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Medicine and Society

Cost and efficiency of HIV voluntary counselling and testing centres
in Andhra Pradesh, India
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ABSTRACT

Background.     As part of the effort to control HIV/AIDS, the
number of HIV voluntary counselling and testing centres (VCTCs)
is increasing rapidly in the public health system of the Indian state
of Andhra Pradesh, which is estimated to have one of the highest
rates of HIV infection in India. However, systematic data on the
cost and efficiency of providing VCT services in India are not
available to help guide efficient use of resources for these services.

Methods. We used standardized methods to obtain detailed
cost and output data for the 2002–03 fiscal year from written
records and interviews in 17 VCTCs in the public health system
in Andhra Pradesh. We calculated the economic cost per client
receiving VCT services, and analysed the variation and determi-
nants of total and unit costs across VCTCs. We used multivariate
regression techniques to estimate incremental unit costs. We
assessed hurdles towards serving an optimal number of clients by
VCTCs.

Results. In the 2002–03 fiscal year, 32 413 clients
received the complete sequence of services at the 17 VCTCs,
including post-HIV test counselling. The number of clients
served by each VCTC ranged from 334 to 7802 (median 979).
The overall HIV-positive rate in post-test counselled clients was
20.5% (range 5.4%–52.6%). The cost per client for the
complete VCT sequence varied 6-fold between VCTCs (range
Rs 141.5–829.6 [US$ 2.92–17.14], median Rs 363.5
[US$ 7.51]). The cost per client was significantly lower at
VCTCs with more clients (p<0.001, R2=0.83; power func-
tion) due to substantial fixed costs. Personnel made up the largest
component of cost (53.7%). The cost per client had a significant
direct relation with per cent personnel cost for VCTCs (p<0.001,
R2=0.58; exponential function). A multiple regression model
revealed that the incremental cost of providing complete VCT
services to each HIV-positive and -negative client was Rs 123.5
(US$ 2.54) and Rs 59.2 (US$ 1.22), respectively. Fourteen
VCTCs (82.4%) reported that they could serve more clients
with the available personnel and infrastructure, and that inad-
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equate demand for their services was the main hurdle towards
achieving this.

Conclusion. These data suggest that the efforts of the
National AIDS Control Organisation of India and the Andhra
Pradesh State AIDS Control Society in increasing VCTCs could
yield even higher benefit if the demand for these services was
enhanced, as this would increase the number of clients served and
reduce the cost per client. Ongoing systematic cost–efficiency
analysis is necessary to help guide efficient use of HIV-control
resources in India.
Natl Med J India 2005;18:26–31

INTRODUCTION
India is thought to have among the highest number of persons
living with HIV in the world with an estimate of 5.1 million by the
end of 2003.1,2 Controlling HIV/AIDS has become the most
visible public health issue in India, with support from the highest
political office.3,4 Accordingly, substantial financial resources
have been forthcoming for the control of HIV/AIDS in India in
recent years.5–8 Although HIV prevention efforts in India started
several years ago, systematic assessments of the cost and effi-
ciency of the prevention strategies are not readily available for
India in the published literature.9 This is a vital element of the
evidence base needed for the efficient use of HIV-control re-
sources.

The state of Andhra Pradesh in southern India, with a popula-
tion of 80 million in a 275 000 sq. km area, has one of the highest
estimated prevalence rates of HIV in India.2 Substantial efforts are
being made here to enhance HIV/AIDS control. One of the
prevention strategies of HIV receiving particular attention is
voluntary counselling and testing (VCT). HIV counselling and
testing is an entry point for HIV prevention and care services,
which offers important knowledge for people to reduce their risk
of acquiring or transmitting HIV.10 The need for HIV counselling
and testing is likely to increase rapidly worldwide with the
increasing number of options becoming available for prevention
and treatment of HIV.10 The ‘3 by 5’ initiative has led to a major
global thrust to make antiretroviral treatment (ART) for HIV
available in developing countries;11–13 with this, the need for
scaling up HIV counselling and testing has become still more
acute. India too is moving towards making HIV treatment avail-
able more easily, starting in 2004 with certain categories of
patients in six Indian states, including Andhra Pradesh.14 In this
context, it seems appropriate that the number of HIV voluntary
counselling and testing centres (VCTCs) has been increasing in
the public health system of Andhra Pradesh, from 26 in 2001 to 97
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by December 2003, with plans to start 131 more VCTCs (oral
communication, Andhra Pradesh State AIDS Control Society,
Hyderabad, India, 10 August 2004). However, no systematic cost,
output and efficiency data analyses are available to guide the
optimal use of resources in further developing VCTCs in Andhra
Pradesh or in other parts of India. Thus, we collected and analysed
these data in Andhra Pradesh.

METHODS
This study was conducted as part of a larger multicountry effort to
study the cost and efficiency of HIV prevention in India, Mexico,
Russia, South Africa and Uganda by the Prevent AIDS Network
for Cost–Effectiveness Analysis (PANCEA).15 Details of the
methods used in the multicountry study are described elsewhere.16

The methods relevant to this paper are described below.

Selection of VCTCs
Andhra Pradesh has 3 geographic regions: the northern Telangana
region with 9 districts and the state capital Hyderabad, the
southern Rayalseema region with 4 districts, and the eastern
Coastal region with 9 districts. At the time of starting data
collection for this study in mid-2003, 26 VCTCs had been func-
tioning for over a year in the state as part of the major public
hospitals of Andhra Pradesh. To obtain complete data for at least
one fiscal year, the sample for the study was selected from these
26 VCTCs. The study resources allowed us to collect data at 17
VCTCs, i.e. two-thirds of the eligible number. To obtain a propor-
tional representation of the 3 regions, we randomly selected two-
thirds of the eligible VCTCs in each region: 8 VCTCs in the
Telangana region including 2 in Hyderabad; 3 in the Rayalseema
region; and 6 in the Coastal region. A majority of these VCTCs
had been formally established during 2001.

Data collection procedures
The initial versions of the data collection instruments from the
global PANCEA15 study were reviewed and a pre-pilot trial run
done in Andhra Pradesh to refine them. The data collection team,
consisting of 6 investigators with a Doctorate or Master’s degree
in economics or finance, was involved with the refinement of the
instruments and received extensive training to ensure a standard-
ized approach to data collection. A pilot study was then done to
make final refinements in the data collection format and approach.

Formal consent of the seniormost person responsible for each
VCTC, generally the superintendent of the hospital in which the
VCTC was located, was obtained to collect data. The VCTC
medical officer, counsellor(s) and laboratory technician were
interviewed and the available written records reviewed to obtain
the VCTC data.

Data collection for the fiscal year April 2002–March 2003 was
done at the 17 sampled VCTCs during July–December 2003,
which included a history of the evolution of the VCTC, detailed
cost and output data by month, and client interviews. Data
collection at a VCTC by 3 investigators lasted 1 week. Each visit
started with an interview containing structured open-ended ques-
tions on the history of the VCTC, and operational or community
factors that may have affected the demand for or supply of services.
Data were recorded in the field on laptop computers in MS Excel
and MS Word files, which after review were entered into an MS
Access database.

Cost data
The cost of items at the VCTC was divided into five categories:

salaries, recurrent goods, capital goods, recurrent services and
rentals. These cost data were collected for each month, as far as
possible. Economic cost, i.e. the true resource cost incurred rather
than just the financial cost, was computed.

Salary cost was computed for all personnel contributing to the
work of the VCTC, which included the medical officer, counsellor
and laboratory technician and, in some cases, an attender. If a
particular person was contributing part-time to the VCTC work,
only that proportion of salary was included in the VCTC salary
cost. For example, in most VCTCs the medical officer was
contributing only one-third of her/his time to VCTC work. If a
person worked for only a part of the 2002–03 fiscal year for a
VCTC, the cost for only that period was included. The salary of the
personnel was noted from the official records of the hospital of
which the VCTC was a part. If fringe benefits were paid in
addition to the regular salary, these were included in computing
the total salary cost.

Recurrent goods utilized at the VCTCs included HIV test kits,
male condoms, behavioural change communication materials,
needles and syringes, gloves, sterillium, spirit, sodium hypochlo-
rite solution, citrate solution, anticoagulants, distilled water, test-
tubes and serum containers, droppers, microtips, cotton, station-
ery and some miscellaneous items. Several recurrent goods were
not directly purchased by the VCTC; for example, the HIV test
kits, male condoms and behavioural change communication ma-
terials were supplied to the VCTCs by the Andhra Pradesh State
AIDS Control Society (APSACS). The HIV test kits supplied to
the VCTCs are purchased in bulk from commercial manufactur-
ers. Information was obtained from the manufacturers about the
prices for such bulk purchases during 2002–03, and these were
used as the cost of these kits. The market price of the condoms
supplied to the VCTCs was subsidized by 70% by the government
to promote their sale. We considered the economic cost of the
condoms to be what it would have been without the subsidy.
Detailed information was obtained from APSACS about the cost
of the behavioural change communication materials supplied to
the VCTCs, and this was used for our analysis. Attempts were
made to obtain the cost of the other goods from the VCTC records
which, if available, were used for analysis. If not available, 3
quotations for these goods were obtained from the market for the
2002–03 period and the average of these taken as the cost.

Capital goods included furniture, electrical fixtures, air condi-
tioner, refrigerator, centrifuge, computer, needle and syringe de-
stroyer, hot air oven, incubator, micropipette, water filter, stop
watch, slide rotator, well washer and weighing machine. If infor-
mation about the cost of the capital goods was not available from
the VCTC or its parent hospital, the market price was determined
from retail sellers of these goods. The life of the capital goods was
assumed to be 5 years and, therefore, one-fifth of the cost was
allocated to the 2002–03 fiscal year if the item was used for the full
year. If, however, an item was purchased in the middle of this
fiscal year and used only for half the year, the cost allocated to the
item was half of the yearly cost. If a capital good, for example
refrigerator or centrifuge, was also being used for work other than
that of the VCTC, a determination was made from the VCTC staff
about the proportion of use for VCTC work and the proportional
cost was allocated to the VCTC.

Recurrent services included training of staff, cleaning, build-
ing maintenance, electricity, water, telephone, gas/oil, waste
disposal, photocopying, printing, postage and courier, and some
miscellaneous items. The cost for staff training was calculated by
including travel fare, per diem allowances, trainer fees, training
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back-up and justification for any data recorded, supervision of
data collection at each VCTC by the project coordinator, thorough
review by the study team (at Hyderabad and San Francisco) of the
data obtained at each VCTC, and contacting or even visiting the
VCTCs again to obtain information about data issues that needed
clarification after the review. In addition, at one VCTC, a data
verification visit was done by a member of the PANCEA team
from San Francisco to check all components of the data, which
revealed that randomly selected data in each component could be
verified and justified to a fine level of detail.

Data analysis
After review of the data and clarifications, analysis was done
using the SPSS statistical software.

Receiving HIV post-test counselling at a VCTC indicates that
the client has completed the full sequence of services at the VCTC.
Therefore, cost–efficiency was calculated for this variable. The
average economic cost per client who received post-test counsel-
ling was calculated for each VCTC. The relation of this measure
of efficiency with the components of cost was assessed through
regression analysis. The determinants of the variability in cost
were assessed with multiple regression models. The differences in
service provision and efficiency at VCTCs in various regions of
the state were assessed.

RESULTS
At the 17 VCTCs studied in Andhra Pradesh, 36 272 persons
received HIV pre-test counselling during the 2002–03 fiscal year,
of whom 35 844 (98.8%) underwent an HIV test. Of the persons
tested, 32 413 (90.4%) received post-test counselling. HIV infec-
tion was detected in 6866 (19.2%) of the persons tested, of whom
6638 (96.7%) received post-test counselling. The number of
persons receiving post-test counselling at each VCTC in the
2002–03 fiscal year varied widely from 334 to 7802 (median 979),
and the percentage of HIV-positive persons also varied widely
between VCTCs from 5.4% to 52.6% (median 22%; Table I). The
overall HIV-positivity rate in post-test counselled clients was
20.5%.

materials and training facility cost, information about which was
obtained not only from the VCTC, which incurred some of these
costs, but also from the APSACS, which incurred many of these
costs. The cost of building maintenance was calculated based on
the space occupied by the VCTC. Electricity and water costs were
calculated by applying the market rates to the estimated usage.
Costs of telephone and other recurrent services were calculated
based on actual usage.

All VCTCs were located in a parent public hospital and as such
no rent was paid. To calculate the economic rental cost, the actual
floor area occupied by the VCTC was determined, rent rates
obtained from 3 sources in that area for health facilities for the
2002–03 period, and the average of these rates applied to the
VCTC area.

The average exchange rates for the 2002–03 fiscal year were
used to convert the cost in Indian Rupees (Rs) to US$ (Rs 48.40).17

Output data
Detailed data were obtained from written records of the VCTC
regarding the services provided every month. These included the
number, format, and duration of pre- and post-test counselling
sessions; the number of HIV tests conducted; and the number of
HIV-positive tests. Characteristics of programme operation were
ascertained, including client characteristics, referral sources, types
of HIV tests administered, fees and time taken to hand out test
results.

At each VCTC, about 20 clients using the VCTC services were
interviewed regarding their perception about these services. The
first clients available to the investigators at the VCTC during the
week of data collection were selected for interview, after obtaining
verbal informed consent that explained the purpose of the inter-
view and assured anonymity of the respondent.

Quality control
Quality control measures included comprehensive training of the
data collection team in standardized methods including their
conceptual understanding of all data issues, thorough pre-pilot
and pilot studies before commencing formal data collection, full

TABLE I. Post-test counselled clients, costs and efficiency at voluntary counselling and testing centres (VCTCs) during the 2002–03 fiscal year

VCTC* Post-test HIV-positive Total economic cost Economic cost (%) Cost per post-test
counselled clients (%) Rs US$ Personnel Recurrent Recurrent Capital Rentals counselled client
clients (n) goods services goods Rs US$

1 4094 6.0 579 443 11 972 52.8 35.3 3.2 2.5 6.2 141.5 2.92
2 7802 5.4 1 233 770 25 491 37.3 44.2 3.0 2.5 13.0  158.1  3.27
3 3726 29.0 615 290 12 713 35.5 46.5 3.9 2.5 11.7 165.1 3.41
4 3635 22.0 805 386 16 640 62.6 25.4 4.1 1.2 6.7 221.6 4.58
5 2277 52.6 526 595 10 880 39.2 44.5 3.3 1.0 12.0 231.3 4.78
6 1738 35.6 509 049 10 518 46.0 37.9 4.2 1.0 10.8 292.9 6.05
7 946 6.4 297 503 6147 66.3 21.2 5.3 2.1 5.1 314.5 6.50
8 774 20.4 262 531 5424 56.1 27.6 3.8 1.6 11.0 339.2 7.01
9 1066 27.9 387 445 8005 51.4 30.7 5.8 1.3 10.8 363.5 7.51

10 771 17.4 313 666 6481 54.8 22.2 4.6 1.1 17.2 406.8 8.41
11 854 27.6 366 883 7580 56.9 22.0 4.8 1.5 14.7 429.6 8.88
12 812 34.0 360 189 7442 55.8 25.4 5.0 1.0 12.8 443.6 9.16
13 1348 44.1 719 451 14 865 63.0 22.3 2.8 1.9 10.0 533.7 11.03
14 979 14.7 542 073 11 200 70.4 13.1 2.3 0.8 13.3 553.7 11.44
15 568 30.8 341 635 7059 65.9 17.5 3.2 1.8 11.7 601.5 12.43
16 689 21.6 422 357 8726 69.5 17.4 5.6 2.0 5.5 613.0 12.67
17 334 15.0 277 096 5725 69.3 13.2 5.8 1.6 10.2 829.6 17.14

Total 32 413 20.5 8 560 362 176 867 53.7 30.0 3.9 1.7 10.7 264.1 5.46

*arranged in decreasing order of efficiency US$=Rs 48.40 (average exchange rate in the 2002–03 fiscal year)17
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All VCTCs used a similar testing protocol and fee structure.
HIV testing was done with rapid test kits. If the first test was
positive, two more types of rapid tests were performed to confirm
the positive result. The result was certified by the medical officer
at the VCTC and handed over to the client usually on the day after
pre-test counselling and blood sample collection. The fee charged
for the HIV test was a nominal Rs 10 (US$ 0.21). This fee was
waived if the medical officer assessed the client to be very poor and
unable to afford this, which was done for 0%–45% of clients in
various VCTCs.

The total economic cost of providing services at the 17 VCTCs
during the 2002–03 fiscal year was Rs 8 560 362 (US$ 176 867),
of which the cost of personnel made up 53.7%, recurrent goods
30% (82.1% of this was for HIV test kits), rentals 10.7%, recurrent
services 3.9% and capital goods 1.7%. There were substantial
variations in these proportional costs among some of the VCTCs
(Table I). Of the total economic cost, 55.9% was through the
APSACS (including 19.5% as direct expenditure by the VCTCs)
and the remaining 44.1% represented spending and contributed
resources by the parent hospital of the VCTC.

The economic cost for each client receiving a full sequence of
services at the VCTC, including post-test counselling, varied 6-
fold between the VCTCs, from Rs 141.5 (US$ 2.92) to Rs 829.6
(US$ 17.14) with a median of Rs 363.5 (US$ 7.51) (Table I).
Univariate regression revealed that efficiency varied significantly
and directly with scale, i.e. the cost per post-test counselling was
lower when the volume of post-test counselling at a VCTC was
higher (p<0.001; power function) (Fig. 1). Eighty-three per cent of
the variability in efficiency was explained by scale alone (R2=0.83).
As personnel costs were relatively fixed, the per cent personnel
cost for the VCTCs was significantly inversely associated with
scale (p=0.002, R2=0.49; power function) and directly with cost
per client (inverse of efficiency) (p<0.001, R2=0.58; exponential
function) (Fig. 2). Conversely, as the majority of the recurrent
goods cost was related to HIV testing, the per cent recurrent cost
for the VCTCs was significantly directly associated with scale
(p<0.001, R2=0.63; logarithmic function) and efficiency (p<0.001,
R2=0.75; power function).

The personnel, capital goods and rental costs were relatively
fixed for the VCTCs. For the 2002–03 fiscal year, using data for
each VCTC as a data point, multiple regression was used to assess
total economic cost as a function of fixed costs, number of HIV-

positive clients receiving post-test counselling, and number of
HIV-negative clients receiving post-test counselling, which re-
vealed the following relation:

C=26 305+1.02X+123.53Y+59.21Z

where C is the total economic cost in Rs, X is the fixed cost, Y is
the number of HIV-positive clients receiving post-test counsel-
ling, and Z is the number of HIV-negative clients receiving post-
test counselling.

This model explained 98% of the variability in the economic
cost (R2=0.98), and all 3 predictor variables were significant at
p<0.001. This model suggests that apart from the fixed costs, the
additional cost for each HIV-positive client to receive post-test
counselling was Rs 123.5 (US$ 2.55) and for each HIV-negative
client was Rs 59.2 (US$ 1.22).

Of the 17 VCTCs, 14 (82.4%) mentioned inadequate demand,
i.e. fewer number of clients accessing their services, as the major
hurdle during 2002–03; this prevented them from providing more
services, which they could with the available personnel and
infrastructure. This was attributed by many VCTCs to the relative
lack of awareness in the population about the existence of their
services. The majority of VCTCs were heavily dependent on
referrals from their parent hospital, and to some degree on other
organizations, for getting clients. This is reflected in the estimate
that in 14 of the 17 VCTCs (82.4%) half or more of the clients were
from formal referrals, whereas in only 3 VCTCs (17.6%) more
than half the clients came of their own accord. The referrals were
mostly persons suspected to be at high risk of getting infected with
HIV, which may explain the high observed prevalence of HIV.

The male to female ratio for the clients served was 3:2 for 15
VCTCs. In the 2 VCTCs that served the highest number of clients
during 2002–03 this ratio was reversed due to a large proportion
of routine antenatal referrals.

Of the 306 clients at the 17 VCTCs who were asked about how
well the VCTC services attended to their needs, 191 (62.4%)
responded ‘very well’, 110 (35.9%) responded ‘somewhat’, 2
(0.7%) responded ‘not at all’, and 3 (1%) did not answer this
question.

During the 2002–03 fiscal year, there were regional differences
in the efficiency of the VCTCs (Table II). The VCTCs in the
Rayalseema district had the lowest efficiency, those in the
Telangana and Coastal districts had comparable efficiency close
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FIG 1. Relation between scale and efficiency in 17 voluntary
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to the average for all 17 VCTCs combined, and those in the state
capital Hyderabad had the highest efficiency. These differences in
efficiency were generally related to the scale of services provided.

DISCUSSION
This analysis of 17 VCTCs in the public health system of Andhra
Pradesh, India found that the median economic cost per client
completing the VCT services was Rs 363.5 (US$ 7.51) for the
2002–03 fiscal year, and the most and least efficient VCTCs
differed 6-fold in cost per client. For all clients served by these
VCTCs the average cost per client was Rs 264.1 (US$ 5.46). The
major determinant of efficiency was scale, i.e. the number of
clients served. Of the 17 VCTCs, 14 (82.4%) reported that they
could serve more clients with the available personnel and infra-
structure. However, this should be viewed in the background that
2002–03 was the first complete fiscal year for the vast majority of
these VCTCs, and one might expect them to take some more time
to reach the optimal number of clients served annually.

Inadequate demand for their services was mentioned by the
majority of VCTCs as the main hurdle towards serving more
clients. Although many mentioned that the general political sup-
port in the state of Andhra Pradesh for HIV/AIDS control had a
beneficial impact on the demand for their services, this by itself
was not enough. Other measures were needed to bring the demand
for VCT services to the optimal level including action on two
fronts: interaction/networking with organizations dealing with
persons who are at high risk of getting infected with HIV and the
public at large. Although referral from the parent hospital, and to
some degree other organizations, was a major source of clients in
the majority of the VCTCs, it was felt that there is scope to enhance
networking with other organizations that deal with persons at high
risk for HIV, e.g. non-governmental organizations working with
sex workers and their clients. A systematic approach to develop
this referral network is likely to enhance demand. This networking
would be facilitated if it were made a distinct policy recommenda-
tion in the functioning of VCTCs. The other aspect that the VCTCs
felt would be helpful in increasing demand is better awareness
among the public at large about the existence of VCT services.
This is necessary as many people feel that they are at risk of getting
infected with HIV but do not know where to go for advice
regarding this. Methods that are likely to help increase awareness
among the public about VCT services include advertisements on
cable television, use of public address systems on hired vehicles
and slides in cinema theatres.

Indeed, there are several barriers that people experience in
accessing VCT services for HIV, both in developing and devel-
oped countries.18,19 These include a low perceived risk of HIV
infection and inadequate understanding of the benefits of VCT.
With increasing efforts towards providing HIV treatment world-

wide,11–13 including in India,14 it is likely that the availability of
treatment would overcome at least some barriers and encourage
more persons to access VCT services. The relatively high degree
of satisfaction of the clients interviewed in this study with the
VCTC services, and the view of the VCTC staff that the demand
could be enhanced from the current levels through better aware-
ness about the existence of their services, indicate that the demand
for VCT services can be enhanced in Andhra Pradesh, even while
efforts are ongoing to address the various types of barriers to VCT.

During the scaling up of VCT services in Andhra Pradesh and
enhancing the demand for these services, regional differences
would play a role. The Coastal region of Andhra Pradesh is the
richest part of the state due to the presence of two large river deltas,
and this region has the highest population density as well as the
highest estimated rate of HIV infection in the state by sentinel
surveillance.20–22 The Rayalseema region is the least developed in
the state due to arid conditions, which may have contributed to the
least scale of services and efficiency of VCTCs in this region as
compared with the other regions. Building up the demand for VCT
services to an optimal level during the rapid scaling up of VCTCs
in Andhra Pradesh would probably require more effort in the
Rayalseema region compared with the other regions.

Several changes may occur in the VCT services over the next
few years. These could have a bearing on the optimal level of
services that could be provided by the public health system
VCTCs in Andhra Pradesh and their cost–efficiency. Formal VCT
services have so far been provided mostly by the public sector in
Andhra Pradesh, but participation by the non-governmental not-
for-profit and private for-profit sectors in the provision of formal
VCT services may increase. Although the majority of VCTCs in
Andhra Pradesh have so far had a single counsellor, mostly male,
consideration is being given to provide a male and a female
counsellor in VCTCs that exceed a certain level of service provi-
sion. The newest planned batch of VCTCs in Andhra Pradesh
would be in community health centres that are small hospitals in
relatively smaller places, which may pose different issues related
to service provision. In the future, it may be possible to have
combined VCTC and prevention of parent-to-child HIV transmis-
sion programmes. Evolution of these and other related issues
would have to be taken into consideration during future assess-
ments of service provision by VCTCs and their cost.

As this study is part of a larger ongoing multicountry study,
standardized comparisons of the cost and efficiency of VCT
services between 5 countries would be possible later. This would
enable important globally relevant comparisons15,16 and would
also contribute to more firm estimates of the resources needed to
deal with HIV/AIDS.23 For example, the data from this study show
that the average cost of providing VCT services to each client in
Andhra Pradesh was US$ 5.5, and the median for the 17 VCTCs

TABLE II. Differences between regions of Andhra Pradesh during the 2002–03 fiscal year

Region of state VCTCs Economic cost Post-test counselled Cost per post-test counselled Average number of post-test
(n) Rs clients client counselled clients per VCTC

Rs US$

Telangana districts 6 2 090 428 7731 270.4 5.59  1289
Hyderabad (capital) 2 2 039 156 11 437 178.3 3.68 5719
Rayalseema districts 3 1 250 591 2401 520.9 10.76  800
Coastal districts 6 3 180 187 10 844 293.3 6.06  1807
Total 17 8 560 362 32 413 264.1 5.46 1907

VCTCs voluntary counselling and testing centres US$=Rs 48.40 (average exchange rate in the 2002–03 fiscal year)17
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was US$ 7.5, both of which are lower than the earlier global
generic estimate of US$ 10.6 per client.23 On the other hand,
preliminary analyses of data from other countries in the multicountry
PANCEA study suggest much higher costs per client in some
other countries, indicating that specific estimates from around the
world are needed.

The findings of this study suggest that if further efforts are
made to enhance the demand of VCT services in Andhra Pradesh,
the initiative of the APSACS and National AIDS Control
Organisation towards increasing the number of VCTCs would
yield even higher benefits, as this would increase the number of
clients served and reduce the cost per client. This study reinforces
the need to develop a stronger evidence base for the various public
health aspects of HIV/AIDS in India to effectively deal with this
epidemic.24–26
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