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1.

THE IMPACT OF HIV/AIDS ON PRODUCTIVE LABOUR FORCE
IN AFRICA. 1
INTRODUCTION

1.1

Background

The disease cal!ed Acquired Immuno-Deficiency Syndrome (AIDS) has became a
serious health concemin many countries of the world. On the Atrican continent, the
reality of HIV!AIDS on the African continent is the rapidity with which it is presentl)'
engulfing individuals, households and communities. If left unchecked,countries will be
destroyed. The pandemic has the potential of depleting the region's labour power since
young adults between the ages of 20 and 49 are the hardest hit. This paper is, therefore,
an attempt to review the ramifications of HIV/AIDS for the workforce in the formal aM
informal sectors of urban economies as well as in rural locations, It is part of the
Internatiopal Labour Organisation's (ILO) efforts to. develop strategies to . reduce the
impact ofthe scourge. Attention neec;!s to be paid to various dimensions of employment
inc;luding employment levels, labour productivity, security and mobility in order for realistic
programmes t6 be inaugurated which would minimise the consequences of the disease.
Special consideration will be given to East and Central Africa, now known as the AIDSbelt, where HIV/AIDS is presently at its worst, although concern is for the entire continent.
Sub-Saharan Africa is at the epicentre of the HIV/AIDS pandemic. It contains 64%
of the woi"ld's infected persons, even though only 11 % of its population live in Africa..
While data on incidence and preValence rates are still unreliable, it was estimated that in
1992, 7.8 million adults and 970,000 children were infected with AIDS in Sub-Saharan
Africa. Global estimates were 12.8 million and 1 million for adults and children (Mann et.
al. 1992). The process of collecting reliable material continues to be slow, although large
scale, population-based national prevalence studies have been conducted in a few
cOLlntries(eg. Uganda, Rwanda, Cote d'ivoire) and small sample surveys undertaken in
others (eg. Zaire,Cameroon, Tanzania, Zambia., etc). Nonetheless, insufficient data has
meant thatl1ationalestimates must be regarded as conservative figures-perhaps actual
figures are at least 5 times as high.
..

1.2

Patterns of Transmission

Transmission patterns across the globe appear to differ somewhat and specific
knowledge is needed for each region for effective programmes of perinatal tran~mission
and bloed transfusions. In Africa, the main modes of transmission are heterosefxual
ac:tivity, perinatal transmission and blood transfusion. The releof· drug addictior is still
inconsequential,although countrfes like Nigeria which lie on major drugtransP9rtation
roots should be alert to future problems. As a result .of heterosexual transmissil;ln. the
1

An earlier version of this paper was presented at the ILO
Fourth Biennia;!. Meeting of African Employment Planners, Accra,
Ghana, .5-9 December ,1994.

male/female ratio is about 1:1, although several countries have begun to record higher
female rates. This may largely be efficient due to the combined interaction of the role
played by the vagina as a more efficient conduit of the virus and undetected sexually
transmitted disease (STDS) in women. Risk of perinatal transmission ranges from 15 to
45% in studies in Africa (Gordon 1992). Whether or not the new USA findings that AZT
reduces the risk will make any difference will depend on its cost and availability in the
future. At present the cost of AZT is prohibitive. Blood transfusions have purportedly been
given attention by African governments, but regulation remains inadequate.

2.

CURRENT STATE OF THE INCIDENCE AND PREVALENCE OF HIV/AIDS

2.1

The Geographic Distribution

The distribution of infected persons is extremely uneven over Africa. About 80%
of. all reported cases are said to be within 10 countries in East and Central Africa the
AIDS - belt. These include Zaire, the Central African Republic, Zambia, Uganda,
Tanzania, Rwanda, Burundi, Kenya, Malawi, and Zimbabwe. On the West Coast, Cote
d'lvoire has also reported a high infection rate, but for the rest of North, South and West
Africa, relatively lower levels are still being recorded. Within the AIDS-belt, the virus was
first detected in Uganda in 1982 and in other countries -Rwanda, Tanzania, Zambiasoon after. By and large, the epidemic started as an urban phenomenon recording lower
rates in peri-urban and rural areas. However, much depends on levels of urbanisation in
a country and the degree of population mobility. Where migration levels are high as in
Zambia, there has been a significant decrease in urban/rural differences.
2.2

The Socio-Economic Distribution

The HIV/AIDS distribution is bi-modai in Africa. Among infants, there is a significant
problem for children under 5 years because of perinatal transmission. Rates begin to rise
again after the teen years jand the highest rates are found between 20 and 49 years.

Within this age group higher rates have been observed at younger ages for women. In
Tanzania, for example, women between 25-29 and men between 30-39 years are the

modal groups (Moshi 1994). Increasingly, teenage females (15-19 years) have elevated
infection rates. Both their sexual encounter with older men and the role played by the pre-

pubertal and post-pubertal genital tract will need to be further investigated (Reid 1992).

Other categories of people have received attention, especially those believed to be high
risk groups. These include commercial sex workers/prostitutes, pregnant women and
blood donors. For instance, studies conducted between 1983 and 1990 in 22 African
countries discovered seropositive rates among prostitutes ranging from over 80% (Kenya
IQQnVin* In^o tKnn ^ f\o/_ /<2. iriar. IQflQ- M!<-i»
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3.

THE IMPACT OF HIV/AIDS ON SOCIETY

3.1

General Overview

AIDS is potentially devastating for any country or region of the world. But Africa
is particularly vulnerable because it already carries the heaviest burden of disease and
is strewn with the world's weakest economies. The average life expectancy is 55.5 years,
infant mortality is 99.8 per 1000 and maternal mortality is 530 per 1000 life births (EGA
1992; World Bank 1992). In 1990 adult literacy was estimated at 53% although wide
disparities exist between males and females and between different countries.
The improvements that took place after the 1960s were seriously undermined by

the mid 1970's world recession and African's own economic and political crises. Per
capita income in most countries fell drastically and was only an average of $510 as the
1990s began. Both agricultural and manufacturing productivity decreased during the
1980s and food insecurity was rampant. On the advice of the World Bank and the IMF,
most countries initiated Structural Adjustment Programme (SAPS) to control the economic
situation. These programmes have remained controversial due to their impact on the
quality of life of the poorest segments of African population. Malnutrition among children
and women has continued to rise and is reported to be between 30-50% among women
in their reproductive years (Instraw News 1991). Africa contains 7 of the 8 countries at
the bottom of the 1993 Human Development Index ranking (UNDP 1993). Thus, at the

onset of the AIDS epidemic, African countries were already in the grips of economic and
health reversals.

3.2

The Impact of HIV/AIDS on Population Growth and Health Care Delivery

HIV/AIDS is expected to contribute substantially to morbidity and mortality in Africa.
For instance, projections on excess mortality between 1990 and 2005 have been
estimated at 1.22 million lor Tanzania, and 380,000, 1.65 million and 960,000 for
Rwanda, Uganda and Zambia respectively (UN 1993). Rising mortality should affect
population growth rates which now are generally over 3% per annum. However, the
reduction is not expected to culminate in zero or negative growth rates, since population
growth rates are so high. Projections for Tanzania and Zambia for instance, indicate that

by 2025 the population size would only be lowered by about 2.8% and 10% (UN 1993).
The health care delivery system has collapsed across many countries. Medical
care is plagued by the scarcity of drugs, equipment and personnel in addition to problems
associated with hospital-based, curative oriented care. Overburdened systems are unable
to cope with the added demands of AIDS. As early as 1988,50% of hospital beds in the
major cities of many countries (Tanzania, Congo, Rwanda, etc) were already filled with
A|DS patients. Nursing care in a city hospital costs up to 50 times as community care in

villages (Mann et. al. 1992). Thus, with the deluge of patients, interest in home-

based/community-based care is growing rapidly. Another solution has been to depend on
external funds. But donations come with conditionaiities and may also soon evaporate.
3.3

The Cost to Families

,
Any serious mishap that affects the individual in Africa is immediately translated
to family tragedy. The role of the extended family system in emotional, spiritual and
financial support is legendary. But with HIV/AIDS, the extended family is stretched to its
limits. AIDS strikes at the very heart of family life as it spreads quickly between spouses
and to infants. Within a short period, both material and non-material resources within
domestic groups are consumed in caring for the sick. Women in particular, as caregivers,
are left with the major task of tending to AIDS patients. Not only is AIDS now a leading

cause of death among urban women in their reproductive and productive years (20-40
years), but women are often required to neglect their livelihood when close relatives are
ill. Such behavior is usually not expected of men, and a husband may send a sick wife
back to her natal home which further disrupts family life in the village. Most women,
particularly in the rural areas, have neither the political power nor economic resources to
handle the new demands. Furthermore, the rise in the percentage of female-headed
households in Africa has meant that many are already below the poverty line within their
communities.

When both parents die, children are often left to cope as best they can or are sent
to be cared for by relatives . AIDS is creating a large number of orphans. In 1992, it was

estimated that between 1.1 and 1.6 million orphans existed on the continent (Mann et:
aL 1992). In Uganda, more than 12% of children under 15 years were said to be
orphaned in 1990. Various non-government and government organisations are attempting
to deal with this problem, but there are already indications of conflicts and clashes over
the most effective programmes (Ching'ambo 1993). The plight of orphans is a priority
among AIDS workers, especially since extreme poverty leads to an increased volume of
street children, prostitution and burglary/theft.
3.4.

The Effect of HiV/AIDS on Education and Training

The importance of education and training for both social and economic
development is well known. A well trained workforce has an enormous impact on

economic output, the efficient running of enterprises and the confidence to innovate.
HIV/AIDS affects all of this in a number of ways: through its impact on school enrollment;
teacher needs, turnover and training; parents' willingness and ability to pay for schooling;
the efficiency of the educational system; and the economic returns on education.

School enrollment is expected to decline with the spread of AIDS. A World Bank
study in Tanzania (1991) concludes that by 2020, there would be 22% fewer children to
educate at the primary level and 14% fewer at the secondary level. Studies conducted
in various institutions of higher learning throughout East Africa, also reveal the present

impact of AIDS. In Uganda, AIDS was responsible for at least 43 (64.2%) of the deaths
among students at Makerere University between 1990 and 1992, and proportionately,
more female students are said to be dying.

As part of development plans, many enterprises and institutions have training and
educational programmes for their workers to improve output and maintain workers'
morale. Ndw AIDS threatens to make an inroad into this area. With high mortality rates,
training new workers becomes prohibitive, especially where original budgets were only
sufficient for two or three trainees annually, as was the case in Rwanda.
Within the general population, AIDS is affecting educators, and is expected to do
so at an increasing pace. Thus, in Tanzania, it is estimated that by 2010,14,460 teachers

wouid have died from AIDS, and this is likely to increase to 27,000 by 2020 (World Bank
1991). Parents are expected to withdraw children from school as a result of economic

crisis within families.

Finally, the sexual harassment of school girls and female teachers now takes on
deadly consequences. Harassment within educational institutions is a well known problem
globally, but now there is added urgency to find solutions to the phenomenon.
4

THE IMPACT OF AIDS ON THE LABOUR FORCE

4.1.

Conceptual Overview

The fallout from HIV/AIDS has to be evaluated at three levels, namely,
consequences for the employee; for enterprises/organisations; and for the country. These
can be viewed as micro, intermediate/meso, and macro-level issues. Following this,
attention must also be paid to the differentia! experience of workers in the formal, informal
and agricultural sectors of society. To date, the agricultural and informal (urban) sectors
account for more workers than the formal sector of all African societies. Indeed, in 1990,
the informal sector employed more than 60% of workforce and agriculture is the biggest
employer of all2. Thus any assessment of the impact of AIDS on the labour force must
keep in mind the relative size of each sector and the implication of AIDS-for each.
The present assessment on the impact of HIV/AIDS on economic performance in
Africa draws heavily on primary data collected for the ILO in Rwanda, Tanzania, Zambia,
and Uganda (Ching'ambo 1993; Kad'iebwe 1993; Moshi 1994; Sentongo 1993). The data

have been collected on firms and institutions in the formal sector, as well as educational
institutions and women traders in the market (informal sector). While some of the material
is limited to small or non-representative samples, these country case studies present a

clear picture of the ongoing impact and what rnay be expected if AIDS is left unchecked.

2. For a more detailed examination of Impacts on Agriculture
see FAO (1994)
"The Effects of HIV/AIDS on Farming System's and
Rural Livelihoods in Uganda, Tanzania and Zambia. Final Report.

4.2.

The Formal Sector

4.2.1. The Impact on Employees

;
In Africa, formal sector employees are generally between 15 and 55 years. The
data from the four country studies reveal that 80% of all infected persons fall between 20
and 49 years. Thus AIDS is killing the most productive employees within the formal
sector. Many are the experienced and skilled workers in both blue collar and white collar

jobs. In Zambia for instance, 96.8% of all deaths in 18 firms occurred among workers
between 15 and 40 years. Between 1984 and 1992, mortality had risen fivefold
(Ching'ambo 1993). From January and October in 1993, there were 68 deaths. Given the
figures presented, AIDS-related illness accounted for 56% of the deaths among general
workers, 71% among lower level, 57% among middle level, and 62% among the top level
managerial workers respectively. Thus AIDS is prevalent among all levels of workers.
Similar information exists for the other countries. In Tanzania, Moshi (1994) found
the mean age of workers to be between 31 and 38.7 years in 7 organisations. On
average, Tanzanian workers lost between 16.3 and 24 productive years of employment,
in Uganda, data from a voluntary HIV testing centre indicate that a large number of
seropositive individuals exist at the lower levels of the labour force. However, members
of the executive ranks could be shunning the testing centre. Data on Uganda also show
that HIV infected persons are to be found at all levels of the educational ladder: among
both the well educated and those with little or no schooling. Thus data on the formal
sector indicate that all categories of labour have been affected by AIDS and that the trend
for seropositive cases will increase in the future.

The individual employee experiences majorsetbacks with HIV/AIDS. These include
fatigue, physical pain, fear, of death, loss of friends, and lowered morale, work
performance, or motivation. Later there is often dismissal and sure death. For the
individual, financial problems mount with the cost of health care, and although he/she may
be entitled to medical benefits, as a public sector employee, the medical resources of
clinics attached to the places of work are generally limited. Workers are usually forced
to pay for medical needs at private health clinics and pharmacies. Things are not much
better for workers employed by private firms (Kad'lebwe 1993).
The cost of treatment for AIDS is completely beyond the capability of individuals
in any African country. In Tanzania for instance, the average cost incurred per adult
patient over the duration of illness was Tshs. 50,139 in 1988 (hospital, not home-based

care). However, the per capita income was Tshs. 12,590 (Moshi 1994). Similarly. AIDS
in the World reports that for Rwanda (1990), Tanzania (1990), Zaire (1988) and Zambia
(1991), the cost of in-patient care was 112%, 181%, 79-932% and 96% of per capita
incomes (Mann et. al. 1992). Not only are savings depleted, but frequent absenteeism
may lead to dismissal and shame at becoming dependent on community and family
members (Ankrah gt._aL 1992).

7

colleagues and cohorts. Fear of transmission heightens suspicion and conflict. Also,
healthy workers are now spending large amounts of time visiting the sick and attending
midst, the time of healthy workers will be increasingly diverted to the demands of AIDS.
4.2.2, The Effect on Organisations: Labour Costs and Productivity

As the epidemic spreads, direct and indirect costs mount for enterprises/
institutions. AIDS has a direct impact on the cost of labour via the rising cost of medical
Indirectly, there is the cost of lowered productivity from sickness, absenteeism and staff
turnover. In Zambia far, example, institutions have experienced rising medical costs since
reviewed the cost of handling 32 deaths. The medical expenses incurred by INDENI in
1993 were 1.2". times net profits, in addition, millions of Kwacha were paid to relatives of

deceased employees in the form of basic salaries and funeral grants. Sometimes top
managerial personnel consume an unfair share of company resources when they are

AH four studies indicatethat lowered productivity is imminent, although this problem
is'yet to "fee taken seriously in any of the four countries. .In Zambia, 14 (78%) of the .18
firms/institutions argued "as late as 1993, that labour productivity had yet to be affected

by AIDS-One firm that did experience a downturn in productivity reported that the

situation was not attributable to AIDS.

....". 7.

4.2.3 Employment Security and Discrimination: Tensions Between Organisations and

With reference to the problem of HIV/AIDS, employee security means that an
infected worker would not have his or her employment terminated. Employment discrimi
nation on the other hand refers to the denial of employment to a seropositive job
applicant, in either situation, the employer may require mandatory HiV testing or
Much of the anxiety over the impact of HIV/AIDS on both sides comes to a head over
these concerns. The employee faces the inability to get employment, dismissal, financial

8
At present HIV screening is often camouflaged within the regular, long-standing
medical examination procedures required for applicants and old employees alike. Thus
in Zambia, 15 of the 18 firms/institutions surveyed use this method. Similar activities occur
in Tanzania; Rwanda, and Uganda. However, some enterprises now openly demand HIV
screening prior to recruitment, as is the case in Uganda.
Sick leave entitles employees to their wages and salaries for varying lengths of
time. This differs by country and between the public and private sectors. Public sector
employees tend to be granted longer leaves. Sick leave in Uganda rages from 1.5 to 9
months (Sentongo 1993). However, the immediate dismissal and replacement of middle
or senior-levei personnel is not uncommon as in Rwanda (Kad'lebwe 1993).

Organisations thus attempt to avoid future expenses. Likewise, where possible a sick
employee may be transferred to a branch office in his or her home region to reduce
hospital and funeral cost eventually. Finally, many dismissals of seropositive employees
have been carried out in the wake of the ongoing retrenchment exercises sweeping
across Africa in response to the deepening economic crisis. As Moshi (1994) notes for
Tanzania, without this general retrenchment, it would be difficult to summarily get rid of
employees living with AIDS. There are laws protecting workers, but the economic

recovery programmes allow retrenchment.
Dismissal has ripple effects throughout the system. Even if an urban worker does
not choose to return to the village, rural households lose remittance of wages on which
so many have come to depend in Africa (Singer and Jolly 1973). In Kenya, for example,
studies reveal that on average 20% of urban earnings were being remitted in 1972.
Trager (1994) has argued that with SAPS, new fund-raising drives have been initiated in
"hometowns" in Nigeria, to attract money from various sources including those who have
migrated to urban centres. Money is solicited to build schools, hospitals, town halls and
to execute other village improvement projects. Retrenchment curtails the flow of resources
flowing back to natal homes.
It is clear that there is a need for protection of HIV infected persons and people
with AIDS against discriminatory practises in employment as discussed below.
4.2.4 Women's Economic Vulnerability

As a result of gender inequality in the home and schools, females have less of an
opportunity to secure employment in the formal sector. The data from the country studies
support this fact. Fewer women are employed in the enterprises and schools surveyed.

Women are more likely to be self-employed in the informal sector and depend on a
husband's employment benefits in the formal sector. These are lost once misfortune
befalls the husband or if.the marriage is dissolved.
A review of the situation in Tanzania will serve to highlight the situation of women.

In Tanzania, men (55.9%) constitute a higher proportion of the urban labour force when

ft=E=3Efe^
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compared to women (44.1%) and most non-agricultural work in urban and rural areas is
monopolised by men. in the forma! sector, women tend to occupy the lowest paid, and
sex segregated occupations such as nursing, clerical and sales work. Women are only
14% of the country's managers and administrators (Moshi 1994). They receive less
income* on-the-job training or advancement opportunities than men. Income discrimination
increases as one moves up the economic ladder, While women with standard 7/8
education earn 87% of what male counterparts earn, post-secondary school female
earn 63% (Sabot et al. 1992). Women are aiso more likely to be stuck in

The above situation has two major consequences. First, women's domestic and
child care responsibilities coupled with the rise in female-headed households has made
poverty and financial insecurity daily problems. Food and materials purchased for the
home are greatly affected by a woman's economic standing and, at the lower levels of
1

HIV infection. Secondly, income insecurity makes a women more vulnerable to sexual
harassment and work exploitation at the workplace. Sexual harassment often begins
when a female seeks employment and continues on the job, intervention programmes
aimed at controlling the spread of HIV/AIDS must, therefor©, take seriously the economic

4.3.

The

The informal sector is an agglomeration of economic activities which are "small,
labour-intensive, with relatively low productivity and operating largely outside the purview
of government regulations or assistance" (Sen 1991). The informal sector absorbs the
many unsuccessful aspirants or retrenched workers of the formal sector besides those
without the required level of education or skills. Here is where women congregate and are
paid a pittance. Even when enterprises are owned by women, they tend to be manually
operated, less capita! intensive and employ fewer workers than businesses owned by
men (Pearce 1991).
Sentongo's (1993) work on female traders in Owino Market, Kampala, Uganda,
gives some indication of the impact of AIDS on women in the informal sector. The
majority of market women trade in perishable goods (vegetable, fish, fruit, cooked food)
which require short turn around time. Business collapses when women attend to the sick
for long periods of time. Many have had to forfeit their stalls in the market and are unable
to resume trading after personal savings have been depleted.
illegal or underground businesses abound in the informal sector, Smuggling
crosses district, national and international borders and involves every conceivable item

10

from agricultural and mineral products to stolen construction material, medical supplies
and firearms. Thus goods from Zaire are bound for Zambia or South Africa. Merchandise
moves from Nigeria to Benin, Togo, Ghana and items from Kenya are found in Rwanda
or Uganda (MacGaffey 1989). This contraband trade increases population mobility and
the spread of HiV/AIDS. As local communities began to lose confidence in national
economies after the 1970s, illegal trade flourished. It became a widespread reaction to
economic mismanagement, political corruption and the downturn of standards of living.

In addition to labour mobility, there is the indirect impact of taxable revenue lost to
national treasuries which in no doubt are substantial. Public funds available to AIDS and
other government programmes are significantly reduced.
4.4.

The Effects of HIV/AIDS on Rural Labour

Agriculture accounts for the bulk of Africa's working population. Between 1989 and
1992, it absorbed 67% on the continent's labour force. In some countries (eg. Uganda)
up to 90% of the population is engaged in agriculture. Yet output is low compared to other
regions of the world. Over the past 20 years, two important changes have occurred. First,
per capita production has been falling, and between 1979 and 1991 many African
countries registered negative per capita growth rates. In Mozambique, Tanzania, and
Uganda for instance, the rates were - 3.1, -1.4, and -0.6. High population growth rates
above 3% consistently neutralised the impact of agricultural production, even where
output was rising.

Secondly, farmers have switched from more nutritious but labour intensive crops
such as banana (Matooke) tQ cassava. Likewise, food crops (maize) are substituted for
cash crops (coffee). This downward adjustment began with the economic recession but
is now intertwined with the impact of HIV/AIDS (Barnet 1994).

Studies of the rural communities in East Africa already reveal trends in the
epidemic. However, it is important to understand that the impact of the disease is uneven
and depends on a number of factors including the state of farming systems, and wealth
of households at the time of contact with HIV/AIDS. Thus, even though some rural
locations such as Kagera and Rukwa regions in Tanzania are among the most vulnerable
to AIDS, rural labour is expected to be resilient owing to the robustness of the farming
systems. Food insecurity will not be as problematic as where communities were already
in decline prior to HIV/AIDS (Barnet 1994).
4.4.1. Farming communities

Rural communities differ significantly in HIV/AIDS prevalence rates and levels of
awareness. Gwanda and Ndaiga communities exemplify this in Uganda HIV/AIDS rates
are higher in the former community and there, inhabitants are more likely to accept the
biomedical explanation of causation. Ndaiga residents on the other hand, focus on
indigenous beliefs about witchcraft.

it may be useful to divide the rural progression of HIV/AIDS into 3 stages. Initially,
infected individuals are urban retirees most of whom are already in declining health.
During the second stage, local residents become infected. It is during the third stage that
farming systems begin to -be-implicated,, as farmers die. Mortality appears to have a
greater impact than morbidity in rural areas not only because of labour loss but also as
a result of the termination of farming knowledge to the next generation (Barnet 1994).
To understand the impact of HIV/AIDS in rural locations, one needs to review the

intricate role of various dimensions of rural social organisation. At the householdlevel, the

composition/structure of domestic groups, household wealth and migration all make a
difference. Households with many young children or elderly members are less resilient.
Those receiving urban remittance are better off. Again, forms of organisation in which
there are strong obligations to exchange resources, and where "clusters" of domestic
groups work together have higher survival potential.
These features of domestic behavior are tied to regulations and expectations within

lineage systems. Today, rriatriiineal systems are under stress. Couples are not sure
where to live, and death or divorce leaves a woman quit© vulnerable. In returning to her
natal home, she merely swells the number of single parents struggling to survive. The
strength of patritineal systems appears to be the ability of the patriarch to organise labour
and material within the extended family. Paramount is the labour of men. Male labour has
consequences for the size of plots. In'addition, women in mainlines! systems are more
likely to attend only to their own unit of mother and child and engage less in cooperative
work in extended groups.
Land tenure systems are also important and differ signifipantly across Africa

Furthermore, there is tremendous confusion resulting from all the change^ occurring since

the colonial period. In a single country there could be several tenure systems in operation
as in Tanzania where government leaseholds, right of occupancy, customary tenureship
and the collective system are all legal (B§rnet 1994:121), These interact with different

marital (indigenous, civil, Islamic) or lineage systems with important consequences for the

property claims of women and children. In addition, land tenure systems are intertwined
with systems of farming like monocultural or diversified farming. The outcome of all of this
i$ that levels of resource endowment differ, particularly for women.
Once HIV/AIDS is a recognised problem, a number of things may occur in a rural

household. Wealthier households often hire labour to replace lost members. Poorer ones

sell their assets and reduce the time allocated to farm work or child care. On the farm,
animals may be left unattended, smaller itracts of land are cultivated, crops are less
are grown. Overall, to understand the impact of AIDS and intervene effectively, we need
to grasp clearly the ways in which farming systems, and labour in particular, have been

organised in rural areas prior to HIV/AIDS,

12

4.4.2

Plantation workers

In several countries, plantation work has been expanding since colonial times, and
is thus an important avenue of income for rural workers. Data from Zambia on the
Nakambala Sugar Estate (NSE) reveal the present impact of HIV/AIDS. NSE employs
3,250 permanent and 1,400 seasonal workers. Women are more likely to be among the
seasonal workers and generally receive lower wages.
Between April 1992 and March 1993, there were 53 AIDS-related deaths, 75% of
all deaths for that period. Most of the dead (73.2%) were between 31 and 50 years.
Projections suggest that deaths and medical releases could increase by 70% by 1996.
Morbidity rates are also expected to increase. However, the financial burden attributable

to HIV/AIDS in 1992/3 was only 1.9% of total costs and considered negligible
(Haslwimmer 1994). Furthermore, production is still on the rise and overtime is used to
compensate for deaths and absenteeism. Just how long this favourable balance wil!
continue is difficult to predict, since the cost of AIDS is certain to rise steeply. Intervention
programmes are thus urgently needed.
4.5.

HIV/AIDS and Labour Migration

The pace and direction of migration in Africa became significant as a result of
colonial and post-colonial economic policies. Rural to urban migration became the main
direction and this has persisted. Today, the urbanisation growth rate of 5.04 per annum
is the highest of any region of the world. As a result, the urbanisation level is expected
to increase from 31 to 41% between 1985 and 2000. North Africa is the most urbanised

sub-region and with the exception of Zambia and South Africa, East and Southern Africa

contains some of the least urbanised countries. But this is also the sub-region with the
fastest growing city population. The sub-regional average was 6.5% per annum between
1985 and 1989 (EGA 1989A). Population mobility is, therefore, rampant. It has been
further encouraged by the growth of transportation routes established for the movement
of goods and people between provinces and countries.
This mobility has served to split households, as rural inhabitants seek work in
cities, mines and plantations away from home but return regularly to be active in village
or local community activities. The stage is thus set for the development of multiple sexual
partnerships and the rapid spread of AIDS. Studies in South Africa reveal that millions of
miners have over the years come from Lesotho, Malawi, Botswana, and so forth. In
Uganda, plantation workers come from as far as Zaire, Rwanda and the Sudan (Sentongo
1993). Asingwire et. al. (1991) found that Ugandans who travel frequently have more
casual sexual encounters than those who do not, and that men (66%) are still more likely

to travel than women (34%).
Studies have concentrated on two mobile segments of the population: commercial
sex workers/prostitutes and truck drivers. With regard to the former, prostitutes relocate
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frequently looking for more clientele, attempting to conceal their identity or after an illness
has jeopardised their earning capacity in one location. Truck drivers and their liaisons
nave be^ntargeted for AIDS intervention programmes because they are viewed as high

risk grbtipis'.'One study among professional drivers in East Africa reveals an infection rate

of 33% and an even higher rate of 44 to 88% among the bar girls and prostitutes working
among the drivers. Both groups were less likely to wear condoms when a partner in
described as regular {not spouse) compared to when he or she is perceived as casual
(MuizarubieLaL 1991).

4.6.

The National Impact of HIV/AIDS

Once HIV/AIDS spreads through the workforce and affects enterprises, its impact
will soon be felt at the national level. National economic decline is expected. Since Africa
is already in the grip of an economic depression, AIDS wiil only serve to accelerate the
downward spiral. Between 1980 and 1991, the average annual growth rate of the GDP
for Africa was 2.1% In 1991, it was still weak at 2.3% with some regions, eg. Central
Africa, recording extreme decline (-3.8%). Many individual countries including Cote
d'lvoire, Cameroon, Ethiopia, Tanzania and Zambia had negative growth rates, while
others such as Rwanda and Zimbabwe had zero growth rates in 1991 (EGA 1992).
Projections on the size of the working population suggest that it will shrink, in
Tanzania, studies reveal that the workforce will be at least 20% smaller by 2010 because
of AIDS. In addition, a shift is expected in the workforce structure such that it will be
younger. The mean age of workers is likely to fall from 32 to 28 years by 2020 instead
of rising to 31.5 years (Buiatao 1990). Since replacing skilled workers will be difficult,
GDP is expected to plummet. Thers is the suggestion that capital/technology be
substituted for the dwindling workforce, however, the cost and maintenance of imported
technology has its own drawbacks, especially where there are few scientists and
technicians and inadequate systems of equipment adaptation/modification or
maintenance.

The impact of labour power loss in the agricultural sector would mean increased
food insecurity and the loss of foreign exchange at the national level. Already in some
countries (eg. Uganda) plantations have been left fallow, and food supply to urban centres
is expected to diminish. Furthermore, children are removed from school to assist on the
farms which jeopardises the future growth of trained and skilled personnel available within
a country.

5.

THE RESPONSE TO HIV/A!DS

HSWAiDS related policies and programmes are comprised of goals, structures and
projects running from the national to the local community level. The countries under study
have each developed HIV/AIDS programmes, although there are important differences
in scope and structures. This is particularly true with regard to programmes for workers.
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Countrywide programmes incorporate activities of national governments, the private sector
and external donors. Overall, there have been some successes, especially in awareness
campaigns, but deep rooted problems and obstacles has meant that plans to control
HIV/AIDS have not been effective.
5.1.

National AIDS Programmes

Ail national programmes began in the latter half of the 1980s, In Uganda the
national AIDS Control Programme (ACP) was launched in 1987 within the Ministry of
Health, and the Uganda AIDS commission (UAC) was created in 1990. The aim is to
control AIDS through information, education and communication, and various multisectionai projects. Similar over-arching structures have been created in other countries

including the National AIDS Surveillance Committee in Zambia, the National AIDS Control
Programme in Tanzania (NACP) and the National AIDS Control Programme (PLNS) in

Rwanda. The genera! approach has been to develop emergency (short-term) and medium

term Plans (MTP) with the assistance of international organisations, the World Health
Organisation (WHO) being the principal agency. Taking Tanzania as an example/a
medium term plan was formulated to cover 1988 to 1992. The plan had 10 objectives
within three broad areas: monitoring and research; prevention; and coping. Five units
were established within the NACP to implement the MTP. These units are the (1)
Information, Education and Communication Unit, (2) Laboratory unit, (3) Clinical Services,
(4) Epidemiological/Research unit, and (5) Counselling and Social Support Unit. Short and
medium term plans have also been developed in other countries.
5.2.

Supporting Structures

Below national structures, various provincial and district organisations or projects
have been inaugurated to execute the many activities outlined at the national level.
National programmes are generally under the control of the Ministry of Health, but other
ministries have been required to develop supporting activities. For instance, in Rwanda,
the Ministries of Family Affairs and Women Promotion, and Labour and Social Affairs are
among the other ministries. The goal, therefore, is intersectoral planning. Two activities
stand but within national programmes. These are education/awareness campaigns and
the distribution of condoms. Unfortunately, both are often plagued by problems. Also,
epidemiological studies and other research need to be stepped up because of the dearth
of information on all aspects of the spread of HIV/AIDS. Similar to other health data on
Africa, information remains unreliable.

Beyond the public sector, support structures have been established by international

and local NGOs, private business and religious agencies. These include Population
Service International, UNDP, the Red Cross, trade unions, local clubs/associations and
the media. In 1991 the WHO identified over 200 NGOs and AIDS Service Organisations
(ASOs) working on AIDS in Africa (Mann et. al. 1992). Their activities range from

providing material needs and alleviating suffering to education and advocacy. The
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activities in Zambia provide an insight into the range of organisations working in Africa,
in Zambia both large and small as well as urban and rural-based organisations now exist.
One of the best known is the KARA Counselling and Training Trust which provides
counselling, information, skills training and outreach programmes. There are also homebased programmes provided by NGOS such as the Family Health Trust and the
Gopperbelt Health Education Trust. Zambia is now developing a system of AIDS clubs
for primary and secondary schools. Peer education and pressure are its hallmark for
curtailing the spread among the youth.
As a result of the high cost of hospital care, home-based programmes are

receiving attention in many countries. Studies of hospital care have revealed that hospital
bills are largely due to the cost of indirect services and institutional overheads. In Rwanda
for instance, this accounts for 77% of the cost in large hospitals (Mann et. al. 1992).
Home-based care was first inaugurated in Zambia in 1987 and has spread to other sites
the now famous programme emanating from Chikankata Hospital in
Southern Zambia (Lungu 1993). Home-based care aims at providing
medical, psychological, and welfare services to infected persons and families thrpugh

home visits. While a major advantage is lowered cost, the high emotional and material
cost to family caregivers; especially women, needs to be further researched.
5.3,

Programmes Developed Specifically for Workers

Policies aimed specifically at workers have been developed in some countries, but
this is not universal, in one country, Zambia, the Ministry of Labour and Social Security
has made use of the structures and tactics established by the Family Planning
Programme. Through this approach, 65 companies/institutions were already participating
in ATDS control in 1993. But beyond the public sector, the business community has
generally been slow to respond. Tanzania has also made efforts to target workers. Th$
organisation of Tanzania Trade Unions (OTTU) for example has had an ongoing

programme since 1989 and by 1993, 27 organisations were participating. Programmes
also exist for the Youth Economic Groups (YEGS)of which there are 635. The Federation
of Uganda Employers (FUE) has with the support of USASD, carried a very active
programme of AIDS education at the workplace and has produced and educational video

entitled" It is not Easy", this has been translated into Swahlli and is finding good use in

East Africa. Less has been done in; Rwanda with regard to intervention strategies for

workers, and this is probably true for most African countries.

As mentioned above, there is an issue of discrimination of workers who carry the
AIDS virus (healthy carriers) and those with AIDS and hence the need for protection of
such workers. In this regard, the iLO and the WHO have adopted WHO/ILO guidelines
on HIV/AiDS and the workplace (1988) with the corner stone being placed on non-

discrimination. The guidelines inter alia state that HIV/AIDS screening, whetheY direct

(HJV) testing), indirect (assessment of risk behaviors) or asking question about tests
taken should not be required. Confidentiality regarding allmedical information
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including the HIV/AIDS status must be maintained and without any obligation on the part
of the employee to divulge to the employer concerning his or her HIV/AIDS status. In
addition, persons in the work place who are affected by, or perceived to be affected by
HIV/AIDS must be protected from stigmatisation and discrimination from co-workers,
unions, employers or clients etc. At present however, there are no binding international
standards addressing the specific problems raised by AIDS in relation to work. Some
conventions and recommendations however, have some relevant principles and
provisions which are applicable to those problems including the Discrimination
(Employment and Occupation Convention No. 111 of the 1958, the Termination of
Employment Convention No. 158 of 1982, Occupation Health Services Recommendation
No. 171 of 1985 etc).

5.4.

Problems Encountered by HIV/AIDS Programmes
Several factors have affected the efficiency of HIV/AIDS programmes. Two

outstanding obstacles include financial and attitudinal problems. Poor funding is a major

drawback. In 1992, $90 million was spent on AIDS in Sub-Saharan Africa but W.H.O.
estimates that 10 to 15 times that amount is heeded. In the same year only about 10%
of the money came from government funds, and as usual there was heavy reliance on
external funding (World Development Report 1993). Donors often develop their own
plans, dictate the way monies should be spent and sometimes have priorities other than
that of the recipient countries.

Inappropriate attitudes still make AIDS work an uphill task. Denial, apathy, fear and
fatalistic attitudes are widespread. Fear or complacency among employers and
management slows down the development of programmes. Religious opposition to
contraception has also had an impact on attitudes towards condom use. Resistance to
sex education in schools is a problem in some places as evident in the slow growth of
such programmes in Tanzanian schools. Another major problem is the inadequate
coordination of activities by the national organisations established to oversee the workings
of national, district and local plans. Civil unrest in a number of countries has disrupted
activities. Thus in Zaire, the,distribution of condoms which was considered a success was

interrupted in 1992. The war in Rwanda (1994) no doubt has paralysed many activities.
Finally, the very nature of AIDS work is said to lead to emotional burnout and work
overload, and this is an ever present problem in all countries.

6.

CONCLUSIONS AND RECOMMENDATIONS

6,1

Conclusions

This paper has examined the impact of HiV/AIDS on the workforce in Africa.
Attention was particularly paid to the AlDS-belt of East and Centra! Africa. Empirical data
was drawn from studies conducted in four Sub-Saharan countries, Rwanda, Uganda,
Tanzania and Zambia, and the data indicate that the segment of population hardest hit

^
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are between 20-49 years: people at the height of their productive life. The infection is
highest in urban locations but is rapidly spreading to rural areas, especially where labour
mobility is high. Since most of Africa's population is rural, these will soon become the
main areas of concern. The trend towards lowered productivity appears to b© underway,
although it is still not taken seriously by employers and planners, especially in the private
sector.

Anti-AIDS programmes are being developed in Africa, but there is a dearth of

policies aimed specifically at workers. Most of such initiatives have come from the public
sector, th© private sector is slow to respond. More needs to be done with regard to
informal sector an&agricultural workers. The plight of women has been highlighted since
most women remain economically and socially disadvantaged. Occupational and income
discrimination against wonien expose them to the risks of sexual harassment, patron
relationships and prostitution, all of which have serious implications for contracting
HIV/AIDS. Broad measures are, therefore, needed to address gender inequality which is
now seen as important in the spread of H!V7 AIDS.
6,2

Recommendations

r

6.2J. Conceptual Schemes

One primary recommendation is that the framework/model used to combat

HIV/AIDS needs to be expanded. Early in the study of HlV/AlDS in Africa, the focus was

exclusively on the sexua! behavior of high-risk groups. Commercial sex workers and truck
drivers were constantly targeted. It is now reaiised that the AIDS epidemic can not be
dealt with within such a narrow perspective. The idea of risk must be extended to
environments, and we must study and develop programmes on what features of people's

social contexts make their social environments risky. Thus issues of poverty, gender
inequalities, migration and collapsed medical care services have come to the fore. As

Packard argues, "efforts to combat the spread of AIDS (in Africa) through sex
education...are working against strong social and economic pressures and not simply
cultural preferences" (1989:7). The separation of domestic groups as spouses seek
employment away from home, because of the growing economic insecurities in rural
areas, is an important backdrop for multiple sexual partners as much as the question of

promiscuity. Thus the study of the spatial distribution of risk factors is necessary, and this
information will also need to be; included in national demographic statistics for future

6.2.2. Workers

Specific programme need to be inaugurated for workers. These must be multi

dimensional addressing sex education, gender inequality, the availability of condoms,

blood donation, workers human rights and assistance to home-based caregivers. The old
sickness policies and safety measures at the place of work have yet to be reviewed to
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address the new situation. Little attention has been paid to informal sector workers or the
plight of farmers.

One important requirement for those outside the formal sector is the development
of national social security schemes that are being experimented with in places like Ghana
and Zambia. In some rural areas, farmers have come together to discuss what needs to
be done. Their assessments need to be taken seriously. In Uganda for example, farmers
including women are seeking advice on a number of problems specific to their local
situation. These include advice on labour saving techniques, better storage methods for
specific crops, and information on cooperatives. Off-farm income generating schemes are
also needed but communities must be certain that the possible products are in demand.
All successful strategies developed by farming communities need to be publicised and
modified for other locale. Finally, there is a dearth of small scale credit schemes in rural
areas.

6.2.3 Female Workers

The problems of female workers need special attention. High priority must be given
to changing laws, regulations and attitudes which help put women at risk of infection.
These include laws governing land tenure, rights of widows, divorce, levirate, ritual
cleansing and abortion. Rape laws need to be reviewed and attention given to marital

rape. Finally, the stress encountered by women as the main caregivers in home-based

projects should be closely monitored.
6.2.4 Agenda for Research

Participatory projects are needed in and outside the workplace to develop effective
education programmes and activities that empower people. One-way media programmes
from government policy-making bodies to local communities are often less effective than
suggestions and programmes initiated at the grassroots level (Cenzer 1993). There is
also an urgent need for local communities to learn of other successful programmes
outside their immediate environment which might be modified. Africa tends to have closer
media links to the West than within its own continent.

Much more research needs to be done on the political and economic aspects of
sexual behavior and not just the erotic dimensions of sex (Oppong 1994). The impact of
occupational status and power needs to be teased out. Such work is particularly relevant
to the problem of sexual harassment faced by females.

its limited reserves, medical research such as that occurring at the Kenya

Medical Research Institute (KEMRI) must continue. One promising focus should be the
ways in which diets and herbal mixtures strengthen the immune system or weaken the
virus. Studies in the U.S.A. (Johnson 1992) reveal that since the immune system feeds
on nutrients like other systems of the body, it is essential to develop optimum diets for

AIDS patients which will slow the breakdown of the immune system. This needs to be

Chinese are aggressively attempting to develop herbai mixtures which might attack the
virus itself. One promising herb appears to be TrichosanthesiMrijgwjj. in addition, holistic
lives of people living with AIDS. AIDS may turn out to be* a fatal but controllable disease
like diabetes (Ziolkowski 1992). innovative perspectives and unconventional
models/framework are needed. Africa may not be able to-afford expensive vaccine or
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