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ACRONYMS
	AIDS
	Acquired Immuno-Deficiency Syndrome

	BCC
	Behavior change communication

	CI
	Chronic illness

	CSI
	Coping Strategies Index

	DAP
	Development Assistance Program

	HBC
	Home-based care

	HH
	Household

	HIV
	Human Immunodeficiency Virus

	HIV/AIDS
	Human Immunodeficiency Virus / Acquired Immuno-Deficiency Syndrome

	LST
	Labor-saving technology

	MED
	Micro-enterprise development

	MFI
	Microfinance institution

	MTCT
	Mother-to-Child-Transmission of HIV

	OVC
	Orphans and vulnerable children

	PD
	Positive Deviance

	PLHA
	Person Living with HIV/AIDS

	SHG
	Self-help group

	TB
	Tuberculosis


INTRODUCTION:  
This is the third 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 lay the groundwork for the detailed planning of programs to mitigate the interactions between HIV/AIDS and food insecurity in their project areas.  FHI teams should use this section to develop a prioritized list of client groups to be reached, central purposes for their potential programs, categories of desired outcomes, potential strategies, methods, potential partners and possible funding sources.  
Section One: Examining the Interactions between HIV/AIDS and Food Insecurity (found at the beginning of this document) examines the relationships between HIV/AIDS and food security along eleven categories of desired program outcomes.  Based on the experience of FHI and other organizations in the field Section One looks at HIV/AIDS and food security with regard to desired program outcomes having to do with gender, stigma, orphans and vulnerable children.  The next six categories are based on the Expanded Conceptual Framework for Understanding Food Insecurity created by Food for Peace (See Appendix B) These are: assets, productivity, income, nutrition, rational use of natural resources and access to and use of water and sanitation.  Section Two: Assessing the Interactions in the Community helps the assessment team to assess interactions between HIV/AIDS and food insecurity in their project area.  It also helps the team to identify priority client groups in their project area for programs, the central purposes of the potential program and the categories of desired program outcomes that apply to each central purpose.  This section looks at the ways in which enhancing FHI’s program outcomes within each of these ten categories can help to mitigate food insecurity related to HIV/AIDS.  Team members should use this section to look at the examples provided of how other organizations have addressed each category of desired program outcomes.  These examples are offered for consideration and discussion as team members determine potential strategies needed to achieve their desired outcomes, what methods or mechanisms they will use, and potential partners and funders with whom they can work to carry out these activities.  

How to use these guidelines

This section is not intended to be used as a “cook book”.  The programs illustrated in this document are ones that have been used by other organizations and will not necessarily be appropriate to all the priority needs of a specific program area.  Teams will need to adapt any program activities described below to fit their situation.  In many cases teams may find it necessary to create completely new strategies to address the needs of their project area.  
Team members should consult this section as they work together to fill out Tool 8: Potential Program Opportunities and Partners (See Appendix A).  The section gives a number of program activities or strategies for each of the 11 categories of desired program outcomes.  For each program activity or strategy listed there is a brief description of situations when such an activity may be appropriate, some of the pros and cons of using such a strategy, examples of programs using the strategy (where available), sample indicators for similar programs (where available) and references to technical resources useful for detailed planning.  
This section is still in draft form.  As it is written the section stresses the mitigation of the impact of HIV/AIDS on food security.   We hope to expand it in the future to give more details on how programs can also reduce the risk of HIV infection due to food insecurity.  

PROGRAM ACTIVITIES AND STRATEGIES FOR MITIGATING THE IMPACT OF HIV/AIDS ON FOOD SECURITY 
The following pages describe program activities and strategies that have been used to mitigate the impact of HIV/AIDS-related illness and death on the food security of individuals and households.  
For the purposes of discussion, the document below categorizes program examples by desired program outcome categories.  However, it is important to keep in mind that a single program or intervention will and should touch on a variety of outcome categories.  It is important for teams to keep a holistic perspective as they select the kinds of programs that communities need to mitigate the impact of HIV/AIDS and other chronic illnesses.  Although programs aimed at mitigating the impact of HIV/AIDS on food security are still in their infancy, researchers have observed that

 “What have been most successful, so far, in mitigation at community level, are integrated and systemic approaches, which recognise the holistic and community-driven dimensions of the problems and the need for self-reliance in food production and community interdependence.   What have not been very successful are reductionist approaches, based on narrow, external prescriptions – often for given technologies/ methods with a single-issue focus that does not fit the conditions of resource-poor farmers.”

“HIV/AIDS” vs. “Chronic Illness”.  This section often uses the terms “HIV/AIDS” and “Chronic Illness” for two reasons.  First, HIV/AIDS is only one of several common debilitating chronic illnesses such as tuberculosis or cancer.  A person who is debilitated by any disease is just as needy as a person who is debilitated by AIDS.  This is also the case for affected families and orphans or vulnerable children.  So programs should target all households or individuals in the project area that are at risk of food insecurity due to chronic illness or death.  Second, because of the strong stigma against people affected by HIV/AIDS, lack of testing services and the nature of AIDS, it will often be impossible for program staff (and for the affected individuals themselves) to distinguish between one chronic debilitating illness and another.  Furthermore, targeting households affected by chronic illness may be much more acceptable at the community level and less stigmatizing than targeting households affected by HIV/AIDS.  Thus this section tries to use the term “HIV/AIDS” when discussing issues that deal specifically with HIV/AIDS (such as stigma).  In other cases the document refers to “chronic illness”.  
Cross cutting desired program outcomes: 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 equity
Women and girls are more vulnerable to food insecurity and other impacts of AIDS and are more susceptible to HIV/AIDS infection and disease than are men.  Therefore FHI’s field teams should design and implement programs that make it a priority to reduce the impact on women and girls and to reduce their risk of infection.  Team members should look closely at all program components and activities and ask “How does this activity help to reduce gender inequity in our area?”  Below are listed some major ways that FHI teams can combat gender inequity.  
Mitigating the impact of chronic illness on the food security of women and girls. 

· Reduce the impact of home-based care on women and girls

· Reduce the impact of orphan care on women and girls

· Uphold the rights of women to own and inherit land and other assets. 
Reducing the risks of HIV infection posed to women and girls by food insecurity. 

Improve the economic status of women and girls 

Promote girls’ schooling and education  

Ensure that women and girls obtain the knowledge they need about HIV/AIDS and sex in order to protect themselves. 

Promote equity in relationships between men and women. 
Actively promote fidelity within marriage. 
· Work to discourage intergenerational sex 
Promote “Zero Tolerance” for violence against women. 

Mitigating the impact of chronic illness on the food security of women and girls. 

Reduce the burden of home-based care on women and girls.  Because the burden of caregiving in the home often falls on women and girls it is important to ensure that any food security intervention associated with HBC include things such as promoting men and boys in caregiver roles, and mitigating the economic “opportunity costs” of caregiving by targeting women and girls in affected households for food assistance, “food for care”, help with schooling costs or other forms of help. 

Reduce the burden of orphan care on women and girls.  When assisting orphans or vulnerable children it is important also to include women and girls in the household as beneficiaries as appropriate. 

Uphold the rights of women to own and inherit land and other assets.  All efforts to formalize land holding or to acquire productive assets such as livestock or equipment should ensure that women are given the opportunity to benefit.  Where inheritance laws place women at a disadvantage, programs can promote (or require) locally acceptable ways to protect the rights of a wife or older daughter to inherit land or assets.  
Reducing the risks of HIV infection posed to women and girls by food insecurity. 

Improve the economic status of women and girls.  Agricultural training, marketing schemes, micro-enterprise development, food for work and other interventions should make it a priority for women and girls to benefit as directly as possible.  This will help to prevent women and girls having to trade sex for food or having to consent to unsafe sex with their partner/husband to avoid the risk of becoming destitute. 

Promote girls’ education.  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 opportunities they need to achieve greater economic independence.  All school nutrition / feeding programs, school improvements and support, school gardens, junior farmer skills and life schools and the like should help to promote girls’ education and ensure that girls are safe from harassment and exploitation at school from teachers or male students.  

Ensure that women and girls obtain the knowledge they need about HIV/AIDS and sex in order to protect themselves.  “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.”
  FHI fields should ensure that education on sexuality and HIV/AIDS (whether abstinence-based or comprehensive) provides girls and women with the basic information on sex, reproduction and STI/HIV transmission and prevention in ways that are acceptable to the community).  
Promote equity in relationships between men and women.  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.
  FHI fields should promote educational messages and biblical reflections that stress the gospel values of mutual love and respect between men and women.  Staff should encourage the inclusion of women in leadership roles in project activities and church congregations.  When working with churches, FHI should promote activities such as classes that promote better communication between husbands and wives.  
Actively promote fidelity within marriage.  “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.  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.”
  FHI teams should promote educational messages stressing the need for men to be faithful to their wives and to protect them (and possibly their children) from HIV infection.  
Work to discourage intergenerational sex.  Intergenerational sex increases risk of infection for young women.  FHI teams should disseminate educational messages that challenge cultural norms allowing (or encouraging) older men to have sex with young girls.  FHI should also discourage the practice of underaged girls marrying older men (child marriage).
Promote “Zero Tolerance” for violence against women.  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
.  In a recent PD Hearth study in FHI project areas in Kenya over 90% of the mothers agreed that a man may be justified in beating his wife.  The fact that this attitude is so widely held indicates an alarmingly high level of violence.  The FHI team should promote educational messages and biblical reflections that encourage men and women not to tolerate any violence against women. 

DEALING WITH ‘SUGAR DADDIES’

She is an AIDS orphan trying to support her family. In one case, she becomes involved with a rich older man to pay for her expenses, but soon finds herself pregnant and gives birth to a child who is HIV-positive. In another instance, she joins a local support group that offers sex education, access to condoms and job training. She finds a job and is able to help support her family. The two stories are alternative endings to a play produced for a new programmed, Shaping the Health of Adolescents in Zimbabwe (SHAZ). It is one among many projects that are trying to empower girls and women to protect themselves. It offers young women, many orphaned by AIDS and now heads of household, what project directors call a ‘financial prophylactic’. Researchers from the University of California in San Francisco are focusing on young girls who are involved with older men known as ‘sugar daddies’, or ‘dharas’ in the Shona language. Although up to a third of dharas in Zimbabwe may already carry HIV, many of the girls involved with them say they do not use condoms. SHAZ offers reproductive health services and classes on HIV prevention and how to use condoms. In a departure from traditional prevention programmes, SHAZ is attempting to strike at the root cause of these girls’ dependence on sugar daddies by offering vocational training, classes in entrepreneurship and help in developing a business plan. Each girl is mentored by a local businesswoman. 
References to technical resources 
SEAGA Livestock Guide: Planning with a Gender and HIV/AIDS Lens, Socio-economic and Gender Analysis (SEAGA) Programmed, Gender and Development Service, Food and Agriculture Organization of the United Nations (FAO) June 2005.  http://www.fao.org/sd/dim_pe1/pe1_050901_en.htm 

Women and HIV/AIDS: Confronting the Crisis, 2004 UNAIDS, UNFPA and UNIFEM.  http://www.unfpa.org/hiv/women/docs/women_aids.pdf 


Stigma reduction
AIDS-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.  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.  In many areas there is also a similar stigma against individuals and families affected by chronic illnesses such as tuberculosis or cancer.  However, since neither is as much of a problem as stigma related to HIV/AIDS, this segment focuses on AIDS-related stigma.  

Researchers looking at this topic in Africa have identified three types of stigma:
􀂄 Discrimination or Enacted Stigma is when someone acts on this perception by talking to or about someone or otherwise treating them in a discriminatory manner.  

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

􀂄 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 

Food security programs can mitigate the impact of stigma upon food insecurity and the risk of HIV infection by combating discrimination against PLHAs, by helping to change attitudes by which stakeholders and community members may see PLHAs as inferior (Felt Stigma) and by helping to combat feelings of shame or self-hatred among some PLHAs and OVCs (Self-Stigma) because of how others treat them.  

Combating discrimination: 

Reviewing (and revising if necessary) institutional policies and structures to mainstream, in a gender-sensitive way, HIV/AIDS concerns in the work of the organization  

Collecting information about AIDS-affected households or individuals in ways that do not fuel stigma.  In many cases it is neither possible nor advisable to identify HIV/AIDS affected households.  In many cases people do not know that they have HIV/AIDS.  When people do know they often will not disclose their status for fear of stigma.  Projects often use proxy indicators such as “Households with a chronically ill individual”.  
Providing support to staff, e.g. voluntary testing, counseling and antiretrovirals (ARVs) to affected staff and clear personnel policies that protect them from discrimination at work.  

Providing gender, HIV/AIDS, and stigma training and sensitization to all staff (from field-based workers to management). 

Ensuring that program activities in the communities are structured in ways that allow for the needs of affected individuals and families.  

Confronting negative attitudes towards affected individuals and households  

Helping staff to use language that does not stigmatize  

Incorporating key educational messages that combat stigma into all program activities.  
Incorporate project indicators that can reflect reductions in stigma due to project activities.  
Confronting self stigma.  

Promoting community based and church based activities that offer psychosocial and spiritual support to affected individuals.
Partnering with other institutions, churches and community-based organizations to sensitize communities, church leaders and traditional leaders about the negative impacts of HIV/AIDS and the destructive role of stigma.  

Involving PLHA in designing, implementing and evaluating food security programs.  In many areas networks of PLHAs exist.  Involving PLHAs who have decided to openly disclose their HIV status can be a very effective way of helping to ensure that programs in the community combat stigma rather than reinforce it.  
References to technical resources 

Understanding and Challenging HIV Stigma: Toolkit for action.  The Change Project.  http://www.changeproject.org/technical/hivaids/stigma.html 

Working Report Measuring HIV Stigma: Results of a field test in Tanzania, USAID, 2005.  http://www.synergyaids.com/resources.asp?id=5976 

Care and protection of Orphans and Vulnerable Children

Among the most devastating effects of the HIV/AIDS pandemic is the rapidly growing orphan population. An estimated 12.3 million children in sub-Saharan Africa 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.
  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.
   Orphans are likely to be more food-insecure, more malnourished, and less healthy than non-orphans 
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.   It is important to note, however that not all orphans are food insecure.  When selecting beneficiaries for programs it is important to determine with the community some other measure of vulnerability as part of the selection criteria.

Strategies for care and protection of OVC

Most efforts to help orphans and vulnerable children tend to correspond to nine fairly standard categories listed below:

	Categories of Interventions for Orphans and Vulnerable Children

	· Home-based care (HBC)

· Psycho-social support (PSS)

· Education

· Essential skills training

· Livelihoods

· Nutrition
	· Support to caregivers

· Addressing gender inequity

· Legal support

· Treatment for ill parents/caregivers


Any of the above types of interventions by themselves can help to mitigate the impact of HIV/AIDS on food security and helps to reduce the risk of new HIV infections.   However, with the possible exceptions of livelihoods and nutrition, most FH fields do not implement these interventions as part of their “food security” work.   Nevertheless, there are a number of ways that more “standard” food security programs can be coordinated with or integrated into of these interventions to better mitigate AIDS-related food insecurity.  The paragraphs below briefly describe each intervention and explain strategies by which FHI fields can use food security programming to mitigate the impact of HIV/AIDS on orphans and other vulnerable children
.  

Home-based care for ill caregivers reduces the burden on children.  People who are ill with AIDS are vulnerable to social isolation, depression, and the inability to care for their own and their family’s basic needs. Children are often forced to leave school to care for their dying parents. A widespread response is a home-based care program, which provides a community with trained volunteers to visit the homes of the ill. Home-based care volunteers assist with a range of needs, including food preparation, hygiene, basic medical care, counseling, prayer and spiritual support.  Food security strategies can include efforts to improve access to and use of food such as nutrition counseling to help family members ensure proper diet.  Another strategy includes promoting community supplied food assistance in which community members provide food or volunteer time to grow food on a plot of land designated for growing food for affected households.   In some cases this may imply actual food aid such as distribution of rations to the affected individual, a “family food basket” to help improve the nutrition of the household and “food for care” in which household caregivers are provided food to offset the time lost in caring for an ill household member.   Pros and cons: Nutrition counseling and community based food assistance can be integrated easily into HBC efforts.  Many groups have had good results with this strategy.   For a discussion of the pros and cons of food aid for affected households please see Effective & Appropriate Uses of Food in FHI Title II programs: FIELD GUIDELINES, 2005, FH Headquarters: Keith Wright.
 

Providing psychosocial support (PSS) helps children cope with loss.  In addition to food insecurity, orphans and vulnerable children have emotional, spiritual and social needs that if left unmet can leave a child unable to function in society and at much greater risk for food insecurity and many other problems.  Orphans need help to cope with the trauma of witnessing their parents’ deaths and the possible separation from their siblings. Many face overwhelming family responsibilities after their parents are gone.   Community organizations, churches and other faith groups can play a critical role in the healing process. Bereavement counseling and peer support groups give young people the opportunity to express their feelings and talk with others who are in similar situations. Recreational, sports, and arts programs allow children to play and be children again and create an opportunity for information sharing and support.  Spiritual support helps children to maintain or deepen their faith and can offer support in very difficult times.   Helping ill parents to construct “memory boxes” or memory books” with their children while they are still alive helps to better prepare children for the impending loss of a parent or family member.    Food security strategies are less commonly integrated into PSS efforts.  It is more common for food security interventions that target OVC such as Junior Farmer Field and Life Schools to also offer psychosocial support along with skills training.  
Education support: helping children stay in school.  An education is a child’s future and an essential element of the human capital needed to improve one’s food security.    One of the most distressing effects of HIV/AIDS is the increasing numbers of children who must leave school because their parents or caregivers cannot pay their school fees.  Community organizations often work to help children stay in school. They may provide school fees, cover the costs of uniforms and books, negotiate with local schools to reduce or eliminate fees, or help children get the food and counseling they need to be able to learn.  (Please see the “Education” segment above for more details).

Helping OVC to obtain essential skills.  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.  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.  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.
  

A new strategy to help ensure that young people in areas that are impacted heavily by HIV/AIDS and other illnesses or situations that result in a large number of orphans is that of the Junior Farmer Field and Life Schools.  

“FAO is working with the World Food Programmed (WFP) and other UN agencies, non-governmental organizations and local institutions, to found the Junior Farmer Field and Life Schools for children and young people in response to the growing numbers of AIDS orphans. 

The schools aim to share agricultural knowledge, business skills, and life skills with orphans and vulnerable children between 12 and 18 years of age. The knowledge and skills acquired by the young girls and boys should help them to develop positive values regarding gender equality and human rights. 

The schools cover both traditional and modern agriculture. Children learn about field preparation, sowing and transplanting, weeding, irrigation, pest control, utilisation and conservation of available resources, utilisation and processing of food crops, harvesting, storage and marketing skills. 

The field schools also help to recover or sustain traditional knowledge about indigenous crops, medicinal plants, and biodiversity. 

In addition, the schools address such issues as HIV/AIDS awareness and prevention, gender sensitivity, child protection and sexual health, while offering psychological and social support, nutritional education, and business skills. The schools provide a safe social space for the students to develop their self-esteem and confidence. 

"The objective of the schools is to empower the orphans through knowledge and self-esteem and to give them essential elements for their long-term food security. These training courses are an important starting point to get AIDS orphans out of hunger and poverty. They offer survival strategies in often very difficult environments," said Marcela Villarreal, Director of FAO's Gender and Population Division. 

Mozambique is the focus of the project with a total of 28 Junior Farmer Field and Life Schools now up and running in the central provinces. So far, around 120 orphans have successfully completed their training, and 840 more students are currently learning how to work the land with hands-on lessons in farming techniques, nutrition and medicinal plants. 

Lessons in dancing and singing help the children grow in confidence and develop social skills. Theatre and discussion groups are used to tackle potentially life-saving issues including the prevention of HIV/AIDS and malaria, gender equality and children's rights.”

Creating livelihood opportunities helps caregivers provide for children.  Poverty often prevents ill parents or other caregivers from being able to adequately care for children.  Children may be kept out of school because their labor is needed for production or caregiving at home.  This situation makes youth vulnerable to prostitution and labor exploitation as they struggle to support themselves and/or younger siblings.  Many community groups and churches create micro-enterprise development opportunities for ill parents or other caregivers, offering microcredit loans and small business training. Others provide agricultural supplies or livestock to affected households. Some provide vocational education and skills training to young people who are orphaned or from vulnerable households. In many cases, material support such as food and clothing is supplied when the head of household is too ill or too old to work.   (Please see above segments on “Resources”, “Productivity” and “Income” for a discussion of other forms of livelihood assistance).  

Supporting caregivers’ needs helps children remain in family care.  It is difficult for those caring for young children to manage their childcare responsibilities in addition to working or attending school. Caregivers who are elderly or ill often need a respite. Childcare programs may focus on the special needs of disabled or HIV-infected children, or may simply provide relief so caregivers can continue to earn money to support their families while knowing their children are being well cared for. Support groups give caregivers the opportunity to receive psychological and spiritual comfort, as well as tools for meeting the emotional, spiritual and developmental needs of the children in their care.  Food security strategies: can include offering agricultural training / assistance to caregiver support groups in order to enhance their capacity to grow food.  
Addressing gender inequality gives girls a fair chance.  In the most severely affected regions, five girls between the ages of 15 and 19 are infected with HIV/AIDS for every boy in the same age group. Economic and social inequality and their roles as caretakers put girls at greater risk for dropping out of school and make them more vulnerable to sexual exploitation and HIV infection. Many community and church groups give girls tools to resist unsafe sex and sexual abuse. Some programs offer shelter, counseling, spiritual support and legal advice to girls who have been abused. Programs to keep girls in school recognize that the more education young women have, the more likely they are to marry later, send their own children to school, and earn income enabling them to break the cycle of poverty.  (Please see the segment below on “Gender” for a discussion of food security programming and gender equity)

Protecting children’s legal rights safeguards their future.  Orphaned children are at high risk of being separated from their siblings, losing their rights to family property, and being mistreated by caregivers who may not have their best interests at heart. Some groups address these risks by encouraging parents to communicate plans to ensure the best possible care for their children after their death. This can include designating caregivers (succession planning) and writing wills and helping children get the legal identification they need to protect their rights to their family’s land and an education. Some community organizations engage in advocacy to change local and national customs and laws to ensure that children receive the protection, education, material support, inheritance, and care that is every child’s birthright.  Food security strategies: can include such things as prioritizing women and children when helping families to obtain titles to their land.   

Antiretroviral drugs (ARVs) and tuberculosis treatment prolong parents’ lives.  Until ARVs and drugs to prevent mother-to-child transmission become more available in Africa, the HIV/AIDS-related death toll will continue to rise at an unacceptable rate, leaving increasing numbers of children in need of care and at risk for HIV infection themselves. Community-based groups play an important role at the local level in the distribution of these life-saving medications. They educate the public and mobilize grassroots movements for treatment access. They prepare home-based care and community health workers for ARV administration and identify the people most in need of immediate treatment support.  In addition to simply prolonging life, ARVs and tuberculosis treatment can enable parents to continue to provide and care for their children, often into adulthood.   So treatment of chronically ill adults can be one of the more effective ways to mitigate the impact of chronic illness and death on food security. 
Food security strategies can include efforts to improve access to and use of food such as nutrition counseling to help family members ensure a diet compatible with treatment regimes.  Another strategy includes promoting community supplied food assistance in which community members provide food or volunteer time to grow food on a plot of land designated for growing food for individuals receiving treatment.   In some cases this may imply actual food aid such as distribution of rations to the affected individual, a “family food basket” to help improve the nutrition of the household or to improve adherence to ARV or TB treatment, and “food for care” in which household caregivers are provided food to offset the time lost in caring for an ill household member.   Pros and cons: Nutrition counseling and community based food assistance can be integrated easily into treatment efforts.  Many groups have had good results with this strategy.  An operations research study in Tajikistan with tuberculosis patients showed statistically significant improvement in adherence to TB treatment among patients that were given family food rations as an incentive to take needed medications
.     For a discussion of the pros and cons of food aid for PLHA receiving antiretroviral therapy please see Effective & Appropriate Uses of Food in FHI Title II programs: FIELD GUIDELINES, 2005, FH Headquarters: Keith Wright.
Situations appropriate to various strategies for care and protection of OVC and sample indicators.

	Strategy
	When may it be appropriate
	Information required to establish appropriateness of strategy

	Nutrition Counseling
	Most appropriate in situations where: 

· A program targeting CI or OVC already operates in the community (e.g., HBC,  Treatment for CI)

· Such programs do no nutrition counseling or this is weak

· Diet of CI individuals and/or OVCs is inadequate

· Proper foods are available and accessible
	· Percentage of vulnerable HH with chronically ill members or with OVCs (e.g. per the Coping Strategies Index –CSI or published Vulnerability Assessments)

· Quantitative, qualitative or anecdotal information indicating that CI individuals or OVCs tend to be malnourished more than others. 



	Promoting community supplied food assistance
	Most appropriate in situations where: 

· A program targeting CI or OVC already operates in the community (e.g., HBC,  Treatment for CI)

· Diet of CI individuals and/or OVCs is inadequate

· Proper foods are available in the community but not accessible to CI 

· Community demonstrates capacity to organize around problems

· Clear selection criteria and “graduation” criteria can be negotiated with the community
	· Percentage of vulnerable HH with chronically ill members or with OVCs (e.g. per the CSI or published Vulnerability Assessments)

· Quantitative, qualitative or anecdotal information indicating that 

· CI individuals  or OVCs tend to be malnourished more than others, OR 

· affected HH or HH hosting orphans are selling off assets in order to meet food/medical needs



	Food aid
	Most appropriate in situations where: 

· A program targeting CI or OVC already operates in the community (e.g., HBC,  Treatment for CI)

· Diet of CI individuals and/or OVCs is inadequate

· Proper foods are NOT available in the community 

· Community demonstrates capacity to organize around problems

· Clear selection criteria and “graduation” criteria can be negotiated with the community
	· Percentage of vulnerable HH with chronically ill members or with OVCs (e.g. per the CSI or published Vulnerability Assessments)

· Quantitative, qualitative or anecdotal information indicating that 

· CI individuals  or OVCs tend to be malnourished more than others, OR 

· affected HH or HH hosting orphans are selling off assets in order to meet food/medical needs

	Livelihood support to caregivers or OVC  (Agricultural training, labor saving technologies, micro-enterprise development)
	Most appropriate in situations where: 

· A program targeting CI or OVC already operates in the community

· Caregivers lack the skills, equipment or financial capital they need to provide for children under their care (either their own or orphans that they host)

· OVC youth lack the skills, equipment or financial capital they need to begin gainful work

· A large number of OVC head households or have no home.  
	· Percentage of vulnerable HH with chronically ill members or with OVCs (e.g. per the CSI or published Vulnerability Assessments)

· Percentage of HH headed by orphans or vulnerable children/youth.  

· Quantitative, qualitative or anecdotal information indicating that 

· CI individuals  or OVCs tend to be malnourished more than others, OR 

· affected HH or HH hosting orphans are selling off assets in order to meet food/medical needs

(See above segments on Resources, Productivity and Income for more details)

	Offering agricultural training/assistance to caregiver support groups
	Most appropriate in situations where: 

· Support groups for caregivers of CI or OVC exist in the community.

· Support group members identify agricultural assistance as a priority
	· Quantitative, qualitative or anecdotal information indicating that caregivers’ ability to support their households is constrained by lack of time, training or inputs for sufficient agricultural production. 



	Gender 
	Because gender inequity is so central to the risk of HIV infection and the vulnerability to the impacts of  Chronic Illness and death on food security, enhancing gender equity in all aspects of food security programming should be a priority in all FHI fields,  
	See the segment on Gender 

	Legal rights
	Most appropriate in any situation where: 

· Women, orphans or children are not guaranteed the same inheritance or land tenure rights as adult men.  

· National laws and/or traditional laws protecting children from exploitation or physical, sexual or emotional abuse do not exist or are not enforced.  
	Quantitative, qualitative or anecdotal information indicating that:

· Women and children are excluded from efforts to obtain land tenure rights or deeds.  

· Widows and orphans are subject to “asset grabbing” by relative upon the death of a male head of household.  

· The desires of deceased parents regarding who will care for their orphans or inheritances are not respected or not known.  


 Examples of strategies for care and protection of OVC: 

These examples are from Catholic Relief Services

“Examples of Linking Title II Resources with HIV/AIDS-affected Households 

Malawi: Catholic Relief Services (CRS) implements a Title II Development Assistance Program (DAP) from 2000 to 2005 in Malawi with the aim to improve the food security of households affected by HIV/AIDS. Guardians or families caring for AIDS OVCs receive food rations in order to decrease the financial burden of care, promote retention of OVCs in their own communities, and improve the nutritional status of at-risk children. These households participate in complementary livelihood training programs, which include improved soil fertility, crop diversification, and improved seed. In 2003, 95 percent of direct food distribution beneficiaries also participated in activities aimed at improving productive assets, such as building fishponds.

 CRS established 43 community-based child centers (CBCC) as a way of enhancing childcare practices and providing guardians with the opportunity to participate in general development activities. The CBCCs are staffed by community volunteers and provide OVCs with food donated by the communities. Growth monitoring is also conducted at the CBCC to ensure that children who are growth faltering are identified for interventions and, if necessary, referral to a health facility. Title II food commodities are used to encourage OVC school attendance. The DAP also supports community artisan apprenticeship programs to support skills development.

 Kenya: CRS, the Archdiocese of Mombassa, and Pathfinder International distribute monthly rations of Title II CSB and vegetable oil to more than 4,500 households with OVCs. The purpose of the food ration is to meet the short-term food needs of households impacted by HIV and AIDS. CRS trained the staff involved with food distribution, providing information on HIV and AIDS and the role of nutrition, guidelines on palliative care for PLWHAs, and safe food storage and use. Households reported decreased incidence of childhood illnesses, increased school attendance and improved school performance, and increased spending on items such as fuel and school supplies.

 While progress has been made, there are continuing program challenges, including the high number of households requiring support, the severe food insecurity of many households leading to dependence on the ration as their only source of food, and the need for therapeutic in addition to supplementary feeding rations for cases of severe malnutrition in the program target communities.”

References to technical resources on OVC
Orphans and other vulnerable children support toolkit, International HIV/AIDS Alliance.  http://www.aidsalliance.org/sw505.asp 

Journey of Life: A community workshop to support children (Workshop Manual), The Regional Psychosocial Support Initiative for Children Affected by HIV/AIDS in East and Southern Africa – REPSSI, 2005.  http://www.repssi.org/jol.htm 

Specific desired program outcomes.
The following six desired program outcomes tend to vary in importance from place to place.  When conducting an assessment of vulnerability to the interactions between HIV/AIDS and food security (Section Two) teams should be able to identify which of the broad categories of desired program outcomes are most closely linked to HIV/AIDS.  Each one is described in detail below. 

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.  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.  
Strategies to protect productive assets
A number of intervention strategies have addressed the need to protect productive assets of vulnerable households.  Some directly attempt to ensure access to productive assets by means such as distributing free or low-cost agricultural tools, equipment or livestock, by promoting tool banks or similar strategies that pool scarce assets, or establishing communal garden plots whereby chronically ill individuals and their families may have convenient access to land on which to grow produce for their own consumption or sale.  Food for Assets is a strategy that exchanges food aid for labor to construction or protect household or community assets such as farming terraces or grain storage facilities.  Other strategies promote income generating activities or micro-enterprises to address the economic need which pushes households to sell their assets.  Legal projects such as will-writing and the promotion of the inheritance rights of women and orphans help to protect vulnerable households from “asset stripping” often practiced upon the death of a male head of household.   
Situations when appropriate to protect assets
Strategies to protect productive assets are appropriate in situations where the loss of productive assets resulting from chronic illness or death is identified as an important determinant of food insecurity.  They may also be appropriate in situations where marginalized households who have previously lacked access to productive resources (E.g. female-headed households) now find themselves more food insecure due to chronic illness.  
	Intervention Strategy
	Central Purpose of Intervention

	
	Prevention of HIV infection
	Promotion 
	Protection 
	Provision

	Ensuring access to productive assets
	Very appropriate.  
	Very appropriate.  
	Less appropriate.  
	Somewhat appropriate

	Addressing economic need
	Very appropriate
	Very appropriate
	Very appropriate
	Very appropriate

	Protect vulnerable households from “asset stripping”
	Very appropriate
	Very appropriate
	Very appropriate
	Very appropriate


Pros and Cons:
Ensuring access to productive assets can be especially helpful when working with individuals who are affected by still are healthy enough to work (Preparing to reduce vulnerability).  Affected households that were marginalized or poor to begin with may especially benefit from increased access to productive assets.  Such access may help them to build up a reserve of savings, human capital (such as ensuring that children are educated) and social capital that they can then fall back on when they become too ill to work and are in greatest financial need due to food and health care costs.  As affected individuals become too sick to work households become less able to contribute labor to production and, therefore access to productive assets may become a lower priority.  As households become more economically marginalized their priorities may be getting enough food and paying medical expenses.  In some cases beneficiaries may sell assets provided for production and use the money from the sale to cover more immediate food and medical costs.  Ensuring access to productive assets may be very helpful when helping surviving household members to adapt after death of an adult (Adapting to overcome impact).  After the death of an adult family member, the situation of a household may improve somewhat since there is no longer the time pressure to provide care and the economic pressure to purchase needed medicines.  Household members may be in a better position than before to invest labor into production and benefit from access to inputs, tools, livestock or other assets. 
Addressing the economic need which pushes households to sell their assets may be advantageous at all points along the progression of illness: when working with affected individuals who are still able to work as a means of preparing to reduce their vulnerability, when working with sick individuals to help them to obtain needed care and support, and when helping surviving household members to adapt after death of an adult.  Please see under the program outcome Income for more details on this strategy. 
Protect vulnerable households from “asset stripping” may take the form of advocating for the enacting and enforcement of laws and norms that protect the inheritance rights of women and children.  Some programs help chronically ill adults to write wills to ensure that their assets remain with their surviving widow and orphans upon their death.  Will-writing interventions tend to target infected individuals either before the onset of symptoms or while they are ill but well enough to write or dictate a will.  Although a will must obviously be written while the person is still alive, its benefits will not be fully realized until after the affected person has died.  It can be argued, however, that communities in which wills are written and respected may be more capable of supporting affected families even before the death of the individual (for example, by agreeing to lend against pledges of future harvests etc.).  Please see the segments on Gender and Orphans and Vulnerable Children for more details on this strategy.
Examples of programs to protect productive assets
Community Granaries (Seed Banks) Restored in Zimbabwe

In years past in Zimbabwe, community granaries were established as a coping mechanism for vulnerable community members, such as the elderly and orphans, who relied on the village chief for support. Unfortunately, this traditional safety net vanished in the early 1980s following Independence.  Responding to the community’s request, CARE Zimbabwe facilitated the restoration of this traditional mechanism with the aim of supporting vulnerable community members, including those affected by HIV/AIDS.  In one case, the location of the granary was only decided after long discussions among the community regarding the perceived need to place it in a neutral territory to prevent political affiliation. It was finally decided to place it next to the primary school. The community contributed all construction materials, while CARE supplied food, technical assistance, and helped with activity planning. The Department of Agriculture and Extension provided training and assisted with community mobilization.  Each participating farmer contributes 20% of his produce and seeds for the bank. Excess seed is sold and proceeds used to support seed protection interventions for participating farmers.   (Source: Food for Assets Programming Through an HIV/AIDS Lens:  Manual & Checklist,   C-SAFE.   http://www.c-safe.org/downloads/FFA%20Programming%20through%20an%20HIV%20and%20AIDS%20lens.pdf )
Mitigating the impact of HIV/AIDS: the role of poultry 
VETAID Tanzania has a project in Arusha that aims to reduce the impact of HIV/AIDS on local families. This project tackles the roots of poverty where women, who have lost everything, struggle to survive and look after their families. Each family received one cockerel and five hens; the chicks that have hatched as a result of this have been sufficient to provide birds for new group members. They also received training in poultry management. Children in the project families are now able to eat eggs and meat more often and family incomes have increased substantially through the sale of eggs and chicks. A measure of project success suggested by the beneficiaries is the fact that all families are able to purchase kerosene for their lamps. (Source: VETAID (2003) http://www.vetaid.org ) 
Sample indicators

[TBD]
References to technical resources 

[TBD]

Promoting rational use 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.  As in the case of productive assets a household may begin to sell off its land to cover health care costs and other expenses.  While a household might rent out some of its land as an alternative source of income, in areas where a woman’s rights to land tenure are not upheld, many widows have decided to let land lie fallow rather than to rent it out for fear that male tenants would expropriate it.  Affected households may dedicate less time and energy to effective soil conservation and management activities that will increase productivity only over several years.  Affected households may also have less time to dedicate to proper management of water resources such as digging or protecting wells or springs, building irrigation systems etc.  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.
Strategies to promote rational use of natural resources

A number of program strategies have addressed the need to promote the rational use of natural resources to mitigate the impact of HIV/AIDS.  These include promoting and protecting land rights, promoting soil management, promoting water resources management and promoting the management of forest resources. 
Situations when appropriate to promote rational use of natural resourses
	Intervention Strategy
	Central Purpose of Intervention

	
	Prevention of HIV infection
	Promotion 
	Protection 
	Provision

	Promoting and protecting land rights
	Very appropriate
	Very appropriate
	Very appropriate
	Very appropriate

	Promoting soil management 


	Very appropriate
Labor intensive: building terraces or bunds, reclaiming abandoned land/gullies. 
	Very appropriate
Labor intensive: building terraces or bunds, reclaiming abandoned land/gullies. 
	Somewhat appropriate
(especially less labor-intensive activities to increase soil fertility – e.g. composting)
	Less appropriate

	Promoting water resources management 
	Very appropriate
Labor intensive: digging wells, building ponds, building potable water & irrigation systems. 
	Very appropriate
Labor intensive: digging wells, building ponds, building potable water & irrigation systems. 
	Somewhat appropriate
(especially targeting households to increase access to potable water and irrigation)
	Somewhat appropriate
(especially targeting households to increase access to potable water and irrigation)

	Promoting management of forest resources

	Very appropriate

Labor intensive activities: Establishing community managed forests, tree planting, construction of nurseries, etc. 
	Very appropriate

Labor intensive activities: Establishing community managed forests, tree planting, construction of nurseries, etc. 
	Somewhat appropriate
Promoting less-labor intensive activities such as gathering wild foods and use of medicinal plants, reducing labor requirements for firewood collection, developing woodland-based income generating activities such as production and sale of mats. 
	Somewhat appropriate
Promoting less-labor intensive activities such as gathering wild foods and use of medicinal plants, reducing labor requirements for firewood collection, developing woodland-based income generating activities such as production and sale of mats. 


Pros and Cons: 

Promoting and protecting land rights may be helpful for households at all stages of chronic illness.  Such interventions are especially appropriate where the local custom is for male relatives to take over land owned by a man upon his death leaving widows and orphans landless.  When land rights are secured, individuals who are still able to work may be more apt to invest time and resources into improving their land and its productivity as a means of building up financial and natural resources (soil fertility, access to water, forest resources) that they can then fall back on when they become too ill to work and are in greatest need.  Protecting land rights, especially in the form of interventions that help households to formalize deeds and write wills tends to be a high priority while individuals are ill but well enough to obtain deeds and write wills.  As with will-writing, ensuring the land rights of a household is normally best done when the male head of the household is still alive.  However, the benefits will not be fully realized until after the ill person’s death.  It can be argued, however, that communities in which land rights are respected may be more capable of supporting affected families even before the death of the individual (for example, by agreeing to lend against pledges of future harvests etc.).  Promoting and protecting land rights becomes most urgent upon the death of a male head of household.  In areas where national and/or traditional laws protect the rights of a wife and orphans to inherit land, programs can work to ensure that these laws are respected in the community to prevent asset-stripping by relatives.  Widows and orphans may be more apt to rent out unused land as a source of income when their land rights are secured.  Please see under the program outcomes Gender and Orphans and Vulnerable Children for more details on will-writing interventions.  
Promoting natural resource management implies investing time and labor for benefits that will be produced over time.  Such strategies tend to me most appropriate when ill individuals are still able to work.  As people become too ill to work and upon their death, such investment and risk taking tends to become less and less appropriate.  

Promoting water resources management (such as improving and protecting water sources and increasing access to potable water and to irrigation) may be most appropriate when individuals are still able to work.  Healthy individuals may be more apt to participate in labor intensive activities such as digging wells, building well caps and installing pipes to increase access to potable water and to irrigation in order to improve their land’s productivity, reduce their risk of diarrheal diseases and reduce the amount of time spent hauling water for consumption or irrigation.  As individuals become too ill to work they are less able to engage in labor-intensive activities.  Household members might benefit from participating in less labor intensive activities that lead to immediate improvements in their situation such as helping to install a stand-pipe to reduce the amount of time spent hauling water.  Upon the death of an adult household member families may still greatly benefit from improved access to potable water and irrigation although they normally are not able to contribute much labor or time to heavy activities such as well-digging.  
Promoting management of forest resources by means of such activities as establishing community managed forests, tree-planting and constructing nurseries may be most appropriate when individuals are still able to work.  Healthy individuals may be more apt to participate in labor intensive activities as described above as a means of building up financial and natural resources (firewood, tree-borne fruits, lumber and other resources for household use or for sale) that they can then fall back on when they become too ill to work and are in greatest need.  As individuals become too ill to work they are less able to engage in labor-intensive activities that will not provide immediate benefits.  They may, however, benefit greatly from less-labor intensive activities that are of immediate benefit such as sustainable gathering, use or sale of wild foods and medicinal plants, cropping trees close to the home to reduce the time and labor needed to collect firewood, and developing woodland-based income generating activities such as production and sale of mats from reeds gathered in the forest.  Upon the death of an ill adult, surviving household members may also benefit greatly from programs that promote less-labor intensive activities that are of immediate benefit such as described above. 
Examples

[TBD]
Sample indicators

[TBD]

References to technical resources 

[TBD]


Labor Productivity

Labor lost

HIV/AIDS reduces the productivity of a farm-household by reducing amount of labor available.  This happens by reducing the amount of time and energy available and reducing the knowledge necessary for essential production and household tasks.  As a result, other household members shift their labor from other income producing or household tasks to caring for the ill family member.  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.  Children are often pulled out of school to help in household tasks and in care-giving.  This loss of schooling may reduce future productivity.    Upon the death of an adult, householders must spend time in hosting and attending the funeral.  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.  In a study in western Kenya it was found that homes with a chronically ill member or with a member who had died lost labor through days when victims were bedridden, when the household members took care of the victims and days that were spent on the victim’s funeral. There were also instances where household members took care of sick relatives and attended other relatives’ funerals. The study revealed that the households lost an average of 132 person days (n=103) per household per year, with death-affected households losing an average of 213 person days (n=33), illness-affected households losing 162 person days (n=38) and non-affected households losing 12 (n=32) person days.

Strategies to promote labor productivity

Labor Saving Technologies.  To help to reverse these losses in time, energy and knowledge essential to production, many projects have begun to introduce a variety of labor saving technologies to vulnerable households.  Labor saving technologies (LST) that help to make agricultural production and domestic work more productive can help an affected household to survive with less labor.  The more promising LSTs tend to: 1) increase agricultural yields with less time worked and/or less energy expended, 2) provide divers and nutritious foods (that can be harvested throughout the year, and 3) reduce the domestic workload of women).  Food itself plays an important role in keeping ill parents alive in order to postpone the age at which children could become orphans.  The chances of an orphan headed household of coping with the situation increases with the rising age at which orphan hood can occur, especially of the child heading the household.  
In order for a household to adopt a LST they will need knowledge and some kind of material support (usually cash or in-kind aid).  Affected householders must first know what options are available, second, understand the LSTs available well enough to be able to decide whether or not a specific LST is viable for their household, third, once an LST is chosen, the householders will need specific knowledge about its proper use.  Once a householder decides to adopt a new technology, they often will need cash for purchasing equipment such as better quality hoes or basic equipment needed to shift from plowing to no tillage.  They may also need cash or in-kind support to cover the costs of holding out through the transition period.  

LSTs and gender.  Introducing labor saving technologies can help to address gender equity by helping to reduce the burden of household tasks and by promoting more equitable gender role assignments.  LSTs which assist in the household tasks (traditional tasks of female household members such as fetching water, preparing foods, grinding grains, hulling rice etc.) can enable women and girls to dedicate time to farm production to ensure food security while maintaining the quality of the household environment.  At the same time, a number of studies have pointed out the division of labor and the accompanying division of knowledge in the farm household can pose barriers to food security in the event of a death.  For example, the man knows how to plow, how to grow and market cash crops and be skilled in animal husbandry whereas the woman would know how to grow food plants, and be skilled in post harvest processing and care of children.  When introducing LSTs, which are often new to the community, the specific LST may not have a clear gender attribution.  It may be a unique opportunity to promote food security and equity by encouraging new gender role assignments.  

Some strategies for increasing productivity include introducing technologies that are labor-saving, low-input, and are low-risk and may include the following
: 
· the use of threshing machines, mills, wheelbarrows, and carts, to reduce demands on labor-constrained households; 
· tools and techniques which are better suited to elderly, weak, or young people, such as using a donkey with a special plough rather than oxen for plowing; 
· livestock which is better suited to vulnerable households: for example, for milk production, goats are cheaper and easier to handle than cows, while rabbits, guinea pigs, chickens, and guinea fowl are easier than larger livestock to look after, but can reproduce more rapidly, and are a more divisible asset;  
· inter-cropping to reduce time spent on weeding; 
· mulching and minimum-tillage methods to reduce time spent on plowing; 
· more production located right outside the home, such as kitchen gardens, fruit trees, rabbits and poultry in hutches, and zero grazing for dairy cows; 
· composting, mulching, and application of manure or ashes from burning crop residues to increase production without the expense of chemicals; 
· inter-cropping with nitrogen-fixing plants, bunding, and ‘live fences’ to limit erosion and help to maintain soil fertility; 
· reasonably nutritious ‘survival crops’ which AIDS-affected households are already using, or tree crops yielding fruit and nuts within one or two years of planting. 
Note that the above suggestions are in addition to general ideas for programs to improve food security, such as planting trees which yield fruit over a long period of the year, measures to improve the storage of food, and promoting processing and marketing initiatives to increase the earning potential of crops. 

Strategies to reduce the domestic workload of women include:  
· Labor efficient methods of collecting water such as pumps and water systems. 
· Agroforestry support and the promotion of fuel efficient stoves to reduce time and energy needed to collect firewood. 

Strategies to enhance skills that increase productivity include: 
· Providing formal and semi-formal agricultural education,

· Linking communities with schools or farmer field schools, 
Situations when appropriate to promote labor productivity
Introducing LSTs may be most appropriate in situations where the community identifies losses in productivity from chronic illness or death as a major barrier to food security.  As households become more vulnerable LSTs become more important.  But more vulnerable households have less means to adopt LSTs just at the time when they need LSTs the most.  It is good; therefore to introduce LSTs early, either before a household becomes affected by HIV/AIDS or early in the progression of the disease while infected individuals still have energy time and money needed to adopt the LST.  One of the simplest and most effective approaches is to identify LSTs in collaboration with the community that can be helpful and promoted across the board to any interested households.  This benefits the community as a whole, builds the capacity of the community to support chronically ill and dying members (community resiliency).  Because beneficiaries self-select there is less need for targeting and the program can avoid the danger of stigmatizing beneficiaries as “AIDS households”.  

Examples of strategies for promoting labor productivity.

In some places, NGOs have been promoting the use of backyard gardens. These are small plots of land adjacent to houses that are used for growing a range of vegetables. This is normally done in groups, whereby the group establishes a nursery in one garden, and on germination, takes a share of the seedlings. Each household also establishes its own compost heap where all their bio degradable waste is stored in a simple structure, or hole in the ground, and then later applied to their gardens.

Box 1: Pit Farming -A Farmer-Initiated Response from Zambia

	In the Plateau area of the Southern Province of Zambia, farmers have initiated what is called pit farming. This involves farmers digging round holes (120cm or 180cm in diameter and 60cm deep) and then filling them with a mixture of organic material (household thrash, crop residues, animal manure and topsoil) for composting over a period of 2-3 months. 

Crops are then planted under mono- or mixed cropping conditions e.g. 20 maize plants per hole if 180 cm in diameter or 10 per hole if 120cm in diameter. Approximately 435 holes are dug per 2500 square metres if 180 cm or 985 holes if 120 cm. Holes can be used for 4-5 years before refilling with organic material. Some farmers intercrop legumes such as cowpeas or groundnuts with maize or sorghum in their pits. Fruit tree planting (mangoes, oranges, bananas) in pits is also practiced. 

This method of crop production is categorised under “conservation tillage” and conserves water, labour (through minimal cultivation and weeding), and reduces the risk of soil erosion hazards through minimal disturbance/opening of surface vegetation. Weeding is readily done by hand or slashing. 

Pit farming is spreading rapidly through farmer-to-farmer extension in the Southern Province. Though very labour intensive for initial layout and digging, pit farming saves appreciably on labour in the subsequent planting seasons. For households affected by HIV/AIDS, pooling of village labour, including available youth, is practiced to meet the labour needs in the initial pit digging and filling. 

Source: D. Hesselbach, GTZ Agric. Advisor, ASSP Project, Zambia 


References to technical resources on labor productivity
Mike Connolly, Study of Practices Implemented to Mitigate the Impact of HIV/AIDS at Farm Household Level in Six African Countries   http://www.sarpn.org.za/mitigation_of_HIV_AIDS/m0019/index.php 

Study in Support of Transfer, Adoption and Dissemination of Labour Saving Technologies in Masaka & Wakiso Districts of Uganda, National Agricultural Research Organisation.  http://www.fao.org/hivaids/publications/aeatri_protocol.pdf 
Meeting the HIV/AIDS Challenge to Food Security: the role of labour saving technologies in farm-households.  Jacques du Guerny, Building Regional HIV Resilience, UNDP South East Asia HIV and Development Programme, December 2002  http://www.eldis.org/static/DOC11616.htm 
Strengthening Institutional Capacity in Mitigating HIV/AIDS Impact on the Agricultural Sector: Potential Mitigation Interventions, Ministry of Agriculture and Cooperatives of the Republic of Zambia, Food and Agriculture Organization of the United Nations, 2004.  http://www.fao.org/sd/dim_pe1/pe1_041201_en.htm 

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.  
“Although crises not related to HIV/AIDS (like malaria, and other diseases, death of relatives, loss of property) do happen more frequently [than HIV/AIDS] they come in isolation.  HIV/AIDS, on the other hand, triggers a series of crises that require an arsenal of coping mechanisms.  Or like a client of microfinance institution in Uganda said: ‘AIDS does not kill suddenly, but it comes and takes a lot of money with it.’ ”

Micro-enterprise development

Many people associate the term micro-enterprise development (MED) with the provision of small loans for business operations (microfinance) or other ways of promoting “Income Generating Activities” (IGA).  While microfinance is often the main aspect of MED programs, it is usually not sufficient by itself.  MED programs can include both microfinance and a range of non-financial services (NFS) that enhance the potential for an individual or a family to increase their income.  The poorer or more vulnerable the family, the more important these NFS become
.  MED has been used effectively in a number of settings to help mitigate the impact of chronic illness and death.  In communities affected by HIV/AIDS different MED interventions may be more effective for a specific household at different stages of the progression of the disease.  Microfinance is only one service poor people use to stabilize their incomes.  Because microfinance services depend on the beneficiaries being able to work and repay their loans, microfinance is best for households in which a member is infected but still able to work.  This can be an effective “pre-crisis” strategy to enable them to shore up their assets ahead of time.  Programs that provide some sort of safety net are best-suited for families in which an adult is too sick to work. Grant programs are best for restarting after a crisis, as pre-credit strategy
.  MED programs seem to be most effective at mitigating HIV/AIDS when offered as part of a broader strategy to help secure livelihoods at the community level.  In such cases specific interventions that offer community based support, food and other material help target households that are destitute and unable to engage in economic activity.  MED services such as business skills training or microfinance can help families that are vulnerable but still able to work to enhance their economic resources.  These services can also help vulnerable households that are recovering from destitution (e.g. after the death of an adult) to restore or maintain their economic resources
.  
For each MED  program activity or strategy listed below there is a brief description of situations when such an activity may be appropriate, some of the pros and cons of using such a strategy, examples of programs using the strategy (where available), sample indicators for similar programs (where available) and references to technical resources useful for detailed planning.  

In using MED to mitigate the impact of HIV/AIDS organizations can choose to deliver MED services directly or to partner with a micro-finance institution (MFI).  

Strategies for micro-enterprise development
Some of the more common strategies for delivering micro finance services include:

· Village banking

· Solidarity group lending

· Self-help groups

· Credit unions / financial service associations

· Individual loans
Some of the more common strategies for delivering non-financial services include:

· Production support

· Marketing support
· Information and network support

· Skill training
Micro finance services 

Village banking is a group lending and savings approach specializing in the development of local leadership and transformation.  Loans are given to the village bank at market rates.  The village bank then disburses smaller loans to its members (usually of $45 - $150 for four to six months).  Although small, these loans can stimulate productivity, enabling the participating household to build assets and purchase inventory at favorable prices.  Once the member repays the initial loan the village bank offers a somewhat larger loan, providing an ongoing line of credit.  Village banks consist of 15 – 40 neighbors who come together to guarantee one another’s loans.  The groups usually meet weekly to share experiences and learn from and support each other.  Situations when most appropriate: When clients are inexperienced in MED and can benefit from group support.  When there is a strong sense of community.  Village banking requires a minimum level of trust.  Pros and cons:  It may be hard to find enough individuals willing to join a group where the population density is low (some rural areas) or where the social fabric has been weakened (such as in post conflict situations or where there are strong ethnic, political or religious divisions within the same community).  Village banks can compliment the VOC since, by sharing their problems, challenges, and successes, clients learn and progress together.  This can be a source of moral support for start-up enterprises.  Members network, advertise for, and patronize one another’s businesses.  Another advantage of village banking is that weekly meetings provide an opportunity to provide training in business, social, health and spiritual issues.  Village banks that specifically target people affected by HIV/AIDS may need to play close attention to group dynamics and the special needs of the members. 
Solidarity group lending involves three to twelve self-selected individuals who come together to receive a loan jointly.  Group members need to know each other well and live close by each other.  The loan process is based on a mutual guarantee.  The group signs one contract and all are responsible for each other.  Situations when most appropriate: Solidarity group lending may be preferable to village banks in situations where the level of community trust is low such as post conflict or among people who were recently displaced and it is hard to get 15 or more people to join a village bank.  Solidarity groups are also more appropriate for individuals who have advanced business experience and higher credit needs
Pros and cons:  Members of the same solidarity group should have similar loan sizes, thus giving each member an equal share of the risk.  In general, the difference in loan size should not exceed 20%.
Self-help groups: are a means by which people in poor communities have responded to the lack of financial services by establishing informal self-help groups (SHG) that offer basic savings and loan services to its members. A SHG is a self-formed group that begins by collecting savings from individual members. Savings are put into a collective savings account at a bank (or if there is no bank, held by the group in a cash box). After a specified period of time (usually six months) members are permitted to request a loan.   
Situations when micro-finance services are appropriate 

When the level of community capacity is high.  When the FH program or its partner MFI has enough resources to support and give training and follow up to the SHGs and eventually to link them up to the banking system (where it exists), and where communities have a high level of trust in the organization.  Pros and cons:  SHGs groups not only increase access to credit but empower individual as decision makers at both the household and community level.  Since the loan fund is, in large part, their own savings, both business and personal use loans can be taken by SHG members.  Since SHGs’ growth is limited by how much members can save, FHI or its partners would need to link the SHG to some source of external capital (usually a commercial bank).  This kind of program requires staff with a high degree of technical expertise in micro-finance.  
Other strategies such as Credit unions and Individual loans either require a high degree of institutional capacity or tend to be more appropriate for relatively well-off business owners and so are not often appropriate for food security programming or mitigating the impacts of HIV/AIDS in marginalized communities.  
Strategies for non-financial services

Access to financial services (savings and loans), alone may not provide everything a vulnerable household may need to increase household income. Especially for the most vulnerable poor, a range of supporting services are required to build capacity to take advantage of business and income generating opportunities.  Non-Financial Services (NFS) includes all MED activities not related to the provision of financial services.  NFS help to increase family income by building the income earning capacity of the most vulnerable and by improving the profitability and competitiveness of micro enterprises.  NFS is often most effective when offered to the most vulnerable poor who lack business experience, especially female head of households, orphan-headed households and youth.  The most common technical non-financial services, often called Business Development Services or BDS, include production support, marketing support, and business skills enhancement. I n addition to business related services, NFS include activities such as training or vocational education that increase employment opportunities and help prepare individuals to enter the business world.  The following are some of the more common NFS approaches.   
Production support services are meant for clients whose micro enterprise involves production. This could mean production of food grain, fruits & vegetables, construction materials, etc. Production support includes, but is not limited to, the technical support required to achieve the following: 

· Procure best quality inputs

· Reduce the costs of production

· Increase productivity (production per unit)

· Increase quality of outputs or products/produce

· Reduce wastage of produce

Marketing support could include:

Identifying specific markets, providing related market information and helping develop group skills to do the same

Building linkages with the traders/buyers, input suppliers and transporters

· Understanding the terms of trade

· Appropriate and attractive packaging

· Reduced transportation losses

Reduced bad debt from producer financing schemes Or, how to select appropriate financing and develop a business plan

Information and network support, and current market prices. 
 In many cases clients can have basic technical skills in production and marketing but they may need support for solving specific problems that arise. In such cases, the MED program can provide information or can serve to network clients with resource agencies or technical experts. Examples of information and network support services include, but are not limited to the following: 

· Pesticide for a particular insect

· Soil testing for determining fertilizer dosage

· Source of a particular packaging material

· Prices of a certain vegetable in various markets

· Process food quality standards
· Basic book keeping skills, 
· Group management,.

On specific skills training I always vote for saying “market based skills training” which predicates itself on studying the market for employable/saleable skills – too many vocational tech operations cranking out unemployed carpenters!

Market based skills training programs teach a technical or vocational skill used to earn a livelihood.  Skills selected for training should be based on a study of the local market to determine the more employable or saleable skills.  Skill training is an especially strategy for reaching youth or orphans who typically lack marketable skills. Examples of skill training areas include:

· Carpentry

· Masonry

· Motor mechanic

· Electrical wiring

· Tailoring

Some common ways of providing skills training are apprenticeships or contracting with vocational training institutions or private providers. Following the skills training, the individual can either work for someone using their new skill or start their own micro business. 
Situations when non-financial services are appropriate 
may be when dealing with the most vulnerable households who lack business experience, especially female headed households, OVC and youth.  Pros and cons: NFS directly enhance income earning potential.  Programs can provide targeted services without the large amount of capital needed for providing loans.  When desired and feasible, NFS programs can reinforce or link to existing micro-finance services in the project area.  Programmers must take care to provide NFS that can be sustained in the long term.  Providing expensive services during a grant period can create a dependency mentality. 
Examples of strategies to promote micro-enterprise development

Changing Views on Micro-Finance

“In 1983 my husband died.  Not much was known about HIV/AIDS at that time.  Over the years that followed, many of my relatives started dying one by one.  I moved to the city hoping it would be easier to find work here, and ended up in the slums, landless and unable to cover my basic daily needs.  Today I am looking after 16 children; most belong to those relatives who have died, others to neighbors who die alone in their homes and leave their little children.  


From the loan I received recently, I have bought fish from Lake Victoria because it is the best fresh water lake.  The fish is called ‘Omena’ and I grind the dried fish into a powder that is very popular for stews in the slums and elsewhere.  At least these Faulu loans are getting the poor out of their homes.  Though Faulu’s training seminars I am learning how to read, balance my books and I have hope that at lease a few of my many children will find their way out of the slums.  I don’t want them to be poor like me.”  

Providing a Life-Line


“Sometimes I feel like a cat with nine lives.  I wonder that I am still alive and well.  When my father died before I was ten, I already had fifteen brothers and sisters.  He left a very heavy burden for my mother to carry and this meant that many of us did not even make it to school.  After a few years I moved to another area and leant tailoring as an apprentice and not too long after that I got married.  My wife was from Uganda and in 1995 when she found out that I was HIV positive, she secretly left with all my children and I have not seen them to this day.  I became so sick that neighbors would come to stare at me and many thought I had already died.  Miraculously, I survived!  It was then that I hear of what Faulu and KENWA were doing and decided to come and see for myself.  I am happy that even though most of the clients are women, they still agreed to include me in the group.  AIDS unites us and I do not feel discriminated against here.  These loans keep us going and help us to focus on life, not death.  We are learning how to rely on others like us, and the sense of weakness is removed.  I couldn’t get employment before because nobody wants to employ an AIDS victim.  I am hoping to use my loan to purchase the materials for my tailoring business.  I am also hoping to venture into tailoring promotional items and this loan will make it possible.  It is a very good idea, it gives us hope and really shows us how God loves us all.  The Faulu people are good Christians who also share with us from the bible.” 
The UWESO Savings and Credit Scheme
 (USCS), 

 The current activities of the Uganda Women's Effort to Save Orphans (UWESO) stem from its early work in post-civil war Uganda.  Given the dramatic impacts of HIV/AIDS and the prevailing problems facing orphans, the Uganda Women's Effort to Save Orphans (UWESO) members decided to establish a specific programmed to provide families with orphans with the knowledge and resources to establish small-scale income generation projects. The UWESO savings and credit scheme (USCS) was established in 1996. It now operates in 28 sub-counties throughout Uganda.
Targeting.  The aim of the scheme is to target those who bear the brunt of the impact of HIV/AIDS: orphans and women. This approach is based on the recognition that even though not all orphans will necessarily be in need, it is a fair assumption that many will be disadvantaged, vulnerable and requiring support.  Women-headed households and orphans therefore compose the majority of beneficiaries. Most members use the credit provided to expand petty trade activities, trade in high-demand commodities, especially foodstuffs such as maize, beans, and fruit, general groceries and charcoal. 
 Organization.  The USCS scheme is organized on a solidarity group lending basis. Individuals take on loans but they have to belong to a self-selected group of five people who guarantee each other's loans.  Ten groups make up a ‘cluster’. Both groups and clusters have self-elected leaders who hold specific responsibilities.  Public meetings are held to discuss the scheme and its progress and ten weeks of training are provided to new beneficiaries before groups are established and loans committed. This training focuses on financial management and group formation.  The maximum initial loan per client is 150,000 Ugandan shillings (c. US$ 80). The loan cycle can be repeated up to ten times, up to a maximum cumulative loan amount per client of 1 million Ugandan shillings (c. US$ 588). It is then hoped that clients can ‘graduate’ from the scheme, enabling the entry of new beneficiaries.  USCS assists these ‘mature’ clients to consolidate their businesses and link up with other finance institutions. One of the unique features of the USCS identified by a recent evaluation was the speed with which clients have taken advantage of the opportunities provided by graduation from the programmed.  For example, several clusters have already registered a village bank with a capital fund of 6 million Ugandan shillings (c. US$ 3,530) which is receiving technical advice from UWESO. This ‘graduation’ process contributes to the sustainability of the income-generation projects initiated by the scheme.   An emergency fund has been set up to cover outstanding payments if beneficiaries stricken with AIDS pass away. UWESO also encourages clients to join the savings scheme and save some of their profits, where feasible.  Extended, cluster-based training programs have been established to provide an entry point for specialist district government staff and NGOs specializing in social development, who train members in areas such as health, sanitation, nutrition, agriculture and HIV/AIDS.  These programs were developed as a result of UWESO staff’s observation that lack of money was not the only problem facing vulnerable families - the need for education and awareness raising was also critical.  In one pilot area, UWESO is developing a partnership with a non-profit organization (Microrate) to provide health services through an insurance scheme. This will allow USCS clients to subscribe to health insurance which would enable them and orphans in their households to access health services from particular clinics. 
Skills training for orphans.  UWESO not only supports the livelihoods of orphans and their families/care-givers through the provision of the USCS, but also runs an artisan apprenticeship scheme. Funds are provided to local artisans who then train local orphans in skills which will enable them to make a living within or close to their home community. A total of 400 artisans have been trained and in some cases graduates of the scheme have become trainers themselves and impart the knowledge and skills they have gained to their peers. The current target is to train 100 orphans each year. Training is currently provided in the areas of carpentry, bicycle repairs, radio repairs, sewing and hairdressing.

Micro-insurance.  In most of the districts where USCS operates, clients are faced with a high rate of sickness and death; USCS management has encouraged members to contribute 1% of the principal loan amount as premium to the Group Loan Insurance Scheme with American Insurance Group (AIG). Upon the death of a client, AIG pays all the outstanding loan balance. For accidental death of a client gets benefit of Ug. Shs 1,200,000/= is paid to the family. In case a spouse of a client or any one of the four registered children dies accidentally, compensation to the family is made of Ug. Shs 600,000/= and 300,000/= respectively.   


 Indictors.  One of the strengths of UWESO’s approach is that the organization understands and measures impact beyond financial indicators. While levels of repayment and savings are significant, additional, complementary indicators of impact have been developed, which give a picture of the overall impacts of USCS on local livelihoods.   Impact on Aids- Affected Households.  As of June 2001 around US$ 2.5 million has been disbursed to local groups and around US$ 200,000 has been placed in small savings accounts. As of August 2001, 12,101 households are drawing on credit provided by the scheme (a client base of over 180 ‘clusters’) which by UWESO's estimate means that around 100,000 children will be receiving some kind of benefit. Many of the families affected will include PLWHA or will have been immediately affected by the epidemic. The impact of USCS on the overall well being of client families was assessed by an UWESO led evaluation, carried out three years after the initial provision of credit. This evaluation found that client homes were found to have greater food security than potential client homes, reflected in the higher number of meals available per day to both adults and children.  Client families had higher quality housing: 77% of USCS clients were resident in households with walls classified as either excellent or good whilst only 57% of non-clients attained that standard.  Client homes had more domestic animals than non-client homes. A number of clients (66%) were seeking more loans to fund the higher education of their dependants (including orphans), the expansion of income generating projects, house construction and other activities. Furthermore, nearly 30% of client households intended to diversify their sources of income through animal husbandry, agricultural cultivation or the creation of new businesses.  The loan repayment rate was 95% per month, a level of success envied by most local commercial banks.  The training and practical experience in taking on new responsibilities has not only helped clients to become more financially independent but has enabled them to build up their confidence.  Women, in particular, are known to have benefited from these new skills. In many cases the income raised by USCS has enabled more orphans to go to school.  More orphans in beneficiary communities are not only attending primary school but also high school and college training. 
Sample indicators for micro-financial services
MFI Performance Indicators

	Indicator
	Description
	Target 

	Sustainability 
	“Ability to generate revenue to cover  costs” 
	

	Operational sustainability 
	Measures how well an MFI covers its costs through operating revenues. 
	100% at yr. 5 

	Financial sustainability 
	Measures how well an MFI can cover its costs, taking into account a number of adjustments to operating revenues and expenses. Most of these adjustments model how well costs could be covered if operations were unsubsidized and if the MFI were funding its expansion with commercial cost liabilities. 
	100% at yr. 7

	Yield on Portfolio 
	Indicates the loan portfolio’s ability to generate cash revenue from interest and fees. 
	Close to interest rate charged

	Portfolio Quality 
	“Ability to protect performing assets, specifically the loan portfolio”
	

	Portfolio at risk (30 days) ratio 
	Shows percentage of loan portfolio that could be lost if all loans with late payments are unpaid. 
	<5% 

	Loan Loss Reserve 
	Percentage of loan portfolio that is covered for potential losses by reserves 
	Minimum of 2% of outstanding loan balance 

	Efficiency/ Productivity 
	“Ability to operate efficiently – good stewardship and service”
	Target 

	Cost per borrower 
	Measures the average cost of maintaining an active client 
	Decreasing trend 

	Active borrowers per loan officer
	Measures productivity of loan officer 
	Targets established in business plan

	Growth and Outreach 
	“Ability to meet targeted clients” 
	

	# active clients
	Measures growth in outreach
	Targets established in business plan 

	$ value of outstanding loans 
	Shows how much money the program is providing to its target group 
	Targets established in business plan 

	Percentage of female clients 
	Measures gender involvement  
	Minimum of 50%

	Average size of first loans 
	Measures poverty level of new borrowers 
	100 USD 

	Average savings account balance 
	Measures ability of clients to growth their asset base 
	Positive growth trend 


References to technical resources on micro-enterprise development
CCF Micro-Enterprise Development Guidelines: http://www.christianchildrensfund.org/uploadedFiles/Public_Site/news/Relief_professionals/Micro-enterprise%20%20final.pdf
The SEEP Network’s HIV/AIDS and Microenterprise Development: Annotated Bibliography SEEP HAMED’s Programming Guide for HIV/AIDS and MED.  

 Nutrition

Much food security programming focuses on promoting good nutrition among vulnerable families.  Families that are both vulnerable and affected by a chronic illness may have different needs than those of vulnerable families that are not similarly affected.  PLHAs with poor nutrition often will progress more quickly from HIV infection to AIDS.  Good nutrition plays an important role in tuberculosis treatment.  Good nutrition can improve the survival rates and the quality of life of those with chronic diseases.  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 sores can make it painful to eat and so the person may eat less food less frequently.  They may also experience poor appetite and poor absorption of food.  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.  Communities that identify reduced food consumption as a major food security problem related to chronic illness or HIV/AIDS might consider a number of ways to help increase the proper consumption of food among affected households.  

Strategies for promoting nutrition among affected individuals and households - general
· Promoting home gardens

· Including nutrition education in home-based care

· Treating opportunistic infections that inhibit eating (such as oral thrush).  

· Providing targeted food aid to affected households. 
Promoting home gardens
.  

CARE Lesotho-South Africa promotes home gardens as a part of its Livelihoods Recovery through Agriculture Programmed LRAP.  This was built on earlier rural livelihoods interventions: previously, HIV/AIDS was an add-on (condom distribution during agricultural extension).  The goal of the program is “improved capacity of vulnerable rural households to cope with shocks and stresses”, with specific reference to the impacts of HIV/AIDS.  The program purpose is that  “Vulnerable rural households… affected by food insecurity have improved their homestead agricultural production.”  Homestead gardens especially suitable for households living with HIV/AIDS or other chronic illnesses since 1) they are easier to reach than fields, 2) they are easier to work than fields, 3) garden work can be combined with home care, 4) they can present nutritional advantages for those living with HIV and AIDS, 5) Water is often more readily available, though extra strategies were needed to harvest and store more water.  The organization found this to be a more direct way of promoting food and nutrition security for vulnerable, HIV-affected households.  To avoid stigma LRAP does not directly target households living with HIV/AIDS, rather their activities are open to all.  However LRAP does focus on female or child headed households, households caring for orphan(s) and households with chronically sick member(s).  At least 75% of the participating households are meant to be in these categories and at least 75% of participating households are meant to be classified by the community as poor or very poor.  The project pilots community-based approaches to support affected families (especially orphans), through activities such as: support groups, promoting positive living, experiential learning methods, a homestead gardening manual, and nutritional guidelines.  The project demonstrates good home gardening practice, including crop diversity, enhanced year round production, water harvesting and conservation.  When appropriate: when affected households have access to land close to their homes and sufficient water for home gardens.  Pros/Cons:  This is a community-based strategy that can be very sustainable and requires few inputs from outside the community (seeds, gardening tools, staff time and expertise).  If an individual is severely ill the household may not have the capacity to plant and tend a garden.  

Including nutrition education in home-based care.  Nutrition education has become a standard component of home-based care for chronically ill persons (especially those with HIV/AIDS).  As the illness advances the dietary needs of the individual may change.  When appropriate: when affected households are identified and/or when HBC will not further target a household for stigma and discrimination.  Pros/Cons: while nutrition education can help a household make better use of the food that it has access to.  If the household has reduced consumption because they cannot obtain enough of the right kinds of food, then education alone will not improve the household’s food security.  

Treating opportunistic infections that inhibit eating.  Giving simple treatments for opportunistic infections is also an important component of HBC (such as herbal remedies to relieve oral thrush).  When appropriate: when the team can help HBC visitors to gain the capacity and supplies needed to identify and treat specific opportunistic infections.  Pros/Cons: If the household has reduced consumption because they cannot obtain enough of the right kinds of food, then treating opportunistic infections alone will not improve the household’s food security.  
Providing targeted food aid to affected households.  A number of organizations are currently engaged in providing direct food aid to households affected by chronic illness or death in order to supplement daily nutritional requirements of chronically ill individuals or OVC and other affected household members.  There are a number of food aid programs targeting households affected by HIV/AIDS for purposes other than simply improving food consumption.  FHI has recently completed a guidance on the use of food aid that contains a detailed section on the use of food aid for mitigating the impact of HIV/AIDS.  Please see that guidance for further details (Effective & Appropriate Uses of Food in FHI Title II programs: FIELD GUIDELINES, 2005, FH Headquarters: Keith Wright)
Situations when appropriate to promote nutrition in general:  

When PLHA, affected household members or households with orphans or other vulnerable children are not consuming the right kinds and right amounts of food due to lack of access.  
“It is important also to stress that vulnerability or food insecurity is not synonymous with a need for food aid.  Cash relief, for example, may be a far more appropriate and cost-effective response in some circumstances.
”
It is also important to stress that the need for food aid does not necessarily mean that food must be brought from outside the community or that it must be provided directly by the program.  There are a number of examples in which communities themselves have organized to provide food to affected households and orphans (See below under “Examples from the field”).  Pros/cons: People receiving ART as well as those receiving home-based care or treatments for HIV/AIDS and/or other chronic illnesses such as TB are relatively easy to target for food aid since they are already identified and are in contact with the health system.  It also may be easy to identify families that have lost a member to illness or who have taken in an orphan.  The stigma of being identified as being HIV positive or having a family member with HIV can prove to be a serious obstacle to participation in a program.  It may not be in the interest of beneficiaries to be singled out for support or identified on the basis of being affected by HIV/AIDS.  The extent to which this is a factor will vary from community to community, and therefore program personnel must discuss it with the community in advance of any intervention.  Involving HIV-positive people in the program design and implementation has been shown to reduce stigma and engage communities.   Targeting difficulties
 Households with chronically ill members may have practical difficulties in attending planning meetings and distributions.  With children having to take the place of adults, program implementers will need to take pains to ensure that the children are informed about how the program works and to ensure that children have a voice when it comes to targeting beneficiaries.  With more children, ill and elderly people being required to collect rations, there may be a need to establish more distribution points to reduce walking distance, or to consider the feasibility of alternatives, such as mobile distribution points.  Smaller packaging of food or more frequent distributions may also facilitate transport of rations by beneficiaries.  Individuals who are HIV+ but asymptomatic in most cases are unaware of their status and therefore they cannot be identified.  Targeting assistance at individuals and households affected by HIV/AIDS can risk creating the wrong incentives.  For example, targeting orphans for assistance can increase the short-term material incentive for families to take in orphans without guaranteeing their care.  Targeting pregnant women who are HIV positive for assistance can actually provide an incentive for a woman with HIV to become pregnant in order to benefit from the program.  

Examples of strategies to promote nutrition (general)
	These examples are from Catholic Relief Services

“Examples of Linking Title II Resources with HIV/AIDS-affected Households 

Malawi: Catholic Relief Services (CRS) implements a Title II Development Assistance Program (DAP) from 2000 to 2005 in Malawi with the aim to improve the food security of households affected by HIV/AIDS. Guardians or families caring for AIDS OVCs receive food rations in order to decrease the financial burden of care, promote retention of OVCs in their own communities, and improve the nutritional status of at-risk children. These households participate in complementary livelihood training programs, which include improved soil fertility, crop diversification, and improved seed. In 2003, 95 percent of direct food distribution beneficiaries also participated in activities aimed at improving productive assets, such as building fishponds.

 CRS established 43 community-based child centers (CBCC) as a way of enhancing childcare practices and providing guardians with the opportunity to participate in general development activities. The CBCCs are staffed by community volunteers and provide OVCs with food donated by the communities. Growth monitoring is also conducted at the CBCC to ensure that children who are growth faltering are identified for interventions and, if necessary, referral to a health facility. Title II food commodities are used to encourage OVC school attendance. The DAP also supports community artisan apprenticeship programs to support skills development.

 Kenya: CRS, the Archdiocese of Mombassa, and Pathfinder International distribute monthly rations of Title II CSB and vegetable oil to more than 4,500 households with OVCs. The purpose of the food ration is to meet the short-term food needs of households impacted by HIV and AIDS. CRS trained the staff involved with food distribution, providing information on HIV and AIDS and the role of nutrition, guidelines on palliative care for PLWHAs, and safe food storage and use. Households reported decreased incidence of childhood illnesses, increased school attendance and improved school performance, and increased spending on items such as fuel and school supplies.

 While progress has been made, there are continuing program challenges, including the high number of households requiring support, the severe food insecurity of many households leading to dependence on the ration as their only source of food, and the need for therapeutic in addition to supplementary feeding rations for cases of severe malnutrition in the program target communities.”

For more details see: Effective & Appropriate Uses of Food in FHI Title II programs: FIELD GUIDELINES, 2005, FH Headquarters Office Contact:   Keith Wright 


Sample indicators
An excellent source of indicators for interventions that try to improve food consumption at the household level is the “Coping Strategies Index”  The guide for the CSI gives instructions on how to develop locally relevant indicators to help measure to what degree households are at risk of poor food consumption as a way of coping with food insecurity.  The CSI is based on a rapid interview in which the head of the household or the main caregiver reports how often over the previous 30 days they have used specific negative coping strategies.  These fall into four basic categories: dietary change, short-term measures to increase household food availability, short-term measures to decrease numbers of people to feed, and rationing, or managing the shortfall.  Please see below a list of generic negative coping strategies (these would need to be adapted for each local area).  

A Generic List of Coping Strategies

1. Dietary Change

a. Rely on less preferred and less expensive foods?

2. Increase Short-Term Household Food Availability

b. Borrow food, or rely on help from a friend or relative?

c. Purchase food on credit?

d. Gather wild food, hunt, or harvest immature crops?

e. Consume seed stock held for next season?

3. Decrease Numbers of People

f. Send children to eat with neighbors?

g. Send household members to beg?

4. Rationing Strategies

h. Limit portion size at mealtimes?

i. Restrict consumption by adults in order for small children to eat?

j. Feed working members of HH at the expense of non-working members?

k. Ration the money you have and buy prepared food?

l. Reduce number of meals eaten in a day?

m. Skip entire days without eating?
See the following URL for a more detailed review of the CSI.  

http://www.foodaid.org/worddocs/moneval/Food_Access_Indicators_Guidelines_Final.pdf 

Technical resources
[TBD] 


Strategies for promoting nutrition among affected individuals and households – special situations

Promoting nutrition for chronically ill pregnant and lactating women.
Good maternal nutrition before and during pregnancy and lactation is crucial for the well being of the developing child.  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.  
Promoting nutrition among women and girls.  In many rural settings it is hard to target interventions at women who are living with HIV/AIDS since testing is often unavailable and women who are HIV positive often do not want to be identified as such because of stigma.  It is a good strategy, therefore to promote good nutrition among women and girls of reproductive age in general as a means of mitigating the impact of HIV/AIDS on maternal nutrition and the transmission of HIV from mother to child.  
The following actions are recommended to help pregnant women avoid malnutrition and its consequences during the antenatal period: 

1. Provide good nutrition counseling, with monitoring. 
2. Provide multivitamins (though vitamin A is not recommended for women who are known to be HIV-positive) and mineral supplements to help fight infection. 

3. Provide iron tablets to reduce anemia. 

4. Deworming
. 
5. If appropriate, refer women to sources of financial help, such as micro-credit programs, so they can get the money they need to buy any necessary medicines and buy or grow food in order to maintain a healthy diet. 
Promoting nutrition for infants born to HIV positive mothers

Exclusive breastfeeding is one of the most cost-effective food security practices.  However, there is a risk that a baby can be infected with HIV through breastmilk if the mother is HIV-positive.  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.  Therefore the World Health Organization recommends 
 “When replacement feeding is acceptable, feasible, affordable, sustainable and safe, HIV-infected mothers should avoid breastfeeding completely. When these conditions are not present, HIV-infected women who choose to breastfeed are recommended to do so exclusively for the first few months, and then, over a period of a few days to a few weeks rather than abruptly, to stop breastfeeding (exclusive breast- feeding with early cessation), provided the conditions for replacement feeding or other breast-milk options are in place
.”  

In most FHI fields replacement feeding before six months (usually formula or modified animal milk) rarely will be acceptable, feasible, affordable, sustainable and safe (Known as the “AFASS” criteria).  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
.   Mixed feeding, or giving breast-milk and other feeds, increases the risk of HIV transmission through breastfeeding.  Babies of mothers with HIV who are exclusively breastfed have a lower risk of becoming infected compared with babies who are given other liquids, foods or milks in addition to breast milk during the first months of life. Therefore the promotion of exclusive breastfeeding and actively supporting mothers to resist social pressures to mix feed can greatly help to mitigate the impact of HIV/AIDS on food security.
Nutrition support during home-based care
Care for a chronically ill person may be provided by a household member, a relative, a neighbor, friend or another volunteer from the community.  It is usually a good program strategy to promote the food security of the entire household not exclusively that of the ill person.  Programs should try to support the caregivers to ensure that the ill person and the rest of the household have an adequate and balanced diet.  Any food aid should include nutrient dense foods to prevent weight loss or to replenish lost nutrients for the ill person.  Symptoms related to diet should be managed to minimize their impact on the ill person’s nutritional status (this may include basic treatment of mouth sores, for example).    
Nutrition support for patients receiving medication for chronic illness

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.  If a program wishes to target households with a chronically ill member for nutritional support (with education, counseling and/or food aid) the program should ensure that the following things happen.  All chronically ill people receiving medications should receive updated information on food-drug interactions to reduce the side effects of medication.  They should be advised on the sequencing of the food and drug intake to increase drug efficiency.  They should be helped to time their meals and medications.
Situations when appropriate to promote nutrition among affected individuals and households – special situations, and sample indicators
Promoting good nutrition does not necessarily involve food aid or food based aid.  Different nutrition intervention strategies may be appropriate under different circumstances. 

	Strategy
	When may it be appropriate
	Information required to establish appropriateness of strategy (Indicators)

	Promoting and supporting exclusive breastfeeding
	Under all circumstances
	NA


	Promoting nutrition among women and girls
	Wherever women and girls are malnourished 
	Rate of malnutrition among women and girls of reproductive age.

Rate of low birthweight babies. 

	Promoting nutrition for chronically ill pregnant and lactating women
	Where there are large numbers of chronically ill women of reproductive age who are also food insecure.
Where CI women may be targeted for interventions without exposing them to stigma. 


	Rate of CI pregnant and lactating women. 
Rate of CI women who are food insecure.

HIV prevalence rate

TB prevalence rate

CI prevalence rate (generic)

Level of stigma against HIV+ women (these indicators may be (quantitative or qualitative / anecdotal)



	Promoting nutrition for infants born to HIV positive mothers
	Where it is possible to identify HIV-positive mothers either through VCT or by clinical assessment
Where HIV + moms may be targeted for interventions without exposing them to stigma.
	HIV prevalence rate

HIV prevalence among women of reproductive age. 

HIV prevalence among pregnant and lactating women.
Level of stigma against HIV+ women

	Nutrition support during home-based care
	Where a home based care program exists and malnutrition or food insecurity is identified as a problem. 
	AIDS prevalence rate

TB prevalence rate

CI prevalence rate (generic)

Rates of food insecurity and/or malnutrition among CI beneficiaries of  Home based care 

Level of stigma against PLHA



	Nutrition support for patients receiving medication for chronic illness
	Where a home based care program exists or where patients are receiving TB and/or HIV-related medications and can be easily contacted in their homes. 

Where PLHA and TB patients may be targeted for interventions without exposing them to stigma
	AIDS prevalence rate

TB prevalence rate

CI prevalence rate (generic)

Level of stigma against PLHA




Strategies for graduating beneficiaries from “safety net” interventions (such as food aid)
“Where possible, clear discharge criteria related to changes in vulnerability (i.e. pregnancy status, health status, etc.) as well as improvements in food security status…are an important measure of a household’s preparedness for being discharged from the program.  By establishing clear discharge criteria (based on treatment completion or measurable improvement in food security status), individuals and households can and do graduate from direct food assistance to other food security and livelihood interventions, where these are available.   Conducting re-verification on a regular basis to re-assess the food security status of vulnerable households (taking into consideration variation due to seasonality) is an integral aspect of graduating beneficiaries from targeted food assistance…

“… HIV positive beneficiaries (who overcome opportunistic infections and regain productivity) — with the right support at household level (i.e. kitchen gardens and Positive Living) ---can graduate from a short-term food aid intervention to a long period of self-sufficiency and productivity ….”

References to technical resources on nutrition
Nutrition guidelines for care and support of people living with HIV/AIDS, National Food and Nutrition Commission, Zambia, 2004.  http://www.fantaproject.org/publications/zambia_guide2005.shtml
HIV/AIDS: A Guide For Nutritional Care and Support. 2nd Edition. Food and Nutrition Technical Assistance Project, Academy for Educational Development, Washington DC, 2004.  
http://www.fantaproject.org/publications/HIVguide.shtml 
HIV/AIDS Working Group and Safe Motherhood and Reproductive Health

Working Group, Child Survival Collaborations and Resources (CORE)

Group, Saving Mothers, Saving Children — Preventing Mother-to-Child

Transmission of HIV/AIDS: A Guide for Working in the Community,

Washington, D.C: January 2005.  http://www.coregroup.org/working_groups/PMTCT_Guide_Jan_4_2005_DRAFT.pdf 

Water and sanitation

Interventions that promote access to and proper use of water and sanitation can help to mitigate the impact of HIV/AIDS on food security by improving livelihoods, saving labor by freeing up time and energy from hauling water for other essential tasks, and by reducing the incidence of opportunistic infections that limit the household’s productivity.  Increased access to water, sanitation and hygiene by households and communities facilitates initiation of agricultural activities which supplement household food supply. The extra produce can be sold to generate income to meet other household needs.  In informal settlements where communities spend significant amounts of money buying water, the provision of reliable water supplies at an affordable price will result in substantial household savings especially among families affected by HIV/AIDS.  Increased growing of vegetables and fruits using available water to promote appropriate nutrition and generate some income to boost households' economy.   Access to safe water, sanitation and hygiene are critical in reducing susceptibility to opportunistic infections among HIV positive infants and other members of the communities. Increased access to safe water is essential for people living with HIV/AIDS, who need extra water for drinking and personal hygiene in order to remain healthy and productive.  Accessible water and sanitation facilities allow care-givers to devote ample time to care for people living with HIV/AIDS. The integration of hygiene and sanitation promotion into home-based care enhances effective management of opportunistic infections for the sick reducing the burden of care on the household.  Access to safe water reduces the vulnerability of women and children to incidents such as rape, which could result in infection with HIV and consequent progression to AIDS
. 
Strategies for promoting access to and proper use of water and sanitation
Water to improve livelihoods.  Small scale irrigation systems such as drip-feed systems can help affected households to improve their livelihood by increasing agricultural production.  This may be especially helpful when used to irrigate a home garden to provide food and marketable products close to home.  Water systems may also help improve productivity of livestock (such as for milk or meat) in areas where water is scarce.  
Water to save labor.  Building systems that make potable water available close to home (such as digging household wells, piping water into the house or to a stand-pipe in the compound) can greatly reduce the amount of time and energy spent on hauling water.  This tends to be most beneficial to women and girls who traditionally are responsible for water, and thus can enhance gender equity.  
Improved water and sanitation to reduce labor lost to diarrheal disease.  Improving the quality of water used for washing, bathing and drinking, building sanitary latrines and improving hygiene practices in the home can reduce the incidence and severity of diarrheal infections of chronically ill individuals and their families.  This can improve food security by reducing the amount of productive time lost to illness or related care giving and by improving the biological use of food consumed.   Such interventions can include capping wells or installing pumps to protect wells from contamination, improving the quality of water supplied in existing water systems, as well as building and promoting the proper use of sanitary latrines. These interventions could either target affected and vulnerable households directly or (if stigma is a problem) simply target all vulnerable households (or allow interested households to self-select) and ensure that interested affected households are included.
Behavior change communication (BCC) can help to reduce labor and productivity lost to diarrheal diseases by promoting good hygiene practices at the household level.  BCC interventions should always accompany any efforts to improve water and sanitation infrastructure.  BCC interventions have been shown to be very effective in reducing diarrhea even in the absence of improved infrastructure and are generally more effective that improving wells or building latrines.  BCC can target a variety of community members such as mothers/caregivers of children under five years (e.g. through care groups), teachers and pupils in schools, or affected households through home-based care givers.  
Situations when appropriate to promote water and sanitation and sample indicators

	Strategy
	When may it be appropriate
	Information required to establish appropriateness of strategy (Sample Indicators)

	Small scale irrigation systems or water systems for livestock
This could either target affected households directly or (if stigma is a problem) simply allow HH to self-select and try to ensure that affected HH are included.
	Better suited for situations where: 

· Water scarcity limits agricultural and livestock production.

· Affected households have access to arable land close to their house or have livestock that can be cared for close to home.  
· Affected individuals are still able to work
· The household is recovering from the death of an adult. 
· Eligible households have the technical capacity to use and maintain irrigation systems / water systems (or can easily acquire this capacity)


	AIDS prevalence rate

TB prevalence rate

CI prevalence rate (generic)
Rates of food insecurity and/or malnutrition among CI affected households. 

General rates of food insecurity or malnutrition. 

Comparative levels of productivity for agriculture and animal husbandry with and without irrigation/water systems. 

The level of stigma against PLHA 

	Water to save labor
This could either target affected households directly or (if stigma is a problem) simply allow HH to self-select and try to ensure that affected HH are included.
	Better suited for situations where: 

· Time and energy spent on hauling water significantly limits other important tasks such as care giving, production or girls’ schooling. 

· Affected individuals are too ill to work. 
· Affected individuals are still able to work
· The household is recovering from the death of an adult. 

	Average amount of time, energy or money spent per household to supply household with water.
Disparity in school attendance among children of affected HH vs. those of non-affected HHs. 

Gender disparity in school attendance. 

AIDS prevalence rate

TB prevalence rate

CI prevalence rate (generic)

Rates of food insecurity and/or malnutrition among CI affected households

	Improved water and sanitation infrastructure to reduce diarrheal disease

	Better suited for situations where: 

· Access to clean water and sanitation infrastructure is limited

· Diarrheal disease is a barrier to food security
· Time and energy lost to diarrheal disease significantly limits other important tasks such as care giving, production or schooling. 

· Affected individuals are too ill to work. 

· Affected individuals are still able to work
· The household is recovering from the death of an adult. 
	The incidence of diarrhea over the past two weeks for all household members. (May need to adjust for seasonal factors)
Number of days of work, school or other important tasks lost because of diarrhea or caregiving for diarrhea (e.g. taking care of child with diarrhea).  

Prevalence of malnutrition 
Percent of households using an improved toilet facility 
Percent of households with an improved source for drinking water within acceptable reach and available daily 
Percent of households with a special place for hand washing 


	Behavior change communication 
	Better suited for situations where: 

· Diarrheal disease is a barrier to food security

· Time and energy lost to diarrheal disease significantly limits other important tasks such as care giving, production or schooling. 

· Affected individuals are too ill to work. 

· Affected individuals are still able to work
· The household is recovering from the death of an adult. 
	Percent of mothers who wash their hands before food preparation, before infant/child feeding, after defecation, and after attending to a child who has defecated.

Percent of households that apply effective water treatment regularly.

Percent of households storing drinking water that store water safely.

Proportion of households that disposed of the youngest child’s feces safely the last time s/he passed stool.




Examples of strategies promoting water and sanitation
The Zimbabwe Red Cross (ZRCS) has begun integrating efforts to improve water and sanitation infrastructure and provide BCC to its HIV/AIDS home-based care project
. 
“The Zimbabwe Red Cross (ZRCS) Provincial Programmes officer for Matebeleland South, Siphiwethina Tshuma, says the danger of communicable diseases spreading from one person to another in homes where at least one person lives with HIV has become more and more evident to Red Cross volunteers.

”We have come across two deaths and small outbreaks of waterborne diseases in our home based care project, where diarrhoea was established as the cause,” she says. “This prompted us to realise that within the HIV/AIDS home-based care project, there is an urgent need to provide safe water and sanitation facilities for the clients and their families, to keep them safe.’

As a consequence, the Zimbabwe Red Cross is now striving to integrate the two components as a way of caring for people affected by HIV/AIDS in a more holistic manner.

’With the home-based care project, our focus has been on the care of the client. By adding water and sanitation and the promotion of health education, we will ensure that the environment of the client and their families is also safe,’ says Catherine Marenga, the ZRCS Health and Social Services Officer.

She adds that the Red Cross care facilitators can easily play the dual role of attending to the clients as well as promoting a cleaner home environment for the whole family.”
References to technical resources on water and sanitation 
Joint Publication 7 Improving Health through Behavior Change A Process Guide on Hygiene Promotion Michael Favin, Gail Naimoli, and Lisa Sherburne August 2004 Environmental Health Project http://www.ehproject.org/PDF/Joint_Publications/JP007-CIMCIProcessGuideWeb.pdf  

Education
HIV/AIDS impacts access to education both at the systemic level and at the household/individual level
.  In 1999, UNICEF estimated that 860,000 children in Sub-Saharan Africa have lost their teachers to AIDS since the beginning of the epidemic.  Zambia has lost 1,300 teachers due to AIDS in the first ten months of 1998, the equivalent of two-thirds of all new teachers trained annually.  In Central African Republic, 85% of the 300 teacher deaths in 2000 were due to AIDS and the epidemic is responsible for the closure of more than 100 education establishments.  AIDS deaths among South African teachers rose by more than 40% in 2000-2001.  In Cote d’Ivoire household spending on schooling has dropped by 50% in families where someone had died of AIDS.  In Benin only 17% of children whose parents have died attend school, compared to 50% of those with both parents still alive.
  Children who do not obtain 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 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.  Children with HIV/AIDS are often denied access to schooling or are discriminated against and stigmatized in school.  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.  Education of today’s children is an investment in their human capital and thus an investment in their future food security.  It is also an investment in their health since children who complete their schooling often run much lower risks of HIV infection than do those who never go to school or who do not finish.  
Strategies to promote education 

Food security programs can be used to mitigate the impact of HIV/AIDS on food insecurity related to education by promoting equitable access to schooling and/or by promoting quality education.

Promoting equitable access to schooling often takes one of two approaches: helping vulnerable children to attend available schools and helping to create or improve local schools where quality schooling is not available.  Some of the ways that food security programs can help vulnerable children to attend school are: offering financial assistance or paying school fees, ensuring that there is no discrimination towards OVC or children living with HIV/AIDS, providing food incentives
 such as school feeding, school-based gardens and take-home rations for children attending classes, and supporting girls’ education
.  Some of the ways that food security programs can help to create or improve local schools include: helping to support local teachers through food based aid or other in-kind support, helping to build or improve community owned school buildings through food or work or similar programs and linking local communities to other agencies that help to promote and support community-based schooling.  
Promote quality education  In many of FHI’s program areas, an unacceptable proportion of those children who enroll and stay in school do not acquire competencies equivalent to the completion of grade four—the minimum threshold for retainable literacy—even after six or more years of schooling. There is growing evidence that the majority of children who manage to stay in school are not mastering even basic literacy and numeracy skills. National assessments in Ethiopia, Ghana, Malawi, Nigeria, Uganda and Zambia have revealed that less than 20 percent of pupils attain grade level standards in literacy and numeracy.  Children who do not master these basic skills are likely to become more vulnerable to food insecurity (and HIV infection) in the future.  Food security programs can help to promote quality education in the communities where they operate by linking local communities to other agencies that help to promote and support community-based schooling, by using material support to promote appropriate HIV/AIDS related education in the school curriculum and by helping to promote the teaching of agricultural and other life skills.  

Situations when appropriate to promote education

	Strategy
	When may it be appropriate
	Information required to establish appropriateness of strategy

	Promoting equitable access to schooling

	Helping vulnerable children to attend schools
	In situations where 

OVCs attend school at a lower rate than other children

OVCs are being held out of school to replace the labor of a sick adult.  

Families affected by chronic illness or death keep children out of school because they cannot pay for school fees, uniforms or other needed supplies

Teachers or school administrators deny schooling to OVC or children living with HIV/AIDS or promote/tolerate their stigmatization while in school. 


	· Number and percent of children six to thirteen years old in program areas enrolled in primary school at a point in time 
· Number and percent of children fourteen to eighteen years old in program areas enrolled in secondary school (lower or higher level) at a point in time 
· Girl to boy ratio among children 6 to 13 years old in program areas enrolled in primary school at a point in time 
· Girl to boy ratio among children 14 to 18 years old in program areas enrolled in secondary school at a point in time 
· Disparity between OVC and other children of the same age-group enrolled in school at a point in time
· The level of stigma against OVC and/or children living with HIV/AIDS.

	Helping to create or improve local schools
	In situations where 

Any of  the criteria above apply 

AND / OR

Fewer than 90 per cent of school age children in a given community or program area are enrolled in primary school.

There is a shortage of teachers. 

There is a high rate of teacher absenteeism (due to illness, care giving obligations or other reasons)

There is a shortage of schools or class rooms. 

School buildings are too small or of unacceptable quality for learning to take place.  

	Same as above AND

· The student/teacher ratio is substandard as per Ministry of Education guidelines.  

· Rate of teacher absenteeism.

	Promote quality education  
	In situations where 

There is a high failure rate on qualifying examinations.

Parents perceive that children are not acquiring essential life coping skills at school as expected.  

Teachers or school administrators deny schooling to OVC or children living with HIV/AIDS or promote/tolerate their stigmatization while in school. 

Children are not acquiring basic HIV/AIDS awareness and prevention knowledge and skills as appropriate for their age.  


	· Number and percent of children 11 to 13 years of age in program areas that complete primary education. 

· Number and percent of children in program areas that pass the proficiency tests for a given grade/form level. (Note: Applicable in countries that use competency tests for given grades.) 

· Number and percent of children 11 to 13 years of age who complete primary education and make the transition to secondary education. 

· Girl to boy ratio among those children 11 to 13 years of age that complete primary education and make the transition to secondary education. 
· Disparity between OVC and other children that complete primary education. 

· Disparity between OVC and other children that pass the proficiency tests for a given grade/form level.
· Disparity between OVC and other children who complete primary education and make the transition to secondary education.


Examples: 

References to technical resources on education
Education Guidelines, Christian Children’s Fund, 2005.  http://www.christianchildrensfund.org/uploadedFiles/Public_Site/news/Relief_professionals/Education%20Final.pdf
Orphans and other vulnerable children support toolkit:  Education section.  International HIV/AIDS Alliance.  http://www.aidsalliance.org/sw505.asp 
Speak for the Child: Community care for orphans and AIDS affected children,  Case study : Kenya,  Diane Lusk, Jael Mararu, Chloe O’Gara, Sarah Dastur,  AUGUST 2003.  http://www.aed.org/ToolsandPublications/upload/AEDSpeak%20For%20Child%20Kenya%20Case%20Study.pdf   


Other Issues
Depending on the stage of the epidemic in a project area, teams may need to consider other important issues not dealt with above.  Two of these are supporting elderly caregivers and enhancing the capacity of institutions and communities to mitigate the interactions between HIV/AIDS and food insecurity. 

Supporting Elderly Caregivers

The elderly, especially grandmothers, shoulder a huge burden in high HIV prevalence areas as they care for ill adults and their orphans.  Without the crucial care and support provided by older family members the food security situation in high prevalence areas would be much worse.  However, this care in many cases poses a huge burden on older individuals.  Food security programming can help to mitigate the impact of HIV/AIDS on food security by targeting elderly caregivers for program activities and assistance.  

Elderly caregivers provide a many forms of support to ill adults and children affected by AIDS.  Older women mainly care for the sick in ways such as providing food and feeding the sick, washing and changing their bedding, and giving medicine.  Older men largely provide economic and other types of material support, run errands and make decisions about how the patient should be cared for, including when to take them to a health facility for treatment.  An important role for male and female elderly caregivers is to provide love, compassion, counseling, and spiritual support to both adults and children.  Older caregivers are also responsible for providing clothing, shelter, school fees, uniforms, books, and other school requirements for children in their care. They also ensure discipline and provide moral instruction. 
“We are teaching them how to lead better lives, a life full of respect and humbleness. We are also teaching them the word of God.”
Female focus group participant, 63 years old
Problems faced by elderly caregivers.  

Poverty and ill health are major problems among the elderly and limit their role as caregivers. Lack of the proper food is among the most pressing problems faced by older caregivers. Inadequate food for themselves and those that they care is sometimes due to lack of income to purchase food, lack of knowledge and skills in modern farming techniques, and cultivation of plots of land too small to yield enough food.  Older caregivers are often unable to ensure that children receive adequate education because of poverty.  Poor housing is sometimes problem among the very poorest older caregivers.  Many live in dilapidated houses and do not have the strength to make basic repairs or the money to purchase building materials such as roofing or nails.  Old age and ill health limit the elderly’s ability to care for the ill or orphaned.  While older adults often receive satisfaction from their caregiving roles, many do not have the knowledge, skills, and resources then need to give proper patient care.   Disciplining children is a major challenge faced by the elderly.  Caregiving compromises older caregivers’ emotional wellbeing and involvement in gainful activities.  Faith is an important source of emotional and spiritual strength for elderly caregivers. All of the 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. 

“We praise God and have put all our needs before Him. God will not forsake you and will give you something no matter how small.”

Female focus group participant, 68 years old  
Food security programs can do a number of things to improve the food security of elderly care givers and the PLHAs, OVC under their care.   Some program options include: 
· Providing training to elderly caregivers in modern farming techniques, food security, and income generating activity startup and management.

· Increasing the knowledge and skills of elderly caregivers in child rearing and home-based HIV/AIDS care, and increase their access to caregiving supplies.

· Support households headed by the elderly in ways that help orphans to remain in school.

· Train community health workers to assist elderly caregivers in managing patients at home.

· Build houses for destitute caregivers.

· Provide psychosocial support for older caregivers, people living with HIV/AIDS, and orphans and vulnerable children.

· Link communities up with organizations involved in HIV/AIDS care and support services.

Example of strategy to support elderly caregivers 
Case study: Community credit schemes in Mozambique
 
Community credit committees run by older people and community members in Tete Province, Mozambique, have so far supported over 300 older carers and young people – two-thirds of them women. Funds have been used to set up various small businesses, including trade in small animals, used clothes, fresh-river fish, traditional beer making, and producing local foodstuffs, such as tomatoes and green leaves. Some older carers received skills training in basket making, pottery, knitting and shoe making. The credit committee allocates funds to projects that benefit the community. Interest on the funds is used to support the older and most vulnerable community households. Most of the older carers who received funds bought school items for their orphans, basic food and clothes for the household, paid hospital or treatment costs where needed, or made visits to family members elsewhere. Amina, aged about 65, has looked after seven grandchildren since the death of her daughter and son-in-law from AIDS. Amina explains what she did with the money from the credit committee: ‘We bought flour in Tete to make bread, which is the most popular food I sell. I dream of one day having a store, but know that I must make profits to buy one in the future. Most of my profits now go to buy food for the children.’ Felix, 15 years old, is the only income earner in a household of seven, in which he lives with five younger siblings and 80-year-old great-uncle. Felix dropped out of school to earn an income herding goats. He bought the goats with funds from the credit committee. ‘We wanted to stay together after our parents and grandparents died of AIDS. I want to go back to school, but there is no money. I talk to my friends about not being bad, not stealing things to get money. I must work hard to get a good life and look after myself not to get the disease my mother and father had.’ 

Technical resources on supporting elderly caregivers: 
Forgotten Families: Older people as carers for orphans and vulnerable children.  International HIV/AIDS Alliance and HelpAge International, 2003.   http://www.aidsalliance.org/sw7473.asp 
Our hearts are willing, but… Challenges of elderly caregivers in rural Kenya, Juma, M., T. Okeyo, and G. Kidenda. Horizons Research Update. Nairobi: Population Council. 2004.  http://www.popcouncil.org/pdfs/horizons/eldrlycrgvrsknyru.pdf

Enhancing Institutional and Community Capacity.
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.  In high prevalence areas food security strategies that focus a lot of training and technical assistance on a handful of individuals in a community may be end up being less effective if any of those key individuals should become ill or should no longer have the time to participate because of an illness in their family.  The same is true for FH staff as many government agencies and NGOs lose more and more of their trained extensionists and other staff members to illness and death.  In such a context it is helpful to use strategies that train and include a broad number of community members rather than a few.  The interventions might also make provisions for allowing a lead farmer or lead mother to include a “companion” (such as a daughter or son) in program activities such as trainings or meeting who could act as a substitute if the volunteer should get sick.  The Salvation Army has developed a method of “community counseling” whereby an educator or promoter facilitates a series of dialogues with community groups to help them discuss HIV/AIDS and what they can do about it.  Activities like this have been shown to reduce stigma and enhance the community’s capacity to deal with food security problems relevant to HIV/AIDS.  
http://womenchildrenhiv.org/wchiv?page=wx-resource&rid=20151&topic=ch&topicx=ch&stopic=ch4&type=prbp
Appendix A: Template 8: Potential Program Activities and Partners

	Client group*
	Central Purpose
	Categories of Desired Outcomes
	Potential Strategies
	Methods
	Potential partners and funding

	PLWHA

	
	
	
	
	

	Young widows
	
	
	
	
	

	GHHs

	
	
	
	
	

	SMHHs

	
	
	
	
	

	Orphans and vulnerable children
	
	
	
	
	

	Youth

	
	
	
	
	

	Married men

	
	
	
	
	

	Married women

	
	
	
	
	

	Community

	
	
	
	
	


Appendix B: The Expanded Conceptual Framework for Understanding Food Insecurity
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