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Executive Summary

¢CKA& addzRe | GGSYLIWSR G2 yagSN GKS ljdzSalradys a2 KI
AIDS programmes in Zambia when viewed across sedeta¥ LJ- y A S & K é

Seven companieshat are part of the Global Development Alliance Programme in Zdmbée
included in this researchThe companies range in size from 350 to 10,000 employees, and each
company has amllV workplace programmia place. All werewithin either the mining or agricultural
sectors. Four are located primarily in the Copperbelt and are mirgteged firms. The agricultural firms
were headquartered in three different provinces in the country with productivity in an additional two
provinces.

Data werecollected during the months of May and June 2007 from seven companies. All GDA
companies were included in the study. Four of the GDA companies are involved in the mining sector;
three in the agricultural sector. Several data collection amdlyses methods were used: structured
schedules designed to elicit specific cost, programme structure, and labour structure information, cost,
structural and HIV data obtained from the | ! a t GDAtecknical support partner)datebases,
printed informatbn and staff, informal discussions, focus group discussions with employees, structured
interviews with community members and administrators, and observations.

The study was divided into three main areas: (1) a-bestefit analysis of the workplace prognanes,

OHO SYLX 28SS yR O2YYdzyAdGe LISNDODSLIIA2ya 2FfondiKS LINRAN
permanentemployees.

Cost Benefit Analysis

The net benefit of an HIV preventative programme is the costs avoided and reduced (the benefit) minus
the costsof the programme itself. This analysis extended the usual definition to include costs and
benefits of treatment and careSix of the sevewompanies examined showed net benefits for their
workplace programme. On average, these benefits amounted to 47 pésl@mployee for the year
2006. Corpanies with new HIVprogrammes appear to have smaller benefits than those with
programmes of longer duration.

The bulk of the programme costs are attributable to the education and training effort. Considerable
time and dfort had been spent on educating and training peer educators in awareness, care, and
treatment of HIVand AIDS. About the same amount of value was spent on employee-tingevalue of

time spent in education, training, and workshops of employees whoeumlifferent circumstances,
would have other duties.
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About 14 percent of employees are estimated to be HIV positive. Of 50,000 employees, employee
turnovers due to HIV and AIDS are estimated to be about 500 in the last year. Another 316 turnovers,
however, were likely avoided. One hundradd fifty-one emplyees are estimated to have improved
their health by converting from untreated HIV positive status to some sort of treatment. The figure
includes those who were HIV positive without treatment, to cases of HIV positive who received
treatment, possibly ARV&learly seven percent or 3,296 employees avoided infection in 2006, while
two percent were on ARVs and enjoying improved health and productivity.

The typical company spends an average of nearly 9,000 USD per employee to both cover funeral costs

of anemployee dying of AIDS, and to replace that employee. Replacement employee costs, whether

from early retirement or death, average around 8,000 USD. The largest cost was in the value of time

spent by a supervisor in helping the new employee to learn the falpervisors are expensive and the
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productivity was also a high cost.

Twenty eight percent of benefits accruing to the GDA companies with HIV programamede
attributed to reduced productivity losses from sick employees. The typical company saved nearly half a
million dollars in productivity that otherwise would have been lost.

Uniformly, treating patients diagnosed with HIV or AIDS was cheaper themting undiagnosed
patients. Costs of treating undiagnosed HIV positive patients were estimated to be about seven times
that of those who had been diagnosed and were on ARVs. Given that ARVs are free, and most ARV
patients are seen to be relatively healtapd stable, this is of little surprise. The estimated costs across
companies of treating an undiagnosed patient, neither monitored, nor on ARVs was 371 USD in 2006.
This contrasted with the cost of treating (but not medicating) an ARV patient, an estiraataial cost

of 55 USD.

Employee Morale And Community Impact

Knowledge and other benefits from the workplace programmes are also spreading to the surrounding
communities. Access to HIV related information, condoms, VCT, and in some cases, ARVs have
improved the lives of community members and these efforts are much appreciated. Most of the
employees in focus group discussions and interviews confirmed that the companies have implemented
the HIV workplace programme and most companies provide monetary assgstar funeral costs, to
purchase the coffinand food for the funeral house.

Employees observed that seminars and workshops conducted in the workplace, which included workers

and some community members, have helped change their practices. Workershsgishaticed lower

death rates among employees. Employees also observed that there has been an improvement in
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medication for both employees and their dependants.
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transmission and prevention and services available, includ@ig ahd PMTCT.




Despite the mainly positive effects of the HIV workplace programmes implemented by the respective
companies, the research also revealed less positive points. One aspect that came out of the focus group
discussions and interviews is that, somenployees perceive thédlV workplace programmes
threatening to their employment contracts. It is a signal to the employees that greater clarity about the
HIV policies within companies is heeded.

Employees in this research confirm that HiMl AIDSare having a negative impact on their lives, and
also on their families and their communities. Their main concern was that they would contract HIV and
eventually die. This would mean leaving their children as orphans without guarantees as to who would
take cae of them.

HIVand AlDSwvere found to have a significant impact on the current and future plans of employees.
They reported in focus group discussions and interviews that their plans are sometimes blocked
because of the presence of an AIDS patient in lbese or community. In particular, plans having
financial implications are disturbed if the resources have to be diverted to medical care for the patient.

Non-Permanent Employees

Monthly, nonpermanent workers are paid an average of 65 percent of whatleggvorkers are paid in
these three agricultural firms. About 17 percent of overall benefits to employers of HIV programmes to
seasonal workers derived from reduced medical céstsone company The HIV programme for nen
permanent workers paid for itselfFor the other two companies, the programme produced net
benefits. Over the three companies, benefits averaged 32 USD for each seasonal employee.

Although nonpermanent workers are eligible for, and benefit from, most existing aspects of workplace
progranmes, at present they are not specifically targeted in prevention campaigns, particularly
behaviour change and social change communications, and furthermore many say they are unable to
access workplace HIV activities. The amount of time that workers jpaticin HIVrelated activities

varies greatly within each company, and in Company C workers stated that they spend between zero
and 24 hours per quarter in Hiélated activities. Workers at the same company were the most likely

to say that they were undb to access aspects of the workplace programme because they are non
permanent.

Planning for the future is a key factor when assessing the vulnerabilities of workers, as research has
shown that if workers are preoccupied by shtgtm tangible needs, th@rospect of a future chronic
illness might not factor into their everyday decisioraking, i.e. whether to engage in risky sexual
behaviour. Amongst workers who took part in this research, many expressed that their family is of key
importance (the workersare generally providing for immediate and extended family); however
planning to look after families in the long term was difficult because contracts are short (in companies B
and C contracts last for less than one year, and in companies A and D coateatt® years).

The gruelling physical nature of the contract work also adds to vulnerability. In one discussion, a worker
airdSR GKIG KAA 220 sla NRaie yR GKIFIG 62N]JSNAE I NB
another discussion a woan sdd shehad to walk to the work site in the prdawn hours, a dangerous

time for women to be out on their own.




In most cases temporary workers are aware of-kdted information being provided by the company,
although they are not well informed abouwthere to get tested for HIV, and many are unsure as to
whether their company hsa workplace HIV policy. Because families are not part of the local
community, workers express concern about the reach of the programmes.

At both sites basic knowledge aboubdes of HIV transmission was high. Most respondents had heard

of HIV, could name at least one correct mode of transmission, gave correct answers for what HIV is (a
disease, a virus) and showed few misconceptions about HIV transmission. There were higsnoimb
correct responses about causes of transmission of STIs, the most common being sex without a condom,
followed by having more than one partner. However, this overall knowledge has not led people to
employ standard prevention techniques or to adoptkdswering behaviour. Respondents show low
levels of condom use combined with relatively high levels of multiple concurrent sexual partnerships.
Levels of transactional sexften an indicator of unequal gender dynamics in the wider community
were alsohigh, with nearly a third of respondents at both sites stating that they had participated in
such relationships. In the farms, there were high levels of stigma surrounding working with people living
with HIV.

This discrepancy between knowledge and behawie consistent with existing research conducted with
mobile workers in the region. Although more longitudinal qualitative research is needed at these sites
to explain this, previous studies do offer explanations (for example see Campbell, 2003). Thet in
environmental vulnerability factors such as living and working conditions, lack of recreational options,
and mobility itself (distance from families), which workers themselves state can affect their -health
seeking behaviour.

Conclusions And Recommendations

Replacement labour may be less skilled, have less knowledge, and be more distracted, less committed,
more overworked, and less focused than original labourers. The major cost @ndIMDS for some
industries, then, might well be the loss of matk in the region or country.

Data obtained by companies was rarely organized in a manner to give accurate costs or benefits of HIV
programmes or human resource implications of the disease for the company. Given the overwhelming
evidence of this study thaHIV and AIDS is a major cost and can be mitigated, it is a major
recommendation of this study that companies should look upon HIV as a strategic issue, design ways to
keep track of costs, benefits and counts, and look upon these figures as central pamcpplanning in

the medium term.

The 2007 DHS survey should be extensively analyzed to establish a baseline for industries and the
national workforce. Given that the impact of HIV for companies is only partially captured by a cempany
based examinationndustry-based analysis is needed.

When there is a relatively large supply of unskilled labour in an industry that requires poorly educated
labour or skilled labour in the usual sense, the supply of such labour cannot shrink past a certain point
before theviability of the industry itself is threatened







