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Abstract 
The aim of this literature review is to analyse the contribution of current research and 
literature to an understanding of the relationship between labour market dynamics and 
HIV/AIDS prevalence in South Africa. It highlights and assesses the extent to which 
those factors that are regarded as determinants of HIV susceptibility, AIDS 
vulnerability and prevalence, interact with differentiation in the labour market. The 
conclusion is that current research studies do not sufficiently consider a more nuanced 
relationship between complex labour market dynamics and socio-economic risk factors 
driving HIV/AIDS susceptibility and vulnerability.  
 

1. INTRODUCTION 
 
The impact of HIV/AIDS poses a potential threat to post-apartheid institutional and 
legislative reform of the South African labour market. This is attributable to the fact 
that the crisis of HIV/AIDS locates itself primarily among the economically active 
population and those adults aged 15-49 years, as shown in several studies (Nelson 
Mandela/Human Science Research Council [NM/HSRC] (Shisana & Simbayi, 2002); 
Actuarial Society of South Africa (ASSA), 2000; Bureau for Economic Research [BER], 
2001). Thus, efforts directed at addressing structural problems including high levels of 
unemployment, the skills deficit and income inequality among others, may now become 
more complicated, by the negative impact of HIV/AIDS.  

The aim of this literature review is to analyse the contribution of current research 
and literature to an understanding of the relationship between labour market dynamics 
and HIV/AIDS prevalence. It does so by considering the extent to which 
differentiation within the South African labour market is recognised and considered 
within existing studies.  

The South African labour market is highly differentiated, as illustrated by persistently 
high rates of unemployment, lack of sustainable growth in formal employment, the 
rural–urban divide, persistent labour market discrimination by race and gender, as well 
as other forms of labour market segmentation on the basis of education, skills, income 
and occupational category. In this context, the interrelationship between labour market 
inequalities, segmentation and related factors driving HIV susceptibility and AIDS 
vulnerability, becomes relevant. However, in the post-apartheid period, changes have 
occurred in terms of employment equity, income distribution and industry 
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restructuring; all of which are factors that differentiate the demographic, skills and 
occupational profiles of sectors in the labour market.  

This literature review highlights and assesses the extent to which those factors that 
are regarded as determinants of HIV susceptibility, vulnerability and prevalence, 
interact with cleavages in the labour market. It concludes that current studies do not 
sufficiently consider a more nuanced relationship between complex labour market 
dynamics and factors driving HIV/AIDS susceptibility and vulnerability. 

 
2. NATURE AND LIMITATIONS OF CURRENT DATA 

 
In this section an evaluation of the nature and limitations of the data underlying impact 
analyses of HIV/AIDS on the labour market is provided. The collection of sufficient, 
relevant and reliable data on employment, unemployment and other critical labour 
market issues remains contested in the South African policy-making and research 
communities. Similarly, HIV/AIDS research suffers from constraints and limitations 
regarding the quantity and quality of source data (Parker et al, 2000; Abt Associates Inc., 
2000).  

Much of the macro-economic impact analyses (from which labour market impacts 
are derived) have been based on the 2 main demographic and actuarial models, the 
Doyle–Metropolitan model (a private, proprietary product) and the ASSA suite of 
models, respectively. Until the end of 2002, many of the modelling exercises and risk 
assessment, at the macro, company and sector levels, were based on the Antenatal 
Clinic Survey data. It was only at the end of 2002, that the first national household 
sero-prevalence data were generated. This survey provided empirical data on HIV 
prevalence, AIDS morbidity and mortality at the household level, as well as alternative 
and complementary source data for modelling HIV/AIDS.  

The basis of the demographic models is primary source data on sero-prevalence 
obtained from the annual Antenatal Clinic Survey. This survey collects sero-prevalence 
data on HIV and sexually transmitted infections (STIs) among pregnant women 
attending state health clinics (Department of Health, 2002). While this anonymous, 
voluntary and unlinked antenatal survey is widely used in developing countries 
(Dorrington and Johnson, 2002) and is currently regarded as the most reliable source of 
HIV prevalence data, its limitations are also widely acknowledged. The sampling 
population consists largely of African women, and thus the data have to be adjusted or 
calibrated to be more representative of the national population (Department of Health, 
2002). The demographic models extrapolate national population projections from the 
Antenatal Clinic Survey data via demographic and occupational information from the 
Census 1996, the October Household Surveys (OHS) 1995 and 1997, and the South 
African Demographic and Health Survey (SADHS), as well as fertility and mortality 
estimates (Abt Associates Inc., 2000; BER, 2001).  

Criticisms of the Antenatal Clinic Survey data include that they are not sufficiently 
representative of potentially different prevalence rates among sub-population groups, 
and may in fact overestimate prevalence in the general population (Abt Associates Inc., 
2000). Thus, given the predominantly African sampling population, the Antenatal Clinic 
Survey data may underestimate HIV prevalence in other sub-population groups 
(Dorrington and Johnson, 2002). This is particularly relevant to an understanding of the 
impact on the labour force, as it contains important sub-populations with potentially 
different HIV risk dynamics and thus differential HIV prevalence levels. Moreover, the 
© 2005 Economic Society of South Africa.  
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Antenatal Clinic Survey data in themselves do not sufficiently reflect other socio-
economic characteristics. Thus, Whiteside (2002) argues that uncertainties and 
weaknesses in source data may be carried over into final projections at all levels.  

In this context, the Nelson Mandela/HSRC national household sero-prevalence 
survey data released at the end of 2002 (Shisana and Simbayi, 2002) represents an 
attempt at addressing some of the limitations regarding representativity. The national 
household survey provides more representative data on non-African population groups, 
men, non-pregnant women, children and other important labour market parameters 
including education and a proxy indicator on income, than the Antenatal Clinic Survey 
data. Therefore, the household survey results can now be used to inform new 
parameters in forthcoming modelling exercises. However, there are currently no public 
reviews or opinions on the labour market implications of the 2002 NM/HSRC study. 
Future analyses of the HIV/AIDS impact on industries and occupational categories 
using the national household survey data are imperative. 

At a micro-level, there is still insufficient and unrepresentative data to inform more 
reliable projections and to correct some of the deficiencies related to Antenatal Clinic 
Survey data. A survey conducted on behalf of the South African Business Coalition on 
HIV/AIDS [SABCOHA] (Deloitte and Touche, 2002) shows that only 27 per cent of 
110 surveyed companies have conducted an HIV/AIDS risk assessment and less than 
10 per cent have conducted an HIV prevalence survey through unlinked blood or saliva 
screening. A similar study on behalf of SABCOHA at the end of 2003 (BER, 2004) 
showed that only 14 per cent of 1006 companies surveyed, had conducted a risk 
assessment study, and these were mostly large companies.  

Furthermore, while there has definitely been an improvement in the public 
availability of data, especially through the Global Business Coalition of HIV/AIDS, 
they remain largely confined to large, formal sector and /or multinational companies. 
Thus, much less is known about the impact of HIV/AIDS on the potentially vulnerable 
informal sector and small, micro- and medium-sized companies. Management 
information systems that systematically capture relevant primary source data regarding 
trends in illness-related absenteeism, AIDS-related deaths and productivity do not exist 
or have little monitoring capability.  

Finally, both public and private sector organisations tend to limit information to 
aggregate HIV/AIDS prevalence rates with little or no information about the 
demographic, skills and occupational distributions of HIV/AIDS. The absence of such 
information tends to complicate impact analyses of future labour market developments, 
and to limit an understanding of the driving factors of HIV infection in the labour 
market.  

 
3. HIV/AIDS PREVALENCE AND LABOUR SUPPLY 

 
HIV/AIDS prevalence trends track changes in the number of HIV-infected persons 
over time, expressed as percentages. Prevalence trends thus give an indication of the 
potential scale and impact of HIV/AIDS on growth in the quantity and quality of 
labour supply. This section compares reported HIV/AIDS prevalence trends in the 
labour force (as reported in selected company and/or sector studies) with projections 
based on macro-economic modelling studies. The general consensus is that adult 
prevalence rates are higher than those for the national population, and concentrated 
among those aged 15-49 years (ASSA, 2000). The Doyle-Metropolitan model (Moore, 
© 2005 Economic Society of South Africa.  
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1999), although at slightly lower levels, predicts a doubling of HIV prevalence levels in 
the labour force (15-64 years) between 1999 and 2010, and a five-fold increase in the 
proportion of adults who have contracted AIDS-related illnesses between 1999 and 
2010(Table 1). 

Macro-economic modelling results indicate that given the impact of HIV/AIDS, the 
rate of labour force growth will decline, resulting in a smaller labour force when 
compared to a no-AIDS scenario (BER, 2001). ING Barings (Quattek, 2000) predicts 
an 18 per cent decline in the labour force by 2015, while Abt Associates Inc., using the 
Doyle-Metropolitan model, predicts a decline of 21 per cent by 2015, compared to 
what it would be in a no-AIDS scenario (BER, 2001). 
 

Table 1. Impact of HIV/AIDS on the South African workforce 1999-2010 (age 15-64 years) 
(Doyle-Metropolitan model) and ASSA 2000 (2000-2010) (20-65 years) 
 

 1999 2005 2010 
HIV prevalence (%) 11% 18% 21% 
AIDS sick (%) 0.6% 1.8% 2.9% 
AIDS incidence (AIDS cases) per year (‘000) 175 461 580 
HIV prevalence (%)ASSA2000 
(No change scenario) 

20.1%(2000) 27% 25.7% 

Source: Moore, 1999; ASSA, 2000 
 

These trends flow primarily from the projected reduction in the population growth rate, 
as a result of increased adult mortality rates. It is difficult to get a clear idea of the 
magnitude of the decline in the labour force though, as there are differences of opinion 
regarding the magnitude of the mortality rate and the size of the reduction in life 
expectancy. Local studies on the reductions in life expectancy suggest that while 
differences remain regarding the absolute magnitude and timing of these reductions, all 
show that it will be severe (Table 2).  
 

Table 2. Projected life expectancy (1999-2010) 
 
 1999 2005 2010 

Life expectancy: female (Abt Associates Inc., 2000) 54 years 43 years 37 years 
Life expectancy: male (Abt Associates Inc., 2000) 50 years 43 years 38 years 
Life expectancy: general population (ASSA2000) 55 years 46 years 41 years 
Life expectancy: general population Rehle and Shisana (2003) 50.4 years (2000) 45.2 years 47.2 years 

Source: Moore, 1999; ASSA, 2000; Rehle & Shisana, 2003 
 

Further, excess attrition in the labour force arises from increased morbidity, as 
increasing numbers of workers are absent due to AIDS-related illnesses, caring for 
infected relatives or attending funerals of colleagues, relatives and friends. Increased 
absenteeism results in lower levels of labour productivity, as well as a decline in general 
levels of skills and experience. Labour turnover and productivity losses are consolidated 
when workers develop full-blown AIDS and die, constituting absolute losses to the 
labour market. There is a cumulative process of labour losses, given the average 
incubation period between initial HIV infection and death due to AIDS. 
 

(a) Reported HIV Prevalence Trends by Sector 
Estimates of HIV/AIDS prevalence are generally high across both the public and 
private sectors; and occasionally exceed actual prevalence rates among the population 
or the economically active population, aged 15-65 years. However, estimated 
HIV/AIDS prevalence rates tend to vary by sector, suggesting a sector gradient in the 
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severity of the epidemic. The following section focuses on the sector gradient and 
factors that may contribute to varying levels of HIV susceptibility. 
The sector modelling study by ING Barings (Quattek, 2000), confirms the sector 
gradient, and suggests relatively higher prevalence ratios in the mining, transport, 
construction, government, accommodation and catering sectors. At the other end of 
the impact spectrum, are the financial, insurance, business and communication sectors 
with the lowest aggregate HIV prevalence ratios (Table 3)(Quattek, 2000). These 
projected estimates and their limitations become apparent when contrasted with 
company and quasi-sector prevalence estimates that have been generated subsequently.  

While individual company and sector studies tend to confirm the differentiated 
pattern of sector prevalence rates, there are also clear differences in the magnitude of 
prevalence rates reported in such studies. For instance, mining companies report HIV 
prevalence levels peaking around 40 per cent, substantially higher than that projected by 
the ING Barings model. On the other hand, Old Mutual (life insurance) reports a 5 per 
cent prevalence level among two-thirds of its staff (Kew, 2002); telecommunication and 
financial firms report the lowest rates at 7 per cent and 5 per cent respectively (Kew, 
2002), all much lower than projected. A recent prevalence study conducted on behalf of 
the Banking Council of South Africa (2003) reports HIV prevalence rates at 3.4 per 
cent for 2003 among nearly 30 000 employees in 4 major South African banks. 
 

Table 3. HIV- positive per 100 workers by selected main economic sectors (ING Barings) 
 

SECTOR 2000 2005 2010 
Financial and insurance 8.9 12.4 12.5 
Business services 11.9 15.6 15.1 
Health 14.9 20.0 19.0 
Retail 16.2 21.3 20.7 
Chemicals 16.6 21.6 20.7 
General government 17.2 24.5 26.0 
Consumer manufacturing 17.3 23.0 22.9 
Agric, forestry & fishing 17.3 23.2 23.2 
Accommodation & catering 17.9 23.0 22.2 
Construction 18.2 23.9 23.4 
Transport and storage 18.5 23.5 22.0 
Mining 24.1 29.3 26.4 

Source: Quattek, 2000 
 

A partial explanation for these differences lies in the localised nature of the workplace 
studies, but also in the fact that the ING Barings model does not adopt sector-specific 
assumptions regarding risk profiles. The assumption that risk behaviours are uniform 
across sectors has been criticised by Acott (2000) who argues that this may result in 
potential underestimation of sector HIV susceptibility. Quattek (2000) argues that the 
study measures relative rather than absolute risk exposure of sectors. Thus the study 
acknowledges that it may indeed underestimate HIV/AIDS prevalence rates for certain 
sectors such as mining.   

With the exception of the mining and transportation sectors, not much research 
exists on the determinants of the sectorally differentiated distribution of HIV infection. 
In the mining sector, the migrant labour system, single-sex housing, commercial sex 
workers and alcohol abuse, are among the recognised drivers of the epidemic. This has 
been instrumental in shaping HIV/AIDS intervention in that industry, in extending 
awareness and prevention activities to the surrounding mining communities, the 
provision of care and treatment to infected workers’ partners, STI treatment of 
commercial sex workers, and in certain cases consideration of family housing. 
© 2005 Economic Society of South Africa.  
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The apparent differences in HIV prevalence rates derived from projections and 
workplace data indicates a research gap in understanding the differential risk 
environment of different sectors in a more systematic manner than is currently the case. 
Thus, sector based prevalence and impact analyses should systematically incorporate 
intra-sectoral differences in terms of demographic profiles, skills profiles, community 
characteristics, specific structural characteristics (including workforce mobility, 
occupational hazards and so forth) that may lend themselves to differentiated HIV 
susceptibility patterns among sub-populations. 

Moreover, differentiated sectoral HIV/AIDS susceptibility dynamics will affect 
future employment growth in the broader economy, in the context of the projected 
differential impact of HIV/AIDS across and within sectors.  

 
4. DEMOGRAPHIC FACTORS AND HIV SUSCEPTIBILITY 

 
This section considers the demographic impact of HIV/AIDS on the labour market, 
especially given the extent and nature of available empirical information. Further, it 
analyses demographic factors, including age, population group, sex and education as 
indicators for HIV susceptibility.  

Most studies indicate that the main drivers of the sectorally differentiated impact of 
HIV/AIDS prevalence and mortality on labour supply locate themselves partly in the 
age, population group and gender profiles of sectors (Abt Associates Inc., 2000; BER, 
2001). These patterns are derived from the two main demographic models (Doyle-
Metropolitan model and the ASSA 2000 suite of models), and the NM/HSRC national 
household survey, assuming heterosexual transmission as the main mode of HIV 
transmission in South Africa.  

Adults (15-49 years), Africans, women and those with lower levels of education are 
affected by HIV/AIDS at a greater rate than other age groups, population groups, men 
and those with tertiary education (ASSA, 2000; BER, 2001; NM/HSRC, 2002). These 
differentiated demographic trends apply to the labour force as well (Quattek, 2000; 
BER, 2001), but may vary across specific sectors.  
 

(a) Age Group and Susceptibility 
The disease locates itself largely among those who are in their most sexually active and 
reproductive years, and thus the age distribution of the HIV/AIDS impact is relatively 
non-controversial as an indicator of HIV susceptibility. The disproportionate impact on 
the economically active population may contribute to a potential restructuring in the 
composition and quality of the labour force.  

Lisk (2002:4) argues that the age structure of the labour force will change with a 
decline among those in their mid-thirties, the prime working age, and a relative 
concentration at the upper end up to 65 years, resulting in hollowing-out (the so-called 
‘chimney’ effect) of the labour force structure.  

While mortality rates remain highly contested in South Africa, research by the 
Medical Research Council (Dorrington et al., 2001:5-6) reports a general increase in 
adult mortality (15-49 years) between 1985 and 1999/2000, doubling in the 30-35 year 
age range, which it attributes to HIV/AIDS. Abt Associates Inc. (2000), using the 
Metropolitan model, predicts that compared to a no-AIDS scenario, the largest 
reductions in the population by 2015 will be concentrated in the age category 35-44 
years, followed by those in the age categories, 30-34 years and 45-49 years.   

© 2005 Economic Society of South Africa.  
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One potential consequence of this dislocating effect on the labour force may be the 
increased incidence of child labour. The projected increases in AIDS orphan hood and 
school dropouts are further contributory factors. ASSA2000 predicts the number of 
maternal AIDS orphans to increase from 190 000 in 2001 to just over 1.8 million in 
2015 (BER, 2001). Thus, children may enter the labour force at ever-younger ages in 
search of financial support (Lisk, 2002).  

Finally, the disproportionate age distribution of HIV/AIDS will contribute to an 
increase in the dependency ratio, as fewer numbers of working age people now take 
responsibility for an increasing number of those who are not economically active (Lisk, 
2002). However, Rehle and Shisana (2003) found no real difference in the dependency 
ratio, but argue that this measurement is insufficient in providing an effective 
measurement of the ‘real’ dependency burden of AIDS orphan hood.  
 

(b) Population Group and Susceptibility 
Prior to the NM/HSRC study (Shisana & Simbayi, 2002), and given the nature of 
current Antenatal Clinic data, very little was known about the impact on population 
groups other than Africans, and men. More recently, though, results from the 
NM/HSRC (2002) study, as shown in Fig. 1, suggest that there is a fairly significant 
epidemic among Whites and Coloureds as well, with much higher estimated HIV 
prevalence rates than previously assumed. 

1.8 1.8

15.6
18.4

6.2

0.0
2.0
4.0
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8.0
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20.0
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Figure 1. HIV prevalence rate among adults aged 15–49 years by population group, South Africa 2002(%) 
(Shisana and Simbayi, 2002)  
 

Indeed company-based studies have also partially confirmed that the epidemic is 
generalised across population groups. This is despite the fact that publicly available 
company prevalence data generally do not comment on HIV prevalence distribution by 
population group, even when such data is available. However, given persistent 
occupational segmentation by population group (and by gender), occupation categories 
may serve as nominal proxies for population group. For instance, company results 
released by Daimler Chrysler South Africa report HIV prevalence rates of 3 per cent 
among senior management, and 7.2 per cent among line management tested (Colvin, 
Connolly and Gouws, 2002). Both of these occupational categories tend to be 
predominantly White.  

These results do not indicate that certain population groups have an inherent 
biological susceptibility to the HIV infection. The relatively high HIV prevalence rates 
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among Africans specifically, may be ascribed to the dominance of Africans in the 
population, and historical and continued socio-economic disadvantage and thus disease 
susceptibility (Johnson and Budlender, 2002; BER, 2001; Abt Associates Inc., 2000).  

However, it may also be argued that aggregate HIV susceptibility patterns by 
population group (as generated by demographic modelling) do not sufficiently reflect 
differentiated behavioural risk profiles within population groups. Factors defining 
socio-economic status, education and so forth, are not sufficiently explored, or may be 
regarded as too complex to be considered in defining behavioural risk groups. The 
increased availability of empirical data on prevalence may be critical in addressing this 
limitation. 
 

(c) Gender and Susceptibility 
HIV/AIDS threatens the advancement of women because they are relatively more 
susceptible to infection than men (Lisk, 2002), due to biological, socio-cultural and 
economic reasons. Generally, at any particular age group, the prevalence among women 
is estimated to be higher than among men; and their age of original infection tends to 
be lower (15-35 years), compared to that for men (20-45 years) (BER, 2001). The 
Medical Research Council report on mortality shows that the mortality rates for both 
men and women aged 30-35 years doubled between 1985 and 1999/2000. However, in 
the same period the rate for younger women aged 25-29 years was 3.5 times higher than 
men of the same age (Dorrington et al., 2001:6).  
 

(d) Education and HIV Susceptibility 
There has been no comprehensive analysis regarding the relationship between levels of 
education and HIV/AIDS prevalence. However, it is fair to assume that lower HIV 
infection levels occur at higher levels of education. The NM/HSRC study (2002:54) 
shows that, after standardising for age differences, the educational distribution of HIV 
prevalence, for those older than 15 years, varies across population groups, specifically 
with regard to Africans as shown in Table 4. 
 

Table 4. HIV Prevalence rate of persons 15 years and older by educational level and population group, 
2002(%)(Shisana and Simbayi, 2002) 
 

Education 15 years Black White Coloured Indian 
No schooling 8.3 8.7 - 5.2 - 
Primary school 12.1 12.6 10.7 8.3 1.2 
High school 14.9 17.2 7.7 5.1 0.8 
Matric /Grade 12 15.3 21.1 4.4 6.4 3.0 
Tertiary education 6.5 10.2 3.6 2.7 0.3 

Source: Shisana & Simbayi, 2002 
 

HIV prevalence shows small increases until Matric, after which it declines by more than 
half for all population groups. However, compared to other groups, Africans/Blacks 
show particularly high prevalence rates at Matric, and relatively high rates at tertiary 
level as well. This has serious implications for education and training investment, as it 
suggests high rates of turnover as a result of morbidity and mortality among better-
educated Africans. At the same time, this is the first finding of its kind in the South 
African HIV/AIDS literature, and needs to be backed up with additional data3. 
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The evidence does confirm that education alone is not a sufficient indicator of socio-
economic status in the South African labour market. A study of university graduates 
(Moleke, 2003) shows that, comparatively speaking, African graduates experience the 
highest level of unemployment, resulting in declining socio-economic status. Given 
historical inequities, it is only in the interaction of educational profile with population 
group, in this instance, that the relevance of education to HIV susceptibility becomes 
more apparent.  

The above discussion seeks to show that Africans and women cannot be treated as 
homogeneous HIV risk groups, despite being the most disadvantaged groups in the 
South African labour market. The interplay of demographic characteristics, including 
race, gender, age, education and other socio-economic characteristics such as income, 
skills and occupation may produce a more differentiated picture.  
 

5. LABOUR MARKET FACTORS AND HIV/AIDS SUSCEPTIBILITY AND 
VULNERABILITY 

 
The specific demographic, skills and income profiles, as well as structural factors 
specific to an industry or company, may increase disease susceptibility and the HIV risk 
profile of the labour force (BER, 2001; Abt Associates Inc., 2000). This section seeks to 
assess the role of skills, occupational and income groupings and other factors as drivers 
of HIV/AIDS susceptibility and vulnerability. Many of the current modelling exercises 
do not or, more likely, cannot take into consideration the fact that the SA labour 
market is multi-faceted and complex, especially given the nature and non-availability of 
appropriate epidemiological data. Smaller company- or sector-based studies may be 
more able to generate the type of data required to explore the implications of labour 
market differentiation for HIV/AIDS impacts. 
 

(a) The Skills Impact and Occupational Segmentation 
Research in South Africa on the skills and occupational distribution of HIV/AIDS 
prevalence and mortality is very uneven and tentative.  

As indicated previously, the relative impacts of AIDS morbidity and mortality on the 
various age, population and gender groups do not only affect the structure of the 
labour force, but also the levels of available skills, knowledge and experience. The 
studies by ING Barings and Abt Associates Inc. remain the only ones estimating 
aggregate effects of HIV/AIDS on the skills supply. Both studies show that, in the 
absence of intervention, all skill categories have unacceptably high HIV infection rates, 
even at high skill levels (Quattek, 2000, BER, 2001). As expected, there is a 
differentiated pattern across skills, with semi-and unskilled categories 
disproportionately affected (Table 5).  
 

Table 5. Projected HIV prevalence rates by skill levels (%)(2005-2015) (Quattek, 2000; BER, 
2001) 
 

Highly skilled Skilled Semi-and unskilled  

2005 2010 2015 2005 2010 2015 2005 2010 2015 
Quattek, 2000 13 11.2 9.3 22.6 21.7 20.2 31.6 32.7 32.6 
BER, 2001 13.3 16.7 18.3 20.2 23.8 25.4 22.8 26.3 27.6 

Source: Quattek, 2000; BER, 2001 
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These two studies show greater similarity in 2005 for the highly skilled and skilled, but 
start showing larger differences over time, especially in regard to semi-and unskilled 
workers. This may reflect the relative lack of reliability of projections further into the 
future, as well as methodological differences. Comparisons with workplace studies 
suggest that these aggregate projections may either under-or overestimate the real 
impact.  

Those company studies that are publicly available, confirm the skills gradient, in that 
there is a negative relationship between skills levels and HIV prevalence rates (Evian et 
al., 2001, Colvin et al., 2002). Some also show that HIV infection rates at highly skilled 
and skilled levels may be substantially lower than those assumed in projections. Evian et 
al. (2001) report that in selected South African companies surveyed, managerial level 
staff had the lowest infection rate of 4 per cent, followed by 6.5 per cent among skilled 
staff; while Colvin et al. (2002) found a 3.8 per cent rate among senior management and 
7.2 per cent among line management. Of course, these company findings may reflect 
specific localised factors not at play in aggregate statistical projections. 

Most studies conclude that the skill gradient in HIV prevalence reflect the age, 
population group and sex profile of skills categories (BER, 2001, Abt Associates Inc.., 
2000) and its interplay with existing trends in occupational segmentation and income 
distribution. Thus, the concentration of Africans and women, both high-risk groups, in 
semi-skilled and unskilled occupations may account for high HIV prevalence levels. In 
contrast, whites have lower prevalence levels and are in predominantly highly skilled 
occupations. Similarly, when using average income as a proxy for skill (as in the Abt 
Associates Inc. study), a similar effect is to be observed.  

These studies tend to adopt the underlying assumption that there is a constant HIV 
risk profile across skills categories (Abt Associates Inc., 2000; Acott, 2000), that is, all 
workers in each skill category have the same average level of exposure to HIV 
infection. Since this coincides with suggested assumptions of uniform risk aversive 
behaviours by population groups, the analysis remains static.  

Skills categories are not homogeneous units and have experienced demographic 
changes as a result of employment equity, emigration, immigration and technological 
changes. The increased public availability of disaggregated prevalence data at company 
and / or sector level may begin to address some of the inherent limitations of skills 
projections. Another area that merits further research is the extent to which there is a 
private/public sector differential by skill levels in measuring HIV susceptibility (Abt 
Associates Inc., 2000).  
 

(b) Income Distribution 
The only available projection on income, by Abt Associates Inc. (2000), indicates an 
inverse relationship between HIV prevalence rate and personal income group. The 
study makes no special assumptions about the demographic risk profiles, but assumes 
that income levels remain constant (Abt Associates Inc., 2000). Thus, those with no 
income have a prevalence rate of 16 per cent, whereas those with an estimated annual 
income of R560 000 have an estimated HIV prevalence rate of 1.8 per cent (Abt 
Associates, 2000). By extension, unemployed persons with no personal income have the 
highest HIV infection level. Abt Associates Inc. (2000) argue that high HIV risk tends 
to accrue to those income groups that have been dislocated and marginalised 
historically under apartheid. The only low-income group with a relatively low HIV risk 
include old-age pensioners.  
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It is important to consider the impact of changes that have occurred in the post-
apartheid labour market, particularly distinct shifts in the socio-economic status of the 
historically disadvantaged, including Africans and women, in determining HIV risk. 
Thus, employment equity, given its uneven implementation, has had some effect in 
increasing the number of Blacks and women at middle and lower management level in 
the private sector, as well as at senior management levels in the public sector. Also, 
organised workers have had some income gains through the collective bargaining as 
well as minimum wage determinations in the post-Labour Relations Act period, where 
sections of the organised labour force may now be experiencing better working 
conditions. 
 

(c) Atypical Forms of Employment 
Atypical forms of employment are part of the general re-organisation of work to reduce 
labour costs in the drive for increased competitiveness. The practice of increasing 
employment of temporary, casual and contract employees, as well as labour broking, in 
the context of HIV/AIDS, may become disadvantageous for business. While there is 
not sufficient information available, increasingly studies are pointing towards higher 
rates of HIV prevalence among non-permanent workers or contractors than among 
permanent workers (Johnson and Budlender, 2002). A study by Evian et al. (2001) 
shows that contract workers had the highest overall rate of HIV infection at 20.9 per 
cent. Traditionally, most non-permanent workers tend to be relatively low skilled and 
low paid resulting in unstable working and living conditions, all of which may 
contribute to higher levels of HIV susceptibility among these workers (Evian et al., 
2001).  

The current shift towards employing casual, temporary or contract workers through 
casualisation and outsourcing may be intensified by the added cost burden imposed by 
HIV/AIDS. There is evidence to suggest that under these circumstances, companies 
will increasingly resort to employing non-permanent workers with reduced or no 
benefits. Thus, Rosen and Simon (2002) argue that in the light of AIDS, companies 
tend to outsource less skilled jobs, to selectively retrench, restructure employment 
contracts, and conduct pre-employment screening as well as capital substitution.  
 

(d) Employment Conditions and Benefits 
The provision of insured employment benefits (death, disability, retirement and medical 
aid) plays a vital role in the capacity of infected and affected individuals to mitigate the 
cost impact of HIV/Aids. However, insured benefits are very unevenly spread among 
the labour force, depending on skill level, unionisation and whether it is the public or 
private sector. Retirement and medical aid premiums have become more expensive, 
especially given the added risk of HIV/Aids posed to insurance companies.  

Current macro-modelling projections assume that enterprises will shift some of the 
cost burden towards their employees (BER, 2001; Quattek, 2000). Studies confirm this 
trend towards ‘burden shifting’, especially with regard to medical and retirement 
benefits (BER, 2001; Whiteside, 2002). Other studies cite the reduction of medical 
benefits and the replacement of defined retirement benefit schemes with defined 
contribution schemes as further evidence (Rosen and Simon, 2002).  

In general, this trend will impact negatively on lower skilled workers, who have 
reduced or no access to medical care, death and retirement benefits, compared to the 
more highly skilled. Given limited options, their capacity to reduce or manage their risk 
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is limited. Thus, the lack of or reduced access to affordable medical benefits may 
exacerbate susceptibility to the HIV infection, as treatable conditions such as STIs may 
now be left untreated, and general immunity may be compromised. Such workers may 
forego treatment, carry the cost themselves or attempt to access an overburdened state 
health sector. This applies as well to casual, temporary or fixed contract workers, who 
typically enjoy lesser conditions of employment.  
 

(e) The Informal Sector 
Very little information is available for the informal sector. Given high levels of poverty 
and the survivalist nature of economic activity in the informal sector, these workers, the 
majority of whom are African women, are among the most susceptible to HIV 
infection. Further, the lack of HIV/AIDS intervention programmes in the absence of 
medical or other benefits reduce internal capacity to manage and reduce HIV risk.  
Being an unregulated sector, the impact of HIV/Aids has largely been neglected, 
despite the potentially negative consequences.  
 

(f) Impact of Enterprise Size 
There have been no studies to indicate whether enterprise size is a factor in HIV 
susceptibility, especially as it relates to HIV prevalence among small, medium and 
micro-sized enterprises (SMMEs). Existing information shows that given their 
particular demographic and skills profiles, SMMEs may be characterised by high levels 
of HIV susceptibility, but any further conclusions are hard to reach in the absence of 
more concrete evidence. However, a recent survey done on behalf of SABCOHA 
(BER, 2004) confirms that SMMEs do not have the capacity and resources to 
implement effective HIV/Aids intervention programmes, thus increasing their inability 
to manage and reduce HIV risk and vulnerability.   
 

6. FUTURE RESEARCH NEEDS 
 
A recurring theme throughout this review has been the need for more comprehensive 
and reliable primary prevalence data based on more representative sample populations 
at the household, company and sector levels to inform projections and research and to 
address some of the weaknesses of the Antenatal Clinic data.  

The literature on the factors and conditions that are driving HIV susceptibility and 
AIDS vulnerability suggest that there is a more complex picture than is suggested by 
aggregate statistics. A potential relationship between labour market dynamics and 
HIV/Aids susceptibility and AIDS vulnerability is conceptually framed in Fig. 1. It is 
untested, the relationships are not immediately clear, and not all the factors have been 
considered in this review, including migration.  

In the context of labour market segmentation as well as structural changes (such as 
affirmative action and increased access to education), these different elements work 
with and against one another. Thus, while non-productive characteristics may be a first 
indicator of HIV susceptibility, given historical inequities, productive characteristics 
specific to the labour market may reduce or increase HIV/Aids susceptibility and 
vulnerability. These include the impact of atypical employment, differentials such as the 
urban-rural dimension, the public-private sector differential, enterprise size and the 
formal-informal sector impacts, hazardous working conditions, all factors that are not 
sufficiently explored.  
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An understanding of these dimensions will enhance clearer identification of 
susceptible and vulnerable companies and sectors in the labour market, in order to 
facilitate more effective and targeted financial and human resource allocations.   

Figure 2. Hypothesised Interrelationship between Labour Market Dynamics and HIV/AIDS Susceptibility 
and Vulnerability   

Employment status 
• Employed 
• Unemployed 
• Self-employed

 
HIV susceptibility 

& 
AIDS vulnerability 

Productive 
characteristics 
• Education 
• Skills 
• Income 
• Occupation 

Non-productive 
characteristics 
• Age 
• Race 
• Gender 
• Rural/urban 
• Province 

Company/sector specific characteristics

• Production process/environment 
• Formal vs informal sector 
• Atypical Forms of employment  
• Conditions of employment/benefits 
• Migration/mobility 

• Enterprise size 
• Position in the supply chain 
• Public vs private sector 
• Hazardous working conditions 

 
7. CONCLUSION 

 

This literature review has argued that information on HIV/AIDS prevalence rates is 
necessary, but not sufficient to identify the labour market risk generators in terms of 
HIV susceptibility and AIDS vulnerability. Such an analysis needs to consider the role 
of a highly differentiated labour market, the cleavages of which both facilitate, and are 
exacerbated by, the HIV/AIDS impact. In general, the literature points towards a 
rather static picture that fails to sufficiently explore the complex interplay between 
socio-economic risk factors, including income, education, skill level and demographic 
factors, and other sources of labour market vulnerabilities.  
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