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ABSTRACT

The overall objectives of the study are to analyse the economic impact of
HIV/AIDS on income-earning urban households and in so doing to develop a
methodology for HIV/AIDS household surveys. The study started with 125
households in the first wave. Of these, 113 households were followed over 4
waves’, over a 12-month period, and across two cohorts referred to as affected® and
non-affected’ households. Data on the household were collected from the financial
head® using the diary method. The methodology for this study was done after a
review of 33 HIV/AIDS economic studies conducted around the world. The study
obtained buy-in and support from various stakeholders in government, non-
government organisations, community, academic and funding institutions as from
people living with HIV/AIDS. Due to the comprehensive design of the research
instrument, the study is able to draw relationships between the various facets of the

household and the possible influence that HIV/AIDS has on them.

Methodologically, the study found that there are “hidden” costs of morbidity and
mortality that needs to be quantified. The costs of health care and funerals are
higher in the affected cohort, as expected, due to the frequency of illness or death
and not necessarily because there are cost differences as a result of whether a

household member has HIV/AIDS or not.

The key finding is that affected households re-organise themselves in terms of
household size, composition and structure as well as through transfers in, income
from grants and other non-market sources, especially to pay for funeral costs.
Surviving members are affected not only socially and economically but also

psychologically and the needs of this group should not be ignored.

? Each visit is referred to as a wave
* Affected household is a household where at least one person 1s HIV positive

* Non-Affected household is a household where the index case is HIV negative and no other
members presented with an HIV/AIDS-related symptom

* The person responsible for the finances in the household
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CHAPTER ONE
INTRODUCTION

1.1 Introduction

A study of the impact of HIV/AIDS at household level is crucial to an
understanding of the impact of HIV/AIDS at the macro economic level. Individuals
that are part of households carry the cost of HIV/AIDS that is not borne by the
government, business or other non-government organisations. Households either

survive this extra burden or dissolve depending on their economic behaviour.

An urban study is of particular interest since very few HIV/AIDS socio-economic
studies have been conducted in urban areas although by October 1999, 53.9% of the
population of South Africa and 96.5% of the population of Gauteng lived in urban
areas (Shisana and Simbayi, 2002:16). There are reasons to expect that urban and
rural households will respond differently to one of its members being diagnosed
with HIV/AIDS. Urban households are organised differently to rural households
because of the manner in which income is earned and spent. In a South African
survey of households which contained an AIDS-symptomatic person, food
shortages were more acute in rural areas where more than half the households
(55%) reported food shortages compared to 42% in urban households (Steinberg et
al., 2002:20), due to the manner in which income is earned. In South Africa, urban
households have more formal infra-structure and therefore face higher expenses for
services such as rates and taxes, electricity, water, and refuse removal (Naidu et al.,
2004:21-22). Urban households are closer to health care facilities and this coupled
with good access to transport, promotes health-care seeking behaviour. The
composition and structure of urban households are different to that of rural
households and therefore the survival strategies employed by urban households are
expected to be different. Steinberg et al., (2002:14) found that on average rural

households are larger (seven people) than urban households (five people).

Households become vulnerable if one or more of the primary income-earners

become infected. Will this lead to reorganisation of the household? Households



usually have either one or more primary income-earners. Some 78% of households
in Soweto in 2002 were income-earning (Naidu et al., 2004:32). Sickness or death
of income-earners leads to changes in household income as well as changes in
household expenditure patterns. Sickness of non-income earners do not cause
changes in income because income from disability grants do not cease as a result of
illness, although they do cease upon death. However, changes in expenditure
priorities due to illness can be expected, as found in the Free State pilot study
(Booysen et al., 2001). This study focuses on how the economic impact of
HIV/AIDS affects the entire household when one member, whether or not they are

an income-earner, is HIV positive.

South Africa has one of the highest incidences of HIV transmission in the world
(UNAIDS, 2002:14). According to the Nelson Mandela/HSRC 2002 Household
Survey', the national prevalence of HIV amongst persons two years and older was
estimated at 11.4%. Of these, 9.5% were males and 12.8% were females..
Regionally, the Free State led and Gauteng followed with a prevalence rate of
14.7%. In terms of urbanisation, those living in urban informal settlements (21.3%)
were more likely to be HIV positive than those living in rural areas (7.9%). In terms
of age categories, children two to fourteen years had a prevalence rate of 5.6%,
youth fifteen to twenty four, 9.3% and adults twenty-five plus 15.5%. (Shisana and
Simbayi, 2002:45-52). These prevalence rates illustrate the importance of

understanding the economic impact of HIV/AIDS on urban households.

By 2015, total deaths in South Africa (AIDS related and non-AIDS related) are
expected to exceed total births, thereby reducing the total population (ASSA 2000
Model, assa.org.za). According to the Bureau of Economic Research, both the
Actuarial Society of South Africa (ASSA) and Abt Associates/Metropolitan
projections estimate that the total growth in the South African population could
amount to 1.5 million people between 2000 and 2015 (cited in Smit, 2001:1). The
total population is expected to be 10 million less due to AIDS than it would have

been in the no-AIDS scenario by 2015 (Smit, 2001:1).

' There has been much debate about the prevalence rates presented in the Nelson Mandela/HSRC
report because of the refusals to participate in the study as well as refusals to undertake the HIV test.
Approximately 73% of selected individuals agreed to be interviewed and 15% of those who agreed
refused to give an oral fluid specimen.



The impact of 10 million less in total population will affect overall country
expenditure. In a Thai study, even households with few or no resources reduced
overall household consumption following the death of a household member
(Pitayanon et al., 1997:18). However, the impact on the household sector is not
straight forward and needs to be examined at the micro level. The household sector
is likely to experience shifts in expenditure, as found in the Kagera study of rural
households in Tanzania (World Bank, 1999:212), which reported changes in the
distribution of income due to morbidity and mortality as well as withdrawal of
savings and conversion of assets to pay for essential services (Bharat, 1995:177-

194, Pitayanon et al., 1997:11).

The impact of HIV/AIDS from the household sector has broader implications for
firms whose customer base may be vulnerable to the epidemic. The JP Morgan
study suggested that retailers who target the lower income and emerging market
consumers will be the highest risk category (Adler et al., 2001:22). This is because
market segments such as food retailers are dependent on population growth. Before
a micro analysis of a firm’s impact is conducted, it is important to first understand
what expenditure categories of the household are affected if any by morbidity and
mortality. Thereafter focus can be on consumption of a firm’s products and or
services.  This study focuses on the broad expenditure categories that highlight
industries that will most likely be impacted. To study the effects on households and
on firms is too big a task for a single study to undertake and therefore this study

focuses on the impact at household level.
1.2 Definitions of Concepts
1.2.1 Household

A household for the purpose of this study is defined as, “a person or a group of
persons who live together at least four nights a week at the same address, eat
together and share resources.” This definition includes members who are temporary
absent, for example, due to hospitalisation and heads of households that are migrant
workers. These types of household heads are included because of their influence on

household spending patterns.



The different types of households for the purpose of this study are defined in terms
of other HIV/AIDS household surveys conducted in South Africa so as not to
confuse readers. Two types of households are investigated in this study, AIDS-
affected households and non-affected households. In an AIDS-affected household,
the impact of the epidemic is direct. The household contains at least one adult
member who is HIV positive with a CD4 cell count of 200 or below. The non-
affected household is described as one in which no death or illness has taken place

in the household.

1.2.2 Unit of Analysis

The unit of analysis is the household, because the impact from HIV/AIDS is felt at
household level. Whilst illness or death occurs in individuals, the costs are not
borne by individuals but by members of the household. Decisions about health care
utilisation, the allocation of resources as well as finances, consumption cut-backs,
reduction or substitution as well as how the household survives are made on a
household level. The sickness of one member has the potential to affect other

household members in terms of the use of their time and financial resources.

1.2.3 Employment

The labour market definition of employment is “someone that had worked in the
last seven days for pay, profit or family gain” (Statistics South Africa, 2000,
PO317). The definition used in this study is someone that has been involved in the
production of goods or services in the last seven days but not necessarily earning
profit or pay in consequence. The definition used in this study is encompassing of
those who consider themselves employed and therefore may not be seeking

alternative employment. This definition includes individuals who were:

* Volunteers at home-based care or other non-governmental organisations
who were occasionally paid an allowance.

* Engaged in home-production but made a loss or did not work the month

prior to the interview.



e On maternity leave and did not receive any income.

e Self employed without having any contractual work the month before or did
not get paid for work completed the month prior to the interview.

e Part-time or casual contractors who had no work or did not get paid the
month prior to the interview.

e Not working for the last seven days because they were temporarily off sick.

¢ Engaged in wage/salaried employment.

1.2.4 Income-Earners

Income-earners are individuals who earn an income either from being self employed

or from salary or wages.

1.2.5 Economically-Active and Not Economically-Active

The working age population includes all those aged between 15 and 65 years. The
economically active population consists of both those who are employed and those
who are unemployed. Those who are not economically active are those who are not

available for work.

1.2.6 Formal and Informal Sector Employment

The formal sector includes all businesses that are registered for tax purposes. The
informal sector consists of those businesses not registered (Statistics South Africa,

2000, PO317).

1.2.7 Dependency Ratio

Dependants are usually regarded as individuals 15 years and younger and 65 years
and older. The dependency ratio is calculated by taking the ratio of dependants to
the working age (16 to 64 years of age), and multiplying by 100 to give a
percentage. This definition of the dependency ratio assumes that everyone over the

age of 16 is working or in a position to seek work and those retired are not



producers of income (Banhock, et al., 2003:93-94). Given the high rate of
unemployment in South Africa and the fact that many households rely on grant

income, alternative measures of dependency ratios are calculated.
1.2.8 Surviving Household Members

Surviving household members refer to household members whose HIV status is

unknown.
1.2.9 Index Case

The index case refers to the person who was screened at the health care facility for

HIV infection and who was used to select the sample households.

1.2.10 Household Debt

Household debt represents amounts that were outstanding for 30 days or more.
1.3 Problem Definition and the Need for the Study

One of the criticisms levelled at household research in the HIV/AIDS field is that
the surveys are not comprehensive, they do not build on previous research or that
they are not action-oriented (Teljeur as cited in Kelly et al., 2002:67). If household
impacts are measurable or predictable, then surveys of these impacts become an
important tool for advocacy (Barnett and Whiteside, 2000:11). This study is
comprehensive, policy-oriented and focuses on problem solving. This study
provides an understanding of how households organise themselves during times of

economic hardships and highlights issues that have implications for policy.

The study attempts to establish how adult AIDS morbidity and mortality alters
income and expenditure at household level, and how this impacts on other surviving
household members. Very few studies have documented the impact of HIV/AIDS
on income and expenditure patterns in AIDS affected households versus a cohort of

non-affected households. Some 33 studies in Appendix 5 such are reviewed in



chapter four and are examined from a methodological perspective. Some are
extensive in nature such as the Kagera study (Tanzania) and the Chiang Mai study
in Thailand (World Bank, 1999). In terms of explanation, these studies are limited
to rural communities which, as we have noted, may be expected to cope differently
from urban communities. There are other household studies including some
conducted in Southern Africa such as the Zimbabwe study (Mutangadura, 2000) and
the Zambian study (Nampanya-Serpell, 2000) that are urban in nature but which,
although classified as “economic studies”, do not cover all aspects of income and
expenditure. In short, there have been various HIV/AIDS economic studies of rural
households and very few studies of urban households conducted elsewhere in the

world.

Little is known about how households cope with debt and finance HIV/AIDS costs.
The disposable income of households and their changing consumption patterns have
implications for policy-makers. Changes in income may push certain households
further into poverty and make them more dependent on the state and other agencies
for health services. Households lose income due to morbidity and mortality. It is
not known to what extent households make up this shortfall or how they reorganise

themselves to cope with reduced income.

No urban study has yet been conducted in South Africa on the impact of HIV/AIDS
on income-earning households.  Income-eaming households are of particular
interest because of the households’ participation in the economy. The only other
comprehensive study is the pilot study conducted in the Free State, South Africa
(Booysen et al., 2001) that investigates the direct and indirect impact of morbidity
and mortality on rural and urban households. In terms of identifying cost of
morbidity and mortality to households, many previous studies published the impact
of morbidity or the impact of mortality. No HIV/AIDS household study has

estimated the combined cost of morbidity and mortality on households.

No HIV/AIDS household studies have focused on the impact of HIV/AIDS on
surviving family members. Some studies such as the Kagera study focused on the
impact of HIV/AIDS on household size and composition in terms of the net

migration of children and adults between households. Little has been documented



about how children in an urban setting survive or who would take care of them
should their caregivers die. It is assumed that the greatest burden facing households
are the cost of education and food for children. None of the HIV/AIDS household

studies investigated inter-household obligations of care in an urban setting.

A central argument of this study is that in order to understand the relationship
between adult morbidity and mortality on urban households, it is necessary to
analyse income, expenditure, the combined costs of HIV/AIDS morbidity and
mortality to the household, the impact on surviving members and how households
survive the burden of the additional costs. To understand the dynamics of income
and expenditure, one has to understand the role of the extended family, the inter-
relationship of household members and their role in the household, how they
contribute either income or services, what happens to surviving household members
when income-earners become too sick to work and eventually die. For a broad
understanding of the economic organisation of the household, the relationship
between AIDS morbidity and mortality and the economic activities of the household

has to be explored in depth and breadth.

For many countries, including South Africa, household surveys retain an important
role in providing information that will inform policy and decision-makers. These
surveys will be discussed in chapter two. The sensitive nature of the disease, it
must be noted, does not allow for mass surveys and the general household studies
investigating income and expenditure make no differentiation between AIDS-

affected households and non-affected households.

1.4 Overall Objectives and Specific Research Questions

The overall objectives of the study are to analyse the economic impact of
HIV/AIDS on income-earning households in one South African urban area, Soweto,

and in so doing to develop a methodology for HIV/AIDS household surveys.

The specific research questions are:

1. What is the cost of morbidity and mortality to urban households?



2. What are the income shifts (amount and type of income) for income-earning
households where at least one member is infected with HIV/AIDS?

3. How does household expenditure change and how are basic economic needs
(food, clothing, and housing) sacrificed to accommodate increased HIV/AIDS
related costs?

4. What are the social and economic consequences of morbidity and mortality on
surviving family members?

5. What is the role of inter-household obligations in the care of AIDS survivors
(infected member and surviving family members)?

6. How do HIV/AIDS affected households survive the extra burden of HIV/AIDS

costs?

1.5 Organisation of the Thesis

The first chapter covers the background to the problem as well as the overall

objectives and specific research questions.

Chapter two contains a review of previous HIV/AIDS economic impact studies
conducted elsewhere in the world and in South Africa. In particular, it explores
theoretical frameworks in which relationships between morbidity and mortality on
the one hand, and changes in income and expenditure on the other, have been

studied and explained.

Chapter three discusses the economic context of the study area. It presents

information on the economic organisation of families and the household in Soweto.

Chapter four discusses methodologies of previous household studies conducted
elsewhere in the world, particularly in sub-Saharan Africa. It also discusses
methodological bias and the method used in this study to investigate the impact of

HIV/AIDS on urban households.

Chapter five examines the impacts from HIV/AIDS morbidity and mortality on

household size, composition and structure and highlights the various types of

households that emerge from this study.



Chapter six examines the cost of HIV/AIDS morbidity and mortality to households.

Chapter seven investigates income changes due to sickness and death in AIDS-

affected households.

Chapter eight measures shifts in spending on various expenditure categories
especially food, clothing and housing in AIDS-affected households versus non-
affected households. It further explores the essential expenditure categories that are

sacrificed as a result of increased spending in HIV/AIDS care.

Chapter nine investigates the impact on surviving family members as a result of
sickness and death. It further describes changes to the economic organisation of the

household in terms of re-allocation of labour resources.

Chapter ten investigates the incidence of inter-household obligations of care in

urban settings.

Chapter eleven investigates how households survive the extra burden of increased
HIV/AIDS costs by investing aspects such as assets, savings, borrowings, debt and

access to safety networks.

Chapter twelve draws conclusions, identifies gaps for future research and highlights

issues that have implications for policy.

1.6 Summary

South Africa has one of the highest prevalence of HIV/AIDS in the world
particularly amongst prime-age adults. AIDS morbidity and mortality has the
potential to cause changes to household income and expenditure patterns. This may
result in the economic reorganisation of the household as a result of HIV/AIDS.

This study focuses on the impact caused to AlDS-affected income-earning
households. It investigates the pattern of resource use and activities pursued by
households. It further investigates changes in income, savings and debt,

consumption and the cost of HIV/AIDS at household level. Changes in size,

10



structure and composition of the household are investigated to assess its influence

on income and expenditure.

Besides the Free State study, there are no other known comprehensive urban studies
on this topic. This study adds to the existing body of knowledge as well as
developing a methodology that can be replicated in other household surveys that

investigate the economic impact of HIV/AIDS.
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CHAPTER TWO
THE IMPACT OF HIV/AIDS MORBIDITY AND MORTALITY
ON HOUSEHOLDS — A REVIEW OF PREVIOUS STUDIES

2.1 Introduction

A literature search was conducted in mid-2002 using EBSCOnet, Social Science
Index, Academic Search Humanities Index, EconLit and Aidssearch databases for
1990 to 2002 using the key words HIV, AIDS, in combination with each of the
terms: costs, cost-effectiveness, cost-benefit analysis, economic, household, culture,
family, children, HIV/AIDS, HIV, AIDS, income and expenditure, income,
expenditure, remittance, savings, debt, economic impact, social, social economic
and Africa. Furthermore, recent studies, some of which were in the process of
being published, were obtained directly from the researchers. Not all the studies
contained full details of the methods used or a full description of the study results.
In the absence of the method of data collection and analysis it is often difficult to
compare the results of other studies. Hence caution is exercised in the criticism of
other studies. The intention is not to supply a critical review of the methods or
findings of other studies, but to cite what other authors have found so that research

gaps can be identified.

There are only four comprehensive studies conducted on the economic impact of
HIV/AIDS morbidity and mortality on households, two of which were conducted in
South Africa. The four comprehensive studies are the Kagera study (rural
Tanzania), the Thai study (rural), the Limpopo study (rural) and the Free State study
(urban and rural). Although these studies are context specific, they report important
findings and indicators that can be measured in household surveys conducted
elsewhere in the world. Households are not homogeneous and household surveys
need to be replicated in all parts of South Africa. Comprehensive surveys are
important because they offer extensive data that may be used to explain the impacts

and the responses.
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This chapter reviews the findings of other economic impact studies of HIV/AIDS
morbidity and mortality on household size, composition and structure, cost of
HIV/AIDS to households, income, expenditure, impact on surviving household
members, and household survival strategies. Besides inter-household re-allocation
of resources, there are also intra-household transfers of financial or time resources
to assist households during times of sickness or death. A household’s ability to

survive in the long-term depends on the strategies it employs.

To study the effects of HIV/AIDS four important issues need to be raised. These
include the HIV/AIDS epidemic in South Africa, the nature of HIV/AIDS regarding
prime age adults, the progression of the disease from HIV to AIDS (period of
morbidity) and the fatality of the disease (period of mortality). These factors impact
on household income and expenditure, on surviving household members and on the

strategies that households employ in order to survive,

2.1.1 The HIV/AIDS Epidemic in South Africa

South Africa appears to be at the mature phase of the epidemic because the rise in
HIV prevalence for 2003 was not significantly higher than that of 2002 in women
who attended public antenatal clinics. The overall HIV prevalence rate for women
attending public antenatal clinics in South Africa in 2003 was 27.9% (see Figure
2.1). Gauteng, the province in which Soweto is located has the third highest
prevalence of 29.6%.  The Department of Health using an extrapolation model’
estimates that 5.6 million people (men, women and children) were infected with

HIV by the end of 2003 (Makubalo, et al., 2004:10).

The majority of women who participated in the 2003 National HIV and Syphilis
Antenatal Sero-Prevalence Survey in South Africa were women between the ages of

20 and 39 (77.2%) (Makubalo, 2004:5).

' One of the key assumptions used in the model is that the prevalence rate of HIV infection in all

pregnant women in South Africa is the same as the prevalence rate in women attending public
antenatal clinics,
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Figure 2.1: HIV Prevalence in South Africa (Percentage)
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Source: 2003 National HIV and Syphilis Antenatal Sero-Prevalence Survey in
South Africa.

2.1.2 Nature of the Disease in Adults

HIV/AIDS affects those that are potentially the greatest contributors to economic
activity. Surviving family members experience loss in terms of income and labour
that prime age income earning individuals provide. It is not known what the
economic or social consequence of such a death or sickness is on surviving

household members.

In 2002, approximately 25.5% of the population of Soweto was under 15 years of
age and 47% under the age of 25 (Naidu et al., 2004:25). It was estimated that over
60% of all new infections occurred in those between 15 and 25 years of age with
women generally being infected earlier than men (Lovelife, 2000:21).  Households
depend on youth for the generation of future income. Children in many African
communities have been regarded as a form of security for future income. Without

this security, households could dissolve over time.

If one member of the family is infected, the likelihood of the spouse and newborn
babies becoming infected is high (Loewenson and Whiteside, 1998:21). This is due
to the low rate of disclosure for fear of rejection, ostracism and partner abuse. In a

study conducted with 170 pregnant women at Chris Hani Baragwanath Hospital
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voluntary counselling and testing (VCT) sites, 84% of women were concerned that
their community might treat them differently, 57% were concerned that their
primary partner might leave them and 48,8% were concerned their primary partner
might abuse them (unpublished report, Peri-natal HIV Research unit, 2001).
Despite this fear, 50% of women reported disclosing their HIV status to a

significant other.

2.1.3 The Progression of the Disease from HIV to AIDS (Period of Morbidity)

The progression of HIV infection to AIDS follows a series of stages as listed in

Table 2.1.

Table 2.1: Stages of Infection

Stage 1 — HIV Infection Initial infection with HIV.

Stage 2 — Window Period HIV infection with no signs or symptoms of disease and no

detectable antibodies.

Stage 3 — Sero-conversion | The development of antibodies.

Stage 4 — HIV/AIDS related | Antibody tests are positive, but no sign or symptoms of illness.

illness.

Stage 5 — HIV/AIDS related | Signs and symptoms of diseases increase because HIV is

illnesses damaging the immune system.

Stage 6 — AIDS Life threatening infections occur because the immune system is

that develop and the treatments available.

(Source: Department of Health, 2000:15)

During stages 1 to 4, individuals lead a normal healthy life without showing or even
feeling any signs or symptoms. Individuals have a range of responses to immune
deficiency, with some becoming symptomatic earlier than others. As the immune
system becomes progressively more deficient, the body becomes increasingly more
vulnerable to opportunistic diseases. Earlier immune deficiency (stage 5) usually
results in the reactivation of dormant infections such as tuberculosis, herpes and
candidacies.  Later with progression of immunodeficiency (stage 6), the body

becomes susceptible to severe infections such as fungi, rare viral and bacterial
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conditions, lymphoma and kaposi sarcoma, dementia and severe muscle wasting

(Mpuntsha, 2000:12).

Progression from HIV to AIDS may take anytime from eight to ten years to occur
(Whiteside and Sunter, 2000:3). As individuals move through the stages of HIV
and AIDS, the economic organisation of the household is expected to change. Sick
individuals are expected to be less productive, to stay away from work more often

and to earn less.

2.1.4 The Fatality of the Disease (Period of Mortality)

In phase 6, life threatening opportunistic illnesses occurs which eventually leads to
death. A deceased individual creates reduction in monthly household income
however it may result in “other income” entering the household by means of group
life, funeral and other life insurance benefits. Funeral assistance from friends and

family in the form of lump sum contributions affect changes to household income.

With little disposable income in the lower income categories, the probability of
inheritance may be low. The surviving household members taking time off to

attend funerals may lose income, which further increases indirect funeral costs.

2.2 Household Size, Composition and Structure

There are noted differences in household size between affected and non-affected
households depending on the stage of the disease at the point of research. The study
in the Free State for example found affected households larger in size (Booysen et
al., 2003:42) while the study in Limpopo found affected households smaller in size
due to fewer births and more deaths (Oni et al., 2002:1181). The reasons cited for

changes in household size have been:
e New births (Oni et al., 2002:1181)

e The migration effect (members leave and join the household) (Booysen et
al., 2003:47-72)
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e The morbidity effect (sick members or children sent elsewhere to be taken
care of) (Booysen et al., 2003:46).

e The mortality effect (household members die) (Janjaroen, 1997:3, Yamano
and Jayne, 2002:1, World Bank, 1999:215).

The Kagera study found that the household size dropped from 6.0 members to 5.7
members following death. Household size was calculated (net effect) by taking into
account those members that left through death or other reasons, members joined and
members born (World Bank, 1999:215-216). No reasons were given for why
members left or joined the household or whether or not they were sick. Studies
have found migration patterns changing as a result of HIV/AIDS, for example,
people migrating to seek treatment or care (Berk, et al., 2003:1091). The same
study found that about 40% of households that suffered an adult death experienced
migration of household members compared with 20% of households that did not

experience an adult death (World Bank, 1999:216).

Knowledge of such migration and the impact of HIV/AIDS morbidity and mortality
on migration patterns are necessary to inform planning with regard to the delivery
of health and other services. HIV positive women were found to have significantly
more negative pregnancy outcomes, such as spontaneous abortions and still-births,
than HIV negative women (De Cock et al., 1994, Temmerman, Chomba and Piot

1994 as quoted in Ntozi and Zirimenya, 1999:195).

Studies have found that affected households were able to adjust household size and

composition in ways that made them similar to households that did not suffer an
AIDS death (World Bank, 1999:216). Some did this by attracting household

members of the productive age group to join the household (Janjaroen, 1997:2).

The Thai study, by contrast, found the dependency ratio almost doubling because
there was no replacement of household members (World Bank, 1999:216)
especially through the death of economically active, leaving children and the elderly
(Berkley et al.,, 1990 as quoted in (Ntozi and Zirimenya, 1999:195; Barnett and
Blaikie, 1992 as quoted in Bharat, 1995:185). Studies in the Free State and
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Thailand found that affected households had more dependants (non-economically
active members) and fewer members of working age (Booysen et al., 2003:42,
Janjaroen, 1997:2). Hence, some studies have found the dependency ratios
increasing rather than declining such as that found in the Kagera study and the study
in the Rakai district, Uganda (World Bank, 1999:215).

What happens to the dependency ratio therefore depends on factors such as the net
effects of mortality and changes in household composition as well as the fertility
rate since HIV-related damage is caused to the reproductive capacity of infected

men and women (Setel, 1995 as quoted in Ntozi and Zirimenya, 1999:195).

HIV/AIDS brings about new household structures such as households headed by
widows, women never married, children under the age of 18 years and orphans
(Mukiza-Gapere and Ntozi 1995, as quoted in (Ntozi and Zirimenya, 1999:195). It
is not known how many types of household structures exist in Soweto as a result of
HIV/AIDS. The range of household structures identified in the literature (Ntozi and
Zirimenya, 1999:199, Seeley et al., 1995:81, Crewe, 2000:19) are as follows:

e Monogamous with children (husband, wife and children with or without
other relatives)

e Monogamous without children (husband, wife without children and possibly
with other relatives)

e Polygamous with children (household heads with two or more spouses with
children)

e Polygamous without children (household heads with two or more spouses
without children)

e Polygamous extended (household head with two or more spouses with
members other than their children.

e Extended 3 generations (grandparent, child and a grandchild)

e Extended skipped generation (grandparent, grandchild with or without other

relatives)
e Single male (one person household)

¢ Single female (one person household)
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e Male-headed (according to gender of household head)

e Female-headed (according to gender of household head)

e Remnant male (man and children or other relatives but no wife)

e Remnant female (woman and children or other relatives but no husband)

e Single parent households (man or women with children)

e Grandparent headed households (household headed by a grand-
parent)

e Child headed households (household headed by a child)

While the extended family concept has been the norm, with modernisation, there
has been a tendency towards a nuclear family system (Ntozi and Zirimenya,
1999:193). It is not known whether the nuclear family system is the norm in urban
societies. Furthermore, it is not known whether family breakdown has been less or

more severe during times of morbidity and mortality.

2.3 Cost of HIV/AIDS Morbidity and Mortality to Households

HIV/AIDS affects expenditure patterns as well as the ability of households to
survive, It is therefore appropriate to include a discussion of HIV/AIDS costs to
households prior to a discussion of household expenditure patterns and survival
strategies. When HIV/AIDS costs are spoken of, this implies the costs associated
with the disease irrespective of who bears the cost. In general it refers to the cost of
illness of one individual person. Of the total HIV/AIDS costs, some costs are borne
by individuals, households, the government or non-governmental organizations.
When HIV/AIDS costs to the household are spoken of, this implies the cost to the

household or the out-of-pocket expenses incurred by individuals within the
household.

This section focus on what constitutes HIV/AIDS costs to the household.
HIV/AIDS costs are costs related to morbidity (illness) and mortality (death).
These are costs incurred by households as individuals move through the stages of

HIV infection, AIDS-related illnesses and ultimately death. The economic impact
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of HIV/AIDS morbidity and mortality on households are most commonly analysed

in terms of direct and indirect costs (Bollinger and Stover, 1999:1).

Some studies report actual cost of morbidity and mortality to households. This type
of information has relevance to the year of study and to the study site area. It 1s
more relevant to report on costs in proportion to income or expenditure so that

comparisons between studies can be made.

2.3.1 Direct Costs

Direct costs to households represent the out-of-pocket costs to the household, that
is, actual expenditure on goods and services purchased (UNAIDS, 2000:37). In
HIV/AIDS studies, direct costs represent the direct costs associated with treatment
(Booysen et al., 2002:109, Danziger, 1994:906, Bowie, 1996:51) and in the case of
mortality direct costs, include the cost of the funeral (Pitayanon et al., 1995:8,
Booysen et al., 2002:109).

The Thai study found that families spent on average US$1 000 per patient during
the last year of an AIDS patient’s life, the equivalent of an average annual income
(UNAIDS, 2000:27). In New Zealand, direct costs of HIV/AIDS per person ranged
from NZ$200 per month for those who were symptomatic without AIDS and
NZ$400 per month for those symptomatic with AIDS (Bowie, 1996:53). In the
New Zealand study, transport accounted for a third of the direct costs. Most
participants in the same study received about NZ$1 000 per month to live on. In
Cote d’lvoire, households with an HIV/AIDS patient spent twice as much on
medical expenses as other households (Bollinger and Stover, 1999:2). The average
health care expenditure on an HIV infected adult equals almost four times the
average monthly household income (Hassig et al., 1990, as quoted in Guinness and
Alban, 2000). The South African study conducted by Steinberg et al., found that
on average households spent about a third of their household monthly income on

HIV/AIDS related medical expenses for AIDS-symptomatic patients (2002:18).

In the Kagera study households spent more on funerals (60% of total cost of

medical and funeral expenses) than they did on medical care (Kagera study, World
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Bank, 1999:209). In that study, the total cost of medical care and funerals in
households in the preceding 12 months of an adult death was found to be 8% of
total household expenditure compared to 0.8% in households without adult death
(Bollinger and Stover, 1999:2). Families also contributed to expenses associated
with the death of relatives who lived outside the household (Over and Mujinja,
1993, quoted in Cohen and Trussel 1996:214). In Ethiopia, a study on 24 AIDS-
affected rural families found that the costs of morbidity and mortality amounted to
several times the average household income (Bollinger and Stover, 1999:2). In
South Africa, households without funeral and other insurances, consumed as much
as 3.4 times (Booysen et al., 2001:2) or 4 times (Steinberg et al., 2002:21) average
monthly household income. The cost of one funeral could be as high as R40 000
(Steinberg et al., 2002:21).

As the number of funerals increase in a community, one wonders whether changes
to funeral practices will occur. Many African funerals are conducted in a traditional
way by slaughtering at least one cow to ensure that all funeral attendees are fed as
well as ensuring that close relatives have money to pay for the transport to attend
the funeral, in some instances worsening the already threatened food security of the
bereaved family (Ayicko, 1997:16). In a village in Uganda, Barnett and Blaikie
(1992) found that the mourning period reduced from one week to one-and-a-half
days due to the increasing number of funerals while in the Free State, funerals have
become the responsibility of the community through street collections (Booysen et
al., 2003:103).

These studies emphasise the large proportion of health care and funeral expenditure
to total household income costs which are reduced to the households depending on

the availability of health care insurance or public health care services.
2.3.2 Indirect Costs

In HIV/AIDS studies, indirect costs are most commonly associated with loss of
earnings for the sick person and the caregiver (Booysen et al., 2002:109). In the
case of mortality, it is the loss of income to the household as a result of the deceased

person or loss of earning for the caregiver prior to death (Booysen et al., 2002:109).
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Sickness and death in individuals in a household has an impact on the income of
income earners whether they themselves are sick or whether they are taking care of
someone who is sick (Cohen and Trussell, 1996:212). A sick individual loses
income in two ways, reduced productivity (Cornia and Zagonari, 2002:4) and loss
of income (Oni, et al., 2002:1182) or loss of employment due to illness or death
(Oni, et al., 2002:1183; Mutangadura, 2000:4). During the AIDS-symptomatic
phase the worker may not be capable of working (Cornia and Zagonari, 2002:4).
Pallangyo and Laing (cited in Rugalema, 1999:6) observed that an adult Tanzanian
suffered an average of 17 episodes of AIDS-related illnesses which lasted between
one and two years before the individual died. This period of morbidity required
about 280 days of both hospital and home care for the AIDS-symptomatic
individual. This means that in the last year of the individual’s life, the individual

would spend three quarters of the year in bed.

A bus company in Zimbabwe found that AIDS-related absenteeism accounted for
54% of all absenteeism, with 35% being absenteeism due to HIV-related
symptomatic illness (Whiteside and Sunter, 2000:100). The indirect costs in all
studies were found to be higher than the direct costs. In Tanzania and Zaire,
indirect costs accounted for 97% and 94% of the total economic costs respectively
(as quoted in McMurchy, 1997:12). In the Lesotho study, indirect costs accounted
for 80% of the total economic costs (McMurchy, 1997:11).

The Thai study found that the largest part of the economic costs of an HIV/AIDS-
related death was the foregone income of the deceased. The study calculated
foregone earnings to include all future earnings until retirement age of 60 years
(Pitayanon et al.,, 1995:11). Studies of this nature that calculate the foregone
earnings assume a situation of full employment and that the deceased would have
been employed for the duration of life only to retire at age 60 or 65 years of age.
Furthermore calculating foregone life’s earnings will estimate high-income
households to be greater impacted than low-income households. If the person is
young, foregone earnings will be higher than for an older person earning the same

income. A study on 7 enterprises in Tanzania showed that the average age of death
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among workers was between 31 and 37 years (ILO 1995, as quoted in Cornia and

Zagonari, 2002: 4).
2.3.3 Systemic Costs

Whiteside and Sunter’s business model for calculating costs include systemic costs,
that is, costs related to reduced workforce morale or reduced productivity of co-
workers (2000:112). Bowie further added intangible costs such as the impact of the
illness on social and sexual relationships, elements of stigma and discrimination and
quality of life considerations (1996:51). Most- studies ignore the intangible

/systemic costs because they are more difficult to measure in monetary terms.

Systemic costs are determined by calculating the opportunity cost of illness such as
the cost of activities lost as a result of caring for the sick person or the loss of
activity for the sick person. These represent the foregone value of the time diverted.
This is consistent with Becker’s (1965) argument that households produce
commodities by combining inputs of goods and time with “full income” being the

sum of money income and that foregone by the use of time.
2.4 Income

Various studies point to the effects of HIV/AIDS morbidity and mortality on
household income. In Botswana, per capita household income for the poorest
quarter of households was predicted to fall by 13% while income-eamners in this
category were expected to care for an additional four dependants as a result of
HIV/AIDS (Botswana Institute for Development and Policy Analysis, 2000:1). In a
rural study in the Kafue District, Zambia, households affected by chronic illness
including HIV/AIDS reported annual income levels 46% lower than those
households not affected by chronic illness (Mutangadura and Webb, 1999 as quoted
in Topouzis, 2000:18). In a rural study in the Limpopo Province of South Africa,
Oni et al., found that the annual average income was approximately 35% lower in
households  affected by HIV/AIDS compared to non-affected households
(2002:1182).
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In a study conducted in Zambia on HIV/AIDS-affected families, monthly
disposable income dropped by more than 80% for more than two thirds of the
families (Nampanya-Serpell, 2000:8). In the Zambian sample 70% of the deaths
were paternal the majority of whom were breadwinners. In rural Thailand, Kongsin
et al., (2000) found household income dropped by 70.7% and per capita income
dropped by 68.4% following an adult death. AIDS mortality reduces the
household’s potential to earn future income unless reorganization of labour within

the household takes place.

In the Free State study on urban and rural households measuring the effects of
morbidity and mortality in South Africa, Booysen et al., reported average adult
equivalent income in affected households on average representing 62% of the levels

of total household income in non-affected households (2003:74).

Having seen the broad extent of the effects of HIV/AIDS on household income, it 1S
crucial to recognise that there are various ways in which a household earns income,

depending on their productive activities (Redclift and Mingione, 1985:20).

1. Formal — this is formal employment either by working for an individual or a
firm whose business is registered or from being self-employed in a
registered business.

2. Informal — Employment without contract, or informal self-employed where
the business is not registered.

3. Mixed formal and informal — formal work producing income and in part
informal through holding of second jobs.

4, Illegal — criminal sectors, employment of minors or illegal immigrants.

5. Work not exchanged for income — reciprocal work and activities such as
taking care of sick members of other households, etc.

6. Home production for self-consumption — cultivating vegetable gardens for

self-consumption, home production of clothing, do-it-yourself activities.

Formal work contributes to the state fiscal system and can be easily measured
through the inspection of pay-slips. Informal work is a little more difficult to

measure unless income 1s received or details of income and expenditure are kept.
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Attempts will be made to capture net profit from home-produced goods and
services. lllegal work is difficult to detect, quantify and measure in terms of who
practices it. Reciprocal and supportive activities that one household conducts in
favour of the survival of another household occurs from time to time. These
activities could be measured by using the labour cost of the activity or by the
opportunity cost of labour of the providers. ~ The present study will not quantify
reciprocal activities but will mention the types of support received by and given to

other households.

In addition to the above ways in which a household earns income, households
generate income through various “non-earned” means such as remittances
(transfers), special events such as marriage (bride price lobola), once-off donations
and income from grants. In poorer households, non-earned income may form a

significant portion of household income (Lundberg et al., 2000:6).

Remittances into the household may come from migrant workers or from members
of other households. Since there have been fewer urban studies it is unknown
whether urban households are more likely to transfer money out than receive
money. Milanovic (2001:25) argues that the propensity to remit will depend on
factors such as the number of family members left at home, the duration of stay
abroad, and so on) and not on the income group of the household while other
authors argue that the income group of the household has significant effects of the
value of remittances received especially from migrant workers (Posel, 2001, Stack
and Lucas, 1998). It can be argued that poorer households facing sickness and
death would require the help of migrant family members especially if no-one else in
the household is employed. Transfers into the household may also come from
relatives and non-relatives for various reasons such as altruism and may be selective
towards certain kin in particular (Posel, 2001:178) or as a form of insurance for help

given today may be reciprocated sometime in the future (Lundberg et al., 2000:6).

Another form of income to the household is in the form of state grants. South
Africa has a well developed system of social security compared to other developing
countries (Seekings, 2002). Given that individuals lose employment as a result of

sickness, one can expect that non-market household income, particularly in the form
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of disability grants to increase. The Free State study conducted in South Africa,
found that not only a large number of affected households qualified for the grant,

they also became more dependent on income from social grants (Booysen, 2004).

Previous studies did not state whether reported income refers to gross or net
household income or whether total household income includes non-earned income.
The Zambian study made reference to disposable income (Nampanya-Serpel,
2000:8). It is obvious from the literature that earned income will be affected as
individuals become sick and exit the labour market. However, the role of transfers
(remittances from relatives and non-relatives) and government grants in households
experiencing sickness versus households not experiencing sickness should not be

ignored.

In reporting household income, besides the Free State study, the Limpopo study and
the South African study conducted by Steinberg et al., (2002) none of the other

studies distinguish between the various forms of earned and non-earned income.

The present study focuses on all types of eamned income and non-earned income that

enters the household on a regular or irregular basis (see Appendix 1).
2.5 Expenditure

The ultimate aim of economic activity is to satisfy human wants. The income that is
generated is used to pay for goods and services and individuals within households
consume goods and services, which are referred to as consumption or household

expenditure.

A large proportion of expenditure in the average South African houschold goes
towards buying essential items such as food and housing (Orkin, 1997:29). In
South Africa, the poorer households spend a greater proportion of their income on
food (50%) leaving little money for other expenditure (Hendricks, 2001:11). As
income increases, a smaller proportion of income is spent on food. The percentage
of income spent on food can be a proxy for economic status of the household. In an

HIV/AIDS infected household a higher proportion of the expenditure budget is
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expected to be spent on health care, funerals and other essentials and less on non-

essential categories.

Increased health care or funeral costs at household level due to morbidity and
mortality may cause expenditure patterns to change. The Kagera study (Lundberg
and Over, 2000:4) found that households with a death allocated a larger share of
total expenditure to medical care and funerals and a smaller share to purchased food
and “other” food items including clothing. The same study found that households
with a death had higher total expenses as well as higher expenditures on all
components of consumption than households in which no death occurred. In the
Kagera study, total household expenditure included the cost of medical care and

funerals.

Few studies have documented changes in consumption as a result of morbidity
while most studies reported on the changes in consumption as a result of mortality,
with the exception of the Free State study. The Free State study reported that
average adult equivalent expenditure was relatively lower in the affected group of
households than in the non-affected group especially if the affected group had
experienced morbidity or mortality more frequently (Booysen et al., 2003:78).
Furthermore the study found that affected households that had experienced
morbidity and mortality in two or more periods allocated more of their resources to
food, health care and rent and less to education, transport, clothing, and personal
items when compared to non-affected households (Booysen et al., 2003:79). The
study conducted by Steinberg et al., in South Africa found that 21% of households

reduced expenditure on clothing, 16% on electricity and 9% on other services
(2002:17).

Bechu (1997, in Cornia and Zagonari, 2002:10) found a 28% decline in per capita
consumption of basic needs, in households in the urban areas of Cote d’Ivoire when
a person died of AIDS. The same study showed a recovery in consumption the
year after death. These findings were also confirmed in the Thai study (Janjaroen,
1997). The rural Kagera study found that in the poorer half of households in the
sample, food expenditure fell dramatically following a death and then recovered

almost fully as households minimized spending on other categories (World Bank,
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1999:214). For the non-poor half, food expenditure actually rose following a death
(Lundberg and Over, 2000:5).

In rural Thailand, the per capita expenditure in households affected by an adult
death dropped by 43.5% with the decrease being worse when the deceased was an
adult woman (Kongsin et al., 2000). Moreover, the study found that more of the
poorer households were adversely affected by consumption due to illness and death

of the working member than non-poor households (Pitayanon et al., 1997).

Lower expenditures on food may have broader implications for the nutritional status
of members of the household. An Eastern Cape study in South Africa, found food
consumption lower in rural households experiencing chronic illness (Samson,
2002:1157). The Free State study found the average adult equivalent expenditure on
food represented 78% of that in non-affected households (Booysen et al., 2003:78).

Some studies have found children in AIDS-affected households being withdrawn
from school, with long-term impacts on human capital (Booysen et al., 2003:115,

Bonnel, 2000:6).

Some studies that reported a reduction in total household consumption did not take
into account household size. Most household survey data have indicated that
household expenditure was positively associated with household size (Laurie and
Sullivan, 1991:122). However, as household size increases, total outlay rises less
than in proportion resulting in per capita household expenditure being negatively
correlated with household size (Lanjouw and Ravallion, 1995:1415). Change in
household size comes about as a result of sickness and death as members exit the
household and change in composition arises when one or more members leave the
household or new members enter the household. The household suffers loss of
income or labour as a result of the departed member especially when non-income
generating members replace income-generating members. These factors should be
taken into account for consumption to be understood and predicted.  Since
households vary in size and composition, it is appropriate to measure consumption
per capita and/or per adult equivalent. Households with the same level of

expenditure do not necessarily enjoy the same level of welfare. At similar levels of
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household expenditure, the larger the household, the lower the level of welfare.
Measures of adult equivalent expenditure are employed to allow for these
differences in standard of living related to household characteristics (Lipton and

Ravallion, 1995: 2574; Burkhauser et al., 1997: 154-161).

Besides the Kagera (rural), Thailand (rural), Free State (urban and rural) and
Limpopo (rural) household surveys, no other studies focused on detailed
expenditure pattern changes as a result of increased health care and funeral

expenses.
2.6 Impact on Surviving Family Members

Besides the possibility of cross-infection at household level, the loss of income and
changes in spending priorities surviving members may experience other disruptions
in household activities. The surviving spouse may be forced to seek employment to
supplement income or to stay home from work to care for the sick. There may be
re-allocation of time spent on household economic activities. New members may
be forced to enter the household to care for the sick or sick members and children

may leave the household to be cared for by extended family members outside of the

household.

In the Thai study, 15% of children were taken out of school and over half the
elderly were left to take care of themselves (UNAIDS, 2000:27). When family
members in urban areas fall ill, they often return to their villages to be cared for by
family members (UNAIDS, 2000:27). This could result in a non-affected
household to become affected. In the Zambian study, two-thirds of the children
aged 6 to 15 were currently enrolled at school in both the urban and rural samples,
with the proportion of boys (70-71%) being slightly higher than that of girls (67-
88%). The study further reported that 21% of females and 17% of males in the
urban sample and 8% of girls and 6% of boys in the rural sample dropped out of
school after parental death (Nampanya-Serpell, 2000:9). This showed that girls

were more likely to drop out of school.
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In the Zambian study on HIV/AIDS-affected families, families were displaced if the
breadwinner who died was a tenant on the employers’ premises. Of those who
didn’t move, half of them rented out rooms in their dwelling to earn some income.

This resulted in over-crowding with as many as five children into one room

(Nampanya-Serpell, 2000:8).

The disruptions of family life are felt on the psychological level (Ankrah, 1993:15).
Long periods of care are needed by people living with AIDS. The care-giving
function not only tires out caregivers but is difficult for surviving family members
to see the infected person in poor health. Following death, the mourning period
often involves family members not working for 3 days after the death (Ankrah,
1993:15).

Children become orphans or are fostered. Many parents do not make alternative
living arrangements for their children before they die. In the Uganda study on
orphans, only 3.7% of families stated that sick parents had made prior arrangements
with friends and relatives to help take care of their children. Approximately 59% of
caregivers were identified by virtue of being the closest relative. This brought about
resentment because many caregivers were not necessarily willing to care for

orphans (Ayieko:1997:11)

No HIV/AIDS economic impact studies in South Africa or elsewhere, besides the
study conducted by Rugalema in Bukoba, investigated the time allocation of labour
in households affected by HIV/AIDS (see Appendix 5). The present study explores
these gaps in the literature in detail, including the psychological impact that illness
has on surviving members. Furthermore, this study captures kinship linkages which
link the child to the parent and parents to each other. This type of information is
helpful in establishing the means test for child support and old age pension grants.

2.7 Intra and Inter-Household Obligations of Care and Support

The concept of pooling refers to the contribution of individual members to joint

household income. A portion of the literature rejects the “income pooling”
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phenomenon of individuals within households (Haddad and Hoddinott, 1993,
Blumberg, 1988, Hoddinott and Haddad, 1995, Browning et al., 1994, Bourguignon
et al. 1993, Fortin and Lacroix, 1993) while others suggest that this phenomenon
cannot be rejected all together (Phipps et al., 1998, Hanan et al., 1998).

Household members may pool their income for some categories of household
expenditure, but not for all since not all, individuals in the household would have
similar utility functions (Phipps, 1998). The receipt of transfers into a household
complicates the decision-making powers in the household (Attanasio and Lechene,
2002). In poor households, especially in cases of high unemployment where there
may only be one income-earner there might be little choice about whether or not to
pool income to pay for household expenditure, since most of the household budget
is spent on a few essential expenditure categories. The present study did not

examine pooling of expenditure from one income-earner.

The present study accepts that all individuals in all households may not pool all of
their income (Doss, 1996) but most of their income which is used to pay for
essential household expenditure categories is pooled. Households also depend on
safety nets especially help from other households (inter-households) to compensate

for income shortfalls.

Care and support may be provided by family members within households by
caregivers (intra-household) but also by members outside the household such as that
provided by the government, non-governmental organizations and other households

(inter-household).

The nature and extent of treatment and care needs differ at different stages of illness
and therefore requires different approaches. An individual with full-blown AIDS
requires outpatient care for opportunistic infections compared to those in the final
stages of the disease who require access to hospice care and continuing pain control
(Cohen and Trussell, 1996:210). As an alternative to hospitalisation, the Gauteng
provincial department introduced various home-based care programmes. There are
also non-governmental organisations such as Hope Worldwide that offer home

based care in Soweto. They operate with volunteers providing assistance with the
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patient’s personal hygiene, administering medication as well as assisting with
domestic chores (personal communication, Eddie Phillips, 2003). In Rwanda, a
training program was designed to teach families how to care for people with AIDS
at home and a volunteer programme was designed to provide family members with
emotional support (Cohen and Trussell, 1996:210). Besides the care provided by
the medical team and other home-based care organizations, what type and quality of
care is being provided by relatives, neighbours and friends in an urban community?
Not much information exists in the literature about this type of home-based care that

is provided by members of other households.

A study on home-based care in Zimbabwe found that households lacked counselling
and the quality of care was varied (Loewenson and Whiteside, 1997:36). In a study,
conducted in the United States on unmet needs for persons living with AIDS, almost
three-quarters of respondents stated that they had unmet needs. The unmet needs
identified in this study were help required with domestic chores and transportation
(Smith and Rapkin, 1995:353).

Alubo et al., (2002), Cobb and De Chambert (2002), and Herek (2002) argue that
HIV/AIDS programmes will not be effective until such time as there is greater
acceptance of people living with AIDS. In addition, disclosure allows HIV-
positive persons to become AIDS educators and AIDS activists, resulting in reduced
stigma and greater community involvement (Fitzgerald and Simon, 2001, Paxton,

2002), which further reduces stigmatisation within communities.

Households receiving care and support from the community face the consequence
of stigma and discrimination. Families face having to deal with stigma associated
with disclosing the diagnosis. They also have to face discussing issues surrounding
lifestyle and behaviour of the sick individual (Bor et al., 1993:191). King (1990
quoted in Bor et al., 1993:191) also notes that there is increasing discrimination
against people with HIV infection and that there may be secrets within family units
where children and some members of the family may not be told of the sick

person’s HIV status (Bor et al., 1993:191).
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2.8 Household Survival Strategies

The extent to which the impact is felt at household level is dependent on the use of

survival strategies.  Rugalema (2000:537-543) argues that households -are
“surviving” rather than “coping” because “coping” means that they are dealing
successfully with the situation and this was not the case for many households
affected by HIV/AIDS. Households survive by employing a variety of short-term
strategies. A household’s ability to survive means ensuring the welfare of the

household not only in the short-term but also in the long-term.

According to Mutangadura et al., a household’s ability to cope depends on their
access to resources, household size and composition, access to resources of
extended families and the ability of the community to provide support (1999:18).
Mutangadura et al., identified poor small households as being most vulnerable in

their ability to cope (1999:19).

Sauerborn, Adams and Hien (1996:293-297) established a hierarchy of household
strategies, using household savings as a first choice to cover the financial costs of
HIV/AIDS. This was followed by the sale of assets, borrowing, re-allocation of
household labour then followed by the reliance on community assistance to finally

doing nothing.

Table 2.2: Household Survival Strategies

Strategies aimed at Strategies aimed at Strategies aimed Strategies aimed
alleviating the loss | surviving the financial | at alleviating the at utilizing safety
of income cost loss of labour networks
e New members Utilize savings Reallocate e Inter-household
who are Dispose of assets household care and
employed join Borrow labour psycho-social
the household Children drop out of Encourage non- support

e Diversity of school economic active | ¢ Inter-household
income Reduce members to join financial
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Strategies aimed at Strategies aimed at Strategies aimed Strategies aimed
alleviating the loss | surviving the financial | at alleviating the at utilizing safety
of income cost loss of labour networks

e Remain at work consumption on the labour support
until the person certain items market Fostering of
can no longer Beg e Withdraw children
work Adjust  household children from | e Transfers from
e Dissolve the size and school to help relatives  and
household composition with household non-relatives
e Do nothing Apply for State chores e Coping  with
assistance e Work extra discrimination
hours

(Adapted from Mutangadura et al., 1999:17)

2.8.1 Household Survival Strategies Aimed at Alleviating the Loss of Income

Sauerborn et al., (1996:291) in rural Burkina Faso found that due to illness intra-
household labour substitution was the main strategy to compensate for labour
losses. The same study also found that individuals from poor households were able
to generate additional revenue by engaging in a variety of income-generating
activities such as brewing millet beer, fetching firewood, weaving straw mats and
tailoring to supplement income (Sauerborn et al., 1996:294). Diversifying
household income may also take the form of one or more members participating in

micro enterprises (Donahue, 1998:5).

The study conducted in Zimbabwe, (Mutangadura, 2000:11) found that 65% of the
households where the deceased adult female used to live before her death was no
longer in existence in both rural and urban areas. In a Ugandan study on orphans, it
was found that a significant number of women returned to their maternal homes
when their husbands died where they found emotional security amongst maternal
kin. In some cases where both parents die, households dissolve and children are
sent to live with extended families having to adjust to unfamiliar relatives in foreign

places (Ayieko, 1997:10).
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Some households may not have the opportunity to diversify income, or have new

members to join the household and therefore find they can do nothing to alleviate

the loss of income.
2.8.2 Household Survival Strategies Aimed at Surviving the Financial Cost

Households survive the extra burden of the financial costs of HIV/AIDS through

one or a combination of short-term strategies.

In the Thai study almost 60% of households that experienced an HIV/AIDS-related
death utilised savings to finance 88% of their increased costs (Pitayanon et al.,
1995:16). This means that future household investment will be negatively impacted
including the loss of interest from the investment. The Thai survey, as well as a
survey in Zimbabwe, found households that experienced an HIV/AIDS-related
death were more likely to sell assets and borrow more money as well as experience
a change in food consumption (Pitayanon et al., 1995:17, Mutangdura, 2000:17-20).
In South Africa, the Free State study found that affected households saved 40% less
and a slightly larger percentage of affected households (30%) borrowed money in
the past twelve months compared to non-affected households (23.5%). The
majority borrowed money to cover expenses incurred by sickness and death
(Booysen, et al., 2001:58-60). Paying off debt is a form of savings. The biggest
debt for most South African households is the home loan (Moodie and Fram,
2001:11). A study commissioned by the Micro Finance Regulatory Council
(MFRC), showed that poorer households had outstanding debt of around 10%
compared to the international norm of debt not exceeding 25% of gross salary. This
could be because low-income households in South Africa rarely have sufficient
income to cover expenses. Furthermore, they have limited access to loans from the

formal sector (Hendricks, 2001:11).

The longer-term impacts will be felt when assets and savings are not replaced, when
children drop out of school during parental sickness to take care of the sick and after
parental death due to a lack of funds. In a study conducted in Botswana on orphans

in 1998, it was found that 30% of the children had dropped out of school
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particularly because caregivers could not afford to provide uniforms, school shoes
or school feeding (Smart, 2001:25). Children who drop out of school create a
disinvestment in human capital and thereby jeopardise the family’s ability to secure
future income. Selling off assets such as land, motor vehicles or livestock

(Sauerborn et al., 1996:294) result in a negative long-term impact.

Households also rely on financial help from governmental and non-governmental

organizations especially during times of crisis.

HIV/AIDS also impacts on the supply of labour. In cases where individuals are too
sick to go to work, they become unemployed and therefore form part of the
economically inactive population. On the other hand, they may not have been
working prior to the illness and after being classified as disabled, they may be
eligible to collect disability in which case although they may be unemployed and

not economically active, they are generating grant income.

Households that wish to self-insure take out burial insurance during times of iliness
or through preserving extended family ties as an insurance mechanism since such
ties allow households to share risk and gain access to additional resources

(Donahue, 1998:5).
2.8.3 Household Survival Strategies Aimed at Alleviating the Loss of Labour

Adult death may reduce the labour force and the mean age of labour (Loewenson
and Whiteside, 1998:13). In Tanzania the labour force was expected to shrink by
20% by 2010 and the average age of workers to fall from 32 to 28 (Loewenson and
Whiteside, 1998:13). The lowering of age means that younger people including
children are forced to enter the labour force. The question is, are there jobs

available, especially in view of younger people’s inexperience in the labour market?

Family members may reorganize their time to minimise the income loss particularly
by withdrawing children from school which lowers their future earning capacity
(Pitayanon et al., 1995:8). The elderly may be forced to go back to work or children

may be withdrawn from school to start working or to conduct household chores.
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The Thai study found that the labour supply affected 52% of households leading to
about a 47% loss of income even though other family members had to reallocate

their time and take on more work time (Pitayanon et al., 1995:12).

2.8.4 Household Survival Strategies Aimed at Utilising Safety Networks

Some studies have found the poor having less access to social support networks as
well as the burdens on social networks in poor communities growing as the burden
of disease increases due to reciprocity (Kawachi, Kennedy, Lochner and Porthrow-

Stith, 1997, Kawachi, Kennedy and Glass, 1999, Kunitz, 2001).

Safety networks play a role in household survival strategies. Children are sent to
live with extended family (Ryder, Kamenga, Nkusu, Batter and Heyward, 1994:678,
UNAIDS, 2000:27). Households access help in cash or in-kind from relatives, non-
relatives, neighbours as well as institutions who are a source of strength during
illness/death (Bharat, 1995:87, Sauerborn et al., 1996:291). In a study conducted on
people living with AIDS in California, 93% of the sample utilised at least one
emotional or practical support service since becoming HIV symptomatic (Wight et
al., 1995:5). In India, the family is characterised by strong emotional ties that fosters
mutual dependence maintaining links with the extended family and the wider
kinship network (Ramu, 1988 as quoted in Bharat, 1995:182). Although there is a
growing individuation, the family continues to be a source of strength and support
for most people especially during sickness and death (Sinha, 1988 as quoted in
Bharat, 1995:182). In African countries, the situation is similar with HIV/AIDS
being a family burden and the extended family becoming involved and providing
assistance (Bharat, 1995:183; Barnett and Blaikie 1992, World Bank, 1999:218).
Families are known to support sick members even when impoverished and the
amount and type of care depends on the availability of financial resources (Bharat,
1995:184). Orphaned children may be fostered by extended families (Pitayanon,
1995:8).  Private transfers from other households play a large role especially
following death (Lundberg et al., 2000:5). In the Kagera study, the median amount

received during the half-year of the death was twice that received during the year
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before the death as well as twice that received by households that did not suffer a

death (World Bank, 1999:219).

Households presenting with HIV/AIDS-related illnesses face discrimination and are
forced to cope on their own. The Thai study found discriminatory practices to
include pressure to leave a job, former customers no longer ordering goods from the
family business, no new customers and employees quitting the family business

(Pitayanon, 1995:15).

There has been much written about household survival strategies and in one study
even the sequence of household survival strategies. Most surveys have been
conducted in rural settings where the survival strategies employed are very different
from those employed in urban settings. For example, in an urban setting there 1s not
much that can be done to increase home-grown production. A variety of studies
revealed different survival strategies. The present study examines all strategies
outlined in Table 2.1 and investigates the frequency of use as a proxy for their

priority.

Households’ ability to survive may depend on their asset portfolio prior to sickness
and death. No studies assessing the impact have conducted an inventory of the
household assets prior to illness and after death. This study also focuses on the role
played by social grants and applies the means test to establish eligibility and take-up

rates on grants.
2.9 Summary

HIV/AIDS has been found to be mostly prevalent in prime-age adults with more
than one member of the family being infected. Prime-age is of significance because
it is at this age that people are most productive with the potential to earn income.
Declines in household income are expected not only because of the sick member not

being able to work but also because of caregivers’ giving up employment.

As individuals move from the HIV phase to being AIDS-symptomatic the direct and

indirect cost of illness to the household increases and the impact on surviving
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family members begin. The direct and indirect HIV/AIDS costs to households
further increase as a result of death. The combined cost of morbidity and mortality
to a household is therefore high. Income changes combined with high morbidity
and mortality costs result in changes to expenditure patterns and reductions in the
consumption of certain essential commodities. Since households vary in size and

composition, income and expenditure is measured in adult equivalent terms.

Not only do these changes affect surviving household members, they are further
impacted in various other psycho-social ways such as disruption to family life and
being exposed to discrimination. Household size, composition and structure are

expected to change as a result of HIV/AIDS.

Care and support may be provided by non-relatives and relatives within the
household and between households. Care needs differ depending on the stage of
iliness. Home-based care provides an important support system and as such needs
to be evaluated in terms of quality and unmet needs in the presence of stigma and

discrimination.

Households employ various survival strategies to alleviate loss of labour and

income, survive the financial cost and optimise the use of safety networks.

Various lessons have been learnt from the previous studies which the present study
will explore further. Some of the lessons are recording all types of income and
expenditure including applying the means test to calculate take-up rates of child-
support and old age pension grants, reporting the combined costs of morbidity and
mortality, the psycho-social and economic impact on surviving members, and

various household survival strategies.

No HIV/AIDS economic impact studies focused on inter-household obligations of
care and support prevalent in urban settings. No HIV/AIDS economic impact
studies have documented the type of care provided and received by urban
households and who the caregivers have been. It is further unknown how stigma
and discrimination is being handled if neighbours and relatives were to find out

about the true nature of illness and whether or not families are disclosing members’
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HIV status and were in fact receiving the type of support required. All of these
issues are investigated in the present study. The present study is comprehensive and
attempts to uncover the wide range of impacts on and responses by HIV/AIDS

affected households.
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CHAPTER THREE
SOWETO

3.1 Introduction

This chapter gives a brief overview of the study area and its history to present day
(2002). The data on Soweto for 2002 has been obtained from research
commissioned by the Perinatal HIV Research Unit (PHRU). The sample design
was a stratified, two-stage cluster sample of 4912 households in 226 enumerator

areas (EA’s) covering all households across all districts.

Soweto, an acronym for South Western Township is by definition an urban area,
being characterised by “dense population, concentrated living space, social
networks, and a variety of economic activities and lifestyles” (Andranovich and
Riposa, 1993:3). The development of African urban areas in Johannesburg dates
back to the discovery of gold in 1886 (Mohlamme, 1993:4). Historically, many
Africans arrived in the city of Johannesburg to work on the mines and were housed
in single-sex hostels. Later, people migrated to the city to work as domestic
workers and lived on the premises of their employers. During industrialisation,
many more Africans came to the urban areas to work in the factories (Mohlamme,
1993:6, Sorodnov, 1988:65) and Soweto is now inhabited by all strata of society
from the elite in private sector houses, to the middle class professionals and the poor

hostel dwellers (Sorodov, 1988:65).
3.2 History

In an attempt to find alternative accommodation for the homeless in and around
Johannesburg, the first suburb Pimville then known as Klipspruit was established,
15 kilometres south west of Johannesburg after the outbreak of the bubonic plague
in 1904 (Mohlamme, 1993:4, Carr, 1990:11, Magubane, 1983:17). Soweto was
referred to as a “township” that had been reserved as a residential area for Africans
under apartheid (Sorodnov, 1988:59, Carr, 1990:29). Temporary corrugated iron

shelters were constructed then (Mohlamme, 1993:4) for the migrant mine workers,
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however as the industries in Johannesburg developed, the need for permanent
homes became necessary. By 1935, 31 years later, 3000 dwellings were built in
Orlando East to house about 18 000 people. The two-roomed houses of 397 square
feet cost about R230 in Orlando East in 1935 (Lewis, 1966:9). In 1990, there were
90 000 houses in Soweto with an average household size of between seven or eight.
Soweto is populated by all ethnic (Hellmann, 1971:4) and racial groups (Statistics
South Africa, Census 2001). The different townships in Soweto were separated on
the basis of language groups, for example, Naledi was a Sotho speaking district, and
Zola a Zulu speaking district (Boner and Segal, 1998:44). Since migration out of

Soweto has been low, these divisions remain largely unchanged.

Soweto was the centre of political campaigns aimed at the overthrow of the
apartheid state. Many of the most eminent anti-apartheid leaders, including Nelson
Mandela and Walter Sisulu, spent all or much of their formative years in Soweto
(Morris et al., 1999). It was in Soweto where the student uprising of June 16, 1976
started and spread throughout the country embracing all ethic groups (Magubane,
1990:28) characterised by boycotts and protests. It began with children protesting
against Afrikaans being used as a joint medium of instruction with English in
African schools. A 13-year-old student, Hector Peterson was killed, his photograph
symbolising the tragedy of that day, and each year June 16 is remembered with a
holiday called Youth Day (Hopkins and Grange, 2001:2).

3.3 Family Life

According to Hellmann (1971:14-15), only married men qualified to live in
Johannesburg were entitled to obtain houses in Soweto, thus being permitted to
have their wives with them. This requirement might have induced many men to
marry in order to qualify for a house. Average household size in mid 1969 was 5.85
(Hellmann, 1971:12). Hellman argues that the household size did not reveal the
number of families which were in fact multi-generational or the extent of marital
instability. Early studies conducted in East London in 1963, showed a tendency for
children to lose their father at an early stage (Pauw, 1963:149 as quoted in Hellman,
1971). In 1966 in Soweto, only 15% of the respondents were born in Johannesburg
(Hellman, 1971:10). According to Hellman (1971:11-12) a survey in Soweto
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conducted in 1962 revealed that “on average 6% persons were not members of the

conjugal family”, suggesting that most families were nuclear, that is, mother, father

and children.

In 2002, the PHRU study, found only a third of the households nuclear.
Approximately 19% of household members had partners living elsewhere, the main
reason being for work. Approximately 42% of mothers and 50% of fathers, who
were alive, did not live in the same household as the child while 12% had siblings

under the age of 16 living elsewhere.

As in other parts of Africa the extended family in Soweto constitutes a hierarchy of
relationships, the grandparents sometimes even great-grandparents, the father, the
mother and the children. The grandparent’s role would predominately centre on the
upbringing of children. Traditionally, the father would be the head of the household
and the primary bread-winner. In most African societies, it would be unusual to
find households headed by married women (Ntozi and Zirimenya, 1999:197). A
household headed by a married woman may be possible in the case of the husband
working elsewhere or in the case of widows. The mother would be responsible for
the care and support of the children, the husband and other members of the family.
Mothers would be tasked not only with care-giving and nurturing activities for the
young but also responsible for homemaking and engaging in formal/informal
production of market and non-market goods (Bharat, 1995:185, De Bruyn,
1992:255).  Children have been greatly desired for continuance of the family
lineage. Children would help their families with household chores (Ntozi and

Zirimenya, 1999:193).
3.4 Spoken Languages

Census 2001 data revealed that the most common languages spoken in Soweto is

IsiZulu followed by Sesotho and Setswana (see Figure 3.1).
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Figure 3.1: Most Common Languages Spoken by Sowetans
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Source: Statistics South Africa, Census 2001

3.5 Provision and Utilisation of Health Care

The Chris Hani Baragwanath Hospital was officially opened in September 1942
with 1544 beds to provide medical care for the African population of the
Witwatersrand (van den Heever, 2002:1).  The hospital had grown in stature. In
2001 it had 2 964 beds with a staff of about 5000 in 429 buildings with a total floor
space of 233 785 square metres and known as the largest acute hospital in the world

(www.chrishanibaragwanathhospital.co.za) (van den Heever, 2002:14). In 2001,

approximately 80% of patients paid between R13 and R39 per outpatient visit and
between R129 and R194 per admission. Maternity cases and all children under the
age of 6 years were treated free of charge. Approximately 20% of patients were
classified as “private patients”, which included patients with medical aid and

foreign patients (www.chrishanibaragwanathhospital.co.za).

The PHRU (2002) study found that 78% of all sick adults accessed health care
services. Of those who accessed health care services 75% utilised a public health
service for their first visit while 25% utilised a private service. Approximately,
13% of sick individuals had access to private health care insurance. Of those who

did not utilise a health service, the majority (80%) was because they chose to self-

44



treat while only 5% did not think treatment would help. A small percentage (0.2%)
accessed traditional methods of healing for their first visit. This could be because
public health care facilities are easily accessible and efficient in Soweto. The
majority of Sowetans travelled for less than 30 minutes and waited less than an hour

for treatment in the public health care facility.

In many parts of Africa, herbs and other natural ingredients have been used for
healing purposes. Illnesses were thought to have been brought about by evil spirits.
Hence, two types of traditional groups of healers exist, herbalists and diviners.
Herbalists help people with every day medical problems and diviners help people
with divine intervention performed by a supernaturally-ordained person (Ankrah,
1993:11). Traditional methods of treatment have been known to be sought by
people living with HIV/AIDS.

3.6 Transport Costs

In the 1930s transport between Soweto and Johannesburg was inadequate and
expensive. The journey on public transport would cost 2 shillings and 6 pence
whilst average earnings were only 21 shillings a month (Bonner and Segel,
1998:18).  In 1997, nearly half of all employed Sowetans used the taxi as their
main mode of transport, only one in six used trains and one in ten used buses
(Morris, et al., 1999:12). In 2002, a return taxi trip within Soweto would cost
between R7.00 to R8.00 and a trip between Chris Hani Baragwanath hospital and
the city of Johannesburg R8.00. The transport cost to attend the clinic or hospital
would be half the cost of public health care. Despite the high proportion of travel
cost to total heath care cost, the PHRU study found only 1.8% of sick individuals

not accessing a health care facility because they could not afford the transport fee.

3.7 Burial Societies

Burial Societies, better known in Soweto as “makgotlas” in Sotho and
“masingcwabisane” in Zulu, provide members with financial assistance when a
death occurs in the family. The role of burial societies was to guard against

financial ruin after death of a household member and they emerged in response to
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the need of families to provide a dignified burial (Kuper and Kaplan, 1944 as
quoted in Thomson and Posel, 2002:4). Many started as informal savings schemes
particularly by women (Thomson and Posel, 2002:2) and grew to more
sophisticated operations. Although there is an increase in deaths due to HIV/AIDS,
this is not widely discussed within the communities experiencing death or within the

burial societies themselves (Thomson and Posel, 2002).

Bonner and Segel (1998) describe funerals as large scale events with lengthy and
costly rituals such as slaughtering an ox or a goat to feed the mourners after the
burial. In African communities, a funeral has tremendous traditional and spiritual
significance (Black Enterprise, 1989:54 as quoted in Verhoef, 2002:4). In 2003, the
total cost of funerals (pre and post funeral costs) cost families about R30 000 (Philp,
2003:6).

Stokvels, better known as “mohodisano” in Sotho and “umholiswano” in Zulu are
another form of informal savings scheme or credit unions that raised money.
Stokvels are voluntary organisations utilised to facilitate social interaction (social
network), saving and access to a lump sum of cash (Verhoef, 2002:3). In his case
studies undertaken in Gauteng and Mpumalanga Verhoef uncovered the main

reasons why people belong to that particular stokvel:

e “8.7% belonged to be with trusted friends
* 41.6% belonged specifically for savings purposes
* 19.5% belonged to survive economically

® 31.7% belonged to gain access to a social support network.” (2002:20)

Verhoef (2002) highlighted three major forms of stokvels besides the burial society:
savings clubs, investment and credit groups and high-budget stokvels. The earliest
stokvels were general savings clubs which rotated pooled funds to members on a
mutually agreed time. Each member of the stokvel would have an opportunity to
host a party with the food and drinks also being sold to raise funds (Bonner and
Segel, 1998:47). Membership ranges from five to eighty people (Verhoef, 2002:4).

The investment stokvel emerged in response to a growing need to invest in business.
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Participation in such stokvels provided members with the opportunity to obtain
“seed capital” to finance small business (Verhoef, 2002:5). Furthermore, these
types of stokvels offered non-members loans at an interest rate similar to that of
micro-lenders (Personal Communication, Daphne Moloi, stokvel chairperson,
December 1, 2003). High budget stokvels consisted of large membership with
contributions varying between R200 and R2 000 per month and payouts between R7
000 and R15 000 per month; members might wait up to five years for a payout
(Verhoef, 2002:6).

3.8 Population of Soweto

In July 2002, Soweto had 29 districts in a 78 km? radius with a total population of 1
140 347 (see Table 3.1) with 46.6% being males and 53.4% females (PHRU, 2002).
Infants (0 to 1 year olds) made up 3.3% of the total population, a quarter (25.5%) of
the population were under the age of 15 and almost half (46.9%) were under the age
of 25.

Of the female population, 8.3% of females were of pensionable age (60+) and of the
male population 4% were over the age of 65. There were more males than females
in the younger age groups 0 to 19 and more females in the older age groups 20 to

49. The age group 65+ was dominated by females.
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Table 3.1: Population of Soweto by Housing Type

Type of Number of | Distribution | Estimated | House | Popula- | Average | Median
Dwelling Units of Dwelling | number of | hold tion House House
Type Residents Size across hold hold
Percentage dwelling | Income | Income
type (Rand) (Rand)
Percent-
age
Hostels 13 167 4.5 43 798 2.8 39 1197 101
Council 106 853 36.1 533 236 49 46.7 2216 1251
houses
Informal 27742 9.4 114 153 4.1 10.0 1283 751
settlement
Backyard 120 744 40.9 339319 2.8 29.8 1580 751
dwellings
Private 27019 9.1 109 841 4.1 9.6 4296 3001
sector
houses
Total 295 525 100.0 | 1140 348 3.8 100.0 2007 852

Source: PHRU 2002

3.9 Education

For some individuals schooling commenced from the age of six. According to
Ricky Smith, Department of Education (telephone communication, department of
education, 10 December 2003), in 2002 schooling commenced for children aged six
turning seven by 12 June. It was required by law that children had to be at school

up to the age of 15. In the 2002 PHRU survey, 60% of all those aged six were
already at school, 97% of those aged seven and 99% of those aged eight and older.

The PHRU survey found of all adults (20 years and over) 28% had matriculated and
6% had tertiary education. Only 5% had no education which was lower than in the

rest of the country (8%) according to the 2001 Census (Statistics South Africa,
Census, 2001).
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3.10 Employment and Unemployment (16 to 65 year olds)

The PHRU survey reports that in 2002, of the total population of 1 140 347, there
was an estimated 778 350 (68%) individuals aged 16 to 65, referred to as the
working age population. Of the working age population (256 722) 33% were
working, (521 628) 66% were not working and 1% had unknown employment

status.

Of those not working:
e 21.6% (111 580) were going to school/ college/ university

2.5% (13 124) were full-time homemakers

e 6% (30 806) were pensioners

e 61.6% (317 710) were not working, but looking for work
e 5.2% (26 644) were not working and not looking for work

e 2.9% (14 695) were permanently unable to work but wanting work

Of the total population, 601 076 were economically active, that is, were either
employed or unemployed according to the expanded definition. The employment
rate in Soweto was 43% (256 722). The majority of those employed were in the 26
to 50 age group with the average age for all those employed being 38 years.

In 2002, the unemployment rate in Soweto was 57% (344 354) including those
unemployed and not looking for work (expanded definition). Of those unemployed
and looking for work (job searchers), 59% were female. The majority of job seekers
were in the age group 20 to 34. The majority (74%) of the youth both males and
females in the 16 to 20 age category who had left school were unemployed and
actively searching for work. Some 32% of job seekers were matriculated and a
further 4% had tertiary education suggesting that lack of skills (education) was not

the only reason for being unemployed.
In 2002, the dependency ratio, calculated as the number of dependants (children

below 15 years and adults aged 65 and older) over the productive age (16 to 64),

was estimated at 0.55.
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3.10.1 Where Do Sowetans Work?

The three major employment sectors investigated in the PHRU survey were formal,
informal and domestic work. The majority of Sowetans worked in the formal sector

(72.5%) versus .(24%) in the informal sector followed by 3.5% in domestic

employment.

Of those employed in the formal and informal sectors, the majority appears to be
from the younger age group 26 to 50 while those employed in the domestic sector

appears to be females 36 to 60 year olds.

3.11 Income Profile

In 2001, approximately 22.5% of employed Sowetans earned less than R800 per
month and 85% earned less than R3200 per month (Statistics South Africa, Census
2001). At a household level, the Census 2001 data revealed that 22% of households
in Soweto generated no income and 61% of households earmned annual incomes of
less than R19 200 or R1 600 per month. The 2002 PHRU survey found 23% of
households did not report any income (earned or from non-market sources). The
2002 survey reported the average total household income in Soweto as R2 007 (per

capita R694 and per adult equivalent R1 014).
3.12 Physical Living Conditions

In 1999, a household survey was conducted in Soweto by the University of
Witwatersrand’s Department of Sociology and in 2002 the Perinatal HIV Research
Unit conducted a similar survey. Some of the data in this section obtained in the

2002 PHRU survey is compared to the 1999 survey.

Access to services had improved since 1999. Approximately 73% of dwellings in
Soweto were brick houses, 90% had access to electricity (previously 86%), 93.6%
(previously 87.5%) had access to piped water within the yard and 92% (previously
87%) had flush toilets. Furthermore, the 1999 survey found that in case of informal

settlement residents, 87% were dependent on commu