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IMPACT OF HIV/AIDS ON HOUSEHOLD FARM LABOUR IN RURAL 
FARMING COMMUNITIES. 

 
STUDENT:  MAHLOGEDI VICTOR THINDISA 
 
DEGREE:  M. AGRIC. ADMIN. (AGRICULTURAL ECONOMICS) 
 
DISCIPLINE: AGRICULTURAL ECONOMICS 
 
PROMOTER: PROF F.D.K. ANIM   
 

ABSTRACT 
 
This study is based on a survey of 396 farming households from Mabele; Khubu and 

Nwahajeni communities. The results show that in general, HIV/AIDS status appears 

to have a significant negative impact on the number of household members working 

full time on the farm. An indication that households affected by HIV/AIDS are likely 

to suffer loss of farm labour due to sick household members who cannot work on the 

farm.  

 

Generally, information on HIV/AIDS appears to have a significant positive impact on 

the number of household members working full time on the farm. An indication that 

households that are well-informed about HIV/AIDS are likely to have higher number 

of households members working full time on the farm.   

 

The study shows that HIV/AIDS is negatively correlated with household farm 

income. An indication that the higher the number of household members infected 

with HIV/AIDS, household farm income is likely to decrease. This may be due to 

shortage of household farm labour. Farm labour shortage results in the reduction of 

farming operations and loss of total household farm income.   

 

The study shows that the number of household members working full time on the 

farm is negatively correlated with difficulty to pay for health care; difficulty to pay 

for agricultural inputs; and difficulty to save money. An indication that as the number 

of household members working full time on the farm is reduced, it is likely that 

households will find it difficult to pay for health care, agricultural inputs and saving 

money. 
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Definition of terms used in this dissertation 
 
 
In this dissertation unless otherwise specified the following words shall have the 

meanings: 

 

i. Communal farmer: a farmer who produces for home consumption. These 

are subsistence farmers. The communal farmer has no freehold title for the 

land. The land belongs to government, though the communal farmer has 

the right to use a piece of land through allocation by traditional local 

authorities.    

 

ii. Children: Young persons whose ages range between 1 day to 18years 

(UNICEF, 1995). 

 

iii. Household: A household can be defined as the unit of production. The 

members of a household consist of husband, wife, and children from the 

same parents and close members of the extended family. The members of 

a household live under the same roof and usually eat from the same pot. A 

household with infected member will be defined a household affected by 

HIV/AIDS. 

 

iv. Youth: young people whose age’s range between 18-30 years. 

 

v. Head of household: a person who is in charge of the members of a 

household as defined above. 

 

vi. Rural institution: institution established to serve interests of rural people. 

These include farmers groups such as marketing co-operatives, vegetable 

production schemes. 

 

vii. Mourning period: the period when relatives, friends and the local 

community observe a period of respect for the deceased which no 

activities of an economic nature takes place before and after burial. The 

period varies between regions and tribal groups.  



 ix

viii. AIDS: Acquired Immune Deficiency Syndrome. The last and most severe 

stage of the clinical spectrum of HIV related disease. 

 

ix. HIV: Human Immunodeficiency Virus. A retrovirus that damages the 

human immune system thus permitting opportunistic infections to cause 

eventually fatal diseases. The casual agent for AIDS. 

 

x. HIV prevalence: Total number of person with HIV infection alive at any 

given moment in time. 

 

xi. Pandemic: A global epidemic. 

 

xii. Seropositivity: Percentage of population tested positive for infection in a 

blood test. 

 

xiii. Morbidity: Diseased or relating to abnormal or disordered condition. 

 

xiv. Mortality: Death rate. The ratio of number of deaths to the population. In 

this study, death caused by HIV/AIDS. 

 

xv. UNICEF: United Nations Children’s Fund 

 

xvi. IFAD: International Fund for Agricultural Development 

 

xvii. UNAIDS: Joint United Nations Programme on HIV/AIDS 
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CHAPTER 1 


INTRODUCTION 


1.1  HIV and AIDS 
 


Hubley (1995) described HIV as the Human Immunodeficiency Virus, the virus that causes 


Acquired Immune Deficiency Syndrome (AIDS). His findings indicate that the virus 


rapidly multiplies in the blood, stimulating the development of antibodies. A person is then 


said to be HIV (antibody) positive. Although the person may have no signs of disease, 


he/she can infect others. 


 


HIV can be spread in three ways namely: 


 


i.  During unprotected vaginal, anal and (rarely) oral sex. 


ii. By blood contaminated with HIV being passed directly into the bloodstream, 


particularly during a blood transfusion, when unsterile needles are shared (e.g. 


between drugs users), or during unsterile medical procedures involving blood. 


iii. From mother to child during pregnancy, childbirth, and via breastfeeding (this is 


called ‘vertical’ or ‘mother-to-child’ transmission). 


 


AIDS as the name implies is a disease caused by a deficiency in the body’s immune 


system. It’s a syndrome because there are ranges of different symptoms, which are not 


always found in each case. It is acquired because AIDS is an infectious disease caused by a 


virus, which is spread, from person to person through a variety of routes. This makes it 


different from immune deficiency causes associated with use of anti-cancer drugs or 


immune system suppressing drugs given to persons receiving transplant operations 


(Hubley, 1995).  


 


HIV/AIDS knows no colour, age, nor gender. It is more of the social problem than a mere 


health dilemma (Zwane et, 1998). Former Zambian President Kenneth Kaunda at African 


development forum in Addis Ababa uttered this statement “Lets strike back by declaring 


war, total war on HIV/AIDS, not a national war that only appears in speeches at 


conferences and meetings, but a war that becomes part and parcel of the life of this 


continent”(Mutume, 2001). 
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1.2  Impact of HIV/AIDS on agriculture. 


 


The most obvious impact of HIV/AIDS in agriculture is farm labour shortage. Farm labour 


shortage results in poor attendance to recommended agronomic practices such as early 


planting, weeding, fertilizer application, disease and pest control and timely harvesting. 


Labour shortage also leads to reduction in cultivated areas as a coping mechanism with 


subsequent reduction in crop yields (Muchungiuzi, 1999). 


 


According to Louwenson and Whiteside (2001) the devastation caused by HIV/AIDS is 


unique because it is depriving families, communities and nations of their young and most 


productive people. The epidemic is deepening poverty, reversing human development 


achievements, essential services, reducing labour productivity and supply and putting a 


brake on economic growth. The worsening conditions in turn make people and households 


even more at risk, or vulnerable to the epidemic and sabotage global and national efforts to 


improve access to treatment and care.  


 


The socio-economic impact of the HIV/AIDS exacerbates the vicious cycle of poverty and 


HIV/AIDS in which affected households are caught up. As adult members become ill and 


are forced to give up their jobs, household’s income will fall. To cope with the change in 


income and the need to spend more on health care, children are often taken from school to 


assist in caring for the sick or to work so as to contribute to household income (Whiteside, 


2002). Because expenditure on food comes under pressure, malnutrition often results, while 


access to other basic needs such as health care, housing and sanitation also comes under 


threat. Consequently, the physical and mental development of affected children is impaired. 


This further acts to reduce the resistance of household members and children to 


opportunistic infections, given lower levels of immunity and knowledge, which in turn 


leads to increased mortality (Whiteside, 2002).  Households headed by AIDS widows are 


particularly vulnerable, because women have limited economic opportunities and 


traditional norms and customs may severe them from their extended family and deny them 


access to inheritance. HIV/AIDS therefore exposes already vulnerable resource poor 


households to further economic shocks.      
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1.3 Problem statement and motivation of the study 


 


Agriculture is one of the most important sectors in many developing countries, providing a 


living or survival mechanism for up to 80% of Limpopo Province. Agriculture faces many 


challenges including unfavourable international terms of trade, mounting population 


pressure on land and environmental degradation. The additional impact of HIV/AIDS is 


also severe in many countries. The major impact of HIV/AIDS on agriculture includes 


serious depletion of household farm labour, diversion of capital from agriculture towards 


HIV/AIDS health care, loss of farm and non-farm income and other psycho-social impacts 


that affect productivity (Mutangadura, Jackson and Mukurazita, 1999). 


 


The high rate of HIV/AIDS infection (11.4%) poses enormous problems and challenges to 


the economic development of households and communities. HIV/AIDS affects the most 


economically productive members of the households and communities. High rate of 


HIV/AIDS infection calls for urgent need to assess the socio-economic impact of the 


epidemic. This paper focuses on the impact of HIV/AIDS on household farm labour in 


rural farming communities. The high level of poverty in rural areas makes this assessment 


even more pertinent, given that poverty stands to increase households vulnerability to 


HIV/AIDS while HIV/AIDS related morbidity and mortality may cause affected 


households to be forced into poverty. 


 


It is commonly agreed that HIV/AIDS have contributed to the depth of problems faced by 


rural households. What is much less understood is the extent of that contribution and how it 


varies by mortality and morbidity profile of farming households. The purpose of this study 


is to help fill this information gap and to further our understanding of the impact of 


HIV/AIDS on household farm labour.  


 


A society abundant in natural resources and possessing physical capital will not produce 


much if it does not have human force capable of exploiting these factors of production. The 


tragedy is that the quality of labour force, in this case household farm labour is fast 


diminishing mainly as a result of HIV/AIDS. The loss of millions of people by HIV/AIDS 


diminishes the quantity of labour, but more importantly erodes it’s quality. Quite simply, 


people are not productive when they are ill. It is clear that a holistic way of addressing the 


HIV/AIDS epidemic is needed to promote systematic thinking across sectors and 
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disciplines. Focus should not only be concentrated on health but also at the impact of social 


support, finances, land use, and land tenure particularly at regions like Limpopo Province 


where majority of farmers operate at subsistence level. The impact of HIV/AIDS is likely 


to be greater for poor farming households than it will for better-off farming households 


(SADC FANR Assessment Committee, 2003). 


 


Allowed to spread unchecked, HIV/AIDS weakens the capacity of households, 


communities, institutions, and nations to cope with the social and economic effects of the 


epidemic. Productive capacities of households are eroded as farm labour falls prey to the 


disease. Flagging consumption’s along with the loss of skill and capacities in turn drains 


household income and undermines the farm households ability to serve the common 


interest of producing food. The cycle is dynamic and vicious. Typically, it is the poor who 


are edged further towards the margins and exclusion. 


 


HIV/AIDS can be prevented and subdued. And it is clear that such achievements are more 


likely when responses draw on, develop and conserve capacity of people, communities and 


institution. An effective response on all these fronts must engage all stakeholders. If the 


epidemic is to be stemmed and it’s threat to humanity and sustainable development 


defused, HIV/AIDS needs to feature centrally in the political priorities and development 


agenda everywhere. It is within this spirit that this study was conducted. HIV/AIDS and 


human resource, specifically farm labour are extremely complex and sensitive issues. One 


cannot generalize from specific cases studies. However, case studies are important as they 


reveal issues facing individuals living in the face of HIV/AIDS. 
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1.4 Objectives and hypothesis of the study 


 


1.4.1 Objectives of the study 


 


The primary objective of this study was to investigate the impact of HIV/AIDS on 


household farm labour in rural farming communities.  


 


The specific objectives of the study are to: 


i. To investigate the impact of HIV/AIDS and other related socio-economic 


variables on household farm labour in three farming communities; 


ii. To determine the correlation between household farm labour and HIV/AIDS 


status of households and other related socio-economic variables; 


iii. To analyze the implications of the effect of HIV/AIDS and household farm 


labour on agricultural production. 


iv. To suggest strategies to mitigate the socio-economic impact of HIV/AIDS 


related morbidity and mortality on productive capacity of farmers and their 


livelihoods; 


v. To suggest appropriate policy recommendations to mitigate the economic 


impact of HIV/AIDS on rural households in three farming communities. 


 


1.4.2 Hypotheses 


 


This study was guided by the following hypotheses: 


i. Farming communities affected by HIV/AIDS are likely to allocate less 


household farm labour to farming activities as compared to non-affected 


households; 


ii. Allocation of less household farm labour to farming operations is likely to result 


in the decline of total household farm income; 


iii. Allocation of less household farm labour to farming operations is likely to result 


in the reduction of the total land area used for farming; 


iv. Allocation of less household farm labour to farming operations is likely to result 


in the increase on difficulty paying for health, difficulty paying for agricultural 


inputs and difficulty saving money. 
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CHAPTER 2 


LITERATURE REVIEW 


 


2.1 Background on HIV/AIDS and household farm labour 


 


In this section studies and issues related to HIV/AIDS and farming communities are 


reviewed. The chapter starts with the definition of HIV/AIDS affected and unaffected 


farming households. This is followed by statistics on farm labour and household farm 


income, then by farming households access to basic services, statistics on HIV/AIDS, 


impacts of HIV/AIDS on farm labour, agricultural production, farm income, household 


composition and women. Finally, conclusions and recommendation from the literature 


review are discussed. 


 


2.2 Definition of affected and unaffected farming households 


 


The conceptual framework of this study defined farming household and their economic 


function, distinguished between HIV/AIDS affected household and unaffected households. 


The logical framework for an assessment of the economic impact of HIV/AIDS on 


household is to understand the concept of households. An appropriate definition of the 


households must focus on households as economic unit.   


 


Mutangadura and Webb (1999) in their study of the socio-economic impact of HIV/AIDS 


on farming households in Zambia, defined a farming household as an economic unit 


consisting of a group of persons who live in the same dwelling, and dine together for at 


least 3 of the 12 months in a year. This definition perceives farm household only as a unit 


of consumption. Rugelema (1998) defines a farming household as an economic unit 


consisting of either a single person or a group of persons who live together, depend on 


common income and within the limits of that income, exercise choices in meeting specific 


objectives. This study adopted the latter definition, defining a farming household as an 


economic unit consisting of a group of persons who live in the same dwelling, dine 


together for at least 3 of the 12 months prior to the survey. Most rural households in sub-


Saharan Africa behave as economic units, the impact of HIV/AIDS on rural households 


affects household consumption and production decisions.  
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Each phase of HIV/AIDS (a symptomatic; early illness; chronic illness; critical illness; 


death and survivors) is associated with different impact that has different implications for 


farming households. In particular, the categories of early illness onwards must be 


emphasized for the purpose of this study because that is when household members begin to 


feel weak and sick to work on the farm. HIV/AIDS has a tremendous effect on those left 


living, as there are many more affected than infected people (Drimie,2003).  


 


Figure 1: The effect of HIV/AIDS on households at different stages.   


 
Source: Drimie, 2003 


 


Figure 1 is a useful tool for further conceptualization of how HIV/AIDS impacts on 


different households. Those households with stronger economic safety nets and a wider 


range of options (e.g. land and access to capital) to draw upon during the crisis are less 


vulnerable at each stage of the continuum of the disease than their poorer counterparts. The 


dotted line in figure 1 represents the rate of degradation experienced by a household with 


stronger economic safety nets and a wider range of resources. The solid line represents the 


rate of economic degradation experienced by a household with weaker safety nets. The 


different rates of degradation appear to pivot on the presence or absence of physical assets, 


business income and access to credit or savings. It is important to recognize that the impact 


of HIV/AIDS on rural households is not equal. The poorer households, especially those 


Vulnerability line 


Early stages Frequent hospital 
visits


Bedridden Death and burial Care of Orphans 


1 


2


2= Household with stronger safety net1= Household with weaker safety nets
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with small and marginal holdings are much less able to cope with the effects of HIV/AIDS 


than the wealthier households who can hire casual labour and are better able to absorb 


shocks.  


 


Further, the diagram indicates that the situation experienced by a single household varies 


over time. This knowledge can be more useful at various stages of the illness, in order to 


reduce household vulnerability.  


 


2.3 Background on farm labour 


 


2.3.1 Statistics on farm labour 


 


Between 1988 and 1996 there was a 25.1% decline in overall employment on farms 


(Statistics South Africa, 2000). Regular jobs on farms declined by 15.7% over the period, 


from 724 000 to 610 000 while casual employment declined by 38%, from 495 to 304 000. 


A case study conducted by the Department of Agriculture in 1999 showed a reduction of 


7.6% of regular employment in the agricultural sector from 1994/95 to 1998/99, an almost 


2% decline per year over the period (Statistics South Africa, 2000). Declining employment 


is compounded by the fact that the agricultural sector with a few exceptions has the worst 


employment conditions, with workers rights being constantly violated. 


 


Official statistics indicate that there are 914 473 farm workers living with their families 


(Wegerif, 2001:3). Some estimates put this figure at six million. Hall et al., (2001) 


contended that every farm worker’s income supports another five people, and this ratio is 


probably higher in other developing countries. The impact of HIV/AIDS is likely to 


increase the number of individuals in one household. 


 


Recent research has shown that farmers as employers have tended to move away from 


permanent labour force and towards part time (seasonal, contract and casual) labour force. 


Statistics South Africa indicates a 3.4% increase in the number of part time workers 


employed on farms between 1994 - 1995 and 1998 - 1999. This is line with international 


trends related to first world economies in which agriculture is not viewed as a primary 


industry. There appears to be a systematic trend away from permanent farm employment as 


a result of both legislation and basic economic indicators (Du Toit and Ally, 2001).   
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Women are employed as part time workers and replace men who are normally employed as 


permanent workers (Hill Lanz, 1995:1). Farmers thus make optimum use of their male 


employee’s dependants during labour intensive months. Farmers therefore are able to 


decrease their wage bill, prevent housing problems and make use of excess labour. Women 


are therefore subjected to increasing poverty, low wages, HIV/AIDS and alcohol abuse and 


its related social problems (Festus, 2001).  


 


2.3.2 Household farm income 


 


A 1985 government agricultural survey pegged the average monthly wage of a farm worker 


at R87. The national average for African workers at that time was R482 and the household 


subsistence level R381. Labourers on farms received a wage of between R10 and R25 a 


week which excluded housing and food (Catholic Institute for International Relations, 


1989:11). According to Statistics South Africa, the average monthly income for farm 


workers rose from R142 in 1998 to R542 in 1996 and half of agricultural workers earned 


less than R400 per month. In their 1999 submission to the Department of Labour, based on 


the October Household Survey of 1995, the Congress of South African Trade Unions 


(COSATU) put the average wage of farm workers, excluding non-wage payments at R457 


per month (COSATU, 1999). 


 


More recent figures indicate that farm worker’s wages differ greatly by province, their age, 


their level of education and the particular occupation. For example in Gauteng Province the 


average monthly wage is R790 while Limpopo Province it is R416 (Republic of South 


Africa, 2001:72). Employers put wages at between R150 and R300. This discrepancy could 


be a result of employers reporting inflated wages, differences of opinion about what 


constitutes permanent labour and the difference in wages before and after deductions.  


 


It is apparent from these figures that farm workers are paid at the lowest wage scale. Farm 


workers earn the lowest wage amongst those formally employed across all sectors in the 


country (Republic of South Africa, 2001:13). 


 


 


2.3.3 Farming household’s access to basic services. 
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Farm dwellers are among the poorest sections of the South African population in terms of 


many development indicators including cash income, education levels and nutritional status 


(Hall et al., 2001). 


 


Farm workers are less educated than other groups and are generally illiterate or semi 


illiterate. It is estimated that 32% of the employed labour force in agriculture has no formal 


schooling. This is more than three times higher than among people employed in other 


sectors (Statistics South Africa, 2000). Schools are far from farms and children often have 


to walk to get to them. Coupled with poverty, hunger and rural schools lack of resources 


makes learning very difficult. One out of three children who grow up on farms are stunted 


by malnutrition (Wegerif, 2001:2).  


 


Health care facilities are few and far between in rural areas. Transport is expensive, if not a 


luxury. Farm dwellers are generally dependent on the farmers for transport, making access 


to health care facilities in emergencies extremely difficult (Naidoo, 1997:60). Private and 


public telephones are lacking and workers have to rely on the goodwill of the farmer to 


make contact by telephone with outside world.  


 


Farm workers often do not have access to water and electricity and collection of water and 


firewood is a task associated with women. The lack of child care facilities means that 


women have to take their children with them to the fields or leave them with older women 


or pensioners (Naidoo, 1997:60).   


 


2.4 Statistics on HIV/AIDS 


 


HIV / AIDS is a massive development challenge of global proportions facing human 


societies. The HIV/AIDS epidemic poses a severe threat to economies of developing 


countries and those on the African continent in particular South Africa, which is being 


affected fundamentally by the epidemic, is no exception. By the end of 1997, an estimated 


2.8 million adults in South Africa were living with HIV/AIDS. By 2002, this figure had 


increased to 4.7 million. The estimated prevalence of HIV/AIDS among the country’s adult 


population (19.94%) is amongst the highest in the world (UNAIDS, 2002). According to 


the UNAIDS the number of AIDS deaths in South Africa is estimated to increase from 120 


000 to between 545 000 and 635 000 by 2006. The number of children younger than fifteen 
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years orphaned by AIDS has been estimated to be 800 000 by 2006, rising to more than 


1.95 million by 2010 (ABT Associates, 2000:8-11). Infected individuals and affected 


children all belong to individual households, meaning that an even larger number of people 


are affected by the epidemic in some way. Poverty moreover is likely to deepen as the 


epidemic takes its course.      


 


HIV/AIDS is a generalized epidemic in South Africa that extends to all age groups, 


geographic areas and race groups. A study conducted by Nelson Mandela / Human 


Sciences Research Council (HSRC, 2002) on HIV/AIDS estimates that the HIV prevalence 


in the population of South Africa was 11.4%. It has also been observed that 19.94% of 


persons in the 15-49 year age group are HIV positive. The following graphs indicate their 


findings with regards to HIV prevalence in South Africa:  


 


i. HIV prevalence by province; 


ii. Prevalence of HIV by age; 


iii. HIV prevalence among adults by race and 


iv. HIV prevalence among adults by gender. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Fig 2: HIV prevalence by province in South Africa (2002). 
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Source: Nelson Mandela/HSRC study on HIV prevalence in South Africa (2002). 
EC = Eastern Cape; NC = Northern Cape; LP = Limpopo; NW = North West; WC = Western Cape; KZN = 


Kwa-Zulu Natal; MP = Mpumalanga; GT = Gauteng; FS = Free State. 


 


Figure 1 shows HIV prevalence rates among provinces in South Africa as at 2002. Free 


State, Gauteng and Mpumalanga have the highest prevalence rates whilst all other 


provinces have a prevalence rate of about 10% on average. Kwa-Zulu Natal ranks fourth 


and Eastern Cape has the lowest HIV prevalence. 


 
Fig 3: Prevalence of HIV by age in South Africa (2002). 
 


Source: Nelson Mandela/HSRC study on HIV prevalence in South Africa (2002). 


 


Fig 2 shows that the age group with the highest HIV prevalence was 25-29 followed by 30-


39 age group. Age group 35-39 and 40-44 has prevalence of 16% on average. 
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Fig 4: HIV prevalence among adults (15-49 yrs) by race in South Africa (2002). 


Source: Nelson Mandela/HSRC study on HIV prevalence in South Africa (2002). 


 
Fig 3 shows that although all races are at risk of HIV infection, there is a substantial 


variation in prevalence among different race groups. The rate is highest amongst Africans, 


lower and almost the same for Whites and Coloureds, and least for Indians. The finding 


that Africans have a higher HIV prevalence than the other race groups reflects the history 


of this country. It has been suggested that vulnerability to HIV is highest in informal areas 


and factors contributing to vulnerability in these areas include labour migration, mobility 


and relocation. 


 
Fig 5: HIV prevalence among Africans adults (15-49 yrs) by gender in South Africa 
(2002). 
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include among others female physiology, women’s lack of power to negotiate sexual 


relationships with male partner, especially marriage and the gendered nature of poverty 


with poor women particularly vulnerable (Walker, 2002:7). 


 


2.5 Impact of HIV/AIDS on farm labour 


 


Labour constitutes the physical inputs into various operations on the farm. This may be 


directly on a particular operation or indirectly through technical advise. The application of 


farm labour in any farming enterprise requires time and energy. Measurement of energy 


expenditure on farm tasks indicates that after four hours of hard work most farm workers 


would begin to feel weak (Okai, 1996). 


 


A study by FAO (FAO, 1996) in a number of African countries indicates that a household 


that has been affected by HIV/AIDS suffers the loss of labour of the sick. In addition, 


labour is diverted from household farm to look after the sick. This results in the reduction 


of farm operations and loss of income. Labour intensive farming system with low 


mechanization and agricultural inputs are particularly vulnerable as the economic return to 


labour is reduced (FAO, 2001). 


 


After the death of the sick household member, extended periods of mourning have adverse 


effects on labour availability. This situation is aggravated when deaths are frequent, as is 


the case now in many rural communities in Africa. Other impact of HIV/AIDS on farm 


labour activities include the following: 


 


i.      Reduction in land use because of sickness and subsequent death; 


i. Decline in crop yields due to inadequate farm labour; 


ii. Decline in a number of crops grown because of inadequate farm labour; 


iii. Households switch to growing crops that are less labour intensive; 


iv. Limitations of land inheritance because when husband and wife dies; the 


children are distributed to relatives and land reverts to the community; 


v. As women are left widowed and their right to land is constrained by traditional 


inheritance customs, their access to land becomes difficult (FAO, 2001). 
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Morbidity and mortality among the farming community compromise the efficient use, 


planning and management of labour on the farm. It makes it difficult to budget time and 


other resources and one can not set productive targets with certainty, as there is always fear 


of loss of farm labour due to ill health (Muchunguzi, 1999). Thus it can be seen that the 


impact of HIV/AIDS on farm labour has far reaching consequences on farming system, 


crops grown, livestock kept and levels of nutrition of the communities and therefore quality 


of life. 


 


The impact of HIV/AIDS is worse on families in communal areas. When adults become 


sick, the children are forced to contribute labour for the survival of the family, and 


sometimes they are forced to leave school to care for the dying parents. In the event of 


death occurring, orphans may be forced to move in with other members of the extended 


families for the necessary care. This process of taking on extra mouths into household is a 


health risk especially where there is already food insecurity (FAO, 2001). In afflicted 


families, the dependency ration increases because of orphans and thus this implies 


increased expenditure on items such as food, clothing and education to the detriment of 


investment in agriculture. 


 


Ill health in a family deprives the household of certain essentials, since all resources are 


mobilized towards the sick. Inadequate food availability and consumption by those caring 


for their relatives leads to malnutrition and weak immune system that lowers the body’s 


resistance to infection. If a person remains sick for a long time, the family may even sell 


some of their valuable assets to pay for the treatment and care of their sick family members 


(Ipinge and Kinabo, 2000). 


 


2.6 Impact of HIV/AIDS on agricultural production 


 


The most obvious impact of HIV/AIDS in agriculture is farm labour shortage. Farm labour 


shortage results in poor attendance to recommended agronomic practices such as early 


planting, weeding, fertilizer application, disease and pest control and timely harvesting.  


Labour shortage also leads to reduction in cultivated areas as a coping mechanism with 


subsequent reduction in crop yields (Muchungiuzi, 1999). 
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Studies on the impact of HIV/AIDS on farming systems have indicated that farm labour 


shortages caused by HIV/AIDS have resulted in poor herding of livestock in afflicted 


household, which has in turn resulted in increased stock theft and deaths from failure to dip 


cattle. In addition to mortality losses caused by lack of veterinary care and prevention, 


there are also morbidity losses. Although there are other plausible causes, frequent funerals 


and other responsibilities of looking after cattle on the elderly and children who may not be 


able to walk long distances to dips may be to blame (Munyombwe et al, 1999).  


 


In a number of households, the income earners –typically men work in urban areas and part 


of their income is spent on agricultural inputs. Sickness and subsequent death of an income 


earner leads to loss of input supplies to agriculture such as fertilizer, improved seeds and 


pesticides. Lack of required input will impact negatively on crop yields. The implication is 


that families afflicted with HIV/AIDS not only lose farm labour to support their 


production, but also limited financial investment into agriculture, due to reduction and 


changed priority in spending family income (Ncube, 1999).  


 


Afflicted families dispose of farm implements and draught animals, when resources to 


cover medical and associated bills of hospitalization are inadequate. In afflicted families 


the dependency ratio increases because of orphans, and thus this implies increased 


expenditure on items such as food, clothing, and education to the detriment of investment 


in agriculture (Muchunguzi, 1999). 


 


The age group most afflicted by the scourge is that of 23-39 years (as shown by Figure: 3). 


This age group provides indigenous technical knowledge that has been passed on from the 


previous generation through learning by doing. Since some of the indigenous knowledge 


has not been documented it implies loss of this information before it can be passed on to 


the young generation.  


 


Agricultural extension and veterinary staff provide technical advice for improved crop and 


animal productivity. Research institutions provide new technology that addresses problems 


in agricultural sector. HIV/AIDS is upsetting this support system directly through chronic 


illness of affected staff, increased absenteeism because of attendance to their afflicted 


relatives and friends and indirectly through time lost attending funerals in their work places 
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to which they are obliged by social norms (Ncube, 1999). Given the labour intensive nature 


of smallholder agriculture, this negatively impacts on productivity. 


 


Labour shortage has been cited as one obvious consequence of HIV/AIDS at the farm level. 


Afflicted household have to devise various strategies including reduction in area cultivated, 


increased use of child labour and a shift away from labour intensive crops and organic 


farming (Munyombwe et al, 1999). Most of these strategies aim at stemming the food 


insecurity that arises from labour shortage due to illness and death, however crop yields are 


likely to be much lower than before emergence of HIV/AIDS (Ncube, 1999). 


 


2.7 Impact of HIV/AIDS on farm income 


 


Income is payment in exchange for labour, for undertaking particular tasks. On the farm, 


income results from the sale of produce, on which labour and other factors of production 


have been spent. With the advent of HIV/AIDS pandemic it is reasonable to assume that 


farm income would be affected because the loss of other factors of production such as 


labour, reduction in the area cultivated and the shift from cash crops to feed crops (FAO, 


2001).    


 


A study by FAO (FAO, 1996) reported that cash income from farming activities is diverted 


to the treatment of the sick instead of investing it in farm activities. The loss of income in 


households afflicted by HIV/AIDS is linked to increasing poverty, which in turn results in 


further HIV/AIDS infections. This is because the poor often resort to alcohol abuse and 


prostitution to raise money for survival.  


 


2.8 Impact of HIV/AIDS on women 


 


The number of women living with HIV/AIDS is growing. Women’s social status put them 


at increased risk of infection. Economic condition which make it difficult for women to 


access health and social service, compound their vulnerability. That the young are 


particularly at risk of contracting HIV/AIDS undermines their hopes for education and 


improvement in their lives. The resulting lower female education will undermine recent 


gains in health, nutrition and family planning (World Bank, 2000). The full extent of 







 18 
 


HIV/AIDS pandemic in communal agricultural communities needs to be assessed to 


reverse this trend. 


 


There are a number of interlocking reasons why women are more vulnerable than men to 


HIV/AIDS which include female physiology, women’s lack of power to negotiate sexual 


relations with male partners, especially marriage and the gendered nature of poverty with 


poor women particularly vulnerable (Walker, 2002:7). Inequalities in gender run parallel to 


inequalities in income and assets. Thus women are vulnerable not only to HIV/AIDS 


infection but also to the economic impact of HIV/AIDS. (Waterhouse and Vifjhuizen, 


2001). 


 


Women have experienced the greatest loss and burden associated with economic and 


political crises and shocks with particular severe impact from HIV/AIDS (Collins and Rau, 


2001:19). The epidemic exacerbates social, economic and cultural inequalities that include 


among others economic need, lack of employment opportunities, poor access to education, 


health and information that define women’s status in society (IFAD, 2001:10). Women 


frequently carry a double burden of generating income outside the home and for care 


giving as well as maintaining family agricultural land (Loewenson and Whiteside, 1997). 


In this regard, women are responsible for caring for the sick members of the household, for 


childcare as well as being heavily involved in generating money and supplying food for 


their households through agricultural production. Further, the burden of caring people 


living with HIV/AIDS and for orphans falls largely on women. Thus, it can be argued that 


the illness and death of women has a dramatic impact on the family in that it threatens 


household food security, especially when households depend primarily on women labour 


for food production, animal tendering, crop planting and harvesting (IFAD, 2001:11). In 


rural areas, women tend to be even more disadvantaged due to reduced access to productive 


resources and support services. The World Bank has suggested that low income, income 


inequality and low status of women are all fairly highly associated with high levels of 


infection. The issue of land inheritance is important when discussing the impact of 


HIV/AIDS on women. Many customary tenure systems provide little independent security 


of tenure to women on the death of their husband, with the land falling back to the husband 


lineage. 
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2.9 Impact of HIV/AIDS on household composition 


 


There are many different types of families, which may include extended, nuclear and single 


parent families. In Africa family is an extensive social network with a diversity of assured 


contacts. Individuals find strength in relationships in a group much larger than the 


immediate family and engage in immediate support functions. Members of the extended 


family are culturally bonded through ties that facilitate the sharing of resources, goods and 


services (World Bank, 2000). An important feature of African families is the 


interdependence in time of need (World Bank, 2000). It is this family structure that is being 


altered by HIV/AIDS among many communal farmers in Africa. HIV/AIDS is having a 


significant adverse effect on household composition and thus farm labour (Rugalema, 


2000). In particular, HIV/AIDS is transforming regular two parent families into single 


parent families or in fewer cases, parentless families. This transformation has implications 


for the existence of families and communities on how they cope with everyday life 


particularly with regard to the following critical questions: How do rural children learn to 


farm when their parents are too sick to teach them? How do you maintain basic education 


system for children when their teachers are dying faster than new ones can be trained?  


 


Children in one-parent families are disadvantaged because the family income is likely to be 


lower than children living with two parents. Widows and children who have lost their 


husbands and fathers to HIV/AIDS find that they have their land confiscated, as women are 


presumed not to have rights to land. They also lose property to the man’s family in 


accordance with customary law, especially if they do not have sons above 15 years to 


defend them (Topouzis, 1994). Families of communal farmers who had died of HIV/AIDS 


related illness lost access to support services, as it was the dead member who had access to 


inputs such as credit and extension advice. 


 


Death due to HIV/AIDS is also altering household composition in other ways. According 


to the World Bank (2000), one of the most frequently observed changes is that upon the 


death of the breadwinner, many families in Sub-Saharan Africa send one or more of the 


dependent children to live with relatives. Other families invite unmarried uncles or aunts to 


join the household in exchange for assistance with the farming household tasks.  
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Single parenthood due to HIV/AIDS brings with it the stigma and shame in many 


communities. People widowed through HIV/AIDS may experience isolation. Topouzis 


(1994) found that stigma severs access to assistance from the extended family and the 


community. In a number of cases, the death of a husband is blamed on the alleged 


promiscuity and immorality of the widow. Many lose the respect of the extended family 


and are subject to abuse and repression. Wife inheritance, which is the regular traditional 


mechanism for extending support to widows, is denied such women. In other words the 


traditional value system is breaking down under the impact of HIV/AIDS.  The close bonds 


associated with the extended family can no longer be relied upon, as widows are being 


abandoned while children are hired out too early in their lives to really know about family 


composition. Children are providing extra income or free labour and can be treated like 


property or servants, kept away from school and given inferior food and care (Lyons, 


2000). 


 


HIV/AIDS weakens interpersonal ties. Children orphaned because of HIV/AIDS are 


running away from home and from the extended family to escape the stigma and poverty 


afflicted by the disease. Thus, HIV/AIDS is aiding family dissolution by encouraging 


migration.  


 


Traditional support processes are being eroded in terms of the elderly, who can no longer 


expect to be supported by their children. Instead, the elderly are shouldering the burden of 


caring for children under conditions of increasing personal impoverishment, and with 


associated living problems for both generations (Cohen, 1998). Multigenerational families 


without middle generation are becoming increasingly needing the help an support of others 


for their survival, to those aged 15 years and 64 years and considered belonging to the 


working age, is also increasing. A high dependency ratio implies that children leave school 


early to help the family.  


 


2.10 Implications of literature review on the study 


 


From the literature review it is clear that the impact of HIV/AIDS is likely to be of greater 


consequence to poor farming household than it will for better off-farming households. 


Farming households affected by HIV/AIDS suffers the loss of labour of the sick. Farm 


labour is diverted to households to look after the sick resulting in reduction of farm 
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operations and loss of household income. After the death of sick member, extended periods 


of mourning have adverse effects on household labour availability.  


 


Allowed to spread unchecked HIV/AIDS weakens the capacity of farming households to 


produce food for home consumption let alone selling surplus produce due to shortage of 


household farm labour. Shortage of farm labour results in the reduction of land use due to 


sickness and subsequent death, decline in crop yields due to inadequate farm labour, 


decline in household farm income and households switching to crops that are less labour 


intensive.  A number of studies on the socio-economic impact of HIV/AIDS on farm labour 


have been done, but one cannot generalize from specific case studies. However, case 


studies are important as they reveal issues facing individual households living in the face of 


HIV/AIDS. 


 


Given that Limpopo Province is 89% rural in nature with 46% unemployment rate, a 


greater proportion of the rural people depend on farming for survival. Since the impact of 


HIV/AIDS is likely to lead to further economic shocks for the rural farming community, it 


is imperative that scientific research be conducted on the impact of HIV/AIDS on 


household farm labour particularly in a province that is rural like Limpopo Province.        


 


2.11 Conclusion and recommendations from the literature review 


 


Oni et al., (2002) found that the major economic impact of HIV/AIDS on rural households 


is the loss of household income, due to death of household member and/or loss of job due 


to chronic illness of household members. There is therefore an absolute necessity to 


strengthen and expand the income base of rural households. This can be done through the 


following strategies: Firstly, there is a need to diversify rural household income by 


encouraging rural households members to be involved in other jobs to supplement their 


income. As a means of strengthening income base of rural households, government should 


set up micro-credit schemes for rural HIV/AIDS affected people, to kick-start the 


development of small-scale enterprise among rural population.  
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A study by UNAIDS (2002) found that such policies are best when implemented by 


Provincial and National governments working in close collaboration with the community 


based organisations and non-governmental organisations that are experienced in managing 


income generation projects in rural areas.       


 


Muchunguzi (1999) found that the utilization of savings and new borrowings appears to be 


a common strategy by affected households to cope with the HIV/AIDS illness and 


particularly with a death in the household. The relative amount of savings utilized and 


money borrowed by affected households in these instances are considerable when defined 


as a percentage of current savings, total debt or average household income. Hence, illness 


and death appear to put considerable strain on household finances. The sale of assets is less 


common financial strategy due to relative poverty and therefore a low base. These finding 


were further supported by Rugalema (1998).  


 


Muchunguzi (1999) recommended that the introduction of a broad-based social security 


system offering minimal benefits or of specifically targeted welfare programs may in the 


short and medium term be important in mitigating certain aspects of the impact of the 


epidemic. In the longer run, however, continued efforts at poverty reduction through 


improved educational opportunities and job creation remain important.          
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CHAPTER 3 


BACKGROUND OF THE STUDY AREA 


 


3.1 Introduction 


 


This study was conducted within Limpopo Province. The province is identified as one of 


the least developed regions in South Africa. The profile analysis of Limpopo province is as 


follows: 


 


i. the province covers an area of 123 910 square kilometer which is 


10,2% of national; 


ii. the province has a population of 4,9 million people which is 12,1% 


of national population ; 


iii. the province is 89% rural in nature; 


iv. unemployment rate in the province is presently at 46% meaning that 


a greater proportion of the province population is dependent on the 


potential of land for survival; 


v. the province shares borders with Zimbabwe, Botswana and 


Mozambique; 


vi. HIV/AIDS infection in the province is estimated at 17 persons per 


100 with a potential to affect young people most (Census, 1996). 


 


The economy of Limpopo Province is essentially dependent on the potential of the land. It 


is estimated that between 58-90% of farmers operate at subsistence level (De Villiers, 


1995). 


 


The threat posed to subsistence agriculture by HIV/AIDS epidemic makes it crucial that 


government, NGO, academic institution and development partners respond in a timely and 


effective manner. Quality research is needed to investigate the socio-economic impact of 


HIV/AIDS on household farm labour on subsistence agriculture within Limpopo Province 


where 58-90% of farmers operate at subsistence level and where HIV/AIDS infection is 


estimated at 17 persons per 100. HIV/AIDS exposes already vulnerable resource poor 


household to further economic shocks.   
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Given that unemployment rate within Limpopo Province is presently at 46% meaning that a 


greater proportion of the province population is dependent on the potential of the land, the 


threat posed by HIV/AIDS on household farm labour allocation cannot be ignored. The 


effects of death caused by HIV/AIDS on a household member include loss of labour, loss 


of disposable income, cash income and loss of management skills (FAO, 1996). 


 


3.2 Location and the study area 


 


As a result of the social stigma attached to the HIV/AIDS pandemic, identifying HIV/AIDS 


affected household members is a very difficult task in most South African communities. 


This is because relevant health authorities and members of affected households are very 


sensitive and often unwilling to discuss or give HIV/AIDS related information about family 


members. Even health officials, who are aware of the HIV status of some household 


members, would refuse to give out such information because of the ethical issues involved 


and the need to maintain the confidentiality of the patients health status.  


 


The following rural areas were selected as study sites namely Mabele, Nwajaheni and 


Khubu. These rural areas have one of the highest HIV/AIDS rates (35%) in the Limpopo 


Province (Dept of Health, 2000). The study areas are located within a radius of 20 Km 


from Giyani township. The study areas forms part of the Lowveld region in the Limpopo 


Province and are part of the Greater Giyani Local Municipality. The study areas are close 


to Olifant river, which stretches from Giyani through the Kruger National Park. 


 


Mabele, Nwajaheni and Khubu are part of Mopani district of Limpopo Province. The 


district municipality is one of the 42 districts municipalities in South Africa, which is 


situated in the North Eastern part of the Limpopo Province, approximately 70 kilometers 


from Polokwane city. The district covers a land area of 11097 km (1.1 million hectares). 


The district comprises of four local municipalities, namely, greater Tzaneen, greater 


Giyani, greater Letaba and Ba-Phalaborwa. The district borders Vhembe district on the 


west, Bohlabela district on the South and the neighbouring country Mozambique through 


Kruger National Park on the East. The estimated population of the district is presented in 


table 1. 
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Table 1: Estimated Population Distribution among the Municipalities in Mopani 
District (for year 2002). 
 


Municipality Estimated Population % of Total Municipality wards


Ba-Phalaborwa 125 134 12.59 14 


Greater Giyani 234 882 23.64 25 


Greater Letaba 222 239 22.37 23 


Greater Tzaneen 411 350 41.40 32 


Total for Mopani 


District 


993 605 100.00 94 


Source: Mopani District Integrated Development Plan, 2002             


 


A close observation of table 1 reveals that the district had a total estimated population of 


993 605 for the year 2002, with an estimated household numbers of 182 436, and 


household size of about 5 family members (Mopani district IDP, 2002). Greater Tzaneen 


municipality has the highest population and this represents about 41.40 percent of the 


district population with about 32 municipality wards. Greater Giyani has second largest 


population and this accounts for 23.64 percent of the total district population with about 25 


municipality wards. Greater Letaba is third with a population figure of 222 239 and this 


account for about 22.40 percent of the district population with 23 municipality wards. Ba-


Phalaborwa has the smallest population, which accounts for about 12.60 percent of the 


district population and 14 municipality wards. 


 


3.3 Limitations of the study 


 


Two major problems were encountered during the study. These are the social sensitivity to 


and the stigma attached to HIV/AIDS and problems with access to rural areas during data 


collection phase of the project. As a result of the social stigma attached to HIV/AIDS at 


community and government level, the research team encountered difficulties in obtaining 


required or solicited information. The poor road conditions in rural Limpopo Province 


limited the access to some of the rural households. 
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CHAPTER 4 


METHODOLOGY 


 


4.1  Method of data collection and statistical analysis 


 


The sampling method used was a systematic cluster random sampling in which weighting 


was conducted using the probability proportional size (PPS) technique. Each selected 


farming community was the primary sampling unit (PSU). This means that at each farming 


community, all households had the same chance of being selected for the study. The PPS 


method was used in all the study areas. The survey was anonymous as no personal 


identifiers (names, ID number, address, etc) were asked for in the questionnaire.      


 


Data were collected on medical care system resources (clinics), household HIV/AIDS 


status, structural characteristics of the household, and socio-environmental characteristics 


of farming households who offered to take part in the study. An anonymous, unlinked, 


cross-sectional survey was conducted among 396 households heads who volunteered to 


take part in the study. The survey ran concurrently across the selected areas during the 


month of October 2003. The month of October was adopted based on experience from 


October Household Surveys that are undertaken by the Statistics South Africa (SSA) 


annually. According to SSA (1997) during this period, the population tends to be stable in 


terms of mobility. 


 


4.2  Statistical analysis 


 


Analytical techniques used to analyse data are: descriptive statistics, correlation analysis 


and ordinary least squares regression analyses.  


 


4.2.1  Explanation and purpose of descriptive analysis  


 


This type of analysis reports, for example, the means, frequency distribution or percentage 


of selected variables. The purpose of using this analysis is to determine and compare on a 


farming community basis means and standard deviation of the following variables: number 


of household members working full-time on the farm; number of household members 


working part-time on the farm; HIV/AIDS status; size of land for field crops in Ha; size of 
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land for home garden in Ha; size if land actually planted in Ha; surplus cattle to sell; 


information on HIV/AIDS; where does households go for medical care; difficulty to pay 


for school books; difficulty to pay for agricultural inputs; difficulty to save money; and 


total household farm income.   


 


4.2.2  Explanation and purpose of correlation analysis 


 


Correlation analysis is employed to determine the extent of the relationship between 


variables. It is used to detect the existence of multicollinearity, i.e. the degree of correlation 


between the selected explanatory variables used in the regression models. In this study, the 


purpose is to find out if there is any correlation between the explanatory variables and the 


dependant variables. 


 


4.2.3 Explanation and purpose of ordinary least squares regression analysis 


 


This analytical technique is used to determine the degree of impact of the explanatory 


variables on the dependent variable. For ordinary least squares (OLS), the dependent 


variable should be in a continuos and not dichotomous form (Gujarati, 1998; Koutsoyianis, 


1972). OLS regression was used to identify the socio-economic impact of HIV/AIDS and 


other related variables on household farm labour in three farming communities. HIV/AIDS 


is expected to have a significant negative impact on a number of household members 


working full time on the farm (FTL) in all three farming communities.  


 


In general OLS model can be written as:  


 


Yi = b0 + b1X1i + b2X2i + ....+ ui 


where: 


 


Yi  = Dependent variable; 


X’s  = Independent variables; 


bi = Regression coefficient; and 


ui = Stochastic error term 
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One of the assumptions when using this model is that the explanatory variables are not 


linearly correlated, i.e. there is no multicollinearity (Gujarati, 1998). If they are correlated 


one of the remedial measures is to apply principal component analysis to the explanatory 


variables that are correlated (Koutsoyianis, 1972).   


 


To explain the impact of HIV/AIDS on household farm labour the following linear 


equation is specified: 


 
FTL = b0 + b1WPF + b2HIV + b3SLF + b4SLH + b5SALC + b6SCTS + b7INFO + b8MED + 
b9DFPH +b10DFS + b11DFPAin + b12THI + ui 
 


Where ui is the stochastic error term accounting for the endogenous variables not included 


in the model but are likely to affect the exogenous variable. In general, HIV/AIDS (HIV) is 


expected to have a negative impact on household farm labour (FTL).  


 


Size of land for field crops (SLF); size of land for home garden (SLH) and size of land 


actually cultivated (SLAC) are expected to have a positive influence on the number 


household members working full time on the farm (FTL). The bigger the land to be 


cultivated by a farming household, the more the number of household farm members 


needed to cultivate all the available hectares.  


 


Total household income (THI) is expected to have a significant positive contribution to the 


number of household members working full time on the farm (FTL). Farm labour shortage 


results in poor attendance to recommended agronomic practices such as early planting, 


weeding, fertilizer application, disease and pest control and timely harvest resulting in loss 


of income. Therefore, it reasonable to assume that with increasing number of household 


members working full time on the farm, the total household income will increase given that 


agronomic practices will be done timeously (Ncube, 1999).   


 


Difficulty to pay for agricultural inputs (DFPAin); difficulty to pay for health care (DFPH); 


difficulty to save money (DFS) are expected to have a negative influence on the number of 


household members working full time on the farm (FTL). Lack of required production 


inputs will impact negatively on household members working full time on the farm. 


Information on HIV/AIDS is expected to have a positive influence on FTL. 
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CHAPTER 5 


RESULTS AND DISCUSSION 


 


5. 1  Results 


Definition of variables for which information was obtained in the survey are presented in 


Table 2. In Table 2 descriptive statistics of the variables are also provided.  


 
Table 2: Description of variables used in the analysis.   
 


Variable Description Min Max Variance
Dependent 
Variable 


    


FTL Number of family members working full-time on the farm 1 15 4.861 
Independent 
Variables 


    


WPF Working part-time on the farm (1=Yes; 2= No)  1 2 0.242 
HIV HIV/AIDS status of the respondent (0=Don’t know; 1=Yes 


affected; 2=Not affected) 
0 2 0.249 


SLF Size of land for field crops in ha (0=Don’t know; 1=All not 
planted; 2=All planted; 3= Less than half) 


0 3 1.246 


SLH Size of land for home garden in ha (0=Don’t know; 1=All not 
planted; 2=All planted; 3= Less than half) 


0 3 1.053 


SLAC Size of land actually planted in ha (0-Don’t know; 1=All not 
planted; 2=All planted; 3= Less than half) 


0 3 1.155 


SCTS Surplus cattle to sell? (1=Yes; 2=No) 1 2 3.136 
INFO Information on HIV/AIDS? (1=Very good; 2=Good; 3Average; 


4= Poor) 
1 4 1.054 


MED Where do you go for medical care? (1=Private hospital; 
2=Public; 3=Traditional healer; 4=others) 


1 4 0.499 


DFPH Difficult to pay for health care (1=Very Difficult; 2=Difficult; 
3=Don’t know; 4=Easy; 5=Very easy) 


1 5 2.115 


DFPAin Difficulty to pay for agricultural inputs (1=Very Difficult; 
2=Difficult; 3=Don’t know; 4=Easy; 5=Very easy) 


1 5 10.660 


DFS Difficulty to save money (1=Very Difficult; 2=Difficult; 
3=Don’t know; 4=Easy; 5=Very easy) 


1 5 5.815 


THI Total household income in Rands per month 1.  00 7999.50 870183 
Number of cases = 396 


 


The means for all variables employed in the analytic model are presented in Table 3. The 


means of the variables in the three farming communities indicate significant statistical 


difference in the following variables as indicated by their P-values: number of family 


members working full time on the farm (FTL); size of the land for home garden (SLH), 


where households go for medical facility (MED); difficulty to pay for health care (DFPH); 


difficulty to pay for agricultural inputs (DFPAin); and total household income (THI). 
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Table 3:  Means and P-value for all variables included in the analysis.   
 


 Rural area 
1 


(Khubu) 


Rural area 
2 


(Nwajaheni) 


Rural area  
3 


(Mabele) 


P-
value 


All 


Dependent Variable: 
 
Number of family members working full-time on 
the farm (FTL) 
 
Independent Variables 
 
Working part-time on the farm (WPF) 
 
 
HIV/AIDS status (HIV) 
 
 
Size of land for field crops (SLF) 
 
 
Size of land for home garden (SLH) 
 
 
Size of land actually cultivated  (SALC) 
 
 
Surplus cattle to sell (SCTS) 
 
 
Information on HIV/AIDS (INFO) 
 
 
Where do you go for medical facility (MED) 
 
 
Difficult to pay for Health (DFPH) 
 
 
Difficulty to save (DFS) 
 
 
Difficulty to pay for agricultural inputs 
(DFPAin) 
 
Household farm income (THI) 
 
 
 
Number of cases (N) 


 
 


1.55 
(0.499) 


 
 
 


1.58 
(0.496) 


 
1.52 


(0.502) 
 


1.07 
(0.934) 


 
0.74 


(0.867) 
 


1.15 
(1.056) 


 
2.02 


(1.560) 
 


2.46 
(1.042) 


 
3.06 


(0.618) 
 


2.54 
(2.616) 


 
2.50 


(2.306) 
 


4.13 
(3.086) 


 
838.931 


(811.098) 
 
 


123 


 
 


2.61 
(1.490) 


 
 
 


1.59 
(0.493) 


 
1.52 


(0.501) 
 


1.21 
(1.320) 


 
1.02 


(0.980) 
 


1.24 
(1.056) 


 
2.02 


(1.777) 
 


2.27 
(1.070) 


 
2.95 


(0.724) 
 


2.96 
(1.193) 


 
2.69 


(1.193) 
 


4.90 
(3.383) 


 
894.46 


(717.990) 
 
 


128 


 
 


5.59 
(1.603) 


 
 
 


1.60 
(0.494) 


 
1.59 


(0.494) 
 


1.  14 
(1.065) 


 
1.22 


(1.139) 
 


1.49 
(1.087) 


 
2.21 


(1.933) 
 


2.29 
(0.971) 


 
3.12 


(0.754) 
 


2.81 
(1.501) 


 
2.94 


(2.557) 
 


4.49 
(3.292) 


 
1239.12 


(1132.687) 
 
 


145 


 
 


0.  033 
 
 
 
 


0.919 
 
 


0.487 
 
 


0.579 
 
 


0.001 
 
 


0.030 
 
 


0.627 
 
 


0.303 
 
 


0.111 
 
 


0.060 
 
 


0.326 
 
 


0.143 
 
 


0.001 


 
 


3.30 
(1.199) 


 
 
 


1.59 
(0.492) 


 
1.55 


(0.499) 
 


1.14 
(1.116) 


 
1.01 


(1.026) 
 


1.31 
(1.074) 


 
2.09 


(1.771) 
 


2.34 
(1.027) 


 
3.05 


(0.707) 
 


2.77 
(1.545) 


 
2.72 


(2.411) 
 


4.51 
(3.266) 


 
1003 


(932.836) 
 


 
396 


Standard deviation in brackets. 


 
On average in each households, three (3) household members worked full time on the farm. 


Mabele community had the highest number (6) of household members working full time on 


the farm. Khubu community had the least household members (2) working full time on the 


farm.  


 


In general, the total area for field crops, total area for home garden and total land actually 


cultivated were not entirely cultivated.   
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In general, the total household income is R1 003,00 per month. Mabele community has 


highest average total household income per month of R1 239,12. Khubu community had 


the lowest total household income of R839,00 per month. 


 


The size of the land for home garden (SLH), size of land for field crops (SLF) and size of 


land actually cultivated (SALC) have a significant positive impact on the number of 


household members working full time on the farm. Each of the households for all the 


farming communities has at least two (2) members who are HIV positive.  


 


In general, all households experienced difficulty in paying for health care. Difficulty to pay 


for Health (DFPH) has a significant negative impact on the number of household members 


working full time on the farm. Due to shortage of household farm labour, fewer hectares 


are cultivated resulting in loss of total household income. Due to loss of total household 


income, households find it difficult to pay for health services (Oni et al., 2002).     


 


Total household income has a significant positive impact on the number of household 


members working full time on the farm. Income is payment in exchange of labour, for 


undertaking particular tasks. On the household farm, income results from the sale of the 


produce on which household labour and other factors of production have been spent. Due 


to labour shortage resulting from the advent of HIV/AIDS, total household income was 


affected because of a reduction in area cultivated and a shift from cash crops to feed crops 


(Ncube, 1999).    
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Correlation matrix for all variables included in the analysis is presented in Table 4. The 


variable FTL is negatively and significantly correlated with the variable WPF and HIV 


which is in line with findings by Stover and Bollinger. According to Stover and Bollinger 


(1999) farming households affected by HIV/AIDS are characterized by loss of income 


originating from reduced labour supply within household or from lower remittances of the 


person with HIV/AIDS, who is a frequently the main bread winner.  


 


A strong positive correlation exists between the variable FTL and SLF; SLH. The 


implication is that the more the number of household members working on the farm full 


time, the higher the total hectares to be cultivated on the farm.    


 


Variable FTL is positively significantly correlated with INFO. An indication that 


households that a well-informed about HIV/AIDS are likely to have better understanding of 


the disease. Hence, with increasing INFO, the number of households working full time on 


the farm is likely to increase. 


 


Variable FTL is positively significantly correlated with THI. An indication that the more 


the number of households working full time on the farm, the total household farm income 


is likely to increase.   


 


Variable HIV is negatively significantly correlated with THI. This implies that the higher 


the number of household infected with HIV, the lower the total household income due to 


shortage of household farm labour.   


 


Variable FTL is negatively correlated with DFPH; DFPain; and DFS. An indication that as 


the number of household working full time is reduced, the more it becomes difficult for 


households to pay for health care, agricultural inputs and saving money.    
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Table 4: Correlation matrix for all variables included in the analysis. 
Variables 1   2   3   4   5   6   7   8   9   10   11   12 13 


1. WPF 1.00   
 
2. HIV .375** 1.00 


 
3.  FTL -.715** -.673** 1.00 


 
4.  SLF -.023 -.093 .083 1.00 
 


5. SLH -.106* .044 .094 .324** 1.00 
 


6. SLAC -.017 .000 .015 .188** .361** 1.00 
 


7. SCTS -.065 -.056 .051 -.137** .004 .174** 1.00 
 


8. INFO .012* .007 .117* .109* .022 -.008 -.021 1.00  
  


9. MED -.034 .001 -.009 -.066 -.004 .012 -.011 -.073 1.00 
 


10. DFPH .015 .063 -.025 .029 -.048 -.051 .068 -.179** -.032 100  
 


11. DFPAin  .077 .004 -.067 -.036 .054 .193** .014 .139** -.144** .125* 100 
 


12. DFS  .076 .016 -.002 .122* .082 .164** .041 .156** -.076 .053 .347** 100 
    


13. THI -.122* -.106* .154** .095 .164** .139** .014 .000 -.023 .171 .026 -.021    100 


 


*P < 0.05; **P< 0.01; N = 396 
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In Table 5 OLS regression results are presented. 
 
Table 5: Estimated coefficients for OLS regression equations.   


Dependent variable All Khubu Nwajaheni Mabele 
Number of family members working full 
time on farm (FTL) 


- - - - 


 
Independent variables All Khubu Nwajaheni Mabele 
Working part-time on the farm (WPF) -0.526 


(-17.195)*** 
-0.634 


(-11.278)*** 
-0.489 


(-8.615)*** 
-0.500 


(-10.056)*** 
HIV/AIDS status (HIV) -0.473 


(-15.771)*** 
-0.380 


(-7.000)*** 
-0.491 


(-8.874)*** 
-0.534 


(-11.014)*** 
Size of land for field crops (SLF) 1.827 


(0.135) 
3.986 


(1.317)* 
2.501 


(1.108) 
2.770 


(0.124) 
Size of land for home garden (SLH) 2.796 


(1.851)** 
4.160 


(1.312) 
6.931 


(2.073)** 
3.643 


(1.691)** 
Size of land actually cultivated (SALC) 9.570 


(0.666) 
2.120 


(0.081) 
3.060 


(1.045) 
2.610 


(0.120)* 
Surplus cattle to sell (SCTS) 2.620 


(0.328) 
2.380 


(1.420)* 
6.190 


(0.406) 
6.217 


(0.528) 
Information on HIV/AIDS (INFO) 3.090 


(2.212)** 
2.450 


(0.990) 
6.620 


(2.451)** 
1.870 


(0.793) 
Where do you go for medical centre 
(MED) 


-2.180 
(-1.114) 


-2.690 
(-0.667) 


-7.270 
(-1.888)** 


-2.441 
(-0.812) 


Difficulty paying for health (DFPH) -3.170 
(-0.325) 


-8.169 
(-0.526)** 


-2.960 
(-1.256) 


-3.291 
(-0.291) 


Difficulty to save money (DFS) -1.013 
(-1.646)* 


-2.258 
(-1.866)** 


-1.253 
(-1.035) 


-2.007 
(-0.216)* 


Difficulty paying for inputs (DFPAin) -5.580 
(-1.202) 


-1.260 
(-1.446)* 


-3.112 
(-0.348)* 


-6.790 
(-0.901) 


Total household income (THI) 1.854 
(1.231) 


7.307 
(0.229) 


2.344 
(0.057) 


1.803 
(0.915)** 


Model statistics  
Constant 3.252   3.221   3.548   3.097   
R square 0.714 0.743 0.700 0.763 
Adjusted R square 0.704 0.715 0.670 0.740 
Durbin Watson 1.494 1.309 1.701 1.878 
***Significant at 0.01 level ; ** Significant at 0.05 level ; *Significant at 0.10 level ; ( ) t –values; N = 396.   
 
 


In general, HIV/AIDS status appears to have a significant negative impact on the number 


of household members working full time on the farm. Estimated coefficients for HIV 


variable are all significant at 1% level. The higher the number of household members with 


HIV/AIDS, the lower the number of household members working full time on the farm. An 


indication that households affected by HIV/AIDS suffer loss of farm labour due to sick 


household members who cannot work on the farm. Farm labour shortage results in the 


reduction of farming operations and loss of total household income (FAO, 1996).   


 


In all the three communities, the variable WPF appears to have a negative significant 


impact on household farm labour. Estimated coefficients are significant at 1% level. 
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At Khubu the variable SLF appears to contribute more to FTL and the estimated coefficient 


is significant at 10% level. The size of land for field crops appears to have a significant 


positive impact on the number of households members working full time on the farm. The 


bigger the land area to be cultivated for field crops, the higher the number of household 


members working full time on the farm needed to cultivate the land area.       


 
At Nwahajeni and Mabele the variable SLH appears to contribute more to FTL and the 


estimated coefficient is significant at 5% level. At both areas, SLH appears to have a 


significant positive impact on the number of household members working full time on the 


farm. On average each households of the 396 sample have two (2) members that are HIV 


positive. Generally members who are sick are unable to work on the farm resulting in 


reduced area for cultivation (Oni et al., (2002). Therefore, the higher the number of 


household members who are sick and unable to work on the farm, the lower the hectares to 


be cultivated resulting in loss of total household farm income. 


 


At Khubu the variable SCTS appears to contribute more to FTL and the estimated 


coefficient is significant at 10% level. Surplus cattle to sell appear to have a significant 


positive impact on the number of household members working full time on the farm.    


 


Generally, INFO appears to have a significant positive impact on the number of household 


members working full time on the farm. Estimated coefficients are significant at 5% level. 


An indication that households that are better informed about the disease will have a better 


understanding of the disease. Awareness and knowledge of the HIV/AIDS pandemic is 


critical in making farming communities understand what precautions to take in order to 


protect themselves from the HIV/AIDS disease. Lower level of access to media channels in 


rural communities was noted. High rate of infection of household members due to lack of 


information resulted in increased shortage of household farm labour.   


 


At Nwajaheni, MED appears to have a significant positive impact on the number of 


household members working full time on the farm. Estimated coefficients are significant at 


5% level. The more farming households can afford to visit medical facility, the higher the 


number of household members working full time on the farm. An indication that when 


household members are sick to work, the number of hectares cultivated (SLH; SLF; and 


SLAC) will decrease resulting in loss of income. 
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At Khubu and Nwajaheni variable DFPain appears to have a significant negative impact on 


the number of household members working full time on the farm. Estimated coefficients 


are significant at 10% level. An indication that farming households find it difficult to pay 


for agricultural inputs because household farm labour shortage results in the reduction in 


area cultivated leading to loss in total household income.  


 


At Mabele, THI has a significant positive impact on the number of household members 


working full time on the farm. Estimated coefficients are significant at 5% level. An 


indication that household members not affected by HIV/AIDS will allocate all the available 


household labour towards farming and therefore the available land will all be entirely 


cultivated leading to increased total household farm income.       


 


The coefficient of multiple determination (R2=71.4%) for all areas indicates that the 


independent variables in the model account for about 71.4% of the variation in the number 


of household members working full time on the farm, an indication of a good fit of the 


model. At Khubu R2 is 74.3%, Nwajaheni R2=705 and Mabele R2=70%. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 37 
 


CHAPTER 6 


SUMMARY, CONCLUSIONS AND RECCOMMENDATIONS 


 


This study is based on rural farming communities in Limpopo Province. The study areas 


were Mabele, Nwajaheni and Khubu. The main objectives of the study were to investigate 


the socio-economic impact of HIV/AIDS on household farm labour.  Also, to suggest 


strategies to mitigate the socio-economic impact of HIV/AIDS related morbidity and 


mortality on productive capacity of farmers and their livelihoods.   


 


According to evidence (Table 5) from this study the major impact of HIV/AIDS on farming 


households is shortage of household farm labour. In all the three areas, households affected 


by HIV/AIDS suffer the loss of household farm labour because infected household 


members are sick to work on the farm. Household farm labour shortage results in reduction 


of farming operations and loss of total household income. HIV/AIDS affected households 


have less working members in relation to non-working. Productive working hours among 


caregivers is reduced as they divert away from income earning activities on the farm to care 


for ill household members. HIV/AIDS affected households also experience a reduction in 


economic returns per unit of labour, referred to as quality labour. Resulting in the total land 


area available for crops not entirely cultivated as indicated on Table 3.     


 


Table 4 depicts the negative correlation between the variable number of household 


members working full time on the farm and HIV/AIDS. As household members become 


too ill to work, the number of hectares cultivated will decrease and therefore the total 


household farm income will drop. The decline in total household income is due to decrease 


of both the area planted and the yields.  


 


Evidence from Table 5 suggests that a decline in the total household income make it 


difficult for households in all the areas to pay for health care. A drop in total household 


income results in difficulty by households in paying for agricultural inputs and saving 


money. Access to agricultural inputs such as seed and fertilizer directly affect crop yield 


and thus production and harvest for households, exacerbating the vicious cycle of poverty 


in which the affected households are caught up.   
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Other impacts of reduction of household farm labour on farming activities include the 


following: 


 


i.   Reduction in land use because of sickness and subsequent death; 


ii.   Shift from cash crops to feed crops; 


iii.   Decline in crop yields; and 


i.v.   Decline in number of crops grown because of inadequate labour. 


 


With the advent of HIV/AIDS, evidence (Table 5) suggest that affected household suffer 


loss of total household farm income because of the loss of other factors of production such 


as household farm labour, reduction in the area cultivated and a shift from cash crops to 


food crops. Affected households suffered loss of income when members became too ill to 


work (morbidity) or died from HIV/AIDS related causes (mortality).  


 


The findings in this study are consistent with the theoretical expectations. This study 


confirms studies by Oni et al., (2002) that the impact of HIV/AIDS on household farm 


labour results in the loss of household farm income originating from reduced household 


farm labour.   


 


Based on the above finding, the following are recommended: 


 


Mitigation activities tend to be once off, informal attempts at education or awareness on 


HIV/AIDS. Government needs to implement comprehensive activities starting with 


education and build awareness, leading to peer counselling, voluntary counselling and 


testing (VCT) and treatment. Household members need to be continuously reminded of the 


consequences of their actions. Once diagnosed with HIV/AIDS, household members need 


to receive the necessary support in terms of counselling and treatment. 


 


Other recommendations include: 


i.  Establishment of community support systems by putting in place mechanisms for 


assisting families to take care of members with HIV/AIDS and when the person 


dies, contributing to funeral expenses; 


ii.  Communities should be assisted in setting up feeding centres for children as well as 


adults providing food for the sick; 
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iii.   Prepare brochures in various languages on HIV/AIDS awareness, including home 


based care of the sick; 


iv.   Communities should adopt strategies that minimize reduction of household farm 


labour input so as to sustain production and food security. These strategies will be 


through increased use of animal draught power. In addition, use of minimum tillage 


is recommended. 


 


Such policies are best when implemented by Local, Provincial and National government 


working in close collaboration with the community-based organisations and non-


governmental organisations that are experienced in managing income generation projects in 


rural areas particularly those involving HIV/AIDS affected people. 
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The impact of HIV and AIDS on farm labour supply and demand: Implications 
for agricultural production. 


 
Research Questionnaire 


 
 
Your household has been chosen to participate in this study and your contribution is 


very important. By answering you can help in planning future rural development 


strategies for the country. The answers that you personally give will be kept strictly 


confidential. They will be put together with every one else to give an overall picture. 


No one will know what you said as an individual or what your household members 


said. So, please feel free to tell us what you think. 


 
 
First we would identify who is the head of this household, if the person is absent and 
not likely to return in the next three days or is a migrant worker, then ask who is the 
person that makes important financial decisions about household other than the person 
who is not here. 
 
 


Section A 
A.1.1 
 
Interviewers name: _________________________________________ 
 
Respondents:______________________________________________ 
 
Respondents code:__________________________________________ 
 
Name of location / district:___________________________________ 
 
Municipality: ______________________________________________ 
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Section B: Household Profile  
B.1. 
 


Name of the 
household member 


Age 
in 


yrs 


Gende
r 


M / F 


Relationship to 
head of household 


 


Employment 
status, codes @ 


end of table 


Education level, 
codes @ end of 


table 


Marital 
status 


 
Respondent 1  
(Head of household) 


  XXXXXXXXXXX    


2.       
3.       
4.       
5.       
6.       
7.       
8.       
9.       
10.       
11.       
12.       
13.   


 
Codes for employment status 
 


Working full-time on the farm 1 
Working part-time on the farm 2 
Casual / piece jobs 3 
Unemployed 4 
Pensioner 5 


 
Codes for education 


No formal schooling 1 
Some primary education 2 
Primary education completed 3 
Some secondary education 4 
Secondary education  5 
Post secondary college of education 6 
Some university education 7 
University degree 8 
Post graduate degree 9 
Refused 98 
Don’t know 97 
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Section C: Land 
 
C.1. Do you have access to arable land? 


Yes  1 
No 2 


 
C.2. How long has your household lived on the land / farm in years?  


1-5 years 1 
6-10 years 2 
11-15 years 3 
More than 20 4 


 
C.3. Do you own the land?   


Yes  1 
No 2 


 
C.4. How is the land managed?  


Communal land 1 
Land privately owned 2 
Land owned by household 
member 


3 


Land leased 4 
Others 5 


 
C.5. What is the size of the land in Ha?  


1-5 1 
6-10 2 
11-15 3 
More than 15 4 


 
C.6. How did you utilize this land in the past 5 yrs?  


Livestock  1 
Grain crops 2 
Vegetables 3 
Others 4 


 
C.7. If there was change from one system to the other, why? 


Move to profitable drops 1 
Shortage of land 2 
Shortage of labour 3 
Others 4 
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C.8. How much land available for field crops did you actually cultivate during the last  
        5 years in Ha?  


1-5 1 
6-10 2 
11-15 3 
More than 15 4 


 
C.9. Surplus crops to sell? 


None 1 
Sometime but not often 2 
Regularly 3 
Question not answered 4 


 
C.10. Are there markets for your crops? 


Very Good 1 
Good 2 
Average 3 
Poor 4 


 
C.11. Do you own any livestock? 


Yes  1 
No 2 


 
C.12. If yes, where do your animals graze?  


Communal land 1 
Land privately owned 2 
Land owned by household 
member 


3 


Land leased 4 
Others 5 


 
C.13. Surplus cattle, sheep and goat to sell? 


None 1 
Sometime but not often 2 
Regularly 3 
Question not answered 4 


 
 
C.14. Are there markets to sell your cattle, sheep and goats? 


Very Good 1 
Good 2 
Average 3 
Poor 4 
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C.15. What is your major source of energy for cultivating the soil? 
Manual labour 1 
Draft animals 2 
Petrol and diesel 3 
Others 4 


 
C.16. Do you hire labour from outside the household? 


Yes  1 
No 2 


 
C.17. Why do you hire farm labour?  


Farm labour shortage 1 
Household member is sick 2 
Land available is colossal 3 
Members engage in off-
farm work 


4 


 
C.18. If yes, where do you get the money to pay your labourers? 


Income from sale of produce 1 
Income from off-farm work 2 
Others 3 


 
C.19. How do you benefit from agricultural production? 


Own consumption 1 
Mostly consumption 2 
Most harvest is sold 3 
Others 4 


 
 


Section D: Health 
 
D.1. Did you have any death of a member of your household in the last 36 months 
(3yrs)? 


Yes  1 
No 2 


 
D.2. If so, how many died? 


1-2 1 
3-4 2 
Other 3 


 
D.3. What was/were causes of death? 


Accident 1 
Long-term illness 2 
Short term illness 3 
Others 4 
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D.4. What is the relationship of the member who is sick or died? 
Father 1 
Mother 2 
Brother 3 
Sister 4 
Others 5 


 
D.5. How did the death affect your household? 


Loss of labour 1 
Financial drain 2 
Time loss 3 
Loss of production 4 
Others 5 


 
D.6. Is there any member of your household who is sick?  


Yes  1 
No 2 


 
D.7. If yes, what is he/she/they suffering from? 


Diabetes 1 
Cholera 2 
Diarrhoea 3 
HIV / AIDS 5 
Malaria 6 
Measles 8 
T.B 9 
Others 11 


 
D.8. Where do you and your household usually go for medical care?  


Private doctor 1 
Private hospital 2 
Public clinic 3 
Mobile clinic 4 
Traditional Healer 5 


 
D.9. Approximately how long does it take to get to this medical facility from your farm / 
yard / house? 


About 15 min or less 1 
More than 15 min less than 
30 minutes 


2 


More than 30 minutes less 
than 60 minutes 


3 


More than 60 minutes 4 
Traditional Healer 5 
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D.10. On your way or household member’s way to medical facility or hospital, what 
happens to production on the farm? 


Stop farming activities 1 
Hire labour to continue work 2 
Continue work with less 
labour 


3 


Others 4 
 
D.11. With the sick household member, agricultural production will be affected in what 
ways? 


Loss of labour 1 
Financial drain 2 
Time loss 3 
Loss of production 4 
Others 5 


 
D.12. Who pays for the cost of transport to medical facility and consultation? 


Household head 1 
Relatives 2 
Community 3 
Others 4 


 
D.13. Where do you get funds / money to pay for the sick member? 


Farm income 1 
Off-farm income 2 
Selling of farm assets 3 
Others 4 


 
D.14. With the death of household member, how many days for farming have you lost     
          to farming due to mourning? 


0 days 1 
1-2 days 2 
3-6 days 3 
More or equal to 7 4 


 
D.15. First biggest problem in your community? 


Child abuse 1 
Corrupt local leaders 2 
Crime 3 
Domestic violence 4 
HIV and AIDS 5 
Housing 6 
Hunger 7 
Political tension 8 
Poverty/no jobs 9 
Rape 10 
Theft 11 
Others 12 
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D.16. Second biggest problem in your community? 
Child abuse 1 
Corrupt local leaders 2 
Crime 3 
Domestic violence 4 
AIDS 5 
Housing 6 
Hunger 7 
Political tension 8 
Poverty/no jobs 9 
Rape 10 
Theft 11 
Others 12 


 
D.17. First biggest health problem in your community? 


Alcohol 1 
Cholera 2 
Diarrhoea 3 
Drug abuse 4 
HIV / AIDS 5 
Malaria 6 
Malnutrition 7 
Measles 8 
T.B 9 
Typhoid 10 
Others 11 


 
D.18. Second biggest health problem in your community? 


Alcohol 1 
Cholera 2 
Diarrhoea 3 
Drug abuse 4 
HIV / AIDS 5 
Malaria 6 
Malnutrition 7 
Measles 8 
T.B 9 
Typhoid 10 
Others 11 
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D.19. Have you received any information about chosen disease in your community?  
Yes  1 
No 2 


 
D.20. What type of information?  


Prevention methods 1 
Infection methods 2 
Both 2 


 
D.21. How is HIV and AIDS transmitted? 


Infection by un-sterilised 
sharp instrument 


1 


Unprotected sex 2 
Breast feeding 3 
Do not know 4 


 
D.22. With the sick member have you ever experienced farm labour shortage? 


Yes  1 
No 2 


 
D.23. If yes, is it as a direct result of a member of household being sick and unable to  
          work?  


Yes  1 
No 2 


 
D.24. If the sick member is male, who performs tasks that are taboo to women? 


Relatives 2 
Community 3 
Others 4 


 
D.25. How would you describe the effects of labour shortage due to sick household    
          member? 


Reduced area cultivated 1 
Increased use of child 
labour 


2 


Change in crop production 
to crops that require and 
are less labour intensive  


3 


Others 4 
 
D.26. Source of financial payment for medical and funeral expenses?  


Savings  1 
Sale of livestock 2 
Sale of assets 3 
Burrowing 4 
Others 5 
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Section E: Agricultural Production and labour allocation 


 
 
E.1. What type of enterprise is produced by household on the farm? 


Grains 1 
Vegetables 2 
Fruits 3 
Others 4 


 
E.2. How much quantity is produced per annum in Bags (50Kg)?  


1-5 Bags  1 
6-10 Bags 2 
11-15 Bags 3 
Others 4 


 
 
E.3. Do you utilise the whole farm land for agricultural production? 


Yes  1 
No 2 


 
E.4. If no, why? 


Lack of inputs 1 
Labour shortage 2 
Lack of water 3 
Others 4 


 
E.5. If labour shortage, what causes labour shortage? 


Household members are 
sick 


1 


Household members 
engage in jobs outside 
agric 


2 


Others 3 
 
E.6. Is your household staying with a member with a long-term illness? 


Yes  1 
No 2 


 
4.7. If yes, how has it affected agricultural production? 


No change 1 
Loss of production 2 
Loss of income 3 
Others 4 
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E.8. Supply of agricultural information? 
Very Good 1 
Good 2 
Average 3 
Poor 4 


E.9. Supply of agricultural inputs? 
Very Good 1 
Good 2 
Average 3 
Poor 4 


 
Section F: Orphans 


 
 
F.1. Are you staying with orphans? 


Yes  1 
No 2 


 
F.2. If yes, how did their parents die? 


Died in car accident 1 
Died due to long term illness 2 
They were stabbed 3 
Others 4 


 
F.3. Who pays for their day-to-day necessities? 


Household head 1 
Relative 2 
Community 3 
Others 4 


 
F.4. Does time taken to care for the orphans have an impact on agricultural 
production? 


Yes  1 
No 2 


 
F.5. If yes, how? 


Loss of production 1 
Labour shortage 2 
Loss of farm income 3 
Others 4 
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Section G: Income and expenditure 
 
How much income does your household derive from any of the following? 
 
        G.1. External income 


Source  Rands per month Rands per year 
Salaries and wages   
Remittances (Cash)   
Remittances (Kind)   
Child maintenance (from parent 
outside the home) 


  


Private pensions related to former 
employment 


  


Pensions (old age)   
Disability grant   
Child support grant   
Retirement annuities   


 
G.2. Local source of income 


Source of income Specify activity Rands per month Rands per year 
Making and selling of 
things 


   


Buying and selling things    
Doing jobs for local people    
Transport of goods or 
people 


   


Any other local activities    
 


G.3. General household expenditure 
How much does your household spent on each if the following per month? 


Type Rands per month Rands per year 
Groceries (food)   
Groceries (others)   
Fuel (heat, light, cook)   
Educational expenses 


 School uniforms 
 School fees 
 Pocket money 
 School books 


  


Clothing   
Furniture   
Medical expenses   
Housing rates and rentals   
Expenses on your house 
(new buildings, 
maintenance, repairs, 
extension, and 
beautification. 


  


Maintenance (fences,   
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kraals) 
Telephone and postage   
Subscription and 
membership (clubs, 
organisations, unions, 
political parties) 


  


Agricultural inputs   
Church contributions   
Entertainment, tobacco, 
liquor 


  


Interest on loans   
Hiring of labour to provide 
a service 


  


Others (Specify)   
 
G.4. Savings 
How much money does your household save in any of the following savings 
institutions? 


Type of savings  Amount per month (Rands) Amount per annum 
Formal institutions (Bank, Building 
societies, Trusts) 


  


Saving policy / insurance (Sanlam, 
Old mutual etc) 


  


Burial clubs   
Stokvels   
Others (Specify)   


 
 
 
 





