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Introduction
Various academic disciplines such as medicine, sociology, polilical scicnce

psychology among others have focused attention on the discourse of scxually

-

i i transmitted infections (STIS). Sexually transmitted infections (STIS) have’

1 been around for a long time and in west-Africa, STls are next (o malaria in
;' : spread.  But man has tackled STIs beecause the causcs, treatment and
) 5 preventive measures are known (EFFA-Heap 1997).

been pushed to the background. HIV means Human Immunc Deficiency
Virus and it is this virus that lcads to AIDS at its cternal developmental stage.
(Barnet and Blackic 1992). Further more, AIDS is conceptualized as,
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Acquired Immune Deficiency Syndrome, it is an extremely serious disorder
that results from scvere damage to the body’s defence against discase (Falola
2007).

HIV/AIDS cpidemic as social phenomena constitutes onc of the
greatest medical and social challenges among others facing all the countrics
of the world today. The phenomenon of HIV/AIDS cpidemic is a world-
wide challenge to humanity. To buttress this asscrtion, James (1998) is of
the view that, drug abuse, alcohol abuse and HIV/AIDS cpidemic are some
of the major burdens of socictics on the 21% century. Studies and statistics
have shown that globally more adolescent and teenage children constitute the
majority of victims. The devastating effects or implication of HIV/AIDS
epidemic cut across all fabrics of human cxistence. By the end of 2007
cstimated figure of over 39 million people world-wide have been infected
with HIV/AIDS (WHO 2007). Among this report figure, African continent
alone accounted for onc-third of global victims of HID/AIDS cpidemic. No
doubt, available data and global report on HIV/AIDS epidemic show
reduction in spread of the epidemic call HIV/AIDS yet, the devastating
effects on humanity particularly in African is very obvious in all fabric of the
continent.

Origin of HIV/AIDS

Global report on HIV/AIDS epidemic (20102) by UNAIDS points out that
the carlicst known cases of human HIV infection have been linked to western
Equatorial Africa, probably in South-East Camecroon where groups of the
central common chimpanzee live. According to the report, HIV/AIDS is
closely associated with the preparation for human consumption of freshly
killed chimpanzees. According to Shenton (1998), it was in the mid-1980s
that it became widely accepted that the origin of AIDS is from Africa. The
above position was first posited by Kevin Decock from the Institute of
Hygiene and Tropical Medicine who pointed out'that AIDS was “old discase
from Africa’. In his own contribution (Levy 1998) published a book titled
“HIV and Pathogenesis of AID’ and traced it to Africa. According to Levy
(1998) the disease started somewhere in Africa about one thousand years ago
(1000 years ago). To Folola and Heaton (2007), HIV/AIDS is an African
challenge and concludes that the disease originated from Africa and the
scourge is threatening every part of Sub-Saharan Africa with no end in sight.
According to Gallin (1985) HIV/AIDS is believed to have originated in
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Africa. To Garland (2003) HIV has been around since the 1950s as body
tissues containing HIV antibodics. These antibodies have been found from
that time both in England and Africa. To Piot ct al (1988) HIV/AIDS
epidemic is traccable to Africa and heteroscxual transmission accounts for
Africa having thc highest rate of HIV/AIDS incidence ia the wotld.
According to Bongoarts ct al (1989) circumeision of persons with
unsterilised sharp instruments account for the origin and spread of
HIV/AIDS epidemic in Africa.

Theoretical Perspectives of the Origin and Spread of HIV/AIDS in
Africa

Different scholars and rescarchers propounded theorics that offer explanation
for the origin and sprcad of HIV/AIDS epidemic in Africa. One of such
theorics is called the hunter theory. The hunter theory on the spread and
origin of HIV/AIDS contends that Simian Immune deficiency Virus in
Chimpanzees (SIVPS) was passed to human beings as a result of killing and
cating of chimps by hunters and other non-hunters in Africa, that rely on
bush meat as part of their protein necds. According to Nathan (2004) in the
process of killing and eating chimpanzecs, the blood of Chimpanzee is likely
to get into cuts or wounds of the hunter. The theory maintained that the
failure of the hunters’ body to fight off SIV often resulted into HIV — 1 type
in human being. This hunters theory traced the origin and sprcad of
HIV/AIDS to hunting and eating of bush mcat by hunters in Cameroon and
other Africa countrics.

In addition to the above theory, the contaminated needle theory is
another theory that traced the origin and spread of | IIV/AIDS epidemic to the
African continent. This theory is an extension of the original hunter theory
discussed above. According to Bette Korber (1998), all over the world in the
carly 1950s, the use of disposable plastic syringes as a cheap, sterile way to
administer medicine was the order of the day. The theory emphasizes that
due to high cost involved in throwing away disposable plastic syringe after
each use, African health carc professionals who are dircctly rendering
services on immoculation and other medical programmes resorted to usc a
single syringe to inject multiples patients without any form of sterilization
‘process in between. The theory concludes that the use of single syringe for
multiple patients is likely to be responsible for the origin and spread of
HIV/AIDS in the African continent,
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Another HIV/AIDS theory that traced the origin and spread of
HIV/AIDS to Africa is conspiracy theory. The theory is of the vicw that the
migration of Africans to United Slates of America resulted in the migration
of the discase to the USA. The population of Blacks became too high for the
comfort of the Americans.

According to Anne-Micke (2003), significant number of Africa-
Americans believed that in order to reduce the growing population of Blacks
in America that HIV was produced as part of biclogical warfare programmed
aimed at wiping out large numbers of blacks.

Colonialism theory or the “heart of darkness” is one of the theory
used to explain the origin and the spread of HIV/AIDS. According to More
(2000), the greatest part of African continent was ruled by colonial forces in
the 19™ and 20" century.  The theory mentioned particularly Belgian Congo
and French Equatorial Africa where colonial rulc was very harsh to the
indigenous Africans. The theory maintained that duc to the harshness of
colonial rule, Africans were forced into labour camps where poor sanitary
conditions, scarcity of food and physical demand were prone. The theory
further posits that the above enumerated factors arc sufficient to warrant poor
health in the life of anyone be it White or Blacks. It is the poor health
conditions prevailing in the camp that made it casy for SIV to infiltrate the
labour camps. Furthermore, the theory maintained that in the face of food
shortage in the camp, a stray and may be sick Chimpanzee with SIV would
become an exira source of food for the workers in the labour camp.
According to More (2000), the labour camp was full of forced African
prostitutes and it was within the period that HIV was first believed to have
passed to humans.

Another controversial theory that traced the origin of HIV/AIDS to
{he African continent is oral polio vaccine theory by Hopper (2004). The
theory posits that HIV could be traced to the testing of an oral polio vaccine
by the name Chat, given to about a million people in Rwanda in the late
1950s. Hooper’s view is that Chat was grown in kidney cells taken from
local chimps (in Africa) infected with simian immuno-deficiency virus in
Chimpanzee. According to Hopper, to reproduce live polio vaccine it nceds
1o be cultivated in living tissue. Thus, he claims, this would have resulted in
ihe contamination of the vaccine with Chimpanzee SIV and given room for
greal number of people subsequently becoming infected with HIV in Africa.
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Incidence and Spread of HIV/AIDS in Africa
Africa as a continent has her own large share of the global scourge known as
HIV/AIDS that has ravage and caused untold havoc in the work place homes,
schools and churches. It has left the entire African continent with many
orphans than cver witnessed. UNAIDS (2012) report pointed out that,
although, the continent is home to about 15.2 percent of the world’s
population, sub-Saharan African alone accounted for an estimated 70 pereent
of all people living with HIV and 70 pereent of all death in 2011

The UNAIDS report (2012) further posits that, countrics in North
Africa and horn of African have significantly lower prevalence rate. This is
so because the population typically engage in fewer high risks cultural
practices or patterns that have been implicated in the virus spread in sub-
Saharan Africa. OF all Aftican countries, South Africa is the worst affected.
In 2011 alone, HIV has infected at least 10 percent of the population in
Botswana, Lcsotho, Malawi, Mozambique, Namibia, South Africa,
Swaziland, Zambia and Zimbabwe. Though majority of figures and statistics
concerning HIV/AIDS epidemic are conflicting and contradicting, one
common denominator is the fact that all figures and statistics show a very
high trend of HIV/AIDS epidemic in the African continent. According to
Msusa (2008), in many African countries, the first case of the pandemic
which has won itself the accolade of being the leading causcs of dcath on the
continent was reported in the mid-eightics. Today it is shocking to note that
the discase has left a sad trail of total devastating on the continent.
According to UNAID (2007), by the end of 2007 there were an estimated
people living with AIDS, a virus that causes AIDS in Sub-Saharan Africa,
thus accounting for 68% of all HIV positive peaple in the world.

In Swaziland, the first AIDS casc was reported in 1987 and today the
small African country has the world’s highest adult HIV prevalence ratc of

33.4%. In Botswana, according to UNAID report (2007) the first incident of

HIV/AIDS case was discovered in 1985 but as at now the country has 24.1%
of the adult population who arc HIV positive and thus making it the second
highest on the face of the carth after Swaziland . Out of the country’s total
population of 1.6 million people, an estimated 270,000 were living with HIV
in 2005 (WHO 2007). In South African country of Lesotho AIDS was first
reported in 1986 and out of the total population of 2 million people, 23.2% of
its adult arc HIV positive (Msusa 2008). South Africa as a country is
presently experiencing onc of the callous AIDS cpidemic. In Malawi, HIV
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was reported in 1985 and since then the AIDS epidemic kills 10 people per
hour (UNAID 2006).

According to Msusa (2008), the HIV/AIDS scourge has registered
adverse impacts in almost all walks of life in Africa starting from house
holds, the economy to the health scctor. According to UNAIDS (2007)
report, about 1.6 million people died in Sub-Saharan Africa alonc leaving
behind millions of orphans. African continent particularly the Sub-Saharan
Africa is currenily cstimated by UNAID (2007) as having 9% of children
who have lost at least one parent to AIDS and the implication of this, is
exposing tomorrow’s future leaders and gencration to emotional trauma,
abuse and cxploitation. 9% of Zambia’s total populations of children are
AIDS orphans. 1t is estimated and predicted that by the year 2010 (UNAIDS
2007), there will be around 15.7 million AIDS orphans in Sub-Saharan
Aftica alone. This is expected to overstretch the traditional extended family
system in Africa. According to WHO (2006) more than 90% of children
living with HIV reside in Sub-Saharan Africa. The more saddening
experience of Sub-Saharan HIV/AIDS epidemic is the death toll afflicted on
the continent’s best brains that are supposed to move the region’s economy
forward.

To support the above assertion, a United Nations Development
Programme (UNDP 2003) concluded study in Rwanda, Burkina Faso and
Uganda indicated that HIV/AIDS will not only slow down progress in
poverty reduction but will also increase the percentage of those living in
extreme poverty, from 45% in 2000 to 51% in 2015. The finding further
stated that 25% of the working class in the study arca (that is Uganda, Bukina
faso and Rwanda) are living with HIV/AIDS thus paving way for the
pandemic to reduce productivity through increased abscntecism.

According to Sayers (2005) in Malawi HIV/AIDS is reducing the
country’s agricultural workforce and output and by the year 2020 agricultural
workforce will be 14% smaller than it would have been without the
epidemic, In countries like Botswana, Namibia and Zimbabwe UNAIDS
{2003) pegged the reduction in agricultural workforce duc to HIV/AIDS
epidemic at over 20%. The HIV/AIDS epidemic is also exacting pressure on
Health scctors in Africa particularly on Sub-Saharan Africa. Nigeria’s

HIV/AIDS epideémic actually calls for concern. This is so because Nigeria is’

one of the most populated Black Nations of the world. The country is ranked
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by the United Nations as the third highest carrier of HIV/AIDS epidemic in
the world.

The first case of AIDS was identified in 1986 and report by
UNAIDS indicated that by 2005 there were an estimated 2.9 million people
living with HIV/AIDS in Nigeria (UNAIDS 2006). According to Arazeem
(2006) cited in Salihu et al (2000), Nigeria has about 8% of the global burden
of HIV/AIDS. There has been a steady rise in the HIV prevalence from less
than one percent in 1990 to 1.2 percent in 1991, 3.8 percent in 1992, 4.5
percent in 1995, 5.3 percent in 1999 and 5.8 percent in 2001. It is estimated
that more than 3.5 million Nigerians are currently living with HIV/AIDS
(FMOH 2001).

The data reproduced below gives a detailed glance of HIV/AIDS
situation report in Africa.

Statistics Showing the Prevalence of HIV/Aids in Africa
North Africa

Country Adult Adull MNumber Mumbier Aids Aids New HIV | New HIV
prevalence prevalenc | of people | of people death, deaths, infections infections,
ages 15-49 | eages 15 | living living 2011 200147 2011047 20017
2011 -49, with HIV | -with TV
1001 2011 200"
Algeria 0.1%® <0.1% 13,000- Not <1,000- <200- Not Not
8 28,000 available 1,500 <500 available availahle
Epypt <0.1%"™ <0.1% 9,500 9,100 <1,000 <500 Not Not
; - availahle available
Libya <0.2% Not Mot Not Not Not Not Mot
. availahle | available availahle available | available | available available
Moracco | 0.206 <0.1% 32,000 12,000 1,600 <1.000 Nat Not
available available
Sudan 0.4%™ 0.5% Not Not 5,600 6,000 Not Not
i available available available available
Tunisia <0, 1%" <0.1% 1,700 <],000 <100 100 Mot Not
available available

Source: UNAIDS Report on the global AIDS Epidemic 2013
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Horn of Africa

Country Adult Adult Number Number Auds Aids New HIV New [TV
prevalence prevalence of of people | death, deaths, nlections infections,
ages 15-49 | apes 15 - | people living 2011 2001 2011 2000
2011 19, living with IV
001! with 2001
Hiv
2011
Dyjibouti 1.4% 9,200 12,000 <1,000 1,000 <1,000 1,300
Entrea 0 6% 23,000 23,000 1,400 1.500 Not Not
. available available
| Ethiopia | 790,000 | 1,300,000 | 54,000 100,000 | 24,000 130,000
Somalia | 0.7% 1[5000 | 34,000 3900 | 2.R00 Not Not
. ) . availahle available
Source: UNAIDS Report on the global AIDS Epidemic 2013
Central African
I Conntry ARG T Adu | Number | Number | Awds “Auds New HIV | New HIV
prevalence | prevalence | af people of death, deaths, infections | infections,
ages 15 | ages 15 living people 2001 2000 | 20119 200140
492011 49, with HIV | living
101" 2011 with
v
2001
| Angola 2.1% 1.7% 230,000™" | 130,000 12,000%7 | 8,200 23,000 20,000
ameroon 4.6%" 5.1% 550,000 | 450,000 34,000 | 28,000 43,000 57,000
Central 4.6%"™ 8% 130,000 | 170,000 10,000 | 16,000 8.200 15,000
African
republic
Chad NP 3.7% 210,000 | 170,000 12,0007 [ 13,000 Not Not
available available
Congo 3.3%" 31.8% ®3,000™ 74,000 4,600 6,900 7.900 7,200
Democratic | 12% - | Mot 430,000- | Nat 26,000- Not Not Not
republic of | 1.6%" available 560,000 | available | 40.000 available | available availahle
| the Conga | . (oo
Equatorial A4.7%" 2.5% 20,000 Tmo00 =1,000% | <500 Not
e g ] _ o available
Gabon 46,000 35,000 2,100 3,000 4,900
Sao  Tome 0.9% <1,000% <1,000 =100 Mot MNot
and available available
Principe J

Source: UNAIDS Report on the global AIDS Epidemic 2013
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Adult TAdult | Number

prevalene | prevalene | of people
e apes 15- | ¢ ages 15 | hving
49 2011 49, with HIV

2011
0,000
<500

Burundi

Comuoros

1.3%0
NEZC

e

available

Renumon Not

availahle available

2,09 XL
Not

avatlable

Rwanda
Seychelles

Not
available

Not
availuble

South T

Sudan

ST |7

Tanzania 1_(:(!(),()(!‘
0 -
Uganda 7.2%0 6 9% 1,400,00

Source: UNAIDS Report on the glob

with IV 520111

2001

130,000 13,000 3,000 6,900
<500 <100 Not Not

o | available available
“Kenya Haw | 160000 | 160000 | 62000 30,000 | 100,600 -Mn,um:
0 0 S . .3

“Madagasea | 0.3% 3% | 34000 | 22.000 7,600 1,500 Not Not
T available | available

Mauritins 7.400 0,600 <1,000 <500 Not Not
available available

Mawné— Not | Nt Not Not Not Not Not Not
) avaitable available available available availabl availabl available available

€
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Number | Aids Aids New New 11V
af people | <ealth, dealths, 11V infeetiohs
living 2011 2001 | Ginfeetion | 4200147

Not Nol Mot Not

available availabl avanlabl available available
¢ ¢

20000 | 6,400 31,000 10,000 19,000

Not Not Not Mot Not

avalable availabl availah! available available

©

1,000

e
N

avatlahl

Nt
available

Not
available

Not
available

e
1,400,00 130,000 | 150,000 140,000

L]
990,000 (2,000

#4,000

“Too000 | 1s0.000 | 99,000

al AIDS Epidemic 201
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Western Africa

[Conntry Adult Adult Number Number Aids dealth, | Aids New New HIV
prevalenc prevalenc of people | of people [ 2011 dealths, | HIV infections
eages 15- | ¢ ages 15 | living living 2001" | infection | , 2001
49 2011 -49, with TIV | with HIV 520111
1001 2001 2001""
HBenin 1.2% 1.7% 64,000 66,000 2,800 6,400 4,900 5,300
Burkina 1.1% 2.1% 120,000 150,000 6,800 15,000 7,100 13,000
faso
Cape 1.0% 1.0% 3,300 2,700 <200 <500 Not Not
verde availnble | available
Cote 3.0% 6.2% 360,000 560,000 23,000 50,000 Not Nat
d'lvoire availoble | available
CGambia 1.5% 0.8% 14,000 5,700 <1,000 <500 1,300 1,200
Ghana 1.5% 2.2% 230,000 250,000 15,0007 ey 18,000 13,000 28,000
Guinea 1.4% 1.5% /5,000 72,000 4,000 5,100 Not Not
available | available
Chninea- 2.5% 1.4% 24,000 9.800 <1.000 <l.000 2.900 1,800
Bissau
Liberia 1.0% 2.5% 25,000 39,000 2,300‘"m 2,500 Not Naot
available | available
Mali 1.1% 1.6% 110,000 110,000 6,600 9,700 8,600 12,000
Mauritani 1% 0.6% 24,000 10,000 1,500 <1,000 Not Not
a - | available available
Niger 0.8% 0.8% 65,000 45,000 | 4,000 3,200 6,400 6,200
Nigeria 3.7% 3.7% 3,400,00 | 2,500,00 | 210,000 | 150,00 | 340,000 | 310,000
0 ] ! 0
Senegal 0.7% 0.5% 53,000 24,000 1,600 1,400 Not Mot
available | available
Sierra 1.6% 0.9% 49,000 21,000 2,600 <1.000 3,900 4,500
Leone
Togo 3.4% 4.1% 150,000 120,000 8,900 %,100 9,500 17,000

Source: UNAIDS Report on the global AIDS Epidemic 2013

Socio-Economic Effects of HIV/AIDS Epidemic in Africa
Africa’s HIV/AIDS cpidemic has had important effects on the socio-
cconomic and political nature of the continent Okunlola (2010) pointed out
that Africa today are fighting the worst plague in human history and official
figures indicate that over 30 million Africans are living with HIV/AIDS. The
continent of Aftica is inhabited by 12% of the world’s population. It is
estimated to have more than 60% of the world’s AIDS infected population
(Davidson, 2009).

In an article entitled, “the impact of HIV/AIDS in Africa” AVERT
(2012) wrote: “HIV ... has causc immense human suffering in the continent.
The obvious cffect has been illness and death. The effects of HIV/AIDS
epidemic in Africa arc cvident in all aspects of life. This schools, work
places, and economic have also been badly affected.
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The cffect of HIV/AIDS on sub-Saharan Africa is such that it is
people with HIV/AIDS related discases that constitute the majority of
paticnts in the hospital and occupy more bed spaces than others.

Avert (2012) posits that medical professional arc being directly
affected for cxample, in Botswana 17% of its health care worst.force died.
due to AIDS between 1999 and 2005.

In addition to the above, AIDS has an' cnormous cffcels on
houschold. Tt causes houschold to be dissolved as a result of death of
parents, children are scattered and arc divided among relatives to take care
of. This brings about more orphans in Africa that can be adequately catcred
for.

The epidemic adds to food scarcity, this is so because many able
bodied farmers duc to AIDS related sickness abandon agricultural scetor or
farming. Coupled with the above effects of brings about changing roles for
women most career women let their profession to cope with family burden of
caring for the sick members of the family.

Another cffect of AIDS in Africa is the reduction of work force.
Already African is experiencing high tumover rate in the teaching profession.
With high death rates among the teachers, it further reduces labour force in
that sector, For example in Tanzania in 2006, it was cstimated that around
45,000 make up for those who had died or left work because of HIV/AIDS.

It is also believed that HIV/AIDS damages businesscs by squeczing
productivity, addition to costs, diverting productive resources, and depleting
skills. Also the demand and supply of goods and scrvices based on market
continue to rise and fall as a result of effects of HIV/AIDS epidemic.

In sub-Saharan Africa AIDS is reducing life expectancy. There arc
more death rates between 20 and 49 years of age, thus removing the very age
group that can respond to the AIDS crisis.

In addition, children are being forced to become bread winners of the
family in absence of their parents.

Measures for Curbing HTV/AIDS Epidemic

There are several literatures that contain data showing reduction in infection
rate, death rate, abstinence from high risk factors among others.  For
example, a glance at the table reproduces below show a downward trend in
HIV/AIDS epidemic world-wide.
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Data Showing Downward Trend in HIV/AIDS Epidemic World-Wide

World Region Adult HIV | Persons living with | AIDS dealths, Ncw ) HIV
prevalence T annual™® infections,
ages 15-49 annual®
2011

Worldwide 0.8% 34,000,000 1,700,000 2,500,000

Sub-Saharan Africa 4.9% 23,500,000 1,200,000 1,800,000

South and Southeast 0.3% 4.000.000 250,000 280,000

Asia

Fastern Europe and 1.0% 1,400,000 92,000 140,000

Cenlral Asia

Last Asia 0.1% 830,000 59,000 89,000

Latin America 0.4% 1,400,000 54,000 83,000

Middle East and 0.2% 300,000 23,000 37,000

North Africa

North America 0.6% 1,400,000 21,000 51,000

Caribbean 1.0% 230,000 10,000 13,000

Western and Central 0.2% 900,000 7,000 30,000

Europe

Qceania 0.3% 53,000 1,300 2,900

Source: UNIADS Report on the Global AIDS Epidemic 2013.

The data reproduced above showing down wards trends in
HIV/AIDS epidemic world-wide is as a result of measures taken to reduce to
the spread of the discasc all over the world. There are sgvcrall measure that
have been put in place to curb the spread of HIV/AIDS epidemic in Africa.

One of the measures taken by various African lcaders to rcducg the
spread of HIV/AIDS epidemic in Africa is via public cducati(_}n initiat{ves.
The public education initiatives include public lectures, symposium, sciminar,
television jingles, newspaper advertisement ctc.,that emphasizes tilf: 1110(_:]:: of
transmission, prevention, and care for victims, discouraging .soc:].al. s_sllg‘;ma
among others. For instance, in Tanzania, the public education initiatives
include “combination prevention programmes”. UNIADS (2003) defines
combination prevention programmes as: right-based cvidcncc-info_rmcd and
community-owned programmes that use mix of biomedical, bchavmurql and
structural intervention prioritized to mect the current HIV needs of.])amcular
individual and communitics, so as to have the greaest sustained impact on
reducing ncw infections. _

Part of the measurcs adopted by most African countrics to further
curb the spread of HIV/AIDS epidemic is the adoption of UNAIDS “{\BC”
structural intervention programmcs. That is, “A’ — abstinence b = be faithful,
c- use a condom (ABC). Some of the UNAIDS preventive measurc
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programmes to promote human rights, combat gender in equality and HIV
related stigma and discrimination. Others include removal of punitive laws
that block AIDS response. For instance in Uganda, duc to increase rate in
new infection, “ABC” stratcgy was replaced with “Combination preventive
programme (Stangl 2002).

Another preventive measures usc by African countries to reduce the
sprcad of HIV/AIDS includes *“total community mobilization” total
community mobilization is a way of reaching out to the people with the
message on how to prevent HIV/AIDS cpidemic. For instance, in Botswana,
Total community mobilization sent 450 AIDS counsclors door-to-doors,
giving preventive advice, urging HIV testing and referring infected people to
treatment. Free condom distribution among the populace most especially the
vulnerable groups is among the strategy adopted in Nigeria to curb the spread
of HIV/AIDS epidemic. For instance, U.S. Agency for International
Development and its British counterpart periodically sponsored programme
aimed at counseling high risk group between the ages of 15 to 24, most
unmarried, living in the city and working in semiskilled jobs on the danger of
HIV/AIDS epidemic to individual, family and socicty in gencral.

Discouragement of some African cultural practices is also among the
measurcs taken to curb the spread of HIV/AIDS cpidemic in Africa. Such
cultural practices include circumcision of males and female genital
mutilation (particularly with unsterilized objects), multiple scx partners,
stigmatizing attitudes, indiscriminate scxual bchaviour ctc.  Another
programme aimed at curbing HIV/AIDS cpidemic in Africa is known as,
“AIDS watch”. AIDS watch was established in April 2001 in Abuja-Nigeria
during African Union submit on HIV/AIDS. During the AIDS submit, heads
of state and hcads of government of Botswana, Ethiopia, Kenya, Mali,
Nigeria, Rwanda, South Africa and Uganda cstablished the AIDS watch
Africa (AWA) advocacy platform. The iniliative was formed to “accclerate
efforts by Head of State and Government to implement to their commitments
for the fight against HIV/AIDS, and to mobilize the required national and
international resources. By the ycar 2012, AWA was revitalized to include
all Africa and its objectives were broadened to include malaria and
tuberculosis.

In addition to the above measures, prevention of HIV transmission
from pregnant women to children is another step taken by African countrics
to reduce the scourge of HIV/AIDS cpidemic in Africa.  UNAIDS report

1]
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(2012) has it that in sixteen Afvican nations, more than three-quarters of
pregnant women living with HIV receive antirctroviral medicine to prevent
transmission to their ¢hild,

Aclivitics and programmes by non-governmental organizations
(NGOs) all over Africa also help to curb the spread of HIV/AIDS epidemic
in Africa. The programmes range from public enlightenment campaign,
caring for AIDS orphans/victims, match-mating HIV/AIDS victims ete, the
match-mating of HIV/AIDS victims that HIV/AIDS victims do not marry a
non-HIV/AIDS victims. For instance, Bauchi Stale government of Nigeria
sponsored the wedding ceremony of intended couples who are HIV/AIDS
victims. In addition to sponsoring of the marriage programme, monetary
reward is also given to the couples who arc HIV/AIDS viclims.

Conclusion

I'his paper is on HIV/AIDS cpidemic and 1ls socio-cconomic cffects 1

Africa.  The paper concludes that the problem that is associated with

HIV/AIDS is a reality that deserves urgent attention not only in Africa but

world-wide. The paper further concludes that the battle against HIV/AIDS is

a global war and African countries cannot afford to be left behind. The paper

therefore offers the following suggestions.

* The current measures put in place all over the African countrics to
curb HIV/AIDS epidemic in Africa should be maintained or
sustained and should be taken to every nook and crannics of Africa.

* African heads of statc and heads of government should be seeing the
battle against HIV/AIDS as an African alfair and as such, make
annual budgetary allocation of [unds to fight the scourge.

i Steps should be taken all over African countries to wipe away
primitive customs, laws, norms that encourage the spread of
HIV/AIDS epidemic.

= Punitive measure should be taken against medical health-practitioner
that neglect or refuse to treat HIV/AIDS victims. [n addition, the
deliberate use of unsterilized objects by health workers should not go
unpunished.

¥ African government should set-up organs that can monitor, cvacuate,
checks and also balance the activities of Non-governmental
organization (NGOs) by ensuring that funds meant for HIV/AIDS
victims are not diverted to private or personal use.
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¥ Finally, Alrican countrics should not over 1ely on foreign donors
funds to fight the war against HIV/AIDS epidemic.
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