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Abstract

The objective of this paper is to explore the relationship between
economic growth and HIV' | AIDS analyzing possible causes and
reviewing pertinent literature in order to try to disclose relationships
not adequately explored to date. The paper does not focus on AIDS
transmission but on vulnerability to AIDS. In brief, it argues that
economic growth has, in the case of Southern Africa, been accompanied
by disruption and deprivation, which, in turn, created vulnerability to
AIDS by increasing poverty, disease and malnutrition. Therefore,
this review suggests that the correlations among poverty, inequality
and economic growth in Southern Africa need to be investigated more
thoroughly in order to understand the HIV | AIDS pandenric in the
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Review of Literature

Africa’s present situation is one of global warning: Southern
Affrica has 10 percent of the world’s population and 70 percent
of the world’s HIV/AIDS-infected people (UNICEF 2001)
(see Table 1 in the appendix). While HIV/AIDS previously
was seen as a biomedical matter, recent research suggests
that inequality and poverty fuel the epidemic just as critically
(e.g. Wilkinson 1996; World Bank 1997; Stillwaggon 2000,
2002, 2005). Accordingly, it is assumed that the
macroeconomic interests in “economic growth,” which
dominated the development path, characterized by unequal
power relationshipss, contributed greatly to the present
poverty in Southern Africa — the main “feeder” of AIDS
in the region. Still, the review will not engage in discussing
“Whose fault is it?,” but will attempt to show that the
problem is that economic growth per se does not increase
well-being unless accompanied by a more equal distribution
of wealth.

Economic growth has always been strongly associated
with the upsurge of wealth and health. With the emergence
of development theories in post-World War II, economic
growth became increasingly associated with development
and, for years to come, the former would be pursued in the
quest for the latter. Surely, modernization has had a positive
impact on health by decreasing mortality rates and
dramatically improving life expectancy (Kunitz 1994). In
post-war Britain, economic growth statistically has been
associated with a decrease in mortality, through a decline
of infections and communicable diseases (Szreter 2001).
Furthermore, 19" century Holland, Germany, France,
Australia, Canada, the United States, and early 20™ century
Japan (ibid) all have exhibited the same path as Britain. In
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sum, history seemed to justify assuming that modernization'
leads to improvements in economic well-being and
consequently to greater health (Kunitz 1994).

Despite economic growth being equated with life
improvement, one cannot conclude a causal relationship
between the two (Carpenter 2000) because in Southern
Africa economic growth has not led to increases in health
and well-being, but rather to increases in HIV/AIDS
infection rates (Youde 2001). Understanding the “social
production” (Schoepf 2001, Barnett 2005, Poku 2005) of
HIV/AIDS is of extreme importance when we talk about
both the development path and the disease path in Southern
Africa. As Louis Pasteur said, “zhe microbe is nothing, the terrain
everything™ (cited in Stillwaggon 2002: 2).

Writers like Singer (1998) bring a new light into the
discussion by highlighting the epidemic’s social and political
determinants. This author shows that the epidemic can be
an expression of social relationships when these
relationships restrict access to health care resources and,
consequently, feed disease transmission. During the 1980s
economic crisis, the international financial scenario that
pressured strongly for the prioritization of economic growth
has seemingly done so at the expense of investment in
poverty reduction program in third world countries. This
neglect has been cyclical with the increase of poverty, which
fueled the spread of vulnerability to the virus (Ainsworth
and Dayton 2003; Karim and Karim 2005).

According to Sen (1989, 1999), if the individual lives in
a context of “unfreedom,” where he or she cannot develop
his or her capabilities, that individual will progress little in
all aspects of development.? The important concept here
is vulnerability: Southern Africa hosts most of the poorest
countries in the world. Despite some countries succeeding
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economically, overall, the poorest countries in the region
were worse off in 1991 than in 1983. Similarly, Garrett (1994)
reminds us that already in the 1960s René Dubos was writing
at length about the particular vulnerability that poor people
have to microbes:

The old adage — that if it doesn’t kill you, it

makes you stronger — is unfortunately not
true. Recurrent malnutrition, infectious disease
and parasite infestation, if they don’t kill you,
make you weaker (Stillwaggon 2002: 10).

Dubos argued that the history of disease repeatedly has
been associated with “weak points of economically bereft
lives” (e.g. chronic malnutrition, prostitution, poor hygiene,
etc.) (Garrett 1994: 475). Thus, HIV infection, as with other
infectious diseases, is influenced by factors that exploit host
vulnerability, such as general poor health,’ little access to
health services* and being economically disadvantaged® (see
Poku 2004, 2005). As one can conclude easily, all these
conditions are met in Southern African countries to a degree
not mirrored in any other region in the world (Stillwaggon
2002, 2005).

It appears that although economic growth increases the
availability of resources for poverty and vulnerability
reduction, income distribution is a stronger determinant of
the overall well-being of the poor and a factor in the decrease
of vulnerability to the conditions that facilitate the spread
of HIV/AIDS. Suitably, AIDS came to stand for “Acquired
Income Deficiency Syndrome™; it is a disease brought on more
by conditions of economic “survival” than by promiscuity
(Schoepf 2001). This argument is strengthened if we take
into account Sen’s readings on poverty (1989, 1999). Sen
defines poverty as the deprivation of basic capabilities rather
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than merely low levels of income. Although level of income
is an identification of poverty, it is only instrumentally
significant. That is, it is a means to understand poverty and
not an end definition in itself. In this sense, I hope, it is
easier to understand why inequality more than income
encapsulates real measures of welfare.

Although the relationship between inequality, poverty
and infectious disease or HIV infection is not
straightforward (Barnett and Whiteside 2002), the existence
of the relationship increasingly has been demonstrated
(Wilkinson 1996; World Bank 1997; Stillwaggon 2000, 2002,
2005; Barnett 2005). A rough presentation of the numbers
is highly suggestive. Botswana and Zimbabwe have the
highest rates of HIV/AIDS in Africa in conjunction with
the highest social inequality as measured by Gini coefficients
(Stillwaggon 2002). Furthermore, African countries that
have succeeded in increasing their GDP have the highest
HIV/AIDS rates in the region and have failed to distribute
income more equally (Stillwaggon 2002, 2005). Thus, it
seems that income inequality and inequalities in health
“march hand in hand” (Carpenter 2000: 340).°

Thus, despite economic growth historically being
associated with wealth and health, Szreter’s (2001) research
runs contrary to this long-held opinion. Szreter demonstrates
that during their earlier phases of ascending economic
growth the population of many of these “famous” examples
of successful development actually have experienced
significant retardation or even stagnation of their health
and welfare levels. In the author’s words, “nothing inherent
in the process of economic growth provides protection
against its unwanted consequences—the 4 Ds”: disruption,
deprivation, disease and death (Szreter 2001: 78). Thus,
economic growth should not be associated automatically
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with development as it always places serious strains on the
health of the population. While the 4 Ds are all potential
outcomes of rapid economic growth, the first D, disruption,
is a universal accompaniment of the process. Szreter
describes disruption as the institutional and administrative
destruction and construction, and the political conflict
among the competing social groups involved, some of them
newly formed social agents of economic change (2001).
With regard to HIV/AIDS, by creating disruption, economic
growth increases populations’ vulnerability, which, as
discussed earlier, is “food for AIDS.”

Despite economic growth being equated with life
improvement, a causal relationship between the two has not
been proven (Carpenter 2000). Kunitz argues, “What better
measure of progress is there than the health and well-being
of entire populations?” (1994: 149). What does it mean that
Southern Africa compounds both the highest per capita
income on the continent as well as the highest HIV/AIDS
infection rate in the world (Youde 2001)?

For example, through the 1990s, Botswana was one of
the world’s fastest growing economies and it presently suffers
one of the worst AIDS epidemics in Africa. According to
Youde (ibid), Szreter’s theory of disruption explains the
current AIDS epidemic in Southern Africa. Youde argues
that Southern Africa is a victim of its own success because its
rapid and disruptive economic growth did not allow for effective
adaptation to the changes inherent to that economic growth:

Southern Africa’s good fortune of attracting
foreign investment and developing its own
resources might have, perversely, indirectly
led to the region becoming the epicenter to
the AIDS epidemic (ibid: 26).
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According to Youde (ibid), rapid economic growth often
explains disease as a result of new, unaffordable medical
fees, people’s movement to new urban areas (often
accompanied by unsanitary conditions) and increased wealth
to purchase sex. In addition, Youde argues that Szreter’s
conceptualization of disruption is applicable to the present
situation in most of Southern Africa as seasonal and
permanent labor migration,” together with the highest rate
of urbanization,” created an extreme fertile terrain and easy
route for HIV. Without rapid growth HIV would have
remained within the boundaries of smaller populations.
Overall, as Kunitz argues, it seems that whatever impact
one assumes that growth will have on health, “modernization
has a natural history with inevitable health consequences”
(1994: 149).

Economic growth is just like the free market;
performance depends on good management. Thus, recent
studies (Leys in Lunn 2002b) show that the mismanagement
of economic gains will not reverse growth but rather will
fail to secure improved quality of life. In other words, there
is nothing inherent in economic growth that will guarantee
an increase in quality of life. For example, among countrie
in Southern Africa, only Botswana, Cape Verde, Lesotho
and Uganda had achieved higher per capita income in the
mid-1990s than the prior decade; while Uganda and Cape
Verde exhibit low rates of infection and low prevalance of
AIDS, both Botswana and Lesotho have remarkably high
rates of infection and high prevalance of the disease.

Stillwaggon (2002) has done some research into the
study of the correlation between HIV prevalence and per
capita income. As Stillwaggon recognizes, because an
increase in income can be associated with migration, social
disruption and increasing inequality and poverty, an increase
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in per capita income often is correlated positively with HIV
prevalence. Stillwaggon’s study of the relationship between
HIV prevalence and growth in GDP per capita in 44
countries’ performed inconsistently, showing significant and
positive correlations between HIV prevalence and growth
in GDP per capita with only one of the two measures she
used.'” The perhaps counterintuitive finding did not surprise
Stllwaggon, as she argues that rapid growth in GDP per
capita in many of these countries was accompanied by rapid
growth of income inequality.

Inequality in Africa is a much better indicator of a state’s
will of agency for adequately using its resources. For
example, one of the fast-growth economies in Southern
Africa is Botswana, where GDP per capita grew 8.5 percent
per year from 1975 to 1990. However, this growth has
coincided with growing inequality whereby “the number of
people categorized as ‘permanent destitutes’ has increased
five times as fast as total population since 1980" (Good
1999 in Stillwaggon 2002: 6). Supporting this, Stillwaggon
(2002) found a very strong positive correlation between
unequal income distribution and prevalence of HIV in
Southern Africa. Thus, it appears that growth without
equality intensifies vulnerability. In other words, inequality
affects growth so badly that it actually undoes growth
(Goldstein 2002). Likewise, estimates between 1981 and
1991 in Kenya showed that economic growth could have
reduced poverty by more than 6 percent. However,
worsening inequalities over the same period could account
for an increased 3.5 percent in poverty (ibid). Evidence does
not end here. Zimbabwe, has one of the highest rates of
HIV in the world and, in 1980, the per capita income ratio
of whites to that of urban blacks and rural blacks was 39:5:1
(Barry et al. 1990, Stillwaggon 2002). Overall, it appears
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that resources cannot account for change. That is, growth
only becomes development when it is solid and spread
throughout society.

The demands made by the International Financial
System (IFS) on Southern African countries may produce
economic growth but also cause disruptions that contribute
to an increased context of vulnerability in this world region.
Economic growth in Southern Africa has widely been
accompanied by country indebtedness, which has
perpetuated vulnerability levels in Africa (i.e. poverty and
incapacity to access health services). Suitably, Singer (1998)
roots disease transmission, delivery of health care and
prevention activities within the social inequality, power
disparity and unequal access to resources created by the
capitalist system at the global and local level.

According to Dréze and Sen (1989), famine results from
an economic system’s regulation of people’s ability to acquire
goods so that, in short, food availability is a question of
income distribution. Likewise, AIDS appears to result from
this same inability to hold entitlements, to follow the authors’
terminology. Thus, the same way hunger and famine are a
matter of income distribution, AIDS, also a form of
deprivation, is a matter of income distribution and access
to health. Or, shortly, food is for famine what health is for
AIDS. Barnett and Whiteside (2002) compare Sen with
Polanyi (1945) in the sense that, although market
mechanisms are now “disembedded” from social relations,
in the past, the opposite occurred. In this sense, public policy
is the key to mitigate the suffering of the poor. As it follows,
political implications are varied as the shift moves from “how
much money does a government have?” into “how do rich

and poor countries manage the resources they have?” Sen
(1989, 1999), Schoepf (2001) and Szreter (2001) share the
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same view. As Szreter (2001) argues, his view is of the same
mind as Marx and Engels in the sense that both look at
economic growth as intrinsically dangerous and socially
destabilizing. However, Szreter (2001) does not see the
relationship between “capital” and “labor,” or growth and
development as irreconcilable or deterministic. Thus, as the
England demonstrated historically, despite health and disease
being related strongly to processes of social change and
development, managing health problems in late-developing
countries undoubtedly must involve social and economic
development (Gray 2001). Perhaps the social origins of
AIDS can be tackled by “reforming” economic growth
through existing social and financial institutions.

Endnotes

"I use modernization here because it is the word selected by the author
in the original paper. Still, I believe that the concept overlaps positively
with the concept of development, which I have used in the rest of this
paper and, therefore, I have not altered the original word.

? Financial, health, educational, etc.

* From 1988 to 1998, when AIDS became a generalized epidemic, 30
percent of the total population of the region was malnourished, and
calorie intake per capita was only 70 percent of the consumption in
industrialized countries.

*Public spending on health services in Sweden is about $1,300 per
person per year; in Malawi it is about $22 per person per year.

* The real annual income of the average person in the United States
is 42 imes that of the average Tanzanian.

“ According to Carpenter (2000), this principle is applicable both
between regions and countries and within countries themselves.

7 As it follows, trade routes are the highest infection areas in Sub-
Saharan Africa (Webb 1997). This association was well connoted in
Stillwaggon’s expression “viral traffic” (2002).

* Southern Africa had the highest rate of urbanization in the world
between 1970 and 1990 (Stillwaggon 2002).

* Including Asia, Africa and Latin America.

" It was not significant in the regression using the UNAIDS measure
of HIV prevalence, but significant if prevalence was measured by urban,
low-risk data.



LITERATURE REVIEW 181

References

Ainsworth, Martha and Julia Dayton. 2003. “The Impact
of the AIDS Epidemic on the Health of Older Persons
in Northwestern Tanzania,” World Development. 31(1):
131-148.

Barnett, Tony. 2005. “HIV/AIDS is not just about HIV/
AIDS,” in Maj-Lis Foller and Hakan Thorn, eds., No
Name Fever: AIDS in the Age of Globalization. Lund,
Sweeden: Studentlitteratur AB. pp. 41-59.

. 2002a. “What can we learn from the HIV/AIDS

epidemic?” Paper presented at the Von Hugel Institute,

University of Cambridge.

. 2002b. “Progress Report HIV/AIDS Impact
Studies II — Some Progress Evident,” Progress in
Development Studies. 2(3): 219-225.

Barnett, Tony and Piers M. Blaikie. 1992. “Simple Methods
for Monitoring the Socio-Economic Impact of AIDS:
Lessons from Research in Uganda and Kenya,” African
Urban Quarterly. 7(3/4).

. 1992. _AIDS in Africa: Its Present and Future Impact.
London: Belhaven Press.

Barnett, Tony and Alan Whiteside. 2000. Guidelines for Studies
of the Social and Economic Impact of HIV'| AIDS. Geneva:
Joint United Nations Programme on HIV/AIDS
(UNAIDS).

.2002. AIDS in the Twenty-First Century: Disease and
Globalisation. 1.ondon: Palgrave Macmillian.

Barnett, Tony, Alan Whiteside and Chris Desmond. 2000.
The Social and Economic Impact of HIV'/AIDS in Poor
Countries: A Review of Studies and Lessons. Geneva:
UNAIDS.




182 UFAHAMU

Bayer, Ronald. 1996. “Societal and Political Impact of HIV/
AIDS,” in Jonathan Mann and Daniel Tarantola, eds., AIDS
in the World II. New York: Oxford University Press.

Baylies, Carolyn. 2000. “HIV/AIDS in Africa: Global and
Local Inequalities and Responsibilities,” Revew of African
Political Economy. 27(86): 487-500.

Bhatt, Chetan and Robert Lee. 1997. “The Free Market, Identity
Formation, Sexuality and Race in the HIV/AIDS Sector,”
in Joshua Oppenheimer and Helena Reckitt, eds., Adting
on AIDS: Sex; Drugs and Politics. L.ondon: Serpent’s Tail.

Cameron, Edwin. 2000. “The Deafening Silence of AIDS,”
Health and Human Rights. 5(1): 7-24.

Carpenter, Mike. 2000. “Health for Some: Global Health
and Social Development since Alma Ata,” Community
Development Journal. 35(4): 336-351.

Chattopadhyay, Rupak. 2000. “Zimbabwe: Structural
Adjustment, Destitution and Food Insecurity.” Review
of African Political Economy. 27(84): 307-316.

Cheru, Fantu. 2000. “Debt Relief and Social Investment:
Linking the HIPC Initiative to the HIV/AIDS/AIDS
Epidemic in Africa: The Case of Zambia,” Review of
African Political Economry. 27(86): 519-536.

Cohen, Desmond. 1999. “Responding to the Socio-
Economic Impact of the HIV Epidemic in Sub-Saharan
Africa: Why a Systems Approach is Needed,” HI1” and
Development Programme. New York: UNDP.

Collier, Paul and Jan Willem Gunning. 1999. “Explaining
African Economic Performance,” Journal of Economic
Literature. 37(1): 64-111.

Collins, Joseph and Bill Rau. 2000. “AIDS in the Context of
Development,” UNRISD Programme on Sodal Policy and
Develgpment Paper No 4. Geneva: UNRISD and UNAIDS.



LITERATURE REVIEW 183

de Waal, Alex. 2001. “*AIDS-Related National Crises™ An
Agenda for Governance, Early-Warning and
Development Partnership,” AIDS and Governance Issue
Paper No. 1. London: Justice Africa.

. 2002. “AIDS: Africa’s greatest leadership challenge.

Roles and Approaches for an Effective Response.”

London: Justice Africa.

. 2002. “Modeling the Governance Implications of the
HIV/AIDS Pandemic in Africa: First Thoughts,” AIDS
and Governance Issue Paper No. 2. London: Justice Africa.

Dréze, Jean and Amartya Sen. 1989. Hunger and Public Action.
Oxford: Oxford University Press.

Dixon, Simon, Scott McDonald and Jennifer Roberts. 2001.
“HIV/AIDS and Development in Africa,” Journal of
International Development. 13(4): 381-389.

Donovan, Mark C. 2001. Taking Aim: Target Populations and
the War on AIDS and Drugs. Georgetown University Press.

Garnett, Geoff P, Nicholas C. Grassly and Simon Gregson.
2001. “AIDS: The Makings of a Development Disaster?”
Journal of International Development. 13(4): 301-409.

Garrett, Laurie. 1994. The Coming Plague: Newly Emerging
Diseases in a World Out of Balance. New York: Farrar,
Straws & Giroux.

Goldstein, Markus. 2002. African Poverty. Dv 418, Week 7.
DESTIN public folders. London: London School of
Economics.

Gray, Alastair, ed. 2001, World Health & Disease. Buckingham:
Open University Press.

Haacker, Markus. 2002, “The Economic Consequences of
HIV/AIDS in Southern Africa,” IMF Working Papers.




184 UFAHAMU

Heyward, Mark and Dennis Altman. 2000. “Confronting
AIDS: Human Rights, Law and Social Transformation,”
Health and Human Rights. 5(1): 149-179.

Hope, Kempe R. 1997. African Political Economy: Contemporary
Lssues in Development. New York: M.E. Sharpe.

Karim, Salim and Quarraisha Karim, eds. 2005. HII"/ AIDS
in South Africa. Cambridge: Cambridge University Press.

Krieger, Nancy and Rose Appleman. 1994. “The Politics
of AIDS.” in Nancy Krieger and Glen Margo, eds.
AIDS: the Politics of Survival. Amityville, N.Y.: Baywood
Publishing Company.

Kunitz, Stephen J. 1994. Disease and Socal Diversity. Oxford:
Oxford University Press.

Loewenson, Rene and Alan Whiteside. 2001. “HIV/AIDS:
Implications for Poverty Reduction,” United Nations
Development Programme Policy Paper.

Lugalla, Joe and Maria Emmelin. 1999. “The Social and
Cultural Contexts of HIV/AIDS Transmission in the
Kagera Region, Tanzania,” Journal of Modern Asian and
African Studies. 34: 377-402.

Lunn, Jon. 2002a. “African States and the Global System,”
DV 418, Lecture 3. DESTIN public folders. London:
London School of Economics.

. 2002b. “The State and Economic Failure,” DV 418,
Lecture 4. DESTIN public folders, London School of
Economics,

Lundberg, Mattias, Mead Over and Phare Mujinja. 2000,
“Sources of Financial Assistance for Households
Suffering an Adult Death in Kagera, Tanzania,” South
Alfrican Journal of Fconomics. 68(5): 947-983.

Overseas Development Institute. 2000. HIV/AIDS, Poverty
and Development. Summary of Meeting, www.odi.org.uk/
speeches/booth7.html.




LITERATURE REVIEW 185

Panem, Sandra. 1988. The AIDS Bureancracy. Cambridge:
Harvard University Press.

Foreman, Martin. 1992. The Hidden Cost of Aids: the Challenge
of HIV” to Development. Panos Dossier. London: Panos
Publications.

Poku, Nana. K. 2005 AIDS in Africa: How the Poor Are Dying.
London: Blackwell Publishing,

. 2004 The Politics of Africa’s AIDS Crisis. Cambridge:

Polity Press.

. 2001. “Africa’s AIDS Cirisis in Context: How the
Poor Are Dying,” Third World Quarterly. 22(2): 191-204.

Rugalema, Gabriel. 2000. ““Coping or Struggling? A Journey
into the Impact of HIV/AIDS in Southern Africa,”
Review of African Political Economy, 26(86): 537-545.

Sandbrook, Richard. 1993. The Politics of Africa’s Economic
Recovery. Cambridge: Cambridge University Press.

Sabatier, Renée. 1989. AIDS and the Third World. Panos
Dossier. London: Panos Publications Ltd.

Schoepf, Brooke G. 2001. “International AIDS Research in
Anthropology: Taking a Critical Perspective on the
Crisis,” Annnal Review of Anthropology. 30: 335-261.

Scott, Guy. 2000. “Political Will, Political Economy and the
AIDS Industry in Zambia,” Review of African Political
Economy. 27(86): 577-582.

Sen, Amartya. 1999. Development as Freedom. Oxford: Oxford
University Press.

Sender, John. 1999. “Africa’s Economic Performance:
Limitations of the Current Consensus,” Journal of
Economic Perspectives. 13(3): 89-114.

Singer, Merrill, ed. 1998. The Political Economy of AIDS.
Amityville, N.Y.: Baywood Publishing Company.




186 UFAHAMU

Stillwagon, Eileen. 2005. AIDS and the Ecology of Poverty.
Oxford: Oxford University Press.

.2002. “HIV/AID in Africa: Fertile Terrain,” Journal

of Development Studies. 38(6): 1-22.

2000. “HIV Transmission in Latin America:
Comparison with Africa and Policy Implications,” South
African Journal of Economics. 68(5): 985-1011.

Szreter, Simon. 2001. “Economic Growth, Disruption,
Deprivation, Disease, and Death: On the Importance
of the Politics of Public Health for Development,” in
Andrew T. Price-Smith, ed., Plagues and Politics: Infections
Disease and International Policy. Palgrave Publishers.

Tarantola, Daniel. 2000. “The Shifting HIV/AIDS
Paradigm: Twenty Years and Counting,” Health and
Human Rights. 5(1): 1-8.

Theubet, Bertrand.; Seuz, A. 2001. Temps Presents. Television
program produced by TSR. http://www.tst.ch

Townsend, Peter. 2000. “Ending World Poverty in the 21*
Century,” in Christina Pantazis and David Gordon, eds.,
Tackling Inequalities: Where are We Now and What Can Be
Done? 1.ondon: The Policy Press.

Turshen, Meredith, 1997. “U.S. Aid to AIDS in Africa,” in
George C. Bond, John Kreniske, Ida Susser and Joan
Vincent, eds., AIDS in Africa and the Caribbean. Boulder,
Colo.: Westview Press.

UNAIDS. 2002. Together We Can: 1.eadership in a World of
AIDS. Geneva.

UNAIDS. 2000. Report on the Global HIV'/ AIDS Epidenzic

UNAIDS/IPAA. 2001. International Partnership against
AIDS in Africa: Engaging the Private Sector to Fight Aidb.
Geneva. www.unaids.org/ipaa.

UNAIDS. 2001. HIV Prevention Needs and Successes: A Tale

of Three Countries. An Update on HIV Prevention Successes
in Senegal, Thailand and Uganda. Geneva.




LITERATURE REVIEW 187

UNICEE 2001. The State of the World’s Children 2001. New
York.

UNICEEF. 2002. The State of the World’s Children 2002:
L eadership. New York.

UNDP 2000. Botswana Human Development Report 2000
Gaborne, Botswana. http://hdr.undp.org/docs/reports/
national /BOT_Botswana/botswana_2000_en.pdf.

Youde, Jeremy. 2001. “All the Voters Will Be Dead: HIV/
AIDS and Democratic Legitimacy and Stability in
Africa,” IFES. http://www.ifes.org/publications-
detail html?id=279.

Webb, Douglas. 1997. HIV” and AIDS in Africa. London:
Pluto Press.

Wilkinson, Richard G. 1996. Unbealthy Soceties: The Affliction
of Inequality. London: Routledge.

WHO and UNAIDS. 2003. “Epidemic Spreading Rapidly
in New Areas of the World.” Geneva: World Health
Organization and Joint United Nations Programme on
HIV/AIDS.

World Bank, the. 1999. “Intensifying Action against HIV/AIDS
in Africa: Responding to a Development Crisis.”
Washington, D.C.: The International Bank for
Reconstruction and Development/The World Bank.

World Bank, the. 1997. Confronting AIDS: Public Priorities in a
Global Epidemic. A World Bank Policy Research Report.
The International Bank for Reconstruction and
Development/The World Bank. Oxford: Oxford
University Press.

Wilson, Francis, Nazneen Kanji and Einar Braathen, eds.
2001. Poverty Reduction: What Role for the State in Today’s
Globalised Fconomy? 1.ondon: Zed Books.




188 UFAHAMU
Appendix
Table 1
Adult HIV People living with

prevalence rate, 1999  HIV/AIDS, 1999
Country (in percent) (in thousands)
Botswana 35.8 290
Swaziland 25.3 130
Zimbabwe 251 1,500
Lesotho 23.6 240
Zambia 20.0 870
South Africa 19.9 4,200
Namibia 19.5 160
Malawi 16.0 800
Mozambique 13.2 1,200
Uganda 8.3 820
Tanzania 8.1 1,300
Southern Africa 18.0 11,310
Sub-Saharan Africa 8.6 24,500
Global Total* 0.2 9,800

*exccluding Sub-Sabaran Africa

Source: UNAIDS 2000, in Haacker 2000
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Estimated Total Population,
AIDS deaths, 1999

1999 (#n thousands) Country
24,000 1,592 Botswana
7,100 981 Swaziland
160,000 11,509 Zimbabwe
16,000 2,108 Lesotho
99,000 8,974 Zambia
250,000 39,796 South Africa
18,000 1,689 Namibia
70,000 10,674 Malawi
98,000 19222 Mozambique
110,000 21,209 Uganda
140,000 32,799 Tanzania
992,000 96,545 Southern Africa
2.200,000 596,272 Sub-Saharan Africa

600,000 5,362,577 Global Total*
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