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ABSTRACT
Malawi has one of the highest HIV prevalence rateSouthern Africa and the world,
with the prevalence rate of between 12-14%. Itn®ag countries with the highest
prevalence in Southern Africa with other countrlé® Mozambique having the
prevalence of 16.1%, South Africa 18.8% and Zimbab#20.1% as of 2005
(UNAIDS, 2006). Since 1990s, the Government of &al(GoM) has put in place
programs aimed at reducing the spread of the pacdémating those infected and
helping the affected individuals, families and coamities to regain their potential.
The civil society which includes the Community Ba&g@rganisations (CBOs) has
also joined government in this endeavor. Theystuas aimed at exploring the roles
the CBOs are playing in enhancing the food secwfitthe HIV and AIDS affected

households.

This research used both quantitative and qualdatnethods of data collection for
purposes of triangulation. The quantitative dataswcollected by the use of
guestionnaires and these were analyzed using thesti®al Package for Social
Science (SPSS) Version 12.0. These were admiedsier81 households that were
chosen randomly. The qualitative data was obtausdg key informant interviews

(K1) and focus group discussions (FGDs).

The results show that the CBOs in Zomba are runaingmber of activities in order

to help the affected households. However, the ¢lonids that are benefiting from the

Vi



CBOs activities are still facing food problems. @rerage food from own production
lasts for about 5 months. Comparing the CBOs thpiutigwas also found that the
CBOs that had funding from government and otheamwigations (external help) had a
lot of beneficiaries. These CBOs also had higlssetlivestock portfolio. Thus the
households in these CBOs had at least somethirigcthdd be sold and use the
money for food as compared to those that had rereaithelp. The study also found
that there was higher proportion of households #aatthree meals a day as well as
that consume fruits from the households belongn@BOs that received external
support. Male-headed households also had higheemhip of both livestock and
assets. Thus it is concluded that the househotas the CBOs that received external
support are better off than those from the CBOsdithnot receive external support.
It is therefore important that the government aoda¥ agencies should strengthen the
activities that are done by the CBOs in Zomba bkintafunds available to them.
However, proper monitoring mechanisms be put ircegléo make sure that the
intended beneficiaries are reached. The CBOsldhalso be encouraged to do

income generating activities (IGAs).
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CHAPTER ONE
1.0 BACKGROUND TO THE STUDY
1.1  Introduction
Food is one of the basic needs for the survivdlushan beings together with breathing,
water, sex, homeostasis and excretion as suggdstethe renowned Psychologist
Abraham Maslow in his paper entitled ‘Theory of HarmMotivation’ (Maslow, 1943)
However, many countries in sub-Saharan Africa (idilg Malawi) are struggling to
fulfill this very basic requirement of every huméming for reasons ranging from
environmental and climatic stress to policy shdligfadisease, poverty and resource
distribution inequalities (Panagides, Graciano,ki&geza, Gerberg and Chopra, 2007).
The emergency of HIV and AIDS in the 1980/90s ahd tonsequent rise in the
prevalence and spread seems to have exacerbatestuiagon with many households
trapped in vicious cycles of poverty, hunger, dsgseand food insecurity (Khaila,
Kadzandira and Mvula, 1999). Malawi is one of teentries in the world which has not
been spared by the HIV and AIDS pandemic. At 12-14B& HIV prevalence is
considered as one the highest in the world sunpgssily a few countries in Southern
Africa such as Mozambique 16.1%, South Africa ¥8.8nd Zimbabwe 20.1% as of

2005 (Arrehag, De Vylder, Durevall and Sjoblom, @00NAIDS, 2006).

As a landlocked country, Malawi depends heavilyagmiculture as its major source of
livelihood for most of its population and the siioa has remained the same since the
colonial era (Arrehag et al, 2006). As such, angsst on the agricultural sector in Malawi

has far-reaching consequences on the overall ecgnémod security and people’s

! http://en.wikipedia.org/wiki/Maslow's_hierarchy ofeeds




general welfare. The impact of AIDS on agricultufepd security and on people’s
livelihoods has generally been researched on. Meswarchers have spotlighted the role
of HIV and AIDS in weakening the population andgisposing them to what is being
referred to as the ‘new variant famine’ (De Wa@lQ2, Deveruex, 2002; Shah, Orsborne,
Mbilizi and Vilili, 2001). People affected by HIsind AIDS are seen to contribute less to
food production or income required to purchase fti@h normally they would because
of declined activity (Palamuleni, Kambewa and Kaufiea, J., 2003). This is because
the sickness and death of the working adults afieettotal labor available in a farm
household as well as the division of labor betwaéults and children and also between
men and women. According to the gender systemagheyg in Malawi, women are the
traditional caregivers and whenever a member ofahely is sick (from AIDS or other
illnesses) they spend a lot of time taking cardiai/her and this reduces the supply of
the agricultural labor hence resulting into incexhfod insecurity. This is a very tricky
situation in Malawi where it is estimated that adin80% of household food production

is done by women (Arrehag et al, 2006).

Furthermore, it is seen in most instances as hdweimyed an entwined fabric of net-traps
where poor people are finding it hard to escapealiéhet al, 1999; Kadzandira, 2003;
Kadzandira, Mvula and Chilimampunga, 2005). Thidézause the combination of a
decline in food production, the sale of food reservand liquidation of assets,
mobilization of savings, the decrease of househoptbme and overall increase in
expenditures are often found impacting on each rothereby creating a cycle of

destitution and suffering among the poor people.



As a country, Malawi has since 1990s put in plager@gram aimed at reducing the
further spread of the pandemic, treating thosectefk and helping the affected
individuals, families and communities to regain ithgotential. The civil society in

Malawi has also joined government in this endedyomobilizing additional resources
(financial, material and psychosocial) for the igmpkntation of various interventions
some of which are on enhancing household food ggcufhe aim of this study was to
explore the role that CBOs are playing in enhandimg food security situation of
households affected by HIV and AIDS. The study wasducted in selected rural

communities of Zomba district in Southern Malawi.

1.2. Statement of the Problem

In 2001, the UN general assembly special sessiorHbh and AIDS adopted the
declaration of commitment on HIV and AIDS. Thiscldgation commits member states
and the global community to take strong and immeda&tion to address the HIV crisis.
This is also a follow up to the Millennium Developnt Goals which were adopted in
2000 which called for the expanded efforts to fa@ltl reverse the spread of HIV and
AIDS by 2015. There are also regional and natiw@hmitments to confront the
epidemic as seen in other documents like the AlRgalaration and Framework for
Action on HIV and AIDS, Tuberculosis and other tethinfectious diseases that were
adopted at the Africa Summit on HIV and AIDS, Tuh#osis and other related
infectious diseases (GoM, 2005). From these, cmsnhave developed national targets

and programmes depending on the situation of tblelg@m in the countries.



The government of Malawi together with developmpattners has been implementing
several programmes aimed at mitigating the effe€tsllV and AIDS on the affected
households and communities and also treating tihdeeted by the virus. The civil
society has also helped the government to scaltv@pesponse to many parts of the
country through home based care services. Iniaddid these efforts, there have also
been traditional safety nets in the form of theeaged family systems through which
communities come up with actions for caring of #iek and orphans. However, these
traditional safety nets have been under strain usecaf the same disease (and poverty)
such that households that would have assistecharaselves often found experiencing
the same stress. Thus the epidemic has weakeaddtitional coping mechanisms to
the extent that the needs of orphans and the s&ck@v becoming beyond the extended
family’s capacity (Ngwira, Bota and Leovisohn, 2D0This led (in some communities)
to the formation of community groups to meet thpasding needs in their communities.
In some cases these organic groups were fundedvédindime some funding agencies
agitated for their formation. In the end, the geumave become a mechanism for
mobilizing resources to meet the needs of thosscial and affected by HIV and AIDS

(Singleton, Kadzandira, Mwapasa, Wamai and Ngv2é85).

With these community based groups (CBOs), a rahgategies are being used to assist
the affected households in preparing, respondidgising and surviving the impacts of

the epidemic as well as other threats to theirlihe@ds. Most of these strategies are
traditionally based, and coupled with extended fasupport and in some instances, they

constitute the only form of assistance providedAl®S affected households (Panos



Africa, 2007; Palamuleni et al, 2003; Leovinsohml &&illespie, 2003). Some question
the sustainability of these initiatives as memizérthe very CBOs are succumbing to the
epidemic (Palamuleni et al 2003). In addition, GB@quently lack funds and critical

resources to fully implement their projects (Singteet al, 2005) rendering their impact

minimal to some extent.

Again, there is generally a cloud over what exa@BOs are doing in the area of impact
mitigation particularly the extent affected houdelsare supported in meeting their food
requirements (Singleton et al, 2005). Some stultieked at the relationship between
HIV and AIDS and food security but few have provd#etails on the processes that are
actually followed. Few have also dwelt on the sustaility of the CBO interventions.
Answers are needed for questions like: ‘What ralesCBOs playing in relation to food
security of the affected households?’ and ‘Are ¢hdifferences between CBOs receiving
external support and those relying on local resiia building the capacity of their
communities and households?’ This study was thezetmnducted to answer these

guestions so as to inform policy and programmegtesi

1.3  Objectivesof the Study

1.3.1 Main Objective

The main objective of the study was to explore bles of CBOs in enhancing food
security of households affected by HIV and AIDS dmiv external support enhances

their ability to help HIV/AIDS affected households.



1.3.2 Specific Objectives
The specific objectives of the study were:
1. To assess the food security situation of househalfésted by HIV and AIDS
benefiting from CBOs.
2. To explore food security coping mechanisms of HIWdaAIDS affected
households benefiting from CBOs.
3. To identify and characterize different food seguiititiatives by the community

based organizations aimed at enhancing food sgairéffected households.

1.4  Study Hypothesis
The major hypothesis was that food security statiuseholds supported by CBOs that
do not receive support from external sources isdifberent from that of households
whose CBOs receive support. It was assumed that:
1. Food security situation of households affected by &hd AIDS benefiting from
CBOs has not improved.
2. HIV and AIDS affected households benefiting from@Bhave no food security
coping mechanisms.

3. CBOs do not run food security initiatives aimedgiected households.

15 Judtification and Significance of the Study
In a country such as Malawi where resources (humaterial and financial) are limited,
it is important that the little resources that akailable are put to best use. Research-

based evidence guides better policy making andsleadbetter understanding of the



complexities through which systems operate. In Mgl&BOs are increasingly being
seen as a vehicle for scaling-up the response ¥naHtl AIDS especially with regard to
treatment, care and support, community awarenasggract mitigation. However, there
is paucity of information regarding how the CBOg arorking in enhancing household
food security. Review missions of the 2005-07 friahyears of the national response to
HIV and AIDS all pointed out the need to condut¢harough assessment of community
based interventions (especially those concerningachmitigation) so as to ascertain the
nature, magnitude and relevance of these inteesiin enhancing people’s resilience
mechanisms (i.e. how households respond and rethem strength for a better

livelihood).

There are some indications on the role of CBOsuppsrting the welfare of vulnerable
households, but there is still a gap of knowledgeregards how these CBOs are
contributing to the food security of the infectawlaaffected households. It is envisaged
that findings from this study would contribute teetknowledge of these issues and will
help policy debates with regard to the relationsbghween HIV and AIDS and food

security in the country.

1.6 Organisation of the Thesis

This thesis has five chapters. This first chap@rapter 1) provides the background to
the study also covering HIV and AIDS situation iralldwi and the responses, problem
statement, study justification, objectives and higpsis. Chapter 2 presents the review

of literature in which both the conceptual and tletioal frameworks are discussed



including the threats to achieving food securityMalawi and the rise of CBOs. Chapter
3 discusses the study’s methodology while Chaptere$éents and discusses findings.

Conclusions and Recommendations are provided ipt€ha.



CHAPTER TWO
20 LITERATURE REVIEW
21 Introduction
This chapter reviews literature on issues relevanthis study. It first looks at the
theoretical framework for analyzing the relatiopsbetween food security and HIV and
AIDS. It then discusses literature on the situatadinHIV and AIDS in Malawi, the
national response to the pandemic, and how foodurégcis conceptualized.
Subsequently, the threats to achieving food securiMalawi, the impact of HIV and
AIDS on household food security are reviewed anthlly, the rise of CBOs in

development is also reviewed.

2.2  Theoretical Framework

The study uses the sustainable livelihood framewdrke livelihoods approach is based
on the premise that the asset status of the pofundamental to understanding the
options open to them, the strategies they adoptteon livelihoods, the outcomes they

aspire to achieve and the vulnerability contextarnghich they operate (Carney, 1998).
A livelihood is defined as a combination of res@sreised and the activities undertaken
by an individual or household in order to live ahi sustainable if it can cope with and

recover from stress and shocks, maintain and eehdsccapabilities and assets, and

provide sustainable livelihood opportunities foe tiext generation (Ellis, 2000).



In this approach, households are seen to possessdis of capital assets essential to
their livelihood strategies: human capital, natwagbital, financial capital, social capital,
and physical capital. The human capital refertheoamount of labour available to the
household. This also includes education that pebple, skills they posses and how
healthy they are (Carney, 1998). The financialteas the amount of money which the
household has access to. This could be in formasfngs and credits in the form of
loans. This could also be extended to include maodgtitute like livestock. The natural
capital comprises the land, water and the bioldgesources that are utilized by people
to generate means of survival. This capital isstatic and is enhanced when it is brought
under human control that increases its productivithe physical capital comprises the
capital that is created by economic production @sses. On the other hand the social
capital attempts to capture community and wideradataims on which individuals and
households can draw by virtue of their belongingdoial groups of varying degrees of

inclusiveness in the society at large (Ellis, 2000)

Utilizing these assets, households adjust to thleysical, social, economic and political
environments through a set of livelihood strategiesigned to strengthen their wellbeing
(Stokes, 2002). Additionally, the institutionalsttures and processes influence access,
control and use of assets. On the other hand, depein the assets that people have,
structures and processes that impact on themtitnadiand the vulnerability context
under which they operate, people choose livelirstoategies that will best provide them
with livelihood outcomes. Livelihood strategies ammposed of activities that generate

the means of household survival (Ellis, 2000).
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The sustainable livelihood approach is importantthe analysis of HIV and AIDS
because it is people centered. It emphasizes en efifiects not only of the
infected/afflicted but also the affected especialighin the household. It also seeks to
identify the various factors which hinder or prazidpportunities to people in order to
improve their situation and how these factors eelat each other, including links to

macro policies.

The sustainable livelihood framework has been adplby looking at the assets of the
people (human, physical, financial, social and ratcapital) in the study area, how they
are utilized and how the CBOs are helping the tei@@nd affected households through
the livelihood platform in order for the householdsbe food secure. According to

Tollens (1998), the entitlement that an individeah make to food depends on the
possession of physical, human and social resourthse.CBOs play a role in mitigating

the social and economic impacts of HIV and AIDSindghe livelihood framework, they

form part of the institutional structures that asailable in the communities as well as
the part of the capitals (social). Through the\atois done by these CBOs, the household
can be able to have strategies as well as impravingpe assets for them to achieve their
outcome, in this case food security. Thus, theviies of the CBOs should be seen to
embrace the five capitals that are available tortlval people as well as enhance the

sustainability of these assets.
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23  TheSituation of HIV and AIDSin Malawi

The first case of HIV was diagnosed in 1985 (NAGQ2) and since then, the prevalence
has been growing. It is currently estimated tl#t4% of Malawians aged 15-49 years
are living with HIV and AIDS in Malawi (NSO, 200NAC, 2006) and the prevalence is
higher among women compared to men, 13% versus 1€8pectively (NSO, 2007).
Across the urban-rural divide, latest statistics iV prevalence indicate higher
prevalence in urban areas (17%) than rural ard¥®g) but the worrying trend is that the
prevalence in rural areas is gradually rising iadtef falling as is the case in the urban
areas (NAC, 2007). With over 80% of the Malawi plagpion residing and working in
rural areas (NSO, 2008) where almost 90% of thenttgis food is produced, the rising
prevalence places a heavy burden on the countogaaeny as a whole. A number of
studies conducted in the last decade have reptirtedonsequences that HIV and AIDS
is placing on individual households and communiff@sehag et al, 2006; Palamuleni et

al, 2003; Shah et al, 2001).

Results of the 2004 Malawi Demographic and Healttv&y (MDHS) also indicated that
at regional level, HIV prevalence is highest in soeithern region at 17.6% compared to
the northern and central regions where prevalescestimated at 8.1% and 6.5%,
respectively (NSO, 2004). In 2005, the southernore@lso had the highest prevalence
rate of 18% while the northern and the centralaegihad the rates of 8% and 10% as
estimated from the national sentinel surveillangdesn (NAC, 2006). It has been further
estimated that 100,000 new HIV infections occuruatly and that almost half of these

new infections occur among young people aged 18N24, 2005). In 2005, there were
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930,000 people (including children aged less tharydars) infected with HIV and this

figure rose to approximately 1.3 million peoplei®07 (GoM and NAC, 2007).

The HIV and AIDS epidemic has also negatively impdaon life expectancy. In 2007 it
was estimated at 39 years from an earlier projedeeéxpectancy of 54 years (Munthali
and Maleta, 2008). The number of orphans hasiatseased due to the HIV and AIDS
epidemic to more than 1 million and half of these due to HIV and AIDS and related
factors (GoM, 2005; Munthali and Maleta, 2008). the mid 1980s, there were
approximately 22,000 deaths annually in Malawi,sthdigures rose to approximately
37,000 in 1998 and to 70,081 in 2003, 71511 in 28fSre starting to decline in 2007 to
61,332 and it is estimated to decline further 8slthan 30,000 in 2010 if the scale-up of
the ART programme continues at the pace experiebetdeen 2004 and 2007 (GoM

and NAC, 2007).

24  TheNational Responsetothe HIV/AIDS

Since 1990s the Government of Malawi together wighrelopment partners have been
implementing several programmes aimed at redut¢iadurther spread of the epidemic,
treating those infected and helping householdscanamunities that have been affected.
The major policy shifts were withessed in the m@&®as following the change in political
dispensation from one party state of governmemhudtiparty system when there was a
clear political commitment and openness about gexdrto deal with HIV and AIDS. A
number of policy instruments were developed assalref this including the Medium

Term Plans (MTP | and II) which were used for trexigd 1989-1999 although in the
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period before 1994, political interest was lessidicant. During the period 1989-1994,
the response emphasized on blood screening, HIV AD$ awareness campaigns,
public awareness and the setting up of an epidegitdl HIV surveillance system while
the period 1995-1999 largely focused on addressieg critical shortage of human
resource within the health sector, the mobilizattbmesources for the national response
and the setting up programs for the care and teydtof PLWHAS. Furthermore, the
National AIDS Control Program (NACP) was establghgthin the Ministry of Health

in 1988 and was later replaced by the National AlD@nmission (NAC) in 2001 so as
to enhance the multi-sectoral nature of the regpdiecause it was initially seen as a

health-sector response when NACP was in the Min@dtiHealth (GoM and NAC, 2005)

The National HIV and AIDS strategic framework (NS#gs also adopted and used in the
period 2000-2004. This was multi-sectoral in natanel promoted the participation of
PLWHASs, a community-based approach and had a seomghasis on the youth (GoM
and NAC, 2007). Of late the National HIV and AID@t®dn Framework (NAF) 2005-
2009 and the HIV and AIDS policy and several imptatation guidelines have also
been developed since 2003. Additionally, the OVQdidycand the ARV Equity Policy
were also developed during the period 2000-200AC Nind other stakeholders, with
support from donors, have also come up with diffepolicies and guidelines including
those on the Prevention of Mother to Child Transiois (PMTCT) of HIV and treatment
of opportunistic infections. These further provigiedance in the delivery of HIV and

AIDS services in Malawi.
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2.5 Food security: The concept and itsapplicationsin the study

Food security as a concept originated in the mig@$9in the discussions of international
food problems at a time of global food crisis ahavas defined during the 1974 food
summit as ‘availability at all times of adequaterlddood supplies of basic foodstuffs to
sustain a steady expansion of food consumptiont@amdfset fluctuations in production
and prices’ (Clay, 2002). The focus was on theiva and stability of food supplies. In
1983, the definition was expanded to include segueccess by vulnerable people to
available supplies, implying that attention shobélon the balance between the demand
and supply side of the food security equation. sThuwas defined as ensuring that all
people at all times have both physical and econ@oeess to basic food that they need

(FAO, 2003).

The World Bank in 1986 redefined food security aseas by all people at all times to
enough food for an active and healthy life its aiaéelements being; (i) availability of
food; and (ii) the ability to acquire it (MatayaQ@0; FAO, 2003) while in 1994, the
definition was broadened to incorporate food safatyd also nutritional balance,
reflecting concerns about food composition and mimdrient requirements for an active
and healthy life. Food preferences, socially ortwally determined, now became a
consideration. The World Food Summit of 1996 dediit as a situation when all people,
at all times, have physical and economic accessifftcient, safe and nutritious food to

meet their dietary needs and food preferencesfaictive and healthy life (Clay, 2002).
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The State of Food Insecurity Report for 2001 ondtier hand defined food security as a
situation that exists when all people, at all timeave physical, social and economic
access to sufficient, safe and nutritious food tiatets their dietary needs and food
preferences for an active and healthy life (Clay02). This definition emphasizes on

consumption, the demand side and the issues o$sabgevulnerable people to food.

The study takes food security as defined by theldivBank in 1986 as “access by all
people at all times to enough food for an activd healthy life” because it has been
widely used. This definition uses the conceptuamiework that includes three
components of food security namely: availabilityc@ssibility and utilization of the food.
Considering the fact that food availability is andétion of domestic food production,
imports and donations, this study focuses on damesjricultural production of the
selected households and access to food by thaedfeouseholds through purchasing. It
will focus on the household food security sinces tisithe level of social organisation that

most of programme interventions implemented by CB@sto enhance.

2.6 Threatsto achieving food security in Malawi

Malawi aspires to have adequate safe food for athivers of the households at all times
of the year by the year 2020 (GoM, 2000). Thisdssistent with the definition of food
security in which emphasis is laid on access tad fopall people at all times to lead to an
active and healthy life (FAO, 2003; World Bank, 698 This is expected to be achieved
through own production and using cash to buy foodchfthe market. . However, Tsoka

(2005) revealed that Malawian households have Hastorically food insecure as
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manifested in the depleted food stocks, reducedbeurand poor quality of meals eaten
by the households. NSO (2007) also observed th& ®f the household in Malawi that

grew food crops in 2004/2005 season had run ofataaf by December 2005.

There are three kinds of food insecurity: seasatfaipnic and transitory (Palamuleni et
al, 2003). Seasonal food insecurity is a declmadcess to food and this is in line with
the changes in the seasorChronic food insecurity on one hand is a contirslypu
inadequacy in dietary requirements caused by tability to acquire food, and affects
households that persistently lack the ability eitieebuy enough food or to produce their
own. Transitory food insecurity on the other hasmd temporary decline in a household’s
access to enough food, and results from instakiitjood prices, food production or
household incomes (Palamuleni et al, 2003; Ben2084). All these are however still

experienced by the households in Malawi in one arafne other.

There are a number of reasons that explain the $msodrity situation. However, the
dimensions and causes of food insecurity may dfffan place to place. But in general
the major constraints to improved food security lave productivity, poor market, road
infrastructure as well as the rising populationsgrge. Agriculture in Malawi is mostly
rain-fed. This makes domestic food availabilitydaime economy as a whole highly

vulnerable to climatic variation.

Poor weather conditions coupled with high poputatigrowth and low maize

productivity are believed to be major contributéegtors to deteriorating food security in
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Malawi (GoM, 2004). The population pressure haslenthe mean land holding size of
the small farms to decrease from 1.53ha per hold@ind 968 to 0.8ha per household in
2000 (GoM 2001) making the majority of the ruralubehold to be unable to feed
themselves from own production for the entire yearhus, for the households on
holdings that are too small to generate enough fwodash crop income to attain food
security, an alternative source of cash or foodccba sought and the CBOs in the areas
could be one of the alternative sources since tbeyd be running a number of activities

so as to help the households

In Malawi, levels of maize production have beenduss a measure of food security
considering that it is the main staple food of m&oof the people. However, the
dependence on maize using the current productidmigues appears to compromise
food security in Malawi. Mataya (2000) also repdrtthat an average farmer obtains
approximately one eighth of the potential yieldno&ize which is the Malawi’'s staple
food and occupies more than 60% of the total catéible land. While this is the
situation, Cromwell and Kyegombe, (2005) explaitieat end of fertilizer subsidy in the
early 1990’s coupled with devaluation limited theewf fertilizer there by reducing the
maize productivity. With this situation it has @lbeen estimated that the small farm

maize yields are currently about one third of tbeeptial.

Additionally, most access roads to rural Malawiagrevhere maize is produced are

seasonal. This makes it difficult to transport itgpand produce to major consuming

areas. Hence the activities of the private tradees limited to areas with adequate
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infrastructure and close to urban areas (Matay@QR0 The lack of transport and proper
roads make it difficult to get inputs into the ruaseas and bringing output to the market.
Sutter and Saaks (2002) identified inaccessiblen fenputs, particularly fertilizer, but

also improved seeds, erratic rains, high dependeatays, limited income sources, and
access to poor arable land as the principle sowtésod insecurity. Farm inputs like

fertilizers are important in helping the househotldsimprove the productivity of the

available land thereby increasing the productiatythe crops. On the other hand, the
high dependency ratio means a lot of people tcede fHence, the need for more food.
The households in the rural areas find it diffiddtpurchase fertilizers because of the
lack of transport and proper roads is making ifidift to access inputs. The CBOs may
be able to play an important role in implementimggpammes that will increase the
access to the households in the areas for instdmwoeigh the maintenance of the

infrastructures like roads.

In explaining the 2001/02 famine situation, De Waatl Tumushabe, (2003), HIV and
AIDS were said to be the major factor as to why ynlaouseholds faced food shortages
with a few of them been able to recover. That igldwi being an agricultural based
economy, the HIV and AIDS is causing loss of prdolity since agriculture demands
healthy labour and timely land and crop husbanelyce food insecurity. This is due to
the fact that HIV infects the sexually active whe @ turn the most productive. The
most important productive resource that rural pedmve is the family labour. Those
infected and ill are less productive and takingecalr them means lost production and

reduced savings at household. The untimely desutdan reduced child and parents
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support and loss of the productive population. sThhe affected households sometimes
would not afford to purchase inputs because mostsofinances are on the care and
support of the sick. The CBOs would be able tovig® the households with the

necessary needs for them to be food secure.

2.7  Impact of HIV and AIDS on Household Food Security

Many scholars and rural development practitionengehhighlighted the various impacts
that the HIV and AIDS epidemic is making on houddhimod security and general
livelihoods. These effects are experienced inhiln@an capital; financial capital; social

capital; physical and natural capital. These edgpiiorm part of the livelihood platform.

FAO (2004) revealed that HIV and AIDS related adulbrbidity and mortality is
increasingly becoming one of the principal factonslermining sustainable development
and poverty alleviation in the region. A good nwnbf rural farming households in the
region are increasingly becoming poorer and moileerable to the consequences of
food insecurity and other socio-economic shocka eessult of increasing HIV and AIDS

related adult morbidity and mortality.

Furthermore, the human and financial capital afecegd by HIV and AIDS due to loss
of household labor, increased household expersespf productive assets, skills, loss of
agricultural (especially crop) productivity, liqaition of valuable assets leading to
impoverishment of the households, and to interaific of malnutrition (Palamuleni et

al, 2003). Additionally, Ngwira et al (2001) revedl that the affected households
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experience a reduction in agricultural productiare do the decrease in both the area
planted and yeilds. This is because of the logsoténtial able bodied adult labour, loss
of the quality of labour, time diverted from agiicwal activities for care giving and /or
attending to funerals as well as the decreasenanéial capital to hire labour when

needed.

However, as argued by De Waal and Whiteside (2@88)HIV and AIDS affected
households may escape complete demise in the faaefaond security shock through
various coping strategies, but cannot escape thgetoterm downward trend in food
security. Thus, while the HIV and AIDS is affegithe households, the households are
also seen to develop different strategies in ofdethem to survive. These livelihood
strategies are composed of activities that genéhateneans of household survival. But
these strategies also depend on the household assattures and processes that impact
on them as well as the vulnerability context undbaich they operate (Ellis, 2000) such
as belonging to a CBO. Similarly, the World Badkitifies three main coping strategies
households use as response to the impact of HIVABE which include: altering
household composition (for example, by sending onemore children to live with
relatives, or inviting a relative to join the hobe&l in exchange for assistance with
farming, household and childrearing tasks); drawdwyvn savings or selling assets
(durable goods, livestock, etc.); and utilizingistssice from other households and from

informal rural institutions (Topouzis, 1999).
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FAO and UNAIDS (1999) showed that the adverse &ffe¢ HIV and AIDS on both

agricultural production and food security were mprenounced among rural women
than men. This study also revealed that widows vdépendent children became
entrenched in poverty as a result of the socio-eton pressures related to HIV and
AIDS. Widows lost access to land, labor, inputy] aredit, and support services. HIV
and AIDS stigmatization compounded their situatfonther, as assistance from the
extended family and the community, their main safedt, was severed. As the ability to
produce and accumulate food and income decreaBeshdusehold enters into a
downward spiral of increasing dependency ratiogrgonutrition and health, increasing
expenditure of resources (time and money) on hgaibhlems, more food shortages,
decreasing household viability, and increasingarele on support from extended family
and the wider community. This reflects how the dsmnic is affecting the three key

household capitals namely human, social and firgnci

Haddad et al, (2001) and Brown, Webb and Hadda84(1posited that the effects of
HIV and AIDS on food security occur through theeets of the pandemic on two key
farm production factors which concomitantly afféeiusehold food security which are
quantity and quality of family labor supplied andusehold income. HIV and AIDS
results in reduced household labor quality/proditgtiand quantity due to chronic
illnesses and deaths which leads to poor crop yidlte to untimely implementation of
agronomic practices like planting, reduced areaeumdiltivation; and shift from labor-
intensive nutritious crops (e.g. groundnuts, vegeta@iardening) to less labor-intensive

crops. As regards the livelihood approach, thiglustrating how the human capital is
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affected by the epidemic which will in turn leadléss of financial capital as well as the

natural capital.

Furthermore, Haddad and Gillespie (2001) also fotad HIV and AIDS affect food
security through decline in disposable househatdnme, which is affecting the financial
asset in the livelihood framework. In the absenicioctioning medical care systems in
most African countries, medical costs and caringtie sick family members are usually
borne entirely by the nuclear family members orthwy extended family members. This
illustrates the importance of social capital. Dgriperiods of illness, household financial
resources may be diverted to cover medical expesaeh resources may otherwise be
used to purchase agricultural inputs (e.g. new segldnting materials, fertilizer, and
pesticides). Given the possibility that more thae damily member is affected by HIV
and AIDS the entire pool of assets and savingh®ffamily could be completely wiped
out such that the surviving family members inhaothing but poverty. In cases where
some family assets are left, these could eithesdb& immediately after the death of the

family member or confiscated from the immediateifgmembers by greedy relatives.

Kirstan and Karim (2002) also indicated that teden of ill-health and death as a result
of AIDS impacts on livelihoods, depleting human italp disrupting social support
networks, institutions and both formal and inforneagjanisations, thereby limiting or
undermining livelihood opportunities, productiviand social support mechanisms. The
breakdown of community institutions and social tielas also weakens group-based

microfinance initiatives, thereby reducing accessctedit. Rural development and
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livelihood opportunities are therefore critical itmproving wellbeing and lengthening

lives of people living with HIV or AIDS (PLWHAS) ahtheir families.

In their study in Malawi, Palamuleni et al (200®uhd that HIV and AIDS affects
household food security through its effects on hourapital, financial capital and social
capital. They result in the direct loss of labamd skills of the one who is chronically
sick and may eventually die as well as the labout akills of the caretakers and
neighbours. Furthermore, due to the illnesses aamnd that is provided, farming and
other productive activities are withdrawn. The lbadinal nature of the HIV and AIDS
related illnesses and the associated demandsrthatade (those of supplementary food
and treatment), a lot of resources and valuabletasze depleted, savings are drawn
down and households enter into unprepared loares sfidy also revealed that HIV and
AIDS is greatly inducing demographic changes in &dalby increasing the number of
orphans, orphan led households, elderly led holdehend single parent households.
Since the epidemic is taking away the productivengp people, the shells of social
support are gradually shrinking, paving way for egdion and destitution. Thus the
social security networks which are an importaniaaapital are eroded. This is because
as the prevalence of HIV and AIDS rises, the burdest is of caring for the sick and for
orphans which are customarily spread within commmes)i overwhelm the ability or
willingness of other household to take in furthependants or further dividing their

economic entitlements.
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Panos (2007) found that when the main bread wifaess prolonged AIDS related
illnesses, the household’s opportunity to earviadi is reduced, and some people living
with HIV and AIDS sell their household assets tisgamoney to support themselves and
their families. This means that they use up adbeisthey have accumulated for future
use as a source of livelihood. Thus, HIV and AlD&easely affect household food
security by undermining both the availability (tbgh reduced production) and access

(through reduced income) components of food securit

2.8  TheRiseof Community Based Organisationsin development

The growth of civil society institutions can beleeted back in the 1980s during the
growth of neo-liberal economic policies in Africdhat were influenced by the
international financial institutions (Manji and Mao, 2004). These macro economic
reform packages which were influenced by the W&dshk and International Monitory
Fund were adopted in many developing countriesudio Malawi. The policies on
privatization, decentralization and economic lilieedion made the private sector
increasingly assume a leading role in rural develamt (i.e. in the provision of health
and agricultural extension services as well as msthemes) and as such, should also

feature prominently in the response to HIV/AIDS.

In Malawi, the NSF emphasized the need for actaigpation by stakeholders (GoM
and NAC, 2007) and the citizenry are the primamgksholders. Thus, organizations
owned and serving the citizenry, CBOs are theredoimuraged. The local Government

Act (cap22:01) of laws of Malawi define the CBO asnembership based organization

25



formed by a particular community residing in a Goolillage Headman’'s area of
jurisdiction sharing common goals and objectivesntler to address development issues
relating to that community and includes, where appate, a faith based organization
(IPRSE, 2007). They are non profit making orgaimss that are based in and staffed by
the communities they serve. Thus, they are thenmég which community members
mobilize themselves to address some of the presssugs affecting their communities.
They perform vital functions for communities incing the mobilization of labour,
conflict resolution, infrastructure development]tetal activities, and management of
relations with outsiders as well as emergency ftelieThese roles reflect the human
capital i.e. the mobilization of labour, issues physical capital (infrastructure

development) as well as the social capital (confésolution).

Narayan contends that historically, indigenous psothave developed community
organisation as solutions for confronting econonsiogcial, and political challenges.

Through the CBOs, social capital becomes theirtabfiNarayan, 2000). According to

the sustainable livelihood framework, social cdpiteeans the social resources upon
which people draw in seeking for their livelihoodtcomes for instance networks and
connectedness that increase peoples trust andyatoilicooperate or memberships in
more formalized groups (Kullmair and Gamper, 2003&imilarly, Putham (2000) also

refers social capital to connections among indigld4 social networks and the norms of
reciprocity and trustworthiness that arise fronmtheThus, social capital often represents
a place of refuge in mitigating the effects of dtwor lacks in their capitals through the

informal networks. Putnam, (2000) reveals thatititeraction enables people to build
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communities, to commit themselves to each othet tarknit the social fabric. A sense of
belonging and the concrete experience of sociavaorés can bring great benefits to

people.

Further more, Narayan (2000) also revealed thaptioe people invest heavily and place
much trust in their own CBOs. They do so for theirvival and security. This further
supports the increased presence of CBOs in valamadities nowadays which could as
well be ascribed as one of the coping strategiamagthe impact of HIV and AIDS on

household’s livelihood.

In both rural and urban areas in Malawi, care amgpert organisations for HIV and
AIDS and PLWHAs exist ranging from those which pd®/counseling service to those
offering medical care, home based care, food pimviand other supplies (Panos Africa,

2007; Palamuleni et al, 2003).

2.9  Schematic presentation of theliterature

Figure 1 provides the schematic presentation ofHhé and AIDS, food security and
CBO link. The presence of the problem of HIV antD& in the households means
reduced work effort both in farms and off farm wities and also high costs of care and
funerals. This influences the household accedsdd. The households access to food
through own production and the purchases of foodlss a function of the different
things like the capitals (human, financial, phykiceatural and social capital). Sen’s
entittement approach highlights that a person’ditgbio command food depends on

ownership endowments (of labour, land) and exchamgjdement mapping (Sen, 1981).
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Thus, the access to food may be gained throughuptioth of food, purchase of food

with cash income and receipt of transfers of fopdavell as cash.

Because of the problems being faced by the HIV AHaS affected households, the
government and its development partners are atsuing different programmes in order
to help the households have access to food. Bteiine targeted nutrition programmes
in which pregnant women and breast feeding mothemrsive food items such as likuni
phala. This is also used in supplementary feeginggrammes for malnourished
children. There are also nutritional support paogmes which provide PLWHA and
malnourished individuals are given plumpy nuts @%ar2007). These programmes are
coming in either as formal or informal safety netRelatives and friends are major
donors of informal safety nets. Additionally, tkBOs are also working in different
areas to help those affected by HIV and AIDS. is ltherefore the aim of this study to
look at how the households benefiting from the CB#fds fairing and identify the
activities that the CBOs in Zomba are carrying ioubrder to enhance the food security

of the affected households.
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Figure 1: HI1V and AIDS, food security and CBO link
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210 Chapter Summary

The chapter discussed the concept of food secarity how it will be applied in the
study. The literature on the theoretical framewased in the study, threats to food
security in Malawi, the impact of HIV and AIDS oousehold food security and the rise

of CBOs in development have also been reviewed.
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CHAPTER THREE
30 METHODOLOGY
3.1  Introduction
This chapter details the methods and procedures wieee used for collecting and
analyzing the data. The chapter first gives thdysgetting (population characteristics for
Zomba district in which the study was undertaketipfved by a discussion on the study
design and study methods. The issues relateddigrl and methodology are discussed
and include sample and sampling procedures that weed, data collection methods,

data analysis, ethical considerations that wereenaad limitations of the study.

3.2  Study setting

The study was conducted in the area of Traditidnahority (TA) Mwambo in Zomba
district where 30 villages in six group villagesr@eovered. Annex 1 gives a summary
of the number of households that were visited enarea of each group village headman.

Figure 2 is a map of Zomba showing the areas uhéevarious TAs.

Figure2: Map of Zomba showing the area of T/A Mwambo and other T/As
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Source: NSO
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3.3  Population characteristicsfor Zomba district

According to the preliminary results of the 2008 &ation and Housing Census, there
are 670,533 people in Zomba district, 87% of whoerasiding in rural areas while 13%
are in urban areas of the district. The househioldsban areas had, on average, more
members than rural ones ((4.6 persons and 4.1 mpereespectively). At TA level, TA

Mwambo (where the study was conducted) has 116p@8gle and ranks third after TA

Mbiza (137,761) and TA Mlumbe (133,502). Detaile presented in Table 1.

Table 1: Population and housing statisticsfor Zomba district as by the 2008 census

Total % of district Number of

Population population households
Rural 583, 167 86.9 142, 394
Urban 87, 3664 13.1 19, 041
Total 670, 533 100.0 161, 435
Traditional Authorities *
Kuntumaniji 72, 889 10.9 16,566
Mwambo 116, 083 17.3 26,383
Mkumbira 4, 858 0.7 1,104
Chikowi 57, 389 8.6 13,043
Mbiza 137,761 20.5 31,309
Mlumbe 133, 507 19.9 30,341
Malemia 60, 685 9.0 13,792

Source: NSO (2008)
* Number of households calculated using population and district household size

Health indicators for Zomba district as extrapalaftem the 2004 MDHS show that the
infant mortality rate was estimated at 84 per 100,0ve births against 76 at national

level, under-five mortality rate was estimated d# Ildeaths per 100,000 live births
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against a national estimate of 133 deaths per 000l@e births in 2004. HIV/AIDS
prevalence was estimated at 17.8% which was antengighest among all the districts
in the country. HIV prevalence among female redislei Zomba district is more than

twice that of males, 24.6% and 10.5% respectividiy@, 2004).

34  Study Design

The study was cross-sectional and utilized bothntjizdive and qualitative research
methods. The quantitative research method thatusad was a survey of households
affected by HIV and AIDS where a structured questaire was administered. The
selection of the HIV affected households is disedsbelow. The qualitative methods
included focus group discussions (FGDs) and kegrmant interviews (KlIs). Data

collection for the study was conducted from Mayudy 2008.

3.5 Samplingfor the household survey

A list of community based organisations (CBOs) i Mwambo was obtained from the
District AIDS Coordinator at the Zomba District &ssbly. Six CBOs were randomly
selected from the list after re-classifying theroitwo groups as either former recipients
of government/NAC support and non-recipients. The GBOs were: Namikhate,
Lomoni and Mawa ndi anthu (recipients) and Childédirance and Partners Association
(CAPA), Makoka and Sitima (non recipients). Thenmecipient CBOs were selected
purposively from the list of CBOs because the DistAIDS Coordinator (DAC) had

problems to provide the actual location of soméhefCBOs.
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Each CBO provided a list of its beneficiaries ahdse lists were used as sampling
frames. Sample size was decided on the basis dfwdmfeasible within the time period
of the study and it was assumed that 120 househe&te good enough to make
statistical inferences. However by the end of shedy 81 households were visited
because other people did not consent to be inteedeand no replacements were made.

Other CBOs also had few beneficiaries.

The sampling of households was done randomly at agepurposively based on the
number of beneficiaries the selected CBOs had. E&®D had a register in which a list
of its beneficiaries was maintained. Based on thmber of the beneficiaries in the
CBOs, a sampling interval was identified to achiéwe required sample from that CBO
for the survey. Where it was not possible to dalman sampling, because of the number
of beneficiaries, firstly purposive identificatiamf FGD participants was done with the
help of the CBOs coordinators and volunteers ireotd choose persons that are active
and able to speak openly on HIV and AIDS relatsdes. After this, then the rest were

visited for the administration of the household sjienaire.

The sampling intervals were two for both Lomoni CB@ Mawa ndi Anthu CBO. That
is, one out of two households was selected fortopresaire interviews. The numbers one
to two were drawn randomly to determine the stamitpof the sampling in the interval.
In addition, no replacement list was drawn. At Ndmate, all the beneficiaries were

taken for the household survey. In this CBO, theeffieiaries were less than the number
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which was to be sampled such that all the benefggaormed part of the household

interviews as a result no FGD with the infectedspas was conducted.

Sampling for the households in the CBOs that hacemeeceived any funding was
basically purposive by first selecting from the b beneficiaries, focus group discussion
members first and then the rest were taken fohthesehold survey. This was the case
because these CBOs had few beneficiaries relaitteet required sample size. Foregoing
FGDs would have increased the number of houseladddable for the interviews but

the FGDs were prioritized because there was negdttpeople’s perceptions as well.

During the execution of the study, it became apmpatbat identifying households
affected by HIV and AIDS but not benefiting fromya@BO was difficult because of the
stigma that is associated with the epidemic. Hoolsishthat belong to a CBO have
otherwise declared their status and they are as sasy to identify. Van Lettow M.,
Thompson S., Masina H. and Mulemga M (undated) wkskthat registration with CBO
may be a marker for a person’s acceptance of migHl¥ status. Hence, those

households that are known and benefiting from tBOE€were used in the study.

3.6  Sdection of respondentsfor the FGDsand Klls

Focus group discussions were conducted in allith€BOs — one with HIV and AIDS
infected/afflicted persons and the other with othetinary members of the community
(CBO's catchment area). The members of the FGDes s@mpled purposively with the

help of the CBO coordinators and volunteers. Initamd key informants (KIs) were also
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purposively selected. The purposive sampling leidentify key informants who had
technical information, experiences and insightsclvhwere of central importance to the
study (Gay and Airasian, 2003). Key Informant mitews (Klls) were conducted with
coordinators of CBOs, traditional leaders, the misAIDS Coordinator (DAC). Table 2
shows the CBOs that were involved in the study, memof household interviews, KiI
and FGDs that were done. Appendix 5 provides theudsion/interview guides for the

FGDs and Klls.

Table2: CBOsvisited, number of household, number of KIlsand FGDs done

Number of sessions
Name of CBO Household interviews Klls FGDs
Namikhate 19 2 1
Lomoni 20 2 2
Mawa ndi Anthu 13 2 2
CAPA 18 2 2
Makoka 13 2 2
Sitima 0 1 0

3.7  Process of Data collection

The researcher administered the questionnaire$itdter the FGDs and conducted Klls.
A research assistant was used to take notes dimengGDs in addition to recording the
discussions on tape so as to ensure that mosteoinfbrmation was collected. The

researcher also took brief notes during the FGDs.

36



3.8 DataAnalysis

Data from the household questionnaires was entelealhed and analyzed using SPSS, a
data management statistical package. Descripthte ather relevant statistics were
derived on the basis of which findings and concduosiwere made. The qualitative data
was analyzed using content analysis. The quamgtdita was triangulated with content
analyzed qualitative data from FGD and KIll repossich were typed in Microsoft

Word.

Additionally, different types and numbers of livesk and household assets that different
households own are compared using a common factocdnversion into same units.

These conversional factors have been provided iy BA www.fao.org/es/ess.

3.9 Ethical considerations of the study

Before the commencement of the study, permissios s@ught from the District
Assembly so as to conduct the study in the arefier Ahe approval, the office of the
DAC was also visited in order to get clearance wmiting the CBOs dealing with HIV

and AIDS issues.

Whilst in the area of study, one of the chiefs sunding the catchment area of the CBOs
was also visited for approval to go in the villages the study. At household level,
consent from the household member was also obtai@mhfidentiality and privacy of
responses were also observed. The respondentsassueed that nothing in the report

will be traced back to specific individuals or conmities.
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3.10 Limitation of the Study

A number of factors may have affected the religpaind validity of the data obtained in
this study. A major limitation of the study wasethifficulty to identify households
affected by HIV and AIDS but not benefiting fromya@BO (either at time of the study
or before). Stigma associated with HIV and AIDS mat difficult to identify such
households compared with households that are sigapby CBOs because these have
declared their status and are generally willingp#oticipate in studies. Thus only those

that are known by the CBOs were used.

It was discovered that some of the CBOs on thefrissh the Social Welfare Office in
Zomba no longer operate and the Office of the DAXS hot yet updated the CBO list.
This affected sampling. In order to deal with Hiiation, convenience sampling was

applied so as to replace the CBOs that are no targgrating.

In some instances some of the beneficiaries weteaueptive and this might have an
effect on the data collected. The study was daen safter harvest when a lot of
households were still having food from own prodoieti This will also have an influence

on information sought in line with consumption.
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CHAPTER FOUR
40 FINDINGSAND DISCUSSIONS
4.1 Introduction
This chapter provides and discusses the findinghefesearch. It starts by describing
the demographic and socio-economic characteristitsthe sampled households.
Subsequently, the household food security issueging strategies, household
experiences with long term illnesses and deathmerhbers and the activities done by

NGOs and CBOs will be discussed.

4.2  Demographic and Socio-economic characteristics of the households

This section will look at the demographic and semwonomic characteristics of the
households that were interviewed mainly focusingage and sex composition of the
household members, parental status of children 4§edr below and schooling status,
sex distribution and marital status of the head$i@fiseholds, education levels of the
heads of households, main sources of livelihoodyership of assets and livestock as
well as the main source of income, household expaedand savings, household land

resources and use.

4.2.1 Ageand sex composition of household members

The total population for the 81 households was [@&%ons giving an average household
size of 4.5 persons per household. This is skdhitiher than the average household size
in Malawi (4.4) but the same as the average houdedize of the southern region (NSO,

2008). The ages ranged between <1 to 98 yearddr&hmiaged 14 years or less
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constituted 47% of the members (53% of the male beesnand 42% of the female
members) whereas 7% of all the household membeaes ageed 60 years or more. Details
of the age and sex composition of the household eesrare presented in Table 3. This
means that almost half of the population in thedgtarea is comprised of children.

Hence, there is almost equal distribution of clétdand adults. The household members

constituted 54% females and 46% males.

Table 3: Ageand sex composition of household member s by percentage

Sex of Household Members

Male Female Total

(n=166) (n=195) (N=361)
<5 years 13.3 13.3 13.3
5-14 years 39.8 28.7 33.8
15-24 years 211 17.9 194
25-60 years 19.3 32.3 26.3
>60 years 6.6 7.7 7.2

Sour ce: Calculated from the household questionnair e data

4.2.2 Parental statusof children aged 18 or below and schooling status

Nearly half (49%) of the 218 children in the sandpt®useholds aged 18 years or less
were orphans, (24% had lost one parent, while 2&ébltst both) whereas the other half
were not orphans. Table 4 indicates the schooblaiys of the children aged 18 or below.

Seventy eight percent of the orphans are attergtthgol compared to 82% among non-

orphans of the same age group. Hence a lot driiieans are unable to go to school as

compared to the non orphans.
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Table4: Schooling status among or phans and non-orphans

Non orphans (n=74) | Orphans(n=82) | Total (N=156)
Yes 82.4 78.0 80.1
No 8.1 171 12.8
Not Applicable (N/A)| 9.5 4.9 7.1

Source: Calculated from the household questionnaire data

As education is an aspect of the human capitdienivelihood framework (Ellis, 2000),
by not attending school, this will have a long teaffect on food security of the
households of these children since they will novehahe chance to get formal
employment which would help them access food thnqugrchasing. On the other hand,

the adoption of new technologies in agriculturadurction will also be affected.

4.2.3 Sexdistribution, marital status and educational levels of the household heads
Sex and marital status of the household headsngvertant factors for determining the
welfare of the household as they affect the lalsesources and have implications on the
overall household food security of the househollemen comprise the largest single
segment of the poorest in most countries incluéiiadawi (Kabbaj, 2003). Because they
are also traditionally care-takers and are the alwitsg most of the agricultural wdtk
their reduced time to go to the fields because teytaking care of the sick means
reduced work in the fields and hence reduced ptamtuc In the sample, two-thirds of
the households were female headed households (babléis is a mirror image of the
situation in the general population (NSO, 2008)isTieflects the fact that more HIV

positive women disclose their status and join CBt@s HIV positive men as studies in

2 ) L .
Women account for some 60% of total agriculturapatiand about 70% of staple food production indsfi(Kabbaj, 2003).
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Malawi have shown (Singleton et al, 2005, Singletdml, 2006, Singleton et al, 2007).
With regard to marital status, the majority of thale heads of households were married
(78%) compared to the female heads where 43% wetewed, 35% were divorced or

separated and only 15% were married.

Table5: Marital status of household headsin percentage

Sex of household heads

Male (n=27) | Female (n=54) Total (N=81)
Single 3.7 7.4 6.2
Married 77.8 14.8 35.8
Separated/Divorced 3.7 35.2 24.7
Widowed 14.8 42.6 33.3

Sour ce: Calculated from the household questionnair e data

Similarly, education is also an important aspecth& human capital in the livelihood
framework (Ellis, 2000). Among the heads of thaiseholds, 29.6% had no formal
education (39% of female heads and 17% of maled)eéd.2% had primary while 5.0

% had secondary and 1.2% had tertiary education.

4.2.4 Sources of Livelihoods

Table 6 shows the main sources of livelihood far geople in the area under study.
Generally, farming is the main source of livelihofmt 86% of the sample while 6%
depends on micro businesses, 3% on fganyy 4% off-farm ganyu,and 1% on

remittances.
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Table 6: Sources of livelihood

Sour ceof livelihood Frequency Per cent
Farming 70 86
Business (petty) 5 6
Ganyu (on-farm) 2 3
Ganyu (off-farm) 3 4
Remittances 1 1

Sour ce: Calculated from the household questionnair e data

4.25 Ownership of Assetsand Livestock

Assets (livestock, equipment or otherwise) thatdebtwlds posses assist in times of
household distress such as food insecurity, chrdimess or other shocks through

liquidation (selling) or pawning them with money services. They are also used as
proxy indicators of household wealth status in eooic household studies. In the survey,
the respondents were asked to state what assetwestdck their households possessed.
Additionally, the households were also asked iséhassets were sold because of HIV

related expenses in the last 1 year.

Appendix 2 presents the overall ownership of theous assets and livestock. Generally,
both livestock and asset ownership were found giddéi. Only 3% of the households
owned cattle while goat ownership was at 13% anckehs were owned by 43% of the
households. While the household questionnaire didnguire why the ownership was as
low as it were, information gathered during FGDsd &tls also confirm to this. It was

revealed that livestock (mainly cattle) ownershipswery low and this was largely
attributed to the lack of land to graze the animibour and financial requirements as

well as deteriorating security status (thefts)velstock theft was reported to be on the
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increase such that the risk attached to owningtoek outweighs the gains of doing so.
Hence, low livestock ownership. The commonest adbet were captured are household
utensils. Cooking pots are owned by (98%) of hbakis, buckets (98%) and

plates/bowls (96%). Hoes (for farming) were reedrin 93% of the households. These
results reveal that there is low ownership of ligek. This also explains further that the
households in the area have low financial assetshwé¢ould be used to purchase food

and other needs.

4.2.6 Computation of livestock and asset indices
In order to compare different types and number$ivetock that different households
own, a common ‘factor’ for conversion into sametsiaind this is called livestock unit or

LU (www.fao.org/es/egswas used. A livestock unit is generally a staddad ‘animal

units’ obtained by multiplying total number of arata with a conversion factor that takes
into account “feed requirements” for the animal.eQrow in sub-Saharan Africa is
assigned a LU of 0.5, 0.1 for sheep and/or goagsfdd pigs, 0.5 for donkeys and 0.01
for poultry. Total household livestock unit is tefare an addition of various livestock

units that it gets from each livestock owned.

Similarly, to compare numbers and different typésissets that households owned, the
same exercise was adopted and asset units (AU)thwesederived. This section presents
the findings on the livestock and asset ownershipf@io. Table 7 presets values for the

various assets and livestock.
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Table7: Conversion factorsfor livestock and assets

Livestock Coefficient Livestock Coefficient
Cattle 0.5 Poultry 0.01
Goat/sheep 0.1 Rabbit 0.02
Pig 0.2

Asset Coefficient Asset Coefficient
Hoe, axe 0.01 Treadle pump 0.6
Utensils 0.01 TV 0.5

Tilly lamp/ torch | 0.03 Telephone 0.5

Bed 0.10 Sewing machine 0.6
Watch 0.08 Bicycle 0.6
Mobile phone 0.50 Motorbike 0.8
Sofa 0.40 Tractor 1.0
Radio 0.40 Plough 0.6
Mattress 0.10 Cart 0.6
Cane 0.01 Bee hive 0.07
Sickle 0.01

Sour ce: www.fao.or g/es/ess

Table 8 shows livestock and asset ownership byo$eke household head and CBO
type. As stated above, livestock ownership wasegdly very low. Up to half of the
female headed households had no livestock at dlUpPwhile up to half of the male
headed households owned a maximum of 0.02 LU. Ugree quarters of the female

headed households owned 0.05 LU or less (0.1 LUhgmuale headed households).

With regard to assets, up to a quarter of the ferhahded households possessed 0.1 asset
units (AU) or less and 0.72 AU or less among maaded households. Generally, both
livestock and asset ownership was higher among hedded households compared with

female households.
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Table 8: Livestock and asset owner ship status by sex of head and CBO type

\ Per centiles
Sex of head 5 10 25 50 75 90 95
Livestock
ownership Female0.00 0.00| 0.00] 0.00 0.05 0.27 0.46

Male | 0.00 0.00/ 0.00 0.02 0.10 0.45 0.83
Asset ownership Female| 0.03 0.06| 0.10| 0.17 0.58 1.29 1.91

Male | 0.15 0.25| 0.72 0.89 1.68 3.03 3.85

CBO receives external support?
Livestock
ownership No 0.00 0.00 0.00 0.01 0.09 0.40 0.43
Yes 0.00 0.00f 0.00 0.01 0.09 0.34 0.73
Asset ownership No 0.02 0.06| 0.09] 0.17 0.75 0.98 1.69
Yes 0.04 0.09) 0.15 0.59 1.34 2.34 3.07

Sour ce: Calculated from the household questionnaire data using conversion factorsfor livestock and
assets

Comparing households whose CBOs receive exterpgiostiand those whose CBOs do
not receive any support, the findings were genesathilar for livestock ownership in the

sense that at there were not much differenceseimtimership at almost every percentile.
However, households whose CBOs receive externgdtstfad more assets units at
every percentile compared to their counterpartsis indicates that the households from
the CBOs that received external support were beftexs compared to their counterparts

in terms of asset ownership while they are noeddft as regards livestock ownership.

4.2.7 Composite Asset-Livestock Index (CALI)

LU and AU for each household were added up to deavcomposite asset-livestock
index (CALI) for each household. This gives the ralleownership of livestock and

assets. Table 9 provides the overall ownershipsséts and livestock. The findings on
this showed that male headed households had marettinee times CALI than female

headed households at every percentile. Similaysbholds from CBOs with external
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support had more than two times CALI at every patiteethan their counterparts. These
findings imply higher asset-livestock portfolio ango male headed households than
female headed households and among households @iB§3éhad external support than

their counterparts.

Table 9: Overall ownership status of assets and livestock (as assessed using a
composite asset-livestock index-CALI)

| Per centiles
Sex of head 5 10 25 50 75 90 95
Asset based
index Female| 0.02750.055| 0.1175| 0.255| 0.70 1.410 1.985

Male 0.1500 0.256| 0.8000| 1.170| 2.02 3.286 4.244
CBO recelves external
support?

Asset based
index No 0.02 0.06| 0.11 0.27 0.765 1.38 1.765

Yes 0.043 | 0.0930.17 0.7 1.3825 2.37p4.2215

Sour ce: Calculated from the household questionnaire data

4.2.8 Salesof livestock and assetsfor HIV-related expenses

Table 10 shows the proportion of LU, AU and CALkthwvere sold because of HIV
related expenses by the households in the lastal. ¥®male headed households on
average sold 35.6% of their livestock units whilalenheaded households sold 40%
because of HIV-related illnesses. On asset uniéde imeaded households on average sold
13.8% of their AU compared to 17.5% among femakedied households. Generally, the
average sales of LU, AU and CALI were not signifitg different (p>0.05) between
male and female headed households. However, the eblivestock are more than two
times the sales of assets in both FHH and MHH. d&@mple, FHH on average sold
35.6% of LU compared to 13.8% of AU. In MHH, 40%ldJ was sold compared to

17.5% of AU.
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Table 10: Salesof livestock and assetsfor HIV-related expenses (% of LU, AU and

CALI sold for HIV and AIDS)

% CALI
Sex of head of household % LU sold | % AU sold | sold
Female N 31 54 54
Mean | 35.55 13.84 18.05
Male N 18 27 27
Mean | 39.98 17.45 20.15
Total N 49 81 81
Mean | 37.18 15.04 18.75
p-value| 0.706 0.585 0.75
Does CBO receive external % CALI
support? % LU sold | % AU sold | sold
No N 20 29 29
Mean | 46.81 25.90 32.36
Yes N 29 52 52
Mean 30.54 8.99 11.16
Total N 49 81 81
Mean | 37.18 15.04 18.75
p-value| 0.153 0.08 0.01

Sour ce: Calculated from the household questionnair e data

The findings presented in Table 10 above also shbatsthe sales of LU were higher in
the households from the CBOs that did not recextereal support (46.8% versus 30.5%
of their LU). But these sales were not statislycsiignificant (p>0.05). However, sales of
AU were also statistically higher among househaltisse CBOs do not receive external
support (25.9% of their AU) compared to householdose CBOs receive external
support (9% of their AU) and these were also ngriificant. As was the case in the FHH
and MHH where the sales of livestock are more tiwamtimes the sales of assets, the
sales of LU are also more than two times highen thales of AU in the CBOs that

received external support.

would have sold in normal circumstances.
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4.2.9 |ncome sources

Respondents were asked to state all their sourfc@so@me (multiple responses were
allowed). These were then consolidated and talligdinst each household. Figure 3
shows the major sources of income of the househimlddhe study. A third of the
households depend on crop sales as their main esaircacome (32%), followed by
running of small businesses (22%) and ganyu (om-fBr%; off-farm 15%). This further
explains the fact that agriculture is the main sewf income and livelihood in the area.
On average, households get K1,775.90 per month fiheim main sources but the average

accumulates to K3,303.80 per month when all majarees of income are considered.

Figure3: Main sour ce of income

Salaried farm job
%

Livestock sales
%

Ganyu on farm
7%

Crop sales
32%

Other
5%

Income transfers
5%

Land rentals
Other ganyu 2%
5%

Small business
22%

Source: Calculated from the household questionnaire data

4.2.10 Expenditure
The households were also asked to estimate how gpegd their money on various

households needs. Table 11 below shows the mearthiyjoaxpenditure of the
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households. The larger part of the households rsgse (56%) are on food, taking an
average of K1,798.5 per month followed by healtfyoation, transport and land with
averages of K457.5, K396.9, K394.4, and K179.5eetpely. These expenditures on
food are higher in the MHH than the FHH and als€B0Os that had no external funding.
The greater expenses on food further explain tbat fis the ultimate goal of every

human being as Tollens E. (undated) also observed.

4.2.11 Savings

As regards savings, only 7% of the households (nef®rted that had a savings account
of some sort. However six of the nine househob¥¥4) reported that the account has
been affected because of the disease in the hSiméar findings were also reported by
Palamuleni et al (2003) that households with castngs end up using all these savings

in times of shock such as illness.
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Table 11: Household Monthly Expenditures

Sex of Heads of households

Item Expenditure in | Expenditure in | Expenditure
FHH (MK) MHH (MK) (MK)

Food Mean 1607.0 2181.4 1798.5
Median 1100.0 1200.0

Education | Mean 374.4 430.0 396.9
Median 200.0 300.0

Land Mean 0 179.5 179.5
Median 0 179.5

Transport | Mean 344.8 463.3 394.4
Median 250.0 300.0

Health Mean 310.3 715.0 457.5
Median 200.0 200.0

CBO receives external support?
Item Yes No Expenditure
(MK)

Food Mean 1619.2 2120.0 1798.5
Median 1125.0 1200.0

Education | Mean 448.5 313.1 396.9
Median 275.0 200.0

Land Mean 179.5 0 179.5
Median 179.5 0

Transport | Mean 297.3 542.9 394.4
Median 245.0 300.0

Health Mean 456.3 458.8 457.5
Median 250.0 200.0

Sour ce: Calculated from the household questionnaire data
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4.3  Household land resource and use

This section presents findings on landholdingsland utilization among the households
that were surveyed. The data that was collecteccesomg landholding sizes, how
households acquired their land, use of modern fagrtechniques and the proportion of

land being put to use. Land resource and usergrertant in food production.

4.3.1 Land ownership statusand use

The average landholding size was 0.94 hectaregjif@nfrom 0.4 hectares to 3.64
hectares per household). Among male headed houseghbe average landholding size
was 0.91 hectares (95% CI: 0.57 to 1.08) and wassigaificantly lower than among
female headed households whose mean was 1 he@&eEl: 0.69 to 1.32) with half

(median) of both male and female headed houselpolsisessing 0.81 hectares or less.

As regard the use, in approximately a third (30%jhe households, respondents said
they were able to cultivate all their land aftem&omembers of their household became
affected by HIV and AIDS. Comparing the MHH and FHB6% of the MHH as
compared to 32% of the FHH are able to cultivatehadir land. Similarly, 14% of the
households from the CBOs that did not receive emtesupport and 39% of the
households from the CBOs that received externgb@ti@mre able to cultivate their land.

Figure 4 shows the details.
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Figure4: Proportion of householdsreporting not using all their landholdings
because of HIV and AIDS
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Sour ce: Calculated from the household questionnair e data

On average, households that had labour problem§{Nreported cultivating only 81%
of their available land with 19% being left to tall. In FHH, they were cultivating 81%
of their landholdings while among MHH 81.5% of thieindholdings were being put to
use. The land use were 82% and 80% among housetwbldse CBOs had external

support and those whose CBOs had no support, rasggc

FGDs and KllIs also focused on how HIV and AIDS ladigcted their communities and
households. These reveal that, the sickness oh @éan adult result in the inability of
the household to cultivate all the land at its d&g). This is because attending to the sick
takes a considerable amount of time, which thenommes no longer available for
agriculture. However, the people are not willioghelp the households as they are also

busy working in their fields and it is not comman the people in the area to go and help
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these people. Similarly, the CBOs do not assisseéhhouseholds. Thus fields are left

fallow and the total output of the agricultural uconsequently declines.

4.3.2 Land acquisition and use of modern far ming methods

Land in the study area is largely acquired throsgbdivision from family (51%) or
through inheritance (21%) and from chiefs (18%)adehold (6%), renting (3.4%) and
informal purchase (6.8%) are not common. Thougld$i are left to fallow because of
failure to cultivate all the land, people do nattreut their land due to fear of losing the

land.

Proper use and management of land help to impros@uptivity of the land. During the
survey some data was collected regarding use ginggd use of fertilizer, irrigation and
use of hybrid seed. While soil fertility problemancbe addressed using a number of
interventions including purchase/use of inorgamd arganic fertilizers, the study found
that a good number of households in the area aableirto use fertilizer or manure.
Fertilizer was used only on 62% of the plots (mintheat households cultivated in the
season before the survey, manure was applied oar8& combination of both fertilizer
and manure on 5%; fertilizer or manure were apptiada quarter of the plots. With
regard to type of manure, mainly the people usesstock manure (84%) and 16% used
compost manure. According to FGDs and KilIs, pedaleto buy fertilizer because of
lack of cash as the commodity is expensive. Adddlly, it was revealed that most of
the households did not benefit from the fertilizeibsidy programme. There is also a

problem of lack of extension services on good agfucal practices like how to make
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compost manure. Only 3% indicated that they pcactrop rotation and this is largely

due to limited landholdings.

Extensification may be defined as a situation wHareners diversify their livelihood
portfolio and in many cases this involves cultiugta variety of crops either at the same
time or in sequence, rearing a variety of livestaokl practicing many other productivity
and food security enhancing practices (Ellis, 200@n average three crops are planted
on one plot of land with maize being grown on altradkthe plots although use of local
varieties was found higher (53%). Maize was algmred to be mixed with other crops
like cassava, pulses, groundnuts sweet potatoestaed crops. Cassava and pulses are
the secondary crops that are grown in the area aitéze. Table 12 below shows the
types of crop stand on plot with mixed croppingnigethe commonly used crop stand.

However, 30% of the respondents did not make ridges

Table 12: Typeof crop stand on plot

Crop stand Frequency Per cent
Mono-cropping 27 15
Inter-cropping 28 16
Mixed cropping 112 63
Mixed farming 10 6

Source: Calculated from the household questionnaire data

The main source of the household inputs used byhtheseholds was own purchasing
(36%) followed by the government (28%) through timput subsidy programme.
However, it was revealed that most of the peoplaalobenefit from the programme as

they are being discriminated against because ofstetus. Other sources are self storage

55



(16%), NGOs (1%), relatives (18%) and through logl%). CBOs are not sources of

inputs by the households.

44  Food security and food consumption patterns

This section presents findings on the food secuwsityation of the households in the
sample as extrapolated from findings on reportedtte that household own production
takes before being exhausted or depleted (seliegrity) and how they solicit their food
after running out of own stocks. According to thetritional status conceptual
framework, household food security resources casepof quantity of food produced,
diet diversity, cash income as well as food trarss{&oM and World Bank, 2007), hence
food self-sufficiency is defined as the ability mfousehold to adequately feed from its
own maize production (quantity of food produceduiio own production). A household
is therefore not maize self-sufficient if it rungt®f its own maize stocks before the next

harvest and is therefore also food insecure.

The respondents were first asked questions abmd fwoduction in a normal year
(without long-term illness before the HIV problemasvdiagnosed) and then secondly,
food production status after they started expeimnthe current illness or death in their
households. In this context, food crop was defiaganaize because it is the main staple
food in Malawi. Food consumption patterns across ybar are a proxy indicator of
households’ food security. On this, the respondem&e asked about their food

consumption patterns in the last 12 months andptiesious week. In addition, the
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respondents were also asked about constraintsatleces that their households were

facing with regard to food crop production.

4.4.1 Food Sef-sufficiency

Table 13 shows the proportion of households repgréichieving food self sufficiency
both in a normal year and after the HIV infectid¢talf of the respondents reported
achieving household food self-sufficiency in a nakypear, slightly higher among male
headed households (55.6%) compared to female héemeghold (44.4%). Referring to
the CBO type, 48.1% of the households whose CBOsived external support reported
achieving household food self-sufficiency in a nalrgear compared to 48.3% of the
households whose CBOs had no support. This wastegbto drop by 39 percentage
points, from 48.1% to as low as 8.6% since the Hikéction (mainly referring to the
most recent season) in their households, 14.8% gmuale headed households, 5.6%
among female headed households, 11.5% among tleeihalds whose CBOs received

external support reported and 3.4% among the holdeivhose CBOs had no support.

The significant drop in the proportion of houselsolachieving food self-sufficiency
could be a result of the fact that a majority af ttouseholds are unable to cultivate their
land (70%, discussed above). The iliness of seltherpresence of the disease in the
household makes it difficult for the household fdrming activities as normally would

hence reduction in the outputs.
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Table 13: Proportion of householdsreporting achieving food self-sufficiency before
and after the HIV infection

Normal Years After Infection
Sex of Heads of households Sex of Heads of households
Male Female | Total Male Female | Total
(N=27) | (N=54) | (N=81) | (N=27) (N=54) | (N=81)
Yes (self
sufficient) 55.6 44.4 48.1 14.8 5.6 8.6
No (not self
sufficient) 44.4 55.6 51.9 85.2 94.4 91.4
CBO receives external
support? CBO receives external support?
Yes Total Yes Total
(N=52) | No (N=29)| (N=81) | (N=52) No (N=29)| (N=81)
Yes 48.1 48.3 48.1 115 3.4 8.6
No 51.9 51.7 51.9 88.5 96.6 91.4

Source: Calculated from the household questionnaire data

Households that reported not achieving food sdfiesency were asked to state how
many months (on average) it takes before they teeheir food produce (or how long it
lasted in the most recent season). During analysigiseholds that achieve self-
sufficiency were assumed to have 12 months of otecks. On average before the
infection was diagnosed, own food stocks lastedn8o®iths (median 10 months). This

dropped to 5.3 months, after the HIV infection (maed months).

A t-test was conducted to see if there were diffees in the average length that own
food lasted before and after the HIV infection ionths. The mean difference of months

with own food stocks between a normal year befbeeHIV problem and after the HIV
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infection was 3.52 months (95% CI: 2.83 to 4.21 thenhimplying that food production

after the HIV infection had been reduced by 3.52nthe on average but the true
population difference (if all HIV affected housetislwere included in the survey) would
be between 2.83 months to 4.21 months and thisrdiite was found to be statistically

significant (p<0.05). Table 14 below shows the tieta

Table 14: Results of t-test on mean differences of length with own food stocks before
and after the HIV infection

95%
Confidence
Interval (Cl)
Std. Sig.
Std. Error (2-
Mean | Deviation | Mean | Upper| Lower| t Df tailed)
Before —
After 3.52 3.13 0.35 2.83 4.21 10.10 80.00 0.0D

Source: Calculated from the household questionnaire data

Comparing male and female headed households witherece to Table 15, in a normal
year before HIV was diagnosed, male headed houselnald an average of 9.7 months
(median 12 months) compared to 8.4 months amongléeheaded households (median
7.5 months). After the HIV infection, male headexdi$eholds reported an average of 5.7
months of self-sufficiency (median 5.0 months) camel to 5.1 months among female
headed households (median 5.0 months). Howewsetfindings in the food sufficiency
months both in the normal years and after the tidecwere not significantly different

(p>0.05).
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Similarly, comparing the CBO type, in householdsé CBOs had external funding had
an average of 8.9 months (median 9.5 months) wWidleseholds from the CBOs which
had no external funding had 8.7 months (median b@o@ths) in a normal year. The
period dropped to 5.4 months (median 5.0 monthd)5ah months (median 5.0 months)
after the infection among households from the CB@&h had external and no external
funding respectively. However, each category Male headed and female headed
households, households whose CBOs had externainfyrahd households from the
CBOs which had no external funding, experiencedig@nt drops in average months of

self sufficiency.

Table 15: Months (aver age) of food self-sufficiency in the households

Normal Years With HIV
Male Mean 9.7 5.7
Median 12.0 5.0
Female Mean 8.4 5.1
Median 7.5 5.0
CBO with external support Mean 8.9 5.4
Median 9.5 5.0
CBO without external supportMean 8.7 5.1
Median 10,0 5.0
Total Mean 8.8 5.3
Median 10.0 5.0

Source: Calculated from the household questionnaire data

It is also worth noting that food security is calesied synonymous with being ‘well-off’.

The concepts of food security were beyond just labgity, or affordability and/or
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entittement to food. Box 1 shows a detailed sunyn@rthe characteristics of food

secure and food insecure households as providéaeblyGD participants.

Generally, a household is perceived food secuiehfs enoughmaize (called food-
chakudya for the whole household throughout the year astiould be able to sell some
of the food, eat three times a day and have hehltdren. Such households were said to
have good crops since their gardens are well cdoedand they use fertilizer.
Additionally the households lead a very happy litegy are able to employ others to

work on their gardens and own a good number otgsse

Comparatively, food insecure households are saltthose who start using maize from
own production while greercljitibu) and the stock would last 2-3 months after harvest
By the time the study was being conducted (Jung/ibkse food insecure households
were said to have already started buying maizees@nouseholds usually take one meal
in a day, they experience ill health quite ofteayvén no assets, have difficulties to

cultivate cropsgdmalima movutikpand spend most of their time begging or dajagyu
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Box 1: The categorization of householdsin terms of food security by FGDs
(1) Food secure households

Have enough food for the whole year and sell some
Eat three times a day

Have health children

Good crops (their gardens are well cared for)

Use fertilizer in their gardens

Have a very happy life

Are able to employ others to work on their gardens
Own a good number of assets

(2) A bit food secure

Have just enough food (would buy for may be 3-4 then

Eat two to three times a day

Have healthy children but with little indicationElacking something
Use fertilizer in their gardens though “moperewera”

Have some assets

3) Food insecure households

Start eating maize while green (chitibu)

Have food for 2-3 months after harvest

Have already started buying maize by the time efstindy

Eat once a day

Have ill health

Have no assets

Amalima movutika

Spend most of their time begging

(Most of the HIV and AIDS affected households weaé to be in this group and the
household sell their assets or deplete their savimgrder to search for food for the
sick).

Se

4.4.2 Food Consumption Patterns

Food consumption patterns are used to approxirhatéobd security situation status of

the people. In the survey, the respondents weredaskindicate the time (period) when

they started eating maize from their garden inntlost recent season, a question to which

67.9% said they started eating maize while greaitilu) in the fields, an indication that
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they had run out of food stocks from the last sedsng enough to wait for the current
maize stand to dry properly for harvesting. Thepprtions were 65.5% among
households from CBOs that don't receive any extesnpport (n=29) and 69.2% among

households whose CBOs received external support.

Respondents were asked to remember if in the Bashdnths (asked as last year) their
household never ate one meal in a day becausewasrao food in the home. They were
also asked if a similar situation had happenedhm last one week (last 7 days) or
whether they ate a substitute food because thgulae staple was not available in the
home or whether they ate nothing the whole day. fifings of this are presented in

Table 16. About sixty two percent (61.7%) of thaubeholds indicated that they had a
day last year when their household did not eathangtthe whole day because their
household had no food. Chi-square tests showedsigmificant differences in the

observed proportions of male headed and femaleckdaouseholds that had no meals in
the last year (p>0.05) but such differences wergenled among the households in the
CBOs that do not receive external support (75.98d)those households from CBOs that

do (53.8%).

Meal consumption patterns in the last 7 days weresignificantly different between

male headed and female-headed households and betreeseholds in CBOs that

receive external support and those households ¢ielgo CBOs that do not.
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Table 16: Proportion of householdsreporting taking one meal in a day because
therewasno food in the household

CBO receives

Sex of household heads | external support?

Male Female No Yes Total

(n=27) (n=54) (n=29) (n=52) | (N=81)
Last year 59.3 63.0 75.9 53.8 61.7
Last 7 Days
Only had one meal 70.4 75.9 86.2 67.3 74.1
Ate nothing at all 37.0 40.7 34.5 42.3 39.5
Ate substitute food only 63.0 59.3 65.5 57.7 60.5

Sour ce: Calculated from the household questionnaire data

443 Meal frequency

Regular consumption of (nutritious) food is impaottéor the body defense mechanisms
of people living with HIV, just like any other sigieople. For people with HIV or those

on TB treatment (or with both), adherence to tremthinas been shown to decline during
period of food shortage (Chirwa et al, 2006; Kadiznan 2003) because the treatment
makes their bodies weaker if taken without promerdf consumption. Information that

was collected pertaining to meal frequency and wogion of certain selected foods

which may only give a proxy picture of the nutnitad uptake of the PLHA in the survey.

In Malawi, regular and normal meal frequency igeatt three meals in a day comprising
breakfast usually taken early in the morning befgesting off to work (sometimes taken
in late morning), lunch taken at mid day (or théamas) and supper taken just before
going to bed/sleep. Table 17 shows the meal fregu@among the households in the
survey. Half of the households normally eat two Is@a a day (51.9%) and an almost

equal proportion eats three meals in a day (45.Cwinparing male headed and female-
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headed households, the findings showed more maléeldehouseholds eating two meals
in a day (63%) compared to 46.3% of the female-béaddouseholds.  Households
belonging to CBOs that receive external supporisteged a higher (but non-significant)

proportion that eats three meals in a day (48.186)pared to those in CBOs that do not

receive any external support (41.4%).

Table17: Meal consumption frequency

Sex of heads of households | CBO receives external support?
Female Total
Male (n=27)| (n=54) No (n=29) Yes (n=52) (N=81
One 0.0 3.7 34 1.9 25
Two 63.0 46.3 55.2 50.0 51.9
Three | 37.0 50.0 41.4 48.1 45.7

Sour ce: Calculated from the household questionnair e data

The findings presented above show that only abalitdi the households normally eat
three meals in a day. The respondents who saidlibaseholds do not eat three meals in
a day were asked to state which meals they useatlyn any given day. The findings on
this are presented in Table 18. As the findingssitlate, lunch and supper are the
commonest meals (50.6%). No major differences vdrserved between male headed
and female-headed households or between houseb@dging to CBOs that receive

external support or not.
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Table 18: Combination of meals normally taken in any given day

Sex of heads of | CBO receives
households external support?
Male Female No Yes Total
(n=27) (n=54) (n=29) (n=52) (N=81)
Breakfast and supper| 3.7 1.9 0.0 3.8 2.5
Lunch and supper 59.3 46.3 55.2 48.1 50.6
Lunch only 0.0 1.9 3.4 0.0 1.2
Breakfast, lunch and
supper 37.0 50.0 41.4 48.1 45.7

Sour ce: Calculated from the household questionnair e data

The question about snack/or fruit consumption &y BLHA in the household was also
asked and snack/fruit was defined as any food takéms a main meal (breakfast, lunch
or supper) whether in the home or outside. Tablshifvs the patterns in consumption of
snacks or fruits among the households in the survayit consumption was generally
very low at 56.8% and was twice as low in householtdose CBOs received no external

support (86.2% reported not eating any fruits @ckncompared to 40.4% in households

whose CBOs received external support).

Table 19: Frequency of eating fruits and snacks

CBO receives external

Sex of heads of households | support?
Frequency Male Female No Yes Total
Per day (n=27) (n=54) (n=29) (n=52) (N=81
None at all 63.0 53.7 86.2 40.4 56.8
One 22.2 33.3 13.8 38.5 29.6
Two 7.4 7.4 0.0 11.5 7.4
Three 0.0 3.7 0.0 3.8 2.5
More than
3 7.4 1.9 0.0 5.8 3.7

Source: Calculated from the household questionnaire data
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4.44 Consumption of selected foodsin last 7 days

Nsima is by far the most consumed food in the hiooisis that were sampled and this is
not very surprising considering that maize is tr@mstaple in the whole country. It was
eaten in all the households at least once in tte7lalays (Figure 5). Generally, nsima is
eaten together with some relish which could be meggs, fish or vegetables. The
findings of the study show high consumption of tabkes (in general) in the last 7 days
(>80%) compared with animal proteins (<25%) excégh and beans which were
reported in ~60% of the households. The high compsiam of fish could be attributed to
proximity to Lake Chilwa but also generally, consutian of fish in Malawi is higher

than meat mainly due to cost and availability.

Figure5: Consumption of certain selected foods
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The findings presented in Figure 5 show that tHarize is tilted towards carbohydrates
(Nsima/porridge) and vitamins (vegetables/fruitsf bot much towards proteins. This
would be an area requiring further research. Hamnethis seems to concur with GoM
and World Bank (2007) who observed that the Malavdeet is dominated by cereals in
this case maize. This also further explains ther seliance on the single crop by the

people.

45. Sourcesof food after exhausting own stocks

Respondents from households that do not harvesigbnfmod to last them into the next
harvesting period were asked to state where orthewobtain their food before reaching
the next harvest. The respondents were allowedewotion several sources or ways of
obtaining food. Table 20 shows common sourcesrategjies that were mentioned. The
commonest source that was mentioned is purchasmg the local market (79%)
followed by ganyu for cash or food (59.3%). Retiaron remittances was reported by
25.9% of the respondents, 9.9% from CBOs and 3ro¥h government or NGOs. The
findings presented in Table 20 point out the midinetiance on ADMARC as a source

of food when household exhaust their stocks.
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Table 20: Sources of food after production stocks

Male Female Total
Local markets/vendors 81.5 77.8 79.0
Ganyu 55.6 61.1 59.3
Food transfers (Relatives) 18.5 29.6 25.9
Begging 14.8 25.9 22.2
ADMARC 111 24.1 19.8
Food Transfers (CBOSs) 3.7 13.0 9.9
Credit from money lenders 0.0 7.4 4.9
Food Transfers (Government/NGOSs) 0.0 5.6 3.7
Other 0.0 3.7 2.5

Sour ce: Calculated from the household questionnaire data

The results shown on table 20 also concur with ftah FGDs. According to these
participants, ganyu for food or cash and theregftexchasing from the local markets
were the commonest sources of food. Ganyu wastedi@ common because they are

unable to undertake income generating activiti€\d) due to capital constraints:

“We rely on ganyu as we can not even carry out I@ayou know we are
poor and have no money to do business. All theeyntdmat we get from
ganyu is spent on buying food from the local markak” (Male PLHA,
Lomoni CBO, Zomba)”

Some authors have however argued that althoughugengeen as a viable coping
strategy by many poor people, ganyu deprives thesdtwld time and labour for their
farming and other productive activities (Kadzandital, 2005) and keeps the families to
cope in a short term since it will provide only latp of flour for a day’s labour. This is

because of poor cash wage for ganyu in Malawi eslhecduring months when people
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are desperate for food. Additionally, it was rdedahat some women and girls indulge
in transactional sex, either for cash or for fodtkreby spreading the infection even

further.

4.6  Constraintstoincreased food production and agricultural productivity

Various constraints to improved food production aagricultural productivity (in
general) were cited by the respondents to the haldequestionnaire. Ilinesses
dominated the list (63%), lack of agricultural irapients (61.7%), lack of agricultural
inputs or inputs markets (48.1%), labour shortgg®&s7%), limited access to land (27%)
and the associated costs of procuring the inplE9¥a). Table 21 provides the whole

details.

Lack of extension services, low produce prices poxerty were discussed at length in
the study as also affecting agricultural productibom one FGD participants talked of
having seen an extension worker four years agatHhar instances the extension worker
was criticized for working with the ‘well-to-do’ feners only and according to the
participant who talked on this,

“the extension worker likes visiting rich farmerg&avby the end of the day
prepare gifts or allowances for them” (Female Conmityy member,
CAPA, Zomba).

One Key informant said that:
“the extension officers say that they are alwaysybbecause there are a
few of them. They only visit where there are fdnol®grammes like the
European Union (EU). They told us that if peopsk ais whether we
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together with them or not we should be saying Wmatwork with them”-
(Key informant, DAO CBO, Zomba, during pilot study)

Table 21: Factors affecting agricultural productivity

Male (n=27) | Female (n=54) Total (N=8)
lliness 55.6 66.7 63.0
Lack of agricultural implements 48.1 68.5 61.7
Lack of agricultural input markets 48.1 48.1 48.1
Labour shortages 48.1 44.4 45.7
Limited landholdings 14.8 33.3 27.2
Increase in costs of inputs 22.2 27.8 25.9
Livestock diseases and pests 3.7 16.7 12.3
Lack of extension services 14.8 9.3 11.1
Lack of credit 3.7 9.3 7.4
Poor crop prices 3.7 5.6 4.9
Lack of produce markets 0.0 1.9 1.2

Source: Calculated from the household questionnaire data

The list of constraints discussed by the partidipdooth at household level and in FGDs
would be categorized into human capital (illnesass labour shortage), physical capital,
financial capital as well as natural capital. I8ses and labour shortages reflect the
aspects of human capital in the livelihood platfoAuacording to SLA principles human
capital in form of skills and knowledge, ability tabour and good health constitute
human capital which is a vital asset in the reélraof livelihood strategies (FAO,
2007). HIV and AIDS afflicted persons have ill eadhence unproductive human capital.
It was revealed in the FGDs and Klls that becaheg are often sickly and do not go in

the fields most of the times.

On the other hand, they are not allowed by relatisad friends to do heavy work
because of their status, as a result their worla@gphas been reduced and hence they

produce little food. However, the relative areoat®t willing to help as they are said to
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be busy in their fields. This is in line with whaalamuleni et al (2003) found that HIV
and AIDS affects household food security througteifects on human capital that due to
the illnesses and care that is provided, farmind ather productive activities are
withdrawn. Because of chronic illnesses and theseguent loss of labour and skills of
the person who is sick and the caretakers andtlateagh the diversion of the available
income to treatment and care of the sick family toers, food production is affected and
this leads to food insecurity. This declining protivty, in turn, leads to declines in
household income through decreases in the housshoWh production as well as
decrease in off farm income. This is because peoplkis area, which is rural, depend

on sale of crops as their main source of income.

Ellis (2000) states that the natural capital isaeded when it is brought under human
control that increases its productivity. Howevesd of labour and skills in the affected
households is rendering land unproductive eithesutph failure to cultivate or failing to

undertake good farming methods. Additionally, taekl of income in the household (as
savings are depleted, assets sold to carter fddi¥ieand AIDS demands) will also make

the households lack agricultural implements anld tdagricultural inputs.

4.7  Experienceswith long-term illness and death of household members
This section provides findings on the experiencethe households with HIV-related
long-term illness and/or deaths in the last 5 yearserms of the impact that these

illnesses and/or deaths brought on their househ®lis section also discusses the main
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external support that the households received,cesuof the various support and how

they adjusted (or have adjusted) to the illnesseleaths.

4.7.1 Number of HIV-related illnesses and deaths experienced in thelast five years

Respondents were asked to state the number of tmegshave been faced with a long
term illness or death that could be related to ldiM AIDS in the last 5 years. Figure 6
provides the detail on how the households expegigniice problem in the last five year.
The results show that a majority of the househeixiserienced a long term iliness or
death that could be related to HIV and AIDS onc@4% While 27%, 3% and 1% were
experiencing it for the second, third and sevemtie trespectively. Female headed
households had more one episode of experience (®t¥pared to male headed
households (59%), who, on the other hand had mpisodes on average, 30% two

episodes, ~8% three episodes and 5% four or misedss.

Figure®6: Number of HIV-related illnesses and deaths experienced in the last
five years disaggregated by sex of the heads of households
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Sour ce: Calculated from the household questionnair e data
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Comparing the households from the CBOs that redeiegternal support and the
households whose CBOs did not receive external®tpps provided in Figure 7, it
shows that three quarters (76.9%) of the househafdsse CBOs receive external
support had one episode of either death or illmesspared to 55% of the households
whose CBOs did not receive external support,. Tiffierdnces were not significant

between the two groups of CBOs when it comes tof2wer experiences.

Figure7: Number of HIV-related illnesses and deaths experienced in last 5
year s disaggregated by whether their CBO receives external support or not
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Sour ce: Calculated from the household questionnaire data

4.7.2 Impacts of the deathsand/or illness on the household
The respondents were also asked about what woulldebienpact of death or long term
illness in their households. The following taldeshowing what the respondents said are

the impacts of death of a member of the househaold lang term illness in the

households.
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Table 22: The lmpact of death and Long term illness

Death Long-term illness
Impacts N % n %
Loss of labour 9 19.2 20 25.6
Time & other resources 8 17.0 14 17.0
Loss of financial support 24 51.1 38 48.7
Psychological effect 6 12.8 6 8.0

Sour ce: Calculated from the household questionnair e data

The results show that the households experiencesl db financial support both in the
households that have experienced death of theirbegs) and have nursed/is nursing a
member suffering from HIV and AIDS (51%) and in theuseholds with a member
suffering from long term illness (48.72%). The heluslds may have to sell most of their
household assets before the death of the patiehbarthe other hand the death itself
carries high costs. This further explains thatliheadwinners of the households are the
ones that are dying or falling ill. This loss afidncial support is followed by loss of

labour, loss of time and resources and psycholbgféect.

As HIV and AIDS related illnesses are blamed tdaHgemain cause of deaths among the
prime and economically active persons in the comtyutiere are also aspects of culture
that affect production. Whenever there is deatthencommunity, family members and
other relatives as well as community members acgakp and culturally expected to
suspend all their activities like farming and atstie bereaved family as they are burying
the dead relative. Although FGD participants wewer@ of the problems with these
cultural obligations, they also said they had Jétle to do because society expects them

to follow the norms.
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4.7.3 Main external support received duringillnesses or deathsin last 5 years

Table 23 shows the various supports that the haldemeceived in their last long term
illness (present) and death due to HIV and AIDSe THouseholds mostly received
counseling from the community members (34.6%) while8% received external support

from the CBOs, 12.3% received support to start sinainesses and 12.3% were offered
ganyu.

Table 23: Main type of support that householdsreceived duringillness/deathsin

last 5 years

Sex of heads of Does CBO receive

Households external support?

Male | Female Total

(n=27) | (n=54) | No(n=29) | Yes(n=52) | (N=81
Received counseling 33.3 35.2 41.4 30.8 34.6
Support from CBO 7.4 18.5 17.2 13.5 14.§
Small business 14.8 111 20.7 7.7 12.3
Ganyu 14.8 11.1 3.4 17.3 12.3
Sold assets 11.1 7.4 6.9 9.6 8.6
Support from Govt/NGO 7.4 7.4 3.4 9.6 7.4
Support from relative 3.7 1.9 3.4 19 2.5
Sale of crops 0.0 3.7 3.4 1.9 2.5
Other 7.4 3.7 0.0 7.7 4.9

Source: Calculated from the household questionnaire data

Table 23 also shows that households whose CBOsnhaidreceive external support
mostly received counseling (41%) while 17% got supfrom CBO and 21% runs small
business as compared to their counterparts which3i86,14% and 8% respectively.

Thus the households from the CBOs that had extsupdort mostly received counseling
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(31%), had to look for ganyu (17%) and also gotpsup from the CBOs (14%).
However, the most common support available in ttea as counseling. This further
explains the fact that the household do not relyclman the CBOs on food security

related issues.

It was also further revealed in FGD that extenaadify members as well as other people
in the community are generally willing to help bubst are failing to do so because of
their problems as well because a lot of peoplehm \illages are poor. This further
explains the fact that support from relative waeddowly in table 23. Hence low social

capital.

4.7.4 Proportion of households currently receiving nutritional support because of
HIV infected member in the household

Approximately a third (29.6%) of the householdstexfathat they were receiving
nutritional support because of the chronicallyimidlividuals in their households at the
time of the study, 40.7% among female-headed haldeland 7% among male-headed
households. Just over one-fifth (23%) of the hoakkhfrom the CBOs that receive
external support were also receiving nutritionapmart compared to 41% of the

household from the CBOs that did not receive exiesnpport. Details are in Table 24.

Table 24. Proportion of households currently receiving nutritional support because
of HIV infected member in the household

Sex of head of household | CBO receives external support?

Male Female No Yes Total
Yes 7.4 40.7 41.4 23.1 29.6
No 92.6 59.3 58.6 76.9 70.4

Sour ce: Calculated from the household questionnaire data
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Figure 8 shows the types of nutritional supportalitthe households were receiving and
these included: Plumpynuts/Chiponde, Vegetable lokuni Phala and Maize. The

majority of the households receive Likuni Phala.88b) followed by maize (37.5%).

Figure8: Type of nutritional support currently being received because of HIV
infected member

Plumpynuts/Chipon
de, 4.2

Vegetable oil, 12.5

Maize, 37.5

Likuni Phala, 45.8

Sour ce: Calculated from the household questionnaire data

Results also show that the CBOs provide most ohtltational support (75%) followed
by Government (17%) and NGOs (8%) (figure 9). Hosvethe CBOs get the food from
other organisations like Red Cross, DAPP, Dignitiiernational etc, government as well
as from community contributions. The governmenbtigh the NAC provides the CBOs
with funds which are then used to buy food. This/hy the CBOs are seen as the major
source of nutritional support. For those CBOs whoe not accessed funds from NAC,

the community members contribute to the CBOs.
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Figure9: Sour ce of nutritional support currently being received to carefor HIV
infected member

Gowvernment, 8.3

NGO, 16.7

CBO, 75.0

Sour ce: Calculated from the household questionnaire data

4.75 Household adjustment and coping with long term illness and death of
relativein last fiveyears

In order to cope with the long term iliness or theath of a household member the
households use a number of strategies, both aéaatid coping. Table 25 presents the
different coping mechanisms that the householdfénsurvey use. The most common
adjustment is reducing the size of land cultivdtadboth household that have a person
suffering from HIV and AIDS and those whose relatltas died of the diseases (26.6%
and 30.4% respectively). The reduction of the lbaihg cultivated is due to the fact that
the households lack finances to buy farm inpute ligrtilizer or experiences labour
shortages both due to the fact that they can rotdahiring labour because of lack of
money and that other member(s) that would have peenof labour are sick or caring
for the sick. On the other hand it also happens tthe person who was the breadwinner

has died and hence the household has no finatt@sseholds which have a sick person
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also rely on the CBOs more, as compared to the whese patients have died. This
further explains that the CBOs mainly help the letwdds that are nursing the sick as

compared to the households whose member has died.

Table 25: Coping with Long term illness and death of relative

Coping Strategy Deaths Long-term illness
N % N %

Rely on community support 4 8.7 11 13.9
Rely on CBO support 6 13.0 | 18 22.8
Rely on Govt/NGO support 4 8.7 2 2.5
Credit from money lenders 1 2.2 5 6.3
Withdraw children from school 6 130 | 5 6.3
Reduced size of land cultivated 14 | 304 | 21 26.6
Starting growing labour saving crops 3 6.5 1 1.3
Reduced number of meals in a day 8 17.4 | 13 16.5
Sell assets 0 0 2 2.5
Support from relatives 0 0 1 1.3

Sour ce: Calculated from the household questionnair e data

4.8 Social protection programmes by non-governmental organisations and

inter national organisations

4.8.1 Overview: Non-Governmental organisations and international organisations

In the area where the study was conducted a nuofb@n-governmental organisations
(NGOs) operate (or were operating but have cea$eit toperations). Through

discussions with key informants (CBO groups) andtigpants to focus group

discussions, 13 NGOs were identified namely: (i)ldda Red Cross, (ii) Development

Aid from People to People (DAPP), (iii) Malawi AID&ounseling and Resource
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Organisation (MACRO), (iv) the Hunger Project, Wjorld Vision, (vi) World Food
Programme (WFP), (vii) National Initiative for CeviEducation (NICE), (viii) Malawi
Social Action Fund (MASAF), (ix) Zomba Action Proje(x) Dignitas International, (xi)
the Catholic Development Commission (CADECOM), Jouropean Union (EU) and
(xiii) Orphan Support Africa (OSA). These differemrganisations including the
government are undertaking different programmeassto help the poor and vulnerable
households such as those affected by the HIV arfdSAkhe elderly and households

taking care of orphans.

4.8.2 Overall assessment of the various programmes

Types of support being provided varied from NGONGO but most were into food
security, food relief, and HIV testing and counsgland development programmes. All
the 13 NGOs passed the timeliness of the intereratbecause people were in need of
the support but none performed well on the frequdrecause the support was reportedly
erratic and unreliable. On adequacy of the suppoty three organizations performed
well. The rest were vied to be poor because théytangeted the person who was sick or
the orphan/elderly in the household while excluditiger members and the rations were
for less than 1 week. All performed poorly on digition points as these were far from

the intended beneficiaries.

According to the various discussions on the selactf beneficiaries (inclusion and

exclusion), the targeting criteria that are follaty the identified NGOs were said to be

good. All the NGOs had consultations with the th&nd the community members in
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order to come up with the list of their beneficgsi However, there were still some
reports of exclusion of some intended beneficiaagsing from infrequent updating of
the lists. On the other hand there was also alleégelusion of other people who were
not targeted from other areas as well as fromdhgeted area a situation which made the
actual ‘would be’ beneficiaries to miss out. Théethas well as the programme officers

were also said to be selling some of the items.

In relation to the proximity to the beneficiarie¢se distribution points were said to be a
problem to the people. Most of the points weraled at long distances. This made it
difficult for some intended beneficiaries to acct#ss support, for example, food. Those
who had no one to collect the support on their lbetrare excluded. In some instances,
PLWHAs opted to do ganyu than spending on transpmt to get very little food

support.

As regards the timeliness of the support, all thppsrt provided by the different
organisations came on time in the sense that tlezg wovided to the people when they
were ‘in need’ of help. Food support came durihg time/ months when a lot of

households had their stocks finished.

4.8.3 Proportion of households reporting ever benefiting from a social protection
programmein last 5 years
Households were asked if they have ever partiaipateany external assistance support

programme not directed at PLWHA only but other euéible members as well. Figure
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10 shows the proportion of households ever bemkfrtam social protection programme
in last five years. Only 27% said that they haweieed support from other organisations
and the majority of these talked about particigatin road rehabilitation works and

having received some form of food handouts

Figure10:  Proportion of householdsreporting ever benefiting from a social
protection programmein last 5 years
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4.9  The Community Based Organisations

4.9.1 History and mandates

Appendix 3 provides background information on tHeGS that were visited. All were
established between 2001 and 2006. Some havauhdoh§) from different organisations
including NAC. The beneficiaries of the CBOs anddren, patients and the elderly.

The study found that the CBOs in the area undetystundertake a number of activities
and the following are the major activities: chikkfling centres that are also operating as

nursery schools, food aid programmes, animal hustygmiggery, cattle and IGAs like
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tin smith, making charcoal burners. From theswidies, the most common activities are
the child feeding centres and the food aid prograsmamThese were found in all the
CBOs that were visited. These activities are rsingifunds from different sources. In
the CBOs where financial support was received fNoAC, the food aid programmes and
the running of the child feed centres depend onfuhds provided by NAC. Thus the
activities are undertaken in a specified mannestigsilated in the funding agreement. On
the other hand these activities are not sustainsibtee most of the programmes are no
longer done after the end of the funding. The M®BOs that have not received any

external support, rely on the contributions frora thembers of the community.

Although the households were identified from theQ3Boeneficiary list, the respondents
were also asked to state if they have ever bedefitan the CBOs. Only 60% of the
respondents said that they have benefited fronCB®s. This percentage also explains
that there is exclusion of the intended benefiemalthough the CBOs are supposed to
benefit every body. The support of the CBOs is medching all the intended
beneficiaries. This was also one of the complamésle during some of the FGDs that
were done in the CBOs that were funded by othearasgtions. One participant openly
said that “anangobwera kudzatilemba koma sitinatakd chithandizo china chili

chonse.” (They just came to list our names but axemot been given any help).

Table 26 shows the support provided by the CBDise most common type of support

they got from the CBOs is food (76%) followed bygsological support (10%).
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Table 26: Types of Support got from the CBOs

Type of support Frequency Per cent
Food Aid 38 76
Money 4 8
Psychological 5 10
Other (clothes, etc) 3 6

Source: Calculated from the household questionnaire data

In relation to the frequency of this support, mosthe CBOs (KI) reported that they
provide support (food aid) monthly to their benifices. However the data from the
individual household questionnaire reveals thatniagority of the households got the
support only once (40%) while 32% indicated thgipsut is provided mostly when the
CBOs have resources, 26% said the get the suppmrthiyg and 2% weekly. It was

further noted during the study that in one of tHBGOS the maize that was stored for
distribution was going bad and yet most of the kbotds were complaining that the
amount given is just too small compared to what s&ad that will be given to them. This

is further making the effectiveness of the suppogstionable.

The households were then asked if they are ablete enough food since the CBOs
started helping them in the area. Only 12 respdndeaffirmation while 88% of the
households said that since they started getting fnein the CBOs, they are still unable

to have enough food which would take them to the harvest.

The food aid being provided by the CBOs helps theskholds in smoothing their food

consumption. However, this is in short term sitiee activity is not done continuously.
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Because of this, households in the area do notarlthe food aid support provided by
the CBOs as their coping strategy i.e. only 4%dat#id this as their coping strategy. But
according to FGDs, the food which is provided dssthe affected households to
concentrate in their gardens instead of going oitgiganyu for survival. On the other
hand, the food given, help the sick people sineg tack of sufficient food and adequate
nutrition is particularly detrimental for the hdaland well-being of people living with
HIV/AIDS. Malnutrition which weakens the immune ssggm and leading to the
accelerated development of AIDS-related illnessedHIV-positive people would be

controlled.

Furthermore, lack of food is assumed to be forgegple into increasingly high-risk
survival strategies. The FGDs reports reveal ithahe area, food shortages are driving
more women and girls to transactional sex, eitbecésh or for food. The activities that
are run by the CBOs are said to be helping the Ilpespthey become desperate for food
and other resources. Hence, preventing people &dopting risky survival strategies.
For instance the tin making is helping the youtkeep them busy thereby reducing their
vulnerability to HIV infection, in the long run tilevould have money which could be

used to buy food.

Despite the fact that all the CBOs have a numbgrajrammes being undertaken, food
aid programme is preferred most as it benefits @fipeople. Participants of the FGDs
said that money would not be good because mosstimmey is always spent on useless

things even though the core idea would be to pweli@od or do business.
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4.9.2 Identification of beneficiariesfor the CBOs

The beneficiaries of the CBOs are identified bytbRinteers that are obtained from the
villages surrounding the CBOs though the chiefs.other situations, the sick, they visit
the CBOs themselves for registration. To make sha¢ exclusion is controlled, the

CBOs coordinating team carry out sensitization mgstin the villages so that people
are aware of what is happening and register with @BOs. However, most of the

respondents also said that the targeting of theflméaries done by the CBOs is poor
(44%). It was further revealed that even though@BOs do the listing of the possible
beneficiaries, most of the persons are left out @veh other people on the list are not
provided with the intended support. This is dudatk of adequate resources by the

CBOs.

4.9.3 Sustainability of CBOsand their activities

The CBOs were asked how the activities are donarder to understand how they are
sustained over time. It was found that the sualaiity of the CBOs activities depends
on the availability of enabling resources e.g. &indhe funds are obtained from donors
or own contributions. All the CBOs involved in the survey indicated thpsbblems of
sustainability would arise upon the depletion dditHinancial base. For example, if the
grant facility from NAC and other donors would coneean end most of the activities
done in the CBOs come to an end. The study alseate that due to the problem of
funds other CBOs have ceased to operate beforefaftding ends. For instance, of the

6 CBOs that were firstly selected 2 of them aréamger operational.
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However, a few CBOs engage in other Income Gemgyaictivities (IGAS) in order to
sustain their activities but the amounts realizesinf these IGA’s are too far below
adequate levels to sustain the activities of CBD®re are also monthly contributions
towards the running of these CBOs. The CBOs inatlea levy membership fees from
their members (Board of Trustees and the Execuia&m of the CBO) on a monthly
basis. This membership fee has been found to ringe K50 to K100. The Board of
Trustees also help the CBOs whenever need arigiitidnally, for some CBOs, such
contributions are sourced from every householdiwithe catchment area of the CBOs
but in other CBOs these are sourced only from tbeséholds which have a child
attending the nursery schools. Such fees range &aninimum of twenty kwacha to a
maximum of two hundred kwacha. Thus funding froomars compliments and boosts
the local efforts and actually scales up the dejiw# services to the beneficiaries. Other
CBOs also have their own gardens where they cttitreeir own crops. The vyields are
then distributed to the beneficiaries. Otherssarid and the money is used in the CBO

activities

Additionally the CBOs are supposed to be owned Hgy communities. However, the
spirit of volunteerism upon which the sustainapibtf the CBOs rests is not there. A lot
of volunteers that are identified from t he villag®und the CBOs catchment area, have
stopped helping in the running of the CBOs such ttiaer CBOs have to source other
volunteers every now and then. Due to this, thesesef ownership and responsibility
which can contribute to the sustainability of th&@s and their activities is still

guestionable in the CBOs visited since the acéigiare not done frequently.
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410 Chapter summary

It has been found in this chapter that the majasityhe respondents were the patients
themselves, the major segment of the populationfereles, nearly half of the total
population of children aged 18 and below are orptteere are more FHH than MHH but
the majority of the FHH is widowed as compared tBlfiwhose majority are married,

more women heads are uneducated and the farmihg main source of livelihood.

It has been found in this chapter that ownershifivestock and assets is low. However,
there are no differences between MHH and FHH aardsghe livestock ownership. The
asset ownership on the other hand differentiatéls MHH having more than the FHH.

Additionally, the selling of livestock and assetsdater for HIV related needs is very
common with the selling of livestock 2-3 times mbkely than the sales of assets. Itis
worth noting that households food security dimensiare conceived beyond having food

in the home but also include aspects of well-begogpd health and a happy social life.

It has also been found that most of the houselarkelexperiencing/ have experienced the
problem once with FHHs being the majority and hboot#s from the CBOs that get
external support. The deaths and illnesses aradtimg more on the finances and labour
of the households. Households are coping mostlydojicing the size of land being

cultivated while the main support the househol@sgatting is counseling.
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The households are also benefiting from socialqatain programmes by different NGO
and more households that are benefiting are fr@CBOs that receive external support
and females. The social protection programmes aming on time however the

frequency and the distribution points are not godthe CBOs are also undertaking a

number of activities to help out in food securifytiee households.
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CHAPTER FIVE
50 CONCLUSIONS
51 Introduction
This chapter presents the summary and conclusi@s&dbon the research results

discussed in Chapter 4.

52  Summary and conclusions

The study was aimed at exploring the role the CBf@splaying in enhancing the food
security of the HIV and AIDS affected householdheTobjectives of the study were
firstly to assess the food security situation & HiV and AIDS affected households that
benefiting from the CBOs. The second one was fooe® other food security coping
mechanisms of HIV and AIDS affected households fimg from the CBOs and the
third was to identify and characterize differemydcsecurity initiatives by the community

based organizations aimed at enhancing food sgairéffected households.

A survey was conducted in TA Mwambo in Zomba wh&tehouseholds who are the
beneficiaries of the CBOs were involved. Both Igave and quantitative methods
were used. Information was obtained using quesémas which were administered to
households and checklist for FGDs and KlIs respelsti The analysis conducted

included descriptive statistics, frequency caldafeg, Chi square test and T-test.

The results from the computation of LU and AU hahewn that the livestock and asset

ownership was low. Asset and livestock ownershiglg low since few people own
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them. However, the MHH had higher ownership ofhbtite livestock and assets but
there are no significant differences between MHH &MH as regards the livestock
ownership. The asset ownership on the other hdfetehtiates with MHH having more
than the FHH. With regard the type of CBO, the d&hwlds from the CBOs that had
external support had higher ownership of assetéevilvestock ownership was similar.
On the other hand there is high asset-livestockgmr among the MHH than FHH and
among households whose CBOs had external suppdr. households sell their assets
and livestock to cover HIV and AIDS expenses. &kerage sales of the AU, LU and
CALI were not significantly different between theHW and FHH but the sales of

livestock are two times more than the sales oftasse

Farming is still the main source of livelihood fibre majority of the households in the
area. However, though the land holding sizes arelly very small. Households are
suffering from labour losses due to illness or dektck of agricultural implements and
lack of agricultural inputs. These are reducingadtural production thereby increasing

food insecurity.

The results show that most of the households ddnaet sufficient food to last them for
the whole year, as food production levels were I@n average food from own

production lasted for 8.8 months in a normal ye@his was found to have dropped to
about five months (5.3months) after the HIV infenti These were statistically different
according to t-test results with a mean differea£8.52 months. Comparing male and

female households, the survey did not find sigaificdifferences in the food sufficiency
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months both in normal year and after infection.eAfthe depletion of own stock,
households rely mostly on buying from the local ketés and ganyu in order to have
food. As regards the consumption, no significafieadences were found in the observed
proportions of MHH and FHH that had no meals in thst year but there were
differences in the households in the CBOs thatatareceive external support and those

that receive external support.

The agricultural productivity and food productios affected by number constraints
which are categorized into human, financial, phaisias well as natural capital.
However, illnesses were the major problems thati@mice the low production reflecting

human capital problem.

The study has also shown that CBOs in Zomba distree running a number of activities
in order to enhance the food security status ofafifected households. These activities
are: food aid, child feeding centres that are alsmning as nursery school, animal
husbandry as well as training the youths on vargkilés like tinsmith. These activities
aim at increasing the household food supply diyeatid not in line with increase in the
own production. However, most of these activities @ot sustainable. They are done in
short term. This is due to lack of enabling researespecially financial resources. As
such, households that are benefiting from the CBO®vities are still facing food
problems. Where food aid is provided, the aid does reach all the intended

beneficiaries during most of the times.
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It has been revealed that the households thatrane the CBOs that receive external
support are generally better off than those from @BOs that had no external support.
However, it can not be concluded that the CBOsrdarted to this since the CBOs are

mainly helping in food consumption smoothing.

On the other hand, while the people have theirlprabthe role of the extension workers
is also important. However, the agricultural seegi which are supposed to be provided
by the extension workers are seen as ineffectingelp because few villagers come into
contact with them. The agricultural extension ssgsiappear to be nonexistent in the
area and certainly failing to deliver appropriatiwiae as regards issues of agriculture. It
was also revealed however that no CBO has theitaesithat would somehow link the

people in the area with the extension workers.
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APPENDICES

Appendix 1: Number of households visited in each village

Name of GVH Frequency Per cent
Kadewere 7 8.6
Mindano 35 43.2
Nambeso 1 1.2
Jali 15 18.5
Mnyanya 13 16.0
Chirunga 10 12.3
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Appendix 2: Ownership of Productive Assetsand Livestock

Livestock % of N Assets % of N
Cattle 3 Hoes 93
Goats 13 Axe/Bush knife 56
Sheep 2 Treadle pump 3
Pigs 6 Cooking pots 98
Chickens 43 Mortar 62
Turkey 0 Plates/bowls 96
Nkhanga 2 Buckets 98
Kalulu 2 Hurricane lamps 25
Ducks 2 Torch 6
Pegions 7 Bed 25
Watch/clock 10 Bee hive 0
Mobile phone 4 Sickle 21
Sofa or dinning set 10 Water cane 16
Radios 28 Mattress 18
TV 6 Ngolo 4
Sewing machine 4

Bicycle 13

Motor bike 3

Tractor 0

Plough or ridger 3
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Appendix 3: CBOs Background information

CBO Year of Number of | Outside Number of | Child
establishmen| Villages Support Beneficiaries| Feeding
Centres
Namikhate | 2003 9 NAC, 19 patients, | 1(2003), 1
DAPP, 120 Children | (2007)
UcC 10 elderly
Lomoni 2000 9 NAC 27 patients | 1 (2005), 1
Dignitus 54 children | (2006)
Mawa ndi | 2001 10 NAC 1 (2003)
Anthu MASAF ZA | 93 children
Action 35 patients
Project 35 elderly
CAPA 2006 10 No outside | 290 children | 2 (2006), 2
help
Makoka 2006 21 No outside| 11 patients | 2 (2006), 2
help 187 children | (2007) and
52 elderly 1(2008)
29chronically
ill
Sitima 2005 - No outside | 0 (had two 1 (2005)
help patients but
are all dead
and their
families are
no longer
there
DAO (pilot) | 2003 - CADECOM| 185 patients | 3 (2005), 2
OSA, 105 children | (2006) and
Firewright | 89 elderly 2 (2007)
International
(USA)
Dignitus
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Appendix 4: Household Questionnaire

Household Number: ..................
HOUSEHOLD SURVEY

Date of the I nterview:
Interview start time;

IDENTIFICATION ISSUES

1. District: Zomba 2.Traditional Mwambo
Authority:
3.Name of grouq 4. Name of Village:
village head
5.Name of head of 6. Sex of head ofl. Male
household household 2. Female
7.Age of head of........ years
household
8. Marital status of the head of household
1 = Single (never married before)
2 = Matrried
3 = Separated/Divorced
4 = Widowed
5= Estranged/Abandoned
9. Main source of livelihood for the household
1 = Farming
2 = Fishing

3 = Business (established business)
4 = Business (petty trading)

5 = Salaried job

6 = Ganyu (on-farm)

7 = Ganyu (off-farm)

8 = Artisanal work
9 = Charity

10 = Remittances
87 = Other, specify
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10.

Household Demography

Please give me the names of persons who usuadlyrithis household and how these are relatedetbelad of the household

S/N | Name @tart with | Age | Sex Relation to theM/status Parental statuddighest i 5-20
the head) head (if <18 years) | Educational years
level Is (Name)
still in
school?
01
02
03
04
05
06
07
11
0. Norelation 1 = Single 0= No parents 0=None
1. 1. Head 2 = Married 1= Only 1=Std 1 Yes
Male 2. Spouse 3 = Separated/mother alive  2=Std 2 No
2. Child Divorced 2= Only father 3=std 3 N/A
Female Brother/Sister 4 =Widowed alive 4=std 4
Father/Mother 5= Estranged or3 = Both alive ......
Grand child abandoned 9=form 1
Nephew/niece 10. form 2
Other, specify 11. form 3
12. form 4
13. Tertiary

Number of orphans living in the household:
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HOUSEHOLD LIVESTOCK AND ASSETS
11. Do you have the following assets?

No. Owned | No. Sold to
cover HIV
and AIDS
expenses
(food, Value of
transport, the  sold
[tem medical) assets
Hoe
Axe or bush knife
Treadle pump
Cooking Pots (both metallic and clay)
Mortar/ pestle ltondo ndi musi)
Bowl/Plates
Bucket (Ndowg or Water Container
(Jerrican)
Hurricane Lamp/Tilly
Torch
Bed
Watch/Clock
Mobile Phone

Sofa or dining set

Radio/ Cassette/ or CD Player

Television

Telephone

Sewing Machine

Bicycle

Motorbike

Tractor

Ox Plough/ Ridger

Oxcart or donkey cart (Ngolo)

Mattress

Watering cane

Sickle (Chisikilo/Chikwakwa)

Bee hive (ming’oma ya njuchi)
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12. Do you have the following livestock?

Number No. sold Sold to| Valueof the
owned cover HIV and | sold live
AIDS expenses | stock
(food, transport,
ode Livestock Type medical

Cattle

Goats

Sheep

Pigs

Chickens**

olu|hlw|NdkO

Turkey**

Guinea  Fowl
(Nkhanga)**

0|~

Rabbit (Kalulu)

Ducks

©

Pigeons
10 (Nkhunda)

11 Other.............

** Count only adult chickens, guinea fowls and weyk
INCOME SOURCES AND EXPENDITURE

13. What are the sources of income in this hodd@h@ick all mentioned)

1 = Crop sales 2 = Livestock Sales
3 = Small Business 4 = Income Transfers
5 = Salaried Farm Job 6 = Salaried Non-Farm Job
7 =Ganyuon Farm 8 = OthdBanyu
9 = Land Rentals 10 = Other (specify )
14. What are the two majspurces of income for this household?
1 =Crop sales 5 = Salaried Farm Job 1%

2 = Livestock Sales 6 = Salaried Non-Farm Job
3 = Small Business 7 =Ganyuon Farm

4 = Income Transfers 8 = OtherGanyu 2nd
9 = Land Rentals
10 = Other (specify

)

15. How much do you get from the two major soufaacome per month?
181
2nd
16. What is the total monthly income for the howdd®
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17. Does your household spend on the following bod much on average per
month?

1=Yes | Average
2=No monthly
spendins

a) Food Iltems
b)  Education

c) Land Rentals

d) Housing

e)  Clothing —-
5

f)  Transport

g) Health (Pills & Hospital fee

h)  Farm inputs and labour
i)  Assets/Household Items

) Remittances (Transfers)

18. Do you or any member of your household saveay®n
1=Yes 2=No

19. How much is saved?
20. With the problem of HIV and AIDS in your housédh are the savings affected?

1=Yes 2 =No

21. If ‘Yes’, how have they been affected?
1 = decreased 2 =increased 3 = completely depleted

HOUSEHOLD LAND RESOURCES AND USE
22. How many pieces of land does the household bage/n or lease?
Number of fields lMinda)
Number of riverside landMadimb3g
Total land area (Acres)

23.  With the problem of HIV and AIDS are/were yduleato cultivate the whole area
of land you have/had?

1=Yes 2=No
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Ask for each plot cultivated this season (2007/2008

What farming system or/and technology did you usé¢he plot?

b

24. 25. 26. Type of crop 27. 28. 29. 30. Do you| 31. 32.

Plot | What areg How did you| stand on the plot? Ridging| Crop Irrigation | apply fertiliser| Use of| input sources
ID |of the plot| acquire each Rotation or manure or Hybrid | (fertliser  +
was under plot? (Use Land 1=Yes both? Seeds | seeds)
cultivation? | Acquisition 2= No 0=Nothing 1.CBO

(Acres) Code) 1=Mono-cropping| 1=Yes | 1=Yes 1=Fertiliser 1=Yes | 2.
2= Inter-cropping | 2= No | 2= No only 2=No | Government
3=Mixed cropping 2=Manure 3. Other
4=Mixed farming only  (Enter NGOs
code) 4. Self
3=Both storage
Fertiliser & 5. Purchasing
manure (ente 6. Loan
code) 87. Other
(e.g. relative
etc.)
Type| | Type code
Code | | for manuri
01
02
03
Codesfor Land Acquisition (Q25): 1= Chief/Traditional 2 = Subdivision from family 3 = Inherited 4 = Leasehold 5 = Rented

6 = Tenancy 9 = Informal purchase

Codefor Irrigation in Q29: 1 = Treadle Pump; 2 = Bucket/Water can; 3 = Matml 4 = Canal; 5=0Other (specify)

Codefor Organic Manurein Q30: 1 = Khola; 2 = Compost; 3 = Other (specify)

Other (specify)
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For each plot owned or used by the household therenaf rights, and land use this
season (2007/2008)

33. How many 34. What is the 35. What is the
crops in total wer¢ main crop grown| secondary  crop
PlotID |grown on thigon the plot thig grown on the plot
plot? season? this season?
(Use Crop Code) | (Use Crop Code)

01
02
03
04
05

Crop Codes. 1 = Local Maize 2 = Hybrid Maize 3=Cassava 4 =Rice
5 = Potatoes 6 = PulsedMbeu za mtedza kapena nyemba)

7 = Groundnuts 8 = Vegetables 9 = Tobacco 10 = Bithers 12 =

Fallow (Malo ogonera) 13 = Non

FOOD PRODUCTION AND FOOD SECURITY
36. Under a normal weather year, was the houseimé&to produce adequate food to
meet food requirements from one harvest to the Inaxtest?

1=Yes 2 =No

37. If ‘NO’, for how many months does your household haveighdood from your
own production?

Number of months

38. Does the household produce adequate food & foed requirements from one
harvest to the next harvest since the problem df &fld AIDS was diagnosed?

1=Yes 2=No

39. If ‘NO’, for how many months does your household haveighdood from your
own production?

Number of months

40. What does the household usually do to medbdd requirements when it runs
out of own production?

1=Yes
2 =No

a) Purchase from ADMARC

b)  Purchase from Local Market/Traders

111



41.

DO NOT READ OPTIONS

Rely on Food Transfers from relatives

Rely on Food Transfers from Govt/NGOs

GanyuLabour for Food/Cash

Begging
Credit from money lenders

Rely on Food Transfers from CBO

Other (specify )

What problems does the household experient@nmng because of your status?

a)
b)
c)
d)
e)
f)
9)
h)
)
)
h)
42.

1=Yes
2 =No

Limited access to land

Lack of credit

Lack of extension services

Lack of agricultural implements

Labour shortages

Lack of agricultural inputs/Markets

Lack of produce markets

Increase in costs of inputs

Poor crop prices

Livestock diseases & deaths

llinesses

When did you start eating your maize from ygamden last year?

1=green (chitibu)  2=dry (after harvest)

FOOD CONSUMPTION

43.

44,

45,

46.

Last year, was there a day that your housetiiolchot eat anything the whole
day? (Excluding water)

1=Yes 2=No

In the last 7 days, was there a day that youséhold did not eat anything the
whole day? (Excluding water)

1=Yes 2=No

In the last 7 days, was there a day that youséholdate other foods because
your regular food was not available?

1=Yes 2=No

In the last seven days, was there a day that lyouseholdnly had one meal
thewhole day because there was no food?
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47.

48.

49.

50.

51.

52.

53.

1=Yes 2=No
The last time that you had only one meal iy @vhich meal did you take®fge

answer only)

1. Early morning 2. Mid morning
3. Noon 4. Late afternoon
5. Evening

Normally, how many meals does your househole fraa day?

1. One 2. Two

3. Three 4. More than 3

Normally, how many times in a day does yourdetwld eat snacks (such as paw
paws, guava, Nzimbe, pear, masawu, cassava, groisgotatoes etc)

0. None at all 1. One

2. Two 3. Three

3. More than 3

Which meals does your household normally corsuma day? (Read out options
but circle one response only)

1. Breakfast and lunch 2. Breakfast and supper
3. Lunch and supper 4. Breakfast only
5. Lunch only 6. Supper only
7. Breakfast, lunch and supper
In the last 2 weekslid you eat the following foods in your houselld
Food type
Fish
Meat (cattle, goat, sheep, chicken etc)
Eggs

Beans, groundnuts and pulses

Cassava and sweet potatoes

Cassava, sweet potato or pumpkin leaves
Nsima

Porridge

Milk (fresh or dry)

Exotic vegetables

Indigenous vegetables (e.g. thelere, chigoso
etc)
Fruits
Does the person who is sick (the afflicted)thatsame food as every one else in
the household?

1=Yes 2=No
If ‘NO’ what foods are also given to the sick
Food type
Fish
Meat (cattle, goat, sheep, chicken etc)
Eggs
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Beans, groundnuts and pulses

Cassava and sweet potatoes

Cassava, sweet potato or pumpkin leaves
Milk (fresh or dry)

Exotic vegetables

Indigenous vegetables (e.g. thelere, chigoso

etc)
Fruits
54. Is the household receiving any nutritional supfpecause of the chronically ill
patients?
1=Yes 2=No
55. If yes, what type of nutritional support is it?
1= Plumpynuts/chiponde, 2=vegetable oil, 3=LikuiaR, 4=maize, 5=other
(specify)
56. If yes, what is the source of the support?

1=Government, 2=NGO, 3= CBO, 4=other (specify)

SHOCKS OF LIFE (death dueto HIV and AIDS and long term illness)

57. How many times has this household experiended@term iliness or death that
could be related to HIV and AIDS in the last fiveays? (probe for HIV and
AIDS related deaths or number of persons who aig si

58. How did you cope with the situation?
1. Received counselling
2. Received external support from Govt/NGO(finahaiaaterial, nutritional)
3. Received external support from the CBO(financeraterial, nutritional)
4. Sold assets
87. Other, specCify .......coviiiiiii e,

59. Has your household ever received any extesstance to support members that
have long-term illness in the last 5 years?
1. Yes 2. No

60. What form of assistance has been received?
Form of assistance Sex of member (tick where
applicable

1. Male 2. Female

Nutrition/Food
Financial/Cash
Material
Spiritual
Psychosocial
Other (specify)

OO |WIN|F
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61. What impacts did the death of the last membY (@nd AIDS related death)
bring to your household?df the householdswhose patient has since died)

Loss of labour

Time and other resources

Loss of financial support

Psychological effect

N/A (if the household did not experience anytbdéa

Other, SPeCIfY ...

ogkrwnE

62. How are you coping after the death of youatreé? {or the households whose
patient has since died)

rely on community support

rely on CBO support

Rely on Govt/NGO support

credit from money lenders

withdraw children from school

reduced size of land cultivated

started growing labour saving crops

reduced number and quantity of meals in a day

Sell assets

0. other (specify )

BOONoOR~WDNE

63. What impact is/was the long-term illness bmggio your household?
Loss of labour

Time and other resources

Loss of financial support

Psychological effect

Other, SPeCIfY ..o

arnNpE

64. How are/were you coping with the long-termals?
rely on community support

Rely on CBO support

Rely on Govt/NGO support

credit from money lenders

withdraw children from school

reduced size of land cultivated

started growing labour saving crops
reduced number and quantity of meals in a day
sell assets

0. other (specify )

PBOO~NOGOR~WNE

ACCESSTO SOCIAL PROTECTION PROGRAMMESAND CBO
65. Has this house received any form of supporhfem outside organisation in the
last 5 years?
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1. Yes 2. No

What types of support was received?

Type of support | 1. Yes| Which How many| Who was
2. No | organisations times was targeted in the
provided thel support household?
support? received?
66 | Financial
67 | Food

68 | Nutritional
supplementation

69 | Psychosocial

70 | Spiritual

71| Material

72 | Seed

73 | Other, specify

Code for organisations. 1=Red Cross 2=CADECOM; 3=Water Aid; 4=Ministry of
Health/MSH; 5 = WFP;6=Social Islamic Development7=WVI; 8=CRECCOM;
9=0SA,; 87= Other specify ................ 99=DK

Codes for target groups. 1=Underfive children; 2=Orphans; 3=The chronically ill;

4=Pregnant  women; 5=The elderly; 6=Whole household; 87=Other
specify.......cooiiiiints 99=DK

74. Have you ever benefited from this CBO?

1=Yes 2=No

75. If yes, what kind of support do you get?

1. food aid 2. money
3. food for work 4. Casual work
5. Agricultural inputs 6. psychological support
7. other specify.........coooiiiiiiii .
76. How often do you get help from the CBO?
1. Once 2. Daily
3. weekly 4. monthly

5. other specify........coo i,
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77.

78.

79.

Since you started getting help from the CB@, you able to produce (have)
enough food which takes you to the next harvest?

1=Yes 2=No

In general, what are your comments with regardargeting of beneficiary
households by the CBO in this community?

1. Very good 4. Good
2. Average 5. Poor
3. Very poor

Any comments regarding how the CBO (name theDCBan best help in
enhancing food security
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Appendix 5: Focus Group/ Key Informant Interview Checklist

COMMUNITY PERCEPTIONS ABOUT HIV/AIDS, CARE AND SUPPORT

Is HIV/AIDS a problem in your communities? What @smce is there to show
that it is a problem?

Is this problem worsening or not? Explain.

Any intervention programmes in the area? By whofy@ing who? How is the
community involved?

How does the community care for chronically ill neems? What structures are in
place to assist people who have been sick for @ fiome? Orphans? The elderly
who are taking care of AIDS orphans?

Are men, women and children who are sick caredhénsame way? If not, what
determines the difference?

Are there any organisations that take care of gethat are HIV positive? Where
do they get their funding? How does the commurssisi such an organisation?
How do households that have a sick person adjaestlthelihnood? Orphans?
FOOD SECURITY

How do you understand food security in this comrnyi

How do you define a food secure household in threraunity?

How is food security changing over time

In general, what food crops are grown in this al&4at cash crops?

What livestock are common here? Any changes tmtimbers or types in past
five years? Why?

In general, what do you think are the factors legdio declining agricultural
productivity in the area™int: (if not mentioned) Probe for land issues, nfar
inputs, labour, weather, HIV and AIDS, extensiou®es etc.

FOOD INSECURITY AND HIV/AIDS

How would you describe the prevalence of HIV an®Al

When did AIDS become a major problem here (CBOloatnt area)?
Which categories of people have been affected muotdevhy?

What do you think is causing HIV and AIDS to spréaster here?

What do you_seeas the relationship between HIV and AIDS and food
security/insecurity in this community?

How are HIV and AIDS affecting agricultural prodiget/food security?

In general, how has HIV and AIDS affected the fawdps production in this
area? What about the cash crops? Any changesetamumbers or types of
livestock in past five years because of the excgef HIV and AIDS? Why?
What is happening in households affected by HIV AHdS or chronic illness or
that have experienced death due to AIDS?
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What is happening in households where one pardmtbrhave died?
What leads to or causes the other between HIV dix$And food insecurity in
this area?

How do the affected or community cope?

SAFETY NETS

Where do you get help in case of need?

Informal safety nets

In general, how would you describe the type ofstgaace that exists in this area
(is it both inter and intra-family?)

On what issues are households willing to assist?

On what issues are households not willing to é3sist

What local support exists for households led byhans? Sick parents? Female
headed households?

How have HIV and AIDS affected these safety nets

Formal safety netsand CBO

What types of government (or donor/NGO) assistalcthe affected households
receive in this area in order to enhance their exlrity status

(List all and for each ask the following:)

Who issues out the assistance and how frequeniMgek or month)?

How much (kg or bags or Kwachas) was being recéived

Who are the beneficiaries and how are they seleddgdvho?

If you were to rank the institutions which providdéte assistance, where would
you place each?imeliness of the assistance, adequacy, targetirntera,
dependability, reliability, non-exclusion, inclusidrequency of the assistance,
distance to distribution points efc.

Please describe to us about the CBO in your areegitiae CBO):

How it started? Who funded it in the beginning?

What activities are done by the CBO in enhancirafdfproduction and security
(since the CBO started)?

Number of child feeding centres and how it hasresnihcreased over time

How are the beneficiaries identified?

How has the number of beneficiaries increased theeperiod?

Which initiative on food security would you rate lasing the most successful in
enhancing food security of the affected households?

Why do you think these most successful? What exeeas there that you can
show me or you can give me?

Who were the beneficiaries? How were they selected?

What is the status of this initiative (continuity)?

What measures of sustainability did (or have) youip place?

Which funding sources have you had since the CB@est on_HIV and AIDS
more especially on food security and for which\atés? How was the CBO
identified as a beneficiary for funding?
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Year Funding Source Type of foodbtatus i.e
security initiative | completed or ont
going

Or to be received

Which activities/interventions on HIV/AIDS would yorate as the least
successful? Why
How have HIV and AIDS affected these safety nets

Any comments regarding how best the CBOs can Imegmhancing food security
of the affected households
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