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Business development in emerging markets, known as the ‘base of the pyramid’, is not without financial risk,

and a key concern in South African communities are the costs associated with HIV/AIDS. Due to the
enormous demand for healthcare, many governments have opted for home-based care systems.
Caregivers are mainly older women and their financial survival is critically important. We found that as the

patient’s illness progressed: 1) the cultural norm ubuntu led the caregiver to increase spending on the
patient and a decreased spending on themselves and 2) the social pressure of stigma led to a very dramatic
drop in direct interpersonal assistance to the patient and an increase in spending on themselves. Their

resulting coping strategies and implications for economic development are discussed.
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1
Introduction

In leading marketing journals (Steenkamp,
2005; Bolton, 2003), the popular business
press (e.g. Demos, 2006; Racanelli, 2006) and
in international monetary policy (e.g. Blejer,
2006; Pasiouras, Gaganis & Zopounidis,
2006), there is a growing interest in emerging
market consumers. Believers in the ‘base of
the pyramid’ (hereafter BOTP) concept (e.g.
Burgess & Nyajeka, 2006; Prahalad & Hart,
2002) acknowledge that while the personal
income levels of these emerging market
consumers are very low, these markets consist
of nearly four billion people and that the
business opportunities these markets offer
cannot be ignored (Prahalad, 2005). While this
large population is not homogenous, research
into BOTP suggests that future growth in

business markets will come from serving these
massive but currently underserved markets.
The basic tenant is that this growth opportunity
will emanate from the huge bottom tiers in
these markets, the so-called ‘base of the
pyramid’. However, business development in
emerging markets is not without considerable
financial risk, and a key concern for such
business development in parts of the
developing world is the HIV/AIDS pandemic
(e.g. Chao, Pauly Szrek, Pereira, Bundred,
Cross & Gow, 2007; Addison, Mavrotas &
McGillivray, 2005; Lockwood, 2005).

The direct economic costs (e.g. medicine,
hospitalisation) of HIV/AIDS and the impact
on business development have received a lot of
attention in emerging markets (e.g. Chao et al.,
2007; McDonald & Roberts, 2006; Bell,
Devarajan & Gersbach, 2006; Garrett, 2005;
van Wyk, Dahmer & Custy, 2004). However,
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without a broader understanding of the indirect
economic costs (e.g. reduced labour, reduced
spending for non-medical goods, cost of care
and cost to the caregiver) associated with
HIV/AIDS, leveraging the large untapped
consumer group at the ‘base of the pyramid’
would be impossible (Burgess & Nyajeka,
2006). Of specific concern is the economic
impact on the elderly family member who
provides the bulk of the health care to those
infected family members. More specifically,
how do these elderly caregivers financially and
practically cope with the burden of caregiving?

In this study, we assess the economic
impact on, and their financial coping strategies
used by, the elderly caregivers as they care for
an HIV/AIDS afflicted family member. More
specifically, we focus on the elderly caregivers
in the emerging market of South Africa. While
a study in Thailand assessed the social and
economic support provided by the elderly
caregivers (Knobel, 2001), a thorough review
of the literature revealed no study has
addressed the impact of direct and indirect
costs on the elderly caregivers of HIV/AIDS
patients.

Assessing the economic impact of
HIV/AIDS on the elderly caregiver is,
however, more complex than simply
measuring the money and time spent as both
cultural norms and social pressures can play a
significant role. In South Africa, the tribal and
cultural norms of blacks are meticulously
honoured by the elderly tribal members
(Freeman & Nkomo, 2006:504; Moore &
Henry, 2005:148). For South African Xhosa
and Zulu collectivist cultures, ubuntu1 stresses
harmonious inter-personal relationships, caring
for each other, sharing and self-sacrifice.
Therefore, Xhosa and Zulu elders commonly
provide both social and economic support for
their family well beyond what is considered
common in the developed world (Freeman &
Nkomo, 2006:504). The high infection rate of
HIV/AIDS has generated a strong stigma
toward this disease which has the undesirable
outcome of reduced access to treatment and the
level of care provided.

We found that as the patient’s illness
progressed, the cultural norm of ubuntu
influenced the caregiver’s spending assistance
to increase, but the social pressure of stigma

led to a very dramatic drop in non-monetary
and direct interpersonal assistance. The impact
of these norms on their own non-medical
spending was mixed. Not surprisingly, we
found that as the caregiver spent more money
on the patient, their own non-medical spending
decreased. However, we found that as their
non-monetary assistance decreased, their own
non-medical spending increased.

The structure of this paper is as follows. We
position our study within the extant consumer
research literature. This is followed by a
discussion of the theoretical model used to
guide the study and the specific hypotheses
tested in this research. A detailed discussion of
our methodology precedes our results and
hypotheses tests. The paper concludes with a
discussion of the results and implications.

2
Literature overview

While the developing world market consists of
up to 4 billion people and a multi-trillion
dollar-market potential, many businesses may
feel that the extreme wealth inequity in these
countries means that the poor cannot
adequately participate in a global market
economy. However, the sales potential in the
developing world is huge (Prahalad & Hart,
2002) and research suggests that economic and
social transformations taking place in the
developing world may lead to considerable
sales potential at the ‘bottom of the pyramid’
for multinational corporations (Prahalad &
Hammond, 2002).

In the developed world, advances in medical
technology have resulted in falling patient
mortality rates and social science research has
shifted to issues such as quality of life instead
(Sikkema, Hansen, Meade, Kochman & Lee,
2005; Mannheimer, Matts, Telzak, Chesney,
Child & Friedland, 2005). The exact opposite
is true in the developing world where the key
problems regarding HIV/AIDS have not
changed: high medical expense, reluctant
behavioural modifications, expanding infection
rates and increased mortality. In the
developing world, the research focus has been
on demographic changes, infection rates
(almost 5.7 million South Africans are
estimated to be infected or 18.1 per cent of the
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15-49 age group), mortality rates (in South
Africa the average life expectancy has dropped
to 38 years), the impact on business
profitability and changing consumption
patterns (UNICEF 2007; van Aardt, 2004,
2002).

Research into this extended impact scenario
acknowledges that the impact of HIV/AIDS is
not merely on the patient, but falls on the
entire extended family, with the bulk of the
impact being on the elderly family members
(Moore & Henry, 2005:157). Van Aardt (2002,
2004) and Moore and Henry (2005) found that
such families are likely to cut back first on
durable goods such as televisions and cars, and
to a lesser extent on semi-durable goods such
as footwear, clothing and textiles. At the same
time, families will take children out of school
to care for the ill, or because they can no
longer afford school fees, uniforms and books.
Ultimately families adapt by eating less and
curtailing their spending on essentials such as
food. By 2012, van Aardt estimates, that (at
current prices) about R7 bn less will be spent
on grain products than if there was no
HIV/AIDS, and about R4,6 bn less on bakery
products. Spending on meat products is
projected to be R14 bn less than in a non-
HIV/AIDS scenario, and spending on fruit and
vegetables will shrink by R7,8 bn. Economic
models predict that the fast-moving consumer
goods sector is most vulnerable, because up to
35 per cent of the SA households that
constitute that market are currently HIV-
positive (Kahn, 2003).

In addition, in South Africa, the massive
infection rates and high mortality rates are
putting untold pressure on the very social
fabric of society (Kahn, 2006) and the family
structure itself (Moore & Henry, 2005).
Recently, research has noted that HIV/AIDS is
not only a social concern, but it is being seen
as an impediment to economic progress,
aggravating the problems associated with
poverty (O’Grady, 2004). Slowing population
growth and lower life expectancies will lead to
high unemployment, a shortage of skilled
labour and reduced foreign investment. Under
these circumstances the domestic market will
shrink to basic goods and services.

Again, these estimates do not refer to the
impact of the pandemic on the health-care

system of the country. In South Africa, the
stress on the medical care system is extreme
and scarce financial resources are not allowing
the community to find the success seen in the
developed world. However, the lack of
resources does not only affect the level of
caring, but also impacts on the availability of
medicine and access to knowledgeable medical
professionals. The sheer weight of demand for
medical care has forced exasperated elderly
family caregivers to accept a ‘home care’
(Beresford, 2004) or ‘home-school-community
partnerships’ (van Wyk & Lemmer, 2007)
solution for those infected with HIV/AIDS. In
other words, patients, or more commonly the
elderly caregiver, will only collect their
medicine at clinics and then administer their
own treatment at home (Beresford, 2004) with
little or no expert assistance.

The situation is worsened when one
considers that affected households start using
their meager savings to finance health care.
For instance, when care is needed in an
affected household by an elderly family
member, they reduce their savings by 56.7 per
cent and borrow significantly more money
than unaffected households do (van Aardt,
2004). An adverse impact on the elderly was
also noted by Knobel et al. (2001) in Thailand.
They found that the impact on the elderly
caregiver was both social and economic.

2.1 When cultural norms and stigma
collide

How a culture responds to such stresses is an
active area of social science research (e.g.
Patrick et al., 2004), but much of these
research focus on the patient level. However,
the impact of HIV/AIDS on the family unit can
be horrendous, changing even the most basic
family functions (Moore & Henry, 2005; van
Aardt, 2004; Weiser et al., 2003).

Historically, black South African cultures2

(in this study primarily Xhosa and Zulu) are, at
the tribal level, collectivist in nature and a key
cultural attribute is ubuntu (pronounced uh-
boon-too). Ubuntu loosely means ‘I am
because you are’, and the concept places a
high value on harmonious inter-personal
relationships, feeling secure, a sense of
belonging and working for the common good
(Khumalo, 2001; Mbigi & Maree, 1995).
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Many empirical studies that have attempted
to identify the antecedents of a successful
relationship concur that trust, commitment,
shared values and communication (e.g.
Morgan & Hunt, 1994; Ganesan, 1994;
Andaleeb & Anwar, 1996; Macintosh &
Lockshin, 1997) are key requirements to a
successful relationship.

Above all, ubuntu stresses harmonious
inter-personal relationships, caring for each
other, sharing and self-sacrifice. It stresses the
avoidance of conflict and confrontation and is
more concerned about the whole rather than
individual gain (Khumalo, 2001). Based on
this prevailing cultural collectivist norm, we
have formulated the following hypotheses (H1,
H2 and H3):

H1: As the patient illness progresses the
caregiver’s spending will increase

H2: As the caregiver’s spending assistance
increases, their financial coping strategies will
increase

H3: As the caregiver’s financial coping
strategies increase, their non-medical spending
will decrease

However, current social research suggests
that HIV/AIDS poses an unseen threat to
cultural norms. Early HIV/AIDS research
(Chesney & Smith, 1999; Laryea & Gien,
1993; Ingram, 1999; Grove, Kelly & Liu,
1997; Taylor, 2001) suggests that generalised
stigma toward this disease resulted in both
delays in testing and subsequent disclosure.
They note that this delay may have helped
speed up its spread in certain communities
under threat because it provides a cultural
barrier to prevention (De Cook, Mbori-Ngacha
& Marum, 2002). While it appears that in
developed nations education and improved
treatment options have reduced the stigma
associated with HIV/AIDS, this is not seem to
be true in the developing world (De Cook,
Mbori-Ngacha & Marum 2002).

In the developing world, the problem is
compounded. Previous research has shown that

moral norms within a society can increase the
level of stigma for both the patient and the
family (Kalichman & Simbayi, 2003). For
example, a study of HIV/AIDS patients in
Botswana, Letamo (2003) found that this
stigma could lead to significant discrimination.
Letamo (2003) noted that attempts have been
made to reduce stigma via education and
shifting to home-based care, but treating
HIV/AIDS differently from other diseases may
have actually had the opposite result (De
Cook, Mbori-Ngacha & Marum, 2002).

In Thailand, Kittikorn, Street and Blackford
(2006) and Moore and Henry (2005) in Togo
found that a conservative moral climate
actually increases the level of stigma
associated with HIV/AIDS. They note that a
‘public judgment’ was created in this moral
climate and the level of stigma grew for both
the patient and the caregiver. They found that
stigma led the caregiver to conceal their
support activities and in some cases, to
withdraw from all support activities in order to
reduce the stigma on themselves. This public
judgment was internalised and can lead to a
dramatic increase in stigma (Lekas, Siegel &
Schrimshaw, 2006). The desire to avoid stigma
can become overwhelming. Based on this
research, the following hypotheses (H4, H5
and H6) were formulated:

H4: As the patient illness progresses the
caregiver’s time helping will decrease

H5: As the caregiver’s time spent providing
assistance increases, their non-financial coping
strategies will decrease

H6: As the caregiver’s non-financial coping
strategies increase, their non-medical spending
will increase

2.2 Model description

The conceptual framework used in this study
was adapted from the review of Booysen and
Arntz (2003) and is detailed in Figure 1.
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Figure 1

Elderly coping strategy model presented in this study
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2.3 Measurement

Stage of Illness: This 5-point interval scale
measure was scaled by the in-home nurse
based on the patient’s CD4 + T-lymphocyte/
µL count (e.g. Linn, Monnig, Cain & Usoh,
1993; Sebesta & LaPlante, 1996).

Financial costs and non-financial costs: the
caregiver’s spending of their income (grant
income), and time with patient (care, transport,
etc.) were adapted from Bachmann and
Booysen (2003) and Russell (2003).

Financial coping and Non-financial coping:
working more, borrowing more, asking for
help, letting work go undone were adapted
from Booysen, Geldenhuys and Marinkov
(2003) and Russell (2003).

Non-medical spending: reductions in
spending (food, housing, transport, etc.) and
personal savings were adapted from Booysen,
Geldenhuys and Marinkov (2003).

3
Methodology

3.1 Sample and community profile

The location of this study was a township
outside a large South African metropolitan
area. The approximate township population at
the time of this study was N = 2,500,000. The
ethnic make-up of this township was pre-
dominantly Xhosa, which is one of the two
largest indigenous tribal cultures in South
Africa (the other being Zulu).

Questionnaires were personally adminis-
tered by trained staff that consisted of nurses
who worked for several NGO in-home health
care providers. Because patients with
AIDS/HIV still bear a strong social stigma
nurses were used to access these subjects and
their caregivers because of the nature of the
nature of the data being collected and their
close relationship with all the family members
in an afflicted household. The nurses were
trained by the authors and they were monitored
throughout the study. Families were selected



SAJEMS NS 13 (2010) No 4 469

for the study based on a convenience sampling
basis from those available within the NGO
data base.

Questionnaires were offered to the
participants in English, Afrikaans, or Xhosa.
Due to the intimate relationship between our
fieldworkers (nurses) and patient’s family, the
response rate for this study was 100 per cent.
Note that the data collection was executed
during the nurses’ regular home visits and as a
result there were no refusals. The final sample
size was 50.

Our respondents, the elderly caregiver, were
98 per cent female and 2 per cent male and
ranged in age from 50 to 93 with a mean of
61.2 ( = 9.82). Two per cent of these
caregivers were spouses of the afflicted, 70 per
cent were parents of the afflicted, 6 per cent
were extended family, and 2 per cent were
family friends. In terms of formal education,
2 per cent of the caregivers had no formal
education, 14 per cent had primary education,
68 per cent had a high school education, and
16 per cent had some form of tertiary
education. Regarding their income source,
4 per cent of these elderly caregivers worked
full-time, 4 per cent worked part-time, 76 per
cent received government grants/welfare, 6 per
cent obtained money from other family
members, and 10 per cent received money
from other sources. Their mean monthly
income was R638.1 ( = R152.1) or $91.15
( = $21.72) in US dollars at the time of the
survey.

3.2 Analysis

Currently, there are two common methods for
analysing complex multiple dependence
relationships. The first, Maximum Likelihood
estimation, such as that used in LISREL
(Jöreskog & Sörbom, 1984), is an analysis
method based on a factor construct concept
that places stringent demands on the data. The
second, PLS (Wold, 1974), the analysis
methodology used in this study, is based on a
component construct concept that places the
same demands on the data as OLS regression

does. Previous research suggests (Fornell &
Bookstein, 1982) that analysis techniques such
as LISREL are better suited for theory testing
of complex relationships, while PLS is better
suited for explaining complex relationships.
The main purpose of PLS, therefore, is the
prediction of empirical and/or theoretical
variables (Fornell & Bookstein, 1982), the
primary objective of this study.
As in regression analysis, PLS requires that
each variable be measured using interval scale
measures. Consistent with previous attitude
research, each latent variable indicator in this
study was measured using Semantic
Differential questions, ranging from five
(‘often’) to one (‘never’) and these endpoints
have been used in both cultural setting and to
assess their impact on response bias (Smith &
Reynolds, 2001). To aid in interpretation, all
the parameter estimates in this study are
expressed in a standardised form to compare
their relative strengths. In PLS, parameter
significance is assessed using a ‘jack-knife’
technique to construct a distribution of
parameter estimates (Dijkstra, 1983). Using
these estimates, the mean and standard
deviation of the parameter estimates are used
to assess statistical significance. In addition,
model goodness-of-fit R2 estimates are
provided following Hulland (1999:202).

4
Results

The empirical results are depicted in Figure 2.
To examine the theoretical construct measures,
we examine the loadings of each indicator on
their respective latent variable. In PLS, the
numerical parameter estimate is the simple
correlation coefficient between the indicator
and the latent variable. These results suggest
that the theoretical constructs reflect the
meaning of their underlying variables. The
overall model R2 is 0.72, illustrating good
overall model fit for a PLS model.
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Figure 2

The resulting elderly coping strategies found in this study.
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We find that as the patient’s illness progresses,
the caregiver spends more money aiding the
patient (0.17) in support of H1. Our results
also suggest that the more money the caregiver
provides for the patient’s health care, the
impact on the caregiver’s financial activities is
increased (0.23). They work, borrow, etc. more
to compensate for their spending on patient
activities, supporting H2. Not surprisingly, this
behaviour has a negative effect on their normal
non-medical spending (-0.29) in strong support
of H3.

We also find that as the patient’s illness
progresses, the caregiver spends less time
directly helping (-0.59), finding which provide
strong support for H4. As the time and effort
the caregiver provides for the patient’s health
care increases, the impact on the caregiver’s
time spent on normal activities is strongly
reduced. In other words, they cannot spend
time doing normal activities because of the
care they provide (-0.21), which is in support
of H5. Additionally, the more the caregiver
uses non-financial coping strategies (asking for

help, letting work go undone, etc.) they seem
to spend more money on their own non-
medical needs (0.34), which strongly supports
H6.

5
Discussion

We find that the coping strategies used by the
elderly caregivers are complex. Cultural norms
drive the elderly family member to provide
assistance and spend money for the sick family
member but the fear of social rejection can, at
the same time, cause them to physically
distance themselves from the ill family
member they want to help. Both of these
activities have mixed impacts on the
caregiver’s non-medical spending, which can
worsen an already stressed South African
economic environment.

Our research in this township, like the social
research of many others, has found that in
South Africa the sick are hiding their disease
from friends and family for fear of rejection. In
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essence, the social norm of ubuntu is being
trumped by the stigma of HIV/AIDS. We
found that as the illness progresses, the
caregiver reduces their level of non-monetary
help and is directly impacted economically
from the illness of their family member.

While outside the scope of our study, we
found in this township this stigma is so strong
that it often leads to eventual abandonment by
the elderly family caregiver. For the patient,
this stigma can also combine with a fear of the
mixed motives of their elderly caregiver. In
essence, many of the sick fear the loss of
tangible goods (money, property, etc.) due to
their death and this fearfulness further leads to
distrust and reluctance (failing) to disclose
their illness to their caregiver (van Dyk,
2005:324). Lastly, we found that the stigma is
so high that many of the sick do not apply for
grants (welfare) payments for fear of an
HIV/AIDS diagnosis, further worsening the
economic impact on both themselves and their
elderly caregiver. This is an interesting and
important area for future economic and
business research. Little wonder that the spread
of HIV/AIDS is so swift in this type of social
and cultural environment.

In this township HIV/AIDS stigmatises both
infected people and uninfected people working
in the field (Uys & Cameron, 2004). This
“secondary stigma” can have a powerful effect
on the caregiver’s status with family, friends
and the public at large. Being avoided because
he or she works with people with HIV/AIDS
can be very stressful for a caregiver. Ostracism
of this kind can deprive the caregiver of much-
needed support (van Dyk, 2005). Additionally,
caregivers are often not adequately trained to
care for patients with HIV/AIDS, and those
who are trained carry a very heavy patient
load. Because South African society cannot
afford to lose its caregivers to stress and
burnout, recent research finds that support for
caregivers is critical (van Dyk, 2005).

These scenarios have not gone unnoticed
(e.g. Cohen, 2000; Weiser et al., 2003). For
example, many NGOs (non-governmental
organisations), Oxfam (through their edu-
cational outreach efforts) and others are now
actively involved in outreach efforts not
merely to prevent the spread of HIV/AIDS, but
to reduce the stigma associated with this

disease (van Dyk, 2005:324). Their work with
churches and in other social settings is an
attempt to reframe HIV/AIDS as a manageable
disease, not a death sentence. To reduce the
financial impact on the elderly caregiver,
many of these aid organisations are also
involved with skills-development activities and
particularly life-skill education for children
(Department of Health, 2005:4). The goal here
is to train the elderly caregiver in both targeted
medical training and an income-generating
skill that can be performed at home (Uys &
Cameron, 2004).

However, these aid organisations face an
uphill battle. Cherian (2004) reveals that
educators and aid organisations are faced with
problems in educating learners about
HIV/AIDS. According to Cherian (2004),
some teachers, based on their cultural
background, find it difficult and uncomfortable
to discuss issues concerning sexual matters
with learners. Additionally, both parents and
educators consider open talk about sex as a
cultural taboo (Zungu, 2002).

While these results are troubling, social
pressures continue to strive for improved care
for the ill and support for their caregiver
(Uys & Cameron, 2004). Recently in South
Africa, many pensioners who were health
professionals (doctors and nurses) have started
their own support groups to assist AIDS
sufferers and the affected caregivers by
volunteering their services in areas such as
bathing sufferers, issuing food parcels,
counseling and taking over their families with
regards to helping these families manage their
homes and with the resulting orphaned
children (Ogden, Esim & Grown, 2004:13;
Akintola 2004:3-4). In the KwaZulu–Natal
province, individuals in the community are
even burying neighbours who cannot afford to
do anything for themselves. These positive
trends can also be found in the township under
study in our research (Mturi, Xaba &
Sekokotla, 2005).

6
Conclusion

The HIV/AIDS pandemic is dramatically
impacting the current economy of South Africa
and the long-term implications of this disease



472 SAJEMS NS 13 (2010) No 4

and its rapid spread is unprecedented in
modern history. Literally complete generations
of wage earners are being infected with this
virus and its economic and social impact are
clearly huge.

The core of the ‘base of the pyramid’
concept (Prahalad, 2005) suggests that while
personal income levels are very low in the
developing world, the sheer size of these
markets means that this business opportunity
cannot be ignored. However, business
development in emerging markets is not
without risk, largely due to the impact of
HIV/AIDS (e.g. Chao et al., 2007). In our
study, we assess a key unaddressed issue in
South Africa: the direct economic and indirect
social costs for elderly caregivers of family
members with HIV/AIDS.

We found that in this township while the
cultural norm of ubuntu leads family members
to care for ill or needy family members, the
stigma associated with HIV/AIDS severely
reduces the physical help provided to sick
family members. Clearly, this mixed result
suggests further research be done in this area.

The end result of this mixed outcome for the
patient is tragic, but the economic impact for
South Africa is equally troublesome. Our
results suggest that in this township, as the
elderly caregiver provides financial assistance
to the ill family member, they attempt to cope
with this spending by working or borrowing
more and this has a very negative impact on
their own non-medical spending. We also find
that as the illness progresses, the elderly
caregiver reduces their non-financial
assistance. In short, they avoid physical
contact with the patient and they attempt to
cope by asking for help and letting work go
undone. The effect on their non-medical
spending is mixed. This complex relationship
between financial and non-financial help
provided by the elderly caregiver can have a
double impact on the developing economy: the
direct cost of HIV/AIDS is enhanced by the
reduction of spending by those who care for
them. Therefore, in this township the promises
offered by the ‘base of the pyramid’ theory in
South African township communities may
never be achieved.

Endnotes

1 Ubuntu was noted by Steenklamp (2005) as a success factor in emerging consumer markets

2 South Africa officially recognises eleven different languages. Black tribal affiliations include Ndebele, Sotho, Swazi, Tsonga,
Tswana, Venda, Xhosa, and Zulu. However, Xhosa and Zulu are the two major black ethnic groups in the South African
townships and are the subjects of this research
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