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AIDS

Craig P. Dunn

AIDS is an acronym for Acquired Immunodefi-

ciency Syndrome. AIDS is generally, although

not universally, thought to be associated with the

presence of HIV, the Human Immunodeficiency

Virus. All persons with HIV cannot appropri-

ately be said to have AIDS. The United States

Center for Disease Control’s (CDC’s) technical

descriptor of AIDS has to do with either the

presence of an opportunistic infection associated

with HIV, and/or a diminution of the body’s

CD4 (T-lymphocyte or T-cell) count to below

200 per cubic millimeter of blood. Evidence

suggests that HIV is spread through transmis-

sion of bodily fluids typically associated with

intimate sexual contact and/or intravenous

drug use, though cases of in utero mother-to-

child transmission are on the rise. HIV is fragile

once outside the body, and is therefore not trans-

mittable through casual contact. AIDS is treat-

able but not curable. With proper treatment, it is

not unusual for individuals to live ten years or

even longer from time of initial diagnosis with

HIV to eventual death.

The CDC currently estimates that globally

more than 16 million people have died of AIDS

and more than 16,000 people become newly

infected each day. Geographic impacts have

been disparate. Developing countries are cur-

rently being hardest hit, particularly those in

Sub-Saharan Africa where over 23million adults

and children are living with HIV/AIDS and

more than 13 million have died, accounting for

more than 80 percent of the world’s deaths due

to AIDS. In the United States there are now

800,000 to 900,000 people living with HIV,

with approximately 40,000 new HIV infections

occurring every year. In the US, HIV-related

illness and death historically have had a tremen-

dous impact on men who have sex with men

(MSM); even though the epidemic has increased

during the last decade among injection drug

users and heterosexuals, MSM continue to ac-

count for the largest number of people reported

with AIDS each year. Though they represent

only 13 percent of the US population, more

than half of new HIV infections occur among

blacks (http://www.cdc.org).

HIV/AIDS should be a core business issue for

every company – particularly those with inter-

ests in heavily affected countries – according

to the Global Business Coalition on HIV/

AIDS (http://www.businessfightsaids.org/).

Estimates by the World Bank suggest that the

macroeconomic impact of HIV/AIDS may

reduce the growth of national income by up to

a third in countries where the prevalence among

adults is 10 percent. Additionally, rates of HIV

infection worldwide are highest for the young
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and for women, who are major contributors

to the workforce (http://www.bsr.org/BSR

Resources/IssueBriefDetail.cfm?DocumentID

¼ 49032). In some countries – most notably

South Africa – the tendency of a significant

proportion of employers has been to discrimin-

ate against employees and job applicants living

with HIV/AIDS through use of HIV testing to

exclude those that are HIV-positive. In the case

ofHoffmann vs. South African Airways, the Con-

stitutional Court ruled against this practice

(Ngwena, n.d.). In response to such expansions

of workplace protections to those infected with

HIV/AIDS, several global companies have

policies in place underpinned by principles of

inclusion, non-disclosure, confidentiality, toler-

ance, and non-discrimination. BP asserts their

‘‘global approach prohibits unfair discrimination

against people living with HIV/AIDS . . . it

promotes an environment in which people

who are HIV-positive are able to be open

about their status, without fear of stigma

or rejection’’ (http://www.bp.com/environ_so-

cial/bus_ethics/hum_rights/hiv.asp).

HIV/AIDS has become such a critical busi-

ness issue that academic programs focusing spe-

cific attention on this dimension of the pandemic

are now emerging. In response to their belief that

unevenness, inadequate training, and distrust

between managers and workers characterize the

management of HIV/AIDS in workplaces and

cause negative effects on the quality of life and

work, the African Centre for HIV/AIDS Man-

agement in the World of Work at Stellenbosch

University and the National School of Public

Health at Medunsa have partnered in offering a

Postgraduate Diploma in the Management of

HIV/AIDS in the World of Work (http://

www.aidscentre.sun.ac.za/diploma.html). Case

materials focusing on a variety of ways to manage

people with AIDS at work and a broad range of

perspectives informing managers’ decisions

about this painful and complex issue have

been developed (http://www.caseplace.org/

newsletter-url3128/ newsletter-url_show.htm?

doc_id¼ 180238).

Underlying the pragmatic impacts of HIV/

AIDS reside deep ethical concerns. Links be-

tween HIV infection and such social ‘‘baggage’’

as homosexuality and drug abuse make this a

volatile issue for those formulating corporate

policy. From the view of kantian ethics ,

or deontology, there is a potential clash of rights

(see r ights ) between the HIVþ worker and the

HIV� co-workers. The concern on the part of

some individuals is that the ease of transmitabil-

ity of HIV has been grossly understated. One

study of corporate and public service employees

found that ‘‘thirty percent of the respondents

expressed skepticism about the accuracy of

public information’’ related to AIDS, with

nearly one in four stating they would be ‘‘afraid

of getting AIDS from working near PWAs [Per-

sons with AIDS]’’ (Barr, Waring, and Warshaw,

1992: 226). Such individuals typically advocate

for disclosure of co-workers’ HIV status. Con-

versely, those infected with HIV are concerned

with the variety of discriminatory practices, in-

cluding erosion of the right to PRIVACY, revo-

cation of health benefits or escalation of the cost

of such benefits (see healthcare ethics

and bus iness ethics ), shunning by co-

workers, and even termination of employment,

which often accompany making a positive diag-

nosis with HIV a matter of public record. Add-

itionally, the right of the AIDS sufferer to his or

her WORK must be considered against the

backdrop of the right of the employer to exercise

the doctrine of employment at will . This

particular conflict is compounded by the

Americans with Disabilities Act (ADA), which

in part treats workers with AIDS as a disabled

class subject to the protections contained in this

legislation.

The issue of resolving rights conflicts with

respect to persons with AIDS in the workplace

is necessarily complicated by consideration of

RISK tolerance. Few, if any, rights are absolute;

therefore, the challenge for the deontologist is to

decide which among a competing set of rights is

most foundational. This determination is in

some sense dependent upon the probability, or

risk, of alternative realizable policies. Neither

the view that the rights of the AIDS sufferer

must be protected at all cost, nor the view that

the rights of co-workers are inviolate, seems

correct. However, the suggestion that determin-

ation of a ‘‘rights hierarchy’’ – and thereby of

one policy versus another – is dependent upon

risk assessment necessarily moves the argument

toward consideration of the utilitarian conse-

quences of alternative policies.
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util itar iani sm requires that we con-

sider the consequences of including or excluding

AIDS sufferers from the workplace, with an eye

toward bringing about the ‘‘greatest good for the

greatest number.’’ Those familiar with the

debate over whether HIVþ medical providers

should be compelled to disclose their HIV status

to patients have seen this particular issue evolve

from one in which rights were of central import-

ance, to concern over the impact of mandatory

disclosure policies on the healthcare profession

in general and ultimately the welfare of society at

large. The presupposition of utilitarian argu-

mentation is that relevant benefits and costs

can be both identified and quantified. While

utilitarians are well versed in dealing with such

complexities, when it comes to workplace AIDS

transmitability, the issue is so emotive as to make

consensual policy formulation a virtual impossi-

bility. What is known is that the well-being of

the AIDS sufferer is to a great extent a function

of AIDS policy. Research into the longevity of

HIVþ individuals indicates that a supportive

community (see communitar ian i sm ) leads

to life extension. One of the drawbacks of

traditional utilitarianism, however, is its com-

patibility with injustices: in seeking to promote

the greatest good for the greatest number, the

interests of the non-majority are rather easily

overridden. For the HIVþ minority, the conse-

quences of restrictive workplace AIDS policy

might well be the foreshortening of their very

lives.

At least one writer suggests Kantian and utili-

tarian ethics can be meaningfully combined.

Brady suggests we should make ‘‘exceptions to

rules when so doing recognizes or promotes the

affiliation and connectedness of persons’’ (1990:

144–5). With this understanding, should HIVþ

individuals be offered organizational member-

ship in spite of a general rule affording all em-

ployees a safe working environment? Consistent

with designation of HIV infection as a disability

under the ADA, Brady’s principle implies that

the objective of affiliation should override

more general workplace safeguards. In effect

this principle injects classical utilitarianism

with JUSTICE considerations. The objective is

to have the manager approach the crafting of

workplace AIDS policy with specific reference

to the idiosyncrasies of each specific work

environment.

Consideration of the personal – and relational

– implications of AIDS policy formulation and

implementation suggests we consider the ethics

of care. The topic of AIDS in the workplace

needs to be a matter of conversations about

how we as human beings live, and more particu-

larly how we live in caring relationship with one

another. Such caring conversation is hindered by

language which creates unnecessary – or even

inflammatory – distinctions. As Sedgwick (1990:

1) has noted, ‘‘many of the major nodes of

thought and knowledge in twentieth-century

Western culture as a whole is structured –

indeed, fractured – by a chronic, now endemic

crisis of homo-heterosexual definition, indica-

tively male, dating from the end of the nine-

teenth century.’’ This is nowhere more true

than in conversations about the appropriate

policy response to persons in the workplace

who happen to have been infected by HIV. Jon-

sen (1991: 660) offers perhaps the best closing to

this discussion of policy alternatives relating to

AIDS in the workplace: ‘‘In all epidemics, fear

stimulates isolation and responsibility requires

inclusion – this might even be called the moral

law of epidemics.’’
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Alliances

Lynn A. Isabella

‘‘Forming alliances’’ is a phrase often used in

today’s business environment. While the con-

cept seems simple – unite with other individuals

within a company or with another organization –

to collaborate rather than compete, not all alli-

ances are really alliances. The word is fashion-

able to use, and used liberally within companies,

but the philosophy behind a true alliance is any-

thing but business as usual.

Defining an Alliance

An alliance is a close, collaborative relationship

between two (or more) firms with the intent of

accomplishing mutually compatible goals that

would be difficult for each to accomplish alone

(Spekman and Isabella, 2000). This definition is

carefully worded. An alliance implies that the

relationship between the parties is not competi-

tive, it is strategic, each needs the other to ac-

complish a business objective, and goals are

complementary (though not necessarily identi-

cal). At its core, alliances are about shared con-

trol and decision-making. In a business world

frequented by competition and transactions, al-

liances require a different mindset for action and

interaction.

What can be confusing is that, given this

definition, alliances can take a number of differ-

ent forms and still be alliances. The most ‘‘or-

ganized’’ alliance is a joint venture (JV) between

two firms in which a third and separate firm is

created. Such an alliance, governed by a board of

directors represented by both partner com-

panies, is often formed to bring specific strategic

capabilities of each partner to a new or existing

market. At the other end of the alliance con-

tinuum might be co-marketing arrangements,

through which two companies market each

other’s products. In between, other alliance

forms can include channel partnerships or

manufacturing alliances.

Common Characteristics

Despite their appearance each of these types of

alliance share certain characteristics. An alli-

ance is not a transaction. Transaction implies

an exchange, such as money for services or

products. True alliances are not simply an

item-for-item exchange but include:

. Goal complementarity: Both parties in an

alliance give and get something from the

partnership. While they may be dif-

ferent things, the goals for which each

member of the partnership is striving are

compatible.

. Recognized interdependence and coordination:

Within an alliance each partner must recog-

nize that their actions may have implications

for their partner, making each partner inter-

dependent with the other. As a result, coord-

ination between alliance partners must be

high in order to ensure true collaboration

and cooperation.

. Trust and commitment: By definition,

alliances require relational trust and com-

mitment. Both partners must work hard

to ensure that trust is nurtured and com-

mitment ensured. Without trust and

commitment, there can be no alliance.

. Symmetry: Alliances are about equity over

time, not necessarily at any one moment in

time. Partners want an equitable share of the

decision-making, share of the rewards and

share of the success. Without symmetry

or with a banker’s mentality (meaning
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