Study area: Rural areas in five districts of Chiang
Mai province in northern Thailand.

Methodological approach: Cross-sectional, retro-
spective data from a survey of rural households
that experienced the death of a working adult; the
methodology is similar to that employed in World
Bank studies in Africa. Households were selected
from hospital records of AIDS-related deaths dur-
ing 1992 and 1993. Both the direct and indirect
costs of an HIV/AIDS-related death were calcu-
lated.

Sample size: 116 households with a recent adult
AIDS-related death; 100 households with a recent
adult death not related to AIDS; and 108 house-
holds where no death had occurred.

Control or comparison group: Yes.

Outcomes studied: Socio-economic impact of
adult HIV/AIDS-related deaths at the household
level in rural Thailand; difference between AIDS
death and non-AIDS death; links between adult
AIDS mortality and poverty; coping ability of
households with different socio-economic charac-
teristics.

Key results: Rural households that experienced an
AIDS-related death were mainly from the lowest
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income and least-educated group, and most were
engaged in agricultural work and labour. The im-
pact of an AIDS-related death on the household
was substantial and was greater than the impact of
a death from other causes. Households coped with
AIDS illness and death by spending savings, sell-
ing assets, reducing consumption, reallocating the
time of household members to make up lost in-
come, withdrawing children from school to help
with chores and to work, borrowing money, re-
ceiving support from relatives and using services
from non-family institutions. Most poor house-
holds received little help from non-family institu-
tions. The burdens of AIDS-related deaths fall
disproportionately on the poor and contribute to
the increasing inequality of income distribution in
Thailand. The evidence suggests that an adult
AIDS death threatens a household’s welfare and
survival and that AIDS interventions must focus
on the growing needs of the infected person’s
family and the community as a whole.

Rossi, M.M., and P. Reijer (1995). Prevalence
of orphans and their education status in
Nkwazi compound - Ndola

Summary: The study aimed at measuring the
prevalence of orphans and their education status
in Nkwazi compound, Ndola, in Zambia. It also
assessed the attitude of the community towards
orphans. The study showed that orphaned children
had lower school attendance than non-orphans.
The extended family system was also the only
system that cared for orphans, and the majority of
the carers found difficulties with the added re-
sponsibility; the major problems being lack of
clothes, money for school fees and food.

Country: Zambia.

Study area: Nkwazi compound, in Ndola district.
Sample: 250 households.

Methodological approach: retrospective survey of
250 households selected among 10 sections in the

community.

Outcome studied: school attendance, living ar-
rangements.

Key results: Out of the 250 households surveyed,
81 (32 per cent) had orphans, and out of a popula-
tion of 909 children, 192 (21 per cent) were or-
phans, of which 22 per cent were double orphans.
Of the 149 single orphans, 24 per cent were ma-
ternal orphans and 76 per cent were paternal or-
phans.

Out of 140 orphans of school-going age, only
46 per cent were attending school as compared
with 56 per cent of non-orphans.

Fifty-three (65 per cent) of the guardians of
the orphans said that they had added responsibili-
ties owing to the presence of an orphan in the
family, with 27 per cent mentioning a lack of
money as the problem, 22 per cent as having prob-
lems with school fees, 35 per cent mentioning
food and 37 per cent mentioning clothes as their
main problem.

Only 5 per cent of the 81 households with an
orphan said that they received support from others
in the community. Support came mostly from
other relatives and the church.

Suliman, El Daw (2003). HIV/AIDS effects on
AIDS orphans in Tanzania

Summary: The study produced new estimates of
the number of AIDS orphans in the United Repub-
lic of Tanzania. About 921,000 children were es-
timated to be AIDS orphans as of 2000, or nearly
6 per cent of all children aged 0 to 15. The study
also investigated the levels of child labour and
child schooling and found significantly more or-
phans than non-orphans engaging in paid labour
and significantly fewer orphans enrolled in
school. Orphans were found to have school par-
ticipation rates an average of 4 percentage points
lower than those of non-orphans and rates of par-
ticipation in paid labour an average of 9 percent-
age points higher. As orphans enter the labour
force, they will be less well educated than non-
orphans and are likely to be less productive. The
large number of orphans will reduce the pool of
qualified candidates for jobs in the Government
and in the private sector.

Country: United Republic of Tanzania.
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Study area: National samples.

Methodological approach: Modified life-table
approach for estimates of AIDS orphans; logistic
regression models on the effects of orphanhood on
schooling participation.

Sample size: A total of 5,184 households in the
United Republic of Tanzania (Mainland Tanzania
and Zanzibar) from the Tanzania Human Re-
source Development Survey (HRDS); 8,327
households from the 1992 Tanzania Demographic
and Health Survey; and 3,615 households from
the 1999 Tanzania DHS.

Control group: Surveys of the general population;
comparisons between orphans and other children.

Outcomes studied: Validation of estimates of the
number of AIDS orphans in the United Republic
of Tanzania; orphan versus non-orphan differ-
ences in child labour (work for pay, unpaid family
work and help with household chores) and child
schooling (enrolment rates and drop-out rates);
and projections of the effect of orphanhood on
future labour markets in the United Republic of
Tanzania.

Key results: Single-parent orphans were twice as
likely as non-orphans to have ever worked for
pay, and dual orphans were more than ten times as
likely to have worked for pay. Orphans were sig-
nificantly less likely to attend school (orphanhood
lowered the odds of attending school by 45 to 64
per cent) and were more likely to drop out as
compared with non-orphans. Orphans were also
more likely to work while attending school than
non-orphans. The 1999 DHS data showed school
attendance rates 5-10 percentage points lower for
orphans than non-orphans and participation rates
in paid work 5-10 percentage points higher for
orphans.

Yamano, Takashi, and T.S. Jayne (2002).
Measuring the impacts of prime-age adult
death on rural households in Kenya

Summary: The study assessed the effect of prime-
age adult mortality on rural household size and
composition, agricultural production, asset levels

and off-farm income. Mortality was calculated by
using adult mortality rates from an HIV-negative
sample from the neighbouring United Republic of
Tanzania to predict the number of deaths that
might have been expected in Kenya in the absence
of HIV. The results indicated that AIDS ac-
counted for a large proportion of the recorded
deaths of males and females in the prime ages,
particularly in the Nyanza region. Households
with an adult death were compared with those that
had no adult death. The effects were found to be
highly sensitive to the gender and position of the
deceased family member, with the most serious
effects found when the male head of household
died. Crop production declined, particularly such
cash crops as coffee, tea and sugar, and off-farm
income was significantly affected by the death of
the male head. There was little indication that
households were able to recover quickly from the
effects of the adult death.

Country: Kenya.

Study area: 22 districts in the eight agriculturally
oriented provinces.

Methodological approach: Household surveys in
1997 and 2000 using a two-year panel; household
fixed-effects model that controls for time-varying
effects to measure changes in outcomes between
households with an adult death and those without
an adult death during the three-year survey period.

Sample size: 1,422 households.

Control group: Surveys of the general population;
comparison of households experiencing an adult
death to other households.

Outcomes studied: Effect of prime-age adult mor-
tality on size and composition of rural households,
agricultural production, asset levels and off-farm
income.

Key results: The death of the head of household or
spouse resulted in a reduction of household size
greater than one person; the death of a male
household head aged 16 to 59 was associated with
a 68 per cent reduction in the value of the house-
hold’s crop production; off-farm income was sig-
nificantly affected by the death of the male head
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of household but not by the death of other adult
members; households did not recover quickly
from prime-age head-of-household adult mortal-

1ty.

B. STUDIES ON FIRMS

Aventin, Laurent, and Pierre Huard (1997).
HIV/AIDS and business in Africa: a socio-
medical response to the economic impact? The
case of Cote d’Ivoire

Summary: Using the findings from research car-
ried out from 1995 to 1996 on the economic im-
pact of HIV/AIDS on three firms in Abidjan, the
researchers looked into the companies’ reactions
to the dysfunction caused by the epidemic. Two
categories of costs were identified: the observable
and quantifiable costs (absenteeism for health rea-
sons, the costs of medical care and falling produc-
tivity); and the less quantifiable effects of
HIV/AIDS, such as the increasing disorganization
of work.

The study was based on cases of HIV infec-
tion reported by each establishment’s resident
physician. The method thus excluded cases of
seropositivity among staff members not known to
the company doctors. The research varied from
one firm to another owing to the nature and qual-
ity of the information available for a retrospective
study. The study involved repeated interviews
with company doctors, chief executives, personnel
managers, chief accounting officers, other mana-
gerial and supervisory staff and workers. Other
information from outside the three firms was ob-
tained from members of associations for HIV-
infected persons, trade unions and insurance com-
panies.

Country: Cote d’Ivoire.
Study area: Three firms in the city of Abidjan.

Methodological approach: Repeated interviews
with company personnel and workers. The study
is based on cases of seropositive employees
whose infection was reported by each establish-
ment physician.

Outcomes studied: Costs of medical care and fal-
ling productivity.

Key results: Over the period for which records
were reviewed, which ranged from 1989-1995 to
1993-1995 in the three firms, employees known to
be infected with HIV made up between 1 and 3
per cent of the firms' average number of employ-
ees. Between 57 and 80 per cent of the HIV-
infected employees had already died. Quantifiable
monetary costs to the firms depended heavily on
the health and death benefits offered by the em-
ployer. The highest direct costs were incurred dur-
ing the employees' morbidity phase.

Baggaley, R., Peter Godfrey-Faussett, Roland
Msiska, Diane Chilangwa, Eusabio Chitu, John
Porter and Michael Kelly (1994). Impact of
HIV infection on Zambian businesses

Summary: In the study, the personnel managers of
21 companies with a total workforce of 6,447
people in Lusaka and in towns in the Copperbelt
were visited by the study team. A questionnaire
on mortality, productivity and recruitment in the
21 companies was completed by the managers for
the period from 1987 to 1992, using company re-
cords. All 21 questionnaires were returned. HIV
was felt to have affected productivity in 48 per
cent of the companies and recruitment in 19 per
cent. Some 14 per cent of the companies knew of
employees who were infected with HIV. The
crude death rate increased from 0.24 per cent in
1987 to 1.6 per cent in 1992 and was predicted to
be 2.1 per cent in 1993.

Most deaths were due to unknown causes,
though deaths from tuberculosis, diarrhoea and
AIDS were recorded with increasing frequency.

Country: Zambia.
Study area: Lusaka and towns in Copperbelt.

Methodological approach: A questionnaire on
mortality, productivity and recruitment in the 21
companies was completed by managers for the
period from 1987 to 1992, using company re-
cords.
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Outcomes studied: Death rate.

Key results: The crude death rate among employ-
ees increased from 0.24 per cent in 1987 to 1.6 per
cent in 1992 and was predicted at 2.1 per cent in
1993.

Bersufekad A. (1994). A study on the socio-
economic impact of HIV/AIDS on the indus-
trial labour force in Ethiopia

Summary: In the study, conducted in Ethiopia, 15
different establishments were surveyed. Data on
the incidence of HIV/AIDS among the employees
of those establishments were collected over the
five-year period 1989-1993 from the clinics
owned by the establishments. Data were also col-
lected on the occupations of employees and the
types of firms. Data on absenteeism and medical
costs were collected. It was found that 53 per cent
of all illnesses accounted for were HIV/AIDS-
related. Although there was a possibility of a se-
lection bias since not all infected employees were
known by the companies (some may have chosen
to go to private clinics to ensure the confidential-
ity of their status), the study showed that
HIV/AIDS-related illnesses were on the rise.

Country: Ethiopia.

Methodological approach: Firms were surveyed
from 1989 to 1993 and data on HIV incidence
among employees were collected along with data
on absenteeism and medical costs to the firms.

Key results: It was found that 53 per cent of all
illnesses accounted for were HIV/AIDS-related.
That may be an underestimate, since not all in-
fected employees were known to the companies.

Clancy, P. (1998). The economic impact of
AIDS at firm level in Tanzania

Summary: The study measured the medical costs
paid by six firms in the United Republic of Tan-
zania from 1993 to 1997, based on company re-
cords. Although the cause of illnesses is not
known in most of the cases, the study showed that
medical costs increased 3.5 to 5 times between
1993 and 1997 in the six firms.

Country: United Republic of Tanzania.
Study area: Six firms.

Methodological approach: Collection of informa-
tion on medical costs at the firm level.

Outcomes studied: Medical costs.

Key results: The study showed that medical costs
increased 3.5 to 5 times between 1993 and 1997.

Forgy, L. (1993). The economic impact of AIDS
in Zimbabwe

Summary: Using simple economic simulation
models with and without AIDS, the study pre-
dicted the impact of AIDS on the mining industry
in Zimbabwe and showed that the costs resulting
from AIDS would increase 12 times from 1995 to
2010. Assumptions were made on the prevalence
of HIV in the mining industry and on how it af-
fected the industry. The same study was replicated
for Zambia as well. The goal of the study was to
predict the impact of HIV/AIDS on the economy
at large. The model incorporates demographic,
health and human capital variables.

Country: Zimbabwe.
Study area: Mining industry.

Methodological approach: Simple simulation
models incorporating demographic, health and
human capital variables.

Outcomes studied: Costs of AIDS.

Key results: Prediction of a 12-fold increase of the
costs of AIDS to the mining industry between
1995 and 2010.

Fox, Matthew, Sydney Rosen, William
MacLeod, Monique Wasunna, Margaret Bii,
Ginamarie Foglia and Jonathon Simon (2003).
The impact of HIV/AIDS on labour productiv-
ity in Kenya

Summary: The impact of HIV/AIDS on individual
labour productivity during the progression of the
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disease is not well known. The study examined
the productivity and attendance at work of 54 tea-
estate workers who died of AIDS-related causes
between 1997 and 2002 in western Kenya. The
results showed that productivity declined as AIDS
progressed, especially in the last year before
death. The empirical estimates of the impact of
HIV/AIDS were probably understated, since
workers often brought unrecorded ‘“helpers” to
assist them and prevent them from losing their
jobs.

Country: Kenya.
Study area: Kericho district, Rift Valley province.

Methodological approach: The researchers used a
retrospective cohort design. They collected data
from company hospital records and records of
daily productivity, including daily output in kilo-
grams of tea leaves plucked, use of paid and un-
paid leave and assignment to less strenuous tasks
by workers who died of AIDS over a 36-month
period. They then compared the data with a con-
trol group of workers still in the workforce,
matching them on time and tea field.

Sample size: 54 tea-estate workers who died of
AIDS-related causes.

Control group: Yes; workers still in the work-
force.

Outcomes studied: Labour productivity of
HIV/AIDS-affected workers in a tea estate as
measured by kilograms of tea leaves plucked per
day, amount of leave (sick leave, annual leave and
unpaid leave) used and days spent doing less
strenuous tasks; changes in productivity as the
disease progressed.

Key results: HIV-positive workers plucked sig-
nificantly less tea than those in the control group.
In their last two years of life, workers who ulti-
mately died of AIDS produced roughly one-third
less tea than other pluckers. Their earnings de-
clined by more than 18 per cent during their last
year of life. They also used significantly more
leave in the three years preceding death. The
quantity of tea plucked declined and the use of
leave time increased as they became closer to

death. They also spent more days than control
workers performing less strenuous tasks.
HIVAIDS-related morbidity affected worker per-
formance for at least three years before death.

Ntirunda, M., and Y. Zimda (1998). The im-
pact of HIV/AIDS on production: the experi-
ence with Lonhro companies, Malawi

Summary: The study was conducted in Lonhro
companies in Malawi in 1991/1992 and
1995/1996. Information was collected on deaths
in service during the two periods and the amount
of money paid as death-in-service benefits during
the two periods. The study showed that deaths in
service increased from 1.3 per cent of the pension
members to 1.9 per cent from 1991/1992 to
1995/1996, an increase of 40 per cent in a five-
year period.

Country: Malawi.
Study area: Lonhro companies.

Methodological approach: Information collected
on deaths in service during the two periods and
the amount of money paid by the companies as
death-in-service benefits.

Outcome studied: Mortality rate and money paid.

Key results: Deaths in service increased from 1.3
per cent in 1991/1992 to 1.9 per cent in
1995/1996. The amount of benefits paid for deaths
in service also increased between the two periods.

Rosen, Sydney, Jeffrey R. Vincent, William
MacLeod, Matthew Fox, Donald Thea and
Jonathon Simon (2003). The cost of HIV/AIDS
to businesses in Africa

Summary: In the high-prevalence countries of
sub-Saharan Africa, HIV/AIDS has the potential
to raise the cost of labour at the same time that it
reduces the number of consumers and impover-
ishes households. It is thus limiting the profitabil-
ity of businesses and diminishing their competi-
tiveness in the global marketplace. Information
about the potential costs of AIDS to the private
sector is essential for determining whether com-
panies have a financial incentive to invest in pre-
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vention and treatment interventions. The study
used detailed data from six companies to estimate
the cost of AIDS to businesses and the benefits of
prevention and treatment. The analysis found that
such interventions would be profitable for all
companies and all job levels. Anti-retroviral ther-
apy would be profitable for most companies and
job levels if it could be provided for $400 per pa-
tient per year.

Countries: Botswana and South Africa.

Methodological approach: Financial, medical and
human resource data were collected from six large
enterprises from 1999 to 2001. Information was
obtained on sick leave; productivity loss; supervi-
sory time; retirement, death, disability and medi-
cal benefits; and recruitment and training of re-
placement workers. Data were also collected from
interviews with managers, examination of com-
pany documents and a questionnaire administered
to supervisors. Results of voluntary, anonymous
and unlinked seroprevalence surveys of the work-
force were used to stratify the workforce into rela-
tively homogeneous HIV prevalence subgroups
on the basis of job level, age range, sex and le-
gally defined racial group. Regression analysis
was used to explore the relationship between
AIDS victims and use of sick leave and medical
facilities.

Sample size: Six formal-sector companies, se-
lected to represent diverse sizes, locations and
industrial sectors, including mining, agribusiness
and retail.

Control group: No.

Outcomes studied: The study examined the costs
of HIV/AIDS associated with individuals: produc-
tivity losses from increased sick leave and poor
performance on the job, payouts for medical and
end-of-service benefits and costs of recruiting and
training replacement workers. The present value
of incident HIV infections with a nine-year me-
dian survival time and real discount rate of 7 per
cent was calculated.

Key results: HIV prevalence in the workforces
studied ranged from 7.9 per cent to 25 per cent.

Costs varied widely across firms and among job
levels within firms. The “AIDS tax” varied from
less than 1 per cent to 6 per cent of labour costs
per year for the companies studied, under a con-
servative set of assumptions. Investment in pre-
vention and treatment can reduce the tax for most
companies and most levels of the workforce and
represents a missed profit opportunity for the pri-
vate sector.

Smith, J., and A. Whiteside (1995). The socio-
economic impact of HIV/AIDS on Zambian
businesses

Summary: The study was conducted based on data
on the number of employees and the number of
deaths in Barclays Bank from 1987 to 1992. The
average annual death rate of employees was cal-
culated for those years. Information on benefits
provided to families of deceased bank employees
was also collected for those years, which permit-
ted the calculation of death rates as well as costs
of benefits provided to family members.

Problems in estimating the existence of AIDS
within the bank were observed. However, there
was evidence of an increase in deaths among the
employees: 1,155 from 1987 to 1992 (without
medical confirmation). Among the causes of death
recorded were tuberculosis, pneumonia and un-
known. Despite the lack of accurate information
on HIV/AIDS cases, assumptions were made
based on certain facts and consistencies, which
tended to confirm the general view that
HIV/AIDS-related cases existed in the bank. Fur-
thermore, statistics showed a concentration of
staff deaths in the younger age groups (86 per cent
were below the age of 46 years). The impact of
AIDS on the bank was calculated based on the
expenditures on deceased staff.

Country: Zambia.

Study area: Barclays Bank.

Outcomes studied: Medical expenditures and
benefits to families of deceased workers.
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Key results: There was an increase in the number
of deaths from 1987 to 1992, confirming the im-
pact of AIDS on costs for the bank.

C. STUDIES ON AGRICULTURE

NOTE: In addition to the studies presented below,
some of those covered in parts X.A and X.B also
concern rural livelihoods.

Barnett, T. (1994). The effects of HIV/AIDS on
farming systems and rural livelihoods in
Uganda, Tanzania and Zambia

Summary: The study, which was commissioned
by the Food and Agriculture Organization, tries to
understand the actual and potential impacts of
HIV/AIDS on farming systems, especially the
estate sector in Zambia. Fieldwork was carried out
in 1993, using various participatory methods. The
emphasis of the research was on identifying dif-
ferent levels of vulnerability, which is a function
of the farming type and the extent of the epidemic.
A vulnerability map was produced for Zambia.
With vulnerability analysis, the production of an
early warning system is possible using three in-
formation sources:

e A national broad classification to pro-
duce a vulnerability map

e Detailed information from district-level
agricultural and administrative sources

e The nature of the impact in specific
communities using rapid rural assess-
ment techniques

In Zambia it appears that the most labour-
vulnerable farming systems were not immediately
vulnerable to the epidemic. In addition, the impact
varied widely, making generalization difficult.
Matrilineal societies were more vulnerable to la-
bour loss than patrilineal societies. At the time of
the study, the impact of AIDS in the Zambian es-
tate sector was limited and was greatest among
skilled and educated members of the workforce.
An important finding was that the loss of male
household members was significant for the man-
agement of household economies and the market-
ing of agricultural produce.

Types of programme activities in relation to
agriculture included the following:

e Improvement of returns to labour, as,
for example, the use of better storage
techniques

e Extension of the planting period

e Crop diversification and reduction of
external input requirements

e Cattle and livestock loans, especially
for women

e Microcredit schemes

Twenty-seven specific projects were outlined,
including pest control, encouragement of better
marketing techniques, formation of women’s
groups, training of orphans in agricultural tech-
niques and crop diversification for income genera-
tion.

In intervention programme design, the tempo-
ral aspects of the disease and its impact should be
considered. HIV/AIDS has three stages: pre-
impact, early impact and full impact, as explained
below:

e Pre-impact. In this stage, the emphasis
should be on (a) health and behavioural
education to impede the development
of the epidemic, and (b) inclusion in
extension messages of  clear
HIV/AIDS-impact material indicating
the types of effects that the epidemic
may have on people’s livelihoods.

e Early impact. The emphasis should be
on health and behavioural education; the
development of and support for commu-
nity-based diagnosis of the current im-
pact; the development and strengthening
of existing community support mecha-
nisms; and the development, in consul-
tation with the community, of livelihood
and farming adaptations that facilitate
labour-economizing activities, technolo-
gies and techniques.

e Future impact. In addition to the steps
mentioned above, it will be necessary to
focus on the development of support
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groups for the survivors and ensure that
relief assistance is available where nec-
essary.

Countries: Uganda, United Republic of Tanzania
and Zambia.

Study area: Estate sector.

Methodological approach: Rapid rural appraisal
techniques involving the use of qualitative and
quantitative data.

Control group: No.
Sample size: Not applicable.

Outcomes studied: Impact of loss of male house-
hold members on household economies.

Key results: At the time of the study, the impact of
AIDS in the Zambian estate sector was limited,
concentrated mainly on the supply of skilled and
educated members of the workforce. An important
finding was that the loss of male household mem-
bers was significant for the management of
household economies and the marketing of agri-
cultural produce.

Baylies, C. (1996). Fertility choices in the con-
text of AIDS-induced burdens on households
and environment

Summary: Based on fieldwork in agricultural
households in Eastern and Lusaka provinces in
Zambia the study found that AIDS-affected
households tended to concentrate on maize pro-
duction at the expense of non-staple foods once
labour loss was a factor. In addition, livestock and
other assets would be sold and the area under cul-
tivation would be reduced. In the field areas, 16-
20 per cent of households reported an AIDS
death, and the effect of the disease was exacer-
bated more by the long periods of morbidity of the
patient than by the cumulative impact of deaths
and changes in household composition. The au-
thor noted a tendency to underestimate the impact
of AIDS on agriculture in rural communities.

Country: Zambia.

Study area: Eastern and Lusaka provinces.

Methodological approach: Rapid rural appraisal
techniques involving the use of qualitative and
quantitative data.

Sample: Not applicable.
Control group: No.
Sample size. Not applicable.

Outcomes studied: Maize production and labour
loss.

Key results: Shift from non-staple foods to maize
production.

Drinkwater, M. (1993). The effects of
HIV/AIDS on agricultural production systems
in Zambia

Summary: The study included an analysis and
field reports of case studies carried out in
Mpongwe, Ndola rural district, and Teta, Serenje
district. The objectives of the study were, among
others:

e To investigate the effect of current
health trends, including HIV/AIDS, on
agricultural productivity and food secu-
rity

e To explore how current income-
generating activities were being af-
fected by loss of labour in households
and how households were adapting
(coping strategies)

e To find out how household labour was
being affected

e To identify especially vulnerable
groups and the impact of labour loss on
these groups

e To find out about the people's under-
standing of health issues and their im-
pact

e To see how existing coping strategies
could be strengthened and new ones
initiated to support in particular the
most vulnerable groups being affected
by health problems
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e To see how HIV/AIDS prevention and
care programmes in the community
could be carried out and strengthened

It is common among the matrilineal people
who are prevalent across many parts of rural
Zambia for an event such as the death of a parent
or a divorce to lead to the break-up of the nuclear
family itself. Death, like divorce, causes social
dislocation. Women move with their children
back to the villages of their own mothers or other
matrilineal kin, leading those villages to have an
increasing number of single-parent producers and
a growing dependency ratio.

Country: Zambia.

Study area: Two rural areas; Ndola rural district
and Serenje rural district.

Methodological approach: Rapid rural appraisal
techniques, involving the collection of qualitative
and quantitative data by a multidisciplinary re-
search team.

Both the Mpongwe and Teta surveys began
with introductory meetings with farmers, followed
by two to three days of detailed interviews, which,
once analysed, were built upon through a few fol-
low-up interviews and then final meetings. In both
studies, farmers were divided into different groups
by gender for the final meeting.

Sample: Not applicable.

Control group: Not applicable.
Sample size: Not applicable.
Outcomes studied: Food security.

Key results: The study found that in Zambia up to
1993, HIV/AIDS was a largely urban phenome-
non: at the beginning of the 1990s, 45 per cent of
the recorded cases were within the Copperbelt
urban centres alone. The pathways of the spread
of infection from the main urban centres were the
major transport routes, and the carriers were those
who used the route regularly—traders, truck driv-
ers and business people. Where those carriers in-

teracted with people from rural areas—for in-
stance, with women marketing crops—HIV/AIDS
infection spread into the rural areas. Nodal points
could be identified where contact between carriers
and rural dwellers was most intense and thus
where rural infection rates rose first. The Chipese
area, just west of Mpongwe Mission Hospital, was
a nodal point of this nature. Chipese was identi-
fied specifically as a case study area in the
Mpongwe area by AIDS programme staff at
Mpongwe Mission Hospital since the area had a
high concentration of home-based care patients
attended by the hospital—8 patients out of a total
of 74.

Haslwimmer, M. (1994). The social and eco-
nomic impact of HIV/AIDS on Nakambala
sugar estate

Summary: A case study of Nakambala sugar es-
tate in Mazabuka district revealed that the impact
of AIDS was so far restricted. Even though the
man-hours lost from tuberculosis and AIDS ac-
counted for 50 per cent of the total hours lost to
illness in the most recent year studied (1992), the
cost of absences from tuberculosis and AIDS
amounted to only 2 per cent of total labour costs.
It was suspected that 75 per cent of the deaths on
the estate during the period 1992-93 were AIDS-
related. However, in 1992-1993, the sale of sugar
reached its peak since the founding of Nakambala,
implying that AIDS had up to that point not had a
serious impact on production. In fact, the apparent
impact of AIDS was mitigated, and the perception
of many involved in the sector was that other
pressures on production, such as drought and
morbidity caused by malaria and diarrhea, were
far greater problems than HIV/AIDS.

Country: Zambia.

Study area: Nakambala sugar estate.

Methodological approach: Case study.

Sample: Not applicable.

Control group: No.
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Sample size: Not applicable.

Outcomes studied: Man-hours lost.

Key results: The study found that the impact of
AIDS was limited up to 1994. Those involved
thought that pressures on production were caused
by other factors.

Haslwimmer, M. (1994). Is HIV/AIDS a threat
to livestock production? The example of Rakai,
Uganda

Summary: The study found that one of the serious
effects of HIV/AIDS on the farm household was
the loss of labour. According to the author, rapid
population growth has long been considered one
of the greatest problems in Africa. In some rural
communities, however, HIV/AIDS is now causing
labour shortages for both farm and domestic work.
In addition to the loss of labour of the AIDS pa-
tient through sickness and subsequent death, fam-
ily members have to set aside time to care for the
sick and, in the end, neglect their farm or off-farm
activities, with the subsequent loss of potential
income. The situation is aggravated in farming
systems with labour peaks during certain times of
the year and by a marked gender division of la-
bour, which means that with the death of the hus-
band or wife the spouse does not necessarily take
over the work of the deceased. Labour-intensive
farming systems with a low level of mechaniza-
tion and agricultural input are also particularly
vulnerable to the impact of HIV/AIDS. In addi-
tion, traditional customs, such as the time of
mourning, which can last as long as 40 days, de-
pending on the importance of the dead family
member and during which no farming activities
can be carried out, can adversely affect labour
availability.

Country: Uganda.
Study area: Rakai district.

Methodological approach: Rapid rural appraisal
techniques.

Sample: Not stated.

Outcomes studied: Changes in ownership of live-
stock.

Key results: Farmers reported that 10 years ago
they had more livestock than today, when about
70 per cent of all households had cattle. The live-
stock decline is in line with the findings of the
land utilization survey conducted in Rakai and
Masaka in 1991.

Morris, C., Burdge, D.R. and Cheevers, E.J.
(2000). Economic impact of HIV infection in a
cohort of male sugar mill workers in South Af-
rica

Summary: The study was undertaken to assess the
economic impact of HIV infection in a cohort of
rural agricultural workers in South Africa from
the perspective of industry. It also projected the
medium-term economic impact in that setting
based on the known HIV prevalence for the co-
hort. The study population was 406 rural sugar
mill workers, 96 per cent of whom were male.
Workers attended an occupational clinic that was
provided to them free of charge. They were not
prohibited from seeking care at other clinics or
privately but had an incentive to utilize the com-
pany clinic as it was free of charge and of good
quality. All HIV-positive employees who had un-
dergone voluntary testing during the period 1991-
1998 were identified. The group included those
tested as part of two voluntary sero-surveys un-
dertaken in 1991 and 1996 and those tested on
presentation to the clinic with a related illness. In
all cases pre-test and post-test counselling was
undertaken on site at the clinic. The prevalence
data were collected from a saliva-based screen of
the whole workforce in January 1999. Ethics ap-
proval was obtained from the University of Natal,
Durban.

Data were collected from clinic, hospital,
insurance and employment records. In the clinic,
each visit was documented by a nurse practitioner
or physician with a physical exam and diagnosis
for each episode. CD4 testing was not routinely
done and no prophylaxis for opportunistic infec-
tion or anti-retroviral treatment was given during
the study period. Hospital records reviewed were
those that were part of the workers’ clinic chart.
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Employment records reviewed were kept at a
central site for all employees and included pay
grade, age, sex and place of residence. Insurance
records were examined for all workers who took
ill-health retirement during the time period of the
study. From the records, data were extracted on
absence from work, hospital stays and clinic vis-
its. Data on the same variables were extracted
from a control group of 100 workers not known to
be HIV-infected. A saliva-based assay was used to
obtain prevalence data on the workforce popula-
tion. The saliva collection was done on site by a
laboratory technician under the supervision of the
project manager. The clinical HIV-testing policy
of the mill has been one of strict confidentiality
between the caregivers and the mill employees.
Records do not identify HIV-positive workers,
and management at the mill has no mechanism to
obtain that information. No HIV testing is done
prior to employment, and no prejudicial action
may be taken if an employee reveals his status.

In order to determine the costs of illness in the
workplace, retrospective data obtained on morbid-
ity and mortality were analysed. Current wage
levels and replacement worker costs were deter-
mined from payroll databases. Productivity losses
from HIV were formulated using industry human-
resource estimates. Training costs were estimated
from industry standards and human-resource es-
timates. Hospitalization costs were determined
from a review of workplace-based records of
payment for workers admitted or workers reim-
bursed for hospital care. Payment of medical pro-
viders was determined from fee-service schedules
in the occupational health clinic. A model was
formulated projecting prevalence data obtained in
the population over a six-year period of disease
progression and an incident infection rate of 2 per
cent. The natural history of the disease was taken
from published reports in Africa. The distribution
of clinical disease was determined by clinical in-
formation and CD4 counts on a sample of known
HIV-infected workers in the study population.
Those workers were taken as starting points for
disease progression. The cost data were obtained
retrospectively and applied to future workforce
morbidity and mortality based on the epidemiol-
ogical data collected. All numbers were calculated
in South African rand at 1999 values.

Country: South Africa.
Study area: One rural area sugar mill.

Methodological approach: Use of data collected
from clinic, hospital and employment records and
a household interview survey.

Sample: Individuals who were HIV-positive.
Control group: Yes.

Sample size: 406 sugar mill workers, of whom 97
were HIV-positive.

Outcomes studied: Costs of illness in workplace,
medical expenses, training costs.

Key results: A total of 97 mill workers were sero-
positive for HIV from 1991 to 1998. Of those, 56
were still in the workforce at the end of December
1998. The HIV-infected workers were exclusively
male and had a mean age of 40.6 years and a me-
dian age of 40.5 years (range 25-73). A total of 90
per cent of the workers were married and 23 per
cent had more than one marriage partner, with an
average of 1.36 and median of 1.0. The mean
number of dependents per worker was 6.36 with a
median of 6.0 (range 1-18). Most workers (60.5
per cent) lived in hostel accommodation on site;
the rest lived in the surrounding community. HIV-
infected members lost an average of 55 days of
work from the illness during their last two years
of employment, incurring economic costs of
nearly 8,500 rand per worker. Costs to the indus-
try were projected to increase tenfold in the next 6
years.

Rugalema, G. (1999). HIV/AIDS and the com-
mercial agricultural sector of Kenya: impact,
vulnerability, susceptibility and coping strate-
gies

Summary: The findings of the study show that the
commercial agricultural sector of Kenya is facing
a severe social and economic crisis as a result of
the impact of HIV and AIDS. Protracted morbid-
ity and mortality have profound financial, eco-
nomic and social costs for industry. The loss of
skilled and experienced labour to the epidemic
continues to be a serious concern. If agro-estates
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are to remain viable businesses, according to the
author, it will be necessary to approach the epi-
demic with the seriousness it deserves. Measures
include well-elaborated prevention programmes
and concerted mitigation strategies at the com-
pany level in collaboration with other sectors of
the economy, including the Government, non-
government organizations and civil society.

The findings confirm that the effects of
HIV/AIDS on agriculture in Kenya and on the
economy as a whole are alarming. The epidemic
has severely hit the Kenyan workforce in its
prime. Many of the victims are in their 20s and
30s, their most productive years, when they de-
velop AIDS symptoms and begin to fall ill. The
severe losses are affecting an entire generation.
Beyond the human tragedy, the situation results in
steadily rising costs to companies. The companies
also suffer sharp decreases in profits, or losses, as
a result of the loss of workers and decreased
working hours caused by illness, death, overwork
and stress, attendance at funerals and home care
of ill dependents.

Country: Kenya.

Study area: Five commercial agro-estates in three
provinces: Nyanza, Rift Valley and Eastern prov-
inces.

Methodological approach: Review of medical
expenses incurred by the estates and survey of
households with AIDS patients.

Sample: Five commercial agro-estates.

Control group: No.

Outcomes studied: Absenteeism, labour time lost,
medical expenses, funeral expenses.

Key results: Increase of absenteeism, increase in
medical costs incurred by the agro-estates as well
as in those incurred by individual households.

Shapouri, S., and S. Rosen (2001). Toll on agri-
culture from HIV/AIDS in sub-Saharan Africa

Summary: The study projects the production of
crops in the most affected countries in sub-
Saharan Africa and shows a slow growth in agri-
culture productivity and the overall economy, re-
sulting in growing food insecurity over the last
two decades. Even in countries like Uganda
where, owing to the decline of HIV prevalence,
food supplies are projected to be nutritionally
adequate, food insecurity remains a major concern
as a result of low incomes and a skewed income
distribution. The projections assume that, by re-
ducing the number of farm laborers, the AIDS
epidemic could significantly diminish the region’s
food security. The projections also assume that the
marginal productivity of labour remains constant
over the projection period.

Countries: Kenya, Malawi, Uganda, United
Republic of Tanzania, Zambia and Zimbabwe.

Study area: National rural population.

Methodological approach: Projections of grain
market performance and nutritional vulnerability.

Sample: Not applicable.

Control or comparison group: Not applicable.
Sample size: Not stated.

Outcomes studied: Crop production.

Key results: Decrease in crop production and in-
crease in crop imports.

Topouzis, D. (1998). The implications of
HIV/AIDS for rural development policy and
programming: focus on sub-Saharan Africa

Summary: The paper examines the implications of
the HIV epidemic for rural development policies
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and programmes in sub-Saharan Africa and, in
particular, the interrelationships between rural
development and HIV/AIDS and the broad policy
and programming challenges that the epidemic
poses for rural institutions. A conceptual frame-
work for the identification of key policy and pro-
gramming issues for rural development raised by
HIV is proposed in the study. It is intended to
provide guidance for the design and conduct of a
set of four case studies to be carried out in South-
ern and Eastern Africa. The main objective of the
case studies will be to help formal and informal
rural institutions generate policy and programme
responses to the HIV epidemic (in such areas as
land tenure, agricultural research, training and
extension, appropriate technology and credit) in
each of the four countries.

Countries: Botswana, Kenya, Malawi, Uganda,
United Republic of Tanzania, Zambia and Zim-
babwe.

Study area: Rural areas of the selected countries.

Methodological approach: Development of a con-
ceptual framework for the identification of the
main policy and programming issues for rural de-
velopment raised by the HIV epidemic.

Outcomes studied: Not applicable.

Key results: A conceptual framework for the iden-
tification of rural development policy and pro-
gramme issues is proposed.

D. STUDIES ON EDUCATION

NOTE: Some of the studies reviewed in section
X_.A concern school enrolment.

Badcock-Walters, Peter, Christopher Des-
mond, Wendy Heard and Daniel Wilson (2003).
Educator mortality in-service in KwaZulu Na-
tal: a consolidated study of HIV/AIDS impact
and trends

Summary: KwaZulu Natal has the largest provin-
cial education system in South Africa, with 2.7
million learners and 75,000 educators in nearly
6,000 schools. With an antenatal HIV prevalence

rate of about 35 per cent, it is also the province in
South Africa most affected by HIV/AIDS. The
present study reviewed all available data and at-
tempted to establish a basis for estimating future
demand for teachers. Data analysis confirmed that
mortality among educators of both genders rose
significantly from 1995 to 2001, especially among
those aged 25 to 40. The overwhelming cause of
death among both sexes under 45 was ill-
ness/natural causes.

Country: South Africa.
Study area: KwaZulu Natal province.

Methodological approach: Analysis of annual
school survey data; a random sample survey of
100 schools to investigate reporting of educator
mortality; analysis of educator mortality records,
including pension and medical records.

Sample size: 100 schools, sampled randomly, in
addition to provincial data on schools and pen-
sions.

Control group: No.

Outcomes studied: Mortality rates of educators
over a five-year period; cause of death of educa-
tors.

Key results: Mortality among educators of both
genders rose significantly over the five years be-
tween 1997 and 2001, from 406 in 1997 to 681 in
2000 and 609 in 2001. A by-product of the 100-
school random sample survey was an analysis of
the quality and dependability of school record-
keeping. Data were not available for many educa-
tors who took early retirement.

Bennel, P., and others (2002). The impact of the
HIV/AIDS epidemic on the education sector in
sub-Saharan Africa: a synthesis of the findings
and recommendations of three country studies

Summary: The report presents the main findings
and recommendations of an international research
project, which has focused on assessing the im-
pact of the HIV/AIDS epidemic on primary and
secondary schooling in three countries: Botswana,
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Malawi and Uganda. Adult HIV prevalence rates
were estimated to be 36 per cent in Botswana, 21
per cent in Malawi and 8 per cent in Uganda in
1999. The report explores prevention for students
and the impacts on students and teachers.

Countries: Botswana, Malawi and Uganda.

Sample size: A total of 41 schools in the three
countries were surveyed.

Methodological approach: A range of qualitative
and quantitative methods was employed. Exten-
sive interviews of education managers and teach-
ers were conducted. Representatives of ministries,
non-governmental organizations and donor or-
ganizations were also interviewed.

Key results: The study found that in Botswana,
absenteeism rates were relatively low and, in pri-
mary schools, that orphans had better attendance
records than non-orphans. Strong school culture
may explain the very low dropout rates in both
primary and secondary schools. The Government
has also introduced a comprehensive programme
of material support for disadvantaged orphans. On
the other hand, in Malawi and Uganda, absentee-
ism was very high among all primary school chil-
dren. The principal causes were mainly poverty-
related. While student absenteeism tended to be
higher among orphans than non-orphans, the dif-
ferences were much lower than expected. Illness
in the family was not a major reason for absence,
except for maternal and double orphans in
Uganda. Generally the poorest orphans had the
most problems at school.

Burkina Faso. National Committee to Combat
HIV/AIDS and Sexually Transmitted Infec-
tions (2003). The impact of HIV/AIDS on the
social sectors: the case of health care and edu-
cation

Summary: HIV/AIDS has taken on such signifi-
cant dimensions in Burkina Faso that it has had
major economic and social repercussions. The
study is a preliminary attempt to provide guide-
lines for the closer analyses and further assess-
ments required to improve the general understand-
ing of the impact of HIV/AIDS. It summarizes

and evaluates the main impact studies and offers a
conceptual framework for understanding the im-
pacts, especially on the education and health sec-
tors. It recommends areas for studies that would
provide a better understanding of the impact of
HIV/AIDS on households and the various social
sectors.

Country: Burkina Faso.

Study area.: Education and health sectors.

Methodological approach: Literature review.
Analyses were carried out using data available
from the health and education sectors and assum-
ing different scenarios about HIV/AIDS preva-
lence rates. Results of qualitative studies were
also considered.

Sample size: Not applicable.

Control group: Not applicable.

Outcomes studied: Impact of HIV/AIDS on de-
mand for and cost of health care; impact on qual-
ity of health care; impact on children who lost
parents to HIV/AIDS; impact on quantity and
quality of educational services and on demand for
education.

Key results: HIV/AIDS has already had major
impacts on social sectors. In the health sector, 30
to 50 per cent of the hospital beds in Burkina Faso
are monopolized by patients living with
HIV/AIDS, and the increase in the demand for
care was projected at 30 per cent by UNDP in
2000. The increase in resources allocated to
HIV/AIDS treatment has resulted in fewer re-
sources available to combat other scourges, such
as malaria, malnutrition and tuberculosis. Fear of
contracting the HIV virus on the part of health
workers has led to a decline in the quality of care.
In the education sector, the national goal of uni-
versal primary education has stagnated at about 30
per cent of eligible children. Girls constitute only
about one third of the student population. Orphans
are 50 per cent less likely to receive an education
if a parent has died of AIDS and 90 per cent less
likely if both parents died of the disease.
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Goveia, Jeffrey Joseph (1999). Education and
the epidemic: the effects of HIV/AIDS on basic
education in Namibia

Summary: The report considers the effects that
HIV/AIDS will have on the national education
system in Namibia. It also considers the factors
that have helped and continue to help the spread
of the disease throughout Namibia and throughout
Africa. It explores the effects AIDS will have on
children and on student enrolments in the Namib-
ian education system. It also considers the effects
AIDS will have on the supply of and demand for
teachers. Finally, it provides recommendations for
addressing the AIDS crisis to leaders of all sectors
of Namibian society, national and international
aid organizations and education policymakers.

Country: Namibia.
Study area.: National.

Methodological approach: Modelling was used to
forecast the school-age population and the number
of teachers. Data from 1992 to 1998 from the
Ministry of Basic Education, Sport and Culture
were also used. Projections with and without
AIDS were carried out.

Key results: The national education system of
Namibia is losing teachers, administrators and
students at all levels as a result of AIDS. In 1998,
12,888 students were enrolled in grade 12
throughout Namibia. If Namibia has to produce
nearly 2,000 teachers a year, almost one of every
six secondary school graduates will need to com-
plete teacher training college and enter the teach-
ing corps to keep pace with the demand.

Kelly, M.J. (2000). The encounter between
HIV/AIDS and education

Summary: In the paper the author has conceptual-
ized HIV/AIDS as having the potential to affect
education through ten different mechanisms: re-
duction in demand, reduction in supply, reduction
in availability of resources, adjustments in re-
sponse to the special needs of a rapidly increasing
number of orphans, adaptation to new interactions
both within schools and between schools and
communities, curriculum modification, altered

roles that have to be adopted by teachers and the
education system, the ways in which schools and
the education system are organized, the planning
and management of the system, and donor support
for education. Nevertheless, in the face of the epi-
demic, education can generate hope owing to its
potential to work at different levels where AIDS-
related interventions are needed.

Country: Zambia.
Study area: National.

Methodological approach: Estimation and projec-
tion of the school-age population, literature re-
view.

Key results: The study found that HIV/AIDS is
affecting pupils, teachers and the curriculum con-
tent in Zambia. It is also affecting the organiza-
tion, management and planning of education and
resources for education. It is slowly leading to
questions about the very nature, purpose and pro-
vision of education. Many of the potential impacts
that are outlined are already destroying the sys-
tem. It is only when civil and public society come
to grips with the potential and actual extent of
those HIV/AIDS impacts that appropriate actions
will be taken to respond to, and possibly even
control, the situation.

A study conducted in two high-density areas
in Lusaka found that of 1,359 children aged 18
and below, two thirds (67 per cent) had lost one or
both parents. Seven per cent of them dropped out
of school in the twelve months prior to the study
as compared with an overall drop-out rate of 1.4
per cent in Lusaka the same year.

Malaney, P. (2000). The impact of HIV/AIDS
on the education sector in Southern Africa

Summary: According to the author, the linkage
between the education system and the AIDS epi-
demic can be seen as a dual one. On the one hand,
the school system provides a mechanism for the
transmission of information about HIV and hence
can play a central role in the prevention effort. On
the other hand, the disease undermines the struc-
ture and function of the education system itself.
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The study focused primarily on the latter effect
and developed a framework to assess the various
aspects of the burden imposed by the disease.

The author lays out the framework to consider
the range of effects that AIDS will have on the
education sector. He then develops a model to
assess the demand and supply effects of disease
on the school system and to project necessary in-
puts in order to maintain educational quality. The
study employs Namibia as a case study, using the
model. Quantitative assessments of the extent of
the impact on school systems are presented. That
information is supplemented by qualitative data
derived from focus groups conducted among
schoolteachers and from in-depth interviews with
principals.

Study area: Southern Africa.
Sample: Not applicable.

Methodological approach: Construction of input-
output model, focus group discussions.

Key Results: According to the author, “Attendance
is affected both directly and indirectly as a result
of AIDS-related morbidity and mortality. Children
orphaned by the disease will in many cases simply
drop out, as they can no longer afford to attend
school. In cases where caretaking responsibilities
fall on students, absenteeism is likely to increase,
and studies have shown that children who are ex-
cessively absent from school tend to perform
poorly and drop out prematurely. Studies have
also shown that the quality of education influ-
ences attendance”. Using modelling with a lower
enrolment for orphans (assumed at 76 per cent),
the study projected that the total enrolment rate
would decline to 86.7 per cent in 2005 and 85 per
cent in 2010. In the study, the gross enrolment
rate in Namibia was estimated at 87 per cent in
1999.

Schaeffer, S., (1994). The impact of HIV/AIDS
on education: a review of the literature and
experience

Summary: The study reviews the literature on
HIV/AIDS and education. It states that the most
immediate and visible impact of HIV/AIDS has

already appeared in many education systems of
the world. Children infected at birth have not
lived to enrol in school; some of the children en-
rolled have dropped out of school in order to earn
money for their families and care for ill relatives;
and teachers have fallen ill and have died. In addi-
tion, as a result of the presence of HIV in the
classroom and school, the process of teaching and
learning itself has become more complicated and
more difficult, and its quality has deteriorated. In
some societies, this impact is barely noticeable,
hidden by the normal process of change and sub-
sumed by the more obvious and immediately visi-
ble problems of poverty, drought, war and other
illnesses.

Countries: Not applicable.
Study area: national or regional: Not applicable.

Methodological approach: Literature review.

Key results: Fewer children will be born in socie-
ties where HIV/AIDS is present than in those
where it is not present. Most children infected
perinatally will develop AIDS and die before
reaching school age, and many children may not
enrol in school or may leave school owing to the
direct and indirect effects of AIDS. The decrease
is already evident in some areas such as the Rakai
district of Uganda, with a drop in enrolment from
1,534 children in 1989 to 950 in 1993.

Studies also show that, in the United Republic
of Tanzania, some 14,460 teachers will die by
2010 and 27,000 teachers by 2020. The study es-
timates that the approximate cost of training re-
placement teachers will be $37.8 million. In
Uganda, between 1993 and 1996, it was estimated
that 2,200 teachers were suffering or dying from
AIDS, with a replacement cost of 1.1 billion
Uganda shillings or $1 million.

The net result of the various kinds of impacts
on the demand, supply and process of education
may be a loss of both financial and human re-
sources (and thus the quantity of education) and of
efficiency and effectiveness (and thus the quality
of education).
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E. STUDIES ON THE HEALTH SECTOR

Izazola, J-A., J. Saavedra, J. Prottas and D.
Sheppard (1998). Expenditures on the treat-
ment and prevention of HIV/AIDS in Mexico

Summary: The study presents estimates of the to-
tal public and private spending on AIDS preven-
tion and treatment in Mexico and compares the
level of subsidy for AIDS treatment with subsi-
dies for curative care in general. It provides back-
ground on the AIDS epidemic in Mexico and the
health care system, reviews the methodology used
to estimate costs and presents the expenditure es-
timates. It concludes with a discussion of the de-
terminants of those spending patterns.

Country: Mexico.
Study area: National coverage.

Methodological approach: Estimates of AIDS
prevention and treatment expenditures were made
by using official government budgets and by in-
terviewing physicians, representatives of non-
governmental organizations and top officials in
social security institutions and major public hospi-
tals. A household survey (ENSA II) was used to
estimate private, out-of-pocket expenditures. Most
of the documents used for the study contained
1994 expenditures, the latest available data at the
time of the analysis (May 1996). The expenditures
were then corrected based on 1995 planned spend-
ing increases and converted to United States dol-
lars for comparability.

Control group: Not applicable.
Sample size: Not applicable.
Outcomes studied: AIDS health expenditures.

Key results: The results show that Mexico spent
§79.1 million on AIDS-related health care and
prevention in 1995, or about 1 per cent of its total
(private and public) health expenditures. For an
estimated 15,800 people with AIDS, that expendi-
ture seems a very heavy burden, according to the
authors. About 63 per cent of total AIDS costs
went directly to treatment.

Koné, T., A. Silué, J. Agness-Soumahoro, R.
Bail and D. Shepard (1998). Expenditures on
AIDS in Cote d'Ivoire

Summary: The study analyses the expenditures on
AIDS in Cote d'Ivoire in relation to total health
care expenditures; the source of funding for
treatment, prevention and activities to mitigate the
impact of AIDS; and the determinants of those
funding patterns. In particular, it shows how gov-
ernment policies result in explicit and implicit
subsidies that support hospital care.

Country: Cote d’Ivoire.
Study area: National coverage.

Methodological approach: As insufficient sys-
tematic data on costs and expenditures were avail-
able, a workshop was organized in May 1996 in
Abidjan with AIDS experts, including physicians,
leaders of non-governmental organizations, epi-
demiologists, health economists, a traditional
practitioner, and representatives of the National
AIDS Control Programme (NACP). Using a struc-
tured survey, workshop participants estimated the
costs of treatment for various types of patients. In
order to improve and adjust the preliminary esti-
mates, additional data were collected from gov-
ernment documents, international institutions, re-
search studies, prescribing guides and non-
governmental organizations.

Control group: Not applicable.
Sample size: Not applicable.

Outcomes studied: AIDS health expenditures bro-
ken down by public, private and donors.

Key results: AIDS expenditures represented 8.5
per cent of total health spending in 1995. Most
AIDS expenditures were financed by private
sources (50.3 per cent) as compared with Gov-
ernment (42.0 per cent) and donors (7.7 per cent).
Treatment expenditures (92.5 per cent of total ex-
penditures on AIDS) were far in excess of preven-
tion (7.2 per cent) or mitigation (0.3 per cent) ex-
penditures.
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Kongsin, S., C.S.M. Cameron, L. Suebsaeng
and D. Shepard (1998). Levels and determi-
nants of expenditure on HIV/AIDS in Thailand

Summary: The study examines the level of health
expenditures in Thailand. The Thailand National
AIDS Control Programme (NACP) has evolved in
complex and interrelated ways in response to the
changing epidemic and lessons learned about pre-
vention and control. The report focuses on the
costs of AIDS prevention and treatment. The au-
thors present an analysis of the NACP budget by
programme and by ministry; estimate the costs of
caring for persons with AIDS; analyse the com-
bined national costs of AIDS prevention and con-
trol by source of funding; and compare AIDS ex-
penditures with expenditures on other health pro-
grammes.

Country: Thailand.
Study area: National coverage.

Methodological approach: Household survey,
financial reports of public expenditures or budgets
and country workshops to estimate treatment costs
by type of patient.

Control group: Not applicable.
Sample size: Not applicable.
Outcomes studied: AIDS health expenditures.

Key results: In 1994, $95.5 million was spent on
AIDS prevention and treatment by public and pri-
vate sources. Of that amount, 88 per cent was pro-
vided domestically, and the remaining 12 per cent
came from official development assistance
(ODA), including bilateral aid. As the Govern-
ment of Thailand provides the vast majority of
resources, the Government has significant power
to direct how those funds are invested. This situa-
tion differs from that observed in many other
countries where official development assistance
dominates funding of HIV/AIDS-related activi-
ties.

Shepard, D.S. (1998). Levels and determinants
of expenditures on HIV/AIDS in five develop-
ing countries: overview

Summary: The study is based on case studies from
five developing countries with moderate to severe
AIDS epidemics and a range of economic condi-
tions: Brazil, Cote d'Ivoire, Mexico, Thailand and
the United Republic of Tanzania. A common
methodology was used across all five case studies.
This study found that, with the exception of Mex-
ico, public funding per capita for HIV/AIDS rises
with higher gross national product per capita. Bra-
zil, with the highest GNP, also has the highest
AIDS expenditures per capita. The prevalence of
HIV also affects AIDS expenditures. The United
Republic of Tanzania, with the highest prevalence
among the countries under study, has moderately
high expenditures despite having the lowest GNP
per capita.

Countries: Brazil (Sao Paulo only), Cote d’Ivoire,
Mexico, Thailand and United Republic of Tanza-
nia.

Study area: National coverage.

Methodological approach: For each country, the
study relied on a combination of objective and
subjective information. The study wused five
sources of data on expenditures:

e Financial reports of public expenditures
or budgets

e Country workshops to estimate treatment
costs by type of patient

e Special health-sector analyses (United
Republic of Tanzania only)

e A detailed database of public hospital
claims (Brazil only)

e Household surveys (Thailand only)

Detailed estimates of expenditures were ob-
tained according to the use of funds (prevention,
treatment and mitigation of the impact of AIDS)
and by the source of finance. Where objective in-
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formation was missing, incomplete, inconsistent,
out of date or of questionable accuracy, informed
experts were consulted. Except for countries
where public sector health expenditure data were
available from special studies, public budgets
were used to estimate public expenditures.

Total health expenditures and the breakdown
among public, private and donor financing were
based on Murray, Govindaraj and Musgrove
(1994), using data for 1990. Overall health expen-
ditures were extrapolated to the target year by as-
suming the same ratio of health expenditure to
GDP and the same distribution of expenditure
among funders (public, private and donors) as in
1990. The specific sources of data are described in
each case study.

Control group: Not applicable.
Sample size: Not applicable.
Outcomes studied: Health expenditures.

Key results: The study found an increase in the
HIV/AIDS-related health expenditures in each of
the countries studied.

Tibandebage, P., S. Wangwe, P. Mujinja, R.
Bail and D. Shepard (1998). Expenditures on
HIV/AIDS in Tanzania

Summary: The study examines expenditures on
AIDS, their breakdown by source of financing and
by intervention, and their major determinants.
Both quantitative data from research studies and
government documents and secondary qualitative
information are used. In addition, the study bene-
fited from information obtained from the proceed-
ings of a workshop attended by experts in clinical,
epidemiological, social and economic aspects of
HIV/AIDS, and from interviews with officials in
the Government and with representatives of non-
governmental organizations whose activities in-
clude treatment, prevention and/or mitigation of
the impact of AIDS.

Country: United Republic of Tanzania.

Study area: National coverage.

Methodological approach: The study relied on a
combination of objective and subjective informa-
tion: financial reports of public expenditures or
budgets, country workshops to estimate treatment
costs by type of patient and special health-sector
analyses.

Control group: Not applicable.
Sample size: Not applicable.
Outcomes studied: AIDS health expenditures.

Key results: Most financial resources in the Tan-
zanian health sector were allocated to treatment:
59.5 per cent of total health care expenditures
went for treatment, whereas prevention interven-
tions received 39.6 per cent of total health expen-
ditures. In contrast, most financial resources for
HIV/AIDS and STDs were allocated to prevention
(84.1 per cent).

F. STUDIES ON ECONOMIC GROWTH

Arndt, C., and J.D. Lewis (2000). The macro
implications of HIV/AIDS in South Africa: a
preliminary assessment

Summary: The authors reported the preliminary
results from an analysis of the macro implications
of HIV/AIDS in South Africa. They constructed
an economy-wide simulation model that embod-
ied the important structural features of the South
African economy, into which they added major
impact channels of the HIV/AIDS epidemic. Us-
ing demographic estimates for the impact of the
epidemic (on labour supply, death rates and HIV
prevalence), along with assumptions about the
behavioural and policy responses (household and
government spending on health, slower productiv-
ity growth), the authors generated two scenarios:
no-AIDS and AIDS scenarios. The results showed
that over the period 1997-2010, GDP growth rates
for the two scenarios would diverge steadily,
reaching a maximum difference of 2.6 percentage
points by the end of the projection period of 2010.
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Country: South Africa.

Methodological approach: Simulation model with
two scenarios: hypothetical no-AIDS and the
AIDS scenario.

Outcome studied: GDP growth rate and level.

Key results: Gross domestic product level in 2010
is 17 per cent lower in the AIDS scenario than in
the no-AIDS scenario. The growth rate of GDP is
2.6 percentage points lower in 2010 than it would
have been in the absence of AIDS.

Barnett, T., and A. Whiteside (2000). Guide-
lines for preparation and execution of studies
of the social and economic impact of HIV/AIDS

Summary: The authors propose guidelines for the
study of the social and economic impact of
HIV/AIDS. The guidelines are intended for policy
makers and researchers for those countries with
serious HIV/AIDS epidemics. The goal is to place
socio-economic impact studies in the planning
process of a country in a systematic way. Coun-
tries are increasingly adopting strategic ap-
proaches to planning and implementation.

Bloom, D.E., D. Canning and J. Sevilla (2001).
The effect of health on economic growth: the-
ory and evidence

Summary: Macroeconomists acknowledge the
contribution of human capital to economic
growth, but their empirical studies have defined
human capital solely in terms of schooling. In the
paper the authors extended production function
models of economic growth to account for two
additional variables that microeconomists have
identified as fundamental components of human
capital: work experience and health. The main
result of the study was that good health has a posi-
tive, sizeable, and statistically significant effect on
aggregate output. Average work experience varied
little across countries; therefore, differentials in
work experience accounted for little variation in
rates of economic growth. The authors also found
that the effects of average schooling on national
output were consistent with microeconomic esti-
mates of the effects of individual schooling on

earnings, suggesting that education creates no dis-
cernible externalities.

Countries: National-level data for 104 countries.

Methodological approach: Regression modelling
of growth rate of GDP. In the regression, the in-
puts were physical capital, labour and human
capital. Panel data for 1960-1990 were used.

Outcomes studied: Output or gross domestic prod-
uct.

Key results: The main result of the study was that
good health (lower mortality) had a positive, size-
able and statistically significant effect on aggre-
gate output. There was little variation across coun-
tries in average work experience; therefore,
differentials in work experience accounted for
little variation in rates of economic growth.

Botswana Institute for Development Policy
Analysis (2000). The macroeconomic impact of
HIV/AIDS in Botswana

Summary: The objective was to estimate the im-
pact of HIV/AIDS on macroeconomic indicators,
including GDP and unemployment. Under the
scenario considered most likely, HIV/AIDS re-
duced the growth rate of GDP by 1.5 percentage
points, so that after 25 years the economy would
be 31 per cent smaller than it would otherwise
have been. Per capita GDP was, however, virtu-
ally unaffected by HIV/AIDS owing to the pro-
jected population impact. The model predicted
that unemployment among unskilled workers
would be lower as a result of HIV/AIDS, and the
existing shortage of skilled workers would be ex-
acerbated, causing a 12-17 per cent rise in skilled
wages. The model also predicted an 18 per cent
rise in the capital-output ratio. The Botswana
economy is significantly more capital intensive
than most African countries, which offers a shield
against the labour impacts of HIV/AIDS. In addi-
tion, diamond revenues will continue to ensure
that investment is not constrained by savings in
the medium term. HIV/AIDS will, however,
worsen existing skilled labour shortages and will
put pressure on already overburdened systems to
import expatriate skills. In the medium term, a
shortage of skilled labour may also have a signifi-
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cant negative impact on investor confidence. The
predictions of the model are sensitive to small
changes in investment growth. The results suggest
that the key area for government intervention is in
skilled labour supply, investment and productiv-
ity. Policy efforts should be devoted to maintain-
ing investment, especially in the private sector.

Methodological approach: A two-sector, three-
factor equilibrium model for the Botswana econ-
omy was constructed to project the growth path of
the economy over a 25-year period, from 1996 to
2021, under “with-AIDS” and “no-AIDS” scenar-
i0s. The model distinguished between skilled and
unskilled labour and between the formal and in-
formal sectors. The impacts of HIV/AIDS oper-
ated through the supply of labour and through in-
vestment growth.

Output studied: GDP growth, unemployment,
wages and capital-output ratio.

Keys results: AIDS is projected to reduce the an-
nual growth rate of GDP by 1.5 percentage points
over the 25-year period but to have no effect on
the growth rate of GDP per capita. AIDS will
worsen the shortage of skilled workers.

Over, M. (1992). The macroeconomic impact of
AIDS in sub-Saharan Africa

Summary: The paper was one of the first studies
to provide detailed calculations of the probable
magnitude of the impact of HIV/AIDS. Growth
trajectories of 30 sub-Saharan African countries
were projected for the period 1990-2025 under
“with-AIDS” and “no-AIDS” scenarios. One pur-
pose was to explore how the economic effects of
the epidemic depended on alternative assumptions
about its distribution and the financing of its costs.
The study found that an AIDS epidemic could
reduce the growth rate of per capita income in the
average country even when it was evenly distrib-
uted across productivity classes of workers, pro-
vided that at least half of the treatment costs were
extracted from savings. For the assumptions re-
garded as most plausible—that each education
class had double the risk of the one beneath it, and

that half of the treatment costs were financed from
savings—the net effect of the AIDS epidemic was
to reduce the annual growth rate of per capita
GDP by about one third percentage point in the 10
countries with the most advanced epidemics.

Methodological approach: A two-sector (rural-
urban) partial equilibrium neoclassical economic
growth model was constructed, distinguishing
three classes of workers (defined by level of edu-
cation).

Outcomes studied: Growth of per capita GDP.

Key results: During the period 1990-2024, annual
growth rate of per capita GDP reduced by about
one-third percentage point in the 10 countries with
the most advanced epidemics.

Quattek, K., and T. Fourie (2000). Economic
impact of AIDS in South Africa: a dark cloud
on the horizon

Summary: The study uses the Wharton Economet-
ric Forecasting Associates’ time series-based mac-
roeconomic model to derive the impact of
HIV/AIDS on the economy of South Africa for
the period 2000-2015. The model shows that
AIDS will reduce the annual growth rate of GDP
by 0.2-0.3 percentage point up to 2005 and there-
after by 0.3-0.4 percentage point. Since AIDS is
expected to reduce population growth by a larger
proportion, per capita income is projected to be
higher, as compared with a no-AIDS scenario.

Methodological approach: Macroeconomic model
widely used in commercial forecasting.

Outcomes studied: Gross domestic product, do-
mestic savings, household disposable income, un-
employment, trade.

Key results: AIDS is expected to reduce the an-
nual growth rate of GDP by 0.3-0.4 percentage
points by 2011-2015. GDP per capita is projected
to be higher in the AIDS scenario than in the no-
AIDS scenario.
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Riihl, C., V. Pokrovsky and V. Vinogradov
(2002). The economic consequences of HIV in
Russia

Summary: The study examined the impact of
AIDS on the economy of the Russian Federation.
The HIV prevalence rate was still low, but the
authors predicted that the impact of the disease on
the Russian economy would be worse owing to
the population decline. By 2010, they projected
that GDP would be 4.5 per cent lower, and with-
out intervention the loss would rise to 10.5 per
cent. The study also projected that investment
would decline more than production, around 14.5
per cent in 2020. Negative population growth
would impede investment and economic growth
by rerouting resource flows towards consumption.
HIV/AIDS exaggerated the effect.

Country: Russian Federation.

Methodological approach: The computer model
utilized in the study distinguishes between three
HIV transmission groups: transmission among
drug users; from drug users to non-drug users; and
among non-drug users. A total of 26 input pa-
rameters were included in the model. The results
of model calibration indicated that the set of four
parameters to which the economic consequences
of HIV reacted the most were the rate of popula-
tion growth, the rate of growth of drug users, the
HIV transmission rates and the multiplier.

Outcomes studied: Gross domestic product.

Key results: By 2010, the authors projected that
GDP would be 4.5 per cent lower and that without
intervention the loss would rise to 10.5 per cent.
The study also projected that investment would
decline more than production, by around 14.5 per
cent in 2020.

Theodore, Karl (2001). HIV-AIDS in the Car-
ibbean: economic issues—impact and invest-
ment response

Summary: The paper estimates the impact of
HIV/AIDS on the economies of the Caribbean.
The author uses the output of a 1997 study on the
impact of HIV/AIDS in Jamaica and Trinidad and
Tobago as the starting point and updates the pro-
jections of those two countries based on adjust-
ments to some of the underlying assumptions with
respect to the epidemiology of the disease. The
study identifies four channels through which the
HIV/AIDS epidemic can affect the development
process and makes the case that HIV/AIDS has
the potential to distort that process. Two scenarios
are considered based on the medical coverage of
AIDS patients.

Countries: Jamaica, Trinidad and Tobago and St.
Lucia.

Methodological approach: The analysis employs
an econometric model distinguishing agricultural,
manufacturing and services sectors, fitted to the
economies of the three countries. The model com-
prises five blocks: labour supply and wages, em-
ployment, saving and investment, cost of HIV and
output.

Outcomes studied: Gross domestic product.

Key results: Declines of the gross domestic prod-
uct by 2005 of 4.9 per cent in Jamaica, 2.1 per
cent in St. Lucia and 5.6 per cent in Trinidad and
Tobago were estimated in the first scenario in
which 100 per cent of patients were medically
covered. In the second scenario, in which only 20
per cent were covered, the declines were 3.2 per
cent, 1.6 per cent and 4.9 per cent respectively.
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