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The cost of HIV/AIDS to businesses in southern Africa

Sydney Rosen?, Jeffrey R. Vincent?, William MacLeod?, Matthew Fox?,
Donald M. Thea? and Jonathon L. Simon?

Background: information on the potential costs of HIV/AIDS to the private sector is
needed if companies are to be given a financial incentive to invest in prevention and
treatment interventions.

Objectives: To estimate the cost of HIV/AIDS to businesses in southem Africa using
company-specilic data on employees, costs, and HIV prevalence.

Methods: Six formal sector enterprises in South Aifrica and Bobswana provided
detailed human resource, financial, and medical data and carried out voluntary,
anonymous HIV seroprevalence surveys. The present value of incident HIV infections
with 2 9-year median survival and 7% real discount rate was estimated. Costs included
were sick leave; productivity loss; supervisory time; retirement, death, disability, and
medical benefits; and recruitment and training of replacement workers.

Results: HIV prevalence in the workiorces studied ranged from 7.9 to 25.0%. HIV/
AIDS among employees added 0.4--5.9% to the companies’ annual salary and wage
bills. The present value of an incident HIV infection ranged from 0.5 to 3.6 imes the
annual salary of the affected worker. Costs varied widely across firms and among job
levels within firms. Key reasons for the differences included HIV prevalence, levels
and stability of employee benefits, and the contractual status of unskilled workers.
Some costs were omitted from the analysis because of lack of data, and results should
be regarded as quite conservative.

Conclusions: AIDS is causing labor costs for businesses in southem Africa to rise and
threatens the competitiveness of African industry. Research on the effectiveness of
workplace interventions is urgently needed. € 2004 Lippincort Withams & Wilking
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ment, muogatng the impact of AIDS on busines
profitabihity 1s 3 high prionty.

introduction

HIV/AIDS is a growing concern to businesses world-

wide [1). In the high-prevalence countries of sub-
Saharan Africa. ATDS has the potential 1o raise the cost
of labor at the same time that it reduces the number of
consumers and impoverishes many of those who
remain. It is thus limitng the profitability of businesses
and diminishing their competitiveness in the global
marketplace. Given the critical role of business in
generanng and sustaining social and economic develop-

Although the impact of AIDS on buanesses i Africa
has long been recognized. hude ngorows empirical
rescarch on the magmrude of that impact has been
published in the peer-reviewed hiterature. Unpubhshed
case studies in Kenva and Botwana wn 1994 tound
widely varving impacss. with coss ranging from less
than 1% of profits to neariy 9% [2]. Studics 1n the md-
1990s reported low costs to businesses in Zambia {3].
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Malawi [4], and Botswana [5], but a more recent
analysis in South Africa estimated a cost of 40% of an
infected employee’s annual salary in each of the last 2
years of life [6].

All of these studies faced 2 number of conceptual and
empirical difficulties, ranging from unknown HIV
prevalence to incomplete definitions of costs. Incon-
sistent methodologies and scarcity of data make their
conclusions difficuit to interpret or compare. This
paper presents the results of a study designed to
overcome these limitatons. Using firm-specific HIV
prevalence and financial data, the study quantified the
direct and indirect costs that six large, formal-sector
companies in southern Africa are incurring as a con-
sequence of HIV/AIDS among employees.

Methods
Approach

The analysis was based on the present value of the costs
of incident, not prevalent, HIV infections [7]. Because
of the long latency period between HIV infection and
HIV/AIDS-related symptoms, a company 15 not likely
to see any costs until 5-1{) years after an employee is
infected. Assuming the company retains the employee
in its workforce, however, it acguires at the time of
infection a Hability for the fumre costs associated with
that infecton. Estimating costs on the basis of incident
infections allows firms to treat expenditures on HIV
programs as potentially profitable investments, rather
than solely as recurrent costs, and to determine whether
investments in HIV/AIDS programs are competitive
with other investment opportunities.

Data collection

A convenience sample of approximately 20 formal-
sector firms in South Africa and Botswana, identified
primarily through professional networks, was ap-
proached by or contacted the study team, and six
ultimately participated in the study. Cntena for partici-
pation included a computerized human resources data-
base, willingness to assist with data collection, and
agreement to cover some costs of the study. Those not
chosen either did not have sufficient computerized data
or were unwilling to assign staff time to assist with data
collection. To maintain the confidendality of the
individual firms, they are referred to as Companies
A-F.

At the time of the study, only Company F made
antiretroviral therapy available to employees with HIV/
AIDS, and even it had very few employees on therapy.
Most of the companies maintzined on-site occupational
health clinics that provided modest levels of palliative

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this articie is prohibited.

care and opportunistic infection management to em-
ployees who sought care.

All of the firms in the sample conducted voluntary,
anonymous, unlinked HIV seroprevalence surveys of
some or all of their workforces. Surveys were imple-
mented by South African researchers or private con-
sultants. Results of the first survey (Company A) were
used to stratify the workforces into relatively homo-
geneous HIV prevalence subgroups on the basis of job
level, age, sex, and legally defined racial group (further
information can be found in Williams et al. [8]). The
results of the surveys, supplemented by epidemiological
data from other sources, were then used to model HIV
incidence for each subgroup of the workforce, urtilizing
the methodology described in Williams et ai. |9].

Detailed workforce demographic data and records of
sick leave, medical clinic use, and medical aid (health
insurance) claims were obtained from each company’s
human resource database. For former employees, data
was also obtained on the type of termination (e.g.,
death or disability retirement) and cause of death or
disability. To supplement these data, managers in the
human resources, financial, and medical departments
were interviewed, and annwual reports, actuarial analyses
of benetits funds, and other company documents were
reviewed. In addition, a brief questionnaire was adtnin-
istered by company staff to the line supervisors of
employees who had died in service or been retired on
disability in the previous 2 years. The questionnaire
asked the supervisor to indicate to what extent the
employee’s productivity had been impaired by his or
her illness and how many days of the supervisor’s own
time were needed to manage the sick employee.

Data were collected in 1999 for Companies A and B,
in 2000 for Company C, and in 2001 for the
remainder. Cost estimates for the first three were
inflated at the domestic inflation rates in South Africa
(A and B) and Botswana {C) to put them into 2001
terms, and all estimates were converted to US dollars at
the average exchange rate for 2001,

Data analysis

Table 1 summarizes the methods used for estimating
unit costs. A day of paid absenteeism was valued at the
daily compensation (wage plus benefits) of the affected
employee. This is a conservative assumption that almost
certainly understates the cost of a day of missed work,
as it implies that an equally productive substitute for
the absent employee is available at the same wage rate
[10]. To account for the possibility that absenteeism
also reduced output, an alternative scenaric was ana-
lyzed in which it was assumed that the cost of a day of
paid absentecism also includes a wage-weighted share
of the company’s net operating inceme.

A



ST 9pORJe Sy} JO LORONPOIdal PaZUOYINBUN ‘SUDjIM B SWElIM Roouddi & Wbuidon

Table 1. Methods used to estimate unit costs,

Type of cost

Inlirect costs
Valuation of all indirect costs

Sk leave

Loms of productivity when at work;
supervisury lime
Vacancy

Learming curve as replacerment
worker comes upr to speed

Ehirec 1 conts
Retirement benefits

Death wind chisability berwefits

Medie al are

Recrubment, training

Method

Defined a “wage multiplier’ equal to the ratio of the daily wage plus
benefits to the daily wage; 1 day of paid leave was valued at daily
wage % wage multiplier. Reduced produdtivity when at work
counted as a fraction of a day

Multivariate regression analyss to estimate additional days of sick
leave taken in the 2 years priof 1o termination by a subsample of
employees who died in service or were retired on disability during
the 3 years preceding data collection

Average of supervisors' rosponses to guestionnaires about
employees who had died or been retired due 10 AIDS

Human resource data or managers’ estimates of average duration
of vacancies

Managers’ estimates of average time required for replacement
worker to become fully productive times the gap hetween full and
actual productivity during that period

Difierenc e between present value of pension payments due upon
dheath or diseinhity retirement and present value of pension
payments due upon refirement at normal retirement age

Adrwaunt dhue 10 conployee or beneficianes upan death in service or
disability retirement, pius average administirative fee for benelits

st homes. Assumed that premiums will rise exactly as much as the
additional « Ly resulting from HIV/AIDYS

Coding of HIV/AIS relatect ¢ Lairmm for medical id i last 2 years
of servic e, weighted by probability of betng ¢ member of the
medical aid srﬂeme. plas administrative foe of scheme

Human resourc & data or managers’ istimates of the vanable costy
af reenuting and training a repla

Comments

In the alternative scenaric, wage multiplien equaled the ratio of daily wage plus benefits
lus wage-weighted share of the company’s net opedating income 1o the daily wage

For sume companies, the subsamgle included only disgnosed or suspected AIDS deaths;
for others all ‘natural causes’ deaths were included, For Company B, estimate includes
time: Gff to attend medical clinic, HIV/AIDS-related alssenteeism other than sick leave
was ext luded because of lack of data. Similar approach usedt to estimate number of visits
toy company ¢ linics iCompany B), cost of transport 10 public hosprtals (Company C),
medic al aid clatms (Company F),

For some companies, deaths and retirements due tor other causes coukd not be identified
andd were included in the analysis,

Sume companies provided separate estimates for internal and external hires; in these
cases, results were weighted by the probability of each type of hire. For some
cumpanies, training cost estimdtes include time spent in preservice orientation and time
spent by provider of on-the-job training.

Applicable only to companies A and F. Cost was .nd{uslwi fow the probability of $1V-
negative employees remaimng at the company until nommal retirement age and the
probiatnlity of the spouse being HIV positive. Othen companies have defined
tanlribution reticement funds that are not alfedted by premature deaths. impact of AHYS
on con of Jongservice awards and gotutios ead luded because of lack of data

Several compames indlic ated that they had placed a cap on therr premiums for these
benedits ard wiuld atlow benefit levels w Tall as AIDS ¢ aused clatns to increase, For
thee firm the cost of benefits was 0.

For Cotrprany B, «osts ing Fudle wse of onsite s ompany clinics, which provided palliative
tare and hasie management of pportunistic infedtions. For Company C, costs include
trarspart 1o a Oty where medical care could e obtained. for Campany F, regresson
analysis used to estimate addibonal actual «Liims made by employees lost to AIDS,
Sorme companies provided sepatate estimates o internal hires (promaotions) and external
hires; in these Cases, tesults were weighted by the peoliability of each type of hire,
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It was assumed that HIV-paositive employees remain in
the workforce until they either die in service or take
disability retirement. Normal (non AIDS-related) em-
ployee turnover at the companies studied averaged 6—
14% per year. This underlying turnover was not taken
into account for two reasons. Finst, replacement work-
ers may also be infected, so turnover would have no
effect on workforce HIV prevalence. Second, managers
told us that employees who know or believe them-
selves to be HIV positive are unlikely to resign
voluntarily, as they would lose access to medical care
and benefics.

For each employee subgroup, the amounts and timing
of each of the umit costs associated with a single
incident infection were estimated. The costs were then
discounted to generate present values in the year the
infection was acquired and summed to generate a total
cost per infection. A real discount rate of 7%, which
was the real prime lending rate in South Africa in
October 2001 [11,12] was used; the companies re-
ported their own real discount rates at 4-10%. A
median survival period from HIV infection to death of
9 years in the absence of antiretroviral therapy was
assumed; therapy was available to only a few employees
of the participating companies [13].

Results

HIV prevalence

The companies in the study are described in TFable 2.
HIV prevalence varied widely. As would be anticipated
from antenatal prevalence data, HIV prevalence was
very high at two of the firms in KwaZulu Natal (B and
D) and the firm in Botswana (C). Prevalence was

Table 2. Companies in the study.

substantially lower at the firms with operations in
multiple South African provinces (A and F}, consistent
with the lower antenatal rates found in the Western
Cape and some other provinces. More surprising is the
relatively low prevalence of HIV at Company E, which
is also in KwaZulu Natal. This is explained by the
demographic profile of Company E’s workforce, which
is older than those of the other firms and drawn lazgely
from ethnic groups where HIV prevalence appears to
be lower than for society at large. Estimated population
prevalence from antenatal clinic surveys is shown in the
last row of Table 2 for comparison.

Unit cost parameters

The indirect and direct costs of HIV/AIDS to the
companies are determined by salaries, human resource
and financial policies, and production processes. Key
determinants of unit costs are shown in Table 3.

Employees who ultimately terminated because of AIDS
took between 11 and 68 more days of paid sick leave
in their final year of service than did employees who
were still in the workforce. Most companies also
experienced increased use of sick leave in the second-
to-last year of service. Employees with HIV/AIDS also
produced substantially less on the days they did attend
work. Supervisors reported that employees who had
died or taken disability retirement because of AIDS
were 22-63% less productive in their last year of
service than before they became ill. This effect was
much smaller in the second-to-last year of service.
Supervisors also reported spending an average of 7-25
days of their own time in each affected employee’s last
year of service.

Cost per infection

Summing the direct and indirect costs for each com-

Company
Variable A B C D E F
Study year® 1999 1999 2000 2001 2001 2001
Location South Africa® KwaZulu Natal  Botswana  KwaZulu Natal KwaZulu Natal South Africa®
Sector Utility Agribusiness Mining Mining Retail Media
Workforce size > 25000 5000-10 000 500-1000 500-1000 < 500 1000-5000
Non-permanent workers included in study? No Yes None No Yes Yes
Estimated HIV prevalence in study year (%)¢
Unskilled workers 12.4 26.7 39.4 345 12.9 15.6
Skilled workers 9.3 22.7 39.2 18.55 2.5 7.2
Supervisors/managers 4.2 8.2 14.3 6.23 23 4.2
Non-permanent n.a. 3.2 n.a. n.a. 17.6 18.4
Company average 79 237 29.0 236 10.5 10.2
Country or province antenatal prevalence in 22.4 32.5 382 33.5 335 24.8
study year (%)*

n.a., not applicable. ?Year in which baseline cost and seroprevalence data were collected. "Locations in more than one South African province.
“Non-permanent workers included casual, fixed-term contract, and seasonal staff. Company C had no non-permanent workers; for Company A
and Company D, no data about non-permanent workers were available. Prevalence estimates are a combination of voluntary, anonymous,
unlinked seroprevalence testing and modeling as described in the methodology section. ®Source: UNAIDS [16].
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Table 3. Cost variables and values.

Vanable values for companes

Type of cost* Variable measured A 8 C D £ f
indirect costs
Additional sick leave® Days in last 0-365 davs on job 49.0 68.4 30.4 36.0 "nr 178
Days in last 366-730 days on job 153 202 0.0 13.0 na 10.4
Loss in productivity Percentage fost in last 0-365days 29 42 36 63 n 36
when at work
Percentage lost in last 366—730 5 3t 12 33 3 4
days
Supervisory time Days required nat 66 s 246 127 145
Vacancy Skilied workers (months) 20 0.25 31 0 055 2o
Managers imonths) 3.0 2.0 18 30 062 10
Reduction in Skilled workers imonths) lo o 1.5 1.5 2 40
productivity due 1o tPercentage reduction) 30 50 50 25 50 &0
new employee’s
leamning curve
Managers (months) 5.0 30 30 3o 26 20
{Percentage reduction} 3o 50 20 25 30 33
Wage multiplier Rafio of wage + benefits to wage 126 120 1.58 1.12 120 146"
Direct costs
Retiremnent benefits Benefits level fixed or linked to Fixed Lirked None Lmked Linked Fooed
condributions
Deathvcksability Benedits stable or premiums stable  Benefts  Premiums  Benefis Premiums Premiuns Benefils
benetits (leading to declining benefits) stable stable stable stable stable stable
Medical care Percentage of workdorce covered 100 8 100 22 » 100

by insurance

n.a., not applicable.

See Table 1 for an explanation of types of cost. "All results statistically significant at 5% level. “Employees who apply for desabelity retirement are
autornatically placed on an additional 3 months of paid sick leave. Only 1 year of sick leave data were obtamed rom Compam E. *Data on
supervisory time were not collected at Company A. *Benefits rate assumed to equal 20% of base wages and salanes. "Mulnphier of 1.0 used bor

non-permanent employees.

pany generated the cost-per-infection estimates shown
in Table 4. For each company and job level. the first
row shows the discounted sum of costs that will be
incurred as a result of losing one employee to AIDS,
including hiring and traming 2 replaicement worker,
while the second row presents the same value as 2
muluple of the median annual wage or salary at that
job level.

Absolute costs were substantial but vaned wdely, both
within and between fimns. Costs rose consistently wath
job level. Since job level serves as a proxy for salary,
the differences across job levels within a given company
almost vanish when costs are expressed as multiples of
median salaries. For permanent employees, the cost per
incident infection ranged from 0.5 to 3.6 times median

salary.

The cost-per-infecuon esumates effecovely sort the
firms into two groups: high cost (Companies A, C, and
F) and low cost (Compames B, D, and E). The
distribunon of the cost components differed widely
between the two groups, as shown in Table 5. For the
high-cost group, direct costs dominated, with end of
service benefits accounting for half or more of the total.
For the low—cost group. indirect costs accounted for
more than 85% of the total. The main reason for this

difference was the absence of end of service benehns for
this second sct of companies. All of the low—cost firms
had capped their own conmbutons to emplovee
benefic funds, holding costs rather than benenits levels
constamt in the face of nang bencfis clums. Replace-
ment of an employvee lost to AIDS accounted for a
substanaal share of the towl for all the firms. but never
more than a third. Medical care did not exceed 18P of
the rotal tor any firm.

Aggregate costs

To obtain aggregate cost csumates, the cost per mnfec-
ton was multipied by the csumated number of
incident infections in the study year. Table 4 shows the
aggregate amounts 1w US dollars and 25 2 percentage of
cach company’s annual wage bill for cach employee
group, plus the tonl for the whole workforce x 2
percentage of annual operating expenditures. Although
these figures compare a present value esaomate to an
annual recurrent cost, they allow the aggregate values
to be scaled to the uzes of the workforces involved and
thus facilitate compansons across firms.

The percentages in Table 4 can be thought of a the
long-run "AIDS tax’, or the increase in wage or
operaung costs resulung from the epidemuc. As wath
cost per infection, resuls varied widely by job level

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited. /
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Table 4. Cost of incident HIV infections at each job level in base scenario, 2001*

Company

Cost at varying job levels A B C D E F
Unskilied workers

Cost per infection {$)° 1533 2131 7516 2371 2094 18188

Multiple of median wage 3.23 0.75 3.33 0.69 0.46 2.82

Aggregate cost ($) 2486404 102 964 25758 32376 9986 305065

Percentage of wages 7.8 33 11.0 3.1 0.8 5.2
Skilled workers

Cost per infection ($) 20290 2718 12306 3719 4262° 340354

Multiple of median wage 3.26 0.86 3.69 0.86 0.44 2.94

Aggregate cost ($} 5143061 235103 90699 18003 623 213694

Percentage of wages 5.5 2.8 11.9 2.0 0.2 2.4
Supervisors

Cost per infection ($) 34014 7102 31007 114994 4262° 340357

Multiple of median wage 337 0.90 3.89 1.1 0.44 2.94

Aggregate cost ($} 3369879 78980 83318 6275 623 213694

Percentage of wages 2.4 1.3 5.6 0.9 0.2 2.4
Managers

Cost per infection ($) 64338 9424 54918 114994 8736 54929

Multiple of median wage 3.5 0.63 318 1.1 0.47 3.19

Aggregate cost ($) 1022573 52192 79349 6275 1290 202726

Percentage of wages 1.7 0.6 0.8 0.9 0.1 1.4
Non-permanent employees n.a. na. n.a.

Caost per infection ($) 1075 592 6037

Multiple of median wage 0.38 0.28 0.76

Aggregate cost ($) 130673 943 75401

Percentage of wages 1.9 0.6 1.9
Entire workforce

Average cost per infection for permanent 3.23 0.82 3.63 0.76 0.46 2.90

employees (multiple of median wage)

Aggregate cost ($) 12021916 599913 207713 62930 13465 1010580

Percentage of wages 3.7 1.8 5.9 1.9 0.4 24

Percentage of annual operating expenses 0.62 0.22 0.60 0.04 0.01 0.64

n.a., not applicable.

Costs from 1999 and 2000 were inflated to 2007 levels using the CPi for South Africa (Companies A and B) and Botswana {Company C).
Exchange rates used were averages for 2001 (Rand 8.6 = US$1; Pula 5.7 = US$1). ®Cost per infection estimates shown are for African males
aged 35—49 for the South African firms and Botswana national males aged 35-49 for the Botswana firm. “Skilled workers and supervisors were
analyzed as a single category at this company. “Supervisors and managers were analyzed as a single category at this company.

Table 5. Distribution of costs per incident infection (skilled workers
aged 3549 years)

Company

A B C D 3 F

Type of cost (%)

Indirect 28 9N 25 94 86 43

Direct 72 9 75 & 14 57
Cost component (%)

Sick leave 9 21 3 13 14 5

Productivity loss? 12 44 13 72 43 19

Medical care 10 5 9 0 10 2

£nd of service benefits® 52 0 57 0 0 50

Replacement® 16 29 18 15 32 24

2Includes reduction in productivity when sick employee is at work
and cost of supervisor's time. Pincludes retirement, death, and
disability benefits. “Includes costs of vacancy and recruitment, train-
ing, and learning curve oi replacement employee.

and firm. Company E, with a relativély low prevalence
of HIV and the lowest cost per infection, faced an
increase in its wage costs of << (.5%. Company C, with
an extremely high HIV prevalence and a high cost per
infection, saw its wage costs escalate by nearly 6%.

Although the cost per infection for unskilled and skilled
workers was low, the large numbers of these workers
in most workforces and the high prevalence of HIV at
these job levels means that they accounted for the
largest share of the total cost for most firms. Even for
the high-cost companies, the increase in total operating
expenses was less than 1%, reflecting the relative
capital-intensity of these firms.

Scenario analysis

All of the companies studied relied on some level of
team production in which perfect substitution of absent
workers is difficult. Under conditions of team produc-
tion, an individual employee’s absence from the work-
place results in other inputs (labor or capital) being
deployed less efficiently [10]. The real cost to the
company of a day of paid sick leave in such cases
should include a share of profits, in addition to the
employee’s daily compensation. Therefore, the wage
multiplier used, which assumed perfect substitution for
absent employees, likely understated the indirect costs
of HIV/AIDS.

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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To determine the potential magnitude of the under-
estimate, a second set of results was calculated under
the opposite extreme assumption, that ne labor subst-
tution was possible. For the low-cost companies (B, D,
and E), in which indirect costs dominate, the cost per
infection under the no substitutbon (alternative) scenar-
10 was 59-123% higher than under the perfect subsu-
tution (base) scenanio; for the high-cost companies (A,
C, and F), 1t was only 5-32% higher, because most of
the rotal cost for these companies comprised direct
costs. We speculate that our base scenario approaches
the lower bound on true costs, while the no-substitu-
tion scenario approaches the upper bound.

Discussion

AIDS is raising the cost of labor in southern Africa and
diminishing the competitiveness of African business in
the global markerplace. Many of the continent’s eco-
nomic development goals depend on it ability to
diversify its industrial base, expand exports, and attract
foreign investment [14}. By making labor more expen-
sive and reducing corporate profis, AIDS hmicss the
ability of African countries to attract industnies that
depend on low-cost labor and makes investments in
African businesses less desirabie. It therefore threatens
the foundations of economic development in Africa.

HIV/AIDS is adding berween 0.4 and 5.9% rto the
annual wage bill of large companies in South Africa
and Botswana, under a conservative set of assumptions.
There was a high degree of variaton in costs. Vanation
in cost per infecton resulted largely from differences in
end-of-service benefis. Varation in aggregate costs
was driven by two additional factors. First, estimated
HIV prevalence and incidence varied widely. Second,
in our low-cost companies, many umnskilled or semi-
skilled workern served as day laborers or on renewable
short-term contracts. These workers, who tend to be at
high nsk of HIV infection, are not cligible for most of
the benefits provided to permanent emplovees, nor do
the companies invest substantial resources in training
them. This group of workers, therefore, imposes few
costs on the companies when they become ill or end
their service due to AIDS.

Some comparsons among the firms in the study illus-
mate these differences. Companies C and D were both
reladvely small mining firms with very high HIV
prevalence, but the costs they faced from the epidemic
differed widely because of differences in end-of-service
benefits. In contrast, Companies B and E. although
representing  very different sizes and sectors, faced
relatively similar costs on a per-intection basis. Compan-
sons of this type underscore the danger of generalinng
across firms or industries on the basis of size and sector.

The study had several limuitanons. Fiurst. with only six
companics in the study, we cannot be certain of the
geographic or sectoral representativeness of our sample.
Morcover, the companies that opted to parucipate in
the study were likely more concemed about the
potential impact of HIV/AIDS than were other firms,
which could indicate that they had already encountered
nsing costs. Second, all of the costs we measured are
assoctated with single cases of HIV/AIDS, not wath the
cumulauve impact of mulople cases, such as dimunish-
ing workforce morde and expenence, deteniorating
labor relations, and use of managenal ame. We could
not obtain data to measure these ‘organizanonal’ costs.
Third, we also lacked data on the costs of AIDS-related
changes in workplace injury rates or in absences other
than recorded sick leave, and data for non-permanent
workers were incomplete. Fourth, because the HIV
status of most employees of the study companies was
not known, we derived many of umt cost parametens
by comparing the expenence of known HIV-pounve
employees with those of unknown saous. This 1 bkely
to have understated the true difference. Fnally, we
could not rake 1nto account any future acuons by the
companics to reduce the costs of AIDS. either by
implementing prevention and treatment 1mterventions
or by cuming benehis. mechamining. ousourcing. or
taking other steps that shift the costs onto houscholds
or government {15].

Throughout sub-Saharan Africa, progresave hmms are
experimentng with 2 wide range of HIV/AIDS pre-
vention, care, and wratment programs. The method-
ology and findings presented here can be wed to
understand the potennal financial benefis of those
programs to the firms. Better informason on the
etlectiveness of the intervennons in obtuning the out-
comes that matter 10 employers ~ infecuons averted,
morbidity avoided, addinonal vears of producove
working life gained, and emplovees retaned in the
workforce — s urgently needed. however, w complete
the benchit—cost anabysis and make a strong case for
more, and more efficient, investment bv businesses m
HIV/AIDS.
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