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The article presents findings from three surveys of people living with HIV (PLHIV) and civil society organisations 
about the experience of employment discrimination and stigma in the workplace. The work seeks to contribute 
to efforts by businesses and other organisations to effectively respond to the HIV epidemic within the world of 
work, and to deepen our understanding of the ways in which HIV stigma and employment discrimination persist 
in the workplace. The findings of global and regional surveys indicate the existence of high levels of employment 
discrimination based on HIV status worldwide, including forced disclosure of HIV status, exclusion in the workplace, 
refusals to hire or promote, and terminations of people known to be living with HIV. The survey findings show that 
employment discrimination based on HIV status is experienced in all African subregions. Country-level surveys 
conducted in Kenya and Zambia indicated that PLHIV face marked barriers to employment, including discrimination 
in hiring, loss of promotions, and termination because of HIV status. Additionally, large variances were found 
in the degree of support versus discrimination that employees living with HIV in those two countries received 
following their disclosure. The discussion emphasises the importance of the workplace as a site for intervention 
and behaviour change. To address this, we introduce a conceptual framework — the employment continuum — that 
maps multiple points of entry within the workplace to address HIV-related stigma and discrimination. Additional 
recommendations include: actions to ensure equal opportunity in hiring for PLHIV; ensuring that HIV testing is 
voluntary, never mandatory, and that disclosure is not necessary for employment; ensuring confidentiality of HIV 
status; communicating and enforcing HIV-related antidiscrimination policies; establishing support groups in the 
workplace; providing safe and confidential processes for resolving complaints of employment discrimination; and 
taking affirmative responsibility to verify that any job terminations are not the result of mistreatment or bias. 
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Introduction

The NGO delegation of the United Nations Joint 
Programme on HIV/AIDS (UNAIDS) presents a yearly 
report to the UNAIDS governing body, the Programme 
Coordinating Board (PCB). The objective of the report is 
to bring the perspectives of people living with HIV (PLHIV) 
and civil society organisations to the attention of the PCB. 
In 2009, respondents to a survey identified stigma and 
discrimination as key barriers to achieving universal access 
to HIV prevention, treatment, care and support (see WHO, 
UNAIDS & UNICEF, 2010). In response, the 2010 survey 
and subsequent report to the PCB focused on identifying 
the extent and forms of HIV-related stigma and discrimina-
tion, and the effects of this on individuals’ access to HIV 
prevention, treatment, care and support services (PCB 
NGO Representatives, 2010a). This article presents the 
global and regional findings from the 2010 survey, as well 
as country-specific findings based on pre-publication data 

from the ‘People Living with HIV (PLHIV) Stigma Index’ for 
Kenya and Zambia (see National Empowerment Network 
of People Living with HIV/AIDS in Kenya [NEPHAK], 
2010; Network of Zambian People Living with HIV/AIDS 
[NZP+], 2010). Findings from each of these independent 
surveys starkly illustrate that the workplace continues to 
be a key venue for HIV-related stigma and the resulting 
discrimination. 

One hundred and ninety-two member states have agreed 
to the United Nations conventions to prohibit such discrim-
ination. These agreements include the 2001 and 2006 
political declarations on HIV/AIDS in which member states 
pledged to “develop a national legal and policy framework 
that protects in the workplace the rights and dignity of 
persons living with and affected by HIV/AIDS and those at 
the greatest risk of HIV/AIDS” (United Nations, 2001, pp. 
31–32). Yet, as the findings of the 2010 survey illustrate, 
HIV-related discrimination in the workplace remains, in spite 
of these high-level commitments.
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Aims and structure
This article discusses findings related to HIV stigma and 
employment discrimination. To ground our understanding of 
HIV-related stigma and discrimination in the world of work, 
we analyse data from three recent surveys that shed light on 
how PLHIV and representatives from civil society organisa-
tions (CSOs) experience stigma in workplace settings. We 
used these findings to construct a framework for mapping 
the multiple points of entry within workplaces for addressing 
stigma and employment discrimination — the employment 
continuum — as well as areas for interventions. Lastly, we 
offer suggestions for future research. 

While we provide an overview of global research on 
workplace stigma and discrimination related to individuals’ 
HIV status, the primary focus of the article is on African 
subregions, with additional discussion of specific survey data 
collected in Kenya and Zambia. The aim of the study is to 
enhance the knowledge of researchers concerning stigma 
and discrimination in the world of work, and to contribute to 
efforts by business communities, civil society, governments, 
and other organisations seeking to respond effectively to the 
HIV epidemic within the workplace. 

Background and definitions: understanding HIV stigma 
and employment discrimination and their effects
Research on stigma, following the tradition established 
by Goffman (1963), concerns itself with social processes 
that systematically devalue some members of society, 
while privileging others, based on particular character-
istics. Negative meanings are socially ascribed to these 
characteristics, creating a universe of harmful associa-
tions about things such as sex, sexual identity, skin colour, 
disability and religious identity, which are separate from 
the actual characteristics (Link & Phelan, 2001). It is well 
established that HIV, which has usually been associated 
with sex, illness and death, has become a prime target for 
fear and accompanying negative attitudes and behaviours 
(see Farmer, 1992; Mann, 1992; Herek & Capitanio, 1993; 
Herek, Capitanio & Widaman, 2002; African Journal of 
AIDS Research, 2003; Parker & Aggleton, 2003; Deacon, 
Stephney & Prosalendis, 2005; Jewkes, 2006; Low, 
Broutet, Adu-Sarkodie, Barton, Hassain & Hawes, 2006; 
Yang, Kleinman, Link, Phelan, Lee & Good, 2007; Merson, 
O’Malley, Serwadda & Apisuk, 2008). Referring specifically 
to HIV stigma, Low et al. (2006, p. 2001) note: “Cultural 
meanings and prejudices become attached to infected 
people, who become stigmatised as being wicked, dirty, 
and not deserving of care.” 

We can distinguish between stigma and discrimination 
as different but related phenomena. To do so, we draw on 
research by Link & Phelan (2001) who enhanced previous 
definitions of stigma and discrimination by elaborating on 
particular elements of the process of stigmatisation. In 
this way, they have highlighted the meaning of stigma and 
discrimination in relation to one another. In their conceptu-
alisation, stigma and discrimination exist when the following 
interrelated components converge: 

In the first component, people distinguish and 
label human differences. In the second, dominant 
cultural beliefs link labeled persons to undesirable 

characteristics — to negative stereotypes. In the 
third, labeled persons are placed in distinct catego-
ries so as to accomplish some degree of separation 
of ‘us’ from ‘them.’ In the fourth, labeled persons 
experience status loss and discrimination that lead 
to unequal outcomes. Finally, stigmatization is 
entirely contingent on access to social, economic, 
and political power that allows the identification of 
differentness, the construction of stereotypes, the 
separation of labeled persons into distinct catego-
ries, and the full execution of disapproval, rejection, 
exclusion, and discrimination. Thus, we apply the 
term stigma when elements of labelling, stereo-
typing, separation, status loss, and discrimina-
tion co-occur in a power situation that allows the 
components of stigma to unfold (Link & Phelan, 
2001, pp. 366–367).

This explanation is further refined by a recent critical 
observation that “all individuals can anticipate, internalise, 
experience and/or perpetuate [stigma and discrimination], 
acting as stigmatised or stigmatisers in different contexts” 
(Stangl, Go, Zelaya, Brady, Nyblade, Stackpool-Moore et 
al., 2010).

Stigmatisation processes exist within power inequali-
ties and stigma also creates them; the effect for those who 
are stigmatised is a contraction in economic, social, and 
political life-chances (Link & Phelan, 2001). The dimension 
of power is critical for understanding stigma: when 
examining employment specifically, it is the power differ-
ences within the workplace — between those living with 
HIV and those who discriminate against them (whatever the 
HIV status of the person perpetrating the discrimination) — 
leading to such outcomes as job termination or refusal to 
hire.

For this article we use the definitions by the NGO 
Delegation to the UNAIDS PCB (2010a), provided to the 
respondents of the global survey:

Stigma — Prejudicial attitudes and behaviours that view 
some people as less valuable than others because of 
some quality of who they are (e.g. their gender, race, 
belief, culture, sexual orientation, behaviour, work, HIV 
status or other characteristic).
Discrimination — Laws, policies or practices that 
disadvantage people because of who they are (e.g. 
their gender, race, culture, sexual orientation, behaviour, 
work, HIV status or other characteristic). 

Research questions
While research on stigma and discrimination related 

to HIV and AIDS is well documented, the effects of these 
practices on PLHIV as employees are understudied. 
Because of the important role that employment plays in 
providing economic and social stability, our study sought 
to understand and communicate the state of HIV-related 
stigma and discrimination in the workplaces of selected 
African countries. The research questions were:
1) What is the extent of employment discrimination based 

on HIV status in the workplace?
2) What are the primary ways in which HIV-related stigma 

and discrimination manifest in the workplace?
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3) Given the research indicating that HIV-positive individuals 
often keep their serostatus a secret within the workplace, 
what do we know about individuals’ willingness to 
disclose their serostatus to employers and co-workers? 
And, when a person’s HIV-positive serostatus is 
disclosed, how do employers and co-workers respond to 
that information?

Methods 

Three sets of original data were used to answer the 
research questions. Each of those studies contained target 
questions about stigma and discrimination due to HIV status 
in employment settings, as part of larger research projects 
investigating HIV stigma across a variety of domains. 
Descriptive and bivariate analyses were performed on the 
findings of the studies:
• The first dataset resulted from an online survey of CSOs 

conducted by the NGO Delegation to the UNAIDS PCB 
(2010b) — hereafter referred to as the ‘2010 global 
survey results.’1

• The second and third datasets were derived from 
interviews conducted with PLHIV in Kenya and Zambia, 
in 2009 and 2010, for the PLHIV Stigma Index.

The next sections give information about each of the data 
sources.

Data source 1: The 2010 global survey results
The survey (see NGO Delegation to the UNAIDS PCB, 
2010c) queried respondents invited from NGOs (including 
representatives from CSOs and networks of PLHIV) and 
electronic mailing lists (listservs) about their experiences 
with HIV stigma and related discrimination. The survey was 
distributed in 10 languages (Arabic, Burmese, Chinese, 
English, French, Portuguese, Russian, Spanish, Swahili and 
Thai) via an anonymous online consultation during March 
and April 2010. A total of 1 021 respondents completed 
the entire survey, with fairly equal distribution among the 
five UNAIDS NGO Delegation regions: Africa, Asia and 
the Pacific, Europe, Latin America and the Caribbean, 
and North America. Overall, 60% of the respondents were 
males, 36% females, and 4% transgender. The questions 
dealing with workplace discrimination focused on job loss, 
forced HIV status disclosure for employment purposes, and 
exclusion in the workplace. 

Data sources 2 and 3: The PLHIV Stigma Index for 
Kenya and Zambia
In this article we report on the responses to questions on 
employment discrimination in this data source for Kenya 
and Zambia (see National Empowerment Network of 
People Living with HIV/AIDS in Kenya [NEPHAK] (2010); 
Network of Zambian People Living with HIV/AIDS [NZP+], 
2010). These were part of larger country surveys using the 
PLHIV Stigma Index. The questions focused on denial of 
employment and job termination, denial of promotions or 
employment opportunities, decisions to disclose one’s HIV 
status to people in the workplace, and the reactions of 
employers and co-workers to the disclosure of one’s HIV 
status. 

The PLHIV Stigma Index is a joint initiative by four global 
founding partners working together since 2004: the Global 
Network of People Living with HIV/AIDS (GNP+), the 
International Community of Women Living with HIV/AIDS 
(ICW), the International Planned Parenthood Federation 
(IPPF), and the Joint United Nations Programme on HIV/
AIDS (UNAIDS). Country-level implementation is carried out 
by a national organisation of PLHIV who work in partner-
ship with a research institution, local United Nations agency, 
other civil society partners and/or government institutions.

In Kenya, the PLHIV Stigma Index research was 
managed by the National Empowerment Network of People 
with HIV/AIDS in Kenya (NEPHAK). A total of 1 086 PLHIV 
were interviewed between December 2009 and March 2010 
from four regions (Nairobi, Rift Valley, Coast, and Nyanza) 
(Mwaniki & National Empowerment Network of People 
Living with HIV/AIDS in Kenya [NEPHAK], 2010). The 
regions were purposively selected because of their high HIV 
prevalence and to represent the variety of socioeconomic 
and cultural settings across Kenya. The respondents were 
randomly selected from support groups in each of these 
regions. Women, who are approximately 59% of PLHIV 
in Kenya, comprised 68% of the sample (for the percent-
ages of men and women living with HIV in Kenya, see 
UNAIDS/WHO Working Group on Global HIV/AIDS and STI 
Surveillance, 2008a). The vast majority of the respondents 
(85%) were in the age group 20–50 years — prime ages for 
employment. 

In Zambia, the Network of Zambian People Living with 
HIV/AIDS (NZP+) managed the PLHIV Stigma Index. A 
total of 854 people living with HIV were interviewed from 
November 2009 to January 2010: 527 from the urban district 
of Lusaka and 327 from the rural district of Mkushi (Network 
of Zambian People Living with HIV/AIDS [NZP+], 2010). 
The study managers used random sampling techniques to 
select respondents from health-facility lists and queues of 
antiretroviral treatment (ART) clinic patients, with the discre-
tion to select additional people to provide a gender balance. 
Women comprised 57% of the sample, similar to the 
proportion among all PLHIV in Zambia (see UNAIDS/WHO 
Working Group on Global HIV/AIDS and STI Surveillance, 
2008b, for the percentages of men and women living with 
HIV in Zambia). Most of the respondents (86% in Lusaka 
and 89% in Mkushi) were within the prime employment age 
group of 20–50 years.

Findings and discussion 

In this section, we first take a global view, reporting results 
for the following five UNAIDS NGO Delegation regions: 
Africa; Asia and the Pacific; Europe; Latin America and 
the Caribbean; and North America. Next, we explore more 
closely the survey results for each of the African subregions, 
as well as the country-specific findings from Kenya and 
Zambia. Finally, we look specifically at employees’ experi-
ence of stigma and discrimination in the workplace as 
well as their experience of support from employers and 
co-workers, as reported by PLHIV in Kenya and Zambia. 

In the findings that follow, care should be taken when 
interpreting findings from regions with high versus low HIV 
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prevalence since the contexts for PLHIV and employers 
may be quite different. For instance, a lower level of 
job terminations in a particular region might signify the 
existence of strong legal protections for those who are HIV 
seropositive. However, in high-HIV-prevalence regions, this 
equally might signify a situation where so many employees 
are HIV-positive that termination is not an option (e.g. 
where one in every four people is living with HIV, employers 
would theoretically find themselves dismissing an impracti-
cally large number of employees), but it does not mean that 
discrimination in the setting is absent. In addition, respond-
ents from different regions may display greater awareness 
of or sensitisation to HIV-related stigma and discrimination 
— perhaps due to a few high-profile cases or very active 
and organised civil society groups, rather than because of 
the actual number of occurrences of stigma or employment 
discrimination. As such, the responses should be interpreted 
as the extent to which the respondents recognised the 
existence of forms of stigma and discrimination as a reality 
for themselves or for members of groups with which they 
work. Also, large differences in the levels of stigma experi-
enced and the legal protections available may exist for 
respondents from different countries in the same subregion, 
and these differences may be masked in subregional 
analyses. 

In the sections that follow, the findings (see Box 1) are 
organised by the research questions. The first two research 
questions are addressed jointly, as they are interconnected. 

What are the extent and manifestations of HIV-related 
stigma and discrimination in the workplace?
Finding 1: Employment discrimination based on HIV status 
is pervasive in every region of the world and it includes 
forced disclosure of serostatus, exclusion in the workplace, 
and job termination.
The UNAIDS PCB NGO Delegation Consultation on stigma 
and discrimination put forward several questions about 
employment discrimination by addressing three different 
points along an employment continuum, from recruitment 
to termination. The first question asked whether individ-
uals are forced to disclose their HIV status for employ-
ment purposes. Depending on how they are implemented, 
forced disclosure policies can have two outcomes: 1) at the 
recruitment stage, these policies bar those already living 
with HIV from obtaining employment; 2) at the retention 
stage, these policies lead to the termination of those who 
test HIV-positive during the course of their employment. 
The second question asked whether employees who are 

known to be HIV-positive face exclusion in the workplace. 
The third question asked whether employees who are 
found to be HIV-positive are terminated due to their 
serostatus. 

Figure 1 illustrates the percentage of respondents 
who selected each of three specific forms of employment 
discrimination mentioned in the survey. The responses 
ranged from nearly one in five (19%) expressing that people 
experience forced disclosure of their HIV status for employ-
ment, to almost half (45%) indicating that people experience 
loss of employment due to their HIV status.

The same pattern was evident when the responses were 
analysed by region (Figure 2). Approximately one in five 
people in every region included in the survey indicated the 
existence of forced disclosure for employment purposes: 
with up to 50% of respondents to a survey indicating that 
they or people they work with face workplace exclusion and 
employment loss because of their HIV status.

Finding 2: Employment discrimination based on HIV status, 
particularly exclusion in the workplace and job termination, 
was reported in all the African subregions surveyed.
As the history, timing and impact of the HIV sub-epidemics 
vary across the continent, we examined the responses by 
the following four subregions: East Africa, Southern Africa, 
West and Central Africa, and North Africa. As shown in 
Figure 2, the African respondents reported workplace 
HIV-related stigma and discrimination in proportions that 
were smaller than most other world regions, but were 
generally similar overall. While the findings indicate that 
workplace stigma and discrimination based on HIV status is 
a problem across the continent even when the numbers are 
disaggregated, the percentages of respondents indicating 
that particular forms of HIV stigma or employment discrimi-
nation is a problem varied by African subregion (Figure 3). 
Note that this does not indicate the frequency or rate at 
which employment discrimination occurs. Rather, it provides 
a picture of the extent to which PLHIV and other members 
of civil society responding to the survey indicated that they 
(or communities they work with) experience employment 
discrimination due to HIV status. 

There was wide variation in the responses to the question 
about forced disclosure, with those in West and Central 
Africa and East Africa more likely to report its existence. 
Large portions (28–43%) across the subregions reported 
exclusion in the workplace (Figure 3). When asked whether 
they or the communities they work with faced loss of employ-
ment because of an HIV-positive status, the respondents in 

Box 1: Summary of the findings derived from the three data sources

Finding 1 — Employment discrimination based on HIV status was found to be pervasive in every global region; this discrimination includes 
forced disclosure of HIV serostatus, exclusion in the workplace and job termination.
Finding 2 — Employment discrimination based on HIV status, particularly exclusion in the workplace and job termination, was reported from 
all African subregions surveyed.
Finding 3 — PLHIV in Kenya and Zambia reported significant barriers to employment, including discrimination in hiring, loss of promotions 
and job termination, because of their HIV status.
Finding 4 — Wide variances in the Kenyan and Zambian data sets were found regarding the percentages of HIV-positive employees who 
disclosed their serostatus to people in the workplace and in the levels of support versus discrimination that they experienced after disclosure.
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three of the African regions answered similarly (see Figure 
3) — however, a much higher proportion of the respond-
ents in East Africa (56%) reported employment loss as a 
problem. Indeed, across all three questions regarding 
employment discrimination at different points in the employ-
ment continuum, strikingly large proportions of the East 
African respondents indicated that workplace discrimination 
due to HIV status was experienced individually or by the 
communities with which they work.

The latter finding might indicate that greater employ-
ment discrimination based on HIV status is occurring in 
East Africa, as compared to the other three subregions. 
Alternatively, the respondents from East Africa might 
have been particularly sensitised to that problem, or else 
the respondents in other subregions might have lacked 
awareness of the extent of employment discrimination 
based on HIV status in their locations. In addition, the 
employment rates in each of the subregions would have 
influenced the responses. Nonetheless, these figures 

indicate widespread agreement by PLHIV and those 
who work with HIV-affected communities in all African 
subregions that the workplace is a site where HIV-related 
stigma and discrimination persist. 

Finding 3: PLHIV in Kenya and Zambia reported significant 
barriers to employment, including discrimination in hiring, 
loss of promotions, and job termination because of HIV 
status.
Eighty-five percent or more of the respondents in each 
country were of prime employment age. However, relatively 
few respondents were formally employed, with only 21–27% 
working either fulltime or part-time for an employer, and an 
additional 12–19% working fulltime for themselves. The 
remaining 56–68% were either unemployed or had casual 
or part-time employment (Table 1).

The high numbers of unemployed or irregularly employed 
PLHIV in these two survey samples does not necessarily 
indicate the existence of employment discrimination, since 

Figure 1: Global survey findings of the UNAIDS PCB NGO Delegation regarding employment discrimination based on HIV status; percentage 
of civil society respondents who indicated that they, or groups they work with, experience this kind of discrimination
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Figure 2: Regional findings of the UNAIDS PCB NGO Delegation regarding employment discrimination based on HIV status; percentage 
who indicated that they, or groups they work with, experience this kind of discrimination 
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illness or personal choice could cause these individuals to 
exit the workforce. However, when asked whether they had 
been denied employment or a work opportunity in the last 
12 months, high percentages of the unemployed or irregu-
larly employed (24–36%) indicated that discrimination 
rather than illness or choice was responsible for their lack of 
employment (Figure 4).

Further evidence of employment discrimination comes 
from reports of job termination based on HIV status. 
Approximately 40% of the PLHIV in both the Kenya and 
Zambia samples reported that they had lost a job in the last 
months (for any reason). Of those, 71% of the Kenyan and 
55% of the Zambian respondents indicated that their job 
termination was either entirely because of their HIV status or 
because of their HIV status and some other reason (Figure 
5). 

When those who had been terminated were asked to 
give a reason why this had happened, approximately 
one-quarter of the respondents in each country answered 

that it was due to HIV-related discrimination by either their 
employer or co-workers, and similar proportions indicated 
that it was because of ill health. In total, more than 60% of 
the respondents in each country answered that the job loss 
was from HIV-related discrimination, either in whole or in 
part (see Figure 6).

In addition to job loss, approximately one-in-four respond-
ents in both countries reported that they had been denied 
promotions or had their job responsibilities changed 
because of their HIV status. The respondents (particularly 
in Kenya) indicated that this occurred, in whole or in part, 
primarily due to ill health. However, substantial numbers of 
the respondents in both countries reported that discrimi-
nation by an employer or co-worker was responsible (see 
Figure 7). These findings call for attention by employers and 
legal authorities in Kenya and Zambia to address potential 
patterns of HIV-related discrimination in job recruitment, 
hiring, promotion and termination. 

Figure 3: African subregional findings of the UNAIDS PCB NGO Delegation for employment discrimination based on HIV status; percentage 
who indicated that they, or groups they work with, experience this kind of discrimination
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Figure 4: Percentages who reported they were refused a work opportunity in the last 12 months because of their HIV status; derived from 
the 2010 PLHIV Stigma Index, unpublished data sets for Kenya and Zambia 
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Willingness to disclose and the reactions of employers 
and co-workers

Finding 4: Wide variances were found in the percentages 
of HIV-positive employees who had disclosed their HIV 
serostatus in the workplace and in the level of support 
versus discrimination they experienced after disclosure.
When the fulltime and part-time employees in the Kenya 
and Zambia samples were asked whether they, or someone 
else, had disclosed their HIV-positive status to their 
employers or their co-workers, the responses were closely 
split between those who had disclosed and those whose 
employers and co-workers did not know their HIV-positive 
status. In Zambia, 57% of the HIV-positive employees in 
the sample had disclosed to their employers and 43% had 
disclosed to co-workers, while 39% and 36% of the Kenyan 
employees had disclosed to employers and co-workers, 
respectively (Figures 8 and 9).

Underscoring concerns about confidentiality for PLHIV, a 
troubling finding from the surveys in both countries is the 
number who indicated that their HIV-positive status had 
been disclosed to their employer without their consent: 
5% in Zambia and 10% in Kenya (Figure 8). In addition, 
13–15% of the respondents in each country reported that 
their HIV status had been disclosed to co-workers without 
their consent (see Figure 9). 

The reported response from employers and co-workers 
after disclosure varied extensively in terms of the level of 
support offered to the HIV-positive employees. Overall, the 
respondents (especially in Zambia) described employers 
as being more supportive than co-workers. Encouragingly, 
most of the employees in both samples had experienced 
their employers and their co-workers as supportive or 
very supportive after disclosure. This is a critical piece 
of information in the realm of stigma research, where the 
focus has largely been on identifying mistreatment rather 

Figure 5: Reasons for job termination reported by people living with HIV; derived from the 2010 PLHIV Stigma Index, unpublished data sets 
for Kenya and Zambia
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Figure 6: Reported reasons for HIV-related job termination; derived from the 2010 PLHIV Stigma Index, unpublished data sets for Kenya and 
Zambia

24%
26%

38%

12%

28%
26%

33%

13%

Because of
discrimination by your
employer or coworker

Because you felt
obliged to stop

working because of
poor health

Combination of
discrimination and

poor health

Another reason

Kenya

Zambia

n = 207

n = 121



Sprague, Simon and Sprague318

than support. However, more troubling is the finding that 
many employees (11–19%) said they had experienced the 
reactions of employers and/or co-workers as ‘discriminatory 
or very discriminatory’ (Figures 10 and 11).

Recommendations

While some employers have certainly created workplaces 
that provide support and employment protection for 
employees living with HIV, it is clear from the survey findings 
reviewed here that far too many individuals in Africa work 
in environments with the types of discriminatory practices 
named in these three surveys (i.e. forced disclosure for 
employment, and exclusion in the workplace or job loss 
following disclosure). The negative effects of HIV stigma on 
mental health are well-documented (e.g. Markowitz, 1998; 

Wright, Gronfein & Owens, 2000; Uys, 2003; Mills, 2006; 
Freeman, Nkomo, Kafaar & Kelly, 2007; Kelly, Freeman, 
Nkomo & Ntlabati, 2009). Apart from contravening the law, 
poor workplace treatment of PLHIV sends a message to 
other employees about how they can expect to be treated 
should they ever test HIV-positive or be perceived as being 
HIV-positive — countering broader public health messages 
urging the uptake of HIV-testing and treatment services.

If the workplace is a key location for HIV-related stigma 
and discrimination, then it follows that it is a crucial setting 
for addressing such stigma and discrimination. What, then, 
can employers and managers do to de-stigmatise HIV and 
practice non-discrimination in the world of work, particularly 
in Africa? 

The employment continuum (Figure 12) is a simple way 
of mapping points along an employee’s journey through the 

Figure 7: Reported reasons for job-description changes or refusals of promotions; the wording of the question was ‘In the last 12 months, 
how often has your job description or the nature of your work changed, or have you been refused promotion, as a result of your HIV status? If 
so, did this happen...?’; derived from the 2010 PLHIV Stigma Index, unpublished data sets for Kenya and Zambia 
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Figure 8: Frequency of respondents’ HIV-status disclosure to employers; derived from the 2010 PLHIV Stigma Index, unpublished data sets 
for Kenya and Zambia 
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employment process. The findings described in this article 
illustrate that HIV-related discrimination occurs at all stages 
in the employment continuum. Similarly, the HIV stigma that 
precedes employment discrimination is present throughout 
the continuum. Addressing HIV stigma via education and 
sensitisation before it leads to discrimination can assist in 
ensuring individuals the full protection of their legal rights 
at all stages of employment. At every stage of working life, 
from job recruitment to departure, awareness and attention 
to the needs of PLHIV can promote an environment that 
is conducive to protecting human and civil rights while 
promoting the holistic health and productivity of employees. 

The employment continuum also offers a framework for 
thinking about the multiple opportunities and stages, from 
pre- to post-employment, for attending to and addressing 
HIV-related stigma and discrimination as linked processes. 
Specific recommendations based on the findings are 
described for each stage of the employment continuum. 
These recommendations focus on responding to HIV in the 

workplace but could apply to other chronic illnesses more 
broadly, including tuberculosis and diabetes.

Job recruitment and hiring
The recruitment and hiring stage for the employer is 
the pre-employment stage for the individual job-seeker. 
Practices concerning discrimination in hiring and forced 
disclosure for employment fall under this point of entry in 
the continuum. 

Recommendation 1: Ensure equal opportunity for PLHIV in 
hiring and promotions, including by ending mandatory HIV 
testing. 
The large percentage of the respondents in Kenya and 
Zambia who were unemployed or underemployed at the 
time of the survey highlights the need to ensure that HIV 
status is not a barrier to obtaining a job:
1) The burden of identifying and challenging HIV-related 

discrimination in hiring (either through legal channels 

Figure 10: Reported employer responses to an employee’s disclosure of an HIV-positive status; derived from the 2010 PLHIV Stigma Index, 
unpublished data sets for Kenya and Zambia
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Figure 9: Frequency of respondents’ HIV-status disclosure to co-workers; derived from the 2010 PLHIV Stigma Index, unpublished data sets 
for Kenya and Zambia
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or dispute resolution) must be a public responsibility, 
shared among state actors, civil society and employers. 
Individual job-seekers are rarely in a position to know 
whether employment discrimination due to HIV status 
has occurred; therefore, processes to protect against 
hiring discrimination cannot rely on individual complaints. 
Current processes exist for identifying employment 
discrimination, such as audit tests comparing outcomes 
for job applicants with matching qualifications, but with 
differences in gender, age or race, who have sought the 
same employment position (see Pager, 2007). These 
processes should be evaluated for their usefulness for 
detecting workplace discrimination related to HIV status.

2) Strong antidiscrimination legislation and policies are 
necessary and must be openly communicated and 
strongly enforced. Where they exist, strong legal protec-
tion and recourse should be made known to employees 
as part of their job induction. For example, employees 
may have recourse to dispute resolution bodies, such 

as the Commission for Conciliation, Mediation and 
Arbitration (CCMA) in South Africa. Where such bodies 
do not exist or are inadequate, governments and civil 
society must do more to protect employees. 

Many of the respondents from two African subregions — 
East Africa and Central and West Africa — reported that 
they, or members of groups with which they worked, had 
faced forced disclosure in the course of seeking employment. 
Employees’ right to privacy concerning their health must be 
supported. Guarantees of confidentiality and non-discrimina-
tion (and appropriate recourse when this is breached) need 
to be available for those who decide to disclose. 

In addition, forced disclosure of one’s HIV status is quite 
closely linked with forced or coerced HIV testing. Mandatory 
HIV testing violates the fundamental right to bodily integrity 
and it contravenes the International Labour Organization’s 
(ILO) recommendations on HIV and AIDS in the world of 
work, which states: “HIV testing or other forms of screening 
for HIV should not be required of workers, including migrant 
workers, jobseekers and job applicants” (ILO/AIDS, 2010, p. 
7). Similarly, the laws of many countries stipulate that HIV 
testing for purposes of employment is illegal. The burden of 
ensuring that organisations do not contravene the law falls 
on the shoulders of employers. 

Job training and development
The training and development stage covers the entire 
duration that an individual is employed. All forms of 
HIV-related stigma and discrimination that occur within the 
workplace fall within the purview of this point of entry in 
the employment continuum. A non-exhaustive list of these 
is: exclusion in the workplace, loss of promotion, risk of 
termination, and violations of confidentiality. In addition, 
employees’ decisions about disclosure and employers’ and 
co-workers’ reactions to HIV-status disclosures are part 
of this stage. Finally, this stage of the continuum includes 
government and employer programmes, processes, and 

Figure 12: The employment continuum devised by the authors
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Figure 11: Reported co-worker responses to an employee’s disclosure of an HIV-positive status; derived from the 2010 PLHIV Stigma Index, 
unpublished data sets for Kenya and Zambia 
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policies to create an enabling environment for employees’ 
health and wellbeing as well as a setting that allows for and 
responds to discrimination claims. 

Recommendation 2: Evaluate workplace practices and 
norms for differential or hostile treatment towards PLHIV, 
and implement workplace HIV/AIDS programmes to 
eliminate stigma and discrimination. 
The pervasiveness of HIV-related stigma and discrimination 
in the workplace demonstrates the need for all employers 
to evaluate their workplace practices and norms — even 
those employers with HIV/AIDS programmes already in 
place. We strongly recommend that these evaluations use 
language that invites communication and feedback between 
managers, employers, and those living with or affected 
by HIV. To obtain feedback, mechanisms to protect the 
anonymity of respondents need to be established.

In terms of best practices, participatory education in the 
workplace has been evaluated as an effective way to reduce 
HIV-related stigma and discrimination (UNAIDS, 1999). 
As workplace environments are shaped by the attitudes 
and behaviours of both those in leadership positions and 
by one’s fellow employees, anti-HIV-stigma training and 
HIV/AIDS education should be designed for employers, 
managers and employees alike, focusing on:
• dialogue, interaction, discussion and critical thinking 

related to cultural taboos, including violence, gender 
inequality, and sexuality; 

• national protective legislation concerning PLHIV and its 
reflection in company policies;

• the negative effects of HIV-related stigma and discrimi-
nation on HIV prevention, treatment, care and support;

• training for those in positions of leadership and 
management on: the rights and needs of HIV-positive 
employees; the enforcement of relevant protective 
policies in the workplace; and, how to create supportive 
environments for employees to take medications, attend 
medical appointments, or provide needed support and 
care for family members with HIV. Sensitising those 
in positions of leadership to the needs of employees, 
especially within key HIV-affected populations, is critical 
(Piot & Coll Seck, 2001; UNAIDS, 2007). 

Recommendation 3: Establish a workplace environment in 
which mistreatment based on HIV status is not tolerated, 
with mechanisms to confidentially resolve complaints.
Reports by the respondents that job termination due 
to HIV status, as well as workplace exclusion and loss 
of promotions or other opportunities, continue to exist 
throughout Africa demonstrates that strong legal protec-
tions are required but that these protections alone may be 
inadequate. We propose: 
1) Antidiscrimination laws and workplace policies must 

be widely communicated, with the understanding that 
everyone needs this information: many PLHIV have not 
disclosed and people who do not know their HIV status 
need to understand their responsibilities towards those 
living with HIV. 

2) Accessible conflict-resolution processes within which 
people can safely seek redress if they believe their rights 

have been violated. Strict confidentiality requirements 
must be enforced for all individuals involved in these 
processes. 

Recommendation 4: Communicate and strongly enforce 
legal and workplace confidentiality policies.
The findings of the Kenya and Zambia surveys demonstrate 
that disclosure of another person’s HIV status without his or 
her consent occurs with some frequency in the workplace. 
Given the level of risk that individuals can face should their 
HIV status be known (including job loss and other forms of 
employment discrimination documented here), the establish-
ment, communication, and strong enforcement of confidenti-
ality protections must be a priority.

Recommendation 5: Establish support groups in the world 
of work. 
The findings show large variances in the percentages of 
HIV-positive employees who disclose their HIV serostatus in 
the workplace and in the level of support versus discrimina-
tion after disclosure. Research indicates that having psycho-
logical and social support groups available, whether in the 
workplace or in a confidential setting outside of work, across 
different country contexts and settings, may decrease 
self-stigmatisation while boosting confidence and capacity to 
deal with potential HIV stigma (Fife & Wright, 2000; Wright et 
al., 2000; Kalichman, Simbayi, Jooste, Toefy, Cain, Cherry & 
Kagee, 2005). Findings from the Kenya and Zambia surveys 
reveal a strong correlation between belonging to a HIV/
AIDS support network and willingness to take action against 
people who discriminate against employees with HIV — with 
75% in Kenya and 71% in Zambia of those who belonged to 
a network of PLHIV indicating that they had confronted or 
educated someone who stigmatised or discriminated against 
them in the last year. By contrast, 74% in Kenya and 64% 
in Zambia of those who did not belong to such a network 
indicated that they had not taken such action. Consequently, 
one recommendation emanating from PLHIV in Kenya is 
for more social support and workplace HIV/AIDS support 
groups, where possible (Mwaniki & National Empowerment 
Network of People Living with HIV/AIDS in Kenya, 2010). 

‘Departure’ from the workplace
The departure stage includes how an employee separates 
from the organisation, be it voluntarily or involuntarily. 
When employees living with HIV are involved, this stage 
can include particular concerns such as the potential for job 
loss due to discrimination or ill health, and transitioning from 
employer-provided healthcare systems into other venues 
for continued care. How this stage is handled can affect 
the individual’s future work prospects as well as personal 
wellbeing.

Recommendation 6: Critically examine job-termination 
procedures to rule out the possibility of discrimination, allow 
for review, and support the continuation of care for PLHIV.
The large proportion of African organisations and PLHIV 
in these samples who reported that they, or members of 
groups with which they work, faced termination of employ-
ment because of HIV status indicates the need for vigorous 
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enforcement of antidiscrimination laws by governments and 
for extra attention to job terminations enacted by employers 
to ensure they are not rooted in bias or animosity. In 
addition, employers and governments need to work 
together to ensure that PLHIV who lose their jobs are able 
to maintain their treatment and care without interruption.

As discussed in recommendations 1 and 3, creating 
mechanisms for dispute resolution and support to individ-
uals to apply existing legal protections are critical at all 
stages of the employment continuum. Ideally, employers will 
endeavour to address HIV stigma before it leads to its legal 
manifestation — unfair employment discrimination. 

Future research

While the focus on the experiences of PLHIV is fundamental 
to our analysis here, we see this research and findings 
as a step towards enhanced understanding of workplace 
HIV-related stigma and discrimination which includes the 
perspectives of all stakeholders. Additional research is 
needed in the areas described below. 

Intersecting stigma and self-stigma 
Investigation of the notion of ‘layered’ (meaning intersecting 
or overlapping types of) stigma and self-stigmatisation, 
including programmes and interventions to address and 
measure intersecting stigma processes in the workplace. 
Layered stigma can include race, gender and ethnicity, for 
example (see PCB NGO Representatives, 2010b). 

Measures and tools to monitor changes in levels of 
stigma and discrimination, including at the national and 
programme levels 
While measures and tools to monitor HIV stigma have been 
developed over the last few years, there is little standardi-
sation in their use, with inadequate measures to track and 
monitor changes in levels of stigma and discrimination, 
over time, at the country level or the level of the workplace 
(see also PCB NGO Representatives, 2010b, pp. 14–15). 
Indeed, one recommendation to the UNAIDS board from 
the NGO Delegation Consultation was the improvement 
of tools to measure and monitor stigma. Such a resource 
at the national level would support employers, govern-
ments, civil society organisations and other stakeholders in 
addressing and diminishing HIV stigma. Such a resource 
at the programme level would allow employers to monitor, 
track and make adjustments to improve HIV/AIDS policies 
and programmes. Studies by academics and global 
research collaborations, like those reported in this article, 
provide valuable information, yet require reliable funding 
streams for follow-up studies to measure changes over time. 
Return on investment in such programming is only possible 
if employers make funding and other resources available to 
support the monitoring and evaluation of existing and new 
programmes to ensure their continuing effectiveness. 

Employer perceptions and HIV 
Further research is needed to understand how the experi-
ences, attitudes, and fears of employers and co-workers 
impact individuals living with HIV (and alternatively how 

these might support or diminish the quality of life and 
wellbeing of PLHIV), and what can be done to address this 
phenomenon.

Cost-effectiveness of programmes to reduce stigma 
and discrimination
Evidence is emerging of the impact of programmes to 
reduce HIV-related stigma and discrimination. For instance, 
using cost-benefit analysis, the PCB NGO Representatives 
(2010b) estimated that up to 55% of the cases of vertical 
HIV transmission (from parent to child) may be rooted 
in stigma and discrimination in some settings: with the 
possibility of reducing up to one-third of new cases of HIV 
infections in infants through stigma/discrimination-reduction 
programmes. Additional cost-effectiveness studies of those 
models located in the world of work are needed. 

Conclusions

Stigma and discrimination undermine HIV-prevention 
efforts by rendering individuals fearful of seeking informa-
tion or medical care; they may prevent individuals from 
adopting safer practices, including use of condoms, infant 
formula or sterilised needles, because of concern regarding 
HIV-status disclosure. Stigma and discrimination can 
discourage people from disclosure, and thus preclude the 
support and psychological health effects that can follow 
from disclosure (Gielen, O’Campo, Faden & Eke, 1997; 
Catalan, 1999; Baingana, Thomas & Comblain, 2005). HIV 
stigma and employment discrimination can also undermine 
adherence to treatment — forcing individuals to take their 
medication in secret — making compliance more difficult 
and increasing the risk of drug resistance. Because employ-
ment can be fundamental to an individual’s survival and the 
wellbeing of an entire family, stigma and discrimination in 
the workplace can have effects that are felt far beyond the 
actual work location. Workplace stigma and discrimination 
directed against PLHIV may undermine individuals’ access 
to HIV prevention, treatment, care and support services, 
thus hindering our ability to meet health and development 
goals, including national HIV/AIDS strategic plans and the 
Millennium Development Goals (see United Nations, 2010). 

The workplace serves as an important location of 
economic activity, on which individuals depend for social 
and individual development, and often for their very 
survival (Sprague & Dickinson, 2008). In sub-Saharan 
Africa, companies (particularly large firms) have been 
at the forefront of HIV/AIDS responses (The Economist, 
2004). They have long recognised the role they can play in 
supporting the physical health of employees. South African 
mining companies, for example, initiated antiretroviral 
therapy before it was made available in the public health-
care system (even against a background of AIDS denialism 
and failure to treat those living with HIV due to concerns 
over affordability by the state). Because employment is 
linked so closely to the wellbeing of individuals, their families 
and communities, the effects of discrimination on PLHIV 
reverberate in incalculable ways. However, when employers 
send a strong and clear message that all employees will 
receive fair treatment, confidentiality, and equal protections 
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throughout the various stages of job recruitment and 
retention — no matter their HIV status — employees can 
then access HIV prevention and testing services freely, with 
the knowledge that their jobs will be protected, whatever 
the outcome. At the same time, people living with HIV can 
confidently access treatment and engage in self-care (such 
as taking medications on schedule even in the middle of 
their workday).

The surveys reported in this article were designed 
to gather the perspectives of PLHIV and HIV-affected 
members of civil society on issues of HIV stigma and 
employment discrimination. The aim of this study has been 
to contribute to efforts to respond effectively to the HIV 
epidemic within the world of work, especially within the 
African continent, with a view to scaling up HIV prevention, 
treatment, care and support programmes, and to enhance 
the understanding of researchers, employers and other 
stakeholders concerning the ways in which HIV-related 
stigma and discrimination persist in the world of work. 

The potential positive consequences of strong workplace 
policies and supportive working environments are manifold: 
access to employment, access to healthcare, access to HIV 
treatment, care and support, and access to skills develop-
ment. Strong workplace policies fundamentally support the 
human rights and individual dignity of all people and help 
mitigate the underlying vulnerabilities that perpetuate the 
spread of HIV. 
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