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ABSTRACT 

The emergence of HIV/AIDS as an epidemic has affected many aspects of life. 

The livelihoods of individuals, their families, friends, and their means of survival 

and betterment of life such as relationships, work, and wealth has been 

affected. The HIV/AIDS epidemic has affected first world countries as well as 

third world countries, globally. However, the main aim of the study has been to 

identify the impact of HIV/AIDS on eThekwini businesses. eThekwini was the 

main focus of the study because eThekwini is the economic hub of KwaZulu-

Natal. 

 

 The Impact of HIV/AIDS on eThekwini Businesses is a quantitative study which 

used a questionnaire to solicit responses from managers of profit-making 

organisations. The study intended to reveal the extent of the impact of 

HIV/AIDS on the profitability of the organisations and the costs incurred by 

employers in trying to deal with the disease.  

 

The study managed to reveal challenges faced by employers as well employees 

in an organisation. Employees were faced with the fear of victimisation based 

on their HIV/AIDS status. The fear of being dismissed and discriminated against 

because of their HIV/AIDS status forced employees not to disclose their 

HIV/AIDS status to employees. Employers were equally affected by high rate of 

absenteeism and deaths and the decline in productivity caused by HIV/AIDS 

illnesses. The challenges of high absenteeism and deaths led employers to 

come up with different strategies such as automation in order to increase 

productivity and at the same time reduce dependency on the labour force. 

However, knowledge of workplace HIV/AIDS policies was found to be lacking 

on the part of some of the employers. 

 

Recommendation on the findings will assist organisations to deal with HIV/AIDS 

in a manner that improves an organisation’s operational efficiencies and at the 

same time be aware of the employees needs in dealing with the effects of 

HIV/AIDS, so that organisation’s bottom line is improved and both employers 

and employees come out as winners in the end. 
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CHAPTER ONE 

Introduction to the Research 
 

 

1.1  Introduction  

HIV/AIDS has been identified as one of the diseases that had challenged 

mankind as well as organisations globally, for a decade (Omer & Mariam, 

2008). HIV/AIDS had impacted negatively on families, governments and the 

private sector. HIV/AIDS has devoured skills and eroded developed and under-

developed economies. In this study, the importance of finding out the HIV/AIDS 

status of employees was identified as an issue worth researching. Challenges 

were identified which prevented employers from establishing the HIV/AIDS 

status of their employees. On the other hand, challenges faced by employees 

were equally identified and mostly amounted to fear of stigmatisation and 

dismissal. Employers lack of knowledge or failure to implement workplace 

HIV/AIDS policies or despondency on their behalf was revealed through their 

responses to the question on their awareness of the presence of HIV positive 

employees in their organisations.  

 

The advantages and benefits of enrolling HIV positive employees on ARV 

therapy were observed. HIV/AIDS-related deaths caused most of the affected 

organisations to recruit and train new employees and some of the organisations 

resorted to automating their processes in order to reduce dependency on the 

labour force (Parasuraman & Wickens, 2008). The recruitment, training and 

automation strategies escalated operational costs in organisations and 

impacted negatively on the bottom line of businesses. The additional costs of 

sick leave and costs of lay-offs, including man days lost in productivity of the 

organisation impacted negatively on businesses and the economy of eThekwini 

and that of the KwaZulu-Natal province. 
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1.2  Motivation for the Study 

eThekwini is the economic hub of KwaZulu-Natal (eThekwini Municipality, 

2011). eThekwini has a cosmopolitan population of over 3 442 361 which 

comprises 992 560 employed and 430 318 unemployed people between the 

ages 15 to 64, with an employment rate of 30.24%. eThekwini’s greatest 

population concentrations occur in the central and north regions. The central 

region, which is the Urban Core of the municipality and is home to 

approximately 1.30 million people (34%), followed by the northern region which 

is home to approximately 1.15 million people (31%). The south is home to 

approximately 730 000 people (18%) and the outer west region accommodates 

approximately 577 500 (16.5%). The high HIV/AIDS prevalence in KwaZulu-

Natal of 25% raises concerns when it comes to the number of the labour force 

that might be affected by HIV/AIDS (National Department of Health, 2011). 

 

HIV/AIDS is known to have an impact on businesses. The International HIV & 

AIDS Charity (n.d.) states that HIV/AIDS “damages businesses by squeezing 

productivity, adding costs, diverting productive resources and depleting skills” 

(International HIV & AIDS Charity, n.d.). When HIV positive employees become 

too sick to work, either due to the HIV virus alone or ARV drug side effects, 

there is an increase in absenteeism which affects productivity (Yap & Ineson, 

2009; "Antirectroviral Drug Side Effects," n.d.). On the other hand productivity is 

affected by the phenomenon called presenteeism.  

 

Presenteeism is caused by sub-par productivity which is caused by employees 

who present themselves at work when they are not fit to be at work, either 

because he/she is not well or the employee is worried about their relative who is 

sick at home (Cancelliere, Cassidy, Ammendolia & Cȏté, 2011). The 

phenomenon of presenteeism results in the increase of healthcare costs and 

funeral benefits.  
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The pension fund commitments of the company increases as people are taking 

early retirement or deaths increases. Added costs to the company may also 

arise when the company hires full-time or temporary workers in order to replace 

those employees who are absent from work due to HIV/AIDS (Ayiro, 2010). The 

loss of experienced and skilled employees means that new recruits have to be 

trained.  

 

Productivity is reduced during the training of new recruits (Blatter, Mühlemann & 

Schenker, 2009). The reduction in productivity, together with other added costs 

to the organisation such as the costs of lay-offs, sick leave pay and the cost of 

automation impact negatively on the bottom line of organisations.  

 

The study intends to look at the HIV/AIDS’ impact on eThekwini Businesses. 

The study has anticipated that the results would assist the businesses in the 

eThekwini municipality and the whole of KwaZulu-Natal, to implement HIV/AIDS 

policies in the workplace. This would ensure that HIV/AIDS infected employees 

are identified early, referred for assessment and treatment, so that they remain 

productive and the loss of the workforce is minimised, thus improving the 

eThekwini’s economy. Other stakeholders who stand to benefit from this study 

are the Labour Unions, CEO’s of businesses, business associations such as 

Business Unity South Africa (BUSA) and Durban Chamber of Commerce and 

Industry (DCCI) as well as government departments and non-governmental 

organisations (NGO’s). 

 

1.3 Significance of the Study 

 The research provides a comprehensive review of the impact of 

HIV/AIDS on eThekwini businesses and on the economy of KwaZulu-

Natal. 

 Highlights the importance of implementing HIV/AIDS workplace policies. 

 Emphasises the removal of impediments to anti-retroviral treatment, such 

as HIV/AIDS stigma. 
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1.4 Focus of the Study 

The study aims to look at the impact of HIV/AIDS on eThekwini Businesses; 

such as the decrease in the labour force in the industry due to HIV/AIDS-related 

deaths, the costs to industries caused by absenteeism due to HIV/AIDS-related 

sicknesses and the cost of recruiting and training, investment in machinery or 

automation in order to reduce dependence on the labour force and the 

advantages of implementing workplace HIV/AIDS policies. 

 

1.5 Problem Statement  

This study was designed to investigate the question of whether HIV/AIDS has 

an impact on eThekwini businesses by using quantitative research methods to 

explore the impact of HIV/AIDS on eThekwini Businesses.  

 

UNAIDS has estimated that by 2010, the per capita GDP may be lowered by 

8% in countries hardest hit by HIV/AIDS, such as South Africa. According to the 

World Economic Forum, the HIV epidemic has social and economic impacts for 

most communities and business (World Bank, n.d.). The situation is getting 

worse and the World Bank has indicated that “in parts of Africa, if effective 

action is not taken to combat the spread of the epidemic, HIV/AIDS could result 

in economic collapse” (World Bank, n.d.). 

 

According to the Durban Chamber of Commerce & Industries (DCCI), eThekwini 

is the economic hub of KwaZulu-Natal (Durban Chamber of Commerce & 

Industry, n.d.). The Durban Chamber of Commerce and Industry estimated that 

over half of the KwaZulu-Natal province’s output, employment and income, 

which accounts for 14% of household income, 15% of national output and 11% 

of national employment, are contributed by the eThekwini region (Durban 

Chamber of Commerce & Industry, n.d.).  
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The Durban Chamber of Commerce and Industry also estimated that 7% of the 

30 million employees in the country and 6% of South African labour forces of 16 

million participants live in the eThekwini Municipality (Durban Chamber of 

Commerce & Industry, n.d.). This will therefore mean that the loss of the labour 

force in the eThekwini region could lead to the decline of its economy which will 

affect the KwaZulu-Natal’s output if the impact of HIV/AIDS is not taken 

seriously. 

 

1.6 Research Questions 

This study attempted to answer the following questions about the eThekwini 

businesses. 

 What is the estimated number of HIV/AIDS-related deaths in 

organisations? 

 What are probably, the financial implications of HIV/AIDS-related deaths 

in the organisations? 

 How does absenteeism caused by HIV/AIDS-related illnesses affect 

productivity in the organisations? 

 

1.7 Aim and Objectives 

The aim of this study was to establish the financial impact of HIV/AIDS on 

eThekwini businesses and its economy. The objectives of this study are: 

 To establish the number of HIV/AIDS-related deaths in a sample of the 

eThekwini businesses. 

 To establish additional costs to companies caused by HIV/AIDS-related 

deaths and treatment for HIV/AIDS disease. 

 To quantitatively establish the loss of productivity due to absenteeism 

caused by HIV/AIDS-related matters. 
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In order to establish the number of HIV/AIDS-related deaths in the 

organisations, employers were expected to estimate the number of employees 

who have been diagnosed with HIV/AIDS. The question on the number of HIV-

positive employees who were on ARV treatment wanted to establish if 

organisations had workplace HIV/AIDS policies which guided them about ARV 

roll-out. Evidence of ARV roll-out was sufficient evidence that organisations 

were aware or knew how to implement workplace HIV/AIDS policies. Through 

monitoring of employees on ARV treatment, employers were expected to know 

how many employees had responded positively on ARV treatment and became 

better and productive and how many failed to respond positively to ARV 

treatment and died. 

 

The additional cost to companies caused by HIV/AIDS-related deaths and ARV 

roll-out was obtained by establishing the number of employees who were 

recruited and trained. The newly recruited employees replaced the ones that 

died as a result of HIV/AIDS-related illnesses. The costs of recruitment and 

training were then estimated from the responses. Other additional costs such as 

the cost of automation, sick leave pay and the costs of lay-offs were established 

by the respondent’s response to questions 10, 13 and 15. 

 

The loss of productivity due to absenteeism and presenteeism caused by 

HIV/AIDS-related matters were found firstly by establishing if employers agreed 

or disagreed to the organisation’s automation strategies and to the question 

regarding the negative impact of HIV/AIDS-related illnesses on the 

organisation’s productivity. The follow up questions which wanted to establish 

the average man days lost and the number of employees who had been laid off 

by the organisations wanted to establish the impact of HIV/AIDS on the 

organisation’s productivity through loss of manpower and skills. 

 

1.8 Limitations of the Study 

 Since HIV/AIDS is a sensitive topic, some of the respondents might have 

had difficulty in answering the questionnaire or revealing the impact of 

HIV/AIDS on their businesses.  
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 There is possible that some of the organisations could not have had 

accurate records or knowledge of the extent of HIV/AIDS in their 

organisations because employees were not required by the law to reveal 

their HIV status to the employer.  

 Due to time constraints and the deadline to complete the study, the 

majority of the respondents failed to respond on time even after 

reminders were sent. 

 If more time could be allocated to complete the study, a sample 

population of organisations in the manufacturing sector could be studied 

by data mining their database in order to establish the exact impact of 

HIV/AIDS on their businesses. By using data mining techniques instead 

of questionnaires, it is hoped that the true impact of HIV/AIDS on 

businesses could be established. 

 The online questionnaire was distributed by using the Questionpro® 

website and the monthly subscription was becoming too expensive as 

respondents were taking their own time to respond. Another 

disadvantage of Questionpro® was that data had to be downloaded and 

exported before the subscription is cancelled, because if that is not done 

the collected data cannot be accessed for future use except on renewal 

of the subscription. 

 The study focuses on the impact of HIV/AIDS on organisations or 

businesses in the eThekwini region. The main focus is on the private 

sector because the public sector, municipalities, parastatals and non-

governmental organisations are not profit driven. 

 After failed attempts to get access to the Durban Chamber of Commerce 

business database, the University of KwaZulu-Natal (UKZN) Graduate 

School of Business & Leadership (GSB&L) was approached and 

permission was granted to survey the Master of Business Administration 

(MBA) students through Questionpro®. 
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1.9 Structure of the Study 

Chapter one provides a brief introduction to understanding the impact of 

HIV/AIDS on organisations in the eThekwini region. The problem, motivation for 

conducting the study, objectives and the limitations of the study are discussed. 

 

Chapter two details the literature review surrounding the study. This chapter 

focuses on data from Africa, South Africa and neighbouring countries like 

Lesotho, as well the global impact of HIV/AIDS on organisations in general. 

 

Chapter three explains the research methodology used and also details the 

data collection processes. 

 

Chapter four is a presentation of findings obtained from organisations through 

questionnaires. 

 

Chapter five is a discussion of the findings on the impact of HIV/AIDS on 

eThekwini businesses. 

 

Chapter six presents the recommendations and conclusions of the study. The 

impact of HIV/AIDS deaths on organisations, cost implications of HIV/AIDS-

related deaths on organisations and the impact of productivity loss caused by 

absenteeism and presenteeism as a result of HIV/AIDS-related illnesses on 

organisations is discussed.  

 

The bibliography contains literature that was used in this study. The Harvard 

referencing style and format has been used in the chapters. 
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1.10 Summary 

This chapter sets the tone for the whole study with the introduction and the 

research question. The introduction discussed the impact of HIV/AIDS on 

employees and employers alike. The advantages and benefits of enrolling HIV 

positive employees on ARV treatment are discussed. The geographical extent 

of eThekwini’s population which comprised both employed and unemployed 

people between the ages 15 to 64 were mentioned. The focus was on the 

population of employed individuals and by using the HIV/AIDS prevalence rate 

of 25%, the impact of HIV/AIDS on the economy was highlighted. The problem 

statement was formulated and the objectives were clearly defined. An overview 

of the study has been presented. The following chapter contains a survey of 

literature that was relevant to this research. 
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CHAPTER TWO 

Literature Review 

 

2.1 Introduction 

There are several research studies in respect of the impact of HIV/AIDS on the 

economy, but this study focused on the impact of HIV/AIDS on eThekwini 

businesses in the KwaZulu-Natal province in South Africa. The rationale for 

focusing on eThekwini businesses in this study is because, according to 

eThekwini Municipality, eThekwini is the “third largest city in South Africa and 

also the largest city of the KwaZulu-Natal province” based on population size 

(eThekwini Municipality, 2011). The first largest city in South Africa is 

Johannesburg and the second largest being Cape Town. In 2011 eThekwini 

Municipality had a cosmopolitan population of over 3 442 361. In the Census of 

2011, Statistics South Africa reported 992 560 employed and 430 318 

unemployed people between the ages 15 to 64, with an employment rate of 

30.24%. According to eThekwini Municipality, the total households by monthly 

income category was 956 713 (Table 2.1) and the main economic sectors are 

“manufacturing; financial & business services; community services; and 

wholesale and retail” businesses (eThekwini Municipality, 2011). 

   

Reference is made to table 2.1 on the next page which looks at households by 

monthly income category per municipality. Please note that the length of table 

2.1 could not fit on this page and has, therefore been moved to page eleven. 
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TABLE 2.1: Households by monthly income category per municipality 

Statistics South Africa   

Census 2011   

  ETH: 

eThekwini 

No income 163 756 

R1 - R400 40 651 

R401 - R800 58 936 

R801 - R1 600 136 839 

R1 601 - R3 200 161 380 

R3 201 - R6 400 128 231 

R6 401 - R12 800 102 163 

R12 801 - R25 600 82 562 

R25 601 - R51 200 54 290 

R51 201 - R102 400 19 218 

R102 401 - R204 800 5 517 

R204 801 or more 3 107 

Unspecified 62 

Total 956 713 

Source: www.statssa.gov.za 

 

eThekwini is the second largest provincial economy after Gauteng (Davis, n.d.). 

According to the KZN Department of Health Strategic Plan 2010-2014 (Dhlomo, 

2010), the HIV prevalence in KZN has increased since 2002 from 11.7% to 

15.8% in 2008 (4.1% increase) compared with the national prevalence of 10.9% 

in 2008 (Table 2.2). Since KwaZulu-Natal has the highest incidence of 

HIV/AIDS in South Africa, the decrease in the labour force as a result of 

HIV/AIDS deaths would, therefore impact on the eThekwini economy (Dhlomo, 

2010). This chapter is going to look at how HIV/AIDS impact on the economy, 

its impact on government resources and businesses the implications of failing to 

implement HIV/AIDS policies in the workplace. 

 

http://www.statssa.gov.za/
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TABLE 2.2: HIV prevalence (%) by province 2002-2008 

 

Province 2002 2005 2008 

KwaZulu-Natal 11.7 16.5 15.8 

Mpumalanga 14.1 15.2 15.4 

Free State 14.9 12.6 12.6 

North West 10.3 10.9 11.3 

Gauteng 14.7 10.8 10.3 

Eastern Cape 6.6 8.9 9 

Limpopo 9.8 8 8.8 

Northern Cape 8.4 5.4 5.9 

Western Cape 10.7 1.9 3.8 

National 11.4 10.8 10.9 

Source: www.avert.org/safricastats.htm 

 

2.2 The Economic Impact of HIV/AIDS 

HIV/AIDS has an impact on economic growth of many developing countries 

(Omer & Mariam, 2008). HIV/AIDS has both indirect and direct costs on national 

economies, which is caused by the cost of treating HIV/AIDS-infected 

individuals. The cost of HIV/AIDS varies and causes per capita gross national 

product (GNP) in a number of countries to be exceeded. This has caused a 

substantial portion of the government budgets to be reallocated to the health 

departments, thus sacrificing education and other resources. In the IDASA 

Budget Brief No. 152 (Ndlovu, 2005), Ndlovu said “Government’s response to 

HIV and AIDS in South Africa continues to receive special attention in the 

financial resource allocation from the national budgets”. The brief also states 

“that National Treasury has allocated the budget to three social sector 

departments, i.e. health, education and social development”. Table 2.3 below 

shows the budget allocation on the health sector department only. 

 

http://www.avert.org/safricastats.htm
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Table 2.3: HIV and AIDS allocations in Vote 16: Health (Programme 2: 

Strategic Health Programmes)  

R’ 000 2002/3 2003/4 2004/5 2005/6 2006/7 2007/8 

Total health 

HIV/AIDS Sub-

programme, 

includes 

conditional 

grant, national 

department’s 

allocation and 

transfers ton on-

profit 

institutions 454,588 686,230 1,235,329 1,531,165 2,001,920 2,107,717 

HIV/AIDS health 

conditional grants 210,209 333,556 781,612 1,135,108 1,567,214 1,645,575 

HIV/AIDS NGOs 31,331 43,378 40,250 49,745 52,730 55,367 

Tuberculosis 

NGOs 2,500 1,368 2,800 2,968 3,146 3,303 

South Africa 

AIDS Vaccine 

Initiative 5,000 10,000 10,000 10,000 10,600 11,130 

Lifeline   11,000 12,000 15,000 15,900 16,695 

Love Life 25,000 25,000 23,000 23,000 23,000 23,000 

Source: National Treasury Estimates of National Expenditure 2005, pages 346 – 

347 

 

The table above reveals the gradual increase in the allocation of the budget to 

the healthcare sector from 2002 to 2008. For the government to be able to 

sustain this increase in budget allocations for the healthcare sector, government 

must have a large tax base. But the prospect of having a large tax base quickly 

diminishes as a large number of the productive labour force is eroded by 
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HIV/AIDS deaths (International HIV & AIDS Charity, n.d.). These are individuals 

who would have contributed to the economy by paying taxes. This sad state of 

affairs is also compounded by the increase in unemployment, indirectly caused 

by morbidity as a result of HIV/AIDS and also caused by lay-offs as businesses 

cannot cope with the decline in productivity and profits (Todd & Nordstrom, 

2012). 

 

The International HIV & AIDS Charity (n.d.) states that HIV/AIDS “damages 

businesses by squeezing productivity, adding costs, diverting productive 

resources and depleting skills” (International HIV & AIDS Charity, n.d.). When 

HIV positive employees become too sick to work, either due to the HIV virus 

alone or ARV drug side effects, there is an increase in absenteeism which 

affects productivity (Yap & Ineson, 2009; 'Antirectroviral Drug Side Effects,' 

n.d.).  

 

The phenomenon of presenteeism results in the increase of healthcare costs, 

funeral benefits and pension fund commitments of the company and as people 

are taking early retirement or deaths increases, these costs also increases. 

Added costs to the company may also arise when the company hires full-time or 

temporary workers in order to replace those employees who are absent from 

work due to HIV/AIDS (Ayiro, 2010). The loss of experienced and skilled 

employees means that new recruits have to be trained.  

 

Some studies have managed to prove that training does have an impact on 

productivity (Palo, 2009). It is said that, in order to achieve future competitive 

advantage, remain competitive in the market and also meet their organisational 

goals, companies need to decide which future competencies will be needed 

(Palo, 2009). According to Pollitt (2010), training does not only improve 

productivity, but in a manufacturing environment, product quality and employee 

morale is also improved.  
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There are, however, increases in training costs associated with recruiting and 

training new employees in order to maintain optimal productivity which was 

affected by absenteeism of HIV/AIDS-infected individuals (Dixon, McDonald & 

Roberts, 2010; Blatter, Mühlemann & Schenker, 2009). However, some cost-

effective methods of reducing recruitment costs such as E-Recruitment 

methods can be used to reduce recruitment costs (Agarwal, 2013). 

 

The death of HIV/AIDS employees affects the accumulation of human capital 

and accumulated savings of governments as a result of the reduction in the tax 

base (Dixon et al., 2010). These savings or earnings, which could have gone to 

investments for growing the economy, are lost. The increase in the number of 

HIV/AIDS individuals cause a shift in governments resources from productive 

investments to health sector expenditures and healthcare, which lowers 

investment in education and primary healthcare, with consequences for the 

future economic growth (Ndlovu & Daswa, 2008). As economic growth is 

reduced because of AIDS, investment in agricultural research, education, health 

(to deal with diseases other than AIDS), water and sanitation, is likely to fall. 

 

According Lovász & Schipp (2009), the epidemic may now be getting into a 

stage where deaths due to HIV/AIDS is beginning to impact on both economic 

and social aspects of life and this is shown by the “impact of HIV/AIDS 

prevalence on health capital/infant mortality, and hence on incomes”. The World 

Economic Forum’s regional report on Business and HIV/AIDS in Africa (World 

Economic Forum, n.d.), warns that “if effective action is not taken to combat the 

spread of the epidemic, HIV/AIDS could result in economic collapse”. The World 

Economic Forum (n.d) also estimates that “the annual per capita growth in half 

of the countries of sub-Saharan Africa is falling by 0.5-1.2% as a direct result of 

AIDS” and UNAIDS estimates a further decline in per capita GDP. 
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According to The Times Newspaper, published on May 26 2009, South Africa is 

said to be in recession. In contrast, Professor Alan Whiteside of the University 

of KwaZulu-Natal says that “South Africa has the worst epidemic”. By looking at 

these statements, one can argue that KwaZulu-Natal would be hardest hit by 

the HIV/AIDS epidemic during the recession period even more because, 

according to Statistics South Africa, “KwaZulu-Natal still has the highest HIV 

prevalence” which is 15.8% (2008). KwaZulu-Natal, also has an unemployment 

rate of 22.5% (2012) (Statistics South Africa, 2012; Statistics South Africa, 

2011). Since 7% of the 30 million employees in the country and 6% of South 

Africa’s labour forces of 16 million people live in the eThekwini Municipality, 

HIV/AIDS would have an impact on the eThekwini businesses and the economy 

of KwaZulu-Natal as a whole.  

 

HIV/AIDS destroys human capital and affects productivity thus raising the costs 

of doing business. This forces organisations to automate their systems, which 

comes at a hefty price (Hansen, 2010; Parker-Bates & Hill, 2010). In order to 

reduce cost, improve accuracy and efficiency, automation has been found to be 

an alternative in reducing the cost of human capital (Parasuraman & Wickens, 

2008; Bloss, 2013; Bloss, 2012; Lee & Seppelt, 2009; Levy, 2010; Billingsley, 

2009). According to BU Digital Common (2010), “HIV/AIDS can represent a ‘tax’ 

of between 4 to 12% on the wage bill of companies in the worst-affected areas”, 

like KwaZulu-Natal and some South African firms have reported that their 

healthcare costs have increased by as much as 500% in the past five years (BU 

Digital Common, 2010).  
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2.3 Impact of HIV/AIDS on Labour 

AIDS cripples the economy by striking adults to death in their most productive 

years. According to Hansen (2010), the disease “kills people in the prime of 

their working lives and it robs shop floors and government agencies of their 

most important assets” (Hansen, 2010). The HIV epidemic erodes productivity 

by destroying human capital thus increasing the cost of doing business. Some 

of these 20 to 40 year-olds are parents and their death leads to the increase in 

the number of orphans (Hansen, 2010). These orphans had to be looked after 

by the government’s child support grants. Additional funding for such grants has 

to be raised from taxes in order for the programme to be sustainable (South 

African Revenue Service, 2011).  

 

This further reduces earnings and savings of individuals, which has a direct 

impact on investment and the economy. HIV/AIDS has been identified to spread 

the fastest among people with above-average education and skills and as a 

result skills are eroded, thus further sharpening the economic impact.  

 

The large number of workers come to work even though they are not fit to 

perform their duties because they are worried about a member of the family 

who is ill (Yamamoto, Loerbroks & Terris, 2009). The high risk of injury and 

spreading of infectious diseases creates presenteeism, whilst the reduction of 

productivity or output had an impact on the economic price. According to the 

Work and Family Researchers Network, the term presenteeism refers to “lost 

productivity that occurs when employees come to work but perform under par 

due to any kind of illness” (Work and Family Researchers Network, n.d). The 

loss of productivity and economic output, which results from failure to work, sick 

days and subpar productivity has a major impact on businesses (Keech & 

Beardsworth, 2008). Some of these losses are caused by seasonal epidemics 

such as influenza.  
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The study by the Partnership for Prevention and the U.S. Chamber of 

Commerce reveals that presenteeism represented 18 to 60% of the total health-

related costs for prevalent health conditions including diabetes, heart disease 

and hypertension (Partnership for Prevention, 2010). The study also found that 

poor health status of employees attributed to a 5 to 10% decrease in overall 

productivity and in the USA the cost to employers amounted to $225.8 billion 

annually or $1,685 per employee per year, on average, due to loss of 

productivity. Some literature has proved that absenteeism has been reduced 

and productivity improved by putting HIV-infected employees on anti-retroviral 

treatment (Bor, 2012). According to Habyarimana, Mbakile & Pop-Eleches 

(2010), there is a substantial decrease in absenteeism in the first 6-12 months 

after the initiation of ARV treatment. Habyarimana et al., (2010), also found that 

absenteeism of 1 to 4 years after the initiation of ARV treatment is low and is 

similar to employees who were not yet initiated on ARV treatment at the 

Debswana Diamond Company.   

 

According to Simbiri, Hausman, Wadenya & Lidicker (2010), “the spread and 

treatment of HIV/AIDS will be affected by people’s access to quality health 

services and the nature and form of the treatment that they receive” (Simbiri et 

al.,2010). However, access to antiretroviral treatment (ARV) can only be made 

available if employees voluntarily disclose their HIV status to the employer. 

There is a correlation between early initiation of ARV on employees and 

reduction of job-threatening illnesses (Bor, 2012). Bor (2012), reported 

employment levels of 85% 3-6 years after ARV initiation and concluded that 

early ARV treatment is beneficial to both the employer and the employee. The 

benefits of ARV treatment to the firm covered 8-22% of the cost of treatment 

(Habyarimana et al., 2010). 
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Stigmatisation of HIV-infected people is one of the challenges that HIV-infected 

employees fail to disclose their HIV status (Maughan-Brown, 2010) and since 

employers are no-longer allowed to do health questionnaires on pre-

employment, this has become a challenge in ascertaining the number of HIV-

infected employees in organisations (HIV/AIDS & STD Directorate n.d.).  

 

In every business goods and services are sold for more than it costs to produce 

them in keeping with the corporate sector’s objective to make profit. However, 

internal and external factors caused by HIV/AIDS has an impact on the 

profitability of a business (Gray, Ferrer & Ortmann, 2009). One of the external 

factors that are associated with the decrease in demand and rising costs is the 

volatility in the markets and increasing wage demands (Philip, 2011). Increasing 

absenteeism, increased pension pay-outs and breakdowns in employee 

discipline and morale, are one of the internal factors that make firms difficult to 

manage. These internal factors require responses from firms. Since the cost of 

producing goods is dependent on the cost of labour, direct materials and 

utilities, the impact of HIV/AIDS may cause an increase in production costs 

through the reduction of productivity for a number of reasons (Dixon et al., 

2010; Madden, 2009; Cocker, MARVin & Sanderson, 2012; Pfeffer, 2010): 

 Absenteeism which translates to more employees failing to go to work 

due to ill health. The roles of women as caregivers will thus 

necessitate time off and funeral attendance becomes a major source 

of lost time. Some employees may go to work although they are not fit 

to work because they have a fear of losing their jobs. These lead to 

presenteeism.  

 workers whose health has worsened would gradually become less 

productive and eventually become unable to carry out physical or 

emotionally demanding jobs.  

 replacements for those employees who die or retire on medical 

grounds may be less skilled and/or experienced. The recruiters may 

also incur training costs.  
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 employers may be forced to increase the size of the workforce, with 

the hope of increasing productivity and hence end up with increased 

payroll costs to cover for absenteeism.  

 

2.4 Impact of HIV/AIDS on Households 

According to Lovász & Schipp (2009), HIV/AIDS epidemic “has a significant 

negative effect on the growth rate of per capita GDP in Sub-Saharan Africa” 

(Lovász & Schipp, 2009). This impact would be felt throughout the economy, 

from the macro-economic level to the micro-economic level, i.e. households. 

Illness and death of members and citizens has caused households and nations 

to become poorer (Whiteside, 2010). No matter who is ill in the household, they 

need care, medicines, treatment and possible a special diet. These needs add 

to the financial burden of the household. Finally, when the person succumbs to 

the disease and dies, the households are drained even further. However, some 

families have found a way to circumvent the impact of lost labour that arises 

from the inability of the HIV-infected family member to contribute to the cost of 

looking after the family.  

 

Other family members may increase labour supply by redistribution of tasks or 

by cross-substitution effect, in which the person with HIV takes on home 

production tasks, such as caring of young children, thus freeing other household 

members to supply market labour in order to counteract the negative income 

effect (Bor, 2012).   

 

According to Case, Garrib, Menendez & Olgiati (2008), an equivalent of a year’s 

total expenditure on food and groceries is spent by households in preparation 

for the funerals. The cost of funerals as a results of HIV/AIDS deaths has an 

impact on households poverty (Case et al., 2008). Grimm (2010), states that 

“death poses substantial and lingering burdens from the funerals that surviving 

household members need to finance the on-going loss of income once brought 

into the household by the deceased” (Grimm, 2010). 
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The death of a breadwinner(s) in the home has an impact on the wellbeing of 

the whole family, especially children who end up being orphaned (Mcgarry & 

Shackleton, 2009). As more and more children are orphaned, this puts pressure 

on the government to increase child support grants (Bachelet, 2011). The 

increase in child-headed families which is caused by death of both parents 

leads to a proportional decrease of adults in the population (Foster, Makufa, 

Drew & Kralovec, 2011). The decrease in the number of adults in the population 

is accompanied by the reduction of incomes in the affected households.  

 

2.5 Impact of HIV/AIDS on Children 

A number of studies have shown that HIV/AIDS has an impact on the economy 

through the loss of income as a result of death of a breadwinner in the 

household (Munthree & Maharaj, 2010). The death of a breadwinner in the 

household increases the level of poverty. The reductions of income in the 

household affect children in several ways; they encounter problems in financing 

their education and therefore are forced to leave school and look for jobs in 

order to look after their siblings or care for members of the family who are sick 

as a result of HIV/AIDS (Cluver, Operario, Lane & Kganakga, 2011).  

 

The death of both parents may force these children to look after their siblings. 

As previously discussed, the majority of these children are girls and this has led 

to the birth of a new type of families called female-headed families (Mogotlane, 

Chauke, van Rensburg, Human & Kganakga, 2010). Faced with financial 

challenges, female-headed families resort to dangerous activities such as 

prostitution in order to generate income (Average, Maxwell & Takupiwa, 2008). 

There has been reports that sex-workers accepted more money for unsafe sex 

(Adriaenssens & Hendrickx, 2012). The prospects of making more money by 

indulging in unprotected sex become very tempting for young girls who are 

desperately in need of money in order to look after themselves, feed their 

siblings and their families.   
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2.6 Workplace HIV/AIDS Policies  

The Global Business Coalition on HIV/AIDS, Tuberculosis and Malaria (Global 

Business Coalition on HIV/AIDS, n.d.), defines HIV/AIDS workplace policy as a 

policy that “provides the basic framework for company action to reduce the 

spread of HIV/AIDS and to manage its impacts”. The International Labour 

Organisation (ILO) and World Health Organisation (WHO) jointly developed 

“policy guidelines for improving health workers’ access to HIV and TB 

prevention, treatment, care and support services” (Kisting, Wilburn, Protsiv & 

Hsu, 2010). 

 

Workplace HIV/AIDS programme’s aim is to increase and improve wellness 

amongst employees in organisations through education and treatment of the 

disease (Hirbod & Lindqvist, 2011). However, factors such as management, 

leadership, motivation and stigma could inhibit or prevent the workplace 

wellness programmes from achieving its intended goal (Hirbod & Lindqvist, 

2011). Yap & Ineson (2010), revealed that management must have an 

acceptable level of knowledge regarding the effects of HIV on individuals and 

societies. The study also revealed that, although management understood the 

nature of  HIV infections, the extent and its general effects; the implications or 

impact of HIV/AIDS in the workplace was weakly understood in the Asian 

hospitality industry (Yap & Ineson, 2010).  

 

Whilst some managers recognised the importance of HIV/AIDS workplace 

policies, some do not perceive HIV/AIDS as a serious problem (Virakul & 

McLean, 2010). Virakul & McLean (2010), stated that from a commercial 

perspective, the issue of HIV/AIDS has serious consequences for businesses 

“in terms of employee relations, welfare policy and workplace education and 

training” (Virakul & McLean, 2010). However, there is a view in Thailand that 

providing a range of services such as stress management clinics and paternity 

schemes to private healthcare cover for employee welfare, is the key priority for 

organisations.  
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Although the view of investing in HIV/AIDS programmes has shown a 15% 

reduction in HIV infections, such improvements has caused tension for 

organisations in deciding whether to invest in healthcare for the benefit of  

individuals or for the benefit of the business (Lamb-White, 2012). 

 

2.7 The Impact of HIV/AIDS Stigma on Employees 

The severity of HIV/AIDS stigma has caused HIV/AIDS sufferers to die in 

silence because of the fear of stigmatisation and HIV discrimination (Neuman & 

Obermeyer, 2013). Stigma is defined “as an attribute that links a person to 

undesirable characteristics” (Monjok, Smesny, Essien & James, 2009). Others 

describe stigma as the condition where a person, from whatever nation is 

incapable of harmonising with the standards that society calls normal (Hirbod & 

Lindqvist, 2011). In this way, stigmatised individuals get excluded from full 

social approval. Monjok et al., (2009), defines discrimination as “an aspect of 

stigma which is a form of exclusion or restriction of expression, marginalisation, 

or prevention from access to something or services”. Discrimination “is normally 

expressed by force, from avoidance of life threats, lynching and death” (Monjok 

et al., 2009).  

 

According to Wilson (2012), 48.8% of the population and 65% of business 

managers surveyed believed that HIV/AIDS carriers should not have equal 

employment rights (Wilson, 2012). Because of HIV stigma, some employers 

even go to such an extent as to dismiss their employees because they are HIV-

positive (Allard, 2010).  
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In a study done in South Africa in KwaZulu-Natal by Zeelen, Wijbenga, Vintges 

& Jong (2010), the stigma attached to HIV/AIDS is broken by storytelling, and at 

the same time, storytelling provides people with effective messages about the 

disease. Zeelen et al., (2010) found that, in order to “suit the local context better 

than nationwide health educational programmes which are normally 

disseminated through mass education”, the persistent approach around 

storytelling is vital in South Africa, especially in rural areas. Encouraging 

employees to reveal their HIV/AIDS status freely needs the use of diversity 

management theory (Yap & Ineson, 2012).  

 

Diversity management can be defined “as complex systematic and planned 

strategies and commitment that encourages employers, employees and 

customers in the workplace to tolerate, respect and treat fairly others of diverse 

characteristics”, such as HIV positive employees (Yap & Ineson, 2012).  

 

According to Zuch & Lurie (2011), there are many ways to reduce HIV stigma. 

ARV reduces stigma through normalisation of the disease by weakening 

HIV/AIDS link with disfigurement and death (Zuch & Lurie, 2011). Maughan-

Brown (2010) identified three types of HIV stigma. These are (1) social stigma, 

(2) symbolic stigma and (3) instrumental stigma (Maughan-Brown, 2010). 

Winskell, Hill & Obyerodhyambo (2011), defines symbolic stigma as stigma that 

“arises from moralistic value judgements attached to people living with HIV and 

has negative consequences from both public health and human rights 

perspectives” (Winskell, Hill & Obyerodhyambo, 2011).  

 

Social stigma arises as a result of discrimination of HIV-positive individuals by 

those who perceive their HIV status to be negative (Galindo, 2013). HIV positive 

individuals do not only experience discrimination in their communities, but also 

experience discrimination in the workplace (Surgevil & Akyol, 2011). 

Instrumental stigma manifests itself through avoidance of HIV/AIDS infected 

persons by HIV/AIDS uninfected individuals who fear that they would get 

infected if they touch HIV/AIDS infected persons (Nhamo, 2011). The whole 

issue of instrumental stigma is surrounded by absurdity, in that HIV/AIDS 
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uninfected individuals who ascribe to instrumental stigma, have a strong belief 

that, for an example, drinking from the same bottle of water as an HIV/AIDS 

infected person, would lead to contraction of HIV/AIDS (Maughan-Brown, 

2010). 

 

The implications of HIV-related stigma, is that it causes new infections through 

delays in testing and poor treatment adherence (Goudge, Ngoma, Manderson & 

Schneida, 2009; Neuman & Obermeyer 2013; Maughan-Brown, 2010). Delays 

in testing are caused by fear or worry to test for HIV because of the unforeseen 

or anticipated stigma that would be attached on the individual if he/she test HIV 

positive (Jürgensen, Tuba, Fylkesnes & Blystad, 2012). In order to eliminate 

HIV stigmatisation and discrimination, the International Labour Organisation 

(ILO) came out with strong recommendations that rejected discrimination 

against HIV-positive workers (Brands, 2010).  

 

In Africa, people living in Zambia and Kenya still face barriers to employment, 

which includes discrimination in hiring, loss of promotion and termination 

because of their HIV status (Sprague, Simon & Sprague, 2011). 

 

2.8 The Benefits of Early HIV/AIDS Prevention and Treatment 

The perceived burden of knowing one’s HIV status outweighed the known 

benefits concerning prevention and early treatment (Jürgensen et al., 2012). 

According to Makoae, Portillo, Uys, Dlamini, Greeff, Chirwa, Kohi, Naidoo, 

Mullan, Wantland, Durrheim & Holzemer (2009), studies have revealed that 

ARV treatment has transformed HIV/AIDS from a fatal disease to a chronic 

illness and as a result of this, stigma has declined. However, for some, taking 

ARV medications may indicate that someone is HIV-positive (Makoae et al., 

2009). Therefore, for someone who does not wish to disclose his/her HIV status 

may avoid taking medication, thus leading to the problem of poor treatment and 

adherence (Bor, 2012; Danel, Gabillard, Inwoley, Chaix, Toni, Moh, Messou, 

Bissagnene, Salamon, Eholie & Anglaret, 2009; Natsuo, 2010; Peltzer, Friend-

du Preez, Ramlagan & Anderson, 2010).  
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Avoidance of taking ARV treatment causes, with time, ARV resistant HIV strains 

(Herbst et al., 2009). ARV-resistant HIV strains may cause new HIV infections 

which are hard to treat with the current treatment regimes, depending on what 

drug regimen the HIV-infected individual has been exposed to and also cause 

failure of the immune response to mount a defence mechanism (Kiertiburanakul 

& Sungkanuparph, 2009; McMichael, Borrow, Tomaras, Goonetilleke & Haynes, 

2010). The ICD-10 coding system has been used to code HIV/AIDS disease 

stages for diagnostic purposes (Council of Medical Schemes, 2007). The 

knowledge of ICD-10 codes for HIV drug resistance could be beneficial from the 

clinical point of view during ARV treatment. Therefore, eradication of HIV stigma 

would play an important role in encouraging people to come forward and test for 

HIV so that ARV can be started at an early stage if found to be HIV positive and 

improve prognosis of HIV/AIDS thus reducing the number of HIV/AIDS drug 

resistance and deaths. 

 

2.9 HIV/AIDS Mortality and Labour Supply 

HIV/AIDS is one of the biggest causes of mortality in the workforce in Africa 

(Pennap, Chaanda & Ezirike, 2011). According to Pennap et al., (2011), by 

2015 the labour force supply would become 30-40% smaller in countries with 

very high prevalence like South Africa, following 12% of mortality in the 

workforce. This is expected to affect productivity on income in the economy. 

Lovász & Schipp (2009), noted that “If labour supply falls annually by 30,000 

workers, economic growth is reduced by 50% and investments reduced by 

75%”  (Lovász & Schipp, 2009). In comparison to a scenario without HIV/AIDS, 

studies by Lovász & Schipp (2009), have shown that South Africa’s “annual per 

capita income will be reduced by 8% and per capita consumption by 12%” until 

2010. It is probably that the decline of the gross domestic product (GDP) over 

the past 10-20 years is caused by the impact of HIV/AIDS on the workforce (the 

DTI & Delloitte, 2012). 
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Development of HIV/AIDS Workplace policies would ensure the protection of 

the workforce against impacts of HIV/AIDS and deaths. Such a move would be 

paramount to improving South Africa’s economy and therefore, improving GDP 

growth (Thurlow, Gow & George, 2009; Smith & Project Empower, 2010). 

Before the implementation of workplace policies, the important question to ask 

is “are workplace health promotion programmes effective?” According to 

Cancelliere et al., (2011), there is positive effect that workplace health 

programmes (WHP) are effective.  

 

Workplace health programmes offered organisational leadership, health risk 

screening, individually tailored progress and a supportive workplace culture. 

Factors such as overweight, a poor diet, a lack of exercise, high stress and poor 

relations with co-workers and management were identified as potential risk 

factors that contribute to presenteeism (Cancelliere et al., 2011; Mitchell, Eden, 

Cramp, Jayewardene, King & St George, 2012).  

 

Success of HIV/AIDS workplace policies depend on the willingness and the 

buy-in of employees in embracing the policy and the involvement of 

government, business and labour (Soko, Umar, Noniwa & Lakudzala, 2012; 

Rogers, Adetoro, Burke, Llado & Lukyanova, 2010). 

 

There is a concern however; that some corporate responses to implementing 

HIV/AIDS policies in the workplace or to heed vocal warnings about the impact 

of HIV/AIDS on the workforce had been slow, partial, erratic and noncommittal 

(Michinobu, 2009). Bakuwa (2010), revealed evidence that the majority of 

companies around the world have not yet responded to the issue of HIV/AIDS in 

the workplace (Bakuwa, 2010). Wyk (2012), noted that “transformation of 

HIV/AIDS from an epidemic to a business threat has been underscored” by the 

government’s tendency to view the HIV epidemic “as part of the public agenda 

rather than part of its formal agenda” (Wyk, 2012).  
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2.10 The Cost Implications of HIV/AIDS on Organisations 

The costs to business rise disproportionately with the level of HIV infection 

(Gow, George & Grant, 2012). This can be interpreted as meaning that early 

diagnosis of HIV infection would ensure that infected employees receive anti -

retroviral treatment at an early stage thus preventing or reducing progression to 

AIDS, which ultimately reduces costs. The benefits of starting treatment at an 

early stage for HIV infected employees would ensure that employees remain fit 

and productive at work (Beard, Feeley & Rosen, 2009).  

 

Without proper HIV/AIDS policies, companies would incur increased costs of up 

to 5.9% of their annual wage and salary costs (World Economic Forum, n.d.). 

This statement was supported by a study of 1,006 companies in South Africa, 

which found that 43% of firms predicted an increased level of adverse effects on 

their business within five years as a result of HIV/AIDS. Decreased productivity 

and increased absenteeism which had a major impact on current operations 

were experienced by 39% of respondents.  

 

The survey also revealed that Standard Chartered Bank “first became aware of 

HIV/AIDS’ impact on its business when it discovered that on any given day in a 

number of African countries, 10% of staff were absent because of HIV/AIDS-

related matters”. In addition to this, The World Economic Forum regional report 

acknowledges the fact that few companies have fully recognised the impacts of 

HIV/AIDS on costs, which includes medical aid costs or revenues and that only 

“12% of companies translate their awareness and understanding of the 

epidemic into action and have written HIV/AIDS-specific policies” (World 

Economic Forum, n.d.).  

 

As the old adage says “prevention is better than cure”. This is precisely the 

notion that employers should seriously take a look at, because if employers do 

not heed this warning, there is a possibility that employers would shift the 

burden of HIV/AIDS to the government (BU Digital Common, 2010) or reduce 

employees benefits, such as death and retirement benefits. 
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2.11 Macroeconomics and Health 

Macroeconomics is defined as the study of aggregate economic behaviour and 

it is measured by output (Gross Domestic Product) growth, Unemployment and 

Inflation (Schiller, 2009). According to Schiller, the macro economy is in trouble 

when output growth slows down. Some of the causes of slow growth may be an 

increase in unemployment rate and inflation.  

 

Every company requires human capital or labour force in order to be able to 

increase its production (Lovász & Schipp, 2009). Companies do not just need a 

labour force, but they need a healthy labour force in order to function at an 

optimum level and increase production (Partneship for Prevention, 2010). Poor 

health leads to poverty and poor economic growth. There were estimates that 

“the economic value of lost life years in 1999 due to AIDS were estimated to be 

12% of the GNP of sub-Saharan Africa” (World Health Organisation, n.d.). From 

the foregoing, one can therefore conclude that it is important for the 

governments and the corporate world to invest in the well-being of the labour 

force in order to improve the economy.  

 

The report by Whiteside bears testimony to this effect when he points out that 

there is evidence that links poor health to poverty or better health to economic 

growth (Whiteside, 2010).The long period of HIV/AIDS illness reduces labour 

productivity (Dixon et al., 2010) through presenteeism which results in lost 

productivity as employees come to work but under performs as a result of 

illness or because they are worried about their relatives who are sick 

(Yamamoto et al., 2009). The HIV/AIDS pandemic affects the economy through 

its impact on the labour supply which is caused by increased mortality and 

morbidity. This is worsened by the loss of skills, which are not easily replaced, 

in key sectors of the labour market (Dixon et al., 2010).  
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Among the key sectors that are affected is the mining and the health sector. It 

has been predicted that 60% of the mining workforce aged 30 and 44 years 

would fall within 15 years to 10% as a result of the HIV/AIDS epidemic (Dixon et 

al., 2010). The decrease in productivity caused by the HIV/AIDS epidemic will 

lower domestic productivity and reduces exports thus increasing imports of 

expensive healthcare goods and other goods (Lovász & Schipp, 2009). The 

imbalance caused by decreased exports and increased imports, affects 

aggregate demand and subsequently the fiscal policy of the government. The 

danger of this imbalance is that this could cause defaults on debt payments by 

the government as net exports become negative and will force the government 

to request economic assistance from the international community such as the 

World Bank (Schiller, 2009).  

 

In order to counteract the impact of ill-health on the labour force and the 

population as a whole, the Director-General of the World Health Organisation 

established a Commission on Macroeconomics and Health (CMH) in January 

2000, in order “to study the links between increased investments in health, 

economic development and poverty reduction” (World Health Organisation, 

n.d.). The CMHs’ analysis revealed that: 

 “(a) ill-health contributes significantly to poverty and low economic  

           growth; 

(b) a few health conditions account for the high proportion of ill-health 

and premature deaths; 

(c) a substantial increase in the use of cost-effective interventions in 

addressing priority health problems can potentially save millions of lives 

per year; 

(d) a close-to-client (CTC) system is required to increase cost-effective 

interventions targeting the poor; 

(e) the current level of health spending in Member States is not sufficient 

to help implement cost-effective interventions”. 
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In May 2002, the CMH action agenda was held by the Fifty-fifth World Health 

Assembly which was commended “as a useful approach to the achievement of 

the Millennium Development Goals (MDGs)” and the targets of the New 

Partnership for Africa’s Development (NEPAD).  

 

The MDG’s emphasised the importance of the governments of the rich 

countries to partner with governments of the poor countries by investing in the 

healthcare sectors of the poor countries in order to improve economic growth. It 

is believed that through this drive, a healthy labour force would improve 

productivity; and investment in health for the rest of the population would ensure 

a constant supply of a healthy labour force. This notion is supported by Jack 

and Lewis when they said that “good population health is a critical input into 

poverty reduction, economic growth and long-term economic development” 

(Jack & Lewis, 2009). 

 

One of the MDG’s that South Africa chose was the combat of HIV and AIDS, 

malaria and other diseases (Goal 6). There are two targets for this goal:  

(1) Target 7: to have halted the HIV pandemic by 2015 and reverse the 

spread of HIV and AIDS and  

(2) Target 8: to have halted by 2015 and began to reverse the incidence 

of malaria and other major diseases (The Presidency Government of 

South Africa, n.d.). 

 

The main focus was on goal 6, target 7 because it involves HIV and AIDS. The 

indicators set for this target are as follows:  

 HIV prevalence among 15- to 24-year-old pregnant women 

 Contraceptive prevalence rate 

 Number of children orphaned by HIV and AIDS 
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The 2011 ante-natal HIV survey results (Table 2.4) of pregnant women who visit 

public health facilities “show a statistically significant decrease in the national 

prevalence rates of HIV” (National Department of Health, 2011). The results for 

the KwaZulu-Natal province alone show a decrease in the prevalence rate of 

HIV among pregnant women of 39.5% for 2009, 39.5% for 2010 and 37.4% for 

2011, respectively as shown in table 2.4 below. 

 

Table 2.4: HIV Prevalence among antenatal women by province, RSA 2009 

to 2011 

  2009 2010 2011 

  N 

% 

Prev. 95% CI N 

% 

Prev. 95% CI N 

% 

Prev. 95% CI 

SA 32 861 29.4 28.7-30.2 32 225 30.2 29.4-30.9 33 326 29.5 28.7-30.2 

EC 4 225 28.1 26.1-30.1 3 994 29.9 28.2-31.7 4 099 29.3 27.5-31.1 

FS 2 336 30.1 28.1-32.1 2 223 30.6 28.3-33.0 2 292 32.5 30.5-34.5 

GA 7 187 29.8 28.6-31.1 6 714 30.4 29.1-31.8 6 948 28.7 27.3-30.1 

KZN 6 744 39.5 38.1-41.0 6 887 39.5 38.0-41.0 6 714 37.4 35.8-39.0 

LP 3 412 21.4 19.7-23.1 3 117 21.9 20.3-23.6 3 651 22.1 20.6-23.7 

MP 2 049 34.7 32.5-36.9 2 202 35.1 32.6-37.7 2 116 36.7 34.3-39.2 

NW 2 227 30 27.5-32.6 1 963 29.6 27.3-31.9 2 352 30.2 28.2-32.4 

NC 1 002 17.2 14.3-20.5 1 144 18.4 16.1-21.1 1 125 17 14.3-20.0 

WC 3 679 16.9 13.8-20.5 3 981 18.5 15.1-22.5 4 029 18.2 14.3-22.8 

        N= Realised sample size 

CI= Confidence Index 

Reproduced from: www.health-e.org.za 
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Furthermore, as shown in Figure 2.1 below, HIV prevalence in the age group 

15-19 years old, show a reduction 14.0% in 2010 to 12.7% in 2011. This 

indicated a reduction in new infections (incidence) in the population. In addition, 

there was a decline from 26.7% in 2010 to 25.3% in 2011 in HIV prevalence in 

women in the 20 to 24 year age group. Since these were women of child-

bearing age, the decline in new infections could be attributed to the successful 

implementation of HIV Voluntary Counselling and Testing (VCT), Prevention of 

Mother-To-Child Transmission (PMTCT) and the Comprehensive Care 

Management and Treatment (CCMT) programmes.  

 

 

Figure 2.1 HIV prevalence trends among antenatal women by age group, 

South Africa, 2009 to 2011. 

 

However, HIV prevalence remained unchanged and in some instances reflected 

some increases in the older age groups (30-34 years; 35-39 years and 40+) 

although these were not statistically significant. Dhlomo (2010), stated that “in 

order to strengthen its efforts to combat HIV and AIDS, SA produced the 

Comprehensive Plan for HIV and AIDS, as well as the Inter Sectorial Strategic 

Plan for HIV and AIDS for 2007 to 2011” (Dhlomo,2010). The 2007 to 2011 

Strategic Plan for HIV and AIDS built on the gains of the Strategic Plan for 2000 

to 2005 (Dhlomo, 2010). The country’s response to the major challenge of HIV 

and AIDS served as the framework in the Strategic Plan. 
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In 2007, 90% of the public health facilities provided HIV Voluntary Counselling 

and Testing (VCT) and the Prevention of Mother-To-Child Transmission 

(PMTCT) in order to satisfy the Close-To-Client system as recommended by the 

CMH Commission (Dhlomo, 2010). By May 2007, a cumulative total of 303 788 

patients has been put on antiretroviral treatment, in 316 sites of the 

Comprehensive Care Management and Treatment (CCMT) across the nine 

Provinces.  

 

The private sector as well as the Correctional Service added these facilities, as 

part of their workplace policy, in order for their employees and inmates to 

benefit from the CCMT programme, respectively (Mapisa-Nqakula, 2009). 

 

2.12 Summary 

There is no doubt that HIV/AIDS has an impact on labour, households, children, 

the micro-economy and the macro-economy of South Africa and globally 

through loss of productivity caused by HIV/AIDS-related sicknesses and deaths. 

The combined effect of employee’s sicknesses, deaths, absenteeism and 

presenteeism due to HIV/AIDS impacts negatively on all aspects of work life. 

Several studies have been conducted in order to establish these facts and 

recommendations made on the improvement of the HIV/AIDS impacts on the 

economy. These involved the roles to be played by private companies in 

implementing HIV/AIDS workplace policies and the government in ensuring that 

the millennium development goals agreed to in the CMH agreement are met. 

The importance of the public sector and the private sector in working together, 

to fight the devastating effects of HIV/AIDS on the economy and the wellness of 

the South African citizens and the labour force as a whole, cannot be under 

estimated. 
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CHAPTER THREE 

Research Methodology 

 

3.1 Introduction 

The research started by formulating a questionnaire that consisted of qualitative 

and quantitative questions. Three questions out of a total of fifteen (15) 

questions were qualitative and the rest were quantitative. Two (2) of the 

qualitative questions used a 4-point Likert-type and a rating scale in order to 

establish the respondent’s knowledge of the impact of HIV/AIDS in their 

businesses. In this study the Likert-type scales were designed in such a way 

that forced the respondents to agree or disagree by removing the middle option 

of "Neither agree nor disagree". This sought to obtain answers that would 

hopefully be based on facts within the respondent’s organisation. It is for this 

reason that the questionnaire was directed at senior and/or middle management 

of organisations. 

 

3.2 Aim and Objectives of the Study 

The aim of this study was to establish the financial impact of HIV/AIDS on 

eThekwini businesses and its economy. The objectives of this study were to 

establish: 

 The number of HIV/AIDS-related deaths in a sample of the eThekwini 

businesses. 

 Additional costs to companies caused by HIV/AIDS-related deaths and 

treatment for HIV/AIDS disease. 

 The loss of productivity due to absenteeism caused by HIV/AIDS-related 

matters. 
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3.3 Research Design and Methods 

The sample size of 382 as established by the population size table is used for 

this study. The research design that is used in this study is quantitative in 

nature, as the goal is to explore the impact of HIV/AIDS on eThekwini 

Businesses. Salkind (2012), defines qualitative research “as a social or 

behavioural science research that explores the processes that underlie human 

behaviour by using exploratory techniques such as interviews, surveys, case 

studies and other relatively personal techniques” (Salkind, 2012). Quantitative 

research is a form of quantitative study involving a large number of subjects, 

with random assignments to different groups, using objective outcome 

measures and analysed with inferential statistics (Streiner, 2013). The 

frequency of occurring events are used in quantitative research methods whi lst 

qualitative methods provide a broader understanding and a more thorough 

reasoning behind the event (Razafsha, Behforuzi, Azari, Zhang, Wang, 

Kobeissy & Gold, 2012). 

 

3.3.1 Quantitative Research Methodology 

Quantitative research method asks questions such as “how often” and “how 

many” in order to try to understand the frequency of an event (Razafsha et al., 

2012). Quantitative research methods are based on quantity, measurement and 

objectivity and these qualities are believed to make studies more reliable and 

valid. 

 

3.3.2 Qualitative Research Methodology 

Qualitative research is defined “as a form of systematic empirical inquiry into 

meaning or broad umbrella term for research methodologies that describe and 

explain persons, experiences, behaviours, interactions and social events” 

(Razafsha et al., 2012). The qualitative research method is believed to be 

subjective and it lacks validity and reliability. 
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3.3.3 Triangulation/Mixed Research Methodology 

According to Guion, Diehl & McDonald (2011), qualitative researchers use 

triangulation to “check and establish validity of the study by analysing a 

research question from multiple perspectives”. The use of both qualitative and 

quantitative research methods is believed to increase the validity of the study.   

 

3.3.4 The Research Methodology Adapted for the Study 

This study used quantitative research methods to establish the impact of 

HIV/AIDS on eThekwini businesses. The choice of quantitative research 

method for this study was aimed at establishing the number of HIV/AIDS 

positive employees in organisations and how their sickness or death affected 

the organisations financially and how it affected eThekwini municipality, 

economically. Questionnaires were used in this study and responses were 

analysed by using the statistical software in the Questionpro® programme. The 

Cronbach’s Alpha was used to test the validity and reliability of data. 

Histograms and pie charts were used to publish the results of the survey. 

 

3.4 Validity and Reliability of the Study 

3.4.1 Validity 

Salkind (2012), defines validity as the “truthfulness, accuracy, authenticity, 

genuineness and soundness of the research instrument”. Salkind further 

explains validity as “the degree to which an instrument measures what it is 

supposed to be measuring” (Salkind, 2012). In this study the questionnaire 

contained questions that solicited answers that met the set objectives.   

 

3.4.2 Reliability 

Kumar (2011), defines reliability of the research instrument as an instrument 

that is consistent, stable, predictable and accurate. When the same set of 

information is collected more than once using the same instrument and get the 

same or similar results under the same or similar conditions, the research 

instrument is considered to be reliable (Kumar, 2011). 
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In this study, the research instrument was constructed in such a manner that it 

measured the objectives of the study. Although a non-probabilistic sample was 

chosen for the study, the respondents were targeted in order to ensure that the 

questionnaire was answered by respondents who met the criteria and who, 

therefore would give reliable responses that would be used to generalise on the 

impact of HIV/AIDS on eThekwini Businesses. The questions were worded 

correctly thus eliminating ambiguity which could interfere with the respondent’s 

responses. 

The reliability of the research instrument was tested by using Cronbach’s alpha 

which yielded a value of 0.8 (Tavakol & Dennick, 2011). Cronbach’s alpha is 

used to test for internal consistency of a test or scale and is expressed as a 

value between 0 and 1.    

 

3.5 Questionnaire Construction 

The questionnaire was accompanied by a cover page which clearly stated the 

purpose of the study. The questionnaire had fifteen (15) questions; three (3) of 

which were qualitative and the rest were quantitative in nature. Qualitative 

questions had a four (4) point Likert-type scale. The second question in the 

questionnaire was designed as a screening question. If the answer to the 

second question was a ‘No’, the questionnaire came to an end. However, if the 

answer was a ‘Yes’ it allowed the respondent to complete the rest of the 

questionnaire because then it meant the respondent had relevant information to 

contribute to the study (Appendix 4). For the online questionnaires, the same 

format as it appeared on the hard copy was captured onto the Questionpro® 

online survey. 
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Besides the qualitative questions, quantitative questions seek to find out the 

number of employees in the organisation of the respondent and how many of 

those were diagnosed with HIV/AIDS. The questionnaire went on to establish 

how many were on antiretroviral treatment, how many had died due to 

HIV/AIDS, the cost of replacing or pension pay outs for those who died, training 

costs, cost of introducing automation to reduce dependency on labour force and 

the impact of absenteeism on the employer which is caused by HIV/AIDS-

related illnesses. These questions covered the objectives of the study.    

 

3.6 Pilot Study 

The study was piloted to known businessman and woman who manage 

companies in the eThekwini region and some were distributed by approaching 

managers and owners directly. There were twenty (20) questionnaires that were 

issued to respondents. Out of the twenty questionnaires, twelve (12) were 

returned (60% response rate) with eight (8) non-returns.  

 

However, it was time consuming and costly to set up appointments 

telephonically and driving to the respondents to hand out the questionnaires. As 

a result of the pilot study it was then decided to run the full survey online by 

using the Questionpro® platform. Various changes were made to address 

questions that were double-barrelled and vague. The Questionpro® platform 

allowed a large number of respondents to be reached through emails. This 

method proved to be faster, less costly and less time consuming and has been 

used throughout the study.  
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3.7 Population and Sampling  

Initially there was desired that the respondents be drawn from the Telkom 

Yellow Pages business directory. There are 65,013 businesses listed in the 

Telkom Yellow Pages and according to the population size table, 382 

businesses were to be surveyed to obtain a representative sample. However, 

sampling 382 businesses was beyond the capacity of this study and it would be 

time consuming and costly. After failed attempts to get access to the Durban 

Chamber of Commerce business database, the University of KwaZulu-Natal 

(UKZN) Graduate School of Business & Leadership (GSB&L) was approached 

and permission was granted to survey the Master of Business Administration 

(MBA) students.  

 

Since the study was about getting to understand “real life” issues around the 

impact of HIV/AIDS on eThekwini Businesses, quantitative research 

methodology was conducted. This meant that the study did not require 

statistical generalizability with p-value of 0.05 and 95% confidence (Salkind, 

2012). Primary data was obtained by sending online questionnaires through the 

Questionpro® website to UKZN MBA respondents. In this study the non-

probabilistic or convenience sampling method, with MBA students as a captive 

sample were used (Salkind, 2012).  

 

The UKZN MBA students were considered to be a representative sample 

because, 1) MBA students represented businesses and, 2) in order to be 

accepted into the MBA programme the prospective students must have had at 

least three (3) years managerial experience in their organisations (Graduate 

School of Business & Leadership, n.d.).  
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The non-probability sampling method was chosen because non-probability is a 

more economical procedure than random sampling and is less complicated. In 

this method judgement was used to select eligible subjects who meet the 

criteria. For this study eligible subjects were managers of businesses such as 

retail businesses, banks, manufacturing, distribution, transportation businesses, 

etc. 

 

In order to increase sample size, some of the sample was drawn from business 

associates or leads obtained from prominent companies in the eThekwini region 

and a snowballing technique was used. The snowballing technique involved the 

use of referred respondents by other respondents. Since managers of 

businesses were targeted for the study, most of the managers who were 

approached were more than willing to refer other managers. In this way 20 

questionnaires were answered. Some of these questionnaires were referred 

online and some manually by handing the questionnaire to targeted 

respondents.  

 

3.8 Administration of the Questionnaire 

The questionnaires were administered by using two different methods; 1) by 

using Questionpro® online programme and 2) by distributing hard copies of the 

questionnaires to the targeted research group and capturing the responses 

manually onto the Questionpro® website for report analysis. In order to have 

access to UKZN MBA students, permission was sort from the Graduate School 

of Business administrator. For questionnaires that were administered manually, 

gatekeepers and the informed consent letters were submitted to respondents 

before the questionnaires were answered.  
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Challenges were encountered in the course of questionnaire administration and 

consolidation of collected data. For those questionnaires that were administered 

by handing hard copies to respondents, some of them were not returned on 

time. Respondents were called and reminded to complete and return 

questionnaires. Challenges with online questionnaires were different. Some 

respondents attempted the questions and left them hanging. Online reminders 

were sent on the Questionpro® website and also to their private emails. Some 

responded after the reminders were sent but some failed to respond. In this 

study there were 20 dropouts because of this problem.  

 

3.9 Data Collection Strategies 

Data was collected through online questionnaires and some were distributed to 

targeted groups manually, through a referral system. The majority of the 

questionnaires were distributed through the Questionpro® website. 

Respondents were MBA students from UKZN GSB, who represented 

businesses in the eThekwini region. To gain entry into the UKZN MBA 

programme, prospective students must have had a minimum of three (3) years 

managerial experience (Graduate School of Business & Leadership, n.d.). 

Some respondents were identified through a referral system and those 

responses were captured manually onto the Questionpro® website.  

 

3.10 Ethical Considerations  

Every study or research requires ethical approval before research can be done. 

In this study it was even more important that ethical clearance is obtained 

because the study dealt with HIV/AIDS. 

 

3.11 Permission to Conduct the Study 

The application for ethics approval was made through the Humanities & Social 

Sciences Ethics Committee office at the University of KwaZulu-Natal. The 

ethical approval number HSS/0809/2010 was issued for this study (Appendix 1). 

The informed consent and gatekeeper letters, which contained a statement on 

confidentiality and anonymity, were issued to all respondents before they 

participated in the study.  
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Ethical approval was sought before the study was done, especially because this 

particular topic dealt with HIV/AIDS which is regarded as a confidential matter 

because of the stigma attached to it. Some of the respondents needed 

assurance that their organisation’s identity remained anonymous. Fortunately, 

the consent letter assured them of anonymity and confidentiality (Appendix 2).   

 

3.12 Principles of Research Ethics 

According to Salkind (2012), “as long as researchers use humans and animals 

as participants of the study, the manner in which these humans and animals are 

treated and benefit from the study are critical issues that must be kept at the 

forefront of all considerations”. 

 

3.12.1 Principle of Beneficence 

Pantilat (2008), defines beneficence “as action that is done for the benefit of 

others”. Beneficent actions are actions that are taken to help prevent or remove 

harms or to simply improve the situation of others (Pantilat, 2008). The principle 

of beneficence was traditionally understood as the "first principle" of morality, 

the dictum "do good and avoid evil" lends some moral content to this principle 

(Ascension Health, n.d.). This principle encompasses freedom from harm and 

exploitation.  

 

In this study there was no physical harm that was caused by completing the 

questionnaires, but it is likely that respondents might have experienced some 

psychological discomfort that resulted from questions that needed a response to 

the knowledge of HIV/AIDS-infected employees if the respondent was also 

diagnosed with HIV/AIDS. The questionnaire included telephone numbers and 

email address that respondents could use if they wanted to discuss any aspect 

of the study or questionnaire. Since the intention of the study was to establish 

the number of HIV/AIDS-infected employees in organisations and what 

workplace policies has been implemented by the organisations to prevent 

HIV/AIDS deaths in order to remain productive, the employees and employers 

would benefit from the recommendations of this study. 
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3.12.2 Principle of Respect for Human Dignity 

Mattson & Clark (2011), define human dignity as a commonwealth of 

individuality assessed well-being, shaped by relationships with others, affected 

by the physical world and framed in terms of values (Mattson & Clark, 2011). 

This is based on the principle that every human being has an inherent dignity 

and inherent rights (Andorno, n.d.). The respondent’s rights to self-

determination were honoured in this study because respondents were not 

forced into participating in the study. Respondents had the right to answer any 

questions including those that they felt caused discomfort. They could answer 

these questions in privacy and wherever they chose to access online 

questionnaires, and to ask for explanation about any aspect that caused some 

uncertainty.  

 

The right to full disclosure was respected because it was explained in the 

consent letter that the respondent has a right to participate or not to participate 

in the study (Appendix 2). Each face to face respondent voluntarily signed the 

consent form. The online questionnaire had the consent form attached as a 

cover page. The respondents were informed of their rights to participate or not 

to participate. The respondents were given the option to exit the online survey if 

they did not wish to participate in the study. The respondent’s acceptance to 

continue with the online survey was taken as a signed consent form and their 

voluntary agreement to participate in the study. Confidentiality was maintained 

because names of respondents and their organisations were not disclosed in 

the research study.    

 

3.13 Research Limitations/Challenges 

Since HIV/AIDS is a sensitive topic, some of the respondents might have had 

difficulty in answering the questionnaire or revealing the impact of HIV/AIDS on 

their businesses. It is possible that some of the organisations could not have 

had accurate records or knowledge of the extent of HIV/AIDS in their 

organisations because employees were not required by the law to reveal their 

HIV status to the employer.  
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Because of time constraints and the deadline to complete the study, the 

majority of the respondents failed to respond on time even after they were 

reminded to do so, with the result that a smaller sample run was envisaged at 

the outset being used. 

  

3.14 Data Segmentation and Analysis 

Data segmentation and analysis was performed by using the Questionpro® 

data analysis platform.  

 

3.15 Summary 

This chapter discussed the research methodology of the study and described 

how the research was designed, the targeted population, sampling method, 

data-collection instrument that was used and the limitations and challenges of 

the study and ethical issues. Chapter four contains the presentation of the 

findings. 
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CHAPTER FOUR 

Presentation of Results 

 

4.1 Introduction 

This chapter focuses on the analysis and discussion of the data findings 

pertaining to the impact of HIV/AIDS on eThekwini Businesses. In analysing 

qualitative data, the method of analysis is less structured than in the analysis of 

quantitative data. As outlined in the previous chapter, data was collected 

through online questionnaires. The questionnaire consisted of fifteen questions 

which took 10 to 15 minutes to complete. 

 

4.2 Findings 

The responses to the online questionnaire were analysed with the assistance of 

the Questionpro® data analysis programme. In total, there were 84 respondents 

in this study. Out of the 84 respondents, 20 dropped out of the study. Thus 64 

respondents participated in this study. The responses to each of the fifteen 

questions were grouped and the findings are as follows. 

 

4.2.1 Number of Employees in the Organisation 

Out of the seventy-four organisations that responded to this question, thirty 

(40.54%) of the organisations employed more than eight-hundred employees, 

followed by twenty-four (32.43%) which had 1-200 employees, eleven (14.86%) 

had 201-400 employees, seven (9.46%) had 401-600 employees and two 

(2.7%) had 601-800 employees, as shown in figure 4.1 below. 
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Figure 4.1 Number of employees currently employed in the organisations 

 

4.2.2 Employer’s Awareness of HIV/AIDS Infected Employees 

The study revealed that out of a total of seventy-two organisations, the majority 

of employers were not aware of the presence of HIV/AIDS-infected employees 

in their organisations. This was shown by fifty (69.44%) of the organisations 

who responded ‘no’ to the awareness of HIV/AIDS-infected employees (Figure 

4.2 below). The reasons that the majority of the organisations were not aware of 

the number of HIV/AIDS infected employees could be attributed to a number of 

reasons. One of them could be that employees are not forced to reveal their 

HIV/AIDS status on assumption of their duties as new employees. Another 

factor could be the stigma associated with HIV/AIDS which prevents employees 

from divulging their HIV/AIDS status to their employer, perhaps with the fear 

also that they might lose their jobs if they come out in the open about their 

HIV/AIDS status.  

 

There were twenty-two (30.56%) organisations that responded with a ‘yes’, 

which meant that they were aware of the existence of HIV/AIDS-infected 

employees in their organisations. There was a possibility that these 

organisations had put in place employee wellness programmes that required 

employees to test voluntarily for HIV/AIDS, thus establishing the extent of the 

impact of HIV/AIDS in their businesses. 
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Figure 4.2 Awareness of employers about employees who are HIV/AIDS-

infected in their organisations in the last 12 months 

 

4.2.3 Employees Who Have Been Diagnosed With HIV/AIDS in the Last 12 

Months 

In total, twenty of the organisations that responded to the question on the 

number of employees who had been diagnosed with HIV/AIDS in the last 12 

months, thirteen (65%) organisations who were aware of the existence of 

HIV/AIDS-infected employees in their organisations revealed that 1-20 of their 

employees had been diagnosed with HIV/AIDS in the last 12 months. These 

were followed by four (20%) organisations that had 21-40 HIV/AIDS infected 

employees, two (10%) organisations had 41-60 HIV/AIDS infected employees 

and one (5%) organisation had more than 60 employees diagnosed with 

HIV/AIDS (Figure 4.3 below). 
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Figure 4.3 Number of employees diagnosed with HIV/AIDS in the last 12 

months 

 

4.2.4 HIV/AIDS Infected Employees on Antiretroviral (ARV) Treatment 

The study showed that out of a total of eighteen organisations that responded to 

this question on the number of HIV/AIDS infected employees who were on 

antiretroviral treatment, twelve (66.67%) organisations had 1-20 of their 

employees on ARV, two (11.11%) organisations had 21-40 employees on ARV, 

two (11.11%) organisations had 41-60 employees on ARV and one (5.56%) 

organisation had more than 60 employees on ARV. There was only one 

(5.56%) organisation whose employees were not on ARV (Figure 4.4 below).  

 

The responses from this question revealed that those organisations that were 

aware of the existence of HIV/AIDS-infected employees in their organisations 

were, in fact investing in their employee wellness by making ARV drugs 

available for their employees. 
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Figure 4.4 Number of HIV/AIDS employees on antiretroviral treatment 

 

4.2.5 Deaths Due to HIV/AIDS-Related Illnesses 

There were eighteen organisations that responded to the question on the 

number of employees who had died due to HIV/AIDS-related illnesses. Twelve 

(66.67%) of the organisations reported deaths due to HIV/AIDS-related 

illnesses of 1-20 employees, followed by one (5.56%) organisation that reported 

deaths of 21-40 employees and one (5.56%) organisation that reported deaths 

of 41-60 employees. There were four (22.22%) organisations that did not report 

any deaths (Figure 4.5 below).  
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Figure 4.5 Number of employees who have died due to HIV/AIDS-related 

illnesses in the last 12 months  

 

Twelve (66.67%) organisations were reporting fewer HIV/AIDS-related deaths 

(1-20 employees) as compared to two others who reported 21-40 and 41-60 

HIV/AIDS deaths. The difference in these findings could be attributed to how 

well some organisations manage the issue of HIV/AIDS in their businesses and 

the existence of effective employee wellness programmes and policies. 

 

4.2.6 Newly Recruited Employees 

There were eighteen organisations that responded to the question on the 

number of employees who were recruited to replace the ones that had died due 

to HIV/AIDS-related illnesses. Six (33.33%) of the organisations did not recruit 

new employees, whilst five (27.78%) organisations recruited 1-20 employees, 

five (27.78%) organisations recruited 21-40 employees and two (11.11%) 

organisations recruited more than 60 employees (Figure 4.6 below). 
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Figure 4.6 Number of employees who had been recruited to replace the 

ones that have died due to HIV/AIDS-related illnesses in the last 12 

months 

Those organisations that were recruiting more employees could be those that 

were adversely affected by HIV/AIDS deaths. It is possible that their employee 

wellness programmes were not effective or that they did not have enough 

resources to deal with the impact of HIV/AIDS on their businesses. The reason 

that the other six organisations did not recruit any employees could mean that 

they did not experience any HIV/AIDS deaths. Most probably, these 

organisations had effective well-managed employee wellness programmes and 

policies that safe-guarded their human resource capital. 
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4.2.7 Estimated Cost of Recruiting and Training New Employees 

On the question of the estimated cost of recruiting new employees, fifteen 

organisations responded. There were six (40%) organisations that spent more 

than thirty-thousand rand (R30,000) to recruit new employees, two (13.33%) 

organisations spent R1,000-R10,000, one (6.67%) organisation spent R11,000-

R20,000 and one (6.67%) organisation spent R21,000-R30,000.  

 

There were five (33.33%) organisations that did not spend any money on 

recruiting new employees because there was no need to recruit new employees 

(figure 4.6 and 4.7).  

 

The difference in the costs incurred by businesses in recruiting new employees 

could be due to the fact that HIV/AIDS affected employees from different skill 

levels. Therefore, in order to attract highly skilled employees to replace those 

who have died due to HIV/AIDS, higher salary packages had to be advertised. 

Other costs involved could be due to costs of advertising specialised posts in 

newspapers and paid time spent by managers in recruiting employees, rather 

than focussing on their productive duties. 

 

 

Figure 4.7 Estimated cost of recruiting new employees 
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On the question of the estimated cost of training new employees, thirteen 

organisations responded. There were five (38.46%) organisations that reported 

a cost of more than R30, 000 on training new employees, two (15.38%) spent 

R1, 000-R10, 000, two (15.38%) spent R11, 000-R20, 000 and one (7.69%) 

spent R21, 000-R30, 000. There were three (23.08%) organisations that did not 

spend any money on training new employees because they did not replace 

employees (figure 4.7 and 4.8).  

 

Figure 4.8 Estimated cost of training new employees 

 

Depending on the required skill level of the advertised position, time spent in 

training new employees could be very costly, especially in light of the fact that 

new employees cannot be productive on their first few weeks of their 

employment, yet needed to be paid for the positions that they were employed 

for. 
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4.2.8 Introduction of Automation/Machinery in Organisations 

When asked whether they believed that buying machinery or automation would 

reduce dependency on the labour force and increase the organisation’s profit 

margins, fourteen organisations responded as follows. Five (35.71%) 

organisations strongly agreed, eight (57.14%) organisations agreed and one 

(7.14%) organisation strongly disagreed. The one organisation that strongly 

disagreed to the introduction of machinery or automation could be because it 

believed in putting in place well tested policies to deal with the impacts of 

HIV/AIDS and as a result drastically reduce HIV/AIDS-related deaths, thus 

avoiding expensive capital expenditures. 

 

 

Figure 4.9 Buying machinery or automation reduces dependency on 

labour force and increases the organisation’s profit margins 
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4.2.9 Cost of Automation/Machinery  

Out of the fourteen organisations that agreed or strongly agreed to buying 

machinery or automation to reduce dependency on the labour force and 

increase profit margins, 12 of them responded to the question on the estimated 

cost of automation or machinery. Five (41.67%) organisations spent more than 

R300, 000 on machinery or automation, four (33.33%) organisations spent 

R101, 000-R200, 000 and two (16.67%) organisations spent R1, 000-R100, 

000. Only one (8.33%) organisation did not spend additional money on 

machinery or automation.  

 

 

Figure 4.10 Estimated cost of machinery or automation in the last 12 

months 

 

4.2.10 The negative impact of HIV/AIDS on organisations 

Thirteen organisations responded to the question that HIV/AIDS-related 

illnesses have/had a negative impact of the organisation’s productivity. There 

were eight (61.54%) organisations that strongly agreed, four (30.77%) 

organisations agreed, whilst only one (7.69%) organisation disagreed.  
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Figure 4.11 HIV/AIDS-related illnesses have/had a negative impact on the 

organisation’s productivity 

4.2.11 Man Days Lost Due to HIV/AIDS Infections in Organisations 

When asked about the average man days lost in the last 12 months due to 

HIV/AIDS-related infections, thirteen organisations responded as follows. Five 

(38.46%) organisations lost more than 40 man days, three (23.08%) 

organisations lost 11-20 man days, two (15.38%) organisations lost 1-10 man 

days, two (15.38%) organisations lost 21-30 man days and one (7.69%) 

organisation lost 31-40 man days. The number of man days lost could be 

indicative of the severity of the HIV/AIDS infections amongst employees in 

organisations that were affected.   
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Figure 4.12 Average man days lost in the last 12 months due to HIV/AIDS 

infections 

 

4.2.12 Cost of Absenteeism Due to HIV/AIDS-Related Illnesses 

There were twelve organisations that responded to the question about the cost 

of sick leave pay due to absenteeism caused by HIV/AIDS-related illnesses. 

One (8.33%) organisation paid less than R1,000,  three (25%) organisations 

paid between R1,000-R9,999, two (16.67%) organisations paid between 

R10,000-R19,000, three (25%) organisations paid between R20,000-R29,999 

and three (25%) organisations paid more than R29,999.  
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Figure 4.13 Sick leave pay by organisations as a result of absenteeism 

due to HIV/AIDS-related illnesses in the last 12 months 

 

4.2.13 Number of Employee Lay-offs and Costs Due to HIV/AIDS-Related 

Illnesses 

When employees are laid-off, there is a cost involved which comes as a form of 

compensation for them being out of employment. On the question on the 

number of HIV/AIDS employees who had been laid-off in the last 12 months, 

thirteen organisations responded. Six (46.15%) organisations had 1-20 of their 

employees laid off; one (7.69%) organisation had 21-40 employees laid off, 

whilst six (46.15%) organisations did not experience any lay-offs. 
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Figure 4.14 Number of HIV/AIDS-infected employees who had been laid-off 

in the last 12 months 

 

Thirteen organisations responded to the question about the cost of laying-off 

employees due to HIV/AIDS-related illnesses. Four (30.77%) organisations 

spent R10, 000-R19, 999, two (15.38%) spent R20, 000-R29, 999 and one 

(7.69%) organisation spent more than R39, 999. It was also found that six 

(46.15%) organisations did not spend any money on lay-offs. 

 

Figure 4.15 Cost of HIV/AIDS-infected employee lay-offs in the last 12 

months 
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4.3 Summary 

This chapter looked at the data that was collected through the questionnaire 

and analysed by the Questionpro® programme. The data that was collected 

ranged from the awareness of HIV/AIDS-infected employees in the 

organisations, the number of HIV/AIDS-infected employees who were on ARV 

treatment, HIV/AIDS deaths, cost of recruiting and training new employees, cost 

of automation or acquisition of machinery, the negative impact of HIV/AIDS on 

organisations, the cost of man days lost, the cost of sick leave pay and lay-offs. 

The next chapter discusses the results in detail and links them to the objectives 

and literature. 
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CHAPTER FIVE 

Discussion of the Findings 

 

5.1 Introduction 

In this chapter the data that was presented in chapter four is evaluated and 

discussed in detail. The objectives of the study are discussed and linked to the 

questions in the questionnaire. Previous works on similar topics is looked at 

with the aim of supporting or refuting the findings of this study and thus provide 

a framework for future research into this field.  

 

5.2 Evaluation of Data Presented 

The evaluation of the data presented in chapter four is structured in terms of the 

objectives of the study which are linked to specific questions in the 

questionnaire that address that particular objective. The broad headings that 

meet the objectives are as follows. 

 

5.2.1 HIV/AIDS-Related Deaths in Organisations 

The findings from questions 3, 4 and 5 are discussed under the broad heading 

of HIV/AIDS-related deaths in organisations. These questions covered the 

number of employees who had been diagnosed with HIV/AIDS in organisations, 

the number of HIV/AIDS employees who were on ARV and the number of 

employees who had died as a result of HIV/AIDS, respectively and are 

discussed in that order. 

 

5.2.1.1 The Number of Employees Diagnosed with HIV/AIDS 

This topic addresses the findings in response to question 3 of the questionnaire. 

The findings established that businesses were affected by the HIV/AIDS 

epidemic and that some employers were aware of the magnitude of the 

HIV/AIDS problem in their businesses or organisations. Although fifty (69.44%) 

employers in this study were not aware of the number of HIV/AIDS infected 

employees in their organisations, there were many reasons why this has 

happened.  
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Amongst the number of reasons, the fact that employees are not obliged to 

divulge their HIV/AIDS status on employment was one of the reasons. Another 

factor was the stigma associated with HIV/AIDS which prevented employees 

from divulging their HIV/AIDS status to their employer, some with the fear also 

that they will lose their jobs if they come out in the open about their HIV/AIDS 

status.  

 

In a study by Wilson (2010), it was found that 48.8% of the population and 65% 

of business managers surveyed believed that HIV/AIDS carriers should not 

have equal employment rights. Because of this belief HIV/AIDS carriers were 

fired once their medical status was discovered (Wilson, 2012). In another case 

in Ecuador, an HIV-positive worker took the employer to court for his dismissal 

on the grounds that he was HIV-positive (Allard, 2010). Based on the outcome 

of the AIDS 2010 conference, the International Labour Organisation (ILO) came 

out with strong recommendations that rejected discrimination against HIV-

positive workers (Brands, 2010). The recommendation was aimed at protecting 

employees and job-seekers from discrimination on the grounds of real or 

perceived HIV status.  

 

Whilst the international community was battling with the problem of HIV stigma 

and discrimination in the working environment, locally in Africa the same 

challenges existed. Sprague, Simon & Sprague (2011), discovered that people 

living in Zambia and Kenya faced barriers to employment, which includes 

discrimination in hiring, loss of promotion and termination because of their HIV 

status (Sprague, Simon & Sprague, 2011). 

 

The dilemma that organisations are faced with, are therefore twofold. On one 

hand the employers need to know the impact of HIV/AIDS on their businesses 

so that they can put in place strategies to curb HIV/AIDS impacts and gain 

competitive advantage; but on the other hand, employers run the risk of being 

perceived as discriminating or infringing on the rights of HIV-infected 

employees.  



  

64 

 

Yap & Ineson (2012), believed that encouraging employees to divulge their 

HIV/AIDS status freely would need employers to use diversity management 

theory (Yap & Ineson, 2012). Yap & Ineson (2012), defines diversity 

management as organisations “complex systematic and planned strategies and 

commitment that encourage employers, employees and customers in the 

workplace to tolerate, respect and treat fairly others of diverse characteristics”, 

such as HIV positive employees (Yap & Ineson, 2012). By using diversity 

management theory it was believed that it would strengthen organisations 

competitiveness and efficiency. 

 

5.2.1.2 The Number of Employees on ARV  

This topic discusses the findings in question 4 of the questionnaire. Based on 

the responses, the average number of employees that had ARV treatment were 

analysed as follows:  

Table 5.1: Number of HIV/AIDS employees 

on ARV treatment   

How many of the HIV/AIDS employees are on anti-

retroviral treatment?  

  

No. of 

Employees 

Aver. No. 

of 

Employees 

No. of 

Organisations 

Total Aver. 

No. of 

Employees 

                    

Percentage 

None 0 1 0 5.56% 

1-20 10.5 12 126 66.66% 

21-40 30.5 2 61 11.11% 

41-60 50.5 2 101 11.11% 

More than 60 60 1 60 5.56% 

Total  18 

                 

348 

                   

100% 
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The average number of employees multiplied by the number of organisations in 

each category gave a total of 348 employees who were on ARV treatment.  

 

The study found that many stakeholders including private sector companies are 

the key to addressing the issue of HIV/AIDS in the workplace by taking the 

responsibility for addressing the issue of HIV and AIDS. According to Bakuwa 

(2010), increasing evidence has revealed “that the majority of companies 

around the world are yet to acknowledge and respond to HIV and AIDS as a 

workplace issue” (Bakuwa, 2010). Whilst multinational companies (MNCs) in 

Northern America, Europe and South Africa have enacted the HIV/AIDS 

initiatives, to promote various HIV/AIDS policies and guidelines, it was 

disturbing to note that “10 Japanese affiliated companies in Northern Thailand 

Japanese managers, Thai managers and ordinary Thai workers all considered 

HIV/AIDS to be “irrelevant” to their company and/or themselves” (Michinobu, 

2009).     

 

The ILO and World Health Organisation (WHO) jointly developed policy 

guidelines for improving health worker’s access to HIV and TB prevention, 

treatment, care and support services (Kisting, Wilburn, Protsiv & Hsu, 2010). 

However, these guidelines and recommendations had to be filtered down to 

organisations, government and other stakeholders for it to be effective in 

meeting the desired goal of reducing HIV infections, morbidity and mortality 

amongst humankind. In order to turn  the ILO and WHO HIV/AIDS guidelines 

into effective practice it was required that both the departments of health, labour 

and unions embrace the idea (Kisting et al., 2010). This view was supported by 

a study that was conducted in Thetsane Industrial Area in Lesotho, which found 

that the formation of Apparel Lesotho Alliance to Fight AIDS (ALAFA) improved 

production levels of the HIV/AIDS affected garment industries. The mortality 

and morbidity of employees in garment industries in Lesotho improved 

significantly by putting HIV/AIDS-infected employees on ARV.   
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The study of the Impact of HIV/AIDS on eThekwini Businesses has determined 

that out of the 18 organisations that responded to the question on the number of 

employees who were on ARV treatment, 17 (94.44%) showed evidence of 

taking action concerning the matter of dealing with the impact of HIV/AIDS on 

employees by enrolling HIV positive employees on ARV treatment. Whether 

ARV treatment has reduced mortality and morbidity of HIV/AIDS infected 

employees is covered in the next discussion that looked at the number of 

HIV/AIDS employees who had died due to HIV/AIDS. 

 

5.2.1.3 The Number of Employees Who Died Due to HIV/AIDS  

The findings in question 5 of the questionnaire are discussed under this topic.  

 

Table 5.2: Number of Employees who died 

due to HIV/AIDS   

How many of the HIV/AIDS employees have died due 

to HIV/AIDS-related illnesses in the last 12 months? 

 

  

No. of 

Employees 

Aver. No. 

of 

Employees 

No. of 

Organisations 

Total Aver. 

No. of 

Employees 

               

Percentage 

None 0 4 0 22.22% 

1-20 10.5 12 126 66.66% 

21-40 30.5 1 30.5 5.56% 

41-60 50.5 1 50.5 5.56% 

More than 60 60 0 0 0% 

Total  18 

                 

207 

                   

100% 
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In response to the question of the number of HIV/AIDS deaths in the 

organisations, it was worth noting from the study that, although 17 (94.44%) of 

the organisations had their employees on ARV treatment, only 4 (22.22%) of 

the organisations did not experience deaths due to HIV/AIDS. Out of the total of 

18 organisations that responded to this question, 14 (77.78%) were affected by 

HIV related deaths. 

 

There could be many reasons that resulted in the death of HIV/AIDS employees 

after they commenced ARV treatment. The deaths may have been caused by 

bad immunologic responses to HIV infection (Danel, Gabillard, Inwoley, Chaix, 

Toni, Moh, Messou, Bissagnene, Salamon, Eholie & Anglaret, 2009). The term 

‘bad immunologic response’ described the failure of the human immune system 

to mount a defence mechanism (i.e. production of CD4+ T-Lymphocytes) to 

fight HIV infection (McMichael, Borrow, Tomaras, Goonetilleke & Haynes, 

2010). Some employees could have failed to take ARV treatment during the 

specified times and doses thus leading to poor adherence and rapid 

progression to AIDS and death (Danel et al., 2009). Adherence to ARV 

treatment played an important role in the success of ARV treatment (Natsuo, 

2010). However, stigma and discrimination associated with being HIV-positive 

could be associated with lower adherence and HIV treatment failures among 

the employees who were on ARV treatment (Peltzer, Friend-du Preez, 

Ramlagan & Anderson, 2010).   

 

In this study it was expected that if 94.44% of the organisations initiated their 

employees on ARV treatment, there would be a lower rate of deaths due to 

HIV/AIDS, however, the study revealed that only 22.22% of the organisations, 

who initiated ARV on their employees, reported that there were no HIV/AIDS 

deaths. It appeared from this study that 22.22% was the success rate of ARV 

treatment, but after going through literature on HIV and AIDS, this view is not 

supported and it is possible that the deaths arose due to employees 

commencing treatment with HIV at an advanced stage, not rigidly following the 

ARV programme and sundry factors.  
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It can be concluded, however, that initiation of ARV treatment to employees did 

benefit the organisations and the employees themselves, when more than one-

fifth (22.22%) of the organisations responded that there were no deaths due to 

HIV/AIDS in their organisations. Reduction of absenteeism and presenteeism is 

expected when employees respond positively to ARV treatment and get better. 

In addition employees on ARV were at least able to perform their duties at work. 

 

5.2.2 Additional Costs to Organisations Caused by HIV/AIDS-Related 

Deaths 

The findings from questions 6, 7, 8, 10, 13 and 15 are used to discuss the broad 

heading of the additional costs to organisations caused by HIV/AIDS-related 

deaths. These questions covered the number of employees who were recruited 

to replace the ones that died due to HIV/AIDS in the organisations, the 

estimated costs of recruiting and training new employees, the estimated costs 

of automation or machinery in order to reduce dependency on the labour force, 

the costs of sick leave pay due to HIV/AIDS and the costs of laying off 

employees who are no-longer productive in the organisations, respectively and 

are discussed in that order. 

 

5.2.2.1 The Number of Employees Recruited by the Organisations 

This topic discusses the responses to question 6 of the questionnaire. In this 

study, 18 organisations responded to the question on the number of employees 

who were recruited to replace the ones that had died as a result of HIV/AIDS. 

Some 12 (66.67%) of the organisations recruited new employees, whilst 6 

(33.33%) of the organisations did not recruit new employees. These findings are 

almost in agreement with the previous findings whereby 14 (77.78%) of the 

organisations experienced deaths due to HIV/AIDS. By looking at the 14 

organisations that reported deaths and only 12 organisations that saw the need 

to recruit new employees, it could be argued that the other 2 organisations must 

have come up with new strategies to deal with the impact of HIV/AIDS deaths in 

their organisations such as the introduction of machinery or automation in order 

to reduce dependency on the labour force and eliminate the need to recruit new 

employees. 
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Out of the 12 (66.67%) organisations that recruited new employees, 5 (27.78%) 

recruited 1-20 employees, 5 (27.78%) recruited 21-40 employees and 2 

(11.11%) recruited more than 60 employees. The study showed that each 

organisation was affected differently by HIV/AIDS deaths in terms of the number 

of recruited employees. This was shown by the number of employees that the 

organisations had to recruit in order to replace the ones that had died due to 

HIV/AIDS.  

 

5.2.2.2 The Estimated Costs of Recruiting and Training New     

Employees      

This topic covers the responses in questions 7 and 8 of the questionnaire. Out 

of the 12 organisations that recruited new employees, only 10 incurred costs of 

recruiting and training new employees. As explained above, the other 2 

organisations could have found other strategies such as automation in order to 

deal with the impact of HIV/AIDS deaths in their organisations, thus avoiding the 

need to recruit and train new employees.  

 

The costs of recruiting new employees includes advertising costs, travelling 

claims or travel reimbursements and the cost of time spent by management to 

interview employees. The study revealed the average amount spent on 

recruitment as follows (Table 5.3 below): 
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Table 5.3: The Estimated costs of recruiting 

new Employees   

What is the estimated cost of recruiting (i.e. advertising, 

travelling claims, etc.) new employees? 

 

  

Recruitment 

Costs 

Aver. Cost 

of 

Recruitment 

No. of 

Organisations 

Total Aver. 

Cost of 

Recruitment 

               

Percentage 

Nil 0 5 0 33.33% 

R1000-R10,000 R11,000 2 R22,000 13.33% 

R11,000-

R20,000 R15,500 1 R15,500 6.67% 

R21,000-

R30,000 R25,500 1 R25,500 6.67% 

More than 

R30,000 R30,000 6 R180,000 40% 

Total  15 

      

R243,000                  

                   

100% 

 

The average total cost of recruiting new employees amounted to R243, 000.  

 

The costs of training new employees is made up of the salaries paid out to 

trainees even though they were not yet being productive in the organisation, the 

cost of the trainer and the training supervisor (Blatter, Mühlemann & Schenker, 

2009). In this study the total average cost of training new employees were as 

per table 5.4 overleaf. 
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Table 5.4: The Estimated costs of 

training new Employees   

What is the estimated cost of training new 

employees?  

  

Training Costs 

Aver. 

Cost of 

Training 

No. of 

Organisations 

Total 

Aver. 

Cost of 

Training 

               

Percentage 

Nil 0 3 0 23.08% 

R1000-R10,000 R11,000 2 R22,000 15.38% 

R11,000-R20,000 R15,500 2 R31,000 15.38% 

R21,000-R30,000 R25,500 1 R25,500 7.69% 

More than 

R30,000 R30,000 5 R150,000 38.47% 

Total  13 

      

R228,500                  100% 

 

The average total cost of training new employees amounted to R228, 500.    

 

According to Blatter et al., (2009), the level of hiring costs differs by industry, 

occupation and the economic environment of the organisation. Hiring costs 

consisted of two parts, the cost of recruiting the employee and the costs 

associated with reduced productivity and training during the adaption period 

(Blatter et al., 2009). Although the study has revealed that organisations 

incurred substantial recruitment and training costs, there are cost-effective 

methods that can be used. These are the internet based methods, also known 

as E-Recruitment (Agarwal, 2013).  
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Agarwal (2013), noted that E-Recruitment methods reduced recruitment costs 

and administration burden. It was found that it is cheaper to advertise online 

than using the traditional methods of advertising in newspapers. 

 

5.2.2.3 The Estimated Costs of Machinery or Automation  

On the question of the introduction of automation or machinery (question 10 of 

the questionnaire), 13 (92.85%) organisations out of a total of 14 agreed to opt 

for automation or machinery in order to reduce dependency on the labour force. 

The decision to introduce automation or machinery could have been driven by 

the realisation of the HIV/AIDS deaths of 77.78% as mentioned earlier on. 

Coupled with the cost of recruiting and training, most organisations would 

definitely opt for automation, thus reducing dependency on labour forces. 

 

In this study, 11 organisations experienced the cost of automation out of a total 

of 13 who agreed on the introduction of automation in organisations. The 

average costs of automation were identified as depicted in table 5.5 below.  

Table 5.5: The Estimated costs of 
machinery or automation   

What was the estimated cost of machinery or 
automation in the last 12 months?  

  

Cost of machinery 

or automation 

Aver. Cost of 
machinery or 

automation 

No. of 
Organisati

ons 

Total Aver. 
Cost of 
machinery or 

automation 

               

Percentage 

Nil 0 1 0 8.33% 

R1000-R100,000 R50,500 2 R101,000 16.67% 

R101,000-200,000 R150,500 4 R602,000 33.33% 

R201,000-300,000 R250,500 0 R0 0% 

More than 
R300,000 R300,000 5 R1,500,000 41.67% 

Total  12 
            
R2,203,000              

                   
100% 
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The total average cost of automation for these organisations amounted to R2, 

203,000 million.  

 

Parker-Bates & Hill, (2010), likened the strategy of automation to a Holy Grail. 

Automation was found to be desirable but often achievable at a cost that 

outweighed the benefits (Parker-Bates & Hill, 2010).  Because of the cost of 

automation, I would argue that some organisations could not be in a position to 

automate their systems, hence the difference in the number of organisations 

that believed in automation (13 organisations) and the 11 organisations that 

actually automated their systems. 

 

Although automation cannot completely replace humans in the working 

environment (Parasuraman & Wickens, 2008), the need for automation cannot 

be overlooked. The advantages of automation were that it reduced cost, 

improved accuracy and speeded the logistics of handling processes in 

organisations (Bloss, 2013). Automation has been found to be more faster, 

more effective and it could cut costs (Bloss, 2012).  

 

5.2.2.4 Costs of Sick Leave Pay  

Under this topic, the findings of question 13 of the questionnaire are discussed. 

There were 12 organisations that responded to the question about the amount 

of money organisations had lost due to absenteeism caused by HIV/AIDS-

related illnesses. In terms of sick leave pay, one has to bear in mind that paid 

sick leave means that the employee is being paid the daily salary rate due to 

him/her even though he/she was not at work. Under this situation one has to 

also consider the fact that employees who were on sick leave are not productive 

and thus do not contribute to the profits of the organisation.  

 

The study found that the total of 12 (100%) organisations incurred sick leave 

pay expenses in varying amounts. The varying amounts of sick leave pay could 

have been due to different employee pay rates in keeping with the skills mix 

within that particular organisation.  
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The average amount of sick leave pay ranged from R1000 to R29,999, with the 

total average amount spent by all the organisations amounting to R152,495 

(average cost multiplied by the number of organisations per category).  

 

The absence of the employee from work has a significant impact on the quality 

of the business and its productivity. In a study done by Madden (2009), in the 

United Kingdom, it was found that the cost of absence amounted to £13 billion 

(R184 billion) per year and the cost per employee was £659 (R9,374) annually 

(Madden, 2009). Cocker, Martin & Anderson (2012), also emphasised the point 

that ill-health in employed individuals has an economic impact and is largely 

experienced in absenteeism-related and presenteeism-related productivity loss 

(Cocker, Martin & Sanderson, 2012).  

According to the findings above, 348 employees were on ARV treatment. If 

antiretroviral (ARV) drug side effects occurs in 60% of patients (“Antirectroviral 

Drug Side Effects,” n.d.), then it is probably that 208 of these employees will be 

booked off sick. Based on the findings of this study, the cost of sick leave per 

employee will be R733.14 per year (i.e.R152, 495 divided by 208 employees).  

 

The National Department of Health reported that 1 out 4 (25%) of the population 

has been infected with HIV (Epidemiology & Surveillance National Department 

of Health, 2011). In the Census 2011 report, eThekwini had 956,713 employed 

individuals (Statistics South Africa, 2011). If the same incidence rate is applied 

to this number of employed individuals, I would therefore argue that 239,178 

employees (i.e. 956,753 multiplied by 25%) will be infected with HIV. Therefore, 

as mentioned earlier on, 60% (143,506 employees on ARV’s) would get sick 

due to ARV’s side effects (“Antirectroviral Drug Side Effects,” n.d.). The 

estimated cost of sick leave pay for the eThekwini business would therefore be 

R105 billion per year (i.e. R733.14 multiplied by 143,506 employees on ARV’s).  
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Depending on the extent of HIV/AIDS-infected employees per organisation and 

the number of employees who were enrolled on ARV’s, the sick leave would, 

therefore have had a significant impact on the profitability of the business and 

the economy of the businesses in the eThekwini region because KwaZulu-Natal 

has the highest HIV/AIDS incidence (Dhlomo, 2010). 

 

5.2.2.5 Costs of Lay-offs Associated with HIV/AIDS  

This topic discusses the findings associated with question 15 of the 

questionnaire. The term ‘layoffs’ referred to job loss due to downsizing of 

human capital in order to improve profitability of the business (Todd & 

Nordstrom, 2012). However, in this study lay-offs referred to job loss caused by 

poor health whereby the employee has been deemed to be unproductive. 

These lay-offs prevented presenteeism-related productivity loss, whereby the 

employee comes to work even when he/she was sick and perform sub-optimally 

(Cocker et al., 2012).  

 

This study has found that out of a total 13 organisations, the average cost of 

lay-offs amounted to R149, 996 for the 7 organisations that responded to this 

question. I would therefore argue that, by looking at the number of businesses 

in the eThekwini region, that the magnitude of lay-offs would have a significant 

impact on eThekwini businesses and the economy of KwaZulu-Natal as a 

whole. The R105 billion losses mentioned previously as sick leave pay, would 

also force organisations to lay-off HIV/AIDS chronically ill employees in order to 

maximise profitability. 

 

Costs of layoffs may be direct costs and outplacement. However, Pfeffer (2010) 

noted that other costs “were intuitive, such as the toll on the morale and 

productivity as anxiety (“Will I be next”) infects the remaining workers” (Pfeffer, 

2010). This eventually leads to customer service, innovation and productivity to 

fall in the face of a smaller and demoralised workforce.  
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The impact of layoffs in organisations can be exemplified by what happened to 

Circuit City in the United States of America. Circuit City, the electronics retailer 

had decided that in order to cut its costs “it needed to get rid of its 3,400 

highest-paid” and effective sales associates. Their action allowed competitors 

such as Best Buy to gain ground as fewer people with fewer skills in the Circuit 

City stores remained behind. Once the death spiral started, it was hard to stop 

and as a result of layoffs, Circuit City had to close its doors due to bankruptcy in 

2008 (Pfeffer, 2010). 

 

It is evident from the findings that layoffs do have an impact on organisations in 

the form of skills drain. However, Todd & Nordstrom (2012), could not find any 

evidence that layoffs or downsizing led to improvement of the financial position 

of the organisation (Todd & Nordstrom, 2012). Pfeffer (2010), concurred with 

this notion (Pfeffer, 2010). 

 

5.2.3 Loss of Productivity Due to Absenteeism Caused by HIV/AIDS-

Related Matters 

The findings from questions 9, 12, 14 and 11 are used to discuss the broad 

heading of the loss of productivity due to absenteeism caused by HIV/AIDS-

Related matters. These questions covered the introduction of automation or 

machinery, the average man days lost due to HIV/AIDS, the number of 

employees who were laid-off and negative impact of HIV/AIDS on businesses, 

respectively and is discussed in that order. 

 

5.2.3.1 Introduction of Automation/Machinery  

There was unanimous agreement 13 (92.85%) of the organisations that agreed 

to the introduction of automation in order to reduce dependency on the labour 

force and circumvent the impact of HIV/AIDS on their businesses.  
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There are many reasons why employers and organisations look at automation 

and machinery. Some employers look at cutting costs and increase profitability, 

some look at efficiency and others are challenged by lack of human resources 

or skills. In order to increase efficiency and safety some businesses looked at 

automation thereby reducing human involvement (Lee & Seppelt, 2009). 

However, as the role of people became more, not less, important as automation 

became more powerful and prevalent this approval led to disappointment (Lee 

& Seppelt, 2009).  

 

In other work environments, Levy (2010), established that some workplace 

tasks are faster and less expensive than people when computers are used 

(Levy, 2010). However, it has been found to be also true that computers are 

much weaker than people in performing other tasks (Levy, 2010). In my view 

human capital and computers (automation) has to be balanced in order to reap 

more benefits from both systems. Depending entirely, on one system 

(computers) or the other (human capital) will be a dangerous practice.  

 

In the unlikely event that there is lack of human capital or skills for the task, 

automation and innovation will be the answer. According to Billingsley (2009), 

Australia had a shortage of human assistance for farmers. Therefore, farmers 

had to introduce robotic systems that could do the same tasks as people. The 

benefits of automation were that agricultural production costs were brought 

down, thus reducing the price of agricultural products and the cost of 

manpower.  

 

Therefore in my view, the impact of high absenteeism caused by HIV/AIDS-

related illnesses, which results in high labour costs could be solved by the 

introduction of automation or machinery. Automation could therefore reduce 

dependency on the labour force, increase efficiency, reduce productivity costs 

and benefit the consumer in terms of reduced cost of goods or services 

(Billingsley, 2009; Levy, 2010).  
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5.2.3.2 Average Man Days Lost Due to HIV/AIDS 

Man days lost, as addressed by question 12 of the questionnaire, has an impact 

on the cost of human capital and production losses in organisations. When 

employees fail to come to work because of HIV/AIDS-related illnesses, the 

organisation’s productivity will be reduced (Gow, George & Grant, 2012). In 

order to keep productivity at the required level, employers would have to 

introduce longer shifts or employ temporary workers who had to be paid a 

higher rate than permanent employees. In addition to these expenses, the 

employee on paid sick leave has to be paid their normal rate even though 

he/she did not come to work.   

 

This study found that the average number of man days lost were as follows: 

Table 5.6: Man days lost due to 

HIV/AIDS infections   

What is the average man days lost in the last 12 

months due to HIV/AIDS infections? 

  

Man days lost 

Aver. 

Number 

of Man 

days 

lost 

No. of 

Organisations 

Total Aver. 

Number of 

Man days 

lost 

               

Percentage 

        1-10 5.5 2 11 15.38% 

11-20 15.5 3 46.5 23.08% 

21-30 25.5 2 51 15.38% 

31-40 35.5 1 35.5 7.7% 

More than 40 40 5 200 38.46% 

Total  13 344 

                       

100% 

 

The combined 344 average number of man days were lost by 13 organisations 

and this averaged out to 26 man days lost per organisation. 
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5.2.3.3 Number of Employees Who Had Been Laid Off  

According to question 14 of the questionnaire, 7 organisations (53.85%) had to 

lay-off on average, 93 employees due to HIV/AIDS-related illnesses, whilst the 

other 6 (46.15%) did not lay-off any employees. Thus one could argue that, 

46.15% of the organisations learnt to manage the impact of HIV/AIDS on their 

businesses by, for instance, ensuring that their employees HIV status in known 

early enough so that the employees were enrolled onto the ARV programme at 

an early stage. 

 

Management of the impact of HIV/AIDS in the workplace can be facilitated by 

having highly participatory and meaningful workshops around HIV and AIDS in 

the workplace (Smith & Project Empower, 2010). According to Smith & Project 

Empower (2010), facilitation of HIV/AIDS workshops in the workplace had 

yielded sustainable and positive results in developing workplace responses to 

HIV and AIDS. Sound workplace HIV/AIDS policies ensured productive and 

supportive environment and ultimately ensured the organisation’s survival 

(Smith & Project Empower, 2010).  

 

Success of HIV/AIDS workplace policies also depended on the willingness and 

the buy-in of employees in embracing the policy (Soko, Umar, Noniwa & 

Lakudzala, 2012). In addition, its success depended also on the existence of 

tripartism. According to Rogers et al., (2010) this meant the involvement of 

business, labour and government to implement and “advance HIV/AIDS 

workplace policies and programs at the national, provincial and enterprise 

levels” (Rogers, Adetoro, Burke, Llado & Lukyanova, 2010).  

 

The importance of workplace health policies in promoting a healthy workplace 

had benefits for both employers and the employees. Employer’s benefits from a 

healthy workforce were improvement in the work performance and productivity, 

improvement in company image and employee retention, improvement in 

employee engagement and relationships, reduced absenteeism and sick leave 

and reduced worker’s compensation costs (Mitchell, Eden, Cramp, 

Jayewardene, King & St George, 2012).  
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According to Michell et al., (2012) the benefits for employees were found to be 

“a healthier lifestyle, increased health awareness and knowledge, increased job 

satisfaction and morale, supportive work environment and reduced risk of 

chronic disease” (Mitchell et al., 2012).   

 

5.2.3.4 The Negative Impact of HIV/AIDS in Organisations  

The findings on the negative impact of HIV/AIDS in organisations in question 11 

of the questionnaire are discussed under this topic. Twelve (92.31%) 

organisations were in agreement when asked about the negative impact of 

HIV/AIDS on their organisations (Table 5.7). 

 

 

 

A number of literature sources supported the notion that HIV/AIDS had negative 

impacts on individuals, families, businesses, government and globally (Dixon, 

Mcdonald & Roberts, 2010; Lovász & Schipp, 2009; Surgevil & Akyol, 2011; 

Winskell, Hill & Obyerodhyambo, 2011), to mention but a few. This study, 

though, looked at the negative impact of HIV/AIDS-related illnesses on 

organisations or businesses.  

 

Table 5.7: The negative impact  of HIV/AIDS –Related illnesses on 

productivity  

HIV/AIDS-related illnesses have/had a negative 

impact on the organisation's productivity. 

 

Response 

No. of 

Organisations                Percentage 

Strongly Agree 8 61.54% 

Agree 4 30.77% 

Disagree 1 7.69% 

Strongly 

Disagree 0 0% 

Total 13                        100% 
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The negative impacts of HIV/AIDS-related illnesses on organisations had 

manifested themselves in the death of a number of HIV/AIDS-infected 

employees. Deaths due to HIV/AIDS-related illnesses had resulted in financial 

stresses on the organisations. Additional costs of recruiting and training new 

employees cost of lay-offs, sick leave pay outs, loss of productivity and 

introduction of machinery or automation had a negative impact on the 

employers and their organisation.  

 

5.3 Summary 

The findings of this study indicates that HIV/AIDS and HIV/AIDS-related 

illnesses had an impact on employee deaths, cost of antiretroviral treatment, 

recruitment and training costs, cost of machines or automation, sick leave and 

man days lost and the cost of employee lay-offs.  Organisations have lost 

manpower and skills through HIV/AIDS-related illnesses and suffered additional 

costs of acquiring ARV treatment. Employees that failed to respond to ARV 

treatment had to be laid-off. HIV/AIDS-related illnesses and deaths had resulted 

in recruitment and training of new employees. The recruitment and training of 

new employees became another financial burden on the organisations that 

were affected through loss of productivity whilst employees were being trained.  

 

The costs of lay-offs had a devastating effect on organisations. Those 

organisations that thought that lay-offs would improve profits were in for a big 

shock when they realised that lay-offs cost organisations more in terms of skill 

losses and also financial losses. Organisations that were adversely affected by 

HIV/AIDS had to come up with strategies such as acquisition of machines or the 

introduction of automation in order to reduce dependency on the labour force.  

 

Although introduction of automation improved efficiency and production, it also 

came at a hefty cost and not every organisation could afford automation. It was 

also found that organisations cannot rely entirely on automation since 

computers cannot do some of the tasks that humans can accomplish. Chapter 

six presents and discusses the conclusions and recommendations of the study. 



  

82 

 

CHAPTER SIX 

Conclusions and Recommendations 

 

6.1 Introduction  

This study explored the impact of HIV/AIDS on eThekwini Businesses. The 

study tried to establish the number of employers who were aware of the impact 

of HIV/AIDS on their businesses, the impact of HIV/AIDS on employees as a 

result of HIV/AIDS-related sicknesses and deaths, the advantages and 

disadvantages of enrolling employees onto the ARV treatment programme at an 

early stage of being diagnosed with HIV/AIDS. The cost implications to 

employers caused by absenteeism, presenteeism, lay-offs, recruitment and 

training, automation strategies in order to reduce dependency of the labour 

force and the overall impact of HIV/AIDS on productivity of businesses and 

subsequent impact on the economy of the eThekwini region and the KwaZulu-

Natal province as a whole, was looked at. The study also revealed some 

challenges that employers and employees faced around the issue of divulging 

the HIV status of the employee which had implications on employee’s future 

employability and stigmatisation in the workplace.  

 

The involvement of employers, labour unions and employees (tripartism) was 

found to be the solution to successful implementation of the workplace 

HIV/AIDS policies, reduction of HIV/AIDS stigma and the prevention of 

employer’s malpractices such as termination of employment once the employer 

has established that the employee is HIV positive.  

 

6.2 Findings 

The findings of the study are discussed under the following objectives: 

 Objective One: The Impact HIV/AIDS-related deaths in organisations 

 Objective Two: The Cost implications of HIV/AIDS-related deaths to the 

organisations 

 Objective Three: The Loss of productivity due to absenteeism and 

presenteeism caused by HIV/AIDS-related sicknesses and deaths 
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6.2.1 Objective One 

Findings: The majority (69.44%) of employers were not aware of the 

number of HIV/AIDS infected employees in their organisations. Some of the 

challenges that employers were faced with were the lack of clear workplace 

HIV/AIDS policies and guidance. Workplace HIV/AIDS stigma was found to be 

another stumbling block which prevented employees from revealing their 

HIV/AIDS status to the employer. The biggest fear was stigmatisation and at 

times fear of being dismissed because of one’s HIV status (Wilson, 2012). 

 

The study also found that the key to addressing the issue of HIV/AIDS in the 

workplace lies in many stakeholders including private sector companies, 

government and labour, taking responsibility for addressing the issue of 

HIV/AIDS. The International Labour Organisation (ILO) and World Health 

Organisation (WHO) had jointly developed policy guidelines for improving health 

worker’s access to HIV and TB prevention, treatment, care and support services 

that employers can implement in their workplace in order to reduce the impact 

of HIV/AIDS in their organisations (Kisting, Wilburn, Protsiv & Hsu, 2010). There 

are a number of literatures that support this idea. 

 

The study found that out of 94.44% of the organisations that enrolled their 

employees onto the ARV programme, a small number (22.22%) of 

organisations did not experience deaths due to HIV/AIDS in their organisations. 

The study showed that the causes of such high ARV failure rate could be 

attributed to HIV/AIDS stigma, fear of dismissal from work and hence ARV 

adherence and ARV drug resistance problems. 

 

Conclusion: The elimination of workplace HIV/AIDS stigma would 

ensure that employees who are HIV positive enrol onto the ARV programme 

and a number of HIV/AIDS-related deaths would be prevented. The success 

rate of the ARV programme depended on the elimination of HIV/AIDS stigma 

thus avoiding ARV adherence problems and ARV drug resistance (Danel et al., 

2009; Natsuo, 2010; Peltzer, Friend-du Preez, Ramlagan & Anderson, 2010). 
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Recommendations: In order to encourage employees to divulge their 

HIV status, it is recommended that employers use the diversity management 

theory. Diversity management theory involves a complex, systematic and 

planned strategies and commitment that are implemented in order to encourage 

employers, employees and customers in the workplace to learn to tolerate, 

respect and treat fairly those employees who are HIV positive (Yap & Ineson, 

2012). 

 

6.2.2 Objective Two 

Findings: The study found that lack of foresight to the impact of 

HIV/AIDS by employers has cost implications. The study revealed that 

additional costs that overburdened organisations because of their oversight on 

the impact of HIV/AIDS on their organisations, impacted heavily on their bottom 

line and sustainability of their businesses. Costs that could be avoided or 

minimised were identified as the costs of recruitment and training, costs of 

automation or machinery and costs of sick leave pay and lay-offs. All of these 

costs were caused by HIV/AIDS-related sicknesses and deaths. 

 

Secondly, the study found that the majority (66.67%) of the organisations 

recruited new employees in order to replace those that had died due to 

HIV/AIDS-related illnesses. There were cost implications of recruiting and 

training and these became an additional financial burden on the organisations 

and it affected the bottom line even further (Blatter, Mühlemann & Schenker, 

2009).  

 

There was unanimous agreement (92.85%) from organisations that the 

introduction of automation or machinery reduced dependency on the labour 

force. Although introduction of automation or machinery in the workplace can 

increase efficiency and improve productivity with minimal number of employees, 

this practice came at a big cost that sometimes outweighed the benefits 

(Parker-Bates & Hill, 2010). It has been proven also, that depending on the type 

of industry or environment, there is no guarantee that automation or machinery 

could reduce dependency on the labour force (Parasuraman & Wickens, 2008). 
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In addition to the cost of automation and machinery, the study also found that 

sick leave pay and costs of lay-offs caused additional financial burdens on 

organisations that crippled productivity and the bottom line. The study found 

that the cost of sick leave pay alone amounted to R105 billion for the 

organisations in the eThekwini region.  

 

Conclusion: The recruitment and training costs could have been 

avoided or minimised if organisations had implemented workplace HIV/AIDS 

policies and strategies to deal with the issue of HIV/AIDS. Although training 

costs cannot be eliminated, E-Recruitment methods were found to be more 

cost-effective and this method reduced administration burden when recruiting 

new employees (Agarwal, 2013). 

 

Recommendations: These costs can be avoided by simply ensuring 

that effective workplace HIV/AIDS policies are implemented by organisations in 

their workplaces.  

 

6.2.3 Objective Three  

Findings: The study established that the average man days lost and lay-

offs as a result of HIV/AIDS-related issues had a negative impact on the 

organisations and businesses. The average 26 man days lost per organisation 

found by the study equates to one month of the employee’s salary which has to 

be paid even though the employee did not work.  

 

Conclusion: Man days lost had an impact on the cost of human capital 

and on the productivity of the organisation (Gow, George & Grant, 2012). 

 

Recommendations: Sound workplace HIV/AIDS policies would ensure 

productive and supportive environment and ultimately ensured the 

organisation’s survival, thus avoiding man days lost and productivity loss in 

organisations (Smith & Project Empower, 2010).   
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6.3 Implications of this Research 

HIV/AIDS has a negative impact on businesses, employees, families and 

government, both locally and globally (Lovász & Schipp, 2009). The study had 

shown the importance of implementing sound workplace HIV/AIDS policies in 

order to deal with early diagnosis of HIV/AIDS, removal of HIV/AIDS stigma and 

enrolment of employees on ARV treatment at an early stage. 

 

The study implied that organisations could reduce the impact of HIV/AIDS on 

their productivity and bottom lines and thus increase the economy of the 

eThekwini region and of KwaZulu-Natal as a whole, by being aware of the 

number of employees who are HIV positive in their organisations and enrol 

them onto the ARV programme. If organisations follow the recommendations 

made in this study, organisations would reduce employee HIV/AIDS-related 

deaths and avoid additional costs such as recruitment and training of new 

employees to replace the ones that had died due to HIV/AIDS, cost of sick 

leave pay and lay-offs, costs of automation or machinery and avoid the negative 

impact of HIV/AIDS on eThekwini business and the negative impact on the 

economy of the KwaZulu-Natal province.  

 

6.4 Suggestions for Further Research 

Future research on similar studies could yield statistically significant information 

if it were to focus on specific industry or sector. Gaining access to human 

resource departments of the selected industry or sector and employing data 

mining techniques, could reveal valuable data for studies on the impact of 

HIV/AIDS on businesses. In addition, a qualitative study could yield more depth 

in terms of providing reasons for respondent’s responses. 
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6.5 General Recommendations 

The current study looked at a homogenous population and sample of the 

organisations in the eThekwini region, in KwaZulu-Natal. Based on the findings 

of this study, it is recommended that organisations or businesses in the 

eThekwini region follow these recommendations in order to minimise the impact 

of HIV/AIDS on their businesses. 

 Familiarise themselves with the International Labour Organisation (ILO) 

and World Health Organisation (WHO) policy guidelines for improving 

health worker’s access to HIV and TB prevention, treatment, care and 

support services. 

 Design organisation’s specific workplace HIV/AIDS policies. 

 Facilitate highly participatory and meaningful workshops around HIV and 

AIDS in the workplace. 

 Strengthen organisation’s Employee Assistance Programs. 

 Involve Labour Unions in implementation of workplace HIV/AIDS policies 

in order to get buy-in from employees. 

 Implement the Diversity Management Theory in order to instil tolerance, 

respect and fair treatment of HIV positive employees by employees, 

employers and customers (Yap & Ineson, 2012). 

 Organisations take the responsibility for addressing the issue of HIV and 

AIDS. 

 Monitor sick leave patterns of individual employees and intervene on 

time to establish prompt diagnosis of illnesses or problems that might 

impact on employees and the business. 

 Identify presenteeism immediately in order to avoid the subpar 

performance and also to safeguard against workplace injuries. 

 Maintain HIV/AIDS confidentiality in the workplace. 

 

 

 

 

 



  

88 

 

6.6 Summary 

The data generated in this study indicated the existence of the impact of 

HIV/AIDS on eThekwini Businesses and the economy of KwaZulu-Natal. The 

data that was collected indicated that the majority of employers in the eThekwini 

region were not aware of the number of HIV/AIDS-infected employees in their 

organisations. This was confirmed by responses and the increased number of 

HIV/AIDS-related sicknesses and deaths. This raised a possibility that most 

employers do not have workplace HIV/AIDS policies or that organisations 

regarded HIV/AIDS to be irrelevant to their companies. 

 

The 60% of HIV/AIDS positive employees who are on ARV’s would be affected 

by ARV’s side effects, which would result in R105 billion lost due to sick leave 

pay in the eThekwini region. The loss of R105 billion is proof that the economy 

of KwaZulu-Natal was affected because eThekwini is the economic hub of KZN. 

The number of sick leave days and man days lost as a result of HIV/AIDS-

related illnesses showed the impact of HIV/AIDS-related illnesses on the 

productivity of the affected businesses. The 40% of employees who are on 

ARV’s but are not affected by ARV’s side effects, might equally be off from work 

more often and even less productive due to the setting in of opportunistic 

infections such as TB or other diseases (Barnett & Whiteside, n.d.). 

 

The Impact of HIV/AIDS on eThekwini businesses is a quantitative study that 

focussed on the population size of 382 with a confidence level of 95% and the 

margin of error of 5%. Because of the limitations encountered in this study, such 

as time constraints, it was a small scale study with 64 respondents. Although 

more than 30 people were sampled, the research is not statistically perfect. 

Nonetheless, the research is worth taking note of. By carefully implementing the 

recommendations and monitoring the implementation process other 

organisations could benefit from this research. In addition should this study be 

replicated similar findings should be made, as this study was conducted 

objectively and scientifically. 
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In conclusion as all three research objectives were researched and suitable 

recommendations have been proposed it is argued that careful implementation 

of the recommendations made in this research and monitoring the 

implementation process could result in HIV/AIDS programmes in the workplace 

that will be of value to other organisations. Should this study be replicated 

similar findings could be made. 
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APPENDIX 2 

Informed Consent Letter 3C 

UNIVERSITY OF KWAZULU-NATAL 

SCHOOL  

Dear Respondent, 

Master of Business Administration Research Project 

Researcher: Mr. Christian Sibusiso Shongwe +2772- 676 7016 

Supervisor: Mr. Alec Bozas +2731- 260 1626 

Research Office : Ms P Ximba 031-2603587 

I am Christian Sibusiso Shongwe an MBA student, at the Graduate School of Business, of the 

University of Kwazulu-Natal. You are invited to participate in a research project entitled The Impact of 

HIV/AIDS on eThekwini Businesses.  

The aim of this study is to:  

(1)  To establish the number of HIV/AIDS-related deaths in a sample of the chosen industries. 

(2) To establish additional costs to companies caused by HIV/AIDS-related deaths. 

(3) To establish loss of productivity due to absenteeism caused by HIV/AIDS-related matters. 

Through your participation I hope to understand the impact of HIV/AIDS-related deaths in your 
business. The results of the focus group are intended to contribute to HIV/AIDS management in 
the workplace. 

Your participation in this project is voluntary. You may refuse to participate or withdraw from 
the project at any time with no negative consequence. There will be no monetary gain from 
participating in this survey/focus group. Confidentiality and anonymity of records identifying 
you as a participant will be maintained by the Graduate School of Business, UKZN.   

If you have any questions or concerns about completing the questionnaire or about participating 
in this study, you may contact me or my supervisor at the numbers listed above.   

The survey should take you about 15 minutes to complete.  I hope you will take the time to 
complete this survey. 

Sincerely 

Investigator’s signature____________________________________   Date_________________ 

This page is to be retained by participant 
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UNIVERSITY OF KWAZULU-NATAL 

SCHOOL  

Master of Business Administration Research Project 

Researcher: Christian Sibusiso Shongwe +2772- 676 7016 

Supervisor: Mr. Alec Bozas +2731- 260 1626 

Research Office : Ms P Ximba 031-2603587 

 

CONSENT 

 

I…………………………………………………………………………(full names of 

participant) hereby confirm that I understand the contents of this document and the 

nature of the research project, and I consent to participating in the research project. 

I understand that I am at liberty to withdraw from the project at any time, should I so 

desire. 

SIGNATURE OF PARTICIPANT                                                     DATE 

 

……………………………………………………………………………………………… 

 

 

 

 

 

This page is to be retained by researcher 
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APPENDIX 3 

UNIVERSITY OF KWAZULU-NATAL 

GRADUATE SCHOOL OF BUSINESS 

 

Master of Business Administration Research Project 

Researcher: Mr. Christian Sibusiso Shongwe +2772- 676 7016 

Supervisor: Mr. Alec Bozas +2731- 260 1626 

Research Office: Ms P Ximba 031-2603587 

 

 

The Impact of HIV/AIDS on eThekwini Businesses 

 

The purpose of this survey is to solicit information from businesses regarding the impact of 

HIV/AIDS. The information and ratings you provide us will go a long way in helping us identify 

the effects of HIV/AIDS-related deaths on businesses and the economy. The questionnaire 

should only take 10-15 minutes to complete. In this questionnaire, you are asked to indicate 

what is true for you, so there are no “right” or “wrong” answers to any question. Work as rapidly 

as you can. If you wish to make a comment please write it directly on the booklet itself. Make 

sure not to skip any questions. Thank you for participating. 

 

 

 

End of the Questionnaire 

Thank you for taking the time to complete the questionnaire.  
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APPENDIX 4 

QUESTIONNAIRE 

 

The Impact of HIV/AIDS on eThekwini Businesses  

 

1. How many employees are currently employed in your organization? 

a. 1-200 

b. 201-400 

c. 401-600 

d. 601-800 

e. More than 800 

 

2. Are you aware of employees in your organization who have been diagnosed with 

HIV/AIDS in the last 12 months? 

a. Yes 

b. No 

 

3. If you answered ‘No’ in question 2, do not proceed with the questionnaire. If you 

answered ‘Yes’, how many of your employees have been diagnosed with HIV/AIDS in 

the last 12 months? 

a. None 

b. 1-20 

c. 21-40 

d. 41-60 

e. More than 60 
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4. How many of the HIV/AIDS employees are on anti-retroviral treatment? 

a. None 

b. 1-20 

c. 21-40 

d. 41-60 

e. More than 60 

 

5. How many of the HIV/AIDS employees have died due to HIV/AIDS-related illnesses in 

the last 12 months? 

a. None 

b. 1-20 

c. 21-40 

d. 41-60 

e. More than 60 

 

6. How many employees have been recruited to replace the ones that have died due to 

HIV/AIDS-related illnesses in the last 12 months? 

a. None 

b. 1-20 

c. 21-40 

d. 41-60 

e. More than 60 
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7. What is the estimated cost of recruiting (i.e. advertising, travelling claims, etc.) new 

employees? 

a. Nil 

b. R1000-R10,000 

c. R11,000-R20,000 

d. R21,000-R30,000 

e. More than R30,000 

 

8. What is the estimated cost of training new employees? 

a. Nil 

b. R1000-R10,000 

c. R11,000-R20,000 

d. R21,000-R30,000 

e. More than R30,000 

 

9. I believe that buying machinery or automation reduces dependency on labour force and 

increases the organisation’s profit margins. 

a. Strongly Agree 

b. Agree 

c. Disagree 

d. Strongly disagree 
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10.  If you answered strongly agree or agree to question 9, what was the estimated cost of 

machinery or automation in the last 12 months? 

a. None 

b. R1,000-R100,000 

c. R101,000-R200,000 

d. R201,000-R300,000 

e. More than R300,000 

 

11.  HIV/AIDS-related illnesses have/had a negative impact on the organisation’s 

productivity. 

a. Strongly Agree 

b. Agree 

c. Disagree 

d. Strongly disagree 

 

12.  What are the average man days lost in the last twelve months due to HIV/AIDS 

infection? 

a. 1-10 

b. 11-20 

c. 21-30 

d. 31-40 

e. More than 40 
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13.  In terms of sick leave pay, how much did the organisation have to pay each employee 

for absenteeism due to HIV/AIDS-related illnesses in the last 12 months? 

a. Less than R1,000 

b. R1,000-R9,999 

c. R10,000-R19,999 

d. R20,000-R29,999 

e. More than R29,999 

 

14.  How many of the HIV/AIDS employees had to be laid-off in the last 12 months because 

they were not productive anymore? 

a. None 

b. 1-20 

c. 21-40 

d. 41-60 

e. More than 60 

 

15.  How much did the organisation have to pay each employee for the layoffs in the last 12 

months? 

a. Nil 

b. R10,000-R19,999 

c. R20,000-R29,999 

d. R30,000-R39,999 

e. More than R39,999 
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APPENDIX 5 
    

       Trend Report Impact of HIV/AIDS on eThekwini Businesses 
Start Date 2013/02/08 

     End Date 2013/05/08 

     Report Type Yearly 

     

       

 

2013 

     

 

2013/01/01 

     

1. How many employees are currently 
employed in your organisation? 

      1-200 32.43% 

     201-400 14.86% 

     401-600 9.46% 

     601-800 2.70% 

     More than 800 40.54% 

     

 

74 

     

2. Are you aware of employees in your 
organisation who have been diagnosed 
with HIV/AIDS in the last 12 months? 

      Yes 30.56% 

     No 69.44% 

     

 

72 

     3. How many of your employees have 
been diagnosed with HIV/AIDS in the 
last 12 months 

      None 0.00% 

     1-20 65.00% 

     21-40 20.00% 

     41-60 10.00% 

     More than 60 5.00% 

     

 

20 

     4. How many of the HIV/AIDS 
employees are on anti-retroviral 
treatment? 

      None 5.56% 

     1-20 66.67% 

     21-40 11.11% 

     41-60 11.11% 

     More than 60 5.56% 

     

 

18 

     

5. How many of the HIV/AIDS 
employees have died due to HIV/AIDS-
related illnesses in the last 12 months? 

      None 22.22% 

     1-20 66.67% 

     21-40 5.56% 

     41-60 5.56% 

     More than 60 0.00% 

     

 

18 
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6. How many employees have been 

recruited to replace the ones that have 
died due to HIV/AIDS-related illnesses 
in the last 12 months? 

      None 33.33% 

     1-20 27.78% 

     21-40 27.78% 

     41-60 0.00% 

     More than 60 11.11% 

     

 

18 

     7. What is the estimated cost of 
recruiting (i.e. advertising, travelling 
claims, etc) new employees? 

      Nil 33.33% 

     R1,000-R10,000 13.33% 

     R11,000-R20,000 6.67% 

     R21,000-R30,000 6.67% 

     More than R30,000 40.00% 

     

 

15 

     8. What is the estimated cost of training 
new employees? 

      Nil 23.08% 

     R1,000-R10,000 15.38% 

     R11,000-R20,000 15.38% 

     R21,000-R30,000 7.69% 

     More than R30,000 38.46% 

     

 

13 

     
9. I believe that buying machinery or 

automation reduces dependency on 
labour force and increases the 
organisations profit margins. 

      Strongly Agree 35.71% 

     Agree 57.14% 

     Disagree 0.00% 

     Strongly Disagree 7.14% 

     

 

14 

     10. What was the estimated cost of 
machinery or automation in the last 12 
months? 

      None 8.33% 

     R1,000-R100,000 16.67% 

     R101,000-R200,000 33.33% 

     R201,000-R300,000 0.00% 

     More than R300,000 41.67% 

     

 

12 

     11. HIV/AIDS-related illnesses have/had 
a negative impact on the organisations 
productivity. 

      Strongly Agree 61.54% 

     Agree 30.77% 

     Disagree 7.69% 

     Strongly Disagree 0.00% 

      
 13 
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12. What are the average man days lost 
in the last 12 months due to HIV/AIDS 
infections? 

      1-10 15.38% 

     11-20 23.08% 

     21-30 15.38% 

     31-40 7.69% 

     More than 40 38.46% 

     

 

13 

     
13. In terms of sick leave pay, how 
much did the organisation have to each 

employee for absenteeism due to 
HIV/AIDS-related illnesses in the last 12 
months? 

      Less than R1,000 8.33% 

     R1,000-R9,999 25.00% 

     R10,000-R19,999 16.67% 

     R20,000-R29,999 25.00% 

     More than R29,999 25.00% 

     

 

12 

     
14. How many of the HIV/AIDS 

employees had to be laid-off in the last 
12 months because they were not 
productive anymore? 

      None 46.15% 

     1-20 46.15% 

     21-40 7.69% 

     41-60 0.00% 

     More than 60 0.00% 

     

 

13 

     15. How much did the organisation have 
to pay each employee for the lay-offs in 
the last 12 months? 

      Nil 46.15% 

     R10,000-R19,999 30.77% 

     R20,000-R29,999 15.38% 

     R30,000-R39,999 0.00% 

     More than R39,999 7.69% 

     

 

13 

      


