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Worksite HIV testing in Côte d’Ivoire: 

from medical power to social control 

Anne Bekelyncka,b 

Abstract 

The literature about workplace health initiatives generally stresses the mutual benefits of these programmes for employers 

and employees. This is also the case for HIV Counselling and Testing (HCT) workplace initiatives in sub-Saharan Africa. This 

article aims to critically analyse the worksite as a beneficial HIV testing place, questioning if the workplace – as a place 

characterized by its authority and dependency relationships – enables employees to freely consent to and participate in 

HIV testing. It questions which types of power occur in health worksite programmes in Sub-Saharan Africa, examining dis-

ciplinary power, pastoral power and managerial/neoliberal power. This study is based on a qualitative survey conducted over 

a period of 12 months (between November 2011 and May 2013) among 30 large private companies in Côte d'Ivoire (HIV 

prevalence 3.2% in 2015). This article argues that private companies still represent a constraining “apparatus,” which ena-

bles the use of disciplinary and pastoral power, specifically by medical staff upon low skilled employees. However, worksite 

HCT programmes can also give the employees (generally more skilled) the opportunity to increase the « techniques of the 

self » with regard to their own health via the normalization of HIV testing and the pressure of their colleagues’ social control. 

The example of the HIV/AIDS workplace programmes in Côte d’Ivoire illustrates the deep ambivalence of workplace health 

programmes, between public health opportunities and human rights risks. 

 

 

 

INTRODUCTION 

In 2001, the International Labour Office (ILO) 

made the following recommendation:  

“Testing for HIV should not be carried out 

at the workplace except as specified in this 

code1. It is unnecessary and imperils the 

human rights and dignity of workers: test 

results may be revealed and misused, and 

the informed consent of workers may not 

always be fully free or based on an appreci-

ation of all the facts and implications of 

testing” (ILO 2001, 14).  

Indeed, during the 1990s, private companies based 

in Sub-Saharan Africa usually tested their employ-

ees for HIV – for discriminatory purposes – 

without their knowledge or consent (Aventin 

1997; London and Myers 1996). At a time when 

antiretroviral (ARV) treatment did not exist, and 

when a diagnosis of HIV was directly linked to im-

minent death, some firms sought to save on the 

                                                                        
a PAC-CI, Côte d’Ivoire. 
b Centre Population & Développement (Ceped), Université Paris Descartes, IRD, France. 
1 Namely, under 1) epidemiological studies, 2) voluntary testing (which should then be carried out "by community health 
services and not at work") or after occupational exposure. 

costs related to the disease (absenteeism, 

healthcare expenses, weak productivity, funerals, 

turn over, etc.).  

Twelve years on, in 2013, the ILO and UNAIDS 

launched the programme known as “VCT@work” 

(“Voluntary Counselling and Testing at work”), 

with the goal of testing five million of the world’s 

workers by 2015. Regarding this agenda, Michel 

Sidibé, Executive Director of UNAIDS, stated,  

“If workplaces embrace this new initiative, 

it could signify one of the most important 

advances we’ve seen in expanding access to 

HIV testing within a healthy, enabling en-

vironment and linking to on-going support 

including treatment”.  

In one decade, the perspectives of international 

organizations, researchers and stakeholders re-

garding worksite HCT changed radically. While 

until the early 2000s, the worksite was perceived 
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as a dangerous testing place because of the possible 

human rights abuses of the employer, over the 

course of the 2000s, it became a privileged place to 

implement HCT programmes (Bhagwanjee et al. 

2008; Gavin George and Quinlan 2009; Arimoto 

et al. 2013; Weihs and Meyer-Weitz 2014). This 

turnaround can be partially explained by the ex-

pansion of ARV availability in sub-Saharan Africa 

and the proactive engagement of private corpora-

tions – such as the Compagnie Ivoirienne d’Électricité 

(CIE) in Côte d’Ivoire, the Anglo American Cor-

poration, Debswana, Heineken or Lafarge in Sub-

Saharan Africa – to provide worksite prevention 

and treatment services (Rosen et al. 2007). How-

ever, the turnaround also reveals the deep 

ambivalence of workplace health programmes, 

between public health opportunities and human 

rights risks.  

The biomedical and economic health literature 

concerning workplaces in both the North and 

South generally outlines the mutual benefits of 

workplace health programmes, which are said to 

enhance the company’s productivity and profita-

bility, to improve the health of employees and to 

strengthen public health (Coates et al. 2007; Hart-

well et al. 1996; Rosen et al. 2003). However, the 

critical literature cites several problems: the risks 

of the breach of confidentiality, the abuse of au-

thority and companies pressuring employees, the 

issues of control, surveillance and intrusion into 

private life (Allender, Colquhoun et Kelly, 2006) 

and the differential treatment between qualified 

and unqualified employees (Daykin, 1998) 

The critical studies that examine issues about 

worksite health programmes in sub-Saharan Af-

rica are limited; this research field is dominated by 

biomedical literature, leaving very little room for 

other sciences. Yet, this regional context is spe-

cific. Private companies still maintain the strong 

paternalistic features they developed in colonial 

and postcolonial times to balance weak public pol-

itics. Moreover, the development of Corporate 

Social Responsibility (CSR) and Corporate Citi-

zenship (CC) in the late 1990s increasingly 

constrained multinational firms, requiring them 

to implement programmes with clear social and 

societal benefits (Jacquemot 2015) in order to re-

establish their legitimacy (Hommel 2006). Finally, 

the epidemic context of HIV/AIDS has led to ex-

ceptional responses, with the full and active 

participation of civil society, the business commu-

nity and the private sector in addition to the 

government (United Nations 2001).     

 

The object of this article is to analyse – using the 

example of HIV testing – the issues related to 

workplace health programmes in Sub-Saharan 

Africa, focusing particularly on power relation-

ships. It aims to critically analyse the worksite as a 

beneficial HIV testing place, questioning whether 

the workplace – a place characterized by its au-

thority and dependency relationships – enables 

employees to freely consent to and participate in 

HIV testing. To this end, I will rely on the power-

related concepts of disciplinary power, pastoral 

power and managerial or neoliberal power developed 

by Michel Foucault. Disciplinary power is based on 

coercion techniques, where individuals are con-

strained in a docility-utility relationship with the 

authority in order to develop their capacities and 

strengthen their performance. The concept of pas-

toral power introduces a moral dimension : derived 

from a religious and Christian perspective, it bears 

close resemblance to the concept of “paternalism”, 

which assumes the legitimacy of a public or pri-

vate actor to make decisions on behalf of an 

individual in the name of his own good. The com-

pany will take over and manage the entire life of 

its workforce in exchange for their unconditional 

obedience (Foucault 1975, 139; Revel 2007, 35). 

Lastly, managerial or neoliberal power, or “govern-

mentality,” introduces a qualitative leap. This 

“governmentality” refers to the internalization of 

norms, in which (social) control substitutes for 

discipline. The individual takes an active role in 

his own government (Le Texier 2012), acquiring 

“techniques of the self” (Foucault 1992). This type 

of management, conducive to the growth of hu-

man capital, is behind the advent of capitalism and 

capitalistic firms (Foucault 2004). We therefore 

ask, in the health worksite programmes of Sub-

Saharan Africa, which types of power occur?  
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METHODS 

This study is based on a survey conducted over a 

period of 12 months (three field missions carried 

out between November 2011 and May 2013) in 

Côte d’Ivoire, where the mobilization of the pri-

vate sector occurred early (the first ART access 

programmes began in 1998 at the Compagnie 

Ivoirienne d’Electricité – CIE) and at a relatively 

large scale2. The HIV/AIDS epidemic in Côte 

d’Ivoire is relatively important for the West Afri-

can sub-region (3,2% in 2015), but more moderate 

than in southern African countries. The Ivorian 

private sector is dynamic, and this country has 

long been regarded as an “economic miracle” due 

to its lucrative economy based on coffee and co-

coa.  

The study was conducted among actors within 30 

large private companies. I used a qualitative meth-

odology to gain a deeper understanding of the 

experiences of employees, employers and medical 

staff regarding HCT in the workplace. The goal 

was to study companies with various characteris-

tics related to their size (from 40 to 6,100 

employees), the level of employee qualification 

(mostly high level/mostly low level), the geo-

graphical location (in Abidjan/other towns/in 

rural areas), the history of the company’s 

involvement in HIV/AIDS (past/recent) and the 

company’s status (multinational company; for-

merly partly state-controlled and now totally or 

partially privatized).   

I carried out semi-structured interviews within 

companies with medical staff (n=35), manage-

ment (n=9), heads of AIDS committees (n=17), 

and employees living with HIV (n=23). I also con-

ducted interviews outside companies with public 

policy makers (n=12), private sector organizations 

(trade unions, business combinations) (n=4), 

health care professionals (n=7) and members of 

civil society (n=8). In addition, I conducted obser-

vations of on-site HIV testing campaigns (n=6) in 

private companies located in Abidjan, Bouaké, 

Yamoussoukro and in a rural area. The names of 

the 30 private companies, as well as the names of 

all persons quoted in the text, are anonymized to 

preserve confidentiality.   

First, I will present the different modalities of 

worksite HIV testing (1). Next, I will study the 

powerful medical worksite apparatus and the 

temptation for test providers to use disciplinary 

and/or pastoral power (2). I will look into the lim-

its of this “dispositif” and study the advent of HIV 

testing as a “technique of the self”(3). 

 

RESULTS  

Modalities for providing HIV testing in 

private companies (Côte d’Ivoire)  

In Côte d’Ivoire, private companies use four types 

of strategies (singly or in combination) to provide 

HIV testing (Figure 1): 

a. Client-initiated HIV testing within a medical cen-

tre, which constitutes a centre for Voluntary 

Counselling and Testing (VCT) (n=15). As with 

the Voluntary Counselling Testing centres in 

other locations, this type of offering does not 

provide effective HIV testing because of the 

fear of stigma. In our sample, only one com-

pany reported a focus on this mode of 

offering HCT.  

                                                                        
2 By 2004, twenty private companies had set up an ARV 
access pro-gramme; in 2010, the Ministry of Health 

b. Provider-initiated HIV testing related to clinical 

symptoms during care consultations (n=27). 

Company medical staff proposes HCT to em-

ployees. When they accept, the HCT blood 

sample is taken and the results are reported 

either inside the company (by the company 

medical staff) (n=17) or outside (when the 

employee is referred to an off-site facility) 

(n=10). 

c. Provider-initiated HIV testing during regulatory 

occupational medicine visits (pre-employment, 

annual, upon return from leave, etc.) (n=15). 

This offering can be systematic (i.e., offered 

to every employee) or non-systematic (i.e., 

based on clinical suspicion or employee 

estimated that 242 private companies had established 
an HIV/AIDS unit. 
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behaviour), on-site or off-site. The testing 

rates vary across the companies (from 1% to 

95%). This modality is very specific to HCT 

at the worksite.  

d. Occasional campaigns onsite (n=15). These 

campaigns are mainly organized by external 

service providers (health facilities, associa-

tions) (n=14) and rarely by the company’s 

medical staff (n=1). Usually, these campaigns 

include an awareness session followed by 

rapid HIV testing. If the test is positive, the 

employee is referred to specialized 

HIV/AIDS facilities. The testing rates vary 

across the companies (from 1% to 85%).  

e. In our sample, two companies do not offer 

HCT facilities.  

 

Figure 1. Strategies to provide HIV testing in private companies (Côte d’Ivoire) 

 
 

The major difference among the private compa-

nies is whether they choose to integrate into or to 

outsource their HCT services from the company’s 

medical centre. In the former case, the company’s 

medical personnel complete the testing, improv-

ing the internalization, routinization and 

sustainability of the initiative (a, b, c). In the sec-

ond case, external providers propose the testing 

during awareness campaigns, with the main goal 

being to improve confidentiality and the em-

ployee’s confidence in the test and to provide 

technical expertise on HIV (d). 

The company: a constraining apparatus 

When an organization chooses the option of inte-

grating HCT services into the company’s medical 

centre, it tends to favour and to pursue discipli-

nary and/or pastoral practices with low qualified 

workers. This approach is primarily seen in the 

agribusiness multinationals (rubber tree, palm oil, 

bananas, pineapple, cane sugar, etc.) that employ 

a large and unskilled labour force. Traditionally, 

these companies used to take care of their employ-

ees’ entire lives and families (housing, education, 

health, electricity access, etc.) due to the lack of de-

centralized public services, and they continue to 

play this role to some extent. This approach is also 

seen in some industrial and services firms with a 

strong tradition of paternalism, most of which are 

former parastatal enterprises from different sec-

tors (energy, transport, hotel, commerce, 

communication) and some of which have built 

health facilities close to public or private hospitals. 

In those cases, where the employer was already ac-

customed to managing its employees’ health, the 

integration of HCT into the company’s medical 

centre was a natural choice. Although UNAIDS 

recommends the use of HCT on a voluntary basis, 

this hurts the medical apparatus of private compa-

nies in some respects.   

The social authority of physicians, which is usu-

ally particularly strong in sub-Saharan Africa 

(Olivier de Sardan and Jaffré 2003) is strengthened 

in private companies, specifically those that em-

ploy unskilled labour. There are several reasons 
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for this phenomenon. First, because they report 

directly to the Human Resource Manager, physi-

cians have increased authority over their patients. 

For employees, obedience to the physician’s ad-

vice, offerings and orders (including the offer of 

an HIV test) can be seen as an implicit obligation 

vis-à-vis their employer. Second – and this repre-

sents the specificity of HCT in the workplace – 

regulatory occupational medicine visits (pre-em-

ployment, annual, upon return from leave, etc.) 

for preventive purposes provide opportunities to 

offer regular HIV testing to all employees. Physi-

cians can use the annual occupational medicine 

visit as a “disciplinary technique” to improve the 

health and productivity of their workforce. For 

example, a doctor who proposed HIV testing dur-

ing the annual occupational visit stated:   

“For us, our policy is based more in occupa-

tional medicine, which can help us to 

constrain and inconvenience the patients to 

collaborate… and for him, the drama is he 

needs this paper to validate his ability to 

work (physician, industrial company)”. 

This Provider-initiated HIV testing during regu-

latory occupational medicine visits led to 

controversy among the company doctors in Côte 

d’Ivoire. Some of them note the intrinsic impossi-

bility of offering voluntary and informed HCT in 

the context of compulsory visits regulated by oc-

cupational medicine. For them, those visits are too 

ambiguous, and the employees could perceive 

HCT as obligatory and as a condition for receiving 

the medical fitness certificates that enable them to 

work. In support of this position, a physician de-

clared: 

“The Labour Code enforces an annual med-

ical check-up as a worker’s right. So, it’s a 

legal activity! Besides that, HIV testing is a 

voluntary activity, i.e., the HIV testing 

must be informed! Personally, I don’t mix 

apples and pears (physician, service com-

pany)”.  

Thirdly, diffuse and continuous monitoring of 

employees is facilitated within companies: doctors 

have regular contact with their patients (in the 

formal context of the medical centre, canteen, 

offices, corridors, etc.) and information is relayed 

within workspaces. The semi-captivity of the em-

ployees facilitates the physician’s work. If an 

employee shows symptoms of HIV, his colleagues 

or his management can alert the doctor.  

Generally, disciplinary power works with pastoral 

power because the restraining techniques are used 

to improve the health of the employee and to pro-

tect him, but at the same time, they serve to 

intensify the productivity of the firm. For exam-

ple, referring to the way in which HIV testing was 

offered to its employees, the physician of an indus-

trial company with a staff ratio of 50% workers 

stated,  

“Because, as I told you, these are workers, 

so they believe almost anything that comes 

out of my mouth, so when I say ‘it would be 

good for you to do it’, they do it” (Physi-

cian, service company).  

 

Thus, the medical apparatus enables the use of 

both disciplinary and pastoral power. It is in this 

way that at the site of an agribusiness firm with 

6,100 employees, 95% of the workers agreed to be 

tested, although the doctor reported that he had 

not emphasised the voluntary nature of the test. In 

another case, the physician of a commercial com-

pany compared the HIV testing campaign that he 

organizes – where all the workers wait in a single-

file to be tested – to a vaccination campaign.     

 

The company: a place to develop the 

“techniques of the self”? 

Workplace HIV programmes: programmes under 

control 

However, private companies that have imple-

mented HIV/AIDS programmes confront 

different types of external constraints, which 

counterweight the apparatus’ power. First, the ex-

ceptional collective mobilization around 

HIV/AIDS (Smith and Whiteside 2010) enabled 

the companies and their physicians to be cautious 

around HIV/AIDS issues. Health professionals, 

NGOs/associations, and international coopera-

tion organizations have been directly involved 
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with companies to support the implementation of 

their programmes – which is rarely the case for 

other health issues. While the government has 

very limited control of company activities, other 

external actors have played a safeguarding role 

against possible abuses. Indeed, workplace HIV 

testing has long been a sensitive and problematic 

issue because of employers’ misuses of results in 

the 1990s (Aventin 1997). In Côte d’Ivoire, the 

private sector was deeply affected by the scandal 

of the Société Ivoirienne de Raffinage (SIR) that oc-

curred in the 1990s. In the case of this company, 

routine HIV screenings conducted by the com-

pany’s doctor, without the consent of the 

employees and for discriminatory ends, were de-

nounced publicly in the local newspapers3 and led 

to the resignations of the doctor and the Chief Ex-

ecutive Officer. In the 2000s, everything related to 

HIV was – and remains – very sensitive, and this 

is one of the reasons that half of the companies in 

my sample have chosen to outsource HIV testing 

to external providers. Moreover, as one of the 

main reasons that private companies initiated HIV 

programmes was to improve their image and le-

gitimacy in the eyes of their employees, the 

surrounding communities, and national and in-

ternational public opinion (particularly in the 

context of the advent of Corporate Social Respon-

sibility) (Bekelynck 2014), they have been most 

vigilant about limiting any actions that would 

have been counterproductive. 

Between social control and HCT norm 

internalization 

As in many other private firms in sub-Saharan Af-

rica (Feeley et al. 2007), over the course of the 

campaigns, the acceptability of worksite HCT 

among employees in Côte d’Ivoire has increased, 

which is directly associated not only with 

knowledge of the disease but also with improved 

trust in employers. The more workers witness 

safe campaigns over time, the more confidence 

they have in getting tested. Moreover, collective 

emulation strongly boosts HCT uptake, as already 

described in South African companies (Weihs and 

Meyer-Weitz 2014; Arimoto et al. 2013). When 

                                                                        
3 Cf C. Etou, “Le personnel veut la tête du DG”. La Voie n° 
982, 3 janvier 1995, p. 5 ; S. Fofana, “Les employés 

launching the campaigns, management staff often 

set an example by getting tested themselves.  

However, this collective emulation often turns 

into social control, with the employees question-

ing each other to determine whether their 

colleagues have already been tested. For instance, 

wearing a bandage or a gadget distributed at the 

end of the HCT, such as a tee shirt or a cap, be-

comes a distinctive sign that an individual has 

been tested, and thus it becomes a control instru-

ment. Some workers question their colleagues: 

“you didn’t get tested!” This group effect is ambig-

uous: on the one hand, it reduces the stigma of an 

individual who gets screened alone and who 

would be suspected of shameful behaviour, and on 

the other hand, it becomes more difficult to main-

tain confidentiality (Alice Desclaux 2014). In 

addition, the pressure on individuals to be tested 

no longer comes from the vertical authority of the 

employer and the company’s physician; instead, it 

comes horizontally, from colleagues (Obermeyer 

et al. 2013). This emulation can be perceived as 

strong social pressure from one’s colleagues, espe-

cially for HIV-positive workers who already know 

their status or who have discovered it during these 

campaigns. Colleagues scan the reactions of em-

ployees who have just been tested to guess their 

status, and “suspicious” behaviours are scruti-

nized. A result that takes a long time to announce 

is perceived as dubious. Some workers may spon-

taneously ask their colleagues for their results as 

they leave the HCT room. Employees aware of 

their HIV infection may re-test to avoid attracting 

suspicion from colleagues. Sometimes people in 

charge of HCT will provide negative result slips to 

individuals who test HIV-positive so that they can 

show evidence of their HIV-negative status after 

the test. 

Also, this social control reveals a gradual normal-

ization of HIV testing. For some employees, 

testing can be perceived as a desirable and valued 

action. They show pride in being tested; others 

wait for the regular worksite campaign to be 

screened; while others present themselves as “se-

rially tested” – one who gets tested at every 

available opportunity. Companies – especially 

multinational firms in the banking, insurance, 

demandent le départ de Daouda Thiam”, Le Jour, n° 20, 5 
janvier 1995 : 9. 
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telecom, oil or cocoa sectors – have become a place 

where workers get tested on their own free will, 

now that HCT is internalized as a positive norm 

and no longer as a suspicious act.  

Differentiated HIV uptake between qualified and 

unqualified workers  

I noticed that managers subvert worksite HCT 

more than do unskilled labourers and that HCT 

uptake rates tend to be higher among companies 

with unskilled labourers, regardless of the type of 

testing offered. Here, the universal offer of testing 

has been grafted onto a dualistic health system, 

that is, onto a system where the low qualified 

workers usually use the corporate medical centre, 

with the support of a mutual company or occa-

sional assistance if necessary; while the more 

skilled staff use external health facilities and exter-

nal health insurance. In addition, within a 

workplace environment characterized by its phys-

ical closeness, the risks associated with 

confidentiality breaches are a major barrier to HIV 

testing, and the more skilled employees have the 

means to bypass the workplace system. These 

means are economic, as seen in the costs related to 

testing and transportation (especially for isolated 

sites); cognitive, as seen in the skilled employees’ 

greater knowledge of alternative places to get 

tested; and also social, as seen in the skilled em-

ployees’ opportunity and ability to negotiate more 

autonomy within their company and with physi-

cians. Indeed, in the companies’ medical centres, 

the threat of a confidentiality breach appears at 

different levels. At the organizational level, there 

is a lack of systematic anonymisation, the contigu-

ity of the medical centres can favour the spread of 

rumours, and employees who consult an “HIV 

specialist” may be treated with suspicion. At the 

staff level, the involvement of many actors (doc-

tor, nurse, caregiver, social worker, pharmacist, 

insurance agent, laboratory staff, medical secre-

tary, maintenance staff) – who are not always 

trained in confidentiality management – can re-

duce confidence in the system. Finally, at the 

social level, informal networking between em-

ployees and doctors, who are considered work 

colleagues, can impede the use of workplace HCT, 

especially among qualified workers wishing to 

manage their sexual and reproductive health in a 

socially neutral space. Moreover, during work-

place HCT campaigns, the fear of a confidentiality 

breach remains high. The locations are not always 

safe from colleagues’ eyes and ears. For example, 

the pre-test and post-test counselling rooms are 

not always closed or are only protected by a cur-

tain, and several employees may simultaneously 

be tested in the same room. For all these reasons, 

qualified staff are often less likely to use workplace 

HIV testing, instead opting – if they are ever tested 

– for testing in other facilities. 

 

DISCUSSION 

In sub-Saharan Africa, private companies are 

among the few entities implementing preventive 

medicine, in a context where the main funders are 

focused on targeted screening (for “key” or “vul-

nerable” populations and in particular geographic 

areas), with the main objective being to start with 

the treatment of infected individuals (Barnhart 

2016). In private companies, the medical centres 

promote better access to care; regulatory visits 

provide a unique opportunity for HIV prevention 

and prevention of other chronic diseases (diabe-

tes, hypertension, viral hepatitis, cancer, etc.); and 

on-site HCT campaigns can easily reach the la-

bour force of a country. The HIV testing offered 

by these medical centres is also effective, as it 

further enables the identification of asymptomatic 

people. The share of employees tested at their 

workplace is increasing, highlighting the normal-

ization of HIV testing in this specific context. 

Although workplace HIV testing has long been a 

sensitive and problematic issue because of the as-

sociated human rights risks (discrimination and 

stigma), the strong mobilization of some private 

companies in the fight against HIV/AIDS has en-

abled effective and innovative HCT at work. 

Private companies remain one of the few places 

(outside of antenatal care) where routine HIV 

testing is offered to the general population and is 

not correlated with clinical symptoms or mem-

bership in a vulnerable group. Thus, offers of 
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worksite HCT give employees the opportunity to 

increase the “techniques of the self” with regard to 

their own health; this occurs via the promotion of 

the positive norm of HIV testing and, more spe-

cifically, through the norm of preventive 

screening. 

However, and secondly, private companies are not 

“neutral” HIV testing sites. In many ways, the eth-

ical principles regulating the offering of HIV 

testing are contradictory to the core characteris-

tics of private companies. The closeness of places 

and people makes the principle of confidentiality 

fraught. The voluntary and informed nature of the 

HIV test contradicts the instruments of power and 

governance of companies. As in other contexts 

(McCoy et al. 2005), most of the companies have 

chosen to initiate HIV/AIDS programmes along-

side their current medical systems, stressing the 

limits of the private company as a health facility. 

The full integration of HCT into companies’ med-

ical centres – and specifically during occupational 

medical visits – is highly controversial. Getting 

tested on a worksite remains an act full of caveats, 

whether justified or not. In sum, although compa-

nies offer numerous opportunities for medical 

care, those opportunities do not always counter-

balance the inherent constraints of the workplace 

and prevent fears related to HIV testing (confi-

dentiality breaches, stigma, discrimination). 

Finally, while private firms based in Sub-Saharan 

Africa are currently perceived in the public health 

literature as homogeneous entities and good 

places – per se – to implement HIV and public 

health initiatives (Coates et al. 2007), this study 

highlights the context of authority-obedience re-

lationships and social control in which the 

individuals getting tested in their worksite are 

embedded.  More specifically, it stresses that even 

if HIV testing is theoretically uniformly proposed 

to all staff, the type of power the company wields 

over its employees is different according to their 

level of skill. The power exercised will tend to be 

more disciplinary and pastoral for the low-skilled 

workers and more neoliberal or managerial for 

the more skilled employees. Despite recent signif-

icant advances in worksite health programmes – 

particularly through HIV programmes – which 

have led to many efforts at anonymization and 

increased respect for confidentiality, firms still 

form a powerful apparatus that can oversee, con-

trol and constrain employees, specifically within 

company medical centres. As a semi-closed insti-

tution, where the professional and private lives 

(health, sexual and reproductive life) of workers 

are merged, the company retains some hierar-

chical power and social control – primarily on 

low-skilled employees. Also, this is more evident 

for the sector of activities that employ a low-

skilled and more dependent workforce and that 

have a “reserve army of labour” in the words of 

Karl Marx, such as the agribusiness and industrial 

sectors. In return, there is a differential adhesion 

to worksite HIV testing programmes according to 

the level of qualification of the employees, which 

is typical of worksite health initiatives (Daykin 

1998). This is consistent with other studies stress-

ing that managers and supervisors generally 

prefer to maintain social distance from their sub-

ordinates in order to preserve their symbolic 

capital and their authority (Roussel 2007). If they 

agree to get tested, they simultaneously consent to 

transform their politics and social bodies into a 

purely biological body (Agamben 2003). This pro-

cess of “desubjectification” could deepen their 

subjugation to their employer and promote their 

assimilation with low-skilled workers. Moreover, 

the promotion of an HIV testing standard by the 

companies is inevitably intrusive, conveying a 

positive judgement about responsible workers 

who take care of their health and – a fortiori – a 

negative judgement about those who refuse test-

ing (Allender, Colquhoun, and Kelly 2006). The 

workplace screening campaigns – which often 

take the form of festivities or collective time – 

have a symbolic function: they strengthen the 

company’s social cohesion by collectively advert-

ing the threat of disease and death (Bryon-Portet 

2014). Additionally, companies remove individu-

als from the lonely environment of the test and 

provide them with collective support (Osty 2003). 

Beyond attending to its employees’ health, the 

firm reaffirms its moral authority, renewing its 

role as a protector and guide that helps its employ-

ees to overcome their fears (Rajak 2010) and that 

gives them the opportunity to take care of them-

selves. 
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CONCLUSION 

In a context where the private sector is increas-

ingly called upon to be involved in health 

governance (Guilbaud 2012), this research out-

lines the specifics of the work area as a place of 

testing. If private companies represent an obvious 

opportunity for HIV testing, the example docu-

mented here is probably not generalizable to all 

private companies in sub-Saharan Africa, and, 

given the current state of occupational health, to 

other pathologies. It is indeed the “exceptionality 

of HIV/AIDS” (Smith and Whiteside 2010) that 

has profoundly shaped the response of private 

companies. However, the latter are not so much 

regulated by traditional and structural regulatory 

mechanisms (legislative, labour inspectors, trade 

unions) as they are by informal and private mech-

anisms (internal charters, HIV/AIDS activists and 

professionals) (Bekelynck 2017). If the mobiliza-

tion of the private sector in health is needed in 

specific situations (epidemic emergency, isolated 

companies, absence of state response), more re-

search is necessary to re-think the role of private 

companies in sub-Saharan Africa, the optimal way 

to involve them in health, and their collaboration 

with the public sector in the long term (Tallio 

2015).  
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