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GLOSSARY

AIDS

Acquired immunodeficiency syndrome

ART

Antiretroviral drugs, therapy or treatment

Drivers

Events which make people, households, communities and organizations more or less susceptible to infection and vulnerable to impacts

Endemic

A disease is considered endemic if there is continuous presence in a population, but at low or moderate levels

Epidemic

An epidemic embodies three main aspects: it is a rate of disease that reaches high levels, affecting a large number of people and it does so in a short amount of time. “Epidemic” is a relative concept: a small absolute number of cases of a disease is considered epidemic if the disease incidence is usually very low.

GDP

Gross Domestic Product

Gini coefficient

Aggregate inequality measures

HIV

Human immunodeficiency virus

Incidence

The number of new infections which occur over a period of time

Incidence rate

The number of infections per specified unit of population in a given time period

LEA

Adult life expectancy

LEB

Life expectancy at birth

Markers

The status of the disease within a household or community

Morbidity
Sickness

Mortality
Death

Opportunities

Activities and actions that people, communities and organizations can undertake to strengthen resistance and resilience to the disease and its impacts

Pandemic

An epidemic of worldwide proportions.

Prevalence

(1) The absolute number of infected people in a population at a given time

(2) The proportion of people living with HIV
I.
INTRODUCTION

Quo Vadis?

The purpose of this Research Paper is to bring to light the economic concerns that are brought about by the devastating consequences of the HIV/AIDS pandemic. The Paper aims to explore the microeconomic and macroeconomic areas that are influenced and changed by the emergence, spread and maturity of the disease in the Caribbean. Both micro and macro economic impacts of AIDS have to do with costs --- short terms and long terms costs, measurable and immeasurable costs --- that are attached to the welfare and well-being of individuals, their households, their communities and ultimately their entire societies. These costs take their toll from the minute the disease is diagnosed, lived with, to well after the victim is deceased. The upshot of the “cost of AIDS” implies additional constraints on already strained resources in the Caribbean region and elsewhere.
With respect to projecting the economic impact or speaking to the societal costs of HIV/AIDS, this Paper emphasizes the human capital approach which places emphasis on the income foregone due to increased mortality as well as recurrent expenditure on the costs of treatment and dealing with AIDS-related externalities. Simply put, because the first visible impact of HIV/AIDS is a demographic one, there follows a ripple in human costs that are both pecuniary and emotional as well as a larger societal cost that is also pecuniary and emotional. The costs of HIV/AIDS are serious but the impact is uneven across individuals or households; communities and nations; and finally, regionally.
It must be pointed out that we do not intend to provide economic models that measure the financial cost to human beings and their household members nor dare to tabulate the immeasurable emotional cost to individuals or monetary costs borne by businesses or whole societies. We do want to underscore that AIDS impacts on economies by negatively interfering with the channels of growth and development on a ‘micro’ level such as in households and business and on a ‘macro’ level such as in national development and growth. The upshot of such seriousness is that HIV/AIDS has a sheer impact on population: on susceptible and vulnerable individuals, communities and whole societies.
It is particularly apt to underscore that in the Caribbean region the putative economic effects in CARICOM and CAREC member countries hit women especially hard. Because of the “feminization of poverty”, the Paper will highlight specific gender differentials of HIV/AIDS in order to take into account how this disease specifically impacts women in the region. How AIDS specifically has any economic bearing on and relationship to women is informed by a plethora of social and economic realities in the region which together diabolically speak to well-defined “differences” that address females’ susceptibility and vulnerability: precocious sexual activity of girls; frequent partner exchange, and age mixing—younger women having sexual relationships with older men; single-female headed households and visiting relationships; tourism and its corollary, sex-tourism; outmigration and the resultant Caribbean diaspora, to mention but a few phenomena which buffet women with a singularly hard thrust in the context of HIV/AIDS.
While this Paper wants to go beyond the immediacy of the present dramatic situation of increasing AIDS within certain target populations in some countries in the Caribbean subregion, it also recognizes that there are technical problems in measuring the economic impact and social fallout of excess death and intransigent illness as it unfolds every second of each day. It is difficult to measure phenomena that are happening as the clock ticks.
/ There are fewer problems however, to describe some of the socio-economic drivers that fuel HIV/AIDS in the region and as well as the economic concerns and impact associated with the consequences of AIDS.

This Paper draws on secondary sources of information and research as its font to provide an overview of the ineluctable impact HIV and AIDS have on economic relationships To facilitate an understanding of the economic concerns and impact, the Paper will move from the general to the specific by presenting some overarching concepts and generalities before it speaks to the specifics in the Caribbean subregion and women. Some of the questions that we intend to answer are:
· What socio-economic conditions drive the epidemic?

· What is meant by impact?

· What makes women particularly vulnerable?

· Where are economic impacts felt?

· How will the epidemic impact on the economies of the Caribbean region over time?

It is hoped that the Paper will be interesting enough to elicit and merit attention for a CIM strategic plan of action to contribute to the fight against AIDS. It is further hoped that the information and recommendations in this Paper will assist the Organization of American States’ Anti-American Commission of Women (CIM) to design projects and programs in keeping with the Millennium Development’s Goal to contain the spread of HIV/AIDS during this century, especially as it relates to women and their lives.

OVERVIEW: THE PICTURE WE SEE
“I don't know where the next generation will come from. There are only 60,000 of us now, and a lot of people have got the disease.”—Resident of Tobago

The health sector, globally, is currently under severe pressure. The history of this pressure has a time line and is no longer new. Before the initial “wake-up call” in the 1980s, scientists had asserted that HIV arrived in the United States in the late 1960s and that it continued to spread undetected in the US and other countries during the 1970s. By the end of 1982, AIDS was detected in five countries. By 1985 every region of the world reported cases of AIDS. Two years later, by 1987, a total of 71,750 cases of AIDS were reported to the World Health Organization (WHO). By the mid-1990s, one million cases were reported to the same international organization. According to detailed statistics in a country-by-country analysis of HIV prevalence released in 1998 by UNAIDS, approximately 5.8 million people worldwide were newly infected with HIV in 1997 alone. Alarmingly, in 27 developing countries, HIV prevalence more than doubled between 1995-1997.
/ In less than a decade, in 2001, UNAIDS said there were an estimated 21 million people worldwide who had died of AIDS and in its inexorable devastating way, in 2003 the biggest number in a year, to that date, were newly infected with the disease: five million people.
/ In 2005, an estimated 38.6 million (33.4 million – 46.0 million) people worldwide were living with HIV. An estimated 4.1 million (3.4 million – 6.2 million) became newly infected with HIV and an estimated 2.8 million (2.4 million – 3.3 million) lost their lives to the full-blown disease of AIDS.
In its 2006 report, UNAIDS estimates that to date, around 65 million people worldwide have been infected with HIV and AIDS has killed more than 25 million people since 1981.
/ The number of people living with HIV/AIDS over the past two years has increased and the worldwide total now stands at nearly 40 million, according to a report released on Tuesday, 5 December 2006, by UNAIDS and the World Health Organization. The report, entitled "AIDS Epidemic Update: December 2006," estimates that 4.3 million new HIV infections occurred worldwide this year and that about 2.9 million people died of AIDS-related illnesses.
/ The runaway figures related to HIV/AIDS underscore the explosive and unrelenting nature of HIV and AIDS and are of such magnitude that pressure on the health sector is no wonder. HIV and AIDS are ubiquitous.

In the Americas, the Caribbean countries have the highest infection levels in the world after southern Africa. Indeed, the Caribbean has a well-established HIV epidemic, making the region second most affected in the world. At the end of 2005, there were between 240,000 and 420,000 HIV-infected adults and children in the region. The region's HIV prevalence was estimated to be between 1.1% and 2.2%; among young people 15-24 years of age, HIV prevalence is approximately 1.6% for women and 0.7% for men. In 2005 alone, there were between 26,000 and 54,000 new HIV infections and between 19,000 to 36,000 AIDS-related deaths.
/
In the erstwhile idyllic picture perceived about Caribbean islands, HIV/AIDS has touched even the smallest islands. Almost three quarters of the 250,000 people (190,000-320,000) living with HIV in the Caribbean are located on the island of Hispaniola, in Haiti, which occupies the eastern one-third of the island and the Dominican Republic, which lies to the west and occupies two-thirds of the island. Of all the islands, Haiti is home to more people living with HIV than any other country in the region: 190,000.

Outside of Africa, Haiti is the country most affected by the AIDS pandemic in the Caribbean region. The national adult prevalence in Haiti alone was estimated at 3.8% in 2005. The latest HIV data for Haiti estimates national adult prevalence at 2.2% and 5.6% of the adult population is living with HIV/AIDS.
/ There is 1-2% adult prevalence next door in the Dominican Republic, where life expectancy is estimated to be three years lower than it would have been in the absence of AIDS. While the national prevalence was estimated at 1.1% there are pockets of infected groups such as men who have sex with men (MSM) where the infection levels were reported at approximately 11 percent, in 2005.
/
Alongside these twin-island countries, other islands have relatively high adult prevalence in the region as well: estimates are 1-2% in Barbados and Jamaica and 2-4% in the Bahamas
/ (3.3%) and, Trinidad and Tobago, an English-speaking country that is already losing its population to out-migration, has an estimated national adult HIV prevalence that exceeds 2% at 2.6% and is a small-island nation where AIDS mortality is expected to reduce the overall population by 2010.
/
It is apt to point out that the figures quoted tend to paint a general picture of the epidemic but do not highlight the fact that there are HIV and AIDS sub-epidemics. In Guyana and Suriname for example, where there are serious epidemics in urban areas, the national HIV prevalence hovered around 2.4% in Guyana while in Suriname 1.9% of adults were living with HIV in 2005.
/
Regarding rural areas, at the close of the twentieth century, it was reported that since the mid-1980s, residents of the bateyes, plantation-based communities for sugar cane workers, had the highest rates of HIV infection in the Dominican Republic. These high rates in bateyes had been widely attributed to the large number of Haitian immigrants who have historically resided in the bate yes. The higher prevalence of HIV infection in Haiti had led many in the Dominican Republic to view the HIV epidemic in the bateyes as a 'Haitian problem'. However, the highest HIV seroprevalences had been found in urban Haiti, whereas rates among rural adults (the origin of virtually all cane workers and year-round batey residents) were only about 2-3% up until the late 1980s, when rates of 10% and higher were being reported in the bateyes.
/ According to the Secretaria de Estado de la Salud e Asistencia Social de República Dominicana, recent information between 2005 and 2006 cites prevalence as high as 12% still found among some 40-44 year-old men in bate yes.
/
While the UNAIDS 2006 report underscores countries’ inroads and relative progress against the epidemic in the region because of greater access to antiretroviral treatments in such places as the Organization of American States member countries of the Bahamas, Barbados and Jamaica, it must be noted that there is much more work to be done to further stabilize any success and prevent the feared upswing in incidence, especially among more vulnerable countries such as Haiti and groups such as women and children.
/ According to a leading Jamaican newspaper, the Jamaican Gleaner reports that the HIV/AIDS pandemic is currently by far the leading cause of death in the Caribbean.
/
HIV/AIDS is well on its way into a third decade of existence. The world has changed a lot in the last 25 years since physicians first saw the earliest cases of AIDS in the United States of America, in the Democratic Republic of the Congo and around the shores of Lake Victoria, East Africa. As is often the case when a shocking new event takes place, in past decades the world was slow to recognize the gravity of the silent killer that heralded the new health crisis. Little thought may have been given to sectors outside of health because the initial onslaught of the disease “woke up” the medical and health industries as the disease first became a loud epidemic and then a boisterous pandemic. Now, we understand that the ramifications and consequences of this pandemic go far beyond the medical and health sectors and that HIV/AIDS is not a problem whose impact is solely felt by any one sector.

HIV/AIDS has affected every inhabited continent and has spread its plague across all professional sectors and personal fronts. The effects of the disease, hitherto rarely considered beyond its clinical impact on individuals or public health, are now widely understood to be a multidimensional ball and chain that hits hard at the very fabric of human society. The nature of the insidious disease makes it such that it cuts across politics, sociology, medicine and economics, to name but a few disciplines that together have analyzed the disease and tried to provide answers for its gradual process of attrition. It is this “gradual process of attrition” that affects the victims of HIV/AIDS and translates into the overarching impact of the disease.
AIDS obviously affects the health of individuals but it more insidiously also affects the welfare and well-being of households, communities and entire societies. At the end of the twentieth century, a time when emerging markets and modernizing nations held out the hope of increased socio​economic growth and development, the constant emergence of the scourge of the HIV/AIDS pandemic has possibly subdued expectations and dampened the predicted economic performance in the twenty-first century. Economists have predicted that in some nations that have been especially hard hit by AIDS, the epidemic may slow or even reverse hard-won gains in human and economic development.16/
When economic slumps or losses move from individual changes to communal and then become social upheavals the trajectory of history becomes irreversibly altered. It is hard to perceive or measure slow historical events. It is perhaps even harder to measure them in terms of cost because not all losses and costs can be afforded a monetary value. How do you measure the cost of parenting or the loss of a cuddle foregone? What is the cost to an organization of the loss of institutional memory? How does one tabulate or even estimate the loss of community morale or a broken heart? The impacts of HIV and AIDS are felt by those who experience them. An understanding of the overall magnitude of the consequences and the effects of HIV/AIDS are left to those who will read about them herein.

Scholars in the field of health economics say that, “Research on the impact of HIV and AIDS has increased significantly over the past five years. Studies concerned with socio-economic impacts have been carried out at many different levels (individual, household, firm, institutional, government and macroeconomic), employing various methodologies. While, in the past, model-based studies projecting future impact have dominated, there is now a greater focus on empirical analysis, as measurable evidence of the epidemic's impact increases.

Much of the research conducted, especially regarding effects on the household economy, has been country or sector specific. Thus, limited availability and "fragmentation" of relevant data - in terms of type of information collected and geographical area covered - has led researchers to integrate findings. Recent studies support models with empirical data,
/ consider information from a number of source surveys and combine quantitative and qualitative data. Literature reviews, which seek to present a theoretical framework, draw on similar findings of primary research within different contexts to explain causal patterns between variables. While some findings appear to be applicable to the broader discourse, others are too heterogeneous to allow generalization. In sum, researchers and analysts are slowly putting together pieces of a fragmented changing puzzle.”
/
As we chart the economic impact of HIV/AIDS, it is this puzzle that we speak to by emphasizing some of its pieces that underscore concerns for the Caribbean region, which in many instances is terribly blighted by socio​economic drivers that provide the bedrock of a scenario which itself must be called into question.
II.
SOCIAL AND ECONOMIC DRIVERS OF HIV/AIDS: SUSCEPTIBILITY AND VULNERABILITY IN THE CARIBBEAN

“Most people in the region know about AIDS and how to prevent it, but we need to convert this into action.”—Fernando Zacarias, Pan American Health Organization (PAHO)

Although not across the board geographically nor sectorally in terms of target populations, there have been declining trends in some countries that are most likely related to some positive behavior changes that have become evident in specific groups such as female sex workers surveyed in Port-au-Prince who now more widely use condoms; young pregnant women whose prevalence rate has declined since 2000 in Barbados from 1.1% to 0.6% in 2003 and among the same group in the Bahamas, from 3.6% in 1996 to 3% in 2002. National adult prevalence in Jamaica appears to have stabilized, and was estimated at 1.5% [0.8%-2.4%] in 2005, but about 2% of pregnant women in the Sat. James and Westmoreland parishes of Jamaica tested HIV-positive in 2005.
/
Table 1 below illustrates, with estimates for 2003 and 2005, adults (15+) and children living with HIV were on the rise as were those newly infected.
Table 1
Caribbean regional HIV and AIDS statistics and features, 2003 and 2005
	Caribbean
Year
	Adults (15+) and children living
with HIV
	Adults (15+) and children newly
infected with HIV

	2003
	310 000
	34 000

	
	
	

	2005
	330 000
	37 000


Source: UNAIDS, Report on the Global AIDS Epidemic, 2006

The following quote, from a 2004 publication, is noteworthy:

“It is reasonable to expect that a generalized epidemic fuelled by a virus for which there is no cure, is one with the potential to severely reduce, and probably annihilate small communities and the population of small communities. The fact that the rate in the Caribbean is more than twice the “generalized” [i.e. prevalence rate >1%, with certain subgroups having rates as high as 5%] threshold together with the fact that among some subgroups rates that exceed 5% have been found, means there is really no room for complacency.”
/ This silent reminder may underscore people’s alarm and or fear about the disease but the Caribbean has been anything but complacent over the last two decades since there are government efforts, initiatives by non-governmental organizations and regional networks that have worked to grapple with and responds to the region’s place in the HIV/AIDS world: second only to sub-Saharan Africa in HIV/AIDS adult prevalence rates, weighing in at 1.6% with 250,000 people estimated to be living with the disease at the end of 2006.

While the statistics are impressive in terms of the magnitude of the problem in this small region, it must be born in mind that numbers do not tell the entire story. There is the need to go beyond the mere numbers and percentages of the infected, the ill, the dead and the living to the drivers that inform the disease. The gravity of the situation in the Caribbean region is reinforced by the feeding of one crisis by another. Thus, underachieving or blighted economies characterized by economic recession, pockets of poverty, natural resource constraints such as droughts or single-crop concentration, the devastating effects of hurricanes and the evident lack of generalized economic opportunities and outlets intensify and complicate the effects of each other and bring susceptibility and vulnerability center stage in the Caribbean.

Susceptibility. The percentage or number of people infected in a population depends on the degree of susceptibility of individuals in that population. “Susceptibility” is a term that is usually used in the narrow biomedical sense of transmission efficiency. ‘Transmission efficiency’ is expressed as the probability that a contact will occur between infected and susceptible individuals multiplied by the likelihood that a contact will result in transmission (Anderson, 1996, p.73). Susceptibility however, has much more to it than the results of biomedical events in the body.

“Susceptibility” here refers to any set of factors determining the rate at which the epidemic is propagated. It is the general chance of being exposed to the virus. In a “risk environment” for example, individual, group and general social predisposition to virus transmission is increased. Because environments can and do change, “risk environments” in the Caribbean or elsewhere are not attributes of individual people or groups but rather reflect the environments in which people live their lives and make the decisions they take that are associated with their environment and shaped by their particular socio-economic, cultural, ecological and physical histories and circumstances.

Culture, as an aspect of susceptibility, is a case in point where the construction and reconstruction of what and whom people desire and how they realize this part of their life is captured in sex. In the Caribbean, expressions of sexual identity are diverse and fluid: they may be associated with social or physical survival or may affect who you are or who you become economically, or may impact the manner in which you earn your living or manage what you do with your body. The factors that increase or decrease susceptibility may at first flush seem inconsequential, but people who inhabit a “risk environment” may have to take decisions that are rational for them in their circumstances. It may be the case that people in a “risk environment” who consider social and economic factors or the dynamics of socio-sexual behavior may be compelled to take risks that are against their long-terms interests because they see little hope in the short run and end up with no hope in the long run. Conversely, it may also be the case that individuals see great hope for ephemeral pleasure in the short run and in the long run, such short run vision may result in no hope at all in the long run.

The idea of susceptibility is linked to short term social and economic realities and long term social and economic consequences and impacts of HIV/AIDS as it reveals aspects of situations, circumstances, organizations and processes that contribute to the increased or decreased “riskiness” of an environment within which disease can be transmitted. The relative “riskiness” of an environment may enhance or diminish the ease with which a disease is transmitted.
/ Transmission of infection and subsequent disease depends on people; individuals who take decisions about their circumstances and their choices.

In Barbados, for example, unemployed young men, called “beach bums”, often roam the beaches and are known to seek female sexual partners among tourists who make scheduled visits to the island. While sex has many variations of meaning and significance and is usually, a deeply private activity in most societies, a contrived social encounter on a beach, in which neither partner has had any previous contact or social/sexual history with the new potential sex partner, might easily constitute a present “risk environment” where a future sex event may be susceptible to transmitting and propagating infection.
It is interesting to note the interrelationship between the fact of male unemployment at home in Barbados, the availability of an ephemeral “employed moment” for economic gain (supplied by a female tourist) and the resultant increased risk and enhanced possibility of heterosexual transmission of the HIV virus. Not only are working age young men in this business for there is an increasing stream of young school-aged teenage boys who enter the business and never return to school. These boys are “treated” by older women to drinks, shopping sprees, luxury goods and sometimes even trips a broad.
/ The economic condition of “some young men in Barbados and /or the attraction to what might be perceived as an enhanced economic status seem to be linked to decisions that lead to a “risk-creating” environment that may ultimately involve health risks.
From a functionalist perspective, individuals perform roles within social structures, such as the unemployed studs who engage in sexual liaisons for income-earning opportunities. Unemployed young men, who may not necessarily be unemployable, face perceived social pressures which may exacerbate the pressures experienced by households, communities and ultimately the nation. Individuals who deliberately take risks with their health or that of others, are seen as ‘socially deviant’ since they do not “negotiate health” nor do they take into consideration how social obligations to preserve health interacts and may even be offset by other perceived social obligations. The norms that are established in such risky behavior --- an initial word of praise, a pat on the back, an approving smile, an encouraging glance and ultimate unprotected sexual favors ---all for monetary gain in the sex tourism trade, direct conduct in what is now an informal economy where the individual sanctions may end up being long-term sickness, or total demise because of the possible transmission HIV/AIDS. These socio-economic challenges, interrelated with HIV/AIDS, drive increasing demand for health services, should they be procured, and put a strain on the public health infrastructure.
Sex tourists are not a homogenous group: they may be women or men, Black, Asian or white, homosexual or heterosexual, middle class or working class. Numerically, the main group of sex tourists are Western, white, heterosexual men. However it is important to recognise that even amongst this group, there is diversity in terms of sexual interests and attitudes towards prostitute use. While it is necessary to recognise differences between sex tourists in terms of their sexual practices, it is also necessary to suggest that sex tourism offers the prostitute, male or female, different opportunities to earn money to mitigate the immediate stresses of relative poverty or economic neediness, if only momentarily. The tourist-based commercial sex industry, fueled by the eagerness and the decisions of certain travelers to seek out commercial sex opportunities while on a Caribbean vacation, also provides prostitutes with ample opportunities, in a heightened “risk environment”, to transmit or to receive sexually-transmitted infections (STIs) and/or HIV or from travelers in the absence of enforceable state control and regulation in the tourist sector.
/
Sex tourism is complex but it is not new and is increasingly part of a globalized culture where the sex tourism industry “sells” sex as an item for mass consumption. “Package deals” are offered to those who can afford to travel and messages are contrived about the nationals of a given destination. For example, sex guides written by white western men, such as Travel and  the Single Male by Bruce Cassier, tap into the idea of ‘difference’ to justify the sexual exploitation of Black women in these countries. They tell tourists that prostitution does not have the same meaning in the Caribbean as prostitution in the West. The sex guides say that Caribbean women are not really prostitutes but ‘nice’ girls who like to have a good time.
/ These contrived cultural stereotypes have a bearing on gender and race, but equally importantly they create and promote a “risk environment” in which decisions are taken that may increase susceptibility for the HIV virus to be transmitted to fulfill its mission.

Similarly, poor women or financially dependent young girls in the Caribbean who have sexual affairs with “sugar daddies” or are “kept” by them in exchange for sexual favors may be more susceptible to infection than some other group in certain circumstances. Young women of the new generation who don’t have access to the latest clothes, French perfumes, nor their own house or a car have attitudes which point to evidence of a shift away from behaviors that prize “getting to know a marriageable bachelor” since the best men to catch are those who, because they enjoy the prerogatives of power, can provide them with what they need, and even indulge their whims.

In Jamaica for example, ‘transactional sex’ provides women access to resources of money or goods. It is reported that this acquisitive behavior is also practiced by schoolgirls who engage in ‘red-eye’ sex, an open trade of sex for “extra money” for certain status items such as fine shoes, clothes and earrings. While they had their basic subsistence taken care of, they offered sex because they wanted to “look good”, thus underscoring a connection between the acquisitive nature of popular fashion and risky sexual behavior that informs HIV/AIDS transmission.
/
The influence of money or other materialistic gifts on sexual activity
/ and relationship building with older men who can provide money or “buy things” are risk-factor indicators that may enable a “risk environment”, where sex is a unit of exchange thereby making women in some parts of the Caribbean more susceptible to infection and the spread of AIDS. The com modification of sex has a market value the behavioral cost of which is relatively high in the long run should HIV be transmitted. This is particularly poignant because the relatively high level of knowledge about AIDS in the English-speaking Caribbean region, as revealed in various surveys, has not translated into significant modification of high-risk sexual behaviors among its people.
/
The economic dynamics of either of the “risk environments” described above will ultimately identify the health outcomes in individuals, communities and societies which are wholly related to and dependent on the process of entering into sexual activity, the choice of partners and specific sexual practices. However, it is not the “environment” by itself that is the determining factor of the health outcome, but rather the individuals who act in the environment and who, in their perceived personal socio-economic circumstance take a decision that “plays to “ or “underplays” the specific environment and its “risk-related variables”. The environment can change because individual people might have the possibility to demand or supply change. That prospect is one that has to do with public policy options that are informed by decision-makers who address challenging economic conditions.

Just as the environment can and does change so too, does “risk” itself. We hear about “high risk behavior” which implies that there is also “low risk” or perhaps even, “no risk” behavior. “Risk” is not static nor is it unidimensional. The variability of “risk” or “risk factor indicators” may occur at different levels from the physiological (epithelial cells of young girls are less well developed and thus, during sexual events, young girls might likely be impacted by increased exposure to infection and disease in a particular way), to psyco​sociologial (women’s submission to men because of the force of patriarchy or so-called “macho” attitudes as opposed to economic dependence) to the macro-economic financial stress which makes life tough, makes livelihoods more difficult and makes some people necessarily less risk averse in their sexual behavior or in the general decisions they make about their life choices.
/
The female focus is understandable given that there is an increase in the percentages of women with HIV/AIDS world wide and women’s “risk” is fundamentally dependent on their ability and the ability of people to control their exposure to the virus. It is important not to confuse “risk” with what might appear to be so-called “risky behavior” lest our attention be misdirected. Behavior may be safe in one circumstance and “risky” in another but emphasis must be placed squarely and more specifically to combined behavior and decision-making ability in “risk situations”. It is within the confines of this “risk situation” that females may or may not have any control because of certain drivers of susceptibility that reflect social attitudes and pressures, economic power and the pressures of unexpected life events.

The following Box 1 provides some general disaggregated indicators that reflect drivers of susceptibility.
Box 1
Drivers of Susceptibility to Infection
/
	· Cultural practices and beliefs linked to sexual activity

· Poverty as well as windfall cash

· Payments/Income levels

· Shocks to the livelihood system and lifestyle ‘choices’ (including climatic variability, conflict and weak governance)

· High degree of mobility

· Displacement from family

· Shortage of appropriate housing

· Lack of social cohesion

· Unbalanced power relations

· Incompatibility between knowledge systems


In general, the globalization process has dramatically transformed global tourist patterns. As there are clear indications that human mobility will further intensify over the coming years regardless of the setbacks experienced by the tourism industry resulting from the September 11 terrorist attack in the U.S., there are immense public health ramifications. Tourist health is practically treated as a hidden dimension of tourism and consequently neglected. Yet, both tourists in the Caribbean and host populations are increasingly exposed to new health problems as the circulation of pathogens and vectors increases due to intersecting epidemiological and socio-cultural boundaries. Discrepancies in the level of knowledge and types of beliefs, attitudes toward diseases and health, and expectations for and access to health services or information are likely to exist between travelers, home communities and the destinations they visit.

The health risks of travelers are related not solely to the destination and direction of travel but also to the movements of tourists across epidemiological, behavioral, and geographic boundaries. The multi-directionality of tourist flows in the Caribbean and their demographic composition can essentially determine the health characteristics of populations. Since tourism is of such importance to the Caribbean, the promotion of travel health represents a crucial strategy because subsequent public policies, if properly initiated, could make significant contributions to the maintenance and growth of international economies.
/
Vulnerability. Susceptibility of individuals, communities and whole societies has made it such that the global HIV/AIDS pandemic consists of many separate epidemics, each with its own distinct origin in terms of geography and population groups affected, and each involving different types and frequencies of risky behaviors and practices.
/ Whatever form susceptibility takes, it is differential and by itself is not the only determinant pointing to the potential for a continued AIDS pandemic. Susceptibility is accompanied by vulnerability.

When young people in the Caribbean for example, continue to be exposed to risk-embracing adult sexual behaviors which they will also adopt as they make their transition from adolescence into adult life, they continue a cycle of vulnerability.
/ Vulnerability is the likelihood of significant HIV/AIDS related impacts.
/ It describes those features of a society, social or economic institution or processes that make it more or less likely that excess morbidity (sickness) and mortality (deaths) associated with disease will have negative impacts. Like susceptibility the concept of vulnerability applies at a number of levels. For example, a household with only one breadwinner who is aged 25 is more vulnerable than a household with two breadwinners, one of whom is more than 50 years old;
 or a migrant worker who temporarily leaves his home unaccompanied to seek employment, temporarily resides far away from his home to work and engages in sex for pleasure with an unknown partner is vulnerable.

It is apt to highlight that the prevalence and popularity of three different conjugal forms (visiting unions, concubinage, and legal marriage), and the pervasiveness of female-headed households (FHH) in the English-speaking Caribbean
/ may make females more vulnerable in the face of other accompanying circumstances. Early sexual initiation, unstable partnerships and pregnancies in young years often tend to be the main determinants of this living arrangement in the Caribbean.
/ Seventy-five percent of Caribbean women under the age of 25 are having their first child prior to the formation of a residential union.
/ With visiting unions for example, one cannot assume there is any obligation for a male to necessarily fully disclose or share information about other sexual activities or relationships. Such a lack of transparency suggests a possible increase in the risk of HIV transmission and a circumstance that may lend itself to increased vulnerability.

However and not withstanding the reason for single female headship, it is the decision to either engage in a “risk environment”, or a “risk-creating” environment or one in which there is inherent risk because of lack of transparency or inequitable power relations that may provide the backdrop for HIV transmission and increased vulnerability. For many women the most common risk factor they may face is living with an HIV-positive husband or partner (whether he is aware of his status of not).

“He never told me he was infected and he had so many chances to tell me. I am a good person and he took advantage of me. He took away my choice to decide the rest of my life. I am not able to work, and I just want to ask him why he did this to me....”
/
Female-headed households with one female breadwinner might likely be more vulnerable to HIV/AIDS, under conditions of poverty, where economic conditions are already precarious and where economic security is dubious. Economic security over the life course and the capacity to save are closely connected with gender. A woman’s economic security is highly determined by her attained level of formal education and her involvement in the formal labor market. The Caribbean region is characterized by a high percentage of FHH where women have to combine wage earning with their household responsibilities and thus experience greater time and mobility constraints than male household heads. Women carry a double burden and may sustain a harder blow from the onset and course of the panoply of ill-health associated with HIV/AIDS.

Women are the main care provider for both children and the elderly, and in many cases are fully responsible for the economic security of their dependents. A woman’s role as head of household, domestic unpaid worker or worker in the informal economy does not create monetary revenues and even when this happens, this income is most likely not within the parameters of the formal labor market and thus, does not feed into the formal social security machinery. High rates of unemployment, lack of access to stable and secure jobs, limited education (under conditions of poverty or even extreme poverty) and unequal opportunities presented in a woman’s earlier years can undermine her present and future financial security and as such, create a barrier to decreasing her level of vulnerability to HIV/AIDS. This suggests the conclusion that gender-specific structural constraints and opportunities under conditions of poverty, directly impact on present and future opportunities and present and future abilities to necessarily effectively stem vulnerability to this disease.

A last set of circumstances increase women’s susceptibility and vulnerability to HIV/AIDS: trafficking. The Caribbean region is a point of transit for trafficking in persons to Canada, the United States, the Netherlands, Spain and other European countries. Dominican women, for example, constitute the fourth largest group of women trafficked in the world after Thailand, Brazil and the Philippines. Women from the Dominican Republic are trafficked to Spain, Italy, Austria and the Netherlands to be prostituted. Often times young women, whose educational level does not exceed primary school and whose economic condition acts as a “push factor”, are hoodwinked. They end up in far-flung places and are powerless to return home because they have no savings and no power to somehow end the cycle of forced prostitution.
/ Under such conditions of utter social, economic and legal disenfranchisement trafficking leaves its victims open to unwitting vulnerability.

III.
NO MARGIN OF SAFETY? WOMEN’S GENDER-SPECIFIC DIFFERENTIALS

“In any culture, people can assume to have a hierarchy of expectations which may be subjected to change in the face of crisis. The highest expectations include self-respect, a sense of worth, and the giving and receiving of affection. Other expectations may be an acceptable standard of living now and in the future. But all these expectations of life are acutely threatened by AIDS. Expectations about relationships with children and grand children have all been profoundly disturbed.” (Katahoire 1993:19).

Overall globally, the HIV incidence rate (the annual number of new HIV infections as a proportion of previously uninfected persons) is believed to have peaked in the 1990s and to have stabilized subsequently, notwithstanding increasing incidence in a number of countries. UNAIDS 2006 reports that there have been changes in incidence along with rising AIDS mortality that have caused the global HIV prevalence to level off due to changes in behavior and prevention programs. While these favorable trends may be encouraging at first flush, the numbers of people living with HIV have continued to rise due to population growth and life-prolonging antiretroviral therapy.
/
Data shows another pattern that points to a “feminization” of HIV infection. Internationally there has been a changing pattern in rates of male/female HIV infections. Long gone is the focus on homosexual transmission of the virus. The contours of patterns have changed; indeed, as the epidemic has spread there has been a progressive shift towards heterosexual transmission and increasing infection rates in women. By way of example, a 2004 review of HIV-infection levels among 15-24 year olds which compared the ratio of young women to young men living with HIV found that in South Africa twice as many women and men had the virus while in Kenya and Mali the ratio of HIV-positive young women to young men was 4.5 to 1.
/ According to the UNAIDS 2006 report, new survey data underscore the disproportionate impact of AIDS epidemic on women, especially in sub-Saharan Africa where, on average, three women are HIV-infected for every two men. Among young people, (15-24 years), that ratio widens significantly, to three young women for every young man.
/
In Sub-Saharan Africa 57 percent of adults living with the HIV virus are women, and two thirds of young HIV-positive people are women and girls. The worldwide proportion of women living with HIV/AIDS is almost 50 per cent.
/ Globally, young women are almost 1.6 times more likely to be living with HIV/AIDS than young men.
/ Worldwide, in 2003 there were an estimated 16, 300,000 women (15+) living with AIDS. In 2005, this figure jumped to 17, 300,000.
/
These high figures for women highlight the fact that women face gender-specific risks in a number of ways that make them more susceptible. The growing proportion of women affected by HIV arises from a mix of physiological, social and human rights factors, some of which have already been mentioned earlier. Women and girls appear to have a higher inherent risk of being infected via heterosexual activity (compared to men) because semen contains higher levels of HIV than vaginal fluids. Moreover the vagina offers a larger area of mucosal tissue subject to micro-injuries through which the virus can enter the bloodstream.

Women’s susceptibility and subsequent vulnerability are increased because of the delicate nature of the vaginal wall which is prone to abrasions and sores which act as an entry point for the virus. The risk of transmission is therefore increased if a woman has a sore, a vaginal infection or an STD (sexually transmitted disease). Added to this is the fact that it is more difficult for women to detect vaginal infections or sores, whereas because of the anatomy of males, such symptoms are more clearly and easily detected. Many women therefore participate in sexual activities in ignorance of the fact that they are afflicted by illnesses which threaten their reproductive health and the long incubation period of the HIV virus is a major contributory factor to the rapid spread of infection.
/
However, the differential levels of infection reported in southern Africa and elsewhere, where four to five times more young women than young men in the same age group are infected each year, do not reflect solely or even mainly biological differences between males and females, but rather social and human rights risk factors. Perhaps one of the most poignant examples of a reduced margin of safety is in women’s powerlessness and the dynamics surrounding the use of condoms.

In the Caribbean, as in many other parts of the world, it is the male partner who is perceived and who in fact, has and takes the prerogative when it comes to condom use. His cooperation is often difficult to obtain. Although condoms have been an important part of family planning programs used primarily to prevent pregnancy, they have also been a reliable method in preventing STDs. In addition to keeping out sperm, they also keep out germs and as such condom used has historically been stigmatized and often associated with illicit sexual activity. Because of this negative association with condoms it becomes difficult for women to “negotiate” more “risk free” sexual encounters or relationships. Thus, women are by social construct, more susceptible and may suffer increased vulnerability after infection and diagnosis with HIV/AIDS. In sum, in the Caribbean it is the construction of gender roles and the socialization process of females
/ that is partly responsible for women’s vulnerability and exposure to HIV infection.

The initial biological effect on women is also noteworthy as an indicator of reduced margin of safety to vulnerability. HIV/AIDS and its manifestations in women are experienced differently. For example, thrush in the mouth is more common in a first AIDS-defining condition in women than in men. Changes in menstrual patterns of many women diagnosed with HIV have also been reported. In addition it has been found that pelvic inflammatory disease (PID) and cervical cancer occur more severely in women with HIV.
/
One last example of vulnerability, for which the cost is at best difficult to tabulate because of its emotional content, has to do with stigma, discrimination and social ostracism. There is very little if any quantitative data on this aspect of vulnerability in the Caribbean against women or girls. There are however, heart-rending accounts of the situation by many women.
/ The experience of self stigma and loss of self-esteem was recounted by a Caribbean woman who, upon diagnosis of HIV/AIDS, said she had the feeling of “immanent death” and utter shock that this happened to her despite her monogamous relationship. She describes her depression and ostracism by the community that was accentuated by the loss of her job.
According to Dr. George Alleyne, “I doubt that this is an isolated example, and the fact that many women are so afraid of the stigma that they will not disclose their HIV status.”
/
The concept of differential susceptibility helps us understand the course of the epidemic through the circumstances or environments in which the disease may be transmitted. Notwithstanding the estimated 300,000 people living with HIV/AIDS at the end of 2005,
/ in the Caribbean large numbers of people continue to be infected, continue to fall ill and continue to die. As underscored earlier, these events do not happen in exactly the same way as not all people or communities are susceptible to infection in the same way or to the same extent, nor will all be affected in the same way or to the same degree.

There is also differential vulnerability to the impact of the disease. For example, it used to be that vulnerability of individuals, once infected, was not very variable. People could expect to experience the onset of disease, experience episodes of ill health that would increase in frequency, severity and duration until their demise. At best the wealthy could buy time with better diets and better palliative care. With the advent of anti-retroviral drugs those who have sufficient financial resources or who live at the mercy of helpful public policy can still “buy” extra days of life or have access to medical and social networks that mitigate vulnerability of the disease.

Susceptibility and vulnerability feed epidemics which are cataclysmic history-changing events. They terminate some lives, incapacitate others and stunt the capabilities of those who have to divert energy and time to deal with their effects. In the end, sufficient numbers of deaths and illnesses make individuals, communities and whole societies take a path that hitherto would not have been taken. This is impact: change by virtue of a series of events. Impact can be thought about as a continuum between a sharp shock and slow and profound changes, such as those caused by HIV/AIDS.

IV.
UNDERSTANDING ECONOMIC IMPACTS

“....the Aids pandemic confronts us with a full range of development issues...issues of poverty, entitlement and access to food, medical care and income, the relationships between men and women, the relative abilities of states to provide security and services for their people, the relations between the rich and the poor within society and between rich and poor societies, the viability of different forms of rural population, the survival strategies of different types of household and community, all impinge upon a consideration of the ways in which an epidemic such as this affects societies and economies” (Barnett and Blaikie 1992:5).

DEMOGRAPHIC EFFECT: AN INITIAL IMPACT

The most glaring effect of AIDS as it relates to future economic concerns is a demographic one: the sheer impact on population. That is because one of the most measurable impacts of AIDS is on mortality rates: the rate at which people die and thus, can no longer participate in their economies. Increased mortality means the economy is left with fewer workers, both in total and across different occupations and skill levels. While the impact is very uneven across individuals or households, it can be said that the AIDS epidemic increases morbidity (sickness) and mortality (death) in populations at precisely those ages where normal levels of morbidity and mortality are low. Adults and many infants and children are dying prematurely.
/ For example, in 2004, 3 million persons died prematurely from AIDS; over 20 million have died since the first cases of AIDS were identified in 1981.
/
In most developing countries, particularly those in Sub-Saharan Africa, the highest infected region in the world, the drug therapy that can nowadays delay the life-threatening symptoms of AIDS is still largely inaccessible. Consequently, in 2000-2005, the 38 heavily affected countries in Africa were expected to experience nearly 15 million more deaths than they would have in the absence of AIDS. A further 3.5 million excess deaths were projected to occur in Asia, with India accounting for most of them. In Latin America and the Caribbean, the number of excess deaths was projected to be lower, amounting to 0.7 million, and in the two more developed countries with the largest number of infections --- the United States of America and the Russian Federation --- 0.8 million were expected.
/
In literature published by the University of the West Indies press in 2000, AIDS deaths would be expected to reach 1,753 by that year, for a rate of 278 per 100,000, in the Caribbean, or 2.4 times the death rate of heart disease in the region. Of these 1,753 deaths, 1,211 or 69 per cent would be in the age range 20-44. Once again, rates would be huge for women in the 25-49 bracket or 740 for 100,000 population, and for males in the 30-34 years bracket or 588 for 100,000 population. For females this rate would be 7.3 times the death rate from all other causes.
/
In the Caribbean, according to the Director of the Caribbean Epidemiology Centre, AIDS is the leading cause of death for people aged 15-45 and the number of cases is doubling every two or three years.
 Understanding that the AIDS fatality rate is high, it is estimated the between 21,000 and 24,500 AIDS cases have died in CAREC member countries since the inception of the epidemic. Impact of the AIDS epidemic is very serious with 50 people dying of AIDS every month in Jamaica since 2001 and close to 5,000 people having died in Trinidad and Tobago since 1983 when the first cases were reported. As reported in 2004, AIDS has killed 3,123 people in the Bahamas and has impacted negatively on life expectancy in Guyana and elsewhere in the Caribbean region.
 Simply put: AIDS leads to less life. As a result, AIDS drastically alters life expectancy and in so doing, alters participation in the cycle of economic participation.
/
Table 3 below shows life expectancy at birth, overall years of life expectancy lost (YLEL) and lost due to AIDS in selected income level and distribution gap country clusters of the Caribbean region, covering 1990-2002 period.
Table 3
Life expectancy at birth, overall years of life expectancy lost (YLEL) and lost
due to AIDS in selected income level and distribution gap country clusters of
the Caribbean region, covering 1990-2002 period
	Country Cluster
	Period
	Life expectancy at
Birth
	Years of Life
expectancy lost
	Total YLEL due to
AIDS

	Low income, narrow gap
	
	
	
	

	Belize
	1998-2000
	68.2
	16.81
	0.70

	Cuba
	1999-2001
	76.0
	9.0
	0.04

	Guyana
	1994-1 996
	66.8
	18.2
	0.86

	St Lucia
	1993-1 995
	70.3
	14.7
	0.02

	St. Vincent and the Grenadines
	1997-1999
	69.0
	16.0
	1.32

	Low income, wide gap
	
	
	
	

	Haiti
	1997, 1999
	57.3
	27.7
	1.67

	High income, narrow gap
	
	
	
	

	Bahamas
	1997,1999,2000
	73.3
	11.7
	2.80

	Barbados
	1993-1995
	73.7
	11.3
	1.12

	Dominican Republic
	1996-1998
	70.9
	14.1
	0.46

	Grenada
	1994-1 996
	73.0
	12.0
	0.35

	St. Kitts &Nevis
	1994, 1995
	69.3
	15.7
	0.60

	Trinidad & Tobago
	1 994,’95,’98
	70.0
	15.0
	0.76

	High Income, wide gap
	
	
	
	

	Brazil
	1998-2000
	67.9
	17.1
	0.25


Source:
Pan American Health Organization. Mortality and Population Database. Technical Information System, 2002.

It is from these profound history-changing events that we understand the magnitude of the AIDS epidemic. It is from the magnitude of these unusual events ---high levels of morbidity and unusually high levels of mortality --- that other impacts flow, including economic ones. Impacts are also differential in nature. They may be felt as an immediate and severe shock or they may be more complex, gradual and long-term in the changes they bring about. In some situations, for example, knowledge of a seropositive status, AIDS illness and ultimate death may threaten to overwhelm the affected individual and other related individuals, whole communities and entire societies. Psychological damage as well as the inevitable physical damage accompanies the HIV/AIDS cycle. Some other individuals and institutional units may absorb the shock of slow erosion. Impact will occur and be coped with in different ways, under different circumstances and at different levels: household, community, or nation.

Table 4a and 4b provide a conceptual matrix for thinking about impact by level, time and degree. The difference in the level of impact is noted in the ‘institutional’ unit of analysis; the difference in time has to do with the phase or “wave” of the epidemic and differences in the degree of impact will reflect differential resource endowments.
/
Table 4a

Depicting impact by level, time and degree
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Table 4b

Depicting impact by level, time and degree
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The differential impact of AIDS is seen in its relationship to poverty and poverty-stricken people. Living standards of poor people were being whittled down before the impact of AIDS was felt, and the worst hit countries today are not necessarily the poorest countries. Southern Africa, with the world’s highest HIV prevalence of over 20%, includes the most economically developed countries in sub-Saharan Africa. Poor people in relatively high income countries represent pockets of poverty in the midst of relative wealth. AIDS tends to affect the poor more heavily than other population groups because their ability to cope is less robust given their asset-poor condition and their dearth of necessary safety-nets. In Botswana, for example, every income earner is likely to acquire one additional dependent over the next 10 years due to the epidemic. But families in the poorest quintile will acquire an additional eight people who will become dependent on their income as a result of AIDS (Greener, 2004).
/ People who are economically disenfranchised are particularly buffeted by the disease.

As a category, women and their economic situation highlight the differential impact AIDS may have. While women are not economically disenfranchised in the absolute anywhere in the world, the rates of unemployment of women in the formal economy are generally lower than for men, since they are often engaged in subsistence farming as well as in their domestic and reproductive roles.
/ In the Caribbean, women are twice as likely as men to be unemployed. Their difficulty in securing paid work makes them dependent on men, the state and kin to help make ends meet under daily living conditions.
/ Faced with unemployment and/or difficult access to formal employment, women in the Caribbean, especially female household heads, are less likely to have safety-nets and thus, suffer increased impact by the monetary cost of AIDS than most men, who when employed, are buttressed by some measure of reduced economic stress and increased ability to initially cope with certain economic aspects of AIDS.

Becoming seropositive may have a disproportionate economic impact on women compared with men since when employed; women are more likely to lose employment in the formal sector than men. In fact, self-employment can have positive advantages in resilience for women who become infected and suffer social ostracism and possible expulsion from their homes. When women are already the main breadwinner or are forced to become the main breadwinner because their partner has become infected, women lacking education and marketable skills may take the decision to enter into hazardous occupations, including sex work that not only increases their susceptibility but also thereafter, increases vulnerability in a vicious cycle of disease.

PART III.
ECONOMIC IMPACT OF AIDS

GENERAL CONSIDERATIONS

AIDS creates severe economic impacts. It is different from most other diseases because it strikes people and takes away life in the most productive age groups and is essentially 100 percent fatal. Premature adult mortality is assumed to occur about a decade into full adulthood, this being the median time from infection to death in the absence of treatment with antiretroviral drugs.
/ The economic effects will vary according to the severity of the AIDS epidemic and the structure of the individual and his/her household, the community and the national economy.

The two major overarching effects are a reduction in the labor supply due to the loss of life and human energy and increased costs to deal with such losses. Grosso modo:

Labor supply=
· The loss of young adults in their most productive years will affect overall economic output.

· Labor supply reduction is multidimensional – it cuts across gender, class, ethnicity and race.

Costs =
· The direct costs of AIDS include expenditures for medical care, drugs, and funeral expenses.

· Indirect costs include lost time due to illness, recruitment and training costs to replace workers, and care for orphans. Dependency rates change.

· If costs are financed out of savings, then the reduction in investment could lead to a significant reduction in economic growth.

With the aforementioned overarching framework in mind we begin by listing some more specific primary effects of morbidity and mortality in the age groups that AIDS typically strikes, namely young and prime-aged adults, who, ceteris paribus, would otherwise be economically active people in the labor market. This order of losses and costs is along the following lines:
1. Morbidity reduces productivity on the job or results in outright absenteeism. If the worker dies, his or her skills and experience are lost.
2. Firms and the government lose trained workers on both counts and must replace them.
3. Substantial expenditure, public and private alike, may be required to treat and care for those who become sick.
4. Savings are also diverted out of net investment in physical and human capital into the treatment and replacement of workers who fall sick and die.
5. Lifetime family income is greatly reduced, and with it the family’s means to invest.
6. Children lose the love, care, guidance, and knowledge of one or both parents, which plausibly weakens transmission of intergenerational knowledge and capacity.
7. The tax base shrinks.
8. Collateralization in credit markets becomes more difficult, and as a consequence credit markets function less well.
9.
Social cohesion and social capital decline.
/
IMPACT ON HOUSEHOLDS AND EXTENDED FAMILIES

There is no tabulating the loss of a broken heart as AIDS ravages the afflicted individual and the other members of the household. Households and families bear most of the burden of HIV/AIDS because they are the primary units for coping with the disease and its consequences. Studies show that if the infected person is the breadwinner, the family suffers financially as income declines, earnings are lost and increased expenditure for medical care accrues.

HIV/AIDS affects the income of the affected households not only through sickness and death of household members, but also as the time previously devoted to income-generating activities by other household members must be reallocated to the care of the sick member. Other household members may also be obliged to take time off from other productive activities to care for sick relatives. Such time reallocation points to obligatory “backward and forward linkages” in the network of household members who in some form or fashion support the losses associated with the disease.

The magnitude of impact of HIV/AIDS on the income of an affected worker depends on the source of that income. If the worker, for example, is self-employed or is paid is paid according to his or her productivity (for example, a tea picker), income declines immediately as the worker’s health (and thus, productivity) starts to deteriorate. If, on the other hand, the worker receives a fixed salary (as is typical in the public sector and parts of the private formal sector), the income loss is not directly tied to the decline in productivity, and, as absenteeism increases, the loss is mitigated through sick leave and, possibly, a disability pension.

The overall impact of the blow dealt by AIDS depends on the household’s socio-economic characteristics. During the long period of illness, and after the death of the victim, lack of income and the cost of care can force households to spend their savings, sell their productive assets and borrow money. In assessing the impact of HIV/AIDS on income, the household’s living standard deteriorates as time is reallocated, roles are changed among household members and expenditure in financial resources and energy are spent.

Direct expenditure of on AIDS-related illnesses for example, cover three major cost categories: (i) average drug cost per capita, (ii) the costs of HIV and other related tests and (iii) the cost of hospitalization per patient. Households with low income or a few assets may be in a worse position to cope with income and expenditure shocks associated with HIV/AIDS. There might also likely be different economic capacity to deal with the individual loss in the rural as opposed to the urban setting, especially for those drawing their income from the formal sector.

HIV/AIDS results in increased demand for health-related goods and services. There is a parallel shift of events taking place in the household once the HIV/AIDS is present: the household income tends to shrink at the same time this demand is rising, thus, the household is forced to make tradeoffs and cut other expenditures or sell off some of its assets. Categories of expenditure such as electricity and clothing are often sacrificed. This finding is consistent with a World Bank study, which found that households affected by HIV/AIDS lowered their overall expenditures but that the share of medical expenditure in total rose (World Bank, 1999).
/
In the absence of any form of social security or funeral insurance, the cost of funerals is another important household expenditure. Some authors suggest that funeral expenses are, on average, equivalent to four months’ salary in some parts of the world. There are reports that for low-income households in Soweto, South Africa, for example, funerals hover around US$1,400, or 3.5 times the average monthly income.
/
In 1989 it was reported that the cost of a single hospitalization or funeral service in Haiti, for example was 40-60 percent of the per capita income. Furthermore, a direct consequence of the large number of HIV associated deaths in adults is the ever growing number of AIDS orphans in a country that is saddled with another economic burden since there are few orphanages to place them. In the absence of available social services the majority of orphans in Haiti are left with the member of their family or with friends of the family. Many children “tumble” onto the streets and become street children and therefore, run a greater risk of acquiring HIV.
/
IMPACT ON THE LABOR FORCE AND ON PRIVATE SECTOR BUSINESSES

The epidemic cuts the supply of labor and threatens the livelihoods of the worker and the survival of the workplace. By 2010, for example, Haiti will have lost more than 10% of its labor force (ILO, 2004).
 HIV/AIDS reduces the stock of skills and experience of the labor force and this loss in human capital makes it more difficult to attain goals for poverty eradication and sustainable development (International Labor Organization, 2004).

The business sector is particularly vulnerable to the impact of the HIV/AIDS epidemic, since so many victims of AIDS are working age. The illness that precedes AIDS-related deaths reduces the productivity of otherwise economically active men and women. Businesses face increased costs for health and death benefits and for training new workers. Businesses are forced to divert income and savings, discourage investment and restrict demand.

The following Chart 2 illustrates how impacted areas hit by the AIDS epidemic undermines enterprise development: the combined costs reduce profitability, with a knock-on impact on the national economy.

Chart 2

AIDS epidemic undermines enterprise development

[image: image6.png][image: image7.png][image: image8.png]Source: http://data.unaids.org/Publications/IRC-pub06/jc0876-partnership_lac_en.pdf

Using commerce and industry as a generic example, we understand that business organizations aim to make a profit. At its simplest, profit is made by selling goods and services for more than the cost of production. The cost of producing goods is a function of inputs including labor, materials and utilities (and technology). HIV/AIDS raises costs, reduces the productivity of individual workers and alters the firm’s operating environment through:

· Increased absenteeism, the result of employee ill health or because staff, particularly women, take time off to care for sick members of their families or because funeral ceremonies are frequent and time-consuming;
· Falling productivity: workers whose physical or emotional health is failing will be less productive and unable to carry out more demanding jobs;
· Employees who retire on medical grounds or who die have to be replaced and their replacements may be less skilled and experienced;
· Recruitment and training of replacement workers incurs costs for an organization;
· Employees may increase the size of the workforce and hence payroll costs to cover for absenteeism;
· As skilled workers become scarcer, wages rates may increase, and
· The business environment may change with investors reluctant to commit funds if they think AIDS and its impacts will compromise their investments and returns.
/
IMPACT ON PRODUCTIVITY

The productivity consequence of the direct impact on the health of the household will be seen in increased absenteeism, and possibly a less than vigorous approach by workers who are household victims to take on the tasks confronting them, partly because of the physical effect of the illness and partly for psychological reasons.

The productivity consequence of HIV/AIDS impact on the firm presents an additional problem. When employees become sick, they leave; are medically retired or are dismissed before they possibly die. It is not in the interests of an employer to retain workers who are no longer able to perform and who are chronically sick. How can the organization know the costs it bore during a period of illness and, as a result of the death that should be ascribed to AIDS? How can an organization gain a picture of its potential liabilities and the long-term implications of the epidemic for its operations?

Without answering these brain-teasing questions now, suffice it to say, on the level of the firm, the impact of AIDS may have a long-term bearing on human resources and thus, a knock-on effect on productivity. For example, increased morbidity and mortality have an adverse impact on a firm’s institutional memory because time-worn staff must leave and may have to be replaced while remaining staff is reassigned. Institutional memory either disappears or is stunted resulting in potentially under par or “deficient” productivity.

Productivity is necessary for output which in turn, is necessary for national economic growth to achieve national development. It is however, not easy to understand the macroeconomic impact caused by HIV/AIDS because the epidemic is a long-wave event, and so are the economic trends which reflect output. It is apt to note that GDP (gross domestic product) and GNP (gross national product) are economic measures but, they have limitations since life and the quality of life are more than raw economic measurables that calculate levels of national development.
/ At best, understanding the macro​economic variables may be challenging and are often easily understood through econometric models this Paper will not broach.

Nonetheless, using some broad macroeconomic variables, estimates of the projected economic impact of HIV and AIDS in the Caribbean were conducted for Guyana and Suriname. The key results are summarized in Table 6.

Table 6
Projected Impact of HIV/AIDS on Overall Labor Supply and Employment in
Selected Sectors in Suriname and Guyana by 2015
	Macro economic variables
	Extent
of
	Impact
by
2015
(%)

	
	Suriname
	Guyana

	GDP
	-1.18
	-2.73

	Savings
	-1.34
	-2.81

	Investment
	-1.47
	-3.74

	Employment
	-0.02
	-0.02

	Labor supply
	-0.02
	-0.01


Source: La Foucade, et al, June 2004

The following Table 7 presents the results of the macroeconomic impact of HIV on key variables in Trinidad and Tobago and Jamaica, based on adult projections. It must be noted that these impact measures are based only on low case scenario projections. The fraction of persons that are likely to contract the disease was increased on a sustained basis by 20% over the period 1997-2005. This shock to the system was meant to capture the increase in the incidence of HIV cases in both Jamaica and Trinidad and Tobago. With an increase in the incidence of HIV some scholars sustain there are noted contractions in the macroeconomic variables.
/ It follows that there is the potential for long-term growth to be affected.

Table 7
Macro economic impact on key variables in Trinidad and Tobago and Jamaica
(low case scenarios projections in percentages)
	Impact variables
	Trinidad and Tobago
	Jamaica

	Gross domestic product (GDP)
	-4.2
	-6.4

	Savings
	-10.3
	-23.5

	Investment
	-15.6
	-17.4

	Employment in agriculture
	-3.5
	-5.2

	Employment in manufacturing
	-4.6
	-4.1

	Employment in services
	-6.7
	-8.2

	Labor supply
	-5.2
	-7.3

	HIV/AIDS expenditure
	+25.5
	+35.4


Source: Nicholls, McLean, Theodore, Henry, Camara and team, p. 14.

Gross Domestic Product in 2005, in Jamaica and Trinidad and Tobago declined on average by 6.4 and 4.2 percent, respectively. Translated into 1997 terms, in the case of Jamaica this would be close to $US 200m or $80 per capita. For Trinidad and Tobago corresponding figures are $US 240 m or $US 184 per capita.
/ Although there were declines in employment, the model simulations demonstrate that employment in the service categories are more affected by rising incidence of the disease than employment in either agriculture or services.

The negative impact on savings in particular, in Jamaica is significant and twice the same figure in Trinidad and Tobago. When examined more closely this indicates that (1) the level of domestic savings in Jamaica may prove inadequate to finance the expenditures on HIV and (2) findings may result in negative growth (fall in the level of GDP). Thus, HIV/AIDS has the ability to strike at the heart of the society’s development by striking at productivity.

Figure 2 below highlights the link between HIV/AIDS and productivity.

Figure 2

The Link between HIV/AIDS and Productivity


Source: Foucade, Scott, Theodore and Beharry, 2004.

The diagram in Figure 2 portrays a simple, but frightening story. The basic story is that it is the quantity and quality of a society’s pool of human resources that will cause the national income or GDP to grow, creating the potential for economic and human development. When HIV/AIDS makes its presence felt as it reverberates through the society, it turns out that it is the same resource pool with the potential for development that will be called upon to be in the vanguard of the fight against HIV/AIDS --- personnel in education, health personnel, management personnel and similar workers both in households and in the labor market. The diagram reflects the previous statement that “HIV/AIDS has the ability to strike at the heart of society’s development.”

While HIV/AIDS proceeds to deliver a frontal attack upon the society, the disease simultaneously undermines the society’s capability for future resistance against it. It is almost as if HIV/AIDS is an “intelligent-agent” epidemic that gnaws away at the scaffolding of human capital. The broken arrows on the right of the diagram portray this “intelligence” as they emerge from the ever-changing virus, depicted with dashes.

A society’s future depends on its human capital. There are some dynamic elements at work in the HIV/AIDS “human capital” story through several channels. The levels of human capital and premature adult mortality in the present generation play a key role in determining the level of human capital attained in the next generation. This implies that if current levels of human capital are low (premature death of parents) and are being hard hit by HIV/AIDS, then (1) future generations may start to prematurely stay away from school to help victims at home or drop out altogether from the educational stream and in so doing, (2) reduce family and personal investments in schooling, (3) thereby stunting future prospects to create expected returns to education. Premature adult mortality may give rise to a poverty trap, with an increasing share of the population now mired in poverty and facing little or no prospect of upward mobility or capital accumulation.

IMPACT ON THE PUBLIC SECTOR

HIV/AIDS causes disruptions to government services in ways similar to those discussed and shown above for private sector enterprises. As public servants fall ill and die, the efficiency of government agencies declines because of falling productivity and disruptions related to increasing attrition rates. These disruptions can be particularly severe if employees are allowed extended sick leave, or if long lags intervene between advertising of a position and the hiring of a replacement. Disruptions can be particularly severe for decentralized government services, such as local education and health services. If a given community receives these services from only one or a few public servants, illnesses or death among them can theoretically cause a prolonged local disruption in these services.

The impact of HIV/AIDS on the government’s personnel costs, through increased medical and death-related benefits and increased training and recruitment costs can be steep. These effects are similar to those discussed above in the context of the private sector and need not be further discussed here.

ADDED IMPACT ON WOMEN

Discrimination and unequal treatment further limit women’s income-earning possibilities and help perpetuate inequality between men and women with or without AIDS. Women who have lost partners to AIDS or who have been abandoned because they are HIV-positive may be deprived of financial security and economic opportunities. Under these circumstances, HIV/AIDS would seem to fuel a process of “pauperization” among women who become destitute and who may then be forced to resort to sex for survival or migrate to find work. Theses options present a double jeopardy since migration has inherent dangers for women traveling on their own and sex work presents a relatively high level of susceptibility and occupational vulnerability that easily feeds into the HIV/AIDS cycle.

Women’s double burden is intensified when a household is affected by HIV because she may have to provide care for the victim in addition to maintaining or boosting household income. Such a load can lead to physical and emotional exhaustion, thus disrupting the woman’s overall possibility to provide the support structure with which she is newly charged.

Women who are the major caretakers within the family in the Caribbean carry the primary responsibility for the health and well-being of future generations. When a woman becomes infected with HIV/AIDS the results are catastrophic because it means she can no longer care for herself or her family. The threats are at least twofold:
· The danger for the next generation looms large because the statistics show that one in every four children born to an HIV-infected mother runs the risk of being infected and within recent years the numbers of AIDS orphans have increased within the English-speaking Caribbean.
/
· Women endlessly advocate and encourage the attainment of higher education for their children. The loss of this strong influence in the Caribbean family has the potential to significantly impact future generation’s income earning capacity and independence if educational objectives are not met by children in an AIDS-afflicted home.

THE UNAFFORDABLE COST OF POLICY INACTION

Few countries can afford the financial cost of inaction. In the hypothetical case of a developing country with a per capita income of US$300, the budgetary cost of implementing a national HIV/AIDS program amounts to 1.0 percent of GDP when HIV prevalence rate is less than 5 percent. If the implementation is delayed so that the HIV prevalence rate reaches 20 percent of the population, the budgetary cost amounts to 3.3 percent of GDP. This cost excludes the provision of antiretroviral drugs.
/
As we have highlighted, there are other costs the figures of which are difficult, if not impossible to tabulate: the emotional shock of receiving a seropositive diagnosis and the emotional pain of such bad news; the demands of unremunerated long-term emotional support for individuals facing not only life-threatening illness but daily battles with nausea, fatigue, and other common drug side-effects; with depression and suicidal thoughts; the heartfelt loss of loved ones, the challenge of stigma and social exclusion and the inevitable potential loss of human capital development, the cost of which can be tallied if one calculates putative long term educational and knowledge-building
/ losses for individuals and societies. Care providers and institutions need support, too for the energy the expend in the fight against HIV/AIDS.

There are myriad untabulated but costly challenges to maintaining good health, particularly in setting where survival alone is the daily fare. Along with the cost of drug therapy, the provision of mental health must also be introduced into the formula. Against this backdrop it behooves policy makers to mainstream HIV/AIDS policy options into all levels of the economy.

THE COST OF CONTINUED POLICY ACTION

Because AIDS is an infectious disease with chronic complications the response to the crisis necessitates a comprehensive and sustainable approach: comprehensive in the sense that it will have to address all the dimensions of the epidemic and sustainable in that it will be essential to continuously support the necessary behavior modifications over an extended period of time.

The comprehensive approach will involve high costs: the cost of time on its merits and in terms of opportunity cost, the cost of patience, the cost of medical treatment of patients, which includes the pharmaceutical cost associated with response and possibly the cost of research and development to keep up with the disease and its opportunistic illnesses as they change over time.

Here we must refer to “resource requirements” and to financing the implications of responding to HIV/AIDS and its costs. In theory there are essentially four potential sources of continued financing of HIV/AIDS responses:

· Domestic fiscal revenues;
· Domestic private incomes;
· External bilateral assistance and,

· External multilateral assistance.


The first two sources would have to depend on the national income of the respective Caribbean countries. With a year 2000 estimate offered by the World Bank national income was reported at US$ 49.8 billion for the combined national income of the countries of the wider Caribbean – CARICOM/CARIFORUM members and CARICOM Associates,
/ that is excluding Aruba, Puerto Rico, Cuba and the United States Virgin Islands. When the latter four countries are included the figure skyrockets to US $ 98.4 billion.
/
Based on preliminary figures produced jointly by the World Bank and the Health Economic Unit/University of the West Indies in 2000, the annual cost of mounting a full-scale response to the epidemic in the CARICOM/CARIFORUM region (excluding Puerto Rico and Aruba) would be between US$ 275 million and US $ 550 million depending on assumptions made about ARV drugs. Using the lower estimate, this cost has to be seen, albeit in “old dollars”, against the estimated annual combined national income of close to US$ 50 billion. Since one percent of this combined income would be US$ 500 million, the cost of the HIV/AIDS response would be significantly less than one percent of the region’s combined income. There is therefore a strong prima-facie case for advocating the financial feasibility of a continued response to combating HIV/AIDS, notwithstanding adjustments for the cost of 2006/2007 dollars.
/
While the 200 figures make continued response to the epidemic a necessary challenge that must be pursued as this writing takes place, there are at least three other economic considerations that must be born in mind in respect of national income potential to contribute to the fight against HIV/AIDS in the Caribbean.
· The extent of income inequality across the region makes it such that consideration
must be taken to link the financing of HIV/AIDS to resource pooling mechanisms so that no one national response program is under-financed since this could impose additional burdens elsewhere in the region.

· The even greater income inequality within countries such that universal access to quality health services may have to consider domestic financing reforms such as some mechanism of social financing, that is public revenues or social security that ensure universal access to ARV treatment for all who need it.

· The almost near intractability of resource mobilization. When countries experience fiscal deficit pubic revenues are less available for responding to HIV/AIDS so in the light of fiscal slippage, countries would have to make tax collection more efficient to make HIV/AIDS funding requirements more within reach.

It is understood that as micro-states, Caribbean countries often have had to take steps to mobilize external assistance in the fight against HIV/AIDS. Given the urgency of the resources needed, it is necessary to continue efforts to put and keep in place effective domestic resource mobilization strategies as well as constantly reexamine both the expenditure and revenue collection facets of the fiscal systems.

Moving ahead, all that is left to be said is that the economics of AIDS has many more facets that need to be explored so that the essential elements of a regional and global response can work hand in hand and efforts to keep AIDS treatment for the hard hit region of the Caribbean do not contract.
PART IV.
CONCLUSION

GENERAL CONCLUSIONS

HIV/AIDS was initially seen as a medical problem. However recognition that the disease required a more broadly based perspective going beyond biomedical and clinical models resulted in studies in other sectors of research. The concept of a multi-sectoral and expanded approach includes economic considerations and such overlapping and cross-cutting areas of microbiology and sociology (specifically gender) in this Report.

Apart and beyond the enormous suffering inflicted by an epidemic that takes a tremendous toll on so many fronts, the pandemic is destroying both new and time-worn development gains achieved over generations because it reinforces every problem that connects ill-health to poverty. The pandemic is cyclical in nature: without good health there can be little or no personal or national development and without development there can be few if any gains in the area of personal health or that of the nation, by and large.

Consequently, HIV/AIDS brings in its wake a development crisis:

· it is a major threat to social and economic development on both the personal and national fronts,

· it hits women, 50 percent of potential development human resources and a particularly vulnerable group, especially hard, and

· it is the single biggest obstacle to the attainment of the Millennium Development Goals.

RECOMMENDATIONS TO OAS/CIM

· It is vital that, in developing and applying a multi-sectoral response, the concept of gender is included at every stage. An understanding of the gender issues and dimensions of HIV/AIDS must be seen as central to all aspects of the analysis of causative and contributory factors and to the planning and execution of responses, whether aimed at prevention of transmission or mitigation of the impacts of the disease.

· It is important to involve sectors and programs dealing with poverty alleviation, environmental degradation, urban growth and rural policy options. In all these areas, programs have to deal with issues of economic power imbalances, migrations, economic and social marginalization, development of workplace and community responses, participation and capacity-building for sustainability.

· Responses need to be coordinated between relevant organizational divisions and in collaboration with PAHO, UNAIDS and other involved stakeholders in the private sector.

· Resource mobilization efforts must be taken seriously to identify funding sources with private sector partners to work in Latin America and the Caribbean.
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APPENDIX I
Web Resources for HIV/AIDS Public-Private Partnerships 
Case Studies:

BHP Billiton:

· BHP Billiton Corporate Website

http://www.bhpbilliton.com/bb/sustainableDevelopment/community/programs/home.jsp 

The corporate website for BHP Billiton has limited information on its efforts to help employees cope with HIV/AIDS in Africa. It also has community programs encouraging social and cultural dialogue in Peru and Chile. Neither of these programs, however, appears to have a specific HIV/AIDS, or even health component.

Chevron Texaco

· ChevronTexaco Corporate Website

http://www.chevron.com/social responsibility/hiv aids/ 

Like BHP Billiton, ChevronTexaco only offers descriptions of HIV/AIDS programs in Africa. They do not appear to be targeted toward women. The company does have an HIV/AIDS policy applicable to all employees.

· Global Business Coalition (GBC) on HIV/AIDS Chevron Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1008989& ct=1366183 

Chevron is engaged in HIV/AIDS workplace programs in Sub-Saharan Africa. Notably, they have educational programs on the prevention of mother-to-child transmission.

Exxon

· Exxon Corporate Website

http://www.exxonmobil.com/corporate/citizenship/gcr health stopaids.asp 

The website provides a brief summary of the StopAids program. This program is aimed at prevention and education. Exxon has implemented it in sites in 20 African countries.

· GBC Exxon Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1008989& ct=1366145 

The summary further describes the StopAids program. It is focused on prevention, education, and the removal of any HIV/AIDS exclusions from medical plans.

Shell

· Shell Corporate Website

http://www.shell.com/home/Framework?siteId=envandsoc-en&FC2=/envandsoc​en/html/iwgen/key issues and topics/our people/hiv aids/zzz l hn . html&FC3 =/envandso  c‑
en/html/iwgen/key issues and topics/our people/hiv aids/our approach to hiv aids 27 042006.html 

Shell’s corporate website outlines the company’s efforts in HIV/AIDS education and prevention, provision or arrangement of treatment for employees, and specifically mentions partnerships with other companies, national and international organizations. This policy was piloted in Africa, and, according to the website, will be launched in Asia, Latin America, and Europe in 2006.

· GBC Shell Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1008989& ct=1366189 

GBC provides a detailed description of Shell’s HIV/AIDS policy.

BP

· BP Corporate Website

http://www.bp.com/multipleimagesection.do?categoryId=4522&contentId=7017928 

BP’s corporate website offers a brief overview of AIDS programs it has undertaken in the Caspian region, and some information on Malaria prevention in Africa.
· GBC BP Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1008989& ct= 1366163 

The GBC case study takes a more in depth look at BP’s HIV/AIDS programs. In this case study, BP states a policy of treating employees infected with HIV/AIDS in the same manner as they would anyone else with a long-term serious illness, and of offering alternative employment/accommodations for illness-related disabilities, and of informing all employees of their health coverage. BP has set concrete goals for condom use and STD reduction, and has outlined efforts for prevention and education, testing and counseling, and access to treatment. This website even has sample information packets, and an outline of the guidelines for testing and treatment.
Va rig

Note: Varig is going through a major crisis. It is in deep debt, has grounded the majority of its flights, was refused a government bailout, and was recently auctioned off.
· WEF Case Study

http://www.weforum.org/en/initiatives/globalhealth/Case%20Studies/Varig 

This site contains information about Varig’s program, which was made possible in part by the fact that a nonprofit had majority ownership of the airline. (The nonprofit is now saddled with a huge debt.)

Quality Tourism for the Caribbean (QTC)

· GBC Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1009001& ct= 1366231 

This is not a potential partner per se, but is interesting nonetheless. “Quality Tourism for the Caribbean (QTC) is a joint venture project which seeks to strengthen the overall quality and competitiveness of the tourism industry in the Caribbean through the establishment and dissemination of quality standards and systems designed to ensure healthy, safe and environmentally conscious products and services. The partners in the QTC project are the Caribbean Alliance for Sustainable Tourism (CAST), the environmental regional subsidiary of the Caribbean Hotel Association (CHA), and the Caribbean Epidemiology Centre (CAREC), the Caribbean's health monitoring and disease prevention agency, and a specialized institution of the Pan American Health Agency (PAHO).

QTC published HIV/AIDS Policy Guidelines for the Caribbean Tourism Industry to assist hoteliers and restaurateurs in protecting their workforces, and in so doing, protect the viability of their businesses. One of the two main components of the program is the development of health, safety and resource conservation standards and system supported by the establishment of a credible certification/registration process. It is expected that these standards will help:
· Address the concerns related to the health, hygiene, and environmental conditions for guests and staff at hotels and other tourism businesses.

· Provide more market share for Caribbean hotels through decreased liability and improved profitability.

· Contribute to the sustainability of tourism industry and economic development in the region.
A core set of draft standards have been developed and the Project Execution Unit is seeking to finalize these standards before implementation at the industry level.

The Caribbean Tourism, Health, Safety and Resource Conservation project has taken up the call of the International Hotel and Restaurant Association for the global hospitality Industry to address the issue of HIV/AIDS in the workplace.”
Marriott

· Marriott Corporate Website

http://marriott.com/corporateinfo/default.mi 

No readily available information on any HIV/AIDS workplace programs.

· WEF Marriott Case Study

http://www.weforum.org/en/initiatives/globalhealth/Case%20Studies/Marriott 

The WEF outlines Marriot’s HIV/AIDS programs in Thailand which include prevention efforts and the application of its life threatening disease policy.

Nestlé

· Nestlé Corporate Website

http://www.community.nestle.com/Sitemap.htm 

Nestlé has an entirely separate website devoted to its community oriented efforts. There are no HIV/AIDS programs in Latin America, where most of the company’s efforts are focused on nutrition. In Africa there are generic HIV/AIDS programs, which can be found listed under the individual countries in that region. There is no mention of Nestlé’s 20 year old HIV/AIDS program in Brazil.

· WEF Nestlé Case Study

http://www.weforum.org/en/initiatives/globalhealth/Case%20Studies/NestleThailand 

Nestlé Brazil has an HIV/AIDS program that devotes 48% of its resources to prevention and 53% to treatment and care. The company offers voluntary and confidential testing as well as access to anti-retroviral therapy. The program has been in place since 1986.
· GBC Nestlé Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1008997& ct=1366215 

The GBC case study also covers Nestlé’s efforts at HIV/AIDS prevention in Brazil. Nestlé has engaged in preventive education efforts, the distribution of condoms, and has had a nondiscrimination policy in place since the mid-1980s. From 1999-2000 Nestle served as the President of the Executive Committee of the Conselho Empresarial Nacional para prevenção ao HIV/Aids (CEN), and as the Vice President from 2001-2002.
Heineken N.V.

· Heineken Corporate Website

http://www.heinekeninternational.com/pages/article/S2/VALUESANDPRINCIPLES.aspx 

The only mention of HIV/AIDS is in Heineken’s values and principles statement.
· GBC Heineken Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1008997& ct=1366199 

In one of the most detailed case studies on the GBC website, Heineken summarizes its initial analysis of the HIV/AIDS situation, then prevention and education efforts which include education, condom distribution, and treatment of STIs at its workplace clinics, voluntary testing and counseling, and access to antiretrovirals for employees, employees’ partners and employees’ children as a part of its program through a contract with Pharmacess, a foundation that organizes antiretroviral treatment in Africa. Antiretroviral treatment and care is provided in clinics on location. In six of its African clinics, Heineken offers antiretroviral therapy to prevent mother-to-child transmission.

GlaxoSmithKline plc

· GSK Corporate Website

http://www.gsk.com/responsibility/cr issues/ehs mf ems programmes. htm#hiv 

This website has a very basic description of non-discrimination, education and treatment which varies depending on the circumstances of the location.
· GBC GSK Case Study

http://www.businessfightsaids.org/site/apps/nl/content.asp?c=gwKXJfNVJtF&b=1008975& ct= 1366165 

The GCB case study is also very short, with little information beyond stating that GSK has a non-discrimination policy, and is focused on education and prevention within its workforce.
Timberland

· Timberland Corporate Website

http://www.timberland.com/include/csr reports/CSR Global Human Rights.pdf

Timberland’s CSR and Human Rights report contains a brief summary of its HIV/AIDS and workplace health programs.
· WEF Timberland Case Study

http://www.weforum.org/en/initiatives/globalhealth/Case%20Studies/Timberland 

A brief summary of the case study shows that Timberland places a priority on educating factory employees in China about prevention and HIV/AIDS. The study notes that many of the employees are young women. In order to raise awareness Timberland has partnered with Verité, an organization that works with women’s reproductive health education.
· Timberland in The Economist

http://www.economist.com/surveys/displaystory.cfm?story id=5517678 
· Timberland in Time

http://www.time.com/time/insidebiz/printout/0,8816,1139825,00.html 

Miscellaneous:
· Business for Social Responsibility

http://www.bsr.org/CSRResources/HumanRights/index.cfm 

This is a website with reports on enforcing responsibility in global supply chains, working with indigenous communities, and efforts to improve women’s health in the workplace. These reports contain some information on best practices and case studies.

· BSR Women’s Health Report - Addressing the General and Reproductive Health of Women in Global Supply Chains

http://www.bsr.org/CSRResources/HumanRights/WomensHealth Report. pdf

This report contains case studies on partnerships for women’s health all over the world. Most partnerships involve corporations and NGOs, or NGOs and governments.
· Mexico’s National Business Council on HIV/AIDS

http://conaes.com/ 
A very sparse website, but it does list members of the Business Council.
· “Women, HIV/AIDS and the world of work”

http://www.ilo.org/public/english/protection/trav/aids/wd04en.pdf

ILO fact sheet on women, the workplace, and HIV/AIDS
· Harvard Business School and Kennedy School of Government

http://www.ksg.harvard.edu/cbg/hiv-aids/background.htm 

This site has articles, presentations, and papers from several workshops on business partnerships to combat HIV/AIDS.
· Boston University School of Public Health

Publications from the Program on the Social and Economic Consequences of the AIDS Epidemic

http://www.bu.edu/dbin/sph/research centers/Publications.htm 
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