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Introduction
 
USAID's Office of Food for Peace defines food security as "when all people, at all times, have both physical and economic access to sufficient, safe and nutritious food to meet their dietary needs and food preferences for a productive and healthy life."  More recently FFP has placed greater attention on threats to food security.  HIV/AIDS poses threats to food security at the individual, household, community and system levels.  The purpose of this document is to provide FHI staff with an overview of the linkages between HIV/AIDS and food security at the household and community levels as reflected by the literature available at the time of writing.  This is the first of three documents which FHI is producing to help FHI staff to better understand, assess and mitigate the threats to food security posed by HIV/AIDS.  Following this document FHI will develop a methodology for assessing the threats to food security posed by HIV/AIDS to households and communities where FHI Title II programs operate.  The third document will provide guidance to program planners and implementers on how to best adapt food security programs in order to mitigate the treats to food security posed by HIV/AIDS.  
This is the first section of a three-part document.  

· Section One: Examining the Interactions between HIV/AIDS and Food Insecurity introduces FHI field teams the relationships between HIV/AIDS and food security 

· Section Two: Assessing the Interactions in the Community helps teams to assess interactions between HIV/AIDS and food insecurity in their project areas

· Section Three: Guidelines for Mitigating Food Insecurity Related to HIV/AIDS helps FHI teams to identify and describe priority program opportunities as groundwork for detailed program planning.
Purpose

The purpose of this section is to help FHI teams to better understand the basics of what is known and what is not known about interactions between HIV/AIDS and food insecurity in order to begin the process of assessing these interactions in their project areas and addressing them programmatically. 
Food security as both cause and consequence of HIV/AIDS

The links between HIV/AIDS and food security are bi-directional: HIV/AIDS can increase the vulnerability of households and communities to food insecurity, while food insecurity can also increase the risk of a person becoming infected with HIV (or their “susceptibility” to HIV). This review will look at both how HIV/AIDS affects food security and livelihoods, and how food insecurity and livelihoods can affect HIV/AIDS.   

How food security and livelihoods can affect the transmission of HIV and progression to AIDS

The modes of infection of HIV, such as sexual transmission, mother-to-child transmission, infection through blood/ blood products and through intravenous drug use, are explained in detail in other sources.  But behind each of these immediate causes are various circumstances and conditions (“determinants”) which determine the risk or likelihood of infection.  These range from immediate micro-biological factors such as the prevalent HIV sub-type in an area and the nutritional status of the population, to much broader factors such as culture practices and the legal and policy environment.  Livelihoods and food security are among these determinants.  Below is an illustration the range of factors determining HIV transmission – and possible responses to mitigate them 
  Some of the main ways in which livelihoods and food security can directly or indirectly affect transmission are as follows:
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Nutritional status: The direct links between nutritional status and HIV infection are still disputed (see below under “Nutrition”).  There are some suggestions that better nutritional status can reduce the risk of infection, and that certain micro-nutrients can reduce the likelihood of mother-to-child transmission.  What is less disputed, though, is that poor nutrition, which can be caused by food insecurity amongst other factors, hinders immunity and can worsen the effects of opportunistic infections and in turn speed up the progression from HIV to AIDS.

High-risk behavior and poverty/ hunger: various “coping strategies” in times of food insecurity can put people at higher risk of HIV infection. For example, women and girls may resort to commercial sex work or transactional sex if it is one of the only income-generating options open to them.  Another example is migratory work.  As people – particularly young men - move farther away from home in search of work and spend less time with their families, their isolation and more limited social constraints mean that they are more likely to have unprotected sex, and HIV infection rates tend to rise.

Sexual exploitation and poverty/ hunger: Poverty and hunger can disempower people and place them at risk of sexual exploitation by those who control access to resources, whether it is within households at the worksite or in the wider community. This applies especially to young women and girls. The example of food aid rations being provided in return for sexual favors in refugee camps is an occurrence of this.  As a result of these factors there is a large gender imbalance in HIV infection rates.  For this reason this review dedicates an entire section to gender, HIV/AIDS and food insecurity.  
As with any of the determinants of HIV infection, interventions to respond to one factor will be of very limited value on their own. Providing people with knowledge about safe sexual practices is unlikely to be successful if the economic, social and cultural environment does not enable people to act on their knowledge. Similarly, economic empowerment on its own may not be enough to overcome other harmful power imbalances in relationships.  Effective prevention requires a coherent, multi-faceted approach.  
How AIDS-related illness and death can affect food security. 
HIV/AIDS affects food security and livelihoods in very different ways for different households. The impacts will vary according to the assets of the household (as defined by the household’s resources, productivity, income, consumption and human capital), its demographic composition and the way in which the household is affected.  An HIV-affected household can be defined as a household in which a member is chronically ill (usually from AIDS), a member has died, or a household that is supporting orphans. The mechanisms by which households are affected can be examined by using a sustainable livelihoods framework, and considering impacts on each of the different types of assets available to the household (resources, productivity, income, consumption and human capital). During chronic illness the main effects are: loss of labor due to illness; diversion of labor from production to care (this reduces a household’s income and productivity); increased requirements for spending on healthcare (reducing a household’s consumption of food).  Death leads to an immediate loss of labor, but can lead to other changes in household composition that can positively or negatively affect labor availability. There can be changes in livelihood patterns as remaining members try to optimize their available assets. This can lead to successful coping, or following a period of unsustainable response (e.g. by selling productive assets causing loss of resources) could ultimately result in the dissolution of the household. The economic effects of taking in an orphan depend on the existing composition of the household and then on the age, gender, skills and assets of the incoming orphan, which determines the net contribution of the orphan to the household
Examining the community and our programs through an HIV/AIDS lens to improve food security

Looking at HIV/AIDS and food security together has two main purposes. The first is to increase the chances that FHI’s food security programs can achieve their original objectives despite HIV/AIDS, and, second, to run food security programs in ways that help to prevent HIV/AIDS.  

The community.  In order to help judge whether a specific situation in a community or project area may increase or reduce the risks people face either of contracting HIV or of suffering severe consequences due to AIDS-related illness or death, it is helpful to look at it through an “HIV/AIDS Lens”
.  This simply means asking two basic questions:  “How does food insecurity increase the risk of people in my area contracting HIV?”  And “How does AIDS-related illness or death increase the risk of people in my area becoming food insecure?”  
The program.  This “HIV/AIDS Lens” can also be very helpful in looking at your field’s current or future programs.  In this case the question would be: “How might the program increase or reduce the risk of people in my area contracting HIV?”  And “How might AIDS-related illness or death threaten the programs’ ability to reduce food security?”  

Using this “bi-focal” approach and repeatedly asking these questions help in figuring out what data we need, what questions we need to ask and to whom do we ask them.  As we consider various facets of food security, we will apply an HIV/AIDS Lens and ask:  “How might this facet of food security increase the risk of people in FHI’s project areas contracting HIV/AIDS?”  And, “How does AIDS-related illness or death increase the risk of people in FHI’s project areas becoming food insecure?”  
The Expanded Conceptual Framework for Understanding Food Insecurity
There are a number of frameworks that are useful for looking at the relationship between HIV/AIDS and food security.  Because FHI staff using this document will be working mostly with Title II programs we will use the Expanded Conceptual Framework for Understanding Food Insecurity created by Food for Peace.  Within this framework, in order to help households and communities to move from food insecurity to food security, programs need to tackle the food security risks of “Natural shocks”, “Economic Risks” and “Social and Health Risks” (of which HIV/AIDS is one).  To confront such risks programs need to enhance community resiliency, livelihood capacity and human capital.  More specifically programs need to enhance resources, productivity, income, consumption and human capital.  This should in turn help to bring about the food security outcomes of adequate food availability, adequate access to food and the appropriate utilization of food.  The following sections examine the relationships between HIV/AIDS and resources, productivity, income, consumption and human capital. 
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Secure Livelihoods
HIV/AIDS and livelihoods at the household level

The HIV/AIDS related illness and death of a family member is a shock to a household system.  Depending on their environment and the assets that they control, some households recover from this shock while others may end up destitute.  The following story is a fictional “case study” of one such family’s slide from subsistence farming in which they experience “occasional poverty” to a loss of livelihood and resulting destitution
. 

The story of Edith and Harold
Edith lived with her husband Harold in a rural mountainous region in sub-Saharan Africa.  They had three children aged nine, seven and four years old.  Edith’s father had died many years before but Harold’s father and three brothers were still alive.  Edith and Harold’s assets consisted of one hectare of land that Harold had received from his father, two milk cows, a plow and a few other farming implements and Edith’s sweater-knitting business (a loom and needles).  Edith and Harold and their family were subsistence farmers and were “occasionally poor”.  Edith was able to sell a few sweaters each month to supplement their income.  They had enough to eat most of the time but in the months just before harvest they often had to eat less food than they needed.  One year, Harold became ill.  After several months he tested positive for HIV.  Each month the family had to pay more for medicines for Harold.  As the months passed Harold was less able to work their land.  Edith stopped making sweaters for sale in order to have more time for farm work.  Edith began to depend more on their neighbors for help.  Some neighbors occasionally would help with heavy agricultural chores like planting or harvesting.  Others would bring by a little extra rice or millet from time to time.  Since Edith and Harold had always done the same for their neighbors in the past, most of them simply felt that they were reciprocating.  As Harold’s illness continued Edith began to keep her ten-year-old daughter home from school one day a week to take care of Harold and the four-year-old while Edith worked the fields.  Soon both her ten-year-old and seven-year-old were out of school full time to help with household chores and care-giving while Edith worked their land.  In order to get food Edith sold her loom.  After many months, Harold died. To pay for the funeral costs Edith had to sell their two cows.  After the funeral, Harold’s father took their land and house saying that he had given them to Harold, not to Edith.  The local elders of the community agreed with Harold’s father saying “Only a man can own property”.  They also reasoned that Harold must have gotten AIDS from Edith and therefore, Edith must have engaged in prostitution.  So any claim she might have had should be disregarded because of her “shameful behavior”.  Edith’s sister took her and her children in.  Because Harold died of AIDS the neighbors only rarely come by with rice or millet as they did before.  Edith is now very ill with AIDS.  With no assets and in ill health Edith is now destitute and depends entirely on the help given to her by her sister and a few neighbors.  

The box below illustrates some of the possible ways HIV/AIDS can impact a rural household’s livelihood
.  

	While the Adult is Sick from HIV/AIDS
	After the Adult Dies from HIV/AIDS

	· • Adult becomes sick

· • S/he reduces work

· • Replacement labor is “imported,” perhaps from relatives

· • Adults work longer hours on farm

· • Health-care expenses rise (e.g., drugs, transport)

· • Household consumes less food

· • Farming switches to less labor-intensive crops and farming systems, small livestock

· • Nutritional status deteriorates

· • Adult stops work

· • Household devotes more care to sick adult, less to children

· • Small assets are disposed of (e.g., livestock)

· • Debts increase

· • Children drop out of school to help with household labor


	· • Adult dies

· • Funeral expenses are incurred

· • Household fragments as other adults migrate for work

· • Household reduces cultivation of land, leaves more fallow

· • Inappropriate natural-resource management leads to spread of pests and disease

· • Effects of knowledge loss intensify

· • Common property resources are mined

· • Surviving family members lose access to land and property (e.g., surviving widow)

· • Solidarity networks become strained, possibly to point of exclusion

· • Partner becomes sick

· • Downward spiral accelerates


Source: Gillespie et al. 2001.
HIV/AIDS and livelihoods at the community level

The particular livelihood strategies practiced in a community can play a role in increasing the risk of HIV infection for the people in that community.  They also can play a role in increasing food insecurity resulting from AIDS-related illness or death.   For many of the households where FHI’s Title II programs are operating the primary livelihood strategy is subsistence agriculture.  There are aspects of subsistence agriculture, as a sector, which may increase the risk of HIV infection for those engaged in subsistence farming.  At the same time, AIDS-related illness or death can greatly increase the risk of food insecurity among people engaged in subsistence agriculture.  

Subsistence agriculture refers to a livelihood strategy which combines farming and associated activities, in which the main output is consumed directly by the household, there are few if any purchased inputs and only a minor proportion of output is marketed.  In general, subsistence households are usually relatively poor, may be geographically remote and may be marginalized.  The domestic-farm labor interface describes the close relationship between the general activities of the household (for example child care and child rearing, recreation, support relations between adult members, home maintenance, food processing) and the production of crops and care of animals to feed the household.

However, very few households are entirely self provisioning. In most cases, household and farming activities bring people into contact with the wider economy and society, for example through marketing some of their farm produce or household handicrafts, purchasing farming inputs and consumer goods, and paying taxes. Household members may work for wages on an occasional or regular basis for shorter or longer periods.  So, while subsistence agriculture may be the principal livelihood strategy for many rural families, most households survive by engaging in a range of activities- the work of the home, the work of the farm, activities outside the home and farm but within the local community (such as providing craft skills to other local households) and activities outside the local community (such as labor migration and long distance trading).  

The main way that HIV/AIDS impacts on rural livelihoods and food security is by reducing the amount of labor available to the household and to the community. Because it affects the sexually active population (usually 15 to 50 years old) AIDS also affects persons during their most productive years.   The impact of the epidemic may vary markedly between quite small areas within regions, and between wealthier and poorer households in the same community.  Subsistence production depends very heavily on human labor. The social and economic impact of the epidemic on households and communities focuses on points where domestic or farm labor supply may come under pressure.  
The overall impact of labor loss due to HIV/AIDS on food security for a given household or community may vary depending on how vulnerable the farming system is to labor loss and the stage of the epidemic.  System vulnerability.  It is possible to classify farming systems roughly in terms of their relative vulnerability to loss of labor.  Different combinations of rainfall patterns, soil type, and crop ranges, will be factors in determining a farming system's vulnerability to HIV/AIDS.  The stage of the epidemic.  Researchers have found it useful to describe the HIV/AIDS epidemic as having three stages:  AIDS-initiating, AIDS impending, and AIDS-impacted
.  Communities or regions described as “AIDS-initiating” have a relatively small number of people who have just recently become infected with HIV.  Communities or regions described as “AIDS-impending” have many individuals that are infected but not yet sick.   Communities or regions described as AIDS-impacted experience widespread AIDS-related deaths and other consequences and tend to be at the greatest risk of risk food insecurity.   
For example, where rainfall is seasonal, demand for labor is likely to be concentrated into short periods of a few months or weeks. Death and illness reduce labor availability, both directly through affecting productive members of the household and indirectly through diverting labor to caring for the sick. Both of these effects mean that during the rainy period - a period of high labor demand - farm work may have to be neglected as urgent domestic tasks are forced to take precedence. In places where rainfall is more evenly spread throughout the year, demand for labor will not be so peaked, and the impact of illness and death on the domestic-farm labor interface will be less intense, as the more even spread of labor requirements over the year makes certain coping mechanisms feasible. These coping mechanisms might include: help from relatives and neighbors, longer working hours, or hiring labor. Even so, evidence from high rainfall areas in Africa that as the an area moves from AIDS-impending to AIDS-impacted and the numbers of ill people and deaths in individual households increase, we are more likely to see shortages of labor in some households.  So, while rural livelihood systems in areas of low and markedly seasonal rainfall are most likely to be sensitive to epidemic-related labor loss, even in high rainfall areas a more advanced epidemic can have marked impacts on the domestic-farm labor economy. 
“How do rural livelihood strategies increase the risk of people in a community contracting HIV?”  In some places it is quite common for people to spend some periods each year as labor migrants to large commercial farms or to urban areas. The inability of rural households to provision themselves without this additional income thus exposes people to infection, and the household and the community to the longer term social and economic effects of illness and subsequent deaths. In cultures where marriages are typically unstable, rates of infection are probably higher than among groups in the same country where marriages are of longer duration. Gender, age, and marital, family and household status are thus among the important factors determining how easily somebody will become infected. 

“How do rural livelihood strategies increase the risk of people in a community becoming food insecure because of HIV/AIDS-related illness or death?”  In parts of the world where nuclear households are the norm and where supportive links between such households are limited, death and illness are likely to have a more marked effect on food production, child care, make up of diet, ability to send children to school, and care of orphans, than is the case in parts of the world where larger households or high levels of household interdependence are the norm. Even so, research suggests that when a community or region reaches the “AIDS-impacted” stage of the epidemic, the levels of illness and death rapidly affect the ability of quite large domestic units to provision and care for themselves. Thus, existing coping mechanisms cease to cope when excess illness and death reaches such levels as have been seen in some rural communities affected by HIV/AIDS. 

Below is a list of general questions that may help food security programmers to better examine the linkages in specific communities between rural livelihoods, HIV/AIDS and food security. 
How susceptible is this community or region to the spread of HIV infection?

· Are multiple sexual partners common?

· Is there occasional or regular migration for wage work?

· Are there high levels of alcohol consumption?

· Is the community relatively close to transport or trading centers?

· Are there frequent interactions with market centers?

· Is the status of women low?

· Do women have limited economic independence?

· Are there major economic differentials between men and women?

· Are physically damaging sexual practices practiced?

· Is there widespread exchange of cash or favors for sexual services?

How vulnerable is this community or region to food insecurity as a result of AIDS-related illness and death?
· Is the climate dry?

· Is the range of crops limited?

· Are there marked labor peaks in the agricultural cycle?

· Are there very labor intensive agricultural processes?

· Is the tradition of labor exchange between households present or absent?

· Are there existing pressures on the domestic-farm interface?

· How easy or difficult is it to substitute existing labor intensive food crops with less labor demanding crops?

· Are food surpluses adequate or low?

· Are there opportunities for off-farm income?

· Is land tenure secure or insecure?

Program issues, food security and HIV/AIDS
The following sections examine how HIV/AIDS and food insecurity tend to interact around areas that are often addressed by food security programming.  The purpose of this section is to help to make the links between interactions at the individual, household and community levels and program areas in which FH teams tend to work.  The first section looks at the cross-cutting issues of gender, stigma and orphans and vulnerable children (OVC).  These are often addressed across the gamut of programs.  The next section looks at how HIV/AIDS and food insecurity interact in specific program areas or sectors such as livestock promotion or natural resources management.  
Cross cutting issues: Gender equity, stigma reduction and care and protection of OVC

The issues of gender inequity, stigma and the situation of orphans and other vulnerable children (OVC) touch on all aspects of HIV/AIDS and food security.  Therefore these three are discussed first. 

Gender, HIV/AIDS and Food Insecurity
 

“The social and economic status of women…is one of the most, possibly the most, important single factor conditioning the spread of HIV and the ability of households and communities to withstand its impacts.”

Women are biologically, socio-economically, and socio-culturally more at risk of HIV infection than men and they are often more vulnerable to the post-infection impacts of AIDS.  Gender inequity shapes power relations and sexual relations and thus risk. The subservient status of women is a central feature of the risk environments of southern and eastern Africa, and HIV/AIDS exacerbates these inequalities (UNAIDS 1999). From a biological point of view, women are more susceptible to HIV infection than men.  Women’s relative powerlessness increases their risk of exposure.  Economically, women’s dependence on men and their unequal access to resources, opportunities, and assets, including land, often place them at high risk.  Violence against women, especially forced or coerced sex, increases women’s vulnerability to HIV/AIDS.  Upholding female property and inheritance rights can thus help prevent the spread of HIV. Promoting women’s economic security and empowerment reduces their vulnerability to domestic violence, unsafe sex, and other AIDS-related risk factors.
In Sub-Saharan Africa women and girls are disproportionately impacted by HIV/AIDS.  Globally, just under half of all people living with HIV are female.  The figure for SSA is 57% (13.3 million) while young women and girls, 15-24, now constitute 75% of all those living with HIV/AIDS in that age group.  

	Table X. Percentage of PLHAs who are women between the ages of 15 and 49


	Bolivia 
	32%

	DRC 
	57%

	Ethiopia 
	55%

	Kenya 
	65%

	Mozambique 
	56%

	Uganda 
	60%


What factors make women and girls more susceptible to HIV/AIDS?

Although many HIV/AIDS prevention programs assume that men and women have equal power to choose whether to abstain from sex, to be faithful or to use a condom, the fact remains that women and girls face a number of HIV-related risk factors and vulnerabilities that men and boys do not.  While some of the increased risk may be due to anatomical differences between men and women, most risk factors are deeply embedded in the social relations and economic realities of their societies.  While it is not easy to change these social and economic factors, until they do change, efforts to contain and reverse the AIDS epidemic and the consequent links between HIV/AIDS and food insecurity are unlikely to succeed.  

The risk of becoming infected during unprotected vaginal intercourse is greater for women than men, and the risk for young girls is greatest because the lining of the neck of the womb is not fully developed.  In southern Africa, for example, women and girls often get infected with HIV almost as soon as they start having sex. In a study in Zambia, 18% of women who said they had been virgins a year before being tested for HIV were found to be HIV-positive, while in South Africa, 21% of sexually active girls 16–18 years of age tested HIV-positive. 

Low economic status of women and transactional sex

Using sex as a commodity in exchange for goods, services, money, accommodation, or other basic necessities (often with older men) can be a key survival strategy for many poor women.  Such “transactional sex” involves non-marital sexual relationships, often with multiple and older male partners.  This can be a reflection of men’s superior economic position and access to resources, women’s difficulties in meeting basic needs, and the cultural value placed on men having multiple sexual partners.  Where women are more prominent in market trading and other forms of commercial activity they tend to be less economically dependent on their male partners than in other places.  Across sub-Saharan Africa, income-earning opportunities for women with low educational levels are particularly poor, 

Power differential in relationships

Women and girls often do not have the power to abstain from sex or to insist on condom use—even when they suspect that the man has had other sexual partners and might be infected with HIV. In a study in Zambia, for example, only 11% of women believed that they had the right to ask their husbands to use a condom—even if he had proven himself to be unfaithful and was HIV-positive. A recent study among women attending antenatal-care clinics in Soweto, South Africa, found that women were more likely to be HIV-positive in relationships where men wield considerably more power and control than they do.

Special risks to married women.

“In some places, the main HIV risk factor for a woman is the fact that she is faithful to a husband with previous or current other sex partners. Among sexually active girls aged 15–19 years in the cities of Kisumu (Kenya) and Ndola (Zambia), a multicentre study reported that HIV-infection levels were 10% higher for married than for sexually active unmarried girls (Glynn et al., 2001)
. In rural Uganda, among HIV-infected women aged 15–19 years, 88% were married (Kelly et al., 2003)
. This is because young women, particularly teenagers, often marry men significantly older than they are, and these men are more likely to have had other partners and therefore are more likely to have been exposed to HIV.”

Lack of knowledge about HIV and sex.

“Social norms impose a dangerous ignorance on girls and young women, who often are expected to know little about sex and sexuality. That lack of knowledge magnifies their risk of HIV infection. In countries such as Cameroon, Lesotho, Mali, Senegal and Viet Nam, two thirds or more of young women (aged 15 to 24 years) did not know three HIV prevention methods when surveyed.”

Intergenerational sex increases risk of infection for young women.

Sex between young women and considerably older men is common in many countries, including sub-Saharan Africa and there is evidence that the age gap between partners increases chances that young women will become infected (Kelly et al., 2003). HIV prevalence was approximately 16% among teenage girls (15–19 years) in rural Zimbabwe whose last partner was less than five years older than themselves, but among girls with partners 10 or more years older, HIV prevalence was twice as high (Gregson et al., 2002). In Kisumu, Kenya, among women three years or less the junior of  their husbands, none was found to be infected with HIV, but half the women with husbands 10 years or more their senior were HIV-positive. 

Violence against women increases risk of HIV infection.

Violence against women refers to a range of behaviors, including sexual violence (rape and forced sex), physical assault, emotional abuse (for example, prohibiting a woman from seeing family and friends), ongoing belittlement, humiliation or intimidation, and economic restrictions (such as preventing a woman from working, or confiscating her earnings).

Research has confirmed a strong correlation between sexual and other forms of abuse against women and women’s chances of being HIV-infected.
  In addition, the fear of violence—not just from partners but from the wider community—prevents many women from accessing HIV information, from getting tested and seeking treatment, even when they strongly suspect they have been infected.  The most common form of violence perpetrated against women is violence at the hands of their partners
.  Research has uncovered strong links between intimate partner violence and increased likelihood of HIV infection.  

Educational gap

While in many countries girls are educated at a lower rate than are boys, education is a key defense against the spread of HIV.  Evidence shows that secondary education can significantly reduce girls’ vulnerability to HIV, since those years of schooling boost the skills and opportuni​ties they need to achieve greater economic inde​pendence.  It is also a sad fact that in too many places, going to school may also place girls at risk.  Studies in Zimbabwe, Botswana, South Africa, Swaziland and Zambia, have reported that girls face sexual harassment and violence both from male students and teachers.
  

What factors make women and girls more vulnerable to food insecurity and other impacts of AIDS? 
Women and home-based care for PLHAs 

Generally, women and girls provide the bulk of home-based care, and are more likely to take in orphans, cultivate crops and seek other forms of income to sustain households
.  As the time and energy of women and girls are increasingly absorbed by care duties, their opportunities to advance their education, achieve some financial independence through income-generation, or build skills fade.  In many cases, girls are taken out of school to care for a sick family member.  

Women and orphan care

The increase in AIDS orphans places women at a disproportional risk of food insecurity.  In many countries, female-headed households—including those run by elderly women—are much more likely to take in orphans and to take in a greater number of orphans than male headed households.
  As the epidemic’s toll grows, more grandmothers are now caring for orphans than they did a decade ago. It is estimated that grandmothers in Botswana, for example, care for roughly half the children who have lost a mother or father (UNICEF and Ministry of Local Government Botswana, 2003).
  

Denial of women’s inheritance and property rights

Women’s vulnerability to HIV and to AIDS-related food insecurity is further exacerbated by unequal property and inheritance rights.  In much of sub-Saharan Africa the legal and traditional systems often do not recognize or uphold women’s property rights.  This reduces women’s economic security and can lead to women having to endure abusive relationships or resort to sex for economic survival.  In some countries, women whose male partners or fathers die of AIDS are subjected to “asset stripping” by their spouses’ or fathers’ relatives, which casts them into deeper economic insecurity

).  The resulting poverty and economic dependence leave them exposed to increased sexual exploitation and violence. One FAO study in Namibia found that 44% of widows lost cattle, 28% lost small livestock, and 41% lost farm equipment in disputes with in-laws after the death of a husband (Kaori, 2004). Even when legal protections exist they often go un-enforced. 

Stigma and Food Insecurity.  

HIV/AIDS-related stigma
 is one of the greatest barriers to HIV/AIDS prevention and the most significant determinant of HIV/AIDS-related food insecurity.  Stigma underlies almost every aspect of food insecurity among HIV/AIDS affected individuals, households and communities. 
What is “stigma”?  Stigma is a spoiled identity. To stigmatize is to label someone, to see them as inferior because of an attribute they have.  Because we are human beings and imperfect, all of us stigmatize someone else at some point. 

Stigma is a process with four distinct steps. 

1. First, we point out or label differences — He is different from us—he coughs a lot. 

2. Second, we attribute differences to perceived or real negative behavior — His sickness is caused by his sinful and promiscuous behavior. 

3. Third, we separate “us” (the “normal”, “righteous” or “deserving”) from “them” (The “abnormal”, “sinful”, or “undeserving”) — for example, by shunning, isolation, or rejection 
4. Fourth, the people who are stigmatized lose their status in the society and are discriminated against (loss of respect, isolation, loss of rights). 

There are three types of stigma:

􀂄 Self-Stigma is self-hatred, shame or blame.  When people feel they are being judged by others they sometimes come to believe that they deserve it and isolate themselves—sometimes PLHAs practice “self-stigma” and isolate themselves from their families and communities 

􀂄 Felt Stigma is when a person perceives or feels that someone with HIV/AIDS is inferior to them in some way.  

􀂄 Enacted Stigma is when someone acts on this perception by talking to or about someone or otherwise treating them in a discriminatory manner.  
“How does AIDS-related stigma increase the risk of people in my area contracting HIV?”

HIV-related stigma is the greatest barrier to preventing HIV/AIDS because it keeps people from talking about HIV/AIDS and from engaging in prevention activities.  Many people fear being stigmatized and discriminated against if they were to become HIV positive.  This fear makes it very difficult to prevent infection with HIV since if a person engages in prevention activities others may think that the person has HIV.  It is very common for people to avoid getting an HIV test for fear of someone finding out their status and shaming them or discriminating against them.  A woman who knows that she is HIV positive may not disclose this to her husband or partner because she fears being shamed, abused or thrown out of her home.  

 How does AIDS-related stigma increase the vulnerability of people in my area to food insecurity?”  
“The HIV virus will kill you eventually, but the stigma will kill you quickly.” (A Haitian PLHA)

The main way that HIV-related stigma can increase the vulnerability of a person or household to food insecurity is from the discrimination, social isolation and loss of rights that often result from stigma.  

Stigma may reduce the access to food within a household.  For example, family members may isolate an individual with HIV/AIDS or refuse to eat with, cook for, or provide food to him or her.  If a child thought to have HIV is ill or malnourished health workers may refuse to treat or care for the child.  They may believe that the child will die anyway and therefore they should not waste scarce medicines or supplementary foods on the child. 

Stigma may place a household at risk of food insecurity in a number of ways.  

· Community members may exclude the family from the usual networks of mutual help and labor exchanges because they are afraid of getting HIV or because they don’t think that a person with HIV can do the work. 

· Community members may refuse to buy food from the market stall of a PLHA or a household member, refuse to buy a farmer’s produce or refuse to hire them for agricultural or domestic work.  

· A household may lose needed off-farm income if a household member loses their job in a nearby town because they or a family member is HIV positive. 

· Farmers who are living with HIV/AIDS are often denied access to needed credit since people believe that the person will not be healthy enough to be able to repay the loan.  

· Many NGOs will exclude People Living with HIV/AIDS (PLHAs) from their programs either because the staff or community leaders are afraid of getting HIV from working with the person, because they do not consider the person healthy enough to participate, because they think the person will die soon anyway or because they believe that the person is immoral and should be shunned. 

· Widows and orphans of someone who has died of AIDS may be denied the right to inherit the deceased person’s land, home or productive assets (plow, mill, livestock). 

· Family members may refuse to take in orphans of parents who died from AIDS or they may treat them poorly or refuse to send them to school.  

Orphans and Vulnerable Children (OVC) and Food Insecurity

Among the most devastating effects of the HIV/AIDS pandemic in sub-Saharan Africa is the rapidly growing orphan population. An estimated 12.3 million children in the region have been orphaned by AIDS, and this population will increase in the next decade as HIV-positive parents become ill and die.  In 2010, in all affected countries of southern Africa except Angola, between one-fifth and one-quarter of all children less than 15 years will have lost their mother or both parents to AIDS.

OVC are at an increased risk of HIV/AIDS.

Impoverished and without parents to educate and protect them, orphans and other affected children face many kinds of abuse and risk, including HIV infection.  Many are forced into exploitative and dangerous work – including exchanging sex for money, food, ‘protection’ or shelter.
  .

OVC are at an increased risk of food insecurity 
Orphans are likely to be more food-insecure, more malnourished, and less healthy than non-orphans (Lundberg and Over 2000; Ainsworth and Semali 2000; Gilborn et al. 2001; Gertler et al. 2003; Deininger et al. 2001).  In Uganda, orphans’ health and nutritional status were worse and their use of public services much lower than those of non-orphans (Deininger et al. 2003). The type of orphan hood seems to matter.  Children who lose their mother run greater risks of malnutrition and death than do children who lose a father.  The impact of maternal orphan hood is severe regardless of household assets, while the impact on paternal orphans is felt only in poor households.  As well as orphans, there are millions more vulnerable children who are caring for infected family members, dropping out of school because of a lack of financial support, and going hungry or undernourished.  Orphans and other vulnerable children can be placed at risk of malnutrition and food insecurity by a number of factors which may begin to have an impact well before a parent dies.  

Most families affected by HIV experience poverty. When parents or other family members are ill, their productivity decreases or stops altogether, and family income is reduced. In most African rural communities families typically become impoverished in the following circumstances
:

Sick parents often cannot provide for their families.  They cannot take plants and crops to markets for sale or take care of animals. They may also sell animals to pay for medical expenses.

The households hosting orphans often cannot provide for them.  When parents with HIV die, they may leave their children under the care of widows and elderly relatives, such as grandparents.  In studies in Zimbabwe and Ethiopia, more than half of orphans were taken care by grand parents (58% in Zimbabwe) and other relatives (38% in Ethiopia)
.  The grandparents are often too old to earn a living, (such as through food production or income generation) and, indeed, may barely be able to survive themselves. Many do not have the skills, tools or money needed to help them to earn a living. As household size is increased by the number of orphaned children, so the resources available for each person in the household decrease, and households often become poorer.  A study of OVC in Tanzania found that of those households with an OVC, 23% could not meet the child’s medical needs and another 11% of the households were food insecure

Parents may die before passing on their agricultural skills to their children, so that even those who manage to keep their land are unable to produce enough food for themselves and their siblings. Grandparents, widows and orphans may lack skills, tools and money to buy the seeds, fertilizer or pesticides they need for efficient food production or crop diversification. These households are most affected by poor harvests and pests.

Affected households are less resilient.  Reduced agricultural production leaves households with less food for their basic needs and fewer reserves for times of shortage. This leads to malnutrition and poor growth and development. In studies conducted in Lesotho and Sierra Leone double orphans were more malnourished (30% & 34% underweight) compared to non-orphans (17% & 27% respectively).

Funeral expenses.  When death occurs, the funeral expenses, which must be paid by the bereaved family members, can be very high, causing families to go further into debt – especially after long illnesses, which have already drained family resources.

“Asset stripping”. Unscrupulous relatives or neighbors may take land and animals from orphaned children or the children may be obliged to sell off these assets to pay debts or funeral expenses, leaving them with no resources for food production.  With significantly reduced total household income, households begin to use their savings. Eventually, resources such as land are sold, leaving the family impoverished and with nothing to fall back on in times of need.

Orphans and vulnerable children often are unable to continue their schooling either because they are needed at home to care for or replace the labor of a sick relative, or because the family lacks the resources to pay school fees.  In a study in Tanzania 24% of the double orphans (vs. 68% non-orphans) could continue their schooling indicating a huge drop out rate. This places them at risk for food insecurity in both the short term and the long term.  In the short term, such children are usually out of the reach of school feeding programs.  In the long term, they are denied the opportunity to gain marketable skills that would enable them to make a living in the future.  Educational outcomes for orphans tend to depend on the closeness of their kin bonds to their household heads.  Orphans living with distant relatives or unrelated caregivers tend to fare worse in school enrollment than those living with closer relatives.  
Destitution.  Where children have no relative or kind neighbor to take care of their basic needs, they may become so impoverished that they must live on the streets.

Impact to Households from Hosting Orphans

In addition to the risks of food insecurity that orphan hood and other vulnerabilities place on the children themselves, taking in an orphan may also place some host households at risk of food insecurity.  There is no clear pattern to the type of household that hosts orphans.  The demographic characteristics of a household are not, by themselves, necessarily a reliable indicator of the food security of that specific household.  For example, while studies have shown that households headed by women, the elderly or those households hosting an orphan run a disproportionate risk of food insecurity, such households often are no more or less food secure than neighboring non-elderly adult male-headed households without orphans.  A recent study of survey data from 26 sub-Saharan African countries found no significant difference between the nutritional status of orphans and non-orphans (Weight for Age Z score).  Households hosting one orphan did not report being any more food insecure than households with no orphans.  However, households with more than one orphan were 3.2 times more likely to report food insecurity with hunger than were households with no orphans.
   

The age, gender and skills of the orphans themselves will impact on the food security of the host household. Younger children are more likely to place a strain on the household, both in terms of the costs of providing for their material needs and in terms of the caring requirements that they may have from adults. Older children, on the other hand, may actually bring a net economic benefit to the household in the short run at least if they are working and contributing to household income or food production.  In such cases, however, it is important to ensure that such a contribution is not at the cost of their education or through some form of exploitation.  In terms of increasing human capital orphan care can represent an alternative channel of transferring skills and knowledge to the next generation (which may accrue to the household and community in the future).  Hosting orphans can represent a reduction of human capital at the community level (or “social capital”) to the extent that the community’s traditional orphan support practices are over-burdened, the elderly become care givers instead of being cared for and host families have less capacity to offer gifts or remittances to address other needs in the community.  Hosting an orphan can represent a reduction in a household’s available labor and/or labor productivity if the orphan requires increased care (e.g., child is young or ill) or if elderly household members and older children are obliged to increase their labor to increase household income.  If the orphan is old and healthy enough to work, hosting may increase the amount of labor available to the household.  A household’s disposable income may be reduced or increased depending on net contribution of orphan.  If an orphan has no assets of her/his own (or if assets were “stripped” upon the death of the parents) the hosting household may need to sell off productive assets such as livestock or equipment.  If an orphan is able to keep inherited assets, then hosting may increase the household’s net assets.  Hosting may have either a positive or negative impact on the protection of natural resources.  If the orphan is old enough to work then hosting may result in increased maintenance of a household’s soil, forest or water resources.  The opposite may happen if the orphan increases the burden on an already-poor household.  

OVC often lack essential skills and indigenous knowledge
.

The increasing number of orphans and the collapse of extended family networks due to AIDS-related illness and death lead to a loss of local knowledge of agro-ecology and farming practices since parents often die before they are able to teach their children the farming practices that have evolved over generations.  The loss of productive generations takes with it the channel for passing livelihood skills and agricultural knowledge from generation to generation.
“How does the failure to pass on skills and indigenous knowledge to the next generation make people in a community or region more susceptible to HIV/AIDS?”  

Rural farming systems depend upon a wealth of local agricultural knowledge that is essential for maintaining production.  Young people who do not receive this essential knowledge and skills are less able to support themselves and thus are at greater risk of destitution, exploitation and risky coping behavior.  Moreover, the loss of so many from the productive generations can place a serious burden on those surviving adults to cope with the severe labor shortages and increased household responsibilities, particularly in caring for sick or dying family members.  As their own coping mechanisms are stretched beyond capacity they may adopt a day-to day, hand-to-mouth crisis management strategy of survival in which there is little room for concern about HIV prevention.  

“How does the failure to pass on skills and indigenous knowledge to the next generation make people in a community or region vulnerable to food insecurity?”  

At the household level, orphans and other vulnerable children who have not received essential knowledge and skills from the older generation are themselves less capable of productive farming and animal husbandry.  In some instances affected households may cease growing certain crops, for example cash crops that only men knew how to market or wild foods that only women knew where to collect.  The general level of skills and indigenous knowledge essential to food production may decline at the community level.  Surviving adults and orphans with already stretched coping mechanisms have little time or reserves that would allow them either to participate in agricultural extension activities to learn more productive techniques or to impart their own knowledge and skills to their own or other young people.  

Specific program areas.

The following six program areas tend to vary in importance from place to place.  Each one is described in detail below. 

Productive assets (Livestock, equipment, etc.)

“How may the productive assets of a household influence the householders’ susceptibility to HIV infection?”  

Households that control a large number of valuable assets such as herds of livestock, plows and other equipment tend to be less vulnerable and their members are less likely to engage in risky coping behaviors such as transactional sex and migrating for employment.  These assets can also provide a hedge against shocks such as a prolonged illness or death of an adult.  Conversely, families with few such assets are more likely to fall into the kinds of risky coping behaviors described above and may be less resistant to shocks. 

“How may AIDS-related illness or death increase the risk of the loss of a household’s productive assets?”  

During a prolonged illness a household may begin to sell off its assets to cover health care costs and other costs of living.  Families may begin to sell or slaughter their livestock (which often constitutes a rural family’s “bank account”) either because they need the money to cover costs or because it is too difficult for them to maintain their animals without the labor and/or skills of the ill household member.  A more sustainable activity is for households to rent out specific assets such as oxen, plows, grain mills, and irrigation pumps as an alternative source of income.  In some cases families may paddock their livestock rather than graze it since there may be no one to care for the livestock in the grazing areas.  Upon the death of an adult a family may also sell off its assets and sell or slaughter livestock to cover funeral costs as well as other living costs.  If it is the male head of the household who dies, the surviving widows and orphans often are vulnerable to “asset stripping” in which family members take land, livestock, equipment and other assets from the widow.  If a household takes in an orphan householders may need to sell assets to cover the increased costs.  However, depending on what assets the orphan may bring with him or her and the ability of the orphan to contribute labor, the household’s assets may remain stable or actually increase.  When a household sells off its assets these assets tend to remain within the community.  This however can increase inequity within the community.  
Sustainable/protected natural resources (Land, soil, water resources, forest etc.) 


“How might the degradation of natural resources increase the susceptibility to HIV infection among people in a specific community?”  

Land and other productive natural resources and their productive and sustainable use form the foundation of the local economy and of food security at the community and household levels.  When a household has no or insecure access to land for agricultural production then its members may be forced to make a living as agricultural laborers, migrants or domestic workers.  In many of these settings women and young people may be vulnerable to sexual exploitation and risky coping behaviors.  When natural resource degradation reduces the access of poor families to essential resources due to such things as over-harvesting of medicinal plants, deforestation, over fishing and increased poaching of wildlife, they are less able to support themselves and thus are at greater risk of destitution, exploitation and risky coping behavior.  

 “How does AIDS-related illness or death increase the risk of the loss or degradation of natural resources?”  

The three major impacts of HIV/AIDS on natural resources are through selling land, changes in the way that land and natural resources are used and maintained and reduced competency for resource management at the community and institutional levels.  
Land.  As in the case of productive assets a household may begin to sell off its land to cover health care costs and other costs of living.  A more sustainable activity is for households to rent out some of their land as an alternative source of income.  In areas where a woman’s rights to land tenure are not upheld, many women have decided to let land lie fallow rather than to rent it out for fear that male tenants would expropriate it.  Because of the loss of labor, families may also change the way they are using the land.  For example they may shift from cultivating labor-intensive grains to less labor intensive tubers (like cassava).  Upon the death of an adult a family may also sell off land to cover funeral costs as well as other living costs.  If it is the male head of the household who dies and issues of land tenure and inheritance are unclear or if the community does not recognize the land rights of women, widow or orphans, the survivors may lose their land to “asset stripping”.  If a household takes in an orphan, householders may need to sell or rent land for income, they may change the way they use the land or may reduce land maintenance if the orphan requires much care.  However, if the orphan can contribute labor, a household may actually divert rented or fallow land back into household production and may increase land maintenance activities.  At the community level, when a household rents out land other relatively poor households may benefit from the access.  If a household sells the land it is usually to a relatively better off household.  This can increase inequity in the community.  If a household leaves land fallow or does not maintain the land then food may become less available at the community level.  
Other natural resources.  Poaching, over-harvesting of fish and wildlife, and uncontrolled gathering of wild foods, timber, firewood and medicinal plants can intensify as households lose their capacity for heavy agricultural labor.  People often look increasingly to natural resources as a source of income generation to replace other income lost due to HIV/AIDS or other illnesses.  There has been an increase in poaching in parts of South Africa, as local people seek additional protein sources.  There has been an increase in unsustainable timber consumption for coffins such as in Kisumu, Kenya, which is seriously affecting the Kakamega Forest, and reduced wood supply for timber and firewood in Tran boundary sites in South Africa and Mozambique.  

Communities lose their competencies in community based natural resource management (and indeed the communal structures on which these are based) as trained individuals, advocates and community leaders die.  The professional conservation workforce is also declining greatly due to HIV/AIDS. 
Labor Productivity

“How does labor productivity affect the risk of people in my area contracting HIV?”
Households which have higher labor productivity relative to their neighbors by definition are able to get more done with less work (usually measured in terms of time worked.  Households with members who are physically and mentally able to do physical labor tend to be more resistant to shocks and less susceptible to exploitation and risky coping behaviors than similar households with low labor productivity.  Communities in which a large proportion of households have high labor productivity are more able to help needy individuals and families.  

“How does AIDS-related illness and death affect labor productivity?”
The primary way in which HIV/AIDS impacts on food security is by reducing the labor available for food production, income generation (through marketing agricultural products or other income sources) and for meeting the other needs of the household.  An HIV/AIDS affected household may lose about two person-years of labor by the time of the death of a person with AIDS.  A study in Tanzania showed that when a household contained an AIDS patient, 29% of household labor was spent on AIDS related matters including care of the patient and funeral duties.  In a Kenyan study the death of a household head decreased net output by 68% and a spouse’s death reduced total net output by 46%.
During the AIDS-related illness of an adult, the ill person reduces the amount they are able to work.  Other household members shift their labor from other income producing or household tasks to caring for the ill family member.  Children are often pulled out of school to help in household tasks and in care-giving.  There is less time for farm work and other income generating activities which leads to a declining agricultural production and income.  There is also less time for generating social capital through such activities as visiting, helping in labor exchanges, communal tasks, or church attendance.  Upon the death of an adult, householders must spend time in hosting and attending the funeral.  The loss of the adult may increase the dependency ratio.  The remaining household members must spend more time caring for any orphans.  The surviving parent may send children to live with relatives, thus stressing their social network.  The household may rely on the elderly, children and extended family members to cover for the ill or deceased adult.  The household may shift from labor intensive agriculture to other means of income generation that require less demanding physical expenditure.  
Income.  

“How does poor income increase susceptibility to HIV infection?” 

Households whose income is too small to meet their needs must find other ways to obtain basic necessities.  Members of such households may be more likely to engage in risky coping behaviors such as migrant labor and transactional sex.  
“How does AIDS-related illness or death increase the risk of people in my area losing income?”  
HIV/AIDS can impact the finances of households and communities in a number of ways.  The loss of labor at the household and community levels can decrease short term agricultural production and income.  The illness or death of an adult, especially the male or female head of household can also greatly reduce the off-farm income of a household.  This can also lead to a “de-capitalization” of the household and community as families sell off productive assets and invest less in agriculture.  This de-capitalization can have a more long-term impact on food production and income for the household and community.  A household that is affected by HIV/AIDS may experience such impacts as, reductions in income from farm and off-farm sources, increased expenditure on health care, transport, and funerals, reduced expenditure on agricultural inputs, e.g., fertilizer and seed, liquidation of savings accounts; sale of livestock and assets, e.g., jewelry, increased reliance on off-farm income, reduced access to credit; increased debt, borrowing from informal sector and/or from usurious money lenders and the pledging of future crops   A community that is affected by HIV/AIDS may experience such impacts as a decrease in aggregate community income, reduction in expenditures among community businesses, reduction in aggregate community savings, increase in demand for loans and consumption credit (for example, to pay for funeral expenses), decrease in demand for productive credit (such as purchasing a plow or a draft animal), increase in the price of credit, increase in the default rate in credit markets, increased spending on traditional and modern health care
   
Credit access

Households with an ill or deceased adult family member often have the least access to affordable credit (such as from informal sources or microfinance institutions) since they are usually less able to repay a loan than a similar household that is not affected by HIV/AIDS.  Such households may resort to loans at usurious rates to pay for the cost of health care or funerals.  Some microfinance programs have introduced innovations to help mitigate the impact of AIDS.  Some of these innovations include: 1) allowing a borrower to transfer the loan to another family member and including this member in training sessions, 2) mandatory loan default insurance, 3) mandatory death benefit insurance, 3) legal services (such as will-writing and succession planning), and 4)the provision of education trusts for children.  

Nutrition

Reduced food consumption

HIV/AIDS tends to result in a decrease in food consumption at the individual and household levels.  Individuals with AIDS sometimes suffer from oral thrush (mouth sores).  These sore can make it painful to eat and so the person may eat less food less frequently.  Studies done in Côte d’Ivoire, Tanzania and South Africa have shown that AIDS-affected households tend to consume significantly less food than non-affected households.  This is probably a negative coping mechanism whereby households consume less food in order to make their income stretch as household income decreases and household expenditures for health care increase.  

HIV/AIDS and malnutrition are interrelated.  Malnutrition seems to increase risk of HIV/AIDS and HIV/AIDS places a person at risk for malnutrition. 
“How might malnutrition increase the susceptibility to HIV/AIDS?
It is not yet clear what role malnutrition plays in increasing an individual’s risk of infection if that person is exposed to HIV.  However Malnutrition may also cause someone with HIV to get AIDS earlier.  There is, however, evidence that certain kinds of micro-nutrient malnutrition can cause someone who has HIV to get sick with AIDS earlier.  But the evidence from different studies is sometimes contradictory, so researchers are not yet sure about this link.  
 “How might AIDS-related illness or death increase the risk of people in FHI’s project areas becoming malnourished?”
(Please see the section on reduced food consumption above)
Inferior biological use of food. 
Even within food secure households, people living with HIV/AIDS run a high risk of malnutrition.  One of the earliest terms for AIDS was “Slim” (this refers to the severe wasting that a person with advanced AIDS may suffer).  Even when a person with HIV has access to a “normal” diet, the disease can still cause malnutrition.  This can happen because the person eats less than necessary (often due to reduced appetite or mouth sores).  This can also happen because the person’s stomach does not absorb nutrients the way it normally does (malabsorption) or because their body is using or excreting nutrients at a faster rate than normal.  All of these problems can in turn, weaken the person’s immune system and hasten the onset of AIDS.
    The table below shows the increased energy intake recommended for people living with HIV/AIDS.  
	Table.  Nutritional needs of Adults, Adolescents and Children Living with HIV/AIDS


	
	HIV Positive Phase
	Energy
	Protein

	Adults and Adolescents
	Asymptomatic
	10 % increase
	No change

	
	Symptomatic
	20 – 30 % increase
	No change

	Children
	Asymptomatic
	10% increase
	No change

	
	Symptomatic with no weight loss
	20-30 % increase
	No change

	
	Symptomatic with weight loss
	50 – 100% increase
	No change


Women’s Nutrition and Prevention of Mother-to-Child Transmission (MTCT) of HIV

Global estimates among breastfeeding populations show that, on average, 63 percent of children of HIV-positive mothers will not be infected by HIV; 7 percent will be infected during pregnancy, 15 percent during delivery, and 15 percent over the first two years of breastfeeding.
Malnutrition among pregnant and lactating women may increase the risk of Mother-to-Child-Transmission of HIV (MTCT).  If they have a poor diet or cannot eat enough food, pregnant women may suffer from malnutrition, and malnutrition and its consequences can cause (or make worse) a number of problems for a mother and her child. These problems are listed below: 
􀀐Weakened immune system: Malnutrition weakens a woman’s immune system and makes it harder for her body to fight diseases and infections (including HIV). These diseases and infections can threaten the mother’s health and the health of the unborn baby. 
􀀐Greater chance of MTCT: Women with a weak immune system and high viral load (a large amount of the HIV virus in the blood) are more likely to pass the HIV infection to their children. 
􀀐Irritated digestive system (stomach): Certain infections, such as parasites and those caused by diarrheal diseases irritate the lining of the small intestine and make it difficult for the mother to absorb nutrients from the food she eats or to lose small amounts of blood or nutrients. This leads to further malnutrition. 􀀐Anemia: Malnutrition can contribute to anemia, which can affect both the mother and her baby. Anemia can lead to heavy bleeding during pregnancy and delivery, which endangers the mother and puts the baby at increased risk of exposure to HIV. Anemia can also lead to low birth weight and premature birth. 􀀐Preterm or low birth weight newborn: Malnutrition and its consequences are major causes of preterm and low birth weight babies. Such babies are usually not very healthy and cannot fight disease, including HIV/AIDS
. 
Infant and young child feeding and prevention of MTCT

Babies in developing countries who breastfeed have at least a six times greater chance of survival in their early months than those who do not
. They are much less likely, for example, to get respiratory infections and diseases associated with diarrhea, the two major causes of infant death and poor infant health. Over 10 million children under 5 years of age die every year; 60 percent of these deaths are associated with poor nutrition, and 13 percent of these deaths could be prevented by optimal breastfeeding
. 
  Breastfeeding is especially important for premature and low birth weight babies.  

The main risk of breastfeeding is the danger of MTCT; if an HIV-positive mother breastfeeds her child, the child may consume HIV in her breast milk. The virus may infect the newborn through mucous membranes inside the mouth, through lymph tissues, or through the lining of the gastro-intestinal tract (the stomach and intestines). This is especially true if the infant receives water, gruel or porridge, or other fluids and semi-solids during the early months of life. An HIV-positive mother has a 5-20 percent chance (approximately 1 in 7) of passing the virus to her child if she breastfeeds for 18-24 months. 

At the present time the best advice for HIV-positive mothers is to exclusively breastfeed from birth for the first six months—but not longer—or until such time as replacement feeding becomes Acceptable, Feasible, Affordable, Sustainable, and Safe (AFASS).  Some experts are recommending that a mother stop breastfeeding completely at about six months.  Other nutrition experts are questioning this and are saying that stopping breastfeeding at six months may be more dangerous to the child than the risk of breastfeeding with complementary foods after six months
.   

HIV/AIDS, Nutrition and Child Survival
While growth failure often accompanies HIV/AIDS in young children, the stronger effect of HIV/AIDS on the nutrition of young children probably comes from the fact that families that are affected by HIV/AIDS tend to be less resilient and thus run a greater risk of becoming destitute in the face of a major shock such as drought, flooding or civil strife.  A recent study looking at child nutrition in Lesotho, Malawi, Mozambique, Swaziland, Zambia and Zimbabwe after the 2002 drought showed that the prevalence of underweight increased much more in areas of these countries with higher HIV prevalence than in areas with a lower HIV prevalence.
  
Malnutrition interferes with medication for chronic illnesses such as HIV/AIDS and tuberculosis. 

People with chronic illnesses such as HIV/AIDS or tuberculosis may take various types of medications either to cure the illness, as in the case of tuberculosis, or to reduce the effects of the illness (as in the case of HIV/AIDS).  Interactions of medicines and food can affect the medication’s efficiency, nutritional status, and adherence to drug regimens.  

Water and sanitation

How can HIV/AIDS affect health & sanitation?  In areas with high HIV prevalence, water and sanitation organizations are finding it harder to do their work due to illness, death, and absenteeism among their water and sanitation extension workers.  As household members become ill or spend more time caring for the ill there is less time available for hauling water, maintaining latrines and maintaining a clean environment.  This is likely to increase the incidence of diarrhea and parasitic infections (and impede the utilization of food) among all householders whether or not they are HIV positive.  
How can health & sanitation affect HIV/AIDS?  Good access to safe water and sanitation is crucial for people living with HIV/AIDS and for providing home-based care to AIDS patients.  People who are ill need water for bathing and washing soiled clothing and linen.  People with AIDS need safe drinking water for taking medicines.  Weak individuals need nearby latrines.  Households need water to keep the house environment and latrine clean in order to reduce the risk of opportunistic infections and other illnesses.  Adequate and clean water supply can contribute to sustainable livelihoods by saving labor and energy, improving the use of food consumed, and reducing expenditure on health care.
Education

HIV/AIDS impacts access to education both at the systemic level and at the household/individual level.  Children who are denied access to schooling have fewer livelihood options and, thus, will tend to be more vulnerable to food insecurity in the future than are children who are able to go to school.  They are also less likely to have access to important health information and so may run a greater risk of HIV infection.  In many areas of high HIV prevalence there are shortages of teachers since many of them are either ill or have died from HIV/AIDS.  In areas where schooling is available children (mostly girls) may be taken out of school to help care for a sick parent.  Orphans are less likely to be in school than are non-orphans.  Outcomes for orphans depend on the closeness of kin bonds to the head of household.  Orphans who are closely related to the head of their host household are more likely to be in school than are orphans who live with distant relatives or unrelated caregivers.  
Other Issues
Depending on the stage of the epidemic in an area, food security and HIV/AIDS may interact significantly around other important issues not dealt with above.  Two of these are the burden on elderly caregivers and diminishing capacity of institutions and communities to meet the food security needs of communities due to the impact of AIDS-related illness. 
The Elderly
Older caregivers provide a wide range of services to ill adults and children affected by AIDS.
 Recent research conducted in Thailand, Zimbabwe, and Uganda found that over two-thirds of elderly respondents were the main caregivers of ill adults or orphans whose parents had died of AIDS.  Most of these are elderly women.  In a recent study conducted by Horizons Program and Plan International Kenya, elderly caregivers reported that poverty and ill health are major problems and greatly impede their role as caregivers.  Older adults report that they get satisfaction from their care giving roles.  However many say that they lack adequate knowledge, skills, and resources for patient care.  Many also report that disciplining children is a major challenge for them.  Orphans say that they often face significant hardships when raised by elderly caregivers as they may be given tasks for which they are not old enough.  Care giving can compromise older caregivers’ emotional wellbeing and involvement in gainful activities. Religion is an important source of emotional and spiritual strength for elderly caregivers.  All caregivers interviewed are members of a church in their community and they frequently acknowledged their belief and trust in God to improve their situation. They also encourage the children in their care to pray. 
Institutional and Community Capacity.

“…[B]uilding the capacity of local organizations, community organizations in particular, to take over the responsibilities for providing food security related services initially provided by the cooperating sponsors is key.”

“How does the capacity of government agencies, local and community organizations affect susceptibility to HIV infection?” 

HIV/AIDS is a disease of poverty, where government agencies, local and community organizations are capable of delivering services that support the health, education and livelihoods of household and communities, they tend to help reduce transmission of HIV.  
“How does AIDS-related illness and death affect the capacity of local and community organizations?” 

In many parts of Africa and other high prevalence areas HIV/AIDS is eroding the capacity of government agencies, local and community organizations to provide communities and households with basic human services.  
“HIV/AIDS undermines organizations through high absenteeism, high turnover and a loss of institutional memory.  Key organizations that support peoples’ livelihoods are increasingly under strain in the worst affected countries… For many poor households in Africa, access to key services such as health, education and agricultural extension were already extremely limited. HIV/AIDS is likely to erode this access further.”

Conclusion

To be developed 
Recommended Resources

To be developed. 
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