greazer than 1. They may also have the resources o subsidize o a greater
extent services for the poor and w extend prevention subsidies 1o sub-
populations that are unlikely to spread HIV e others,

Ar an operational level it is impossible o determine the acnsal or po-
vential reproductive rate of HIV for any group of individuls. However,
using information about the average number of partners, condom use,
and injecting behavior from surveys and epidemiological surveillance,
subpopulations in a given country can be ranked from those with the
highr_st-risl: behavior (those most likely 1o contrmaer and spread HIV) w0

thase with the lowest-risk hehavior., Figure 3.5 shows a stylized view of

the ranking of several subpopulations in a hypothetical population ac-
cording ro the extent of risky behavior at a specific point in time, and
how the scope of prevention cffores would expand o include groups
with increasingly bess-risky behavior depending on the availability of re
sources. Once the highest-prionity subpopulations have been effectively
reached, progams can be expanded to cover those with progressively
less-rigky behavior, provided that sufficient reources are available. In-
deed, if susiained behavior chanpe is achieved in the highest-priority

groups, the relutive priority asagned to other groups will increase, Of

course, no ranking of this sort can apply o all countries, or even po a sin
gle country over fime. To overcome problems in locaning the people
maost likely to contract and spread HIY ar any given point in dme, it is

esgential thar policymakers and program munagers finance collection of

the necessary information for cost-effective use of the scarce resources
avaitable for HIV preventon.

In concluding, we recumn to the important epilemiologieal poine tha
countries at the nascent stage of dhe epidemic have a unique opporunicy
to act carly, to make a few key investmients, and largely prevent an HIV
rpidemii.'. Mot all couneries with low levels ol infection will lln_l'_"LSuJ:jljr'
g on w experience an HIY epidemic, even without government action.
However, our inadequare understanding of the disriburion of differem
behaviors in the population and the links beween different subpopula-
tions make it difficult to predice which amang the countries will be so
lucky and which will not, Furthermaone, even in countries where high
rick behavior is relavively rare. parterns of sexual and injecting behavior
can I:hu.l'l.gf 'ﬁllll COCNMO L ﬂ'ﬂl H:Il.;iJI‘ 1,.!:)”1“1“!".‘\. 1|'||L'|"|'|.'n|l|i||\. @l |||L'
nascent stage are the most effecrive and will likely involve far less ol
cost than if implemented after HIV his ssiumved subpopuliasons with

high-risk behavior Further, because the number of people in these sub-

Figure 3.5 Resource Availability and Program Coverage
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Fﬂpliiilli’.‘lt‘h is small relative to the entire population, the absolure costs
of prevention will be relatively low.

These recommendartions are not meant o limic the scope of govern-
ment invelvement if there are ample resurces and public will o under-
ke even more. Rather, our intention i to point cur the minimum set
of activities thar all governments should be engaged in o improve the
efficiency and equity of prevention programs and a ratonal order in
which to expand these acrivies if HIV spreads or more resources he-
come availzble,

The National Response

EARLY ALL DEVELOPING CUOUNTRIES HAVE RESPONDED IN
N.-:nmq.' way to the challenge of HIVIAIDS, often with the
acrive assistance of donor countries and multifaceral insti-
fions. But developing countrics’ AIDS prevention efforts are diverse

i setting priceities, govemamonts.
howhl first ensare that the subpapu
lstioms mosd likely b corrtract and
sproad HIV are effectively reached
with preventive interventions. As adi
tional mesoarces become available,
prevention efforts can be axpanded
cover groups that are progressively
bess Whely to comtract and spread M
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and generally undocumented, making ir difficult o evaluare the exvent
to which high-priority policies are already being implemented,

AIDSE in the World I includes a survey of managers of national AIDS
control programs in 118 countrics, covering such lssues as political
commitment, arganization, coordination, management, preventive and
treatment responses, program evaluarion, and human rghts (Mann and
Tarantola 1996).%! However, to dare there has been no systematic evalu-
ation of developing countries’ responses to the epidemic, and in partica-
lar of the priority and effecriveness of different activities. The over-
whelming impression left by the AIDS fn the Wordd IV survey and by
many national AlDS control plans is that many countries have launched
a collection of ATDS prevention activities without clear-cut prioriies; in-
deed, many programs do mer focus on preventing infections among peo-
ple most likely to contract and spread the virus. The reasons for this are
only partly duc 1o a lack of understanding of the importance of these pr-
arities; domestic political considerations and the preferences of interna-
tonal donors for particular programs are probably also responsible, Nev-
ertheless, in such an envirnment, limited rsources are likely o be
seretched very thin, and the cosr-effecriveness of public expendirure on
prevention is likely to be bow,

How well have these prevention effores corresponded o the priorities
recomimended in this chapter? Availible information is scarce, but ic sug:-
gests thar policy performance could be improved in ar least dhree arcas
provision of the information necessary to combar the epidemic and plan
sound programs (public goods); ensuring prevention of HIV among
those most likely tw conerace and spread it (reducing negarive externali-
ties}; and making sure that poor people have access w the means w pro-
tect themselves {equity).

Expanding the Information Set

The limived evidence available sugpests thar as much as one-quarver of
all developing countrics have yer o initiare systemaric monitoring of
HIV prevalence. A baclground snady far AFDS in the Warld 1 classificd
countries into four groups scconding to whether HIV senrinel surveil
lance sites were planmed (bt nor yer aperating), Limieed, many, or ex-
tensive {Sato 1996). The disriboton of 123 developing countries in
these four groups is shown in rable 3.5; data for individual countries are

Table 3.5 Distribution of Countries, by te Number of Sentinel Sarveillance Sites and the Stage of the Epidemic,

lanuary 1995
fhun' Limired Mamy  Ecwewsive  Noinformation  Total  Numiber of
e ites ity o e ) canmtrier
b1 54 3 3 14 100 b
:w 7 i 35 5 ] 100 4z
Generalized o 5 52 43 a Iﬁ: :{
Siage unknown 5 i 3 o 3 I
” 1 46 bE U] 1 100
TR . :
 countics 14 36 ] 12 - 133

Sauree; Tabulations based an data in vable 2 of the srisrical appendiz.

in rable 2 of the stanistical appendix to this report. The good news is that
maore than three-quarters of these countrics reported having ak least lim-
ived sices for HIV sentinel surveillance as of January 1995, Countries at
the peneralized stage of the epidemic were most likely oo have many of
extensive sites, while those at the concentrared and nascent stages were
mast likely ro have limited sites. However, ane in five developing coun-
trics at the nascent stage of the epidemic reported no sentinel surveil-
lance sites, and for another 14 percent the extent of sentined surveillance
was unknowr, 1f we add all the countries reporing only planned sites o
those countries for which informarion about sites was inadequate w de-
termiine their extent, we find thar 27 countries-—more than onc-fifth of
counrries at all stages of the epidemic—were not reporting any operating
HIV sentinel surveillance sives in January 1995,

Even in those countries that have some form of sentinel surveillance,
information on HIV prevalence among those most likely oo contrace and
spread thee virus is often lacking, Our classification of countrics by stage
of the epidemic requires information on HIV prevalence in at least one
subpopulation presumed to practice dskier-than-average behavior and,
if HIV prevalence exceeds 5 percent of one of these groups, prevalence
among women anending antenatal clinics. Although delays in the e
ceipe of repors probably sccount for some missing dara, available infor-
mation was insufficent 1o classify 31 developing countrics by stage of
the epidemic, usually because of a lack of informution on those pre
sumed on average o practice riskier behavior—sex workers, injecting
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drug users, men who have scx with men, the military, and 5TD pa

nene. . Among the 123 developing countries we amempred o classify,
43 countries {35 percent) had no information on HIV prevalence in any
group with presumed high-risk behavior during the kst 5 years. While ix
is more convenient to moniter HIY mends amaong blood donots and
women anending antenatal clinics, repular monitoring of HIV preva-
lence early in the cpidemic among those who practice high-risk behavior
i much more impontant. Because of the potential for explosive growih
of HIV among injecting drg users, HIV provalence in this group
should be monitored st least once a year and preferably more ofen
(AIDSCAP and others 1996, Chin 1990).

In addition to ensuring more and hetter manitoring of HIY preva-
lence, governments urgently need informarion on patterns of sexual be-
lavier, condom use, and drisg-injecting behavior. As we saw in chapeer
2, the hererogencity of behavior and che extent of mixing between peo-
ple with high- and low-risk behavior determine the baseline shape of the
AlDS l:pidl.:l'll!l-'. Countries at all stxges of the epidemic need infurmation
on the prevalence and distribudon of risky behaviors among, representa
tive samples of men and women to understand the likely parh of the epi
demic and how the cpidemic can be minimized. However, this informa-
Hon remaine scarce, Fewer than 20 developing countrics are known o
have undertaken sexual behavior surveys, such as those sponsored by
GIFA or DHS, thar could provide such information.

Finally, evaluations of HIV prevention programs often fail ro measure
the costs of interventions or their impact, reporting instead on indicasors
of process and implementation (Mann and Tarnola 199). Informa
tion on costs and impact i important not only for assessing the most
efficient allocation of resources, bur also for demonsorating the cffeceive-
ness of interventions m change behavior among those most likely w con
wract and spread HIV and the spillover benefirs 1o the low-risk popula-
tion, Dieveloping countrics need better information on the coses and
effects of pilot interventions, which interventions affect whose behavior,
ane ar what oost

Preventing lafection Among Those Most Likely to Contract and
Spruad HIV

The AIDS in the World [T survey shows that most countries have at
least a fow interventions thar focus on people mast likely o contrac amd

EF,“-J._[ HIV, but most of thee prograns achieve only Hmised CUWETIRE
(Mann anid Tarantods 1996}, To amest the epidemic, the coverage of pre
ventive mesures directed toward these groups needs w be expanded
consicherably.

For example, recent DHS surveys in seven Alrican counmes—all of
which have been very hard-hit by the AIDS epidemic— revial thar anly
40 1o T peefient of men and woimen with o recent IHI-IHL}',II:'JI partmer
mamed condoms a3 means of preventng HIY rransmission (fgure 3.06),
In eounrics stech as Taneania and L |g::du, where nearly everyone knows
someone who has died of AIDS, such low awarenes of the beoelits of
condom use s shocking, Given this low level af knowledge. it is not sur-
prising that consistent condom use is also low. In Malawi, for example, 3
recent survey found that anly 30 percent of people who had nonr gulai
partners comsisrently used condoms {Lowenthal and others 1995). In
Ciste d'Ivoire, only 5 percent of those in “high-risk relavionships,” in-
dluding refationships in which one partner was infecred, reportied using,

Figure 3.6 Percentage of People with & Recent Hoaregular Parimer Who Are
Aware That Condoms Prevent HIV Transmission
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PUBLIC PRIORITIES IN A GLOBAL EPIDEMIC

condoms during every act of intercourse (Coleman and others 1996),
Condom use in Uganda has increased substantially, sspecially among the
young, bur is sill far shom of adequate coverige (Asiimwe-Okiror and
others 1997, Stoneburner and Carballa 1997). In conerast, Thailand has
been extraoelinanly succesful in mising condom wse, particulurly
among those ar higher risk of contrcring amd spreading HIV: and there
i cleur evidence of declines in HIV prevalence among some population
groups (box 3,01},

Alchough many people practicing high-risk behavior are ditficuls w
reach for prevention, some people whose circunstances may put them ar
higher risk of HIV infection are part of “ciptve” populations char can be
readily idenrified: the miliary: police. and privoners (box 3.12). Because
governments usually have much casier access to these organized groups
than w injecring drug wsers, sex workers, or others with many casual
partners, it should be possible for governments o reach nearly all mem-
bers of each of these groups with preventive interventions. Have povern
menis done this?

The Civil-Military Alliance to Combar HIV and AIDS conducted »
survey of prevention activitics among the militanies of 0 countrics,
ahout half of which were low- and middle-income countries (Yeager and
Hendrix 1997).%* Although individual country results are nor available
{countries were assured that responses would be confidential), the aggre
gate data clearly reveal dhar prevention programs in the milisary often fall
shory of complere coverage. For example, 80 percent of the responding
countrics indicated they had policies supponing condom use by the mil-
itary, byt crrd}r 55 percent indicared they had “wrirten ];nlm tn opera;
tionalize these policies.” The most specific condom promaotion policies
were found in African miliraries, which have been very hasd hir by HIV
It is srriking that about 20 percent of the responding militaries do no
diseribuee condoms at all, while most of the others offer condoms free of
charge but only if requested by a soldier.

Low coverage of ather proups of people presumed o pracrice riskicr-
than-average behavior can be seen in 2 small survey of UNATDS Coun-
try Programme Addvisers comducted For this report. The survey agked the
advisers who weork in 32 developing countries w identify groups of peo-
plewith high-risk behavior and 1o comment on the extent 1o which pro
grams Focused on prevention in these groups; the approximae percent-
age of cach group covered; and the extent of government encouragement
and finunce of these programs. Although the resulis reflect the assess-

EFPFICIENT AND EQUITABLE STRATEGIES FOR PREVENTING HIVIAIT

Box 3.11 Thailand's Response

BETWEEM LATE 1987 AND MID-1988, HIV FREVA-
lence amang injecting deug nsers in Banghok
expladed from 0 percent o more than 30 percent.
In response, local and national governments
launched an extensive risk reduction program
among injecting drug users that included training
on haw to disinfect injecting equipment and educa-
tinn on HIV prevention. By 1989 a survey in Bang-
kok found thas 59 percent of users had stopped
sharing needles, while others had reduced sharing or
were using sterile equipment. Nationwide, HIV
prevalence b injecting diug users stabilized ar 35 w
40 percent (Brown and ochers 1994).

Meanmwhile. the sexsal transmission of HIV was
increasing, The first ound of national sentinel sur-
veillance in mid-1989 detected 44 percent HIV
prevalence among brothel-based sex workess in the
northern city of Chisng Mak brothel-based sex
waorkers elsewhere in the country had HIV preva-
lence rawes of 1 w0 5 percens. In addition, a natinnal
behavioral survey in 1990 found thar 22 percent of
Thai men ages 15 to 49 had visited sex workers the
previous year. By then, Thai NGOk and the govern-
menit had begun effors w improve public awareness
af HIV and o pmmote condom use; kinowledge of
how HIV is spread and how it can be prevented was
mearly universal, and condom use was increasing
natiotwide,

Effurs were stepped up dramatically in 1991,
when the government of Prime Minister Anand
Pamyarachun mounced an extensive and inteisive
national prevennion effor with a grearly expanded
b-u.ﬂgﬁ. Cawvernment ministries, NGOs, businesses,
anif communirics began working rogecher m pro-
mote condom use, reduce Ay behavior, chamge
norms regarding commercial sex, improve 571
treatment, and provide care aind support for those
abfected by HIV, By 1996 the povernment was pro-
viding more than $80 million annually for HIV/
ALDS prevention and cane,

An cssential component of this response & the
“100% Condom Program” h'huhmmmﬁm
consistent condom we in all commercial sex estab-
fishiments. Condoms are distributed free o brochels
mdmgphﬁunmdgmhumdd:m&um
are reguired t use them. Lol coalitions of govern—
ment officials, health officers, and police check com-
plianice by tracing the contacts of men secking mear-
mient at government 51T clinic. Arothels that fail 1o
comply may' be closed. Exsensive effors to reach the
clients of sex workers have been cnscial v the success
af the campaign. Through mas media campaigns,
educarion and skills building in workplaces and
schooks, and peer education effores, condom e dur-
ing commercial sex rapidly became the norm among
Thai men whio purchased sexm] services,

Results have been encouraging:. Condom wse in
brothels increased from 14 percent of sex aces in
1989 to more than 90 percent by 1992 (box figooe
3.1 1a). The number of new STT cases among men
preared at government clinics dropped from nearly
200,000 annuslly i 1989 w abowr 20,000 in 1995
Must strikingly, HIV prevalence among young male
conscripts entering the Royal Thai Army has
declined from a peak of 4 peseent in mid-1993 w
1.9 percent by loe 1996 (box figure 3.1160). The
meumh:m:pcﬂhiﬂimpkﬂrﬂ\tpﬁﬁ-
ples presented in this chaprer, Epidemiological and
behavioral dam needed 1o design effecive programs
were colleceed and broadly disseminated. Acknowl-
cdging and working with the commercial sex indus-
try, rather than against i, the Thai program devel-
oped ways ta change the behavios of sex worlicrs and
their clients, while simultaneously promaring
chamgpes in seeial nornms. With commercial sex rans-
mision sowed, increasing efforts are now being
dewated o addresing the social and developmenmal
dererminanis of risk through progrms such as con-

{Bu conshines an the follouing page.)




Box 3.11 (continued]

tinued schooling and work opportunities for young

rivral women to keep them from entering sex work.
OF eourse, Thailand's tesponse would have been

cven more effective——and the currene epidemic

smaller—had the cxrensive prevention efforts been
Launched earfier. Obstacles encountered in launch-
ing the program and the ways in which thess were
ulmﬂymtmntmdntmndm:hnpmi

Box Figure 3.11a Rising Condom Use by Sex Workers and Declining $TDs in Thailand, 1988-85
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Box Figure 3.11h Declining HIV Prevalence among Young Thai Army Conscripts, 198995
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Box 3.12 STDs and HIV in the Military

BOTH THEIR DEMOGRAPHIC CHARACTERISTICY
and their cccupation pur members of the miliary at
high risk of acquining 510k and HIV and of passng
shem on o othess (Miller and Yeager 1995), Military
recruies are generally poung, saably scive men, and
often unmartied. They may be csly influenced by
peer presaire, especially when starioned away fram
home. In time of war. the rigks ul‘::ml;nmrﬁ HIV
and 5TDs may secm low cebstive o the risk aof desth
in combat, For these reasons, milirary personmnel
often have ST and HIV infecion s higher than
the gesieral population (hox figue: 3,12,

Sexually ransmirred diseases are lthely o be par-
viculasly rife in milicary unis far from home, Over a
five-year period in the | 830k, for cxanple, 32 1o 45
percent of British soldiers stationed in India were
hospitalized for sexually cansmiteed dissses, com-
pared with only 2o 3 percent of Indian soldiers
[Farwell 1989}, While the Indian seldiers were often

Box Figure 3.12 HIV Prevalence in the Military

married and fived with their wives and families, very
few Bricnd soldiers were allowed to marry and all
were far from home, where social norms might have
vempsered their ﬂuu.lh:liu In the early 18908, the
mean rate of admisston for $TDs among Britich
troops on home sedl was half the e among Bericish
troops in lndia, During the 1960s, STD rates
among LS, Army troops stagioned in the continen-
tal Unired Seites {30 per 1,000 troops per year) were
ane-ninth o one-fifteenth the rates amang troops
starssmird in Vistnam (262 per 1,000}, the Republic
of Korea (344 per 1,000) and Thailand (453 per
1,000} {Grechberg 1972).

The milsary is one group—a porentially large
ofie—in which povernment can acr decisively o
preveni ST and HIV transmission chrough infor-
mation, condem programs, and 5TD meatment.
Maonitoring interventions and their impact in the
military i also ensier than for other sebpopalacions,
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cents as the subpopulanon most likely w be the recipient of an interven
ton, fimanced either by government or the privaie sector (figure 3.7), All
countries had ar leas one program focused on youth, even Th-m.'lgh in
many of the countries it is not dear to whar extent sdolescents engage in
risky behavior. About nine out of ren countries reported a public or pr-
vare program focused on sex workers, while about seven out of ten coun
tries had a program focused on injecring drug wsers; 2 dightdy lower pro
paortson of countries had programs that focus on dhe milicary and on men
wha have sex with men, However, respondents estimared thar these pro

EFARTLS 00 average covered I.:II1|}' abour one-half of the relevant Eroup with

high-risk behavior, Coverage was highest for adolescents and the miliary,

and lowest for men who have sex with men and injecting diug users.
The UNAIDS Country Programme Advisers also reporeed thar gow

ernments were least likely o finance and most likely 1o impede preven

tion progmms margered o0 men who have sex with men and injecting

drug wsees (Rgure 3.8). -’|.|l|'mugh six ot of ten governments funded

Figure 3.7 Coverage of Subpopulations with High-Risk Behavior, Estimates of UNAIDS Country Programme Advisers
in 32 Countrios
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Figure 3.8 Govermment Support for Prevention Targeted to Groaps with High-Risk Behavior, Estimates of UNAIDS

Couniry Programme Advisers in 32 Countries
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prevention programs for adolescens, only abour one-third did so for the
military and for sex workers, Two advisers indicaced thar the government
“1 II‘II:IF L"llllll':r' I“l.:llll‘:l:"l.! I?rl.-\'l::rl.l il,\l'l ‘Ii'lr |h|_' tu:[ll_'iid IH”II.IJ‘I‘III I.:II. l‘ll'l
erseniials, but neither encouraged nor discouraged programs for thase
most likely 1 contract and spread the virus,

To summarize. while some prevention programs have arrempred 1o
encourage sifer behavior among those most likely to contract and spread
HIV, coverage is generally low. The face that governments may have
hlgihrl'. .'H'Id I,'ﬂl”‘.':-ﬂ! IILEI"‘.“.I[M.‘I i I'E.hlling E“'lupk |..|_|Lh X5 SCX “I’eri_!'l\
and il'li-.'Lllltg llh!':', e, w|'|i_|:' ||ndcrs:.m-c|..1h|.:. thoes fcl detract From
the urgent need oo assare the Rullesr possible coverage of these groups.
OMien these obstacles can be overcome through government funding and

wippore of NGOs. Moreover, in many countries cow - 1 lowe even

among “capuive” populations, such as the military; where this is the case,
governments live an opporunicy m inexpensively reach these groups
with information and ocher [HEveitn interventions. Effective interven-

teons with bmad coverage of those with high-risk hehavior will po a long
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impedes.

Most of the coantries assessed dad
ol fisned prevention pragrams focusec
on those most likely o contract amil
wpread HIV: they were most fikoly o
impede programs targeted o ingecting
drug weers and men who have sex
with men.
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way towand preventing infection among others engaging in high-risk
acrivities and among the lower-risk population,

Improving the Equity of Prevention Programs:
Expanding Condom Use

The effectivencss of government programs in ensuring acces o frre-
vention for the poor has rarely been evaluared. However, improving
equity of access to condoms is one of the major objectives of condom so-
cial marketing programs and free government distribution of condoms,
Have they improved equiry?

Condom availability and use in general have expanded considerably,
partly as a spontancous response to HIV and partly as a resule of social
mirketing and ather public, private. and donor-sponsoned programs. As
of 1996, 60 developing countries had functioning condom social mar-
keting programs, although not all were on a national scale. This was
mwice the number in 19912 Many of these programs are supported by
international donaes though three major contractors—DET Interna-
tional, Population Services lintermational (PSE, and Social Marketing for
Change (SOMARC): others, for example, in Botswana, India, South
Africa, and some Larin American countries, are also subsidized by na-
tional governments, In some countrics, such as Indonesis, condom
brands launched though social markering have been taken up by for-
profit distriburtors. Social marketing aside, nearly threequarters of the
70 countries thar responded 1o condom disribution queitions in the
ATDS jn the Windd [F survey provide condoms through a national AIDS
control program {(Mann and Tarantola 1996). The likelitood of having
a condom social markering program i more srongly relared m rhe
ingreased spread of HIVIAIDS than is governmenr condom distribution
(rable 3.6). This is partly because government condom distriburion
includes distribution through povernment family planning clinics and
health services. Finally, in miany countrics, such as Brazil, Thailand. and
Viconam, unsubsidized commercial sales have risen.

However, the cxent to which these programs disproportionasely help
poor people to obain condoms s nos dein As we have seen carlier in
this chapter, in mosi countiies, people with higher inoomies and educ
vion are more likely 1o wse condoms: Providing subsidized condoins m
low-risk. mdividuals who would have purchased them ar marker prices
woubd neither impeove equity nor reduce the epidemic. Likewise, while

Table 3.6 Condom Social Marketing and Government Condom Distribution
mh“‘ﬁm
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Total (%)
Rumber of countries
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condom use has risen in both the subsidized and commercial markes, it
is suill mot clear the extent wo which subsidized programs have squeezed
out private sales, This is likely to be an important issue in older condom
social marketing programs, after their inirial effect an popularizing con-
doms and generating greater demand has wom off,

A secomd way in which these programs promote equity is by encour-
agging condom use among thase most likely 1o contrace and spread HIV,
forestalling or slowing the epidemic before it raches the poor. Unform-
nately, relarively linde is known about the extent to which condom social
marketing programs are used by those with the highest miues of panner
change—which is the key w their effectivencss in slowing the epidemic.
Surveys of sexually active adults confirm that people are far more likely
to use @ eondom for sex with o cassal o extramarital parmer than a
steadly parinet or a spouse (Agha 1997, Coleman and others 1996,
Lowenthal and others 1995, Tehupo and others 19965), But they do not
show whether these programs reach people with the fighesr rates of part-
ner change. [ho these programs lower the costs of condom use suffi-
cienthy to bring abour high-use ranes among sex workers, soldiers, tack
drivers, and other people with many parmens? By selling thruush K-
madivional outes like bars and hoeels, condom social marketing, pro-
grams are probably much more likely 1o reach people with risky behav-
jor than are convenrional programs that dismbute condoms through
health clinics. IF the majority of individuals with the highest rares of



partner change wre reached through these programs, there may be sub.
stantial cost-saving if the programs involve a lower subsidy per condom
thean free distribution. Furthermore, such programs may avoid che polir

ical controversy and possible stigmarization that may arise with more ar-
geted programs.

Addirionil research on the sexual behavior and the economic status of
those who wse subsidieed condoms, and the exent to which those wirh
the highest rres of panner change wse condoms fom these programe,
will help greatly to demonstrate and improve their cose-efectivencss, 2

That said, many countries sall lack vigorous condom programs tha
specifically prevent HIV and other STDs. Many condom secial market-
ing prograims, for example, in Bangladesh, Colombia, Cosea Rica, Pak-
istan, and Sei Lanka, av well as ecently launched Chinese programs in
Yunnan Province and Shanghai, are oriented primarily wward family
planning, with litde if any markering for STD and HIY prevention
(DET Internarional 1997; Kang 1995; "Signs of Change . ., 1996; *Sn
Lankan Condom Sales . . ." 1996). Even in some African countries with
concentrated or generalized HIVIAIDS epidemics—for example, Mali,
Miger, and Senegal—family planning and reproductive health are the
main themes of the programs. Depending on the country, such themes
may be less controversial than HIV and STD prevention. However, they
may also il 1o reach those with the highest rates of partner change. For
e:r.a.mpk, sex workers and voung, sexually active men do not Fn‘qu:nt
healch or EBamily planning dinics. Furthermore, women who need con-
doms for STD prevention may be reluctant ro obeain them from com-
munity health or family planning clinics, even if free of charge, because
of inconvenienee, an unreliable supply, or a desire for anonymiry, These
problems can be overcome if condoms are promated specifically for HIV
and STD prevention and if they can be readily and cheaply obrained in
nontraditional outlets readily accessible to people in siniations that tend
16y be conducive 1o casual and commercial sex. Such locarions include
pharmacies, kiosks in red-lighe districrs, bars, nigheclubs, horels, enack
storps, sl military bases (box 3.13). In Peru, sodally markered condoms
are sold in threequarers of the pharmacies and in serategically placed
vending machines {Futures Group International 1995a).

Ohoe way for gevernmens i stimulare dermand for condoms for disesse
prevension i to cnd resmictions on condom adverrising, Bur even when
there are no legal barriers, open promotion of condom use can be ex-
tremely controversial if e is seen as encouraging promisouity. Messages

Box 3.13 Preventing HIV on the Road to Ho Chi Minh City

VIETMAMESE TRUCKE DRIVERS HAVE A SAYIMG:
Mever, ever, ever hit a child along the road because,
well, h:mdﬂb:m[t’;mmmdn:wﬁaﬂ
thase days and nighes an the road and all that time
arvey fromn hame, imeckens seek our amonmus compeiny.

Hao Due Cu is mateer-of-face abour the issue. fris
near sunset, and he is sitring ar 2 noodle shop at the
Goods Transpormrion Company ruck sop on the
ourskirs of Hanod, drinking tea from a ceramic bowl
and pemting ready to haul 10 ons of racror equip-
mMnmmmmM&w

“It's a three-and-a-half day drive from here o

undersmand what the disease is and how w aveid e

However, it was only after DKT International, a
U5, -based condom social marketing company be-
gan promoting the sales of Truer and OF condoms
in Viesam that truckers had ready scces 1o reliable

protection.
Cu finishes his tea and walks over o his Russian-
made truck [nside the driver-side door is 2 pouch
cenmaining a handful of OK condoms. “I'm gone
from ry wife and kids 26 days out of every month,”
Cut says with a faine grin, He adds thar not only arc
O condoms dependable; but you can buy them ar

W0 £ ﬂnmmﬂn‘ﬁ:
The Viernamese government h-:tid:lrpulﬂl-

Swigon.” Co says. “For a Iu:ufd:hndum lnuﬁuuﬂungmm:kﬂm’\wm

cized the risks of HIVIAIDE, so moor truck drivers Swerce: [T Envernavional in.d). Used by promision,

must convey useful information and ar the same time be direcoed o the
appropriate. popukitions s as @ avoid offending influendal leaders and
segments of the public. Religious leaders in particular may have strong
negative reactions to condom promaotion if they are not informed abou
the benefits of condum use or if they are confronted with mesages they
find offensive. In Uganda, religious sensitiviries led 1o an unofficial ban on
promoting condoms on television and radio from 1991 w 1995
{Buwemba 1995). In the Philippines, with a nascent epidemic, apposition
by the Catholic Church o anificial contraception extends o condoms for
prevention of HIV and STDs (SOMARC 1996). In Miger, conservative
religious groups defaced billboards sdverrising, the SOMARC-sponsored
sl marketing of condoms (Futures Group Internadonal 1995k),
Sporsors of social marketing of condoms and other birth control
methods have nevertheless found ways of generating suppor, even
armgng crinics. Por r_'umpln;, I:lh.j- wirk dl:n:l"l,l with n:l,%iuu.s leadders, po-
tential critics, and local spakespeople before launching condom promo-
tion carmpaipns to expliin the many advantages of condom e (preven-
tion of HIY and odher 5TDs; infernilioy arising from 5T unwanoed
pregnancy, abortion, and withdrawal of pregnant teenagers from sec-
ondary school: and the promotion of child spacing, which redices child
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and marernal mormalig). They test promotional messiges with their
intended audience and with porential critics to avoid giving offense and
maintain a low profile until a basis for success is firmly established. Con
doms markered under names ke T, Protector, OF, and Conples’
hasre encourage the view thar condom use s safe, modern, and socially
responsible, irespective of whether they ane used for family planning or
disease prevention, More explicit messages about condoms will some-
times be more readily accepted among the people who necd condoms
the miost.

This chapeer has provided evidence char peaple will adopr safer be
havior, particulardy people ar high risk of contracting and spreading HIV,
and thar povernments have many ways, direce and indirecr, w influence
individual behavior, Ir has identified prevention activities in which gov-
ernments have 2 unigue mle, singe pri'um:e individisals will pot finance
them sufficiendy. and it has outhned impartant considerations in derer
mining the cost-effectivencss of public spending on HIVIAIDS preven-
tion, The chaprer highlighted two areas in which mose governments can
greatly improve the effectiveness of their efforts to prevent HIY, given
sulficient political commirment, The first is w increase the amount and
quality of informarion collected concerning the nature and extent of
risky sexual and injecting behavior in the population, trends in the inei-
dence and prevalesice of HIV, and the costs and effects of alvernative pre-
ventive interventions in the local context. The second is 1 use this in-
fornation to ensure that prevention programs result in safer behavior
among the subpopulations thar are most likely wo contract and spread
HIV and 1o ensure sccess o provention amaong the poor. Meither of
these issues is easy o resolve; howeven both arc casier to tackle than the
very difficult decisions thar are thrust upon governments in countries
with widespresd epidemics. These are the topics of our nexr chaprer

Notes

1. Onher useful neferences include Adler and others
{1996); European Commission (1997); Dallabetta, Laga,
and Lamprey {19%6): Gerard and ochers (1995); Lampeey
and Pioe (195908 and Ncoll and ochers {1996).

2 See, for cxample, the work of Becher (1981) and
reviews of the literatune by Birdsill {1988) and Stranss and
Thomas (1995),

3. "Cost” here are not limited g0 the monetary costs
of treatment or prevention. Costs of becoming infected
inchude suffering and premanure death and the stigma and
discrimination sometimes suffered by people with AIDS
and cheir Familics. The costs of enpaging in safer behavior
inchude. for example, any social stigma associated with
pairchasing condoms or obeaining weatment for 8 D5, as
well as the time, inconvenience, embrrrassment, of mon-
etary costs of obraining them.

4. lnformation programs encouraging safer belavior
should not be expecred w have much of an effece on the
hehavigs of the low-rigk general populstion, since these in-
dividuals may correctly conclude thar they face relarively
liethe risk, This explains the back of relation found in many
studies betweest knowledpge of rhe risks of HIV (which in
some hard-hit countries approaches 100 percent) and be-
havior change in the general population (Sepulveda 1992,
fir example).

5. Since 19946 the fmport tmx and sides rax have been
reintroduced. Nearky one-third of the cost of running the
condom social marketing program goes o pay the sabes
and import e chwlpqnm Pyme 1997).

6. An cstimated one-third of the 730,000 lheroin
users in the United Stares, for example, are considered 1o
be occasional wers wha are nor addicted (Mational Re-
sarch Councl 1989), However, the addictivenes of
drugs depends on their purity. In Yunnan Provinee,
China, located adjacent 1o the Galden Triangle of apium
production in Southessr Asta, injecied heroin is more than
80 percent pure, most likely making it far more addictive
than in the United Stages and more difficulc o sop
(M cCoy and ochers 1997),

7. A G20-place drug rehabilitation center in Ku
wiing, the capital of Yunnan Province in China, featu
a three-month. program, primarily for injecring bera
wsers, thar encoarages their rehabilitation 2
sugypurt from Family members (McCoy and athers 199
Amony, the patiene are those who were arrested 2
many who voluniarily enroll. The price charged w f
vienes is $120 for chose who are mandared meatmens a
1220 for those who volustarily enroll, Families are |
portedly willing 1 pay this price, which includes all thi
:Wl,djug, roam, and board. ﬁbdinghdlﬂpﬂthm‘lu
parting the druy habit of their rebatives, However, amo
patients fallowed after treament, B0 percent retum o |
jecting within rwo years.

8. The same general arguments—high costs and hi
rebapse rates—apply m programs dhat reby on medhadol
a synhetic drug thar, 1aken orally, removes the craving
heroin without inducing euphoria. Muoreover, becai
methadone is only effective againse heroin addiction,
does aot substirure for other injected dnigs.

4§, This change in behavior ncourred at a time wh
Thailind had neither nesdle exchange nor methade
treabricn pROgTAmS.

10. However, the programs are much les succenfi
prmoting condom use than ar modifying risky mjece
hehavioe (Mommand, Vishow, and Moses 1995). On
drug injectors ase infecred, proventing the spresd of H
tm achers theough sex is evremely difficulr; thus, ey 3
plementation of harm reduction sranegies among inje
ing drag users i exitical w preventing the spread of HI

11, The evaluations were undermken in Auwsers
Canada, the Metherlands, Sweden, the United Kingde
and the Undeed Seanea

12, Bath the sudy by Sereadih and odhers (19921
Malkeai ard Baromgo and orthers (19920 in Mwanza nowe ¢
education it no longer significant in multivard
mgressions. However, other intermediane behavionl
ahles are eypically included a5 explanatory variables in th
stuclies, masking the effece of educarion (which may &
determinant of all of them) and lesding 1 bias in the e



ates. The educational differences in nerl Muwanea ane sa-
sticallly significant for women and men, and they remain
gnificant in multivariare regremions (although whether
ndogenatis regressors were included is unknown],

13. This resalr from the GPA sexual behavior surveys
i net of the impact of age and occupation. Several other
aulics had similar findings. For example, greater school-
1 is associated with a higher probability of casual pan-
erships among men in DHS dam from Burkina Faso, the
lentral Affin Bepublic, Cote dlvoire, and Ugands
fachgrownd paper, Filmer 19971, Tn rural areas of Kenya,
“anzania, and Zimbabwe, educared women are more
kely to engage in casual sex than are uneducared women,
ut in urban ares the relaon is reversed, In Céte
‘Ivpire, men and women from wealthier howseholds
with a car and good housng) were more likely 1w have
asual parmers,

14. The absolue levels of condom use in figure 3.2 are
ot comparable scross countries, snce the reference pe-
i for the DHS question about ceual parmers and con-
o use was as short as one maonth (in the Cenrral African
teprshlic and Zimbabawe) and & long a5 one year (in Hain
nd Tanzania).

15. Prevalence among those with 06 years ol school-
ng was 146 percent, among those with 7-9 years was
06 percent, and among those with mare than 9 years of
chooling, 0,065 percent. These prevalence rates wens miea-
wred per 100 persoa-yeurs of observation (Care and orh-
rs 1994). Since the WHOVGPA data on sexual behavior
st abwoiit the same time period showed thar men with
tigher income and education were more likely o have
wmmercial or sl parmers, it is likely dhar condom use
vats alnmdy on the rise among, Thai men before the bruns
o the HIVIAIDS epidemic hir

16. The underfying sexual belaviors in these four
sopulations are smmmarkeed here as: {a) commercial sex:
b commercial and cusual se; (o) casual sex only: and ()
erial monogamy. The first Jinee populstions alkow some
ancurrent parnerships, bt the Llasy does nor. Ako, barh
ba) anid (1) have cominercial and casuad sex. For more de-
atl, refer back o d‘llplt.r 2

17, Wounen in sable relationships: are monogamass
i populations (a) and (db, bur are nor necessarily monog-

o

amois in populations (b) and (c). However, their race of
parner change is very bow. Although condoms are used
fur contraceprion in many deveboping countries, they are
usually not the preferred method of Gunily planning for
married couples; DHS surveys conduceed in the 19903
found that condom use among marred couples runged
from 0 to 3 percent {Curtis and Meitael 1996).

18 In the populstion with an epidemic fucled by
commiercial sex, the incresse in condom use among men
with casual and commencial parmners from 5 1o 20 percent
represents 20 percent comsistent condom use with sex
workers only. For the simulations of condom use, 1t is as-
sumed that if either parener wans 10 se 2 condom. 2 con-
o will be wsed.

19, The cost-effectiveness mighe have been sibsan-
tially higher had the authors included estimates of the
number of secondary infections sverted.

20, Mills and others (1993) found that STD mear-
prent coss for similar imterventions in Mozambique and
South Africa abso amounted o roughly $10 per episade of
ST treated,

2. The survey of the managers of nagonal ATDS con-
ol programs in 187 countries was conducred berween Die-
cember 1993 and June 1994, OF these, 118 responses were
received, for a response rae of 7% percent. However, the
queainy of the reponses varied fram *complete and demiled”
{¥bour one-quarter of the responses) to “sparse and general”™
{half of the responses, which recerved individual folloe-wup).
For more informaton on the survey methodology, sce
Mann and Taranwols (1996), box 301, pp. 315-17.

33, For these countrics there were no data whatsoever
on groups presined o have high races of partner change,
dura were from very small samples (fewer than 100 pen-
plel, o data were too obd {from 1990 oc carlier).

23, Questionnaines were senrta 120 coanirees; the re-
spomse mre was 42 percent. The liw respoinse e and che
high pamicipation of indourial awineries means thar the
results cired here are hot representative of developang
comptiiries bur are neverthebess e for the 500 oounrrics
thuar Em'['.:ipa[:d in the survey, Countries dhar I-n.|.'ru1:1td
inchuded 15 in Africa, 8 in Laom Amenca, 6 i Asta omd

the Pacific, 12 members of NATO, and 9 Furopean coun-
prics mot in AT,

24, Only the 43 countries with UNAIDS Counery
Programme Adviscrs were surveyed. Responses were re-
ceived from 26 advisers representing 32 countries, for a re-

rare of 70 and 74 percent. respectively. Amang the
32 couniries, | 5 were from Africa, 7 from Asia, and 5 each
were from Fastern Europe and Latin Amevics and the
Caribbean. The countries are: Barbados, Belarus, Benin,
Bulgaria, Burkina Faso, Cambadia, China, Congo DR
{formerly Zairc), Céte d'Tvoire, Cuba, Dominican Re-
ic, Eritrea, Ethiopia, Ghana, Haiti, Indonesis, Ka-
aakchstan, Kenya, Lao PDR, Moldovs, Mozambigue, Paki-
stan, Philippines, Rwanda, , South Africs, Togo,
Upanda, Ukraine, Vienezuela, Viemam, and Zambia,

25. Condom social markering began in eleven coun-
tries i 1900 Alhania, Chad, China (Yunnan Province
and Shanghail, Republic of Congo, Guinea-Bissau,

Lesotha, Madagascar, Myanmar. the Russian Federan
S-rrscﬂlf. and Ushekissan,

26, The costs of condom soclal marketing proge
are bemer documented than is their impact on HIV
mission or the extent to which they are used by the pr
The cost per condom sold over a five- w six- year pe:
through 1995 i eighteen Sub-Saharn African s
marketing programs was §0.19 (1995 dollars), inchu
the cost of the commindiny and overhead (Guy Sally
thy, P8I, personal communication). The net costs rar
from $0.08 w $0.20, depending in pant on whether
project was new, which raised coss, Cost recovery 1
program i only ahour $0.01 per condom. A seviey
C5M programs in ren countries {Bolivia, Congn DR |
medly Zaire), Céte d'Tvoire, the Dominicen Repu
Eeuador, Ghana, Indonesia, Mexion, Morooco, and 2
babwe] found thar ner costs mnged from $0.002 o 5
per condom solid, including the value of donared cond
{(Mills and odhers 1993).



CHAPTER 4

Coping with
the Impact of AIDS

HILE SOME COUNTRIES STILL HAVE THE

oppormnicy o avert a full-scale AIDS epi-

demic by acting early 1o change the behay-

ioor of those at highest ridk, others already

have large numbers of infected people

across many groups in the population.
Chaprer 1 presented evidence of the rermible impact of HIVIAIDS on
individual welfare, in terms of human suffering and losses in life ex-
pectancy. What can be done 1o mitigate the impact of the AIDS epi-
demic on people and sociery? There are many impaces of the AIDS
epidemic that cmnot be quantified—for example, the emotional pain
experienced by infecred individuals and their fBmilie and the psycho-
logical damage wrought on surviving family members. These impaces
are very important, but how po respond 1o them is beyond our expertise
and best left o others. This chaprer considers the sconomic aspects of
three types of impaco—on infected individuals, on the health secror
penerally, and on surviving houschold members—and the ways in which
government policies can help people 0 cope, given the many osher
pressing demunds for scarce public rewurces.!

The first part of the chaprer shows thar there are affordable, effective,
and huimane ways for governments in low-income countries o help e
the suffering of individuals infected with HIV. However, both povern-
meng and individuals in the poorest countries should be wary of fund-
iug :asprrn‘i ve trearments with uncermain benefies, The second part ol the
chapeer suggests i governments can cope with the increased demand
|-11: ..1:1;' Acdifie r.|.|p|'l.l}- uf!h".ll.l!i e b-ruughr an I'I!.-' 1'|'u: Aln!i 1.'pi,dutni.u. i
ways thar are effective and compassionare, as well s fair and affordable.
The third part proposes a strategy for developing countncs o addness the



needs of poor Familics hit by the AIDS epidemic in the contest of other
poverty programs. The chaprer concludes with a surmmary of the policy
recommendations for governments attempting o cope with the impac
of HIVIAIDS on health care and poverry.

Health Care for the Person with AIDS

HAT 15 THE HEALTH IMPFACT OF HIVIAIDS OM AN

i “ f infected individual over the course of the disease! Are there

effective, affordable treatments for people with AIDS in
low-income couneries? To answer these questions, this par of che chap-
ter reviews the many illnesses that often afflict people with HIVIAIDS,
the available treatments, and dheir cose. Ir distinguishes berween three
types of care: relief of symproms, such as headache, pain, diarches, and
shortness of breath, which is sometimes called palliative cire; preven-
tion and treatment of opportunistic illnesses (Ols); and antirerroviral
(ARV) treatments, which asempt o combar HIV ieself. Next it pre-
sents the amounts that developing countrics are acrually spending o
care for people with HIVIAIDS. While this amounr is often large rela-
tive o a country’s GNP per capira, it is usually oo little to buy all the
drugs needed to meat opporunistic illnesses, much less to pay for anti-
retrowiral cherapy. The section closes with a review af PUCErAIMS G0 Assist
with the home care of people with HIV/AIDS,

The discussion finds that although crearment of HIV irself is difficul
and exmemely expensive, some of the sympooms and oppormunistic ill-
nesses rypically suffered by poople with AIDS can be meated simply and
at bow cost. Some infecrious diseases asociared with HIY, espeaally
ruberculosis, are somewhatr more expensve o e, but because they are
infectious there are sound reasons for governments o subsidize weat-
ment of any infected individual who would not otherwise get treared,
regardless of dhe individual's HIV stanus,

Pallistive Care and Treatment of Opportunistic linesses

The pattern of opportunistic illnesses differs from country to country,
depending on which diseases are prevalent, and the qualiny and amoun
of rrearment avatlable. The mamaral hiscory of FITY illnes and several of

the most important opportunistic illnesses are defined in box 1.2, Figure
4.1 presents the proportion of AIDS patients who suffer from cach of
three Ols—ruberculosis, cryprococeosis, and Prenmocystis carinii proeu-
momia (PCP)—in six developing countries and the Uniced Seates. Tuber-
culosis is most comman in the three poorest couniries, the Congo DR
{formerly Zaire), India, and Ciste d'Ivoire, becoming less common as per
capita income rises. At the other end of the income gradient, PCP
mosr commaon in the Lnited Smves, and is also common in the middle-
income developing countries, Brazil, Mexico, and Thailand, bu is rarcly
reported in the three lower-income countries. Cryptococcosis, a generic
name for a group of fungal discases that includes cryprococeal meningi-
tis, shows no consistent pattern by income level, but infects at least 5
percent of people with HIV in all six countries. Among these three dis-
eases, and indeed among all Ofs, uberculosis spreads most readily from
people with HIV o others, As we discussed in chaprer 1, mberculosis
greatly exacerbares the health impact of HIV in many developing coun-
trics, particularly in Africa and India, where it is the most common op-

pnrn.m':stic infection.

Pate: Sivsge oaly theve oF the 200 or e Ok are inchided, smd sises 3 panienr may wilfer fom
many Oy befur desil, percentiges foc a given wueniy meed oot ool 100 peecent.

& Foemerly Faiee.

Sanirre: Mavkpressad paper, Pernzng | ¥ Kaplan snid ochers 11596

The pattern of apportunistic ille
which diseases ore prevalest m
uiality and amount of treatmes
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Becaise of the variagion in spmpoms and in oppormistic ill nesses,
the cost and number of health cane episndes for an HIV-infected person
vary widely, Table 4.1 presents rough estimates For the average costs of
pharmaceuncal and inpaticnr palliative care of symproms, prevention of
tuberculosis and PCL and cusative care of the more commun oppor-
runistic illnesses, Estimared liferime cost per parient for this care ranges
from £300 1o $1,000, depending on which drugs are used and the cost
per day of inpatient care.

How effective are these trearments? In the carly stages of HIV illness,
palliative treatment can incxpensively relicve some of the pain, discom-
fort, and incontinence that otherwise rob peaple of the ability w enjoy
life and coneribute to cheir Family and cheir community. Without symp-
tomatic wearment, dehydranon thar nesules from diarrhea and nausea
can kill in a few days. Fever and headache can be disabling for days or
weeks, As shown in the op panel of table 4.1, drugs for palliztive care are
qquite cheap, Hence, ull but the poorest HIV-infected patients and their
families are likely 1o be willing and able w buy these dmugs. provided
they are available. The sad ruch is thar these drugs are often not avail-
able, an isue we discuss below.

Muoving down the mble, we see thar the oppormunistic llnesses thar
commaonly arise cardy in the course of AIDS can also be sreaed guice
incxpensively. Treatment for thiush, toxoplismasis, and pneumonial
septacemia can buy one wo four years of life av an additional drug cost of
$30 rev $150—all bur the very poor would probably be willing and able
to pay for these treatments,

Rarer opportunistic illnesses like the fungal diseases end o ocour
later in the course of the HIV infection and are more difficule and
expensive to treat. For example, in the Unired States the average life
expectancy after diagnosis with cryprococeal meniginis, the most com-
mon of the cryprococoosis diseases, is 320 days, while in the Cango DR,
perhaps because of laver diagnosis, this drops o 180 days, even with ex-
pensive stare-of-the-are drugs (Rackground paper, Perrigns 1996). Since a
patient in che Comgo DR mighe survive 30 days without treatment, stch
drugs would extend life by about 150 days For abowur $870, In Thailand
earlier diagnosis would result in crearment exeending life by perhaps 330
days for $1.740. Many patients in these two countries might decide
against buying these drugs, even if they have the money to do s,

In the final suage of AIDS, the immune SYSTEM 5 50 weak that a vari-
ety af infections spread throughout the bady, leading 1o death. Ax this
point, morphine b assuage exmenie pain and the sensaon of suffoca-

Table 4.1 Ansual Cost per Patient of Palliative Care and Treatment of Opportunistic llinesses, Sab-Saharan Afric

and Thailand
{199 dallars)
Distgmiried apivoudes per coE T
100 patiens-years et i arisoade® m
Sypuprom ae ilfwess Afries Thaitamd® Africa  Thaikend Africe  Thailimad
Paliesive care*=
Diarthes a3 13,00 819
Scaling skin Fash 15 150 0.23
Liching skim rash 52 200 104
Covigh 120 1,40 LG6&
Fever 1 160 003
Headache 52 025 a.13
Pain, mild 52 142 0.58
Pain, seven: 17 400 138
Mauses v | 175 JJ:I
Shartness of beeath 43 &.50 280
Spadascal 59 594 1856 - 18,96
Tresromuenr wf inexpannve 4
Tub!mlﬁ'i-a’ 475 40 F7.00 26188 17.58 104.75
P, rariveid pacuronia 3 20 oG 20776 24 4155
Tomoplasmesis 0o 1 800 20776 o A6
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tion provides relief oo the dying patient, and this in nurn belps to case the
distress of the patents family. IF purchased in bulk ar international
generic prices, enough morphine to case the last two weeks of life would
cost less than $4. Bur because of international controls on morphine dis-
tribueian, this essential drug is racely legally available in poor countries ar
any price.

The foregoing discussion has shown that many of the symptoms and
opportunistic illnesses char occur in the early stages of AIDS can be
effectively meared at low cost. Unformunately, the low-cost generic forms
of the needed drugs are ofien unavailable; cven when they are available,
people often lack informarion abour their efficacy. Thus, many people
pay much more than the $10 to $20 cited in the @hle for palliative treat-
ments, while achieving no additional benefit. Governments can address
these problems by facilitating the availability of generic drups needed for
palliative care and commen opportunistic illnesses. For example, coun-
wries with a concentrated or gencralived epidemic could add these med-
ications to their list of “esential drogs” which are widely diseributed.
Covernments can also help patients 1o make informed decisions by
ensuring access o reliable informarion abour the efficacy of various rear-
ment options, both pharmaceuticals and tradivonal remedies. The
degree of government subsidy for ereament will depend on the counery's
overall health financing policy. We discuss this issue later in the chaprer,

Antiretroviral Therapy Is Expensive, Uncertain

The wrearments discussed above ease suffering and prolong life bur
ultimaely tail o save the parient’s life because none arcacks the underly-
ing cause of illness—the continued spread of HIV within the bady and
the consequent decline of the immune sysrem's abiliy 10 recegniae and
repel biological chreare. A few drugs have reduced the levels of HIV in
the patient’s blood below the ability of liboratory e 1o derect it
Unformunarely, these drugs are expensive and complex w0 administer,
their long-term benefits are uncersain, and their efficacy varies greaily
fram ane individual n another.

The first drug that showed cvidence of inhibiting dhe spread of the
virus in an infected patient was Zidovidine (AZT, or ZDV). When AZT
wras introduced in the lave 19805, the cosr of 4 year's dosage was abow
210,000 in industrial countries. By 1997 the cost of a year’s dose had
fallen 1o abour 32,738 in induserial counrries, while Thailand and 2 few

othes developing countrics had negotiated bulk purchases for as e as
$657 per patient per year. However, excepe for prevention of mather-to-
child transmission, AZT rarely provided dramatic benefits, adding per-
haps six months of healchy life for the average patient (Prescore 1997;
Territns and others 1997)

A more effective therapy involving, the use of three antiretrovirals was
announced in June 1996, A year later, the U5, government isued draft
guidelines recommending carly, aggressive meatment of HIV.infected
individuals with triple-drug therapy (Brown 1997). However, it was clear
that more time would be needed before the new therspies could be fully
awsesser, Some individuals raking the medicines in clinical wrials have dra-
matically improved their health and no longer have derectabde levels of
viral RNA activity. Yet even among these patients the virus may only be
hiding and could re-emerge. And ather paticnes show litde or
no reduction in viral levels, while still others cannot tolerate the drugs. As
of mid-1997 no stucies had yet been completed estimaring the average
percentape of patients who could benefir from triple-drug therapy or the
characteristics of patients most likely to respond faverably—or to relapse.

Does triple-drug therapy offer reasonable hope for mrearing the disease
in developing countries? Even if the therapy is shown o be gencrally
effective, three substantial problems will remain: the cost of the drugs
themselves, the costs and difficulty of the monitoring needed for the
therapy o be effective, and problems with patient compliance. Alchough
all of these problems also exist in industrial countries, they are likey o
be expecially severe in developing country medical serdngs.

Table 4.2 shows the cost of the drugs and necessiry monitaring in
Thailand, one of the few developing countries where the therapy is avail-
able, and the United Kingdom or United States, and hints as well at the
great complexity of regimen, Because most of the drug costs and all of
the monitoring costs are lower in Thailand than in the owo induserial
countries, overall costs are 3 minimum of about $8,(000 [per year in Thai-
bind. compared with a minimum of abour $12.000 per year in the
Unired Kingdom and Unived States. These costs are likely o decline
over time, perhaps substantially. But even if costs fell o ome-Frundredl
of current costs, or abour $80 dollars per person per jear, they would
still be several fimes the toml annual per capita expendinuee on health
in many low-income countries. Moreover, effective antiretrovital ther-
apy requires a highly trained, specialized physician working in a well-
equipped clinic with expericnce performing a wide mnge of sophisci-
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Table 4.2 Annual Cost of Antiretreviral Therapy, Thailand, and the United

Kingdam or the United States
| dasllars)
Dheily or umis cont Amusiel eour
UGS, . 1 SSRIE > T 10 UEw UK o
g fmgl  Thailand U185, Theilend 1S
Nouckowriede BT inibitan
Zidevudine (ALT) 500 1.60 -1 S T
Diidanoeine {ddl) 400 5.80 7% 2117 1099
Palcirahine (dd ) 215 540 681 19%1 2486
Seavisdine (44T) 80 = 7.5 —  zs00
Lamimadine (37C) 300 — 737 — LN
A b
Saquinavir (S0V) 1,800 19.08 6870
Ritoaavie (RTV) 1,200 1195 2,010
Indinavir (IDV) 2,400 1184 4320
Thiee:
Mumiraring ;-'"
Bload counr L2400 10 2100 M 2
Bload chemistry 400 2 35.00 48 1400
I eount 400 3000 157000 120 638
RMA wiral boad 350 S0 000 175 39
Addivional ootpariens visie 1200 [360 10000 16F 1200
Tarad flor eriple-drug theeapy* y
AZT, ddl, and 1DV 4595 19,803
AZT, ddl, and RTV 13,285 23493

— [Mara et wvuilable or o applicabile.

a. Triple-truy thenspy comdr af v o fiest group of drugs plus oee of eond grp
i woeirsg. [vugs are grven daily. Which three dnigs shoubd be ombised is s mar-
et af currene research arel peubably vures by panens,
mm.'mw”"' Perrigtns. |#96; Prescom s sshess 1997 and Moo and

cated teses and procedures, all of which are in critically short supply in
mist developing countrics.

In the event that cost and infrastrucnine problems could somchiow be
overcome, patient eompliznce would continue o pose serious difficul-
tics. Patients undertaking viple-drog therapy must swallow up m 20
pills a day according 10 0 complex schedule relared o sleep and meal
tinmes. Failure to follow the schedule increases the chance that the vins
will become resistant or that the patient will be oo sickened by dhe drugs
to continue treatment, Even well-educared parients with good clinical
support have difficulry adhering o this demanding regimen: moreover,
paticns in the early stges of HIW infection are sometimes nox willing o

COPING WITH THE IMPACT OF Al

rake drugs thar make them nauseous when they otherwise feel healdhy. In
clinical triaks in inchustrial countries, for example, as few as 26 percent of
patients complied with the instructions (Stewart 1997), Problems with
parient compliance are likely o be worse in low-income countrics due o
lerwer edducation levels and the many other problems that poor people in
developing countries face,

Even with all these difficulties and uncertaingies, many paticnty in
developing countrics will ask their physicians for miple-dmg therapy, just
as patients have arempred 1o obeain AZT, Governments will in turn face
pressure oo buy these drugs and w subsidize the necessary dinical ser-
vices, When very few peaple have AIDS, total costs will also be small rel-
arive to other pevernment experditiures. But as the epidemic progresses,
the number of AIDS cases and the cost of the subsidy will escalare
rapidly, drawing reseurces from ather pressing social needs, Ar some
point it will become evident thar such a subsidy is unaffordable and also
unfair to the many people who for 2 variety of reasons want government
help biit do not have HIV.

Individual Treatment Costs for AIDS Are High, Even in Poor Countries

We have seen thar medical responses o HIVIAIDS range from a few
pennics to thousands of dollars. How much a country actually spends to
wreat a case of ALDS depends on many Bctors besides the differing cost
of health care inpus. The most imporant of these is the amount of
treatment that the HIV-infected person, his or her family, and any third
parry payers such as insurance companies or the government are willing
and able m |:|u]r. and how much the government subsidizes health case
and AIDS treatment. Figure 1-8 showed thar across countries this
amnt is strongly comelaed with per capita income, An in-deprh study
of AlDS expendinire in four countries and 550 Paulo Seage, Brazil, con-
firms this general partern; the average total (public and private) ALDS
expenditure varies from 0.6 times per capita GDP in Tanzania o 3.0
wirnes per capita GO in Sdo Paulo; the average is a ratio of abour 1,5

{background paper, Shepard and others 1996),

Alternatives to Expensive Inpatient Care

Where the AIDS epidemic is severe, healch policymakers inside and
outside povernment have sought ways to prwvide compassionate care at
low cogt. Three aleernatives to expensive inpatient cire are autpatient



AIDS dlinics, hospice care (residential low-technolopy care for the tor-
minally ill}, and home-based cire,

One innovative program to deliver high-quality treasment of symp-
toms and opportunistic ilneses withour the expense of hospiralization
was an outpaticent clinic started in 1989 in Sio Paulo, Brazil. Such din-
ics are especially well swired w serve urban HIV-positive and AIDS
patients who are able 1o leave their homes, Later in the course of the
disease, when the patient is less mobile, the hospice or nursing home
provides a lower-cost substitute for inpatient care in a sophisticated e
ferral hospinal. However, since such Facilities are rarely available in devel-
oping countrics, the main alternative 1o the hospital is care ar home.

Whar sare of home-based care is most effecrive? An analysis of the cost
of cight home-based care programs in Zambia found thar community-
initiated programs were more effective and much less expensive than
hospital-initiated programs (Chela and others 1994; Martin. Van Praag,
and Msiska 1996). Assuming thar the averape patient with AIDS would
suryive six months with either rype of care, the benefits of the care muse
be measured in reductions of hospitalization cost: seduced travel time to
the hospiral for the paticnr and the parient'’s carcrakers; increased pariens
satisfacrion and comfort; and andillary benefis 1o the communiry, such
as improved understanding of the ways o prevent AIDS and decreased
srigma oward HIV-positive people. Since the study found thar pariens
who received home-based care reduced their hospitalization before death
by anly two days, the cxpendivure an the hospital-initiaced home-based
care programs of about $312 (6 months x 2 visies per month x 326
per visit]) was much more than the $14.50 siving 1o hospital charges
(2 days x $7.25 per day). On the other hand, the costs for six months of
community-initared home-based care averaged just $26, less chan one-
renth the cost of the hospital-iniiared program, and could almess be jus-
tificd on the basis of reduced hospital use alone.,

The tenfold cost difference between hospital- and community-
iniriared home cire programs was due to the much larger expendioue an
transport and staff rime for the hospital-based programs. For exsample,
on & rypical day a weam of erined hospital-based nurses could visic only
four to cighe patients. abour a quarter of whom were sway bom bome
when the team arrived. As a result the hospital-iniciared reams spent on
average about pwo hours on the mad in order to spend only fifteen min-
uees with the parient. In contrast, the community-initiated eams walked
only a few minures and spent an averape of rin hours with the patient,

If the low cost of the community-inivied home-based care program
in Zambia can be generalized 1o other sertings, it is possible thar such
care would be financed by the patients. their families, and their commue
nities. Indeed, the communiny-initiated Zambian programs function
well because of srong volunteer support from the local communirics.
Since the bencfits of the program include the public anes of improved
kmowhedpe about HIV prevention and reduced stigma, there may be a
government role in fimncing such programs, ar least until their privase
benefits to patients’ families are sufficiently well undersiood for these
families and communities o support such programs on dheir own.
Where policies exist 1o Fcilitate acees vo health cire for the poor, they
should be extended to include community-based home care programs
using the same eligibility criteria.

Difficult Health Policy Choices in
a Severe AIDS Epidemic

the individual HIV-infected person and demenserated that

limired trearment of symproms and opporunistic illnesses,
espectally when performed partly by community-initiared home care
programs, can provide compassionare eare ar relatively low cose. Tn this
section the need o keep costs low becomes more apparent as we widen
the focus froam the individual HIV-infecied person o the health cane
needs of all people in a country, To berter understand the difficulr
tradenlfs involved, we first estimate the m'lEnirudc of the impact of
ALDS on the health secron, and then discuss how government policies
can mitigate this impact.

THE PREVIOWS SECTION DESCRIBED THE IMPACT OF AIGS ON

Haw HIV/ADS Will Affect the Health Sector

ALDIS will affect the healith secror in rwo ways: by increasing demand
aid by reducing the supply of a given qualinr of care ar a given price. As
a resule, some HIV-negarive people who weaould have abeained irearmeni
had there been no epidemic will be unable o do so, and rotal narional
expendinire an healch care will rise, both in absolure werms and as a pro-

portion of national P‘n:hiutl:.!



Iz 4.3 Deaths per Thowsand
its Caused by a Constant Rate
IV Infection

HIV Median
i L ]
infection to death

pereene) i pears 5 years
a o o
El 33 1.1
10 10.5 3
15 138 333
0 1 4.4
0 LR b F
50 526 1L
L] 105.3 22r2
MNur. The deach mares i colwmns
! and 3 aex cabiulaned by mualiply-
g the prevalence rare From cohimn
| by DONIM]), where M s the me-

plemmic in wehich incideree i con-
rane and o propordon 1AW of
bose: (nfrceed b2 piven e die i
wmch oF 1M subsequient year. In the
bwence of HITW, the basellme mamd-
iy rane put ibousand sluls age 15
o 51 ranges fram 0.8 in imduserial
wunetles w0 us bigh = 5 in same
e al Sub-Saharn Afrca

Increased demand for care. Mosz people who develop ALDS are
prime-age adules. Withour AIDS, this | 5050 age group accounts for
anly 10 to 20 percent of all deaths in a developing country, but these
deaths rypically generate a disproportionare share of roral healdy care
demand {Owver, Ellis, Huber, and Solon 1992; Saverbom, Berman, and
Nougrara 1996), Moreover, since several studics suggest that adults with
AIDS wse mare health care prior o death than those who dic of vther
causes, of even of ather pn:ﬂ:mpd illnesses, the percentage increase in
the demand for care by adults is likely to exceed the percentage increase
i their monality due o AIDS, As 2 resule of these two Facrors, in 1
country where prime-age adules urilized one-quarcer of all health care be-
fore AIDS, a given percentage increase in their demand for health care
will increase sosad demand by ar feasr one-quarrer of thar percentage. For
example, a 40 percent increase 1 che muru]n'}l rate ufprimu:—ag: adules
will increase total dervand by at least 10 percent, even though total mor-
vality has incresed by only 4 percent 1 § percent.® IF AIDS patients use
expensive antiretroviral therapies, the increase in demand will be much
Ercater.

Harew mitich the demand for care increases in the aggregare depends on
the increase in dhe pri.m:—:gt:.du]rd.c:lﬂ'l rate, which in turn dq:icnd.sm
the level of HIV prevalence and the median time from infection to death
{rxble 4.3). A srable prevalence rate of 5 percent among prime-age aduls
evenmually increases their annual mormality by abour five deaths per
1,000 adules if the median time from infection w death is en years, or
by about ten deaths if the median rime is only five years.! A prevalence
rate of 30 percent, such as is ohserved in Lusaka, Zambia, will incresse
the number of deaths per 1,000 adults by 30 w 60, depending on the
median time w death. In Sub-Saharan Afnic, where momality rages in
this age group were as high as five per 1,000 before the epidemic, even a
% percent infection e will double or miple the adule death race. In a
middle-ineome developing country with adule mosality of one per
1000, the same endemic level of HIV infecion will increase prime-age
ailult mortalivy five- or tenfold.

Given these parameters. how much will the epidemic incresse the
demand For care? I a country where adslts conneme onequarter of health

aitre periar to the AIDS epidemic, HIV prevalemce is constani ar 5 percent of

adlts, the median time to death is ten pears, and the baseline nrovtalicy nuee
iy prime-age adults 5 5 per FOM, the epidemic will cauic a 26 pervent
imerease i ehe demiand for healeh cave at gvery price® If the prevalence rare

=

is higher, the median time to death shoster, or the baseline adult morzal-
ity rave smaller, the percentage increase in demand will be correspond-
ingly gt

A final important factor that may increase demand is insurance. This
vy take the form of private insurince, a government-rin insurance pro-
gram, of, maore typically, health care financed through general eoation,
Because a portion of health s costs is often covered by one or more of
these types of insurance, the price paid by the patient is usually a fraction
of the cost of providing the care, Since insurance enables patients w pur-
chase more care than they would otherwize, it increases the demand for
care arising From any given level of illness; thus magnifying the price
shock of an AIDS epidemic. For example, if the proportion of cost of
providing care paid by patients (i.e., the coinsurance rate} is 25 percent,
patients will reduce their urilization in response to increased cost by omly
a quanter 3 much as they would if they hasl to pay the full increase.

Reduced supply of health care. In addition to increasing the de-
mand for care, the AIDS epidemic will reduce the supply available ar a
given price, in three ways. The magnitude of these effects, discussed
below, will generally be langer in the poorest countries with the largest
epidemics,

The first and largest effect is the increased cost of maintining a given
level of fery for medical procedures. Even withour HIV, hospitals and
clinics in poor countries may pose a risk o health, Needles and other
imseruments are not always sterilized, rooms are aften overcrowded and
poorly venritared, and care providers may ck rubber gloves and some-
times even soap, Without modem blood banks, a ransfusion might in-
foct the recipient with heparitis B, In such sinsations, infecdons of all
types spresd rapidly; some, including such common illnesses as prew-
monia. may kill, Before HIV, however, infections picked up in a clinic
or hospital were marely farl g0 persons not already in 3 seriously weak-
ened scape”

Beciuse the AIDS epidemic has gready increased the risk to patients
of existing medical procedures, simply maintaining the level of safery
that existed befire FITV requires additional hygiene and blood screening,
bath of which increase the cost of care. In middle- to high-income coun-
trics; where blood screening and seerilization of injecring equipment an:
alrenely the norm, the impact of AIDS i confined o the incremental
cowts of adding an HIV test ro cxisting tests and using mubber gloves and
Fice masks in simarions where they were previously not used. In poor



UM FMEI N MG ALY FUB LIS bR R § b b8 8 B sibe e ss =

countries, where blood screening and needle sterilization were lacking
befiare the epidemic, the resources needed 1o maineain the quality of cue
in the face of the AIDS epidemic can be substantial, For example, the an-
nual recurrent budget of the Ugandan Blood Transfusion Service, which
was cstablished in response to the epidemic and meers the demands of
the entire Ugandan national bealth care system for clean blood, is esi-
mared o be abour $1.2 million, incuding capital and recurrent costs,
This amounts to about 2 percent of national public health expendineres
or about 1 percent of tosal national health expendimres (European
Commission 1995a), Despite the potentially high costs af blood screen-
ing, HIV has grearly increased the justification for a government role in
ensuring a safe blood supply. However, there is no convincing rationale
for government o subsidize the entire cost of running such a service
indefinitely (see box 4.1). Blood screening and improved collection pro-
cedures will protect blood donors and recipients, However, since average
donors and recipients do ner engage in unprotected sex with a large
number of partners, a person infected while giving or receiving blood is
not likely tw pass the infection o many others. Thus, in developing
countries where the cost of establishing a safe blood supply is high, blond
screening will not be among the more cost-effective approaches o pre-
venting an epidemic based on sexual rransmission (see box 4.2).

To be sure, blood screening and bewer hygiene will help o prevent
the spread of other infectious discases besides ATDS, Such measures will
also reduce the occupational risk of AIDS and other diseases thar health
care workers face, and thesefore reduce the amount of additonal com-
pensation needed 1o offsee their oocupational risk—an isswe we discuss
below. A carcful accounting of the net cost of protecting patients from
HIV by screening blood would need to take into consideration these ad-
ditional benefirs, for which dita are lacking, However, it seems Likely
that even if these benefits are raken into account, the remaning cost of
screening blood and improving hygiene to protect patients from
HIV/AIDS woubd substantially increase the unin cost of medical care,

The second Factor reducing the supply of medical care at a given price
is the increased attrition of health care workers who become infected with
HITV. Like all adulrs, health care workers may become infected wich HIV
a5 1 result of sexual contace or use of unsterile injecting mquipmicnt. They
also Face an additional risk of becoming infected in the course of their
wark; however, this risk is generally much smaller than the risk from sex-
wal contace. Thus whether the AIDS moralicy rae among health care

Box 4.1 The Government Role in Ensuring Clean Blood

THE HIV/AIRS EPIDEMIC HAS DRAMATICALLY
increased the importance of clean bload. Where the
most seriows common infection that a rransfusion
recipient previously had to féar from wnscreened
blood was hepativis B, which is rarcly fazsl and com-
municated b only about 2.5 percent of unscreened
rransfisions, recipients in some countries now face a
ome-fourth chance of HIV infection (Emmanuel,
WHO, as cited in Fransen, Coifimcs-
tion). As a resule of the HIVIAIDS epidemic, the
transfusion required for @ surgical procedure or
childbirth thar might have been relatively routine in
a developing country ren years agn now requires die
guaranres of dean blood 1w be equally safe.

What should be the government's rele in the pro-
vision of safe blood? Seming ande povery, which is
addressed in the vex, five justifications cin be identi-
fed for the public to sbsidize or otherwise play a
rode in the provision of blood; (1)t prevent HIY
infections in blood recipients: (3} o prevent infec-
tiong in the sl partners of biood recipienc: (3) w
nmﬂdumm;p‘mwﬁh:mﬂﬁfﬂrtht
health risk From unscresned blood; (4) m provide
the economies of scale that apply 1o a blood bank
services and (5) to avoid the dafficuley that d citizen
would have in judging the quality of a blood bank.

While a high-uality blood bank will obviously
be quite effective in preventing the transfusion of
infected bload, and thereby in preventing the hospi-
ral from infecting transhesion recipients. this fact
does not, by iwself, imply thar the government
should play a role in supplying the clean blood.
Seating aside for the moment considerations (1)
through (5), the provision of clean blood i compa-
rable in importance o the provisien of dean nee-
dies, clean I:u'u!.aﬁu,nnddmhmdlrffhruum
whis change those bandages. Any argumenrs for gov-
ernment financing of decent qualiry of care, inchud-
ing basic cleanliness in the hospital, also apply 1w
clean blood. IF one sccepes the angument thar haspi-
tal care Is & basic need, which should be heavily suls-

sidized by the government, then the same argument
would apply to clean blood. 18, however; one be-
lieves chat there s no abvious reason wo favor cura-
tive health care over other necessities, such as
clothes, howsing, and clean water, then dlean blood
shasiald receive as lire subsidy from dhe government
as ocher curative health care services.

Yer even those who believe that most curative
care deserves litthe subsidy sdmir thar the oearment
af infecticus diseases confers positive externalities
and thus should be sibadied. Thic brings us ro an
evaluation of the scoond considerstion, Assuming
that transfusion recipients cecover from the medical
proceduse and then become sexually active, preven-
ing their infection may prevent them from infecting
athers. How large ame these positive externalirics?
Far one country, Uganda, box 4.2 shows thar a
highly effective program prevented $17 secondary
infections in 1994 ar a cos of $1,684 each, While
this cost i much less than the lifetime rearment
cost of an HIV-infected person in an industrial
cointry, it s more than any resonable estimare ol
the cost of preventing secondary infections in
Ugganeds, Thus, the prevention of secandary infec
tisns does noe appear o be sufficient o justify gov-
ernment subsidy of the entire cost of the progrm
although it could justify a parsial subsidy.

Considerations (3) and (4) appeal o the same
cconomic arguments often used to juseify govern
ment infrastructure investments, The sudder
incresse in risk from blood mansfusion is a shock
privare institutions 1o make nev blood-screening
arrangements quickly. As the insurer of last resor
against catasmrophic changes in the environment, th
govermment has a role in asising sociery in adjuse
ln;mdtncwhghﬂ'mmlimmﬂnn}'ﬂrwd
care in the presence of AIDS. Funhermore, 2
demonstrated by box figure 4.1, a blood transusion
service entall substantial economiss of seale. Since

(e comimes am e follouring page.
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Box 4.1 (continued)

single tramsfusion service can serve all local needs
without exhausning in economies of scale, it would
b 2 mastiiral maosnopaby withoor the fear of comperi-
tion o ensure quality service at the best price. It
wontlel be farced i charge prices above manginal cost
in grder 1o cover s coses and might charge prices
well above average costs in order o maximize i
profits, Just s for eleceric unlites and other nanral
monopalics, there s o well-established justiication
foe povernment intervention to regrdaze, if not own
and operate, them in such croumstances. However,
they do nof jusnfy a 108 percent sulidy for blood,
Consideration (5] involves the inability of the
public o pudge the qualicy of a blood bank. This
angument i not particular m blood ranshsion ser-
wices, since patients fave an equally difficuls dme
jusdjgings the quality of their physicians.! Yer pariens
can choose among many different physicians, bar,

Box Figure 4.1 The Cost per Unit of
Blood Transfused in Uganda
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because of the economies of scale. are unlikely m
have a choice of blood banks, The government and
the public should nor assume that any monopaly,
whether it produces elecricity or blood bank ser-
vices, and whether it is “for-pmfit” or “noaprofin,”
will indefininely performy in the public's best inperes.
In this situation there is an argument for the esmb-
lishrmen of o regularory beard 1o whom the bload
transfusion service is responsible® The board shoudd
consist of representatives of the medical establish-
ment, government, and patients and should preduce
an annusal report on the quality of the blood bank
service, which should then be widely disserninared
in the pres,

In sum, the appropriate role of government in
financing blood supplies depends first on one's view
of the depgree of financing the government should
provide m curative healdh services. The argument
for curative services extends directly m the provi-
sion of blood. The number of secondary infections
avented through hlood screening is unlikely 1o be a
powerful argument for povernment subsidies. Even
s, there is 3 srong argument for the government w
laumch and nurture 3 blood bank service 41 a subsi
dized “mfant industry,” before subjecring it w the
sigos of the financing arangements provided for
the resc of the health care sysiem. Finally, because
cenvisomics of scale will terul 1o make the blood bank
a monopoly in most communines, bood bank ser-
wices should bt!ub.]tr_l 0 ST I.T.'F.I.!.ﬂl.l'.ll'r TEvigrw,

! Informanoen s asy ally desmiiredd b the firm
pervaducing wined setbing bdood amd the hoapials, physiciamn, o
prestieran. whin comsurnr f

“Whil: parients shoadd be chaeged the wime perceniage of the
il comt o o st of bkl thuai 1'|'u.7 T ch.u'pﬁﬁ;rr naher
wsmtior e ol noaindretious diseases, i dices nos follow fhag
dhonoars showld be paid for bloesl. The clsereatinns by Richand
Timuzs (1972 mganding the benefies of recruiting solunary
alemars have been found (o spply in many Sifferens aaanal
seming

in Uganda
HOW COST-EFFECTIVE 15 BLOOD SCREENING IM
preventing secondary HIV infections! One answer
to this question can be seen in the resuls of che
Uganda Blood Transfusion Service (UBTS) for
1993. Having established it ability to supply
Kampala with elean blood in 1991, by 1993 the
UIBTS was reaching out to cover the entire country.
Thae year the service transfused 20,156 patienas
throughour the country ar an sverage cost of ap-
provimately $38 per unit of bood, and an average
of 1.2 units per patient, for a total budger of apgaron-
imately $929, M0, Box rable 4.2 breaks our the HIV
preventing benefits of the service, showing thar i
use averved HIY infection in an estimated 1,863
Bitt to measure the positve externalities of the
program, and thus the rmionale for government sub-
sidies, we need o look beyond these primary infic-
tions o consider secondary infeerions. Children wha
endisgh to infect others, but some of the adults may
be sufficiently youwng and sexually active o engage in
risky sewual behavior laer in thelr lives. Since many

Box 4.2 mummmm”@m

Bax Table 4.2 Effectivaness of Blood Transhesion at Averting HIV Infection, Uganda,

Efferes of inlood cramsfusioss Cliriledren
Patients rransfused 11.51%
Paticnts expected 1o die withour reansfimion 5,758
Piriens wi diad despiee viantfimion 3401
| Mumber of dentha p J 1.957
| Mumber of primary HIV infections prevented 1,033
| Mumber of secondary HIV infecaom prevenzad 1]
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workers is higher or lower than among the general population depends
masitly on the cffecrs of income, education, and social stams on sexual be-
haviar. Two studies of HIV prevalence imong healih care warkers from
Africa suggrest thar doctors and nurses are ar leist as likely to become in-
tecred as other prople (Mann and others 1986, Buvé and others 1 994), 1F
this is true elsewhere, 3 country with stable 5 percent HIV provalence can
expect that cach year berween .5 and | percent of it health care providers
will die From AIDS; a country with 30 percent prevalence would lose 3 o
7 percent of its helth cire workers o the epidemic. This attrition from
ADS deachs may substantially increase the cost of health cire. For exam-
phe, if labor costs are half of wral health care coses, and raining o re-
cruiting a replacement worker requires 2 one-time expendinure equal w
the worker's annual salary, then a 7 pescent increase in avrition will in-
erease total costs in the health sccior by 3.5 percenc.

The third way in which AIDS reduces the supply of health care i
through the additional risk v imposes on health care woders, Even
though most HIV-infected healdh care workers scquire their infection
through sexual contaer, in 2 society with a large proportion of HIV-
pusitive parients, health care work will be more dangerous than if there
were no HIY, Some students who would have become docrors and niurses
ﬂmmmmmﬂm.uﬂmﬁqmmmﬂ
with higher pay for the increased risle. A recent survey of medical and nisrs-
ing students in the United States found thae AIDS had indeed reduced the
atcractiveness of specialties in which contace with HIV-posifive paticnis
was mare liky (Bernstcin, Rabkin, and Wolland 1990; Mazzullo and
others 1990). This prablem is likely 1o be most severe in hard-hit develop-
ing countries, where HIV prevalence is much higher and rubber gloves
and other protective equipment are often in shor supply, In Zambia, for
example, some nurses have demanded special payments to compensate for
increased ocoupational risk due o HIV (Buvé and others 1994),

The magnimude of increased costs of medical ssaff has nor been esti-
mated. As noted above, improved precautions in hospirals and dinics
may reduce these costs. Bur because people respond w0 perceived risk
rather than actual risk, such improvements may have little impact on dhe
demand for increased compensarion. Thus, it scems clear that health
care workers' perceprion of risk will increase the cost of care.

The toral impact of these three effects—inormsed cost of preventing
infection in medical faciliies, anrition of health cane workers due 1o
HIV, and additional pay that health cane workers demand e compensite
them for increased risk—will depend mose importantdy on HIV preva-

bence and whether modern blood banks and hygiens were already in
place. fin a country that has 5 percens HIV prevalence among prime-age
aedults and lacked biood banks and blood screening befove the cpidemic, a
consernative guess i that the cost of providing care of a given guantivy and
quicelity ewill pive by about 10 percens.

Scarce care, higher expenditures. Taken together, incresed demand
and reduced supply have two relaced impuaces: first, health care becomes
scarcer and thus more expensive; second, national health care expendi-
vure riscs, The siee of the increases in health care prices and national
health care expenditure depends partdy on the price-responsiveness, or
“elasticity.” of the demand for and supply of care. For most goods, higher
prices reduce demand, as consumers swirch 1o substitures or forgo an
intended purchase alrogether. This came principle holds true for health
care, but the price-responsivencss or elasticity of demand for adule health
care is usually small, since there are no close substieures, and people who
are sick and whe have the ability to pay will often pay wharever is needed
w0 get well. For the purposes of our simulition, we assume thar a price
increase of 10 percent would decrease utilization by only about 8 per-
cent, for an elasticity of 0.8.7

Higher prices abso generally increase supply. Here, oo, however, the
nature of the health sector affects the supply response. In the very short
run, perhaps a month, the supply of care is unlikely o change much,
Orver the long ran, the supply of physicians and inputs to health care can
expand as much a5 necessary. Over the medinm nun, five years or so, we
would expect the supply of care o respond somewhar o increased de-
mand and the resubting higher price. One response observed in Canada,
Egypt, India, Indonesia, and the Philippines is char physicians who work
in the public secror rearrange their schedules o offer more health care
privately, after their abligations o the government have been mer. The
elasticity of this response has been estimated at about 0.5, meaning that
every 10 percent increase in the price of care elicits a 5 percent increase
in supply {Chawla 1993, 1997; Bolduc, Fortin, and Fournier 1996),

W have argued in the previous two subsections that a constant 5 per-
cent seroprevalence mte would eventually increase the demand for can
by ahour one-quarter and the cost of care of a given quality by 10 per-
cent. Dirawing on the assumptions in chis subsecrion shour the elasticities
of the demand and supply responses, and assuming thar parients pay half
the cost of health care, box 4.3 shows thar voral national health expendi-
ture, and also the government's share ufcapnn:limrt.wnu]d hoth incremse
by abour 43 percent. The incresse would be bess in a country like India,
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Box 4.3 Estimating the lmpact of AIDS on the Health Sector

HOW MUCH WILL THE EFFECTIVE MRICE OF CARE
imcrease as a result of AIDG? Box figure 4.3 demon-
mm]\uwd:wrmimﬁ:ufdminnm
can be estimated for a hypothetical country with
clasticities of demand and supply for health care of
0.8 and 0.5 and a government policy to subsidize
half of the coat of care. The o solid lines show the
amount of health care that is demanded and sup-
plied st each price prior w0 an HIV cpidemic. {The
demand curve is drwn with an cbassicity of anly 0.4
in arder 1o ineorporate the effect of the govermment

Box Figure 4.3 The impact of a 5 Percent

Infection Rate on the Quantity and Price of
Health Care

Price of
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Nosr: The demand nd sipply curves are conoruceed o ch
the price elnticition st the poine (10, 061 arr 0.8 and (.5, respec-
cively, The impace of ALDS iy Susrased by shifring the demand
curve o ihe Aght by 2% percent a2 cvery price and e supply
cueve up by D0 pemcent a every uantity. Ser the bov et for an

subsidy on consumers.) The figure is conseructed so
that the marker equilibrium accurs at a price of 10
currency unims per wnit of health care, ar which 4
toral of 10 units of care arc delivered. Toel bealth
care expendinere in this hypethenical country is thus
10 times 10 ar 100 currency units in the adsence of
the AIDS epidemic.

Mow assume there is an HIVIAIDS epidemic
that levels off at 1 constans seroprevalence of 5 per-
cent of the adult population. The arguments in the
chaprer sugpest thar the amount of health care
demanded ar every price & likely o increse by 25
percent, while the cost of purchasing any given
amaount of care of & given quality will increase by 10
percent. These two impacts of the AIDS epidemic
are illustrated by a righreard shifc of the demand
mmhylSp:mmImth:dﬁhd.dmmd-
shoping line) and an upward shift of the supply curve
by 10 percent (m the dashed, upward-shoping line).
The impacs on the equilibrium price and quanrity
can be read From the figure. The price of a unit of
health care wall increase shout 30 percent, and the
amaunt of care provided will increase abour 10 per-
cent. Toal national cxpendioure, the price per unic
of care times the number of unirs, will increase 43
percent 1o 143 currency unis (snes 13 % 11 = 143,

We have seen that a third-party payment, such as
mww.wm#hwh
makes people less sensitive to changes in cost of
health care, By reducing the price elasticity of de-
mand, such third-pary payments ke the demand
curve seeeper, both before and afrer the introduction
af AIDS.

Measuring the searciry of medical care through changes in the price af
care of given guality is problematical because of the difficulties in mea-
suring quality. This is especially true in developing countries, where a
general lack of data is compounded in the health sector by government
subsidies and nonprice forms of rtioning. In such cases, the effective
price of care may rise even though nominal prices remain constant (sce
box 4.4). Furthermore, because of the lag berween infection and death,
the tinie between the artainmert=of a given IV prevalence mte and the
full impace of that rare on the demand and supply of health care can be
ten o 200 years. For these reasons, we cannot accurately assess changes in
scarcity of health care in developing countries by observing changes in
nominal price. Nonetheless, we can get some sense of the extent
which HIVIAIDS increases the effective price of health care by consid-
cing whether the epidemic makes it more difficult to obtain care. Soud-
ies of hospital admissions dara sorongly suggest thar this i the case.

Table 4.4 shows the percentage of beds occupied by HIV- pessirive
patients in six referral hospitals in developing eountries with large epi-
demics. The hospitals are the top health care institutions in each coun-
wy, providing the best care available ounside of a few expensive private
clinics. Because these hospitals are at the apes of their health care pyra-
miidds, we would expect thar AIDS patients account for 4 significant pro-
portion of their patients. Even so, the percentage of beds accupied by
HIV-positive patients is striking, ranging from 39 percent in Mairabi,
Kenya, to 70 percent in Bujumbura, Burundi.

Box 4.4 The Effective Price of Care

explanarion of thess msmpoions,

where nnly u,l'u:'u.l.r ul'm-ﬂ]"[h of l'|1t‘ cost of care is Fabd t‘r}’ 1|1;! EOWCTEICIT,
ansl substantally more in countries like those of Larin America ansd East.
ern Eutope, where three-quarters or more ol the cost are sulwsidized.
Dioes the wailable empirical evidence suppore these conclusions?
Althouph there are significant dara problems, the shor answer is yes.

SEE READEIS MAY ORECT THAT THE PRICE PAID 1Y
pmhaﬂmdmimrﬂinwunn{ﬂwhﬂ:du
government guarintees free care. However, a5 we
beave seen, even with HIV peevalence nates of 5 per-
cent of Jes, the demand For medical care is likely 1o
increase faster than the government’s ability to sup-
ply it. When this happens, means of ratoning med-
ical care other than price come into play, People in
counteics where health care i officially “foee” are
familiar with these mechanisms, Some syens rely

on waiting time, In athers, a patient dissatisfied with
inferios care in a public faciliy can pay for bener
care during a doctor’s private office houss. In sill
nther cases, sicde payments to a nurse or ather gue-
kwper:renmm;rlnundcnummm'ﬁu'
care. The effective price of health care 1o the con-
sumes ks the vabue of all of the conmemer's sacrifices,
in time and in money, needed w obain carc of a
given qualicy, The AIDS epidemic increases ihe
effective price, even if care is supposedly “free.”




Table 4.4 Evidence of Possible Crowding Out of HIV-Negative by
HIV-Positive Patients, Six Countries, circa 1995

Pererusage I,H

Ciey Hospital HIV positive parients
Chiung Wi, Thaikel Provincial 501
Kinshasa, Conge [t Mama Yemo 50

Kigali, Rwanda Central 1]
Bd.j'l.nh.l:l.:rl. Burundi Prince Il:nl:m v}

Mairobi, Kenya Kenyatta Mational Hospital 3gh
Eampala, Ugands Rubapa Haspizal 56

2 Formerty Faire

L. Siesce: Flognd ansd Gilks fnisd the sverage booggh ol sy m be idesaical acenss HIV-
mitier and -negariee patiesis, the meio of HIV-positee oo sl sdmiasions is 2 useful
estimaze of the propariam of beds cocugied by HIV-povitee patien, This this ey is
sabeulannd from figuee 4.2 & 960249,

Sawrces; Fiese foup hasplesle, van Praag 1996; Kenyares Hoaparal, Flined and Gilles
16 Rubgm Hospiml. Tembo and ochers 19540

IF the hﬁpimls WETE OpeTanng well below capacity before che :E-i-
demie, they mighe have accommuodated the HIV-positive patients wirh-
out reducing care for HIV-negarive clients, Although no dari on occu-
pancy prior to the epidemic are available for these specific hospirals, bed
occupancy races in such hospitals typically were well above 50 percent
even before AIDS.*

The best evidence thar AIDS E&rmkingjt more difficulr l'brpn:apk- fires
infected with the virus to get medical treatment comes from an in-depch
study of Kenyatra National Hospital (KNH), the premier teaching hos-
pital in Nairobi, Kenya. The KNH study compared all patients admimed
during a sample 22 days in 1988 and 1989 with all parients ad mitred dur-
ing a saraple 15 days in 1992 (Floyd and Gilks 1996). Pandl A of figuare
4.2 shows thar while the average number of patients admirted per day in-
ereased from 23 to 25, the number of HIV-positive patients more than
doubled. while the number of HIVonegative admissions shrank by 18
percent. Since the number of HIV-pegative people in the hospiml's
“carchment area” could noc have shrunk by this much, chis evidence sug-
BESts thar the AIDS |:|lii.1|:n|i.1. didl in Fact result in some HIV-negative pa-
tients being dissuaded or bared from admission w the haspical.

There are no data on what happensd o the HIV-negative patients
who were nor admimed. Bue hospinal records show thar the moraliny
rates for those who were admited increased berween the two periods,

Figure 4.2 Impact of AIDS on Utilization of and Mortality at Nenyatta Nabional Hospital, Mairobi, 198889 and 159

Pamel A Utiligamen inceeased for HIV-posicive patienss bur fdl
e HIV-muegativr patienis bevween 1788 and 1992,
Sawree: Floyed and Gilks 199

frorn 14 10 23 percent (pancl B of fgure 4.2}, The mortality rate for the
HIV-positave patients did not increase, and other indicarors of the queal-
ity of eare remained constant. Thus, the most likely explanation for the
increased morality rate among the HIVenegative parients is thar dhe
rationing scheme used o allocate increasingly scarce beds had the effec
of changing the mix of HIV-negative patients toward those with more
severe illnesses. Whether the rationing was imposed by hospital staff or
was a response by prospective patients o their perception of a higher
effective price of care (box 4.4), it is likely 1o have excluded some parients
whose lives the hospital could have saved.

Since the HIV-infected make up an increasingly large fraction of the
sick people in a severely affected country, it is appropriate thar chey
occupy an increasing share of hospital beds and consume an increasing
share of health care resources. The pressure of this increased demand for
care will narurally be felt by all citizens, whether or nor they are HIV-
infected, However, the extent of the shift in health care resources away
from the HIV-negative can be exaggerated, as indeed it may have been in
Kenyatta National Hospital, if the government provides special subsidies
for peaple with HIV" We discuss this issue, and the broader issue of how
the level of government health care subsidies affects the demand fior care
and health care expenditure, in the next section,
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Palicies To Mitigate the Impact on the Health Sector

Scarcer and more expensive care and increased woeal health expendi-
ture present socicty with difficult choices. Because a barge share of the
inereased expenditure is ypically nanced through rax revenues, govern-
ments and their constitvencies will confront radeaffs n!:mg at least three
dimensions:

® irearing AlDS versus preventing HIV infection
® rreating ATDS versus treating other illnesses
® spending for healch versus spending for other objecrives.

The need to confront these difficulr choices can be rediuced somewhar
if & government is willing and able o increase cax revenues. Bur few
countries will be able to avoid the choices entirely, especially developing
counerics facing a severe epidemic. Unable 1o pay for everything, most
governments will subsidize some goods and services more than others,
thereby disproportionatcly benefiring certain groups of citizens,

As the number of AIDS cases increases, governmenis are likely o face
mounting pressure for two responses that on first consideration seem
rational and humane. One is to pay a lurger share of healch cire costs; the
other is 1o provide special subsidics for the rearment of HIVIAIDS, Un-
fortunately, these responses can have unintended consequences. For rea-
sans discussed below, governments that wish to mvinimize the impace of
HIV on the healeh sector should try o avoid both courses of action,
However, this does not mean thar governments should do nothing o
help alleviare the suffering caused by HIVIAIDS. The section concludes
with a list of compassionate and afforlable measures thar governmenes
can and should undertake o mitgare the health secior impact of an
HIVIALDS epidemic.

Mo increase in the overall subsidy to health care. Oine obwious and
politically appealing response to the HIVIAIDS epidemic is o increase
the government share of health care costs and thus the overall subsidy for
health care. Such a cowrse of action may be especially armactive carly in
the epideric, when few people are sick with AIDS. There is an argu-
ment for it on economic grounds as welk it would Bl the gap creaed by
the Failure of the priviare market o offer health cre insurance in poor
countrics. However, increasing the subsidy o curarive care increases the
demand for a limired supply. As a resuly, both effective price and ol ex-
penditure will rise by a greater proportion than the increased subsidy

alone, or the increased demand arising from the cpidemic alone, or even
the sum of the two, would suggest. As more and more people become
cick with AIDS, this effect becomes evident in escalating healch care ex-

inures: in a severe epidemic, the burden on the government budget
i likely 1o become unsustainable.

To understand how changes in the kevel of govemnmenr subsidics
affict the impact of the epidemic on the health carc sector, we first look
at the extent 1o which governments already subsidize care. Then, taking
Inclia as an example, we project the impact of an expanding epidemic at
the current subsidy level and an increased subsidy level. As we shall sec,
increasing the overall subsidy v care can greatly exacerbate the impace of
the epidemic on the health sector,

Most governments subsidire a large share of health care expenditures.
The balance indudes payments by private insurers and all “out-of-
pocker” payments ar private or government-subsidized faclities. whether
traditional or modern. The average overall subsidy o health care varies
widely but generally rises wirth GDE As can be seen in figore 4.3, the
poorest countries, with average per capita income of about $600, typi-

Figure 4.3 Public Share of Health Expenditure in Sefected Countries,
by Income Group, Yarious Years, 1990-87
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Figure 4.4 Simulsted lmpact of 2 Severe AIDS Epbdemic on Health Expenditure, hndis, 1990-2010
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cally subsidiee less than half of the cost of health care, while upper-
income countries subsidize about three-guarters of the cost.

In India in 1990 the government subsidized abowr 21 percent of toral
health care expenditures, a small share even compared with other low
income countries. The bomom line of figure 4.4 projects governmes:
health expenditure if India were to have no AIDS epidemic and contin-
ued 1o spend & percent of a constanty growing GDP an health care, of
which the government continued o finance 21 percent. In this baseline
scenario, [ndids government health expendinures grow from $3.2 billion
in 19491 vo 58 billion in 2010. The second line from the boetom shows
the increase in government health spending if Indias current steep rise in
HIV prevalence continues umil 2000, then levels off at a stable 5 per-
cent. This is about the growth in prevalence scen in countries such as
Zambsia and Botswana, where focused prevention was not implemented
carly in the eprdemic. The result in India would be o increase the gov-
ernment’s expenditure on health in the year 2000 by abour one-thind,
from $8 billion oo $10.5 billion.

Whae if India in 1990 had increased health care subsidies o abour 50
percent, the level seen in many Larin American countries! The top pair
of projections in figure 4.4 shows the impact of the higher subsidy on
expenditure. Even without an AIDS epidemic, government expendiurne:

more than eriphes to $11 billian in 1991 due w the more than doubling
of the government's share of existing expenditure combined wirh the de-
mand stimulus caused by the greater subsidy, Subsequent growth of
health expendimre propordonal w GDI brings health expenditure o
$27 billion in 2010 (third line from the botrom), Now again suppose 3
serious AIDIS cpidemic that reaches a stable 5 percent HIV prevalence
rate in 2000, The fourth fine from the botom of figure 4.4 gives the
projected result: health expendinures in 2010 would reach $392 billion.
Thus, not only has the increased subsidy tripled health care spending, as
might have been expected, buc it has abw increased the vulnerabilicy of
the budget 1o the AIDS epidemic, adding %12 billion (§3 percent of
§27 hillion) rather than just $2.5 billion {31 percent of §8 billion) w
health care expenditures.

The large expenditure shocks that will result from che AIDS epidemic
will create new pressures on health budgers, especially in countries that
enter the AIDS epidemic with higher subsidy rates. For example, al-

Mexico's infection rate was estimated to be only 0.4 perent in
1994 and it subsidized only 49 percent of the cost of AIDS treatment,
compared with 76 percent for other sicknesses, ALDS was already con-
suming 1.2 percent of its health budger. In contrast, Tanzania has kepe
the subsidy rare for AIDS treacment down to 28 percent in line with the
subsidy it provides 1o other illness categuries. As a result, despite a preva-
lence rate of 5 percent, more than ten times higher than Mexico's, the
AIDS share of total povernment health care expenditure is only 3.5 per-
cent, just three times langer in Tanzania than in Mexico,""

Although a discussion of the design of health financing systems is
bevond the scope of this book, the evidence suggests that countrics in the
nascent or concentrared stages of the epidemic, like India, should care-
fully consider not only the immediate budgesary consequences of any
expanded commirment 1o fund curative care, but also the multiplication
of these ronsequences that would occur if the AIDS epidemic spreads. A
prudent course would be 10 consider any expansion of government-
financed health cane subsidies of insurance only in conjunction with vig-
orous prevention programs that enable people muost likely to comeract
and spread HIV &0 protece themselves and others.

Equal subsidy rates regurdless of HIV status. A second common
health sector response o the HIV/AIDS cpidemic is to offer a different
subsidy rare depending on whether or not the person receiving care is
infected with HIV. Especially in the countrics in the nascent stage af the
epidemic, HIV-infected people all 1o frequenty experience discrimi-



nments sfben provide difforent
of health cary subsidies
ding on whether ar nol the
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narion, including resericred aceess 1o or higher cffective prices for healih
care. As dhe epidemic aclvances, hiwever, BOvErnments are often pressed
t!:- provide special subsidies fr the treatment of HIVIAIDS. Thiy sec.
Hen points out the governmenr's role in limiting discriminac
the HIV-infecred in healeh care scttings and then considers
quences of preferential subsidies for HIV rearment,

AIDS treatment subsidies vary greacly from country i country. Fig
ure 4.5 presents data on the Percentage of AIDS-relared and toeal 1994
healeh Fare expenditure funded by the goveriment. In three of the five
eountries, the subsidy mees for AIDS treatment are significantly diffineng
!"n wm thar for mtal health cape expendinre. For example, although Mex.
tco subsidized 1 penerous 49 percent of the cose of AIDS mmum:n; this
wils njand: lexs than the 76 percent share of total health care L'Hp:mfjrnrrr
ezl and Thailand subsidized AIDS care at s figher vae o g1
of care, while Tanzania and Ciste d'Ivoire subsidized AIDS trearmen;
and wial healeh care expenditure at roughly the same rate,

A biss againgt those wich HIVIAIDS can ke many Forms, rangin
from a singling our of AIDS-specific drug therapies fior exchusion !'mnf
public funding, o outright refusal of service, There are many anccdoes

O Agsainsg
the COnse-

Figure 4.5 Htuhudlu-m“mut“
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ghout discrimination against the HIV-infecred in health cane setrings. In
some hospitals, che HIV-infecied were placed in special AIDS wards,
which were subsequemly shimned by fearful health care workers. In
ochers, the HIV-infected were requined o pay extra cosrs for mibber gloves
ar a privite mom. 1n soll other cises, the HIV-infected have been denied
creanment for common illnesses, perhiaps becanse doceors and nurses mis-
takenly believed that nothing could be done w0 help a person with
HIVIAIDS, Such discrimination is wnfir, unprofessional, and unethical,
Moreover, it displays ignorance of the many ways, discussed above, in
which inexpensive weatments for symproms and opporrunistic illneses
can prolong and improve the fives of people with HIVIAIDS, Govern-
ment has an important role 1o play in trauning medical personnel in order
to eradicate all vestiges of discrimination against HIV-infecred patiens,
Yet it is equally unkaie, and also inefficient, for government 1o subsi-
dize a higher proportion of the costs of care for patients with HIV than
for ather patients. Aside from the issue of poverty, to be sddressed in the
next section of this chapeer, there are three ways o justify povernment
subsidies for curarive health care: (1) 15 an incentive Ear those with an in-
Fectious disease tm seck a cure and aveid infecting others, (2) as healeh
care insurance with universal coverage and mandatary participation
through general mxes, or (3) 8 government support for 4 “meric good”
or “basic need.” No treament has yet been shown ta reduce the infec
tivity of scxual conace with an HIV-infected person (see box 4.5). AFT
treatment of HIV-infecred pregrant women has been shown o reduce
transmission at birth, but is sl 1o costly an approach 1o preveniing
secomdary infections in the poonest countries (see box 4.6). With the
prominent exceprion of TH, the wreatment of which should be subsi-
dized in all countrics, most opportunistic illnesses that afflice the HIV-
infected are infectious only w other equally sick HIV-infecred people,
Thus the argument foe reating the diseses on the grounds tha they are
infectious is weak. IF government subsidy is considered as an insurance
payment, efficiency criteria argue for a higher coinsurance (i.e., lower
subsidy} rate for any condition in which dhe patient is likely to be highly
price-responsive.! ! The firse section of this chapter established thar the

drugs and medical services ro erear AIDS can amount o a great deal of

marey, althotgh some of the mast expensive of these treanments pur
chase the patient lietke additonal life span amd decrease, racher than im-
prove, the qualiny of life. Thus on efficiency grousds, where the objec-
tive is to limit the eesponsivenes of expenditure o insmnce, AIDS
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Box 4.5 hMMHMWEMM

Mmmnt.mmmm
manu:bemnﬁdmdnzpodﬂewmm
treating HIV/AIDS had Litle impact on infectiviry,
The 1997 discovery thar pratease inhibitors and
triple-druy therapy suppees: HIV below the level of
thtmumiﬁwﬂbudmﬂmdumhhaﬂid
hopes that these drugs might prevent the spread of
HIV, in additon to grearly extending the life of the

@nmiwmwmﬁmhhﬂ-
mkmﬁﬁbﬁmltnindw 1 that
even withour the expense of antirsrovir) themapy,
current expenditure for treating an AIDS parien:
wold buy a year of primary school for ten sou-
dmul?mdrrduphgmurhhﬁ:puuﬁ
countries, the much higher cost of antirctroviral
thezapy would buy a yesr of primary school for 400
students. For this reason, even if the cost of ant.

parient. Even if this proves tue, however policy-  rewroviral therapy is shown o reduce the infectivi
ren e 2 : infectivi
i quhaﬁnmmd:pﬁ&mﬂn ﬂmﬂaﬂh&n;ﬂmidﬂmﬁkmﬂ?
nmdvﬁmunfiuﬂmﬁtilﬂ.m:uﬂm ﬁﬂr.hﬁ.umﬂiﬁﬂm:mmﬁhmq
mufumng:!nghpﬂm:wddpwrmumw carcfully before initiating such aubsidic,

makers

patients should face somewhar lower subsidics. nat higher ones. “[he
final possibility, that AIDS treatment is a basic need, is difficulr jusify
i poor countries where the opportunity cost of reating one adulr for
AIDS may be measles vaccines for 100 w0 200 children or, 3 shown in
figure 1.8, ren student-years of primary school. Thus nonc of these aco-
nomic arguments justifies higher subsidy mares for AIDS,
Whar policy recommendarions can be drawn from these two ohser.
vations? The prudent, efficient, and equitable course i3 place the
financing of health care for HIVIAIDS on the same fooring as ather Jis-
eases. The treatment of particulardy infectious illnesses striking HIV-
infected people, including TB and STDs, should be subsidized relatively
Eencrously because of the secondary infections wrearment will prevens,
Chther health care problems of the HIV-infiected should be subsidized a:
ItJ'!It same rage that applies to ocher adult hesleh problems thar arc cqually
infections. Assuming that Brazil subsidizes about one-third of ather
health care costs (as figure 4.5 indicares it does in S50 Paulo) and thr the
infectiows propartion of illness cpisodes is similar among the HIV-
infected and uninfected populations, this pelicy would kead Brazil wo re
duce its subsidy to antirerroviral therapy from 100 percent 1o one-thind.
Similarly Thailind would reduce its subsidy of anriretroviel therapy
from 100 percent 1o abour 20 percent. Mexico, on the other han,

i e e —

woilld increase its subsidy 1o AIDS paricnts 1o approximarely rhe same
raie it offers other patients,

In mid-1997, none of these countries appearcd to be following this
recommendation precisely. Brasil and Mexico were continuing their for
mer policies, with a tile of subsidies roward AIDS creatment in Brazil and
away from iv in Mexico, Having spenc $108 million on antirctroviral
medication in 1996, Brazil was projecring an cxpendinure four tmes thar
farge for 1997 (Chequar 1997). Thailand had recentdy embarked on an
experiment that hebd our the possibility of an equal percentage subsidy
for the erearment of AIDS and other diseases, on average, if not for the
individual patient, In 1996, the Thai Ministry of Public Health found
that, given the rising patient load, its policy of a 100 percent subsidy for
antirctrovirals and drugs for the opportunistic illoeses would soon con-
sume considerably more than the enrire budger allocared o the National
AIDS Program (Prescort and others 1996). As a resulk, the government
revised its policy to provide free antirecrovival therpy only v HIV-
positive pregnant women, where it might prevent mother-to-child trans-
mission, and 1o pamicipants in naticnally approved dinical crials, where
patients receive the support they need to maximize compliance (Kunan-
ussne 1997). This policy makes sense for antiretroviral therapy, on the
assumprion that low levels of compliance ourside clinical trials would
have little therapeuric effect on patients and might canse negative exeer-
nalities in the form of drug-resiszant surains of HIV. Furthermaore, par-
teipants in clinical erials produce a positive exteenality in the form of the
knowledge that can be used 10 benefit many other patients, and therefors
should receive a higher subsidy than other patients. Thailand's decision
to subsidize AZT for prevention of mother-to-child transmission can be
jmstified as a “merit good,” which might be affordable in 2 middle-
income country (see hox 4.6).

Affordable, hamane respanses to the epidemic. We have argucd
that governments should avoid rwo rypes of health care responses w the
epidemic: increasing the overall sibsidy 6o all types of treatment, and
providing dispropartionately luge subsicies to rresrmene of HIVIAIDS,
There are nonetheless several ways in which povernments can intervene
to mitigate the health impace of HIVIALDS on infeceed individusls and
their families and on the twerall health sector Each of these interven-
tians is justified on public cconomic grounds, either because it has large
positive externalities, or because it improves the efficiency or the equity
of the health care marker in other ways.

e



Box 4.6 Preventing Mother-to-Child Transmission

OF THE MANY TRAGEDIES CAUSED BY THE HIVIAIDS
epidemic, perhaps none is more disturbing than that
af children wha contrac the viras from thelr maoth-
ers at birth or through bresstfeeding, Merthods exie
for preventing mother-to-child rransmission: sadly,
most of the methods so far develaped are difficulr o
implement in the very poor countries where most
mather-ro-child eransmission accurs,

About one-half w rwo-thinds of morher-to-infane
transmission i believed o ocour ar the time of hirth
(Reggy. Simonds, and Rogers 1997). The risk of
HIV mransmission from mother o newborns gan be
reduced by two-thirds, from 25 percent o abour
8 percenr, by adminiscring sidovudine (AZT] 10
the mather before and during birth, and 1o the non-
breasdfed newborn for six weeks afier birth (Connor
and others 1994), The ol drug and relared med-
ical costs for the AZT regimen cartently recom-
mended by the ULS. Centers for Disease Conrmol
and Prevention (CDC) for reducing mothes-
to-child transmisvion amounts $1,045 per case
tncated in the Unired Stares (Mauskopf and others
1396). In Thailand, where some inputs are less
costly, the total cost i abour halk as grear (Prescestt
and ochers 1996). Even 50, this is roughly $0 times
the average per capita health expenditure of low.
income countrics in Sub-Saharan Africa, where
about twe-thirds of mother-wo-child transmissions
take place. And 2t roughly $3.000 per HIV infec-
tion averted, this approach o prevention does fo
compare fvorably with other spproaches discussed
in chaper 3 and would be affordable only in mid-
dle- ar upper-incorme countrics,

Several research effors are under way 1o find
lowes-coue means of reducing mather-ta-child rrans-
mission. One involves orying o identify the mos
efficacions part of the AZT regime, in order to
reduce the total amount of AZT needed. Trials are
abso under way in indusirial and developing coun-
trics 1o investigare various other medical
e reducing reansmission (Biggar and others 1996,
DeMuylder and Amy 1993), However, it is unclear
whether any of these stracegies, if found effective,
wisisld be affordable or rechnically feasible in many

Newhorns of HIV-positive mothers wha EScape
infection ar birth may nenetheless be infected later
through breastfeeding. As o resubt, public health offi.
cials have had oo weigh the advansages of bresstfend
ing for child health againe: the possibilieg of HIV
rransmisdon, In areas where the pe causes of
infant dearhs are malnurrition and infectious dis-
cases, UNAIDS recommends thar women continue
to breastfoed cheir children. If g woman is keiovwn 6o
be HIV-pasitive, she should be provided with the
means to make an informed chodce about infinz
feeding methods. In acas where there ure safe alter-
natives for infant feeding. however, children will be
ar less visk of illness and deach if not breaseied
(UNAIDS 1 996a}, While it may be possible m sim-
ply reduce the durarion of hrewstfeeding, it is noe
knawn what impact this might have on reducing
tramsmizsion, since there i no consensus on when
the nisk of crammission is highess within the breast-
feeding period ( bavkground paper, Saba and Perritns
19963,
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media channels—for example by issuing press releases and arrang-
ing media imerviews with credible expens—ic can be done quire
incxpensively.

m Subsidize the treatment of infections opportunieic illnesrer and STDs
Subsidized treavment is especially appropriare for miberculosis, one
of the most common opporministic illnesses to infece AIDS pa-
tiemis, since curing a single case can avert many secondary infec-
tions, Treatment of gonorrhea, syphilis, and the other classic STs
should be subsidized, not only because they are Bighly concagious,
bt abss hecause they exacerbate HIV transmbssion, as discussed in
chapier 3. Because few people are suscepeible o them, treating
rocoplismasts, crypiococcosis, of one of the other infectious op-
portunistic illnesses thar develop only in people with severely dis-
abled immune syatems prevents few sccondary cases and thus

.

® Provids iufirmasion abous the efficacy of trertmens, Becaise people
with HIVIAIDIS are often desperare for treatment and cannot -
iy research what works, they are sxpecially vulnerable to quackery:
Groverniments can serve the inrereses of everyone by promprly in-
vestigating unproven weatments and providing credible informa-
ton abour their validity, So loag a¢ this is dane through existing

should be subsidized ax a lower rare, closer o the subsidy rare for
chronic, noninfectious discase, Whether a subsidy o antirtroviral
teearmcnt of HIV iself is justifiable as a way vo prevent secondary
HIV infections will depend on the efficacy of the treatment and on
its cost relarive m the cost of other HIV prevention measures. In
mid-1997, such treatments were Far too cxpensive and uncerain w
warrant subsidics on these grounds (see box 4.5),

8 Subsidize the sart-up costy fiv blood safety and AIDS care, The
AIDS epidemic has increased the willingness of individuals o
pay for certain types of services, such as screening of blood for
teansfusions and care for the rerminally ill. Where these services
are lacking, government help with the start-up costs is justified,
just as governments subsidize other large indivisible investmens.
such as an elecrric urility or a water system, so long as the wsers
then pay for the services they teceive, Thus, governments in poor
countries should establish blood banks but should not indefi-
nitely provide free blood. Similarly, government should help es-
tablish AIDS treatment facilities, especially communiry-based
home care programs, but should not permanently subsidize the
care they provide.

W Provide special gsistance fo the poor Most counrries already make
special provision for medical caee w the poor. As the AIDS epi-

| demic increses the demand for care, governments may wish o

focus such assiscance even more on those whe can least afford it
| ﬁi:linﬁ fre scales and other measures ro make care available o the



peor should apply o people wich HIVIALDS just as they do
people with other illnesses. This principle of providing assistance
to those who need it most, regardless of cheir HIVIAIDS stanus, i
discussed more fully in the next section on ways to mirigate the
impact of HIV on poverty,

AIDS and Poverty: Who Needs Help?

N ADDITION TO [TS DEVASTATING IMPACT ON INFECTED INDM-

viduals, HIV hurts all those who are linked o them by bonds of

kinship, economic dependence, or affection, The gricf suffered by
survivors, and the possible lwsting psychological damage, especially o
young children who lose 1 parent, are porentially the most damaging
consequences of the epidemic. They are, however, difficult to mewsure,
probuably unreachable by public palicy, and therefore beyond the scope
of this boole. In addition, survivors aften suffer economically. This harm
from a prime-age adule death constitutes the most important cconomic
impact of an HIVIAIDS cpidemic and is the topic of the remainder of
this chaprer. It can be measured by the impact of adult death on such
social indicarors as orphanhosd, child nutrition, schooling, and poverty.
By worsening these messures and widening the gap berween the poor
anwd others, HIV can exacerbute poverty in poor countries and delay
artainment of natonal economic development goals. We look first ar
how HIVIAIDS affects paverry, then ar the implications of these find-
ings for poverty palicy in a severe AIDS epidemic,

How HIV/AIDS Affects Poverty

It is sometimes said thar “AIDS is a disease of poverty.” In whar sense
mighe this be true—or false? First, ase the poor more likely o become in-
fected with HIV than others? Second, what proportion of people infected
with HIV are poor? Answers 1o these questions are important, for they
will influence both the foausing of prevention mesures and arempes o
mitigate the impagt of the AIDS infections that do occur. In considering
the impact of ATDS on poverty, we first examine the available evidence 1o
answer these two basic questions; then we ask how the impact of an
AIDIS dearh compares with other shocks that houscholds suffer, and how
houscholds of different income levels cope.,

HIV infects the rich and the poor. In developing countries, the rels-
sionship between income and HIV infection rares has been best docu-
mented in eastern and central Africa.'? Whether the patterns observed
in this part of Africa will also emerge elsewhere remains 1o be scen. Sev-
eral factors have exacerbared the epidemic in hard-hit arcas of Alrica:
most people who had HIV ar the time of the studies had become in-
fected years earlier, when little was known about HIV prevention; more-
aver, the ares is traversed by magor transport roures and has suffered from
war. Yer cach of these factors is also evident in other developing negions
wo varving degrees: knowledge abous HIY prevention is sill often scanr,
and ather regions also have major transport roures and wars. Thus, until
ather data are available, the expenience in eastern and central Africa may
affer worthwhile clues about how infection rates in odher regions are
likely to differ across income groups as the epidemic progresses.

As we barned in chapeer 3, early in the epidemic in Sub-Saharan
Africa men and women whe travel more, and men who had higher in-
comes, were more likely thin athers to contract the vinis. There are rea-
sons 10 believe that this may hold true elsewhere. Srudies show that sex
it similar to other pleasurable pastimes: the number of panners per year
rises with income. Also, a person with a higher income is likely to arerace
more prospective partners, and will have more money than a person with
lower income to compensate sexual panmers or 1o support any offspring,
These faciors, combined with the fact that HIV, unlike other STDs, can-
nor be readily cured, has made HIV unique among widely prevalent in-
fections discases in suriking rich people in the same proportion, or larger
proportions, than it strilkes the poor That HIV infects the rich as well as
the poor is important to keep in mind when considering which house-
halds meed help the most.

Of conrse, we would expect that more-educared people with higher
incoimes would be in 4 bemer position o leamn about the epidemic and
alver their behavior o avoid infecion. Chaprer 3 preserins evidence that
this is already occurring: in some countrics, highly educated people have
higher frequencics of condom use than the less well educared. Also, recent
studies in developed countries have shown AIDS incidence to be highest
aminng the very poor. If these trends are replicared worldwide, ALDS will
becomne like other infections diseases, in thar the peor will be more likely
to become infected chan dhe nonpoor. Ulamaely, AIDS may become
mast prevalent in the poorest urhan shums of developing counrics.

Already, most people with HIV/AIDS anc poor. Although lack of data
makes ir impossible w0 calculace the precise proportions of poor and non-
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poor who are infocted, knowledpe of ineame levels and infection Farey
across countrics suggests that many more poor peaple are infecied thay,
honpoor people. For example, sccording ro an internationally adjusie]
standard of absoluce poverty, Sub-Saharan Africa has abour four s a5
many pocr people as nonpoor people. Thus, even if poor peaple were
infected at just slighely more than one-quarter the mte of the nOnpoay,
poot people would account for the majority of HIV infections in Africs,
Since poor people in many pares of Sub-Sahasan Africa have infection
rates thag are well above one-quarer the rares of the nonpoon, we ko
that, in Africa, at least, there are many more peor people than fich peo
ple with HIV. Although magnitudes are less striking, the same general
principle will vend to apply in other developing regions ©

Wie have seen thar AIDS i already a disease of poverty in the sense dar
it affects more poor peaple than nonpoor, and it may eventually become
a disease of poverry in the sense of infocting a bhigher praportion of pooe
than nenpoor. I we assume thar ane of government’s main responsibili-
ties is to make it passible for people 1o cscape from poverty, these findings
lead 15 to new questions. Whar is the imipact on 2 poor household whey
the mather, father, or another prime-age adult who & 2 member of the
houschold dies from AIDS: How do poor houscholds cope with ALDS
deaths? We examine these questions in the next two subsecrions, Reox 4 7
describes three sers of characreristics that desermine the initial impact of
an adule death and how well in afficred haschald copes.

What is the direct impact of an AIDS death? The death of a prime-
age adult is abviously a tragedy for any household. Sirvivers must con-
tend not only with profound emotional Joss, but also with medical ani
funeral expenses, plus the Ioss of income and services that 1 prime-age
acult eypically provides. How serious is the shock of an AILS death o
the economic welfare of the survivors? The direce impmct of a dearh con-
sists of the medical costs prior to death and the costs of the funeral, To
assess the direct cost of 2 death from AIDS, we compare the medical and
funeral costs of an AIDS deach with those of 2 prime-age adulr death
trom ather cases. Finding that the difference is not large, we then com-
sider how che death of 2 prime-age adult, repandless of cagse, affecs
houschald consumption parrerns,

Ohur analysis is based on findings from several houschold surveys de-
scribed in box 4.8, In particular, we rely on the mosr evtensive ol thee,
8 stuely dene in Kager, Tanzania, since derailed da from thae seuly
provide a basis for our subsequent analysis of how households cope with

JL

AIDS deaths, Although the dara are very limited, based on the available
information, it is reasonable to expect thar the impacts and coping re-
sponses described in this chaprer will prove to be broadly consistent with

In the Kagera study, people dying from AIDS were somewhat more
likely o seck medical care than people dying from other causes, and they
were more likely o incur out-of-pocket medical expenses." Morcover,
houschold medical expenditures tended 1o be much higher for AIDS
than for other causes of death, as shown in figure 4.6, Srikingly, for all
groups except men with AIDS, medical expenses were overshadowed by
funeral expenses. On average, households spent nearly 50 percent more
nnﬁmeﬂkduuﬂuydidfnrmadiﬁ]m.hhmmmﬁmﬂﬂqmndi
tures for AIDS deaths and non-AIDS deaths differed less than did med-
ical expenditures. Thus, cven though a significant proportion of funeral
costs were covered by gifts from other houscholds (about 45 percent an
average), the difference in the howschold impact of an AIDS dearh and 2
mon-AlDS death is smaller than the differences in medical costs alone
wiould lead us 1o expect,!’



Box 4.8 Studies of the Household Impact of Adult Death from AIDS

and Other Causes

WITHIN THE PAST FEW YEARS, FOLUR IN-DXEFTH
studies have examined the impact of adult dearh
fram AIDS on surviving household members.
Compared with orher studies, these four sudies
used more detailed survey instrumenn; applied these
o larger, more represencacive samples of householdss
and followed the houscholds over longer perioda.
The four studies were cartied out in the following
locanons (the number of houscholds surveyed is
shown in parentheses):

B Chiang Mai, Thailand {300)
® Abidjan, Core d'Podre {107)
W Rakeai, Ugarida (1.677)
8 Kagera, Tanzania (75%)

The studies wsed many similar parameters. All
but the Thai study visited the sample households
several times. All but the Caee d'Tvoire shu!r in=
chudesl houschalds thar did nor cxperience an ALDS
sdickness as well a2 those thas did ! All but the Ralai
sudy were done expressly 1w study social and eoo-
nomic impact and thus had cxtensive questonnains
abour consumpgion and other social and cconomic
measures of well-being All bur the Chee d'Tvnine

study included deaths from s other than AIDS
as well as those from ALDS,

Twn broad findings emerged from these studies
and are disowssed in the vexr, First, households wse a
variety of informal mechanizms o cope with misfor-
ruses fke an adule desth in the houschold, Second,
although these coping mechanisms cushion the
impact of the shock, housshelds are not entirely suc-
cessful in protecing their well-being, In general, the
poorer the howsehold, the greater and mone penis-
tent the impacr of a prime-age adult deach from
AIDS and similar shocks.

1. Akhough the Clue d Tenive snady did nor mclude an explicit
cangred o, Hochi (backpraamd paper, 1996) b abde po we dif-
feremors acrms hospehakds in the severity of tee AIDS cses come
Bulned wazli the of six obsevarions oo each Boisehobd 1o
ewtimmare the imgacy of Gl adal e oo consurmprean,

2, The Nakai sudy is pan of 4 soudy of the effeo of mew STT
trewiraens ne the incidence ol AIDE. The besachold queeon-
uestaen rebited 1o cxnnnk well-being,

Yowrces: For Thailand. H:I:rl.un-. Eangsin, ansd lanjasoen
A VPT) el Jenfarvens | backgrenna paper, 1996); for Cine J'Teoler,
Teécha (backpround paper. |39 for Uganda. Menon and athers
1.&:#”—!'#'. 19983}, arsd foe Tamewnls, Ohver end sehern
{farthooming),

In Thailand, where per capita income is 10 times chat in Tanzania,
howsehiolds in Chiang Mai province spent more than ten times as much
on medical care prior to death as did the Tanzanian howseholds (Piay-
onon, Kongsin, and Janjaroen 1997). The houscholds with an ATDS
death spent $973 on average, which in contrast to Tanzania was only
abour 10 percent mare than the $883 spent by the non-AIDS house-
halds, But, just as in Tanzania, the houscholds spent much mare on -
nerals than on medical care. 16

The relative amounrs spenr for modical care and erals will, of
cotirse, vary from country to country and even across commenitics
within a disiricr. Nevertheless, rwo broad ohservarions are likely oo apply

in st stonations: frse, medical oosts are anly a portion of the cost of

Figure 4.6 Average Medical and Funeral Expenditures, by Gender and
Mlh‘.l.-l.f—ﬂ.m
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a prime-age adule death; and second, nonmedical coses are Iil:ld].-' w be
similar, regandless of the cause of death. Where these ohservations hold
crue, the dircct impact of an AIDS death will not be much different from
dhat of a non-AIDS dearh, despite higher medical expendiures for
AIDS. Thus, the high cost to households from AIDS will usually be due
w0 the large number of deaths caused by the epidemic tarher than by the
fact thar they are caused by AIDS. Given thar the impact of a prime-age
adult death is likely to be similar, regardless of cause, how does a prime-
age adult deach affect houschold consumption? Figuse 4.7 shewrs howse-
hold consumption during the previous twelve months for two yuupu_nf
heussholds in the: first wave of the Kagera survey; those who had experi-
criced a death during this period and those who had not. Houscholds
that suffered a death had lower overall expenditures and, as we wnukdl
. devored a larger share of the expenditure to medical and funera
ﬂﬁl&n. these I'A:Echnhls spent one-third less on the “other nonfood”
category (e.g.. cloching, soap, and batterics). Finally, in heuseholds tha
suffered 1 death, food produced by the household was a langer share of

Wedical expenditisres were higher fu
poople who died of AIDS than people
wha died of ather causes. Bul becas
funeral expenses are large, e owr
difterencs m axpenditure for AIDS
deaths and deaths from other cause
i smealber than Hee differemce m
medical expenditure alone would
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sxguriencing an adult desth In tha past year consumption than in households withour 3 death, while purchased food

was 2 smaller share of consumption.!” These differences reflect the fact
that the members of houscholds that experienced a death cur back on the
: number of hours they worked For wages and thus had lower incomes
with which to purchase food (Beegle 1996). They were only partially able
Funrtats | to replace this lost income with additional production of food ar home,
In the two studies chat followed. detailed houschold consumprion

m ::mm. i e : over time, the Kagera study and the ane from Cée dlvoire, the time
ousshodds that sufteced a daath sent partern. of consumption demonstrares the resiliency of the average
hoam paned] than in bousebolds — houschold w0 the impact of the death. Figure 4.8, drawn from the Care
f'ﬁ'“ II:,:.':“ hﬂ g d'Ivnire soudy, shows changes in expendinire per household member for
sumplion of home-praduced food Knation three components of expendirure and toral expenditure over the ten
this anly partially offsel redisced y Broakden of months during which the houscholds kost someone to AIDS.'® Two par-
sumption of purchused food. "‘:“J;:“ tems are immediately evident. First, otal consumption dips and then
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spending w minimize the impact on necessities (hackgronund pper.
Béchu 1996). The household surveys from Chiang Mai and Rakai also
suggest a partial recovery in per capita consumption but do not have suf-
ficient data to confirm this patrern.

nomic shock of a prime-age adult death, deeribed above, would have
been larger and more persistent, except thar households use a variery of
strategies o cope. Before the AIDS epidemic, prime-age adult dearhs
were much less common, so these mechanisms were used mostly 1o cope
with ather shocks. As a resull, carly assessments of the houschold impact
of AIDS tended 10 overlook household coping and assume thar AIDS
would be cataserophic noe only for the infecsed individual bur abe for
the entire houschold. Press accounts thar presented devastared house-
holds as rypical contributed to the widespread belief thar most AIDS-
affected households in developing countries would collapse. To be sure,
some houscholds are desteoyed by AIDS; this is especially truc if borh
parents become ill or die while their children are siill very young. How-
ever, such instances may be less typical than is genetally assumed becanse
af the gypically long lag bavween HIV infection and deach. Moreoves,
while premarure death of a loved one is always tragic, leading to emo-
tional pain and sometimes lasting psychological damage in survivors,
survey data suggest that when it comes o coping with the ecomamic
impact of such 4 lass, households in general are surprisingly resilient.,

The degree of houschold rmilience 1o the economic impact of a
prime-age adult deah has imporcant implications for sociery’s response
to 2 generalized epidemic, On the one hand, if nearly all AIDS-affecred
howscholds collapsed, resources for mitigating the household impact of
the epidemic would be stretched so thinly thar governmenes and social
welfare oeganizations would be overwhdmed. In such 2 sinuarion,
policymakers might easily conclude thar those currendy affecred were
beyond help and thar the only reasonable response for the government
would be 1o redouble peevention efforts. On the other hand, if many
houscholds were able to cope, governments snd NGOs could focus the
limited resources available for mirsgaring the impact of the epademic on
the houscholds thar needed belp the mios,

Unelerseanding the variety of houschold coping mechanisms and how
these will affect different groups of hovscholds is imporeang, The mix of
responses attempted by a specific houschold in response to a prime-ape
adult death depends on countless factors, some of which will vary acriss

eountries and communities, Since the available data on houschold impace
comes mostly from Sub-Saharan Africa, the following discussion un-
avoidably reflects this bias. Policymakers in all countries faced with the
possibility of a generalized epidemic will want to ases the extent mwhich
thes: responses are evident in their own country, To varying degrees, how-
ever, three coping mechanisms obhserved in Africa—alrering houschold
compasition, drawing down savings or selling assers, and utilizing assis-
rance from ather households—are all likely 0 be amempred whenever
houscholds confront the tragedy of 2 prime-age adile desth. This section
discusses each of these informal mechanisms in num and then discuses
formal assistance, such as thar provided by governments and NGOs.

Before this analysis, it would be useful w consider whether income
that had been devoted 1o health care and funeral expenses could be
diverted afier the death to other expenses, Some houschold coping cer-
tainly involves such responses. However, the potential should not be
owerestieared, since miuch of the cose of medical care and an even larger
proportion of the cost of funerals is financed by mmansfers from ooside
the household. Since thes tmansfers oypically cease afier the Funeral,
houscholds must desw on additional coping strarepies, deseribed below.

Altering bowsehold composition. Households everywhere fulfill eco-
nomic as well as social functions, In niral areas of developing countries,
households are often the main production unit for subsisrence Brming
and, in some instances, for cash crop farming as well, Tn such a sinzation,
the econemic shock of the dearh of 3 prime-age adult can be cushioned
o some degree by aleering howsehold composition. E:a.mpl:i of such
changes could include sending one or more dependent children w live
with relatives, or inviring an unmarsied aune or uncle o join the house-
hald in exchange for assiscance with frming and houschold rasks. Re-
sults From three of the four available houschold surveys—wo from
Africa and one from Chiang Mai, Thailand—show thar the degree wo
which houschold composition is used to cushion the shock of the death
varies acconding to the size and Aexibility of local houschold structure.

Among the 759 households in the Kagera study interviewed once
every six months for owo years, 130 household members of all ages died,
bt roughly nine fimes as many people left the households alive over the
same period and seven times as many joined the houscholds, In additian,
about 200 children were bom o howschold members. As a resulr, the ay-
erage sive of all the households declined only slighty, from about 6.0 to
5.7 members.



Dluring the six months between any two interviews, economically
active adults Icft or joined about ane-fifth of the households that did nor
have an adult death and about 40 percent of the households thar did suf-
fer a death. Since most households that suffered 4 death added ar least
one member, the average size of these households declined by less than
one, from 6.4 w 5.7 members—so thae the average household size afier
a death was the same as in households that did nor suffer a death. Simi.
Li;}};,m}f dependency ratio rose only stighdy in households with an adult

i from 1.2 o 1.4, slightly deor oh: it |
households withour an :duT;: deb’mh. R AR e

A swriking Face is that household sive and dependency rrios ch
very lictle, even though Kagera has high adult maortality from Mll’iﬁ
same phencmenon was observed in the survey in Raleai, Uganda, which,
like Kagera, has 2 severe AIDS epidemic: 15 percent or more of adults in
roadside communiries are infected with HIV. This suggests that, even in
a generalized AIDS epidemic, maost African households char sufffer an
AIDS death will be able to adjust household size and dependency ratios
in ways that make them similar ro houscholds thar did nor suffer adeath.

The Chiang Mai survey reveals that, ar lease in this area of Asia,
houscholds are much smaller and less mutable than in Africa. The 108
households in the sample that had not experienced 3 death had 432
members, or cxactly four per household, In contrast 1o the no-deach
households in Kagera, the Chiang Mai households expericnced almose
no change in membership, receiving among all of them only one new
member and losing only 6 members over the reference period. The 216
households thar experienced a death had an average of 4.1 members, of
which they lost one each because of the death. Unlike the Kagera house-
holds, these Chiang Mai households remained 3 full person smaller
f:::uhl's. with 3.1 persons per household) a the time of the incerview.

Ik was up to two years alffe i
ooy P years after che dieach [ﬁmigmpm’paprr. Janjiroen
. There are ewo points of similarity berween the househald compaosi-
tion responses w death in the Kagera and Chiang Mai scudies. First, the
Chiang Mai houscholds with deaths, like their Kagera counrerpars, sul-
fered an increased dependency mtio due m the desths Because of the
smaller number of adults in the Thai households, the dependency rario
there almost doubled aficr the death, Second, in both countrics house-
holds with a death were twice as likely 1o experience membership change
a5 the houscholds withoue deathe. Howeves, the proporiion of house-

holds that experienced a membership change and the rates of mmaover
were only about one-quarer as large in Chiang Mai as in Kapera,

When we later discuss possible policy responses to adule morality, the
Pmibilil]r will be raised that houscholds may respond opportunistically
by moving people into a household that is benefiring from an assistance
program. The evidence here suggests that, even if this s out w be
a problem in Africa, ir is much less likely to be an issue in places like
Chiang Mai where households are much smaller and apparently less able
or willing 1o adjust their membership in response to ouside stimuli.

Dissavings and the sale of amets. Drawing down swvings and selling

assets i an obvious potential mechanism for coping with prime-age
adilt dearh. Becavse assers may have been accumuilated as part of 4 straz-
egy to cushion unanticipared shodks, drawing upon them is one of the
lease painful ways of coping, much bess painful than reducing food con-
sumption, for example. Evidence from Kagera, Rakai, and Chiang bMai
SURRCHIE thar howseholds do draw down SVInES O |il:|uid'-ll:= ARBETS N
response to 3 prime-age wdul death.

The surveys in Kagera and Rakai both asked respondents about their
ownership of three tepes of duralile goods: 2 car or tuck, a bicycle, and
a radlio, Less than 2 percent of the houscholds owned a car or lorry;, and
changes in ownership did nor show any clear pamemn in relarion 1o
whether houscholds suffered an adule death. However, Mrﬂjip of bi-
cyeles and radios, which is much more widespread, did reveal o partern.

Table 4.5 shows how ownership of these assers changed over the course

Table 4.5 Asset Ownership in Households with and without
an Adult Death
(percsnage of wotal houschalds)

Raked Dictrive, Upanela  Kaagere Region, Tanzania
H . W H Lo L4 H L LT m

e wiely w itk
Asset bl o bl domsh il s, il oo
Bicycle
First wasir T4 »n b.r g M
Lasz visit il 35 9 |
Ralic
First wusie 0 Rl i A
Lagr wigin 7 15 3% 5%

Swwerve Aurhorn closhrions: backgrewsd pagvr. Menon and ochers 1996,



of the surveys, depending on whether or not the houschold stiffered an
addulr death. In both surveys, radio ownership increased among house-
holds that had no death and decreased amomng, houscholds thar had 3
death." A similar pattern can be seen for bicycle ownership in Rakai,
although not in Kagera, Thus the evidence brom Ralesi, partially sup-
portted by the Kagera data, suggeses that some households that suffer an
adule dearh may be selling durable gronds s part of their coping strategy
The alternative is that these goods may have belonged 1o the deceased
and been willed to someone sutside the houseWBld. Fyen in this in-
stane, however, the loss of the asser may help with caping cfforts, if the
recipient feels an increased obligation 10 assist the bereaved,

Additional evidence of houscholds drawing down savings 1o cope
with an adult death can be secn in Kagera data on membership in wadi-
tional rotating savings and credit associations (ROSCAs). In wave 1 of
the survey, 51 percent of the 80 households thar would experience an
adult death during the cighteen-month survey period were members of
 ROSCA; by the end of the survey, participation had dropped ta 36 per-
cent. Among househalds that did not experience a death during the sur-
vey period, ROSCA participation varied less, from 41 percent in wave 1
10 30 percent in wave 4.

Although the Chiang Mai survey does not permir comparisons of -
nancial variables aver time between howsehalds that experienced  dearh
and those thar did na, fully 41 percent of households with 4 death 1.
porr having sold land, 57 percent report some dissavings, and 24 perceny
report bormowing from a eooperative or revolving fund (i.c., a ROSCA)
to Finance the adjustment 1o the death, Pechaps it is the greater wealth of
the Thai houscholds that permiteed them o cushion the shock in these
ways, rather than through readjustment of household compesition, 2

Assistance from other howseholds. For all houscholds confronted with
an adult death, help from relarives and neighbors is a potentially impor-
tant supplement o the houscholds awn cforrs, Policymakers consider-
ing how to best use the limived resources for mitigaring the hovschald
impact will want o avoid displacing such private transfers. To do so,
they will need information about assistance fom househalds in the spe-
cifie communities concerned. The discussion that Folleaws is por |n-
tended to mbstinite for this information, bur only 1o sugpest the rypes
and possible refitive magnitude of such responses

An important feature of the socisl organization of Kagera houschaolds,
and inded of most African communiries, is in terdependence in time of

In ta, both beresved and nonbereaved houscholds were very
r&:i_m;qew@orin-kind mhﬂuﬁﬂmﬂﬂ:mr{ﬁhnm
three-quarters of the nonbereaved houscholds received such mm
compared with 80 1o 90 percent of the households thar suffered a R
But among houscholds that received private transfers after a death,
median amount received during the half-year of the death ($53) was
more than wice that received during the }u:bcfmihedﬂdﬂi:swﬁﬂu
pwice thar received by households thar did not suffer a death.

Mew organizations established ro help cope with the cosw of AIDS
death may be one explanation for this lange d.'ll‘fﬁ:mu. Fncus group
inrerviews in 20 of the sample villages found thar Bﬂidﬁ I:r:ldmunai sa;_
ings and mutual assistance associations, such as ROSCAs, mrd:m-:'lr
many villages had launched mchﬂnmspeul'.kdlrmhdp&m:lu
affected by an AIDS death. Most of these maril_:.msml_:m‘-d‘ld and
operated by women; many have regular meetings at which members
make contributions in cash or in kind (Lwihula 1994). |

Figure 4.9 sho»urh:ammtsn{:primmnsﬁ:nmnhdb}*hﬂi;
habils according to whether or not they suffered an adule death. Mote i@
dramaiic response of private rransfers berween wave | Inlilm-i.ﬁ.ll' T
bouseholds thar experienced a death in thar interval (i, during the
"panel”). The figure also shows the much smaller amount of program

transfers, an issue we turn o below,

Figure 8.9 Median Value of Assistance Received among Sample Househokds
m“lwﬂnwmmmmimm
1991-94
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Asistance from government and NGOs. Reganling assistance from gov-
emment and NGOs, two types of questions muss be asked, Firse, which
families receive such assistance and how much do they resive? Second,
how much does it cost to provide chis assistance? Cost considerations did
not figure in our discussion of private assistance, since only private re-
sources are involved. Bur governments and NGOs use public resources,
whether generated by tows or by voluntary contributions. Accordingly, we
should ask whether these funds ane used in the most effective way possible.
In ehis discussion, assistance from government and MGOs & refierred 1o as
program wransders or formal assisrance, to distinguish it from the privare
and informal assisance provided by households and village associarions.

According o the Kagem survey, propram transfers reached fewer
houscholds and provided a smaller amount of assistance than privare
transfers. In the kst wave aof the survey, one-fifth of the houscholds thar
had not had an adule death in the pase cighteen months had received
assistance from an organization in the past six months; almost two-fifths
of the howscholds thar had experienced a death received such assisrance,
The median value of program assistance received was small relative o total
hexsschold expendinure, and w the amounts of private assistance received.

But while, on average, houscholds thar had experienced a death re-
ceived larger amounts of assistance, as shown in figure 4.9, this was not
always the case. Mor were propram rransfers always small relative
annual income, In one village, 50 percent of the households, induding
sme that had never reported a death, received more than $110 in pro-
gram transters during the six months before wave 4,

Lo analyze the relative costs of various types of programs for assisting
hewsebiolds affecued by AIDS and other causes of adulr death, the survey
collected dara from one povernmental and eleven nongovernmental
wrganizations operating in the Kagera Region. Figure 4.10 presents the
average cost per year of operating each of the programs where cost data
were available from ar least two agencies. In considering the implicd cost
comparisons, it is important o remember dhae the services provided may
be very different; for example, home care focuses on the sick household
member, while educational suppor helps dependent children, whe may
net be sick, w attend school. Furthermore, even the programs averaged
in A single carcgory often contain disparare program elements and vary
in quality,

Dlespite these civeats, the figure reveals that there can be very large
differences in the cost per heneficiary of different trpes of programs. A

4,10 Average Cost per Year of Survivor Assistance in 1992 by
:—-ﬂw Kagera, Tanzania
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i
i
l

Nater PYOA = pessan with AIDS, HH = houschold. Orher cnsrs ave per child pes year.
Sauree: Ower and Koda, forbonming.

particularly telling comparison is berween the cost of supporting 2 d:fild
in a foster home, estimated at $185 per vear, and the cost of supporting
a child in an orphanage, which averages $1,063, or ten rimes larger (not
shown on the figure). For children who cannot be placed in a foster
home, it may be necessary to consider the alternarive nFardl urplhum;r_
Hmmrnlk}mulﬂnandﬂﬁﬂpﬁﬁdﬂﬂ!hﬂuldhupmmmddm
every child sent to an arphanage will consume the resources that could
have been used 1o suppent ten children in foster homes.
mmmuma@hwm.%
have seen thar houschelds thar cxperience an adult death draw on their
assers to cushion the shock of this catastrophe, I follews thar howseholds
with lower levels of assers can be expected o have more difficulty coping
with the death than households with more assets. In this section we
examine the effect of & household’s inital assers an its ability 1w cope
with adult dearh. First we show how 2 houschold’s assets affect the short-
term impact of an adult death on per capita food consumption; then e
consider the long-term harm w children, through womening maloutri-
tien and reduced school enrollmens.

Somme types of assivtance for hey
huds affected by MIES consime
meore rescurced Hian others.
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In examining this evidence, it is usehul o keep in mind the key
question thar policymakers are likely o face in deciding how society
in general and governmenis in particular, can mitgae the impact of a
gencralized epidemic: who needs help?

The impact on food consumption. The greater impuct of a prime-age
adult death on poorer houscholds appears most starkly in changes in
food expenditure and food consumption. Figure 4.11 shows the changes
in per capita food expenditure and consumprion (which includes bath
purchased food and home-produced food) for the poorer half of the
Kager houscholds and the less-poor half of the Kagera howseholds dur
ing the six months when the death ocourred, For the beter-off house-
halds, bath measures of food intake increased. The picture is quite dif-
ferent for the poorest 50 percent of the houschalds: food expenditure,
which was already lower in these houscholds than in the others, dropped
by nearly a third. The resulting drop in per capita food consumption was
cushioned by an increase in the consumption of home-produsced food
{mot shown), Even so, per capita consumption in the poarer houschaolds

Figure 4.11 Short-Term Impact of the Death of an Adult Household Member
on Food Expenditure and Cansumption per Adult Equivalerd Member,

Kagera, Tanzania, 1991-93
Porcantags ohange afar s dasth il
T —' o
10 B Poorcst 50

Mage The poosest SUF perormt of hossehohls se tose winh kess than dhe median saoe of msers
per member f wave | of the murvey, shich wes st $415 per sl squivalens nember in
VG dodlers. The simgle & 64 howscholds that oxperienced an aduls dearh berween the fing sid
last woarvws of the Klagera mirvry.

Swrv: Chver amll anbers, forthcansing,

fell by 15 percent. Even if these houscholds evenmually retuen almose o
the predearh level of per capita food consumption, as did the lvoinan
houscholds, lack of adequate nuerition for a year or mone can have a pro-
found effect on the development of children. We murn o this wopic,

The impact on child nutrition. Childhood malnutriton is potentally
ane of the most severe and lasting consequences of a prime-age adult
death. The death of a parent or other adule may lower the nutritional sta-
rus of surviving children by reducing houschold income and food ex-
penditure, and by reducing adule arention w childrearing. Because
childhoosd malowsirition can impede intellectual development and thus
reduce a person’s long-run productivity, improving childhood nueririan
has long been an important development goal. Policymakers secking 1o
mitigate the impact of the AIDS epidemic will therefore be particularly
concerned abour minimizing the impact of the increasing number of
prime-age adult desths on childhood nuertion.,

The impact of adule death on childhood autrtion is ikely o vary
according to many factors, not least of which is the nutritional stans of
children in the overall population. Livde information is available on how
adule dieath affects child nuerition. Moseover, the impact is likely o dif-
Fer across countries and communities. The following discussion of the
findings in Kagera illustrates some of the issue dhar policymakers will
want to consider in attempting o mitigate the impact of the epidemic,
In this discussion, the erm “orphan” is used o indicare 2 child who has
lost one or both parents,

We would expect that the drp in food consumption among the
poorer bersaved families described above would result in an increase in
malnutrition among children in these houscholds, since these children
are lilkely w be malnourished or at risk of malnutrition before the aduli
death., As figure 4.12 shows, zmong the poorer households in Kagera,
saunting (very low height for age) among children under 5 is indeed sub-
santially higher for orphans (51 percent) than for children whose par-
etus are both alive (39 percent), Whar is surprising, however, i that dhe
difference berween arplians and nonorphans in the berter-off house-
holds i even larger; indeed, orphans in the betrer-off households ae
stuvted ar almsosy the sume e as orphans in the poorer houscholds.

This uncepected result raives difficulr operational issues. If orphans in
the poorer houscholds were much more likely to be stunted than ar-
phans in the les-poor houscholds, as we might have especied, the policy
pres ril'n o wonld be ':rra:'g“fnrvmnj: ro minimize childhood malnuri-
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Figure 4.12 ““Mﬂmm-ﬁ.ﬂ
by Household Assets, Kagera, Tanzania
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tion, focus nurritional assistance on the poar houscholds thar suffer o
primc-age adult death. Instead we find char, at least in Kagera, half of the
children who have lost one or both parents are stunted, regardiess af
whether they live in a poorer howschold or a lew-poor hausehold

There are several possible explanations for this surprising observasion.
One is thar stunting among both groups of orphans is due in part o
pediatric AIDS and 10 other ilinesses thar a child may contract from an
HIV-infecred adule, such as muberculosis, which would not nevessarily he
dosely linked 1o household asset levels. Another possible explanarion is
thar some stunted orphans in the households with more assers originally
resided in poorer househalds, and their skunting is a legacy of that eardier
peverty. Finally, the fact that stunting is about equal among boch groups
of orphans sugpests that, for this population, stunting of 50 percent may
be approaching an upward limit beyond which any additional deterora-
rion in childhood nutrition resules in increased child mortdiny rather then
increased stunting, Tn all three cases, child nutrition could indeed be worse
in the poorer bereaved families than in the less-poor bereaved fumilics.

It may also be the case, however, thar childhood nuerition does deter
orate sharply affer a prime-age adule death, even in howseholds with com-
paratively high levels of assers. This could happen, for example, if gricfand
prychological depression in the surviving parent interferss wirh child-
resring, including obtaining food and providing meals. IF this is true,

young orphans stand a high probability of being malnourished, irre-
spective of the econumice st of the household in which they ane living,

One policy approach that could be appropriate in either case would
be tis focus nutritional assistance on young children who show evidence
of being, malnourished or who are likely w be ar risk of becoming mal-
noarished (by virme of losing one or more parents),

There are several advantages w such an approach. First, because the
percentage of children under 5 who have lost a parent will be small, even
in a generalized epidemic, such a response is likely to be much les cosely,
and therefore more feasible, than the alrermanive of providing asistance
tw all households dhar suffer a prime-age adul death from AIDS.

Furthermore, because of the long illnes thar often precedes dearh
fram AIDS, it will often be possible to idenrify young children who will
soon be orphans before the maother or father dies and w enroll them in
programs o minimize the nutritional impact. In cases where the mother
is HIV-pasitive, this supplemental feeding could perhaps simultineously
reduce the risk of mother-to-child transmission trough breast milk.

In addition, programs that provide food dircctly o malnourished
children and 1o orpluns, mther than to houschalds thar include orphans,
may avoid the problem of houscholds Fostering children primanily
obtain henefirs intended for the orphans, While creating an incentive for
households w foser children may be desirable in 3 severe AIDS epi-
demic, too large an incentive can increase the number of children shifred
berween househaolds, 1o the detriment of their welfare, A better approach
may be to include childsen in houscholds where a death is anticipared in
community-based nueridon monitoring and feeding programs on the
model of the UNICEF-sponsored “village feeding poses,”

Finally, including orphans in 2 program designed ro address malnu-
mition mare broadly i more equitable than focusing assistance on AIDS
orphans alone. This is particularly true in very poor countrics, where an
ulan'n'mglr hig;h proportion of all children are malnourished. fn Kagera,
for example, even in houscholds that are less poor and have both parenis
alive, nearly one-third of children are sruneed, In such & situation, pro
viding assistance only to ALDS orphans would neglect a large number of
children who are also very needy.

Thhe erapact o et vebranling, Besides increasing childhood malnuri-
thon, o prime-age sdule dearh in 4 houwschald is likely o reduce school
enrollment. This lick of schooling, perhaps exacerbared by inadequate

nueriteon, will make iv particubidy difficule for child survivors of 3 prime-



