Prioritising for HIV Investment: Review of a public lecture by Alan Whiteside on 12 October 2011
by Judith King – CEGAA Communications and Advocacy Manager
Renowned health economist Alan Whiteside delivered a public lecture entitled“Economics and HIV: Costs and Consequences” at the University of KwaZulu-Natal in Durban on 12 October 2011.  After reflecting on the past 30 years of HIV and AIDS science, politics and socio-economic challenges in South Africa, he cited projections reported last year in the AIDS2031 project conducted by CEGAA and the Results for Development Institute.  

The AIDS2031 data illustrate the severity of South Africa’s continuing epidemic, the prospect of increased numbers on treatment, and the anticipated demands on the national fiscus and health services inherent in this scenario.  While defending the biomedical evidence and moral imperative that form the basis for life-long ARV provision, Whiteside argued for equally heightened attention to prevention behaviour, so as to reduce the macro-economic impact of supporting three million people on HIV treatment.  
Although there are few data available to confirm the median cost of antiretroviral therapy, first-line regimens are estimated to cost about R4,000 ($522) per person per year, and second-line regimens as much as R12,000 per person per year.  With every person enrolled on ARV treatment, five more are being infected.  Our health systems are stretched by a lack of social buy-in to behaviour change, of time for adequate training, and of intervention models that “speak to” individuals.  Our human resources in healthcare are severely strained: we have only 13 healthcare providers per 100,00 people in sub-Saharan Africa, and only 5,100 new doctors per year in Africa (compared to 173,800 in Europe).
“When we use resources for one form of service provision, we can’t use them for any others, such as housing, education, or other health needs,” said Whiteside.  “AIDS is a preventable disease, and we must define targets not only for our treatment provision, but also to achieve the UNAIDS goal of ‘zero new infections by 2015’.”
The UNAIDS strategy for an HIV prevention revolution calls for involving people living with HIV in all aspects of HIV prevention programming, and ensuring rapid access to proven clinical prevention tools (such as male and female condoms, medical male circumcision, the elimination of vertical transmission, and treatment-as-prevention) and the advancement of promising medical interventions such microbicides and vaccines. 
[For more information on the UNAIDS “Getting to Zero” vision, go to:http://www.unaids.org/en/resources/presscentre/featurestories/2011/june/20110608bpanel2/ ]
Listing the social and behavioural approaches that should succeed in increasing HIV prevention – fewer sexual partners, later sexual debut, lower concurrency in sexual partners, safe sex, abstinence – Whiteside noted that much more effort was needed in the realms of poverty alleviation, gender equity, openness around sexuality, and effective, ethical leadership.  “The key motivation is respect, for ourselves and for others,” he said. “We need to change the way that our society works by prioritising both rights and responsibilities. Let us envisage a new social compact in which five million HIV-infected people mobilise around prevention.”
Opening the conversation that followed the lecture, one of University’s Health Promoters shared her personal story of living with HIV, and Professor KeyanTomaselli of the UKZN’s Centre for Communication, Media and Society (CCMS) noted that the magnitude of HIV statistics tends to drown out these individual voices.  
“Too many research and development reports are impenetrable to read,and this is why edutainment and training young people to write their own stories and advocacy messaging are good models for wider practice,” said Tomaselli.“AIDS funding for these approaches is dwindling because the biomedical prevention model is still dominant.  We can measure the numbers on treatment, but we cannot accurately determine behaviour change and the numbers of people who are staying HIV-negative – yet, the latter is more effective.  Economists have a huge role to play in countering HIV, and we need more information, knowledge-sharing and dialogue of this kind.”
Yusuf Vawda from UKZN’s Law Faculty questioned the sustainability of the HIV treatment programme.  “Drugs are expensive because of strong patent rights – the manufacturers of generic ARVs are being squeezed out of the market. We must address this by reforming South African case-law so that companies can enter the market with cheaper drugs; this will relieve the burden on other health services.”

Another audience member noted that when dealing with social ills, change cannot be legislated per se, but one could legislate for cultural responses that would support behaviour change; for example, introducing a culture of HIV testing in high schools might induce older youth to make sexually responsible choices.  “Also, job creation is so important,” he said. “Why keep people healthy to sit and do nothing?”  Whiteside replied that it was very important to make these realities work for us instead of succumbing to their effects; reaching youth at earlier ages would be one of these approaches.
Gabriel Cohen, a medical student visiting UKZN from New York, asked Whiteside to expand his comments on RethinkHIV, a major new research and dialogue project aimed at addressing HIV/AIDS in Africa [http://www.rethinkhiv.com/press/111-more-investment-in-vaccine-research-should-be-top-aids-priority-say-nobel-laureates]. As part of the RethinkHIV initiative,a panel of world experts in economics met at a Rush Foundation/Copenhagen Consensus Center meeting in Washington DC on the feasibility of investing $10 billion to fund a range of prevention interventions over the next five years.  The panel’s recommendations ranked these interventions based on the first-ever comprehensive cost-benefit analysis of AIDS investments in sub-Saharan Africa. Cohen also asked whether the global economic downturn would not threaten the availability of this notional funding package.
Whiteside replied that some of the proposed interventions were too simplistic, and were framed around false conflicts: for example, blood transfusions are already safe, and cash transfers to help keep girls in school is an intervention to be located in and funded through the ministry of education, not of health.  
CEGAA notes with concern in this regard that certain rankings accorded by expert panel to their list of 18 interventions were not well-informed:  one of these –investment in community mobilisation(which is a key approach deployed in CEGAA’s research, capacity-building and advocacy) – is ranked at 15, and as such, given the lowest priority of the three proposed social policy recommendations.  Those ranked as the top seven are all biomedical solutions.   
· To view Whiteside’s PDF presentation, go to http://www.heard.org.za/ and read the posting entitled “Overview: Public Lecture on Economics and HIV:”

· To read the article by Alan Whiteside and IlariaRegondi published in The Mercury (18 October 2011), click http://cegaa.org/docs/Whiteside_Regondi_Where we_stand_on_AIDS18Oct2011.doc[image: image1.png]



