POVERTY EXACERBATES HIV/AIDS MORTALITY.

ABSTRACT 

The relationship between socioeconomic factors and HIV/AIDS mortality is investigated.  Regional and temporal variations in HIV/AIDS mortality rates were found to have some correlations with the socioeconomic factors. The variations in these socioeconomic variables are responsible the different survival durations by the people living with HIV/AIDS (PLWHA). Based on the association between HIV/AIDS mortality rates and these socioeconomic factors, redistribution of resources can extend the lives of the PLWHA from the current 2-3 years to 10-15 years. 

INTRODUCTION

HIV/AIDS affects all sectors of the economy and developing countries recorded heavy losses due to sickness and death. Despite the fact that a high percentage of the population is already infected with HIV, the fight still revolves around protective and preventive measures (abstinence). There is lack of agility to match the speed of spread and effects of HIV especially in poor communities.  Based on the existing information about survival rates, developed countries like USA have sustained PLWHA for 10-15 years compared to their African counterparts’ 2-3 years.

Prevalence rates have been shown have same trends as selected socioeconomic factors like poverty, female literacy rate, Gross Domestic Product; and that geographic variations exist. According to the Ministry of Health (Kenya) records, urban areas in Kenya reported higher prevalence levels than rural areas in 1995 but the situation reversed between 1999 and 2002. 

The social structure of an African community favors the education of a boy-child at the expense of a girl-child, a fact that explains the gender disparity in education. Therefore, women’s role has fundamentally been to provide care and support to the vulnerable members of their households. 

Majority of people in Africa live in rural areas with increasing migrations to urban centers to seek employment. About two-thirds of the population lives below poverty line thus depending on health care services provided by government-funded health institutions. These public health facilities are poorly equipped and have recently experience a massive exodus of physicians and other medical personnel. The distribution and funding of hospitals and clinics have been politically motivated leading to non-optimal allocation of resources.

Countries, foundations and development organizations have donated funds to finance anti-AIDS projects in Africa among other continents. The impact of external grants has been marginal due to mismanagement and lack of political goodwill. 

DATA AND METHOD

It is noteworthy that data on HIV/AIDS mortality is very scarce. Global organizations such as the World Bank, UN and USAID have aggregated databases and very little regional or national data. The records also vary from one organization to another thus making the findings different based upon the source of data used. 

The sources of data included the Ministry of Health’s (National AIDS Control Council) - Kenya, Kenya Demographic Survey (Kenya Bureau of Statistics), World Bank, USAID, and United Nations.

Ordinary least squares was used to determine the coefficients of the predictors (socioeconomic factors) and Fixed effects model was estimated to account for regional and time invariant factors that OLS fails to capture.

RESULTS AND DISCUSSIONS

OLS predicted a negative and insignificant coefficient for female literacy rate whereas FEM estimator was positive and significant. The following predictors had negative coefficients and were statistically significant at 1% level: per capita GDP, urban prevalence rate and poverty level. Rural prevalence rate had a positive coefficient and was significant at 1% level. External grant (% of GDP) and household were statistically significant only with fixed effects and had negative signs. The F-test indicated that fixed effects estimator was superior to OLS. The distribution of health institutions was not significant at any level.

Generally, female literacy opposes HIV/AIDS mortality that is, assuming a constant infection rate; as female literacy increases PLWHA live longer thus reducing mortality rate. The significance of the female literacy coefficient indicates that the variation in mortality rates across regions over time is partly determined by the level of female literacy in the population.
Intuitively, extreme levels of female literacy levels should coincide with higher HIV/AIDS mortality rates. As female literacy rate increases from low mortality declines since women acquire better skills and knowledge that help in providing improved care to the PLWHA thus increasing their life expectancy. Extensive education on the side of women makes them eligible for professional jobs that withdraw them from their homes thus depriving the vulnerable of the care they dearly need. An increase in capital stock at household, regional or national level makes improves people’s health seeking behaviors. Wealthy communities can afford anti-retroviral drugs and access information about coping mechanism. Urban dwellers have more access to health care institutions for medical supplies and to keep abreast with new research findings. But the reversal in prevalence rate was due to PLWHA returning to rural areas to seek support from relatives when they get laid off as a result of their declining productivity. External grants hardly reach the target group due to mismanagement and this explains its insignificant coefficient.

Distribution of funding is only significant with FEM, suggesting that the sub-optimal allocation of resources results in regional disparities. Regions with larger budgetary allocations are better equipped to support the PLWHA. Impoverished communities that receive limited funding from the government experience higher HIV/AIDS mortality rates.

CONCLUSION

There is evidence that socioeconomic variables are correlated with the life expectancy. It is our duty to find a way of exploiting the relationships to engage a tactful combat on HIV/AIDS provide. Preventive measures are only relevant to the people free from HIV and therefore strategies have to be multi-faceted to address the different categories of the society. Treatment should be the answer to those already infected. Testing people to determine their HIV status should be limited to identifying the target population to work with in the fight against the scourge. 

Government should reshape policy to redistribute resources objectively and in absolute to political loyalty. Since HIV/AIDS affects all sectors, a multi-disciplinary approach should be initiated in planning and budgeting. HIV/AIDS should be viewed as a development problem and therefore tackled by all arms of the government over and above the efforts by other stakeholders. Governments should review patenting laws to make generic drugs more affordable and accessible to those who need them. 

HIV/AIDS Mortality Rate in Kenya (1995 – 2002)

	Independent variable
	Ordinary Least squares
	Fixed effects model

	Intercept
	6.499***

(0.743)
	

	Per capita GDP
	-0.098***

(0.019)
	-0.071***

(0.019)

	Urban prevalence rate
	-1.936***

(0.485)
	-0.649***

(0.209)

	Rural prevalence rate
	0.070***

(0.004)
	0.167***

(0.034)

	External Grant (% of GDP)
	-0.981

(0.642)
	-1.197***

(0.349)

	Poverty level (% above line)
	-1.354***

(0.473)
	-0.830*

(0.458)

	Health care institutions
	-0.110

(0.316)
	0.140

(0.155)

	Distribution of health spending 
	-0.419

(0.341)
	-0.415***

(0.142)

	Household Income
	-0.286

(0.286)
	-0.441***

(0.138)

	Female Literacy rate
	-0.008

(0.007)
	0.011**

(0.005)

	R squared
	0.63
	0.69

	Adjusted R squared
	0.61
	0.66


F statistics are 15.44 and 52.80 for OLS and FEM respectively.

Source: Author’s estimates.

Note: ***, **, * indicate statistical significance at 1%, 5% and 10% levels respectively.
