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Abstract

Inclusive growth is a concept which advocates all-encompassing growth
covering all sectors and benefiting every segment and individual in society.
However, diseases are capable of undermining growth and development
activities due to their negative influence on macroeconomic fundamentals.
This study examined HIV/AIDS vis-a-vis its effects on the key elements
required for the attainment of inclusive growth in West Africa. It argued that
HIV/AIDS possesses the capability of depressing the key elements of inclusive
growth (such as adequate employment opportunities, high productivity,
human capability development, and provision of social safety nets) in West
Africa. It is therefore essential to effectively curtail the spread of the disease
in the sub-region while efforts should be geared towards the provision of
adequate employment opportunities and social safety nets to assist the
vulnerable and those suffering from deprivation as a result of the menace of
HIV/AIDS. Moreover, there should be promotion of higher productivity and
development of human capabilities in the sub-region through adequate
investment in basic social services of education and health.

Key Words: Inclusive growth, HIV/AIDS, Employment, Productivity,
Social safety nets, West Africa.

Introduction

Inclusive growth is a concept that advocates all-encompassing growth covering all
sectors and benefiting every segment and individual in society. According to Anand, Mishra &
Peiris (2013, p. 1), the concept refers to “the pace and distribution of economic growth.” Citing
lanchovichina & Gable (2012), the authors reiterate that inclusive growth is “raising the pace of
growth and enlarging the size of the economy by providing a level playing field for investment
and increasing productive employment opportunities.” Inclusive growth therefore is the
“growth that not only creates new economic opportunities, but also one that ensures equal
access to the opportunities created for all segments of society, particularly for the poor” (Ali &
Son, 2007b, p. 12). The implication of this is that all strata of people in society should benefit
substantially from any opportunity that accrues from growth or else such growth cannot be
termed inclusive.

Available evidence on growth figure in most West African countries appears
encouraging to some extent. For instance, a cursory look at Table 1 suggests that average
growths of Gross Domestic Product (GDP) and per capita GDP for Benin from 1990 to 2014 have
been positive. With respect to GDP growth, the country recorded the highest value of 5.08% in
the period 1995-1999 with a per capita GDP growth of 1.92%. The least GDP and per capita GDP
growths were recorded in 2005-2009, which stood at 3.77% and 0.63% respectively. Countries
such as Burkina Faso, Ghana, The Gambia, Mali, Nigeria and Sierra Leone performed best in the
periods 1995-1999, 2010-2014, 2000-2004, 2005-2009, 2000-2004, and 2010-2014 in that
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order. Mali, Nigeria and Sierra Leone recorded double digits growths in the periods 2005-2009;
2000-2004; and 2010-2014 respectively. Moreover, from 2005 to 2014, all countries in the sub-
region posted positive growths in their GDPs, with none of them having below 2%. All the
countries with the exception of Cote d'lvoire and Guinea, which had 2.16% and 2.38% GDP
growths respectively posted well above 3% for the period 2005-2009. Burkina Faso, Ghana,
Mali, Mauritania and Nigeria achieved corresponding 6.17, 6.13, 10.50, 6.14 and 6.34
percentage point GDP growths. For the period 2010-2014, Sierra Leone attained 10.35% growth
followed by Mali with 8.93%. The least was recorded by Guinea, given as 2.49%.

The growth performance recorded in these countries notwithstanding, an in-depth
analysis of sectorial growths suggests lopsidedness in what each sector contributes to GDP.
Furthermore, in spite of the impressive growth figures recorded, several of the countries are
still plagued with rising poverty and inequality as well as high rate of unemployment, which
have further added to the growing awareness that growth in itself is not sufficient to address
the problems of society if it is not inclusive. These have engendered a shift in the attention in
recent times to the call for inclusive growth for a better society, and literature along this line
has begun to emerge.

Table 1: Average Growth Rates of GDP and Per Capita GDP in West Africa, 1990-2014

Country/Year ~ 1990-1994 1995-1999 2000-2004 2005-2009 2010-2014
GDPg PCGDPg GDPg PCGDPg GDPg PCGDPg GDPg PCGDPg GDPg PCGDPg

Benin 480 1.11 508 1.92 474 141 3.77 0.63 463 1.80
Burkina Faso 270 -0.03  7.55 4.60 501 2.04 6.17 2.99 582 2.73
Cote d'lvoire  -0.14 -352 503 2.02 075 -2.68  2.16 0.13 522 2.76
Ghana 413  1.29 440 1.97 460 2.01 6.13 3.42 851 5.89
Guinea 384 -158 434 151 298 1.14 238 -0.13 249 -0.25
Gambia, The 2.64 -0.64 358 0.71 439 1.18 320 -008  2.74 -0.54
Guinea- 352 1.23 091 -3.05 199 -015 326 1.03 3.07 0.62
Bissau

Mali 260 0.16 522 2.42 587 2.74 10.50 6.94 8.93 5.69
Mauritania  0.94 -1.86  4.42 1.36 279 -031 614 3.34 511 2.51
Niger 003 -320 373 0.06 282 -088 446 0.63 6.96 2.80
Nigeria 312 0.54 214 -039  11.52 8.73 634 3.57 574 2.94
Senegal 088 -213 455 1.94 420 1.49 383 1.01 363 0.49
Sierraleone  -2.78 -2.70  -2.46 -2.92 832 3.84 559 252 1035 7.91
Togo 1.01 -3.48 625 358 075 -1.92  2.65 -010 472 1.94

GDPg and PCGDPg = Growth rates of GDP and per capita GDP respectively

Source: Computed by Author from World Bank (2016) World Development Indicators
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Ali & Son (2007a) identified three fundamental elements required for the attainment of
inclusive growth to include: (i) creating employment opportunities and promoting higher
productivity, (ii) developing human capabilities through adequate investment in basic social
services of education and health, and (iii) providing social safety nets and targeted
interventions to help those who are vulnerable and/or suffer from extreme deprivation. The
import of this is that inclusive growth must be people centered and should be able to address
societal problems. Thus, a society afflicted with high prevalence of diseases such as HIV/AIDS
may have its inclusive growth activities hampered if the growing menace of such disease is not
addressed. Therefore, the present paper seeks to examine the issue of inclusive growth vis-a-vis
HIV/AIDS prevalence in West Africa.

Disease and Inclusive Growth: The Case of HIV/AIDS

Diseases tend to operate against the key elements of inclusive growth in any society
where their prevalence is high and this can undermine development efforts. Not only that
diseases could obstruct the fundamental elements required to attain inclusive growth, they are
also capable of cutting short average life expectancy, and reducing both quantity and quality of
labour force with the resultant effect of depressed productivity in an economy (Acemoglu &
Johnson, 2007; Annim & Dasmani, 2011; Dauda, 2012, 2018a&b). According to Soyibo, Olaniyan
& Ayorinde (2005, p. 2), endemic diseases “impose a heavy cost not only on a country’s current
income, but also on the rate of its economic growth, and therefore on its level of economic
development.”

Given a summary of the key elements of inclusive growth as “(i) average opportunities
available to the population, and (ii) how opportunities are shared or distributed among the
population” (Ali & Son, 2007, p. 13), it is imperative that growth should endeavour to increase
such opportunities and make them more available to the poor elements in society than the
non-poor. The poor is expected to enjoy health care services, unemployment benefits,
educational services, etc., which should not only be made available to the poor but also be
distributed in their favour. In this regards, inclusiveness of growth should expand the average
opportunities available to individuals that constitute a particular population and also improve
efficient distribution of such opportunities.

The debilitating effects of HIV/AIDS in a heavily hit society are capable of eroding the
availability and distribution of these opportunities among the poor. The pandemic affects the
poor directly, aggravates the level of poverty among them and also deprive them of available
opportunities in the area of health care services, employment opportunities, unemployment
benefits, educational services, health care services, and so on (Greener, Jefferis & Siphambe,
2000; Salinas & Haacker, 2006).

HIV/AIDS and Employment Generation

Employment opportunity is one of the important key elements required to attain
inclusive growth in any society. However, prevalence of diseases could have detrimental effect
on employment status of infected persons as well as employment generation activities while
high rate of unemployment could also aggravate disease condition in any society. This is
consistent with empirical literature, which reported that diseases can aggravate unemployment
situation while unemployment can in turn worsened health conditions (see Weber, Hérmann &
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Heipertz, 2007; Paul & Moser 2009, Janlert & Hammarstrom, 2009, Lundin et al., 2009, Moller,
2012; and Levinsohn, Mclaren, Shisana & Zuma, 2013).

The HIV/AIDS epidemic possesses the tendency to hamper employment opportunities
while unemployment situation could worsen the health condition of infected persons. These
submissions appear to be more pronounced at the micro level rather than macro level and as
such not much work on the impact of the disease on issues relating to labour market have been
explored in empirical literature. Vass (2005, p.1) reiterates that much analysis on labour market
trends tends to neglect HIV/AIDS, which is a key co-factor underpinning the rising
unemployment trends in the infected society. The author noted that the reason for this is not
unconnected to the fact that the HIV/AIDS impact on labour market is not a “clearly
distinguishable co-factor, especially at the macro-level”, which “is partly due to its long-wave
nature, in that the long-term consequences of AIDS morbidity and mortality on productivity,
structure and functioning of the labour market only become evident over time.”

Few ways HIV/AIDS could affect unemployment situation in the hardest hit countries
include: i) rising rate of unemployment among HIV/AIDS positive persons, which is made worse
due to discrimination against infected persons in labour market, particularly in developing
nations. Moreover, some of the infected persons, whose infection has reached an advanced
stage may not possess the required strength to engage in formal employment activities, and as
such may not be able to participate in the labour market; ii) decline in household and national
income due to the menace of the disease could reduce job creation; iii) the disease could
inform resource reallocation from job creation to fighting/preventing its spread and/or catering
for infected persons; and iv) unemployment could in turn worsened the health situation of
HIV/AIDS positive individual.

An ILO (2006) study revealed that around 24.56 million labour force participants
covering ages 15-64 years were living with HIV/AIDS globally in 2005, with about 67% of them
living in Africa. The study further reiterates that there were more than a million workers
infected with HIV/AIDS living in each of five countries in Africa (Mozambique, 1.4 million;
Nigeria, 1.8 million; South Africa, 3.7 million; the United Republic of Tanzania, 1.2 million; and
Zimbabwe, 1.1 million). Furthermore, ILO (2008, p.6) indicated that the global workforce lost an
estimated 28 million workers to the HIV/AIDS epidemic by 2005 and the number was projected
to increase to 45 million and 86 million by 2010 and 2020 respectively. Moreover, around 2
million HIV/AIDS infected workers would not be able to work “every year as their illness
worsens.” As at the end of 2015, about 37 million persons were living with HIV/AIDS and
according to ILO (2016) majority of them are of working age. Most of these people face lots of
discrimination by their employers, and such continue to experience unemployment.
Furthermore, those of them with full blown AIDS may no longer be able to engage in labour
market activities.

Levinsohn, MclLaren, Shisana & Zuma (2013, p. 98) examined the effect of HIV status on
employment outcomes in South Africa, using “two econometric methods based on the
propensity score”, with data on sexual behaviour “and knowledge of HIV from a large national
household-based survey, which included HIV testing, to control for systematic differences
between HIV-positive and HIV-negative individuals.” The findings revealed that “being HIV-
positive is associated with a 6 to 7 percentage point increase in the likelihood of being
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unemployed” while persons who possess less “than a high school education are 10 to 11
percentage points more likely to be unemployed if they are HIV-positive.”

Tawfik & Kinoti (2006) have also reiterated that the HIV/AIDS pandemic has contributed
to human resource crisis in form of “excessive workload and burnout, high worker attrition
rates with no replacement and limited entry into the workforce.” Some people could drop out
of the labour market for the purpose of caring for HIV/AIDS infected persons/relatives while
others could not continue due to direct infection and HIV/AIDS related illnesses.

Unemployment rate appears to be high in West African countries, which could be
attributed to the menace of the disease among other causes. Information contained in Table 2
suggests that countries such as Ghana, The Gambia, Guinea-Bissau, Mali, Mauritania, Nigeria,
Senegal and Togo are still battling with high rate of unemployment. Mauritania appears to have
the worst case of unemployment, which has been above 30% since 1990. For the period 1990-
1994, the country recorded about 31.95% unemployment rate. This continued to increase
before it got peaked at an average of 32.44% for the 2000-2004 period. The rate for 2010-2014
stood at 31.08%. Senegal seems to have the second worst case, having recorded above 10%
unemployment rate since 1990 to 2014. The least case is recorded in Benin, where the rate has
continued to lie below 2% since 1990 till date.

Theodore & La Fouce (2001) have argued that because HIV/AIDS contributes to the
shrinking of the number of persons participating in the labour market, national output and
productivity will decline, particularly, when these seek workers eventually withdraw from
production.

The facts presented above substantiate the detrimental effects of the HIV/AIDS disease
the key element of inclusive growth in the area of employment generation.

Table 2: Average Unemployment Rate in West Africa, 1990-2014
1990- 1995- 2000-  2005-  2010-
Country/Year 1994 1999 2004 2009 2014

Benin 1.13 0.84 0.88 1.16 1.00
Burkina Faso 2.68 2.36 2.78 2.98 3.26
Cote d'lvoire 5.98 4.10 4.10 4.10 4.08
Ghana 8.03 8.92 9.04 3.84 3.54
Guinea 2.33 2.42 1.90 1.84 1.70
Gambia, The 7.13 7.12 7.18 7.10 7.05
Guinea-Bissau 6.90 6.98 6.86 6.86 6.84

Mali 8.58 8.50 8.48 8.44 8.10
Mauritania 31.95 32.22 32.44 31.52 31.08
Niger 5.10 5.08 5.00 5.10 5.10
Nigeria 7.40 7.50 7.64 7.60 7.54
Senegal 10.08 10.10 10.14 10.02 10.02
Sierra Leone 3.40 3.40 3.34 3.40 3.38
Togo 7.18 7.14 7.16 7.08 6.96

Source: Computed by Author from World Bank (2015 & 2016) World Development Indicators
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HIV/AIDS and Productivity

Productivity is very strategic for the prosperity of every society. However, both national
and individual labour productivities could be endangered by the menace of the HIV/AIDS
disease. This position is consistent with both theoretical and empirical literatures. Viewing
productivity from the perspective of GDP and per capita income (PCl), HIV/AIDS have been
reported to have led to declines in per capita income and even output growth in most countries
where its prevalence has been high.

Bonnel (2000) indicated that HIV/AIDS on average reduced per capita income growth in
Africa by 0.7% annually between 1990 and 1997 while growth further declined by 0.3% per
annum in African countries affected by malaria. Moreover, other studies have found negative
and significant influence of HIV/AIDS on economic growth in countries hardest hit. Some of
these include: Kambou, Devarajan & Over (1992), Cuddington (1993), Arndt & Lewis (2000),
McDonald & Roberts (2006), Gardner & Lee (2010), and Dauda (2012).

For instance Dauda (2012) found that a percentage increase in the number of people
living with HIV/AIDS in Nigeria reduced the nation’s GDP by 0.19%. Similarly, Kambou,
Devarajan & Over (1992) found that the virus reduced GDP growth by 1.9% per annum in
Cameroon. In the same vein, McDonald & Roberts (2006) and Gardner & Lee (2010) in their
cross-country studies found negative and significant impact of the disease on per capita income
growth.

Per capita income in most countries in West Africa has been very low compared to
countries of other regions of the world. Information available from World Bank (2015) showed
that average income per capita of West Africa, which was US$432.60 in 1990 declined to
USS$371.79 in 1994 before it rose slightly to US$431.88 in 1995. It decreased further to
USS$394.78 in 2000 and fell again to US$397.40 in 2001. In 2005 about US$590.46 was recorded
in per capita income by the sub-region. The 2014 figure stood at US$1159.67. Country-specific
PCl performance revealed Nigeria as having the highest in the sub-region, put at US$3184.62,
which was due to the recent rebasing of her GDP. Followed by Nigeria is Cote d'lvoire, which
recorded US$1646.43 per capita GDP while Ghana had US$1461.61. The least is observed in The
Gambia, which stood at US$422.78.

Apart from the studies cited above, others have found that HIV/AIDS reduced labour
productivity significantly in most sub-Saharan African countries endemic with the pandemic.
Simtowe & Kinkingninhoun-Medagbe (2011) in their descriptive study on Southern Africa
discovered that HIV/AIDS did not only reduce labour force and change the age and sex
distribution of the labour force in this region but it has also led to greater decline in productivity
and profitability in the formal and informal sectors. These findings are consistent with that of
Coulibaly (2005) who discovered that in sub-Saharan Africa (SSA), HIV/AIDS has contributed to
reduction in labour force growth, modified sex distribution of labour force participation rates,
changed the age distribution of labour force participation and reduced working hours as well as
labour productivity.

Fox et al (2004) carried out a study in Kenya to determine how HIV/AIDS affects labour
productivity among tea estate workers who died or were medically retired due to AIDS related
causes from 1997 to 2002. The authors employed a longitudinal regression for their analysis.
They “compared daily output in kilograms of tea leaves plucked, use of paid and unpaid leave
and assignment to less strenuous tasks by 54 workers who died or were medically retired
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because of AIDS to” other workers who were not HIV/AIDS positive. The results indicated that
persons who were HIV/AIDS positive plucked less tea within the period of 18 months that
preceded AIDS-related termination (death or retirement) and also embarked on more leaves
within three years before death or retirement due to HIV/AIDS related causes.

A good number of empirical studies have also reported declining agricultural productivity in
different African countries due to HIV/AIDS.

Abu, Ekpebu & Okpachu (2010) investigated how HIV/AIDS affects agricultural
productivity in Ukum Local Government Area of Benue State, Nigeria, using simple descriptive
statistics and t-test for analysis. The authors collected data on 40 group and Focused Group
Discussion (FGD), with the majority of the respondents being between ages 15 and 49 years.
The findings showed a “significant difference between the farm size and annual income of the
HIV/AIDS infected farm families and the non-infected farm families.”

Similarly, in a qualitative study conducted by Parker, Jacobsen & Komwa (2009), to
examine how the HIV/AIDS epidemic relates with labour availability, “agricultural productivity,
household resources, food consumption, and health status in rural southeastern Uganda”, it
was found among other things that the disease in actual fact depressed “agricultural practices
and productivity” in southeastern Uganda.

In review of some recent evidences regarding the impact of HIV/AIDS on farm labour
productivity, Asenso-Okyere et al (2010) discovered that the HIV/AIDS disease has depressed
farm productivity to a large extent. This is due to increased absenteeism among farmers
occasioned by increased morbidity, and eventual death of HIV/AIDS infected person; greater
“family time devoted to caring for the sick; and loss of savings, and farm assets.” The ultimate
effects of these are decline in household income and possible food insecurity, which further
contributes to deterioration in household livelihood.

Duru & Mernan (2011), analyzed the effect of HIV/AIDS pandemic on output of
agriculture in Ukum local government area of Benue state, Nigeria, employing the Snowball
sampling method with descriptive statistical analysis. The findings among others suggest that
HIV/AIDS has significantly reduced agricultural output in Ukum local government area of Benue
state in Nigeria.

Iheke, Okezie & Onyekanma (2011) examined the “impact of HIV/AIDS on the
productivity of farm households in Abia State, Nigeria”, using data collected on “120
households spread across six Local Government Areas of the State.” Having employed
descriptive statistics and also estimated the stochastic frontier model specified in the study, it
was found among other things that households who are vulnerable to HIV/AIDS (about 10.12 %
of the households) were less efficient on farm than those who are not vulnerable. Specifically,
“the input elasticity coefficient of land for HIV infected households”, which was 0.04 was lower
than that of the households (1.112) who were HIV negative. The implication of the results is
that farm productivity of households infected with the disease is lower compared to the
productivity of households who are HIV/AIDS negative.

Similarly, Ugwu (2009) studied how the HIV/AIDS epidemic has affected the productivity
of farm women in Enugu State, Nigeria. The author employed multi-stage and purposive
sampling methodologies to select 60 farm women/households living with HIV/AIDS and 60 farm
women/households uninfected with the virus. The findings revealed that HIV/AIDS has led to a



Rhema University Journal of Management and Social Sciences, Vol. 6 No. 1 157

significant “loss of feminine agricultural labour supply, reduced household income, reduced
agricultural production, increased family burden as well as loss of family assets and the
women’s right, among others.”

Apparently, the HIV/AIDS epidemic appears as threat to productivity both at national
and individual levels as revealed by the forgone reviews above.

HIV/AIDS and Basic Social Services

Diseases are capable of preventing adequate investment in basic social services of
education and health. It has been reported that HIV/AIDS is a great threat to health and
education in countries severely affected.

With respect to heath, the disease has succeeded in reducing average life expectancy in
Africa, increased morbidity and mortality and imparted negatively on the health sector.
According to Haacker (2010), Anderson (2010), and UNDP (2013), HIV/AIDS brought about
substantial decline in average life expectancy and widen its gap between the SSA and the global
average value. United Nations (2013) reported that Uganda regained about 5.6 years of her
average life expectancy as a result of decline in “AlDS-related and other mortality risks between
ages 15 and 60 in recent years”; however, South Africa has not been lucky as she has lost
approximately 5 years of average life expectancy in spite of “some benefits of prevention and
treatment” accruing to the country.

In West Africa, average life expectancy has remained below 60 years. In 1990, the sub-
region recorded an average of 51.36 years life expectancy going by data provided by World
Bank (2015). This however rose slightly to approximately 52.78 in 2000 and further to 56.91
years in 2010. By 2013, it had reached 57.81. Average life expectancy of the sub-region would
have risen beyond the 2013 figure in the absence of HIV/AIDS. Country-specific data showed
Senegal having the highest average life expectancy among the West African countries
considered in this study. In 2013, the country recorded around 63.35 years, followed by
Mauritania, whose average life expectancy stood at 61.51 years. Ghana occupied the third
position having posted 61.10 years. The least was recorded in Sierra Leone, whose value
remained 45.55 years. Nigeria, the most populous country in the sub-region recorded 52.50
years in 2013.

With respect to morbidity and mortality resulting from the pandemic, facts available
from UNAIDS (2015) suggest that the number of persons infected with the disease globally
increased from 28.6 million in 2000 to 36.9 million in 2014. Of these figures, SSA alone
accounted for about 72.72% and 78.05% in 2000 and 2014 respectively. The increase in the
global figure was however due to the rise in the number of infected persons receiving
antiretroviral therapy (more than 15 million people as at March 2015), which has improved
their life span, since new rate has declined by about 35% since 2000. Global mortality
attributed to AIDS declined from 1.6 million in 2000 to 1.2 million in 2014 (around 25%
reduction). However, SSA saw AlDS-related mortality declined from 1.2 million in 2000 to 0.79
million in 2014.

In West Africa, AIDS mortality and morbidity remain high. The sub-region accounts for
the third largest burden of HIV/AIDS in the world considering AIDS mortality, morbidity and
prevalence. Facts presented in Table 3 revealed evidently that AIDS mortality and morbidity
increased in most countries in West Africa from 1990 to 2005. However, in some countries such
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as Benin, The Gambia, Ghana, Niger and Togo, they increased till 2009 period. Guinea-Bissau,
Mauritania, Nigeria and Sierra Leone have continued to witness increasing trend in both figures.
With respect to HIV prevalence, Cote d'lvoire, Guinea-Bissau, Nigeria and Togo recorded the
average of 3.78, 3.85, 3.40 and 2.65 respectively in 2013. Over the years, HIV prevalence among
this age group has been the highest in Cote d'lvoire, which got peaked at 5.28% in 2000-2004
period. Although prevalence has declined in most of the countries, Guinea-Bissau has continued
to witness an increasing trend, which is not unconnected with the new HIV strain discovered in
the country, which is capable of developing faster into a full-blown AIDS within five years than
the parent strains (see Palm, et al, 2014).

Moreover, AIDS has contributed to the high rate of mortality at all age levels in
countries hardest hit. As shown in Table 4, infant and under five mortality rates in West African
countries over the period 1990-2013 remained extremely high. This is not unconnected with
the menace of the pandemic.

Table 3: HIV Prevalence (ages 15-49 years), AIDS Mortality and HIV/AIDS Morbidity in West
Africa, 1990-2013

HIV/AIDS
Morbidity
HIV Prevalence AIDS Mortality (Millions)
1990- 1995- 2000- 2005- 2010- 1990- 1995- 2000- 2005- 2010- 1990- 1995- 2000- 2005- 2010-
Country 1994 1999 2004 2009 2013 1994 1999 2004 2009 2013 1994 1999 2004 2009 2013
0.700 1.18 1.38 1.24 1040 1960 3500 3960 0.02 0.04 0.06 0.06
Benin 1.20 1775 0.07
Burkina 3.66 3.16 1.96 1.24 8520 13800 1400 8080 0.20 0.19 0.15 0.11
Faso 1.03 0 4275 0.11
Cote 3.72 5.26 5.28 4.42 1052 23800 3480 3020 2325 0.30 0.44 0.50 0.47
d'Ivoire 3.78 0 0 0 0 0.46
Gambia, 0.30 0.94 1.78 2.10 100 300 800 1040 0.003 | 0.01 0.01 0.02
The 1.95 1025 0.02
1.60 2.24 2.22 1.86 5760 11620 1780 1800 1180 0.13 0.22 0.26 0.26
Ghana 1.60 0 0 0 0.25
1.10 1.84 1.82 1.62 1380 4060 6520 6240 0.04 0.08 0.10 0.10
Guinea 1.60 4300 0.11
Guinea- 0.50 1.38 2.76 3.70 160 440 1060 1600 0.003 | 0.01 0.02 0.03
Bissau 3.85 1775 0.04
1.98 2.08 1.60 1.40 3440 6800 8120 6000 0.08 0.11 0.10 0.10
Mali 1.40 4525 0.12
Maurita 0.28 0.64 0.88 0.86 140 440 1000 1000 0.003 | 0.01 0.01 0.02
nia 0.75 1050 0.02
0.42 0.94 1.20 0.96 800 1980 4140 5260 0.02 0.05 0.07 0.07
Niger 0.63 4075 0.06
1.62 2.86 3.62 3.66 3520 84000 1540 1840 1850 0.87 1.80 2.64 3.10
Nigeria 3.40 0 00 00 00 3.35
0.24 0.52 0.84 0.82 600 1020 1760 2480 0.01 0.02 0.05 0.05
Senegal 0.65 2250 0.05
Sierra 0.10 0.48 1.28 1.68 100 360 1340 2680 0.002 | 0.01 0.03 0.05
Leone 1.55 2700 0.06
1.64 2.92 3.50 3.16 1360 3300 6180 7000 0.03 0.07 0.12 0.12
Togo 2.65 4925 0.11

Source: computed by Author from UNAIDA (2015)
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Table 4: Infant and Under Five Mortality Rates (Per 1,000 Live Births) in West Africa, 1990-2013

Infant Mortality Under Five Mortality

1990- 1995- 2000- 2005- 2010- | 1990- 1995- 2000- 2005-  2010-
Country 1994 1999 2004 2009 2013 1994 1999 2004 2009 2013
Benin 102.58 9396 84.56 69.16 59.075 169.30 153.22 135.98 108.26 90.425
Burkina Faso 102.28 99.42 93.02 79.40 66.875 201.76  194.22 177.28 140.38 105.55
Cote d'lvoire 104.16 102.72 95.56 84.04 74.15 151.58 150.32 139.98 121.24 104.63
Gambia, The 76.10 67.74 60.72 5476 50.60 158.30 132.64 11046 91.30 77.73
Ghana 7642 6990 61.84 56.68 53.70 121.24 109.60 95.30 86.14  80.88
Guinea 133.24 11454 9554  79.34 68.075 22532 191.62 156.14 126.50 106.35
Guinea-Bissau 128.44 116.38 103.7 91.44 81.18 216.98 19498 171.38 14852 129.85
Mali 127.56 122.22 108.74 90.68  80.30 247.20 234.48 201.70 156.48 129.83
Mauritania 76.78 76.10 75.72 73.08 68.68 115.12 113.32 112.42 105.64 94.20
Niger 131.58 1115 93.86 7540 62.83 311.04 256.28 206.38 151.92 113.38
Nigeria 125.64 119.94 106.38 90.84 78.00 211.98 201.56 176.38 147.46 124.08
Senegal 70.24 7132 64.48 52.60 45.45 140.40 143.70 122.32 84.22 60.48
Sierra Leone 156.20 148.56 135.68 122.20 110.80 263.58 247.06 219.70 191.48 167.98
Togo 88.18 81.74 73.32 65.24 58.18 142,58 130.80 115.70 101.34  88.83

Source: Computed by Author from World Bank (2015) World Development Indicators

Furthermore, education sector has not been spared of the scourge of the disease.
HIV/AIDS has been found to have contributed to declines in school enrolment, teacher’s
productivity, quality of teaching and dwindling of educational resources, as well as upsurge in
teacher’s mortality, pupil absenteeism, and low concentration among students in class.

World Bank (2013) argued that HIV/AIDS appeared to have reduced the capacity of the
education sector to deliver what it terms the “Social Vaccine.” It reiterated that due to
HIV/AIDS, mortality of teachers occasioned by the disease is increasing in some affected
societies, rates of absenteeism among teachers and even pupils are on the increase while
“orphans and vulnerable children who are more likely to drop out of school or not attend
school at all” are created by the pandemic. These according to the agency are indications that
HIV/AIDS is damaging the education systems.

In a descriptive study by Dauda (2013) to determine the relationship between AIDS-
Orphanhood and human capital development in Nigeria, using data covering the period 1990-
2009, it was reported that school attendance was lower for orphans than non-orphans.
Similarly, the rate of school drop-outs appeared higher for orphans than non-orphans while
school enrolment was negatively affected. Some of the reasons for this have to do with inability
to pay school fees, care giving to sick siblings or parents and engagement in household chores.
In addition, studies such as Bicego, Rutstein, & Johnson (2003); Case, Paxson & Bleidinger
(2004); Monasch & Boerma (2004); Ainsworth & Filmer (2006); and Kirzinger et al (2008), have
found negative impact of HIV/AIDS on education outcomes while others such as Kobiane,
Calves, & Marcoux (2005) and Oladokun et al (2009) however, did not find much detrimental
effect of the epidemic on education.



Rasaki Stephen Dauda 160

Kobiane, Calves, & Marcoux (2005) investigated how death of parents affects children
schooling in Burkina Faso. The authors found that parent’s death aggravated by AIDS which
increased number of orphans has negative impact of the possibility of the orphans to enter
school and participate. However, it was discovered also that children who were double orphans
performed better in school than non-orphans.

Oladokun et al (2009) studied the socio-demographic and clinical characteristics of AIDS
and non-AIDS orphans in Ibadan, Nigeria. The authors employed a hospital-based survey data,
which were collected at the University College Hospital (UCH), Ibadan, Nigeria between 2005
and 2006. They used the Chi-square and t-tests for analysis. The findings however did not show
any significant difference between school enrolment among AIDS and non-AIDS orphans.

It is obvious from the above information that HIV/AIDS possesses the ability to impart
education and health outcomes negatively.

HIV/AIDS and Basic Social Safety Nets

With respect to provision of social safety nets and targeted interventions to help the
vulnerable and those who suffer from extreme deprivation, it is evident that diseases
contribute to increase in the number of people who fall within this group. The International
Labour Organization (ILO) has estimated “that 80 percent of the world’s population lacks access
to adequate social protection, and more than half lacks any coverage at all” (Food and
Agriculture Organization, FAO). The HIV/AIDS disease has exacerbated this figure. For instance
HIV/AIDS has increased the number of orphans and vulnerable in society. Out of the 13.3
million children which were Orphaned by AIDS in 2014, 11 million of them are found in SSA
(UNAIDS, 2015; UN, 2015). About 90% of global AIDS orphans are in SSA with 2.5 million of
them found in Nigeria, 1.9 million in South Africa, 1.3 million in Tanzania, 1.2 million in Kenya,
1.2 million in Uganda, 1 million in Zimbabwe, 440,000 in Cote d’lvoire, 180000 in Ghana and
130000 in Burkina Faso. This creates a great burden on the income of nation heavily affected by
the pandemic.

The rise in the number of vulnerable due to the menace of HIV/AIDS has placed a
greater burden on social safety nets, and as such communities have resolved to the use of
informal social security as a safety net. The informal social security has to do with “self-
organised family, community or informal sector coping mechanisms” always seen in the
traditional Black "African" communities, which “incorporates values that promote togetherness
and a sense of belonging” (Tshoose, 2010, p.411). In this type of system, which operates on the
principles of solidarity and reciprocity, family or community members who are incapable of
providing for themselves are assisted either in cash or kind to have their problems solved.
Tshoose (2010, p.411) reiterates that “these informal safety nets have proven to play a
significant role in mitigating the impact of HIV/AIDS at family and community levels.” However,
in communities where the HIV/AIDS prevalence is high such “communities are overwhelmed
with the demands placed on them to support orphans and vulnerable children to the point
where culture, traditions, and society at large are showing early warning signs of irreversible
strain” (Huggins, 2007, p. ii). Miller (2007) also reported that demand for social safety nets has
been very high in countries hardest hit be the menace of HIV/AIDS.

Theodore & La Fouce (2001, pp.2&3) submit that HIV/AIDS possesses the inclination to
persistently erode the social safety net and security base and/or viability platform through
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reduction in the number of employed people, which could lead to a weakening of the income
generation system, with the resultant effect of decline in “the inflows to the social security
system.”

Even though the HIV/AIDS epidemic appears to increase the number of vulnerable who
needs care and social safety nets, empirical evidences have also supported the potency of the
social grant safety net in combating the menace of the disease. Booysen (2004), who
investigated how the social grants could be employed to ease the socio-economic impact of
HIV/AIDS in South Africa discovered that most households affected by the HIV/AIDS scourge
depend mostly on income from social grants, which helped to alleviate the severity of poverty
among and also lessen the stress and burden placed upon households by the menace of the
disease.

Arguing in support of the above, Theodore & La Fouce (2001, pp.7) noted “that social
security schemes have traditionally provided coverage for events related to loss of or
reductions in income.” The authors however, submit that due to the rampage of HIV/AIDS in
the hardest hit areas, demands for benefits by “infected social security members and their
affected dependents” would likely increase and this will eventually lead to upsurge in the
overall expenditure made on social security.

Summary, Conclusion and Policy Implications

The study examined the impact of HIV/AIDS on inclusive growth in West Africa. It
analyzed the channels through which the disease operates against the key elements of inclusive
growth such as adequate employment opportunities, high productivity, human capability
development, and provision of social safety nets. It discovered that HIV/AIDS due to its negative
impact on several economic and socio-economic indicators like mortality, life expectancy,
productivity, employment generation, education services and health care services, the disease
can prevent the inclusiveness of growth in the West African sub region. The study therefore,
recommended that an effective HIV/AIDS prevention and treatment programmes to curtail the
menace of the disease will enhance inclusive growth in West Africa. While provision of the
fundamental elements of inclusive growth such as adequate employment opportunities and
social safety nets to assist the vulnerable and those suffering from deprivation as a result of the
menace of HIV/AIDS, promotion of higher productivity and development of human capabilities
in the sub-region through adequate investment in basic social services of education and health
should be accorded necessary priority.
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