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Chapter |
Introduction
1.1 Motivation for the study

The motivation to pursue this study stems from observations in rural settings where
I had been working for eight years in development projects and in programs with
men and women groups in the regions of Morogoro and Dodoma in Tanzania. I
realized that among other problems troubling group performance and activities
were HIV/AIDS-induced deaths and prolonged illnesses among group members
and their relatives. I developed an interest in assessing how such networks and
groups are being affected by HIV/AIDS, and how this ultimately impinges on rural
livelihoods. Social networks and community groups are usually used as entry points
to many development initiatives. In such groups and networks, people constantly
interact, exchange, mutually influence, enable or constrain one another, and mobilize
relationships with other people who might give access to resources and support in
times of need. Social networks and personal relationships are important when support,
survival, and social security are at stake. Where people share a sense of identity,
hold similar values, trust each other and reciprocally do things for each other, there
can be a positive impact on the social, political and economic components of the
society they are living in. Social networks that provide access to resources and social
support in this study are referred to as social capital. There are numerous examples
demonstrating that social networks in the community, including those of relatives,
neighbours and friends, but also formal groups such as voluntary associations,
contribute to the well-being of those involved. Because of the importance of these
social networks for rural household livelihood, T was compelled to conduct a thorough
and comprehensive social capital assessment in rural communities in the face of
HIV/AIDS. Congruent with a broader AWLAE! program on ‘Enhancing the role of
women in food systems in Africa’, it was possible to undertake this study.

1.2 HIV/AIDS situation in the country

It was estimated that by the end of 2006, 42 million people in the world were living
with HIV/AIDS. Sub-Saharan Africa is the region of the world that is most affected by
the pandemic. An estimated 25 million people are living with HIV, and approximately

1 AWLAE programs prepare women professionals in agriculture and the environment for leadership
positions, thus enabling them to contribute in the formulation of policies that take women's concerns
into account. These policies are expected to influence changes in the way men and women relate in
all spheres of life.
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3 million new infections occurred in 2006, and the pandemic has claimed the lives
of an estimated 2.1 million people in this region. In the region around 2 million
children under 15 are living with HIV and more than twelve million children have
been orphaned by AIDS (UNAIDS & WHO, 2006). The HIV/AIDS pandemic has
emerged as a developmental problem, having consequences going far beyond
the health sector. Indeed, it has become a major crisis in many of the developing
countries and in the absence of a cure or vaccine, the devastating impacts of the
epidemic are far-reaching.

Tanzania as one of the sub-Saharan countries and among the poorest countries in
the world is badly affected. The country is located in East Africa and covers an area
of 945,000 square kilometers. Administratively, the country has 25 regions (20 in
the mainland and 5 in the island of Zanzibar). The estimated population by 2003
was 34.5 million people with about 80 percent living in rural areas (URT, 2003a).
About 36 percent of the population is living below the basic needs poverty line (URT,
2002) with an estimated per capital income of US$ 280 in 2005 (www.tanzania.go.tz
accessed on 25/03/07). The spread of HIV/AIDS has significant effects, not only
on the demographic composition of the country’s population but also on social and
economic structures. HIV infection is unevenly distributed across geographical areas,
sex, age, and socio-economic classes. The average national HIV/AIDS prevalence
rate is seven percent (TACAIDS, NBS & USAID, 2005). The epidemic has struck the
most economically active group of adults aged 15-49, with women having higher
prevalence rates (8%) than men (6%) (TACAIDS, NBS & USAID, 2005). Despite the
continuous decline in prevalence rates since 2002, some districts are still having
an infection rate of more than twenty percent. In rural Tanzania, the infection rate
ranges between five and thirty percent (URT, 2005).

The national HIV/AIDS Surveillance Report shows that by the end of 2004, 1.9 million
individuals in Tanzania were living with HIV (URT, 2005). It should be noted that
these data are subject to underestimation because the National Aids Control Program
(NACP) estimates that only one out of 14 cases are reported due to underutilization
of health facilities, because many people are not willing to go for a HIV test and
also because of delays in reporting. These figures may blur the true force of the
epidemic, since HIV/AID impacts are not only felt by those affected, but indirectly
affect a wider segment of the population. HIV/AIDS has led to a significant orphan
population. As a consequence of AIDS mortality, UNAIDS & WHO (2006) estimated
that by the end of 2006 there were about 1.1 million orphans in Tanzania. Because
of HIV/AIDS the average Tanzanian life expectancy is 44 years as opposed to the
projected 56 years without AIDS (World Bank, 2003). The predominant mode of
HIV transmission is through heterosexual contacts accounting for over 90 percent
of new AIDS cases, followed by mother-to-child transmission whereby the mother
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passes the HIV-virus to the child during pregnancy, at time of birth or through
breastfeeding (TACAIDS, NBS & USAID, 2005). Another mode of transmission is
through infusion of infected blood.

Age and sex specific prevalence of HIV shows that women are affected at a younger
age than men. Women'’s prevalence is higher in the age bracket 20-39 years whereas
for men prevalence is highest at 40-49 years of age (URT, 2005a). The clustering of
cases in the age group 20-49 years suggest that the majority of the infection occurs
in productive and reproductive active population. Of all AIDS cases reported in 2004,
55.6 percent were married (URT, 2005a). The Tanzania HIV/AIDS Indicator Survey
2003/04 shows that those who were in a marital union at the time of the survey had
seven and eight percent prevalence rate for women and men respectively. Women
in polygamous unions showed higher rates (10 %) of infection than married women
who were not in polygamous marital union (7%) at the time of the survey (TACAIDS,
NBS & USAID, 2005).

The HIV/AIDS Indicator Survey in Tanzania showed that the level of basic knowledge
about HIV/AIDS has increased (TACAIDS, NBS & USAID, 2005). This study found
that 87 percent of the women and 88 percent of the men indicate that the chances
of getting HIV can be reduced by limiting sex to one partner who is not affected
and who has no other partners. Seven in ten (69%) women and over six in ten men
(63%) know that HIV can be transmitted from a mother to her child by breastfeeding.
However, knowledge about antiretroviral drugs is far less widespread; only 17 percent
of women and 19 percent of men know that there are special drugs to reduce the
risk of mother to child transmission. Demonstrating the misconceptions about AIDS
transmission, most people (82% women and 89% men) in the survey rejected the
idea that HIV cannot be spread by witchcraft or other supernatural powers. However,
these findings should not be interpreted as implying that those who report that HIV/
AIDS can be transmitted by witchcraft do not know how it is transmitted. HIV/AIDS
can be attributed to witchcraft as an excuse or denial of personal responsibility or
as a way to cope emotionally with the disease.

Despite a widespread knowledge on HIV transmission and efforts to address and
reduce stigma, in many parts of the country people living with HIV/AIDS are still
seen as shameful and irresponsible. Such perceptions exemplify stigmatization, which
may ultimately lead to the exclusion of affected individuals from the family and
the wider community. Stigma is responsible for secrecy and denial, which hinder
people from seeking counseling and testing for HIV. According to the Tanzania HIV/
AIDS Indicator Survey report, only 15 percent of women and men interviewed had
undertaken an HIV test before the survey (TACAIDS, NBS & USAID, 2005). Stigma
attached to HIV/AIDS leads to community excuses as regards the responsibility
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of caring for and looking after those who are affected. Stigma is growing towards
those who are affected. For instance, results from the Tanzania HIV/AIDS Indictor
Survey show that fewer women (52%) than men (63 %) would buy fresh vegetables
from a shopkeeper if they know he or she is HIV positive. These data indicate that,
in spite of rising awareness, knowledge gaps and misconceptions about HIV/AIDS
persist. Unwillingness to buy from an affected individual could be linked to stigma
as a result of ignorance (ICRW, 2002; 2003). One also has to be aware that peoples’
knowledge, attitude and intended practice may be at odds with they actually do.

The HIV/AIDS epidemic spreads rapidly into rural areas. More than 10 percent of
the women attending antenatal clinics in some rural areas were infected with HIV
in 2003/04 (URT, 2005b). The growing rate of HIV/AIDS in rural areas is posing
serious impediments to development processes, since more than 80 percent of the
Tanzanian population is based in rural areas, contributing more than 50 percent to
GDP and over 60 percent to export income. In the absence of an effective vaccine
and insufficient treatment of opportunistic infections, the disease is usually fatal
once one is affected (Bruce et al., 2000), although there has been some development
in Antiretroviral (ARV) therapy.

HIV/AIDS has been affecting people in different spheres of their lives. The increase
of AIDS-related mortality is manifested through various effects such as a lower
life expectancy, an increased economic dependency ratio, reduced productivity,
increasing poverty and a growing number of orphans. Evidence from Makete
(Tumushabe, 2005), Ulanga and Kilombero districts in Tanzania (ESRF, 2005) indicate
that affected households in those districts are poorer than non-affected ones, and have
responded to their adversity by adopting food-search behaviours that removes both
adult and child labour from working on their own farms, thus leaving the affected
households perpetually food insecure. Households fostering orphans have similar
problems. HIV/AIDS is a serious threat in Tanzania as it contributes to poverty
in many of the affected households. As in other sub-Saharan Africa countries, the
stigma surrounding HIV/AIDS-affected individuals and households remains very
strong. It therefore plays a major role in worsening HIV infection, obstructing care
and support to affected members in the households and in the community.

1.3 Government responses to HIV/AIDS epidemic

HIV/AIDS was declared a national disaster in December 1999 and has been cited
in the Tanzania Government Poverty Reduction Strategy Paper as one of the main
impoverishing forces (URT, 2000). Therefore, reduction of the impact of the HIV/AIDS
epidemic in Tanzania is identified as one of the strategies to reduce poverty (URT,
2000). HIV/AIDS is one of the government’s highest priority development issues.
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The country is making efforts to fight increased HIV transmission and its impacts.
For almost two decades now, Tanzania has been undertaking various interventions to
slow the spread of HIV infection and mitigate its effects. The National AIDS Control
Program (NACP) was created in 1985 under the Ministry of Health, after which
short and medium-term plans were formulated. Since HIV/AIDS impacts are not
related to health alone, as its consequences stretch across different socio-economic
spheres, there was a need for a multi-sectoral approach. Hence, in 2000 the Tanzania
Commission for AIDS (TACAIDS) was established under the Prime Minister’s office.
Its mandate is to provide leadership and coordination of multi-sectoral responses.
Further, the National Policy for HIV/AIDS was inaugurated in November 2001, and
in May 2003 a National Multi-Sectoral Strategic Framework (NMSF) on HIV/AIDS
2003/07 was launched. NMSF translates the national HIV/AIDS policy by providing
strategic guidance for the planning of programs, projects and interventions by various
stakeholders in the fight against HIV/AIDS. The National Multi-Sectoral HIV/AIDS
Strategic Framework states that the rate of HIV/AIDS infection and its impacts are
to be reduced through a well-coordinated national response program that ensures
comprehensive and effective community based HIV/AIDS interventions.

During the 1980s, the HIV/AIDS pandemic was believed to be largely concentrated
in urban areas, townships and border posts, and was mainly associated with activities
of truck drivers and prostitutes. As time went on, the disease spread into the general
population and rural areas as a result of the growing links between rural and urban
areas through for instance trade, farming opportunities, mining activities, rural-urban
migration etc. Because of the spread of HIV/AIDS to rural areas, agriculture which is
an important sector for the economy of the country and accounts for about 85 percent
of the rural employment, is adversely affected. The effect of general poverty paired
with high rate of HIV infection is dramatic, as the epidemic strikes at an already
very vulnerable section of the population. The epidemic tends to worsen poverty
and inequality because the low-income households are more adversely affected
by AIDS deaths than other households. This situation has major implications for
poverty alleviation and the welfare of the population.

Regardless of the efforts to curb HIV/AIDS effects in the country, it has been
documented that current HIV/AIDS interventions in the country are mainly focusing
on prevention and to a small extent on other thematic areas of intervention as
specified in the National HIV/AIDS policy (ESREF, 2003). These include mitigation,
care and support, and treatment. Little emphasis is being placed on the provision of
these services. Access to ARV and treatment of AIDS-related infections is limited to
a very small proportion of those in need. A lot is being done to increase community
awareness, knowledge and condom provision. As stipulated in NMSF, community-
based initiatives in collaboration with other stakeholders are very crucial actors in
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the fight against HIV/AIDS. Understanding local and associated factors is essential
for obtaining an accurate appraisal of HIV/AIDS implications and properly prepares
communities for the implementation of various interventions. Therefore, it is
important to have a better understanding of how communities’ informal and formal
social networks operate in the face of HIV/AIDS and in the wider context in which
community members interact.

1.4 Research problem and questions

The HIV/AIDS pandemic represents a great threat to food security and rural
livelihoods. Morbidity and mortality due to HIV/AIDS affect household livelihood
resources and assets, resulting in reduced ability of the household to generate
livelihood and be prepared for future shocks. Households affected by HIV/AIDS suffer
the loss of productive labour, income and food reserves. There is much evidence
on the effects of HIV/AIDS on household’s food insecurity. According to Barnett &
Rugalema (2001), the combination of adult morbidity and mortality due to AIDS is
associated with diversion and withdrawal of labour, which has led to a number of
adverse changes in household food and livelihood security. Savings are diverted and
assets are depleted to meet health care and funeral costs. More and more households
and individuals are forced to seek support from the broader community. These
mounting demands threaten existing social assets and long-standing local institutions.
Since HIV/AIDS depletes a household’s resources necessary for livelihoods, it may
threaten the formation and maintenance of social networks that households need
to mitigate HIV/AIDS impacts.

In some circumstances, a crisis such as prolonged sickness may result in strengthened
social cohesion and may even generate new social relations that improve the
overall social capital as poor communities find resourceful ways to overcome their
problems (Robb, 1998). Several studies (Rugalema, 1999; Madembo, 1997; Topouzis
& Hemrich, 1996, Lundberg et al., 2000; Lwihula 1998; Mutangadura et al., 1999)
have indicated that households affected by HIV/AIDS get support primarily from
the extended family, neighbours and community institutions as well as from the
government. Gender and age are critical factors in accessing such support in the
HIV/AIDS context (Bharat et al,. 2001; UNAIDS, 1999; Gillian, 1996; ICRW, 2003).
Those affected by HIV/AIDS, especially women and orphans, face food shortage
due to loss of productive resources, lack of assets caused by disinheritance, and
exclusion from kinship and other social networks.

The preceding discussion shows that it is not fully clear how social capital produced

in social networks is used, generated and maintained in the situation of HIV/AIDS.
Some study results indicate that social capital is being eroded, while others report it
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being strengthened since new forms are emerging. This study argues that because
of HIV/AIDS, social capital available to households is changing in form and content.
Therefore, in order to understand the relationship between the AIDS impacts and
rural livelihood security, it is necessary to relate analytically the changing nature of
rural institutions and social networks to the changing rural livelihood within which
food security is realized.

With regard to all these issues gender is a cross-cutting variable. HIV/AIDS impacts
and susceptibility are gendered (Miiller, 2005), and the same applies to access to the
resources needed for generating livelihood. Women'’s disposal of and access to the
various forms of social capital is generally known to be different from that of men
(Molyneux, 2002). While such forms of social capital may indeed empower women,
they also reflect the gendered nature of power relations between men and women.
Household food security and care are important livelihood outcomes, and because
of women’s reproductive responsibilities their role in care giving and food procuring,
processing, and preparing is generally far more important than that of men (Niehof,
2003). However, gender inequalities within the household often prevent women
from enjoying the benefits of domestic production to the same degree as men. The
advent of AIDS increases gender inequalities in access to resources as the epidemic
reinforces the existing problems women face with regard to access and control over
resources as well as in relation to care responsibilities.

This study intends to address the problem of the effects of HIV/AIDS on social
capital, its implications for household vulnerability to food insecurity, and people’s
responses to these. The study was guided by the following hypotheses:

a) Households that are more vulnerable to HIV/AIDS impacts need more social
capital to cope and mitigate these effects, yet they are not able to generate and
maintain it.

b) Peoples’ awareness of living in a HIV/AIDS-risk environment may give rise to
new forms of collective responses.

From the research problem and hypotheses, four main clusters of questions were

derived:

1. What are the direct effects of HIV/AIDS on household livelihoods?

2. What is the influence of HIV/AIDS on social capital?

3. What are the implications of changes in social capital for household livelihood
vulnerability?

4. How do households respond to the changes in social capital and increasing
livelihood insecurity?
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1.5 Structure of the thesis

This thesis is organized in eight chapters. The conceptual and analytical framework is
presented in Chapter 2 by means of a review of the relevant literature on housecholds,
livelihood, social capital, HIV/AIDS impacts and the relationship among them.
Gender differentiation is taken into account throughout the discussion. Later, the
linkages of concepts are shown in a figure depicting the conceptual framework.

Chapter 3 presents the research design and methods used in collecting empirical
and secondary data. It describes different data sets and justifies the methods used
to collect the data utilized in this study. It gives details on the sampling procedure
and its limitations. Methodological discrepancies encountered and opportunities
used to improve the quality and usefulness of the information gathered during the
study, are also presented.

Chapter 4 provides details on the context in which the study was carried out. It
offers a description of the study area including the history of the village. Livelihood
activities and the role and effects of privatization of the Sugar Company in the
area are presented and discussed. Basic social services, village social life, and the
vulnerability context are also discussed.

Chapter 5 discusses gendered direct effects of HIV/AIDS in the households’ livelihoods.
These effects are through the household’s resource base and activities portfolio and
consequently in changes in the household’s food security status. Social and moral
aspects of HIV/AIDS impacts on individuals and households are discussed as well.
Household responses to HIV/AIDS impacts are also presented.

Chapter 6 examines how interpersonal social ties play an important role in the
management of HIV/AIDS effects and other day-to-day problems. HIV/AIDS impacts
on interpersonal social relations are discussed, to see how they affect social relations
and networks that influence people’s livelihoods and their ability to respond to
HIV/AIDS epidemic impacts and other shocks.

Chapter 7 specifically addresses HIV/AIDS impacts at the community level in a
situation where there are other problems existing in the community. These were
elicited by participation in formal networks and other collective activities in the
community. Community characteristics such as presence of groups, NGOs, ethnic
diversity, community programs, voluntary community contributions, and generalized
trust which determine collective and the household’s ability to cope with HIV/AIDS
impacts are discussed. The chapter presents community responses to HIV/AIDS.
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These are compared to those found in a neighbouring village and the differences
are explained.

Chapter 8 presents a summary of the answers to the research questions. It also
brings together findings from previous chapters and discusses their theoretical and
practical implications. Policy and intervention recommendations are presented that
might mitigate HIV/AIDS impacts and reduce household vulnerability.
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Chapter 2

Household, livelihood, social capital and
HIV/AIDS impacts: a conceptual and analytical
framework

This chapter discusses the main concepts that are used in the formulation of the
research problem and research questions. The discussion revolves around three core
concepts: household, livelihood, and social capital, which are all gendered in nature.
This chapter first reviews the theoretical discussion on the concepts and subsequently
examines their interrelationships and importance for livelihoods outcomes such
as food security, care, and coping. Concepts and the framework that depicts how
HIV/AIDS is affecting different processes in the households and livelihood generation
are discussed. In the literature review attention is paid to the way rural households
are impacted by insecurities and how they deal with risks. Finally, it presents the
linkages of important concepts in this study in the conceptual framework.

The household is important because it is the unit to which livelihood generation
is anchored. It is the arena where much of daily life takes place and the centre of
processes that determine the welfare of individual members. The household is the
context in which members interact and pursue the activities to provide for their daily
needs and well-being. As households’ livelihood activities and strategies differ, they
are at risk of different types of shocks. Shocks threaten household livelihoods or even
their survival, which in turn increases household’s vulnerability. A risky situation or
shock may jeopardize a household’s future livelihood. In such a situation a common
response is to fall back on community-based social networks and family ties. Social
networks between households of different kinds provide a sort of safety net for
households that face various problems, which may prevent them from falling into
poverty. Therefore social capital is an asset that can be used to diminish individuals
and households’ vulnerability to poverty and a means to sustain livelihoods. Although
all households can be affected by stress and shocks, not all households are equally
resilient. The extent to which households can make claims on social networks
depends on their ability to build up their social capital.

This work builds on Rugalema’s (1999a) work in Kagera in Tanzania. Rugalema
focused on the processes and mechanisms through which morbidity and mortality
consume household assets and lead to entitlement failure. His study reveals that
prolonged adult morbidity and mortality due to AIDS have adverse effects on
households primarily due to their effects on labour availability and depletion of
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other household resources. He confirms that illness and death affect time allocation,
change household composition, put pressure on available labour, divert household
cash, and lead to disposal of a household’s productive assets. Changes imposed by
AIDS on household endowments render survivors vulnerable. The study also found
that because of AIDS the normal household cycle is disrupted, resulting in a variety of
household types in terms of composition and headship, including households headed
by orphans, the elderly and widows. Many of such households face difficulties in
participating in both on and non-farm activities. Most of their productive activities
are reduced because of loss of productive assets and partly due to the loss of labour.
However, individuals and households are not passive; they actively explore ways
to deal with the hardship brought about by AIDS. Rugalema shows how households
relocate and transform their resources to cope with the losses induced by AIDS.
The household’s asset base and the gender and age of the survivors determine
the household’s ability to mitigate the effects of HIV/AIDS. Rugalema shows that
HIV/AIDS affects livelihoods in a holistic manner and that its impacts are a process
rather than a final outcome.

The impacts of HIV/AIDS are diverse and differ according to context. As the epidemic
continues there is a need for more empirical research to improve the evidence base
for designing appropriate interventions and policy-making. Therefore, there is a need
to continuously assess how households are making their livelihoods as the context
they are living in and the challenges they face are changing. Apart from the fact that
the current study was carried out in a different area in Tanzania than Rugalema’s
study, it also has a different emphasis. It intends to investigate the impacts of HIV/
AIDS on social resources accrued by participation in social networks characterized
by reciprocity and trust.

Social networks are assumed to facilitate individuals and households to access
resources but are also crucial for coping with the difficulties imposed by AIDS
and other crises. This study moves beyond households by trying to show the
connections between HIV/AIDS-affected and non-affected households by treating
these connections as one of the resources those households deploy to cope with
HIV/AIDS impacts. The study tries to fill in the gap by critically investigating the
effects of HIV/AIDS on social networks and the trust invested in those networks
that facilitate or impede peoples’ recourse to social networks in times of AIDS. The
study also explores impacts and response mechanisms raised at the collective level
of the community. However, being aware that social networks do not operate in
isolation from other resources the study investigates impacts of HIV/AIDS on social
networks in relation to other resources.
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2.1 Household

In this study the household is taken as the unit of analysis because it is the locus
where resources are generated, organized, managed and used for economic activities
as well as for the welfare of household members and care (Niehof, 2002; 2004b; 2004c).
Most of these activities aim at fulfilling primary and daily needs of the household
members, such as food, shelter, clothing, health and security. At the same time, it is
recognized that households are embedded in and surrounded by support networks,
notably kinship networks, friends, and neighbours. Conventionally, households are
conceived of as a social group of which the members reside in the same place, share
meals and make joint or coordinated decisions over resources allocation and income
pooling. This definition places the emphasis on co-residence as the key attribute of
the household (Ellis, 2000). However, due to increased rural livelihood diversification,
migration has become a very common phenomenon leading to situations where
household members are not always permanently in residence but may be spread
over many different locations. The criterion of co-residence has to be interpreted
in terms of proximity in a situation where members of a household are spread over
different dwelling units in a single compound (Mtshali, 2002).

According to Rudie (1995:228) a household is a co-residential unit that is usually
family-based and jointly manages resources to provide for its members’ primary
needs. In African countries, a household may comprise several houses, which
belong to one family (Guyer & Peters, 1988). In this case there might be more than
one ‘cooking pot’, which offers another way of classifying households (Fapohunda,
1988). Rudie’s definition of household will be used in this study because it addresses
dimensions of household that are relevant in this study: first, the dimension of
resource management for household members’ primary daily needs, and, second,
co-residence which is glossed here as geographical proximity. For a household to be
able to provide for its members on a daily basis, proximity is very important. Still
non-resident household members may supply households with remittances, which
are used to access food, labour and other needs, hence playing a role in family
subsistence and maintenance. Even if non-resident members do not participate in
the daily processes in the household, they may have decision-making responsibilities.
Although to some extent decisions become freed from pre-established ties, in extended
family and kinship structures relatives outside the household frequently still play
an important role in decision-making (Omari, 1995). In this study, non-resident
members are considered important for the household processes as a resource or a
support relation to the household. They could be affiliated members and have to
be distinguished from ordinary household members.
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Households do not exist as discrete social and economic units but are connected to
others in overlapping relationships. Because of this, Drinkwater (2003) proposed to
use another analytical unit: the cluster. A ‘cluster’ is defined as a group of producers
between whom multiple resource exchanges, usually based on kinship, labour, and
possibly common access to resources, are taking place. A cluster can consist of
various households, usually, though not necessarily, living in the same geographical
area. Cluster analysis moves away from households as the unit of analysis to look at
clusters of individuals and households, to make visible the complexity and fluidity
of people’s lives (Drinkwater, 2003; Drinkwater et al., 2006). In times of HIV/AIDS,
cluster analysis may help to explain how households adapt or disintegrate because
of ill-health of their members. Another merit of the concept is that it allows an
identification and understanding of important overlapping social relationships
between individuals of different generations and gender, in relation to marital and
kinship ties. It is argued that vulnerability in terms of gender, age, and socio-economic
status, can only be understood clearly in the context of multiple resource flows and
relationships among households. Nevertheless, this study used the household as the
unit of analysis, though a unit with permeable boundaries (Guyer & Peters, 1988).
Within the household individuals also have different positions based on gender
and age that are reflected in patterns of authority and in the division and control
of labour and other resources.

2.1.1 Intra-household differentiation

Internal differentiation and stratification of households are revealed in the diversity
of activities and tasks individual members perform, and in the ways in which goods
and services are distributed. Neo-classical models characterize households as unified
production and consumption units in which labour is allocated according to principles
of comparative advantages, income is pooled and preferences for consumption and
leisure are shared. It is assumed that the authoritative male household head makes
the decisions more or less to the benefit of all and that members profit equally
from the household income. This view underestimates intra-household differences
in terms of preferences, access to and control over resources, power in decision-
making, and even in access to basic domestic services (Kabeer, 1991; O'Laughlin,
1995). In order to be able to capture and understand the relations of production and
exchange within households, households should be viewed as differentiated units.
According to Agarwal (1997) households comprise multiple actors with varying and
often conflicting preferences and interests, and differential abilities to pursue and
realize their interests. Households are seen as units that are not homogeneous; they
differ in composition according to gender and age. Women and men have different
control over resources, perform different economic activities, contribute differently
to the household economy, and, hence, are likely to engage in different social
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networks (Boserup, 1970; 1998). The weakness of the neo-classic household model
lies not only in its failure to deal with the individuals that make up the household,
but also in its failure to recognize systematic gender and age-based power relations
which structure household resource allocation (Katz, 1997). The household is one of
the key institutional sites of gender inequality. The feminist critique of the unitary
household model calls for specification of the gender of household members and
the recognition that gender makes a difference in decision-making and allocation
of resources.

Sen’s (1990) model of the household as a domain of cooperative conflict is characterized
by bargaining processes among the members of a household. Cooperation between
different members allows them to achieve gains, which are unlikely to have accrued
to any individual member acting on his or her own. However, conflict may arise
about how the gains of cooperation are to be distributed. In many cases cooperation
outcomes are more favourable to one party than the other, hence the underlying
tension and conflict between the parties involved. Therefore, cooperation will
depend on the relative bargaining power of the household member. This model of the
household has an advantage over the classical unitary model because it recognizes the
existence of more than one decision-maker within the household and the potential
for conflicting objectives and strategies (Kabeer, 1991).

Although every individual in the household may have different strategies to get the
best outcomes, to some extent there has to be a common strategy for the household
to enable members to work towards achieving a common goal. Organization and
management of household activity are important for the provision of day-to-day
needs, and this has to involve some common understanding between the people
living in the household. Households develop sets of governing rules of what is or
is not acceptable behaviour by members and an understanding about household
membership and access to properties and rights within the household. They develop
working practices about the allocation of tasks or bringing in resources necessary to
maintain the household. Such rules emerge through social interaction and have the
character of an emergent property (Anderson et al., 1994), which does not belong to
any one member of the household. Hence, the household can have strategies which
are more than the sum of the individual aspirations of its members. However, it
should not be assumed that a household strategy is always based upon consensus.
More often than not it is the result of negotiation and compliance.

Decision-making is considered to be a crucial process underlying all functions
of the household resource management. It has been a central issue in gender
relations discussions. Since the household has been subsumed under a joint unitary
model, the issue of power among household members is not explained; hence the
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differences among members do not come to the fore. Also the assumption that
decisions are based on rational choice results in the reductionist view of the reality
of a household’s everyday life (Pennartz & Niehof, 1999). Decision-making in the
household involves tension between the welfare of the collective and the needs and
desires of the individuals. In the event of a shock like HIV/AIDS, conflicts of interest
may be intensified and can push individual household members to the point where
they refuse to cooperate.

The decision-making process is influenced by the bargaining power of the parties
involved. Both Kabeer (2003) and Agarwal (1997) mention men’s and women’s separate
spheres of decision-making based on socially recognized gender roles, while sharing
some common responsibilities and some resources and activities. Those decisions
related to daily household maintenance in terms of food are made by women, while
those with more far-reaching consequences for the household and family are often
made by men. An individual’s position with regard to gender and generation is an
important factor in decision-making processes in Africa (Armstrong, 1997). Decision-
making also relates to power. Power and authority is vested in the member who has
control over the general affairs of the household unit, including decision-making
concerning its economic, social and political affairs (Bookwalters and Warner, 2001).
Through gender-based frameworks and gendered privileges, men are legitimized to
hold more decision-making power. In Tanzania, as in many other African societies,
patrilineal kinship and patriarchy characterize power invested in men rather than
women and influence decision-making in favour of men. Traditionally, the oldest
man in the household occupies the position as the nominally dominant person with
well-defined rights over other household members, having authority over decisions
on household property and assets. In patrilineal societies, where decision-making is
skewed in favour of men, women’s needs and preferences are easily glossed over.
This has great implications for women’s ability to cope with HIV/AIDS impacts.

The position of men as key decision-makers is challenged when the relations
between household members change and are renegotiated. Women are increasingly
occupying a decision-making position. For example, the involvement of women
in wage employment and in the informal sector has tilted power relations within
the household (Koda, 1995). Participation of women in the labour market affects
the allocation of their time for domestic chores and the contribution to the family
income which has a bearing on their decision-making in the household. Migration,
recent trends in mortality, and a growing number of women living in consensual
unions as well as women having children prior to or outside marriage, have resulted
in de facto female household headship. Women may also acquire de jure headship
through marriage dissolution in the event of death, separation or divorce, though in
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some cases a widow will not assume household headship when a son is old enough
to assume it.

2.1.2 Kinship and inter-household relations

Kinship and marriage form the basis of the family-based household. Members of
a kinship network acquire the status of a relative by birth, marriage, or adoption.
Generally, while blood relationship provides the basis for kinship, the way it is
used and defined is determined by socio-cultural considerations (Howard, 1986;
Harris, 1990). Kinship is much more than biologically determined relationships;
not all people considered kin have blood ties. According to Harris (1990:31-32),
‘the only thing kinship systems have in common is that they are cognitive systems
employed for the ordering of social relationships which have reference to some
aspect of ‘physical’ kinship’ In different societies the same biological relationship
may be perceived differently. Kinship is a basic principle of social organization. It
lies at the base of many political, economic and even religious organizations, and
serves as a medium for transmitting status and property from one generation to
the next through the process of inheritance. Kinship controls social relationships
between people in a community, governs marital customs and, to a large extent,
social interactions. It also regulates access to means of production such as land
and other resources. Kinship can be investigated by looking at empirically found
kinship practices and the meaning of these practices and kinship relationships for
the actors (Niehof, 2003a).

One of the major problems with neo-classic household economics was its failure
to recognize intra-household relations and the social embeddedness of households
within wider social networks. Household arrangements are geared towards long-
term stable relationships within which reproductive and productive activities are
organized for daily as well as inter-generational reproduction (Kabeer, 1994). The
stability of relationships within households reflect principles of kinship and residence
by which members are bound to each other through socially sanctioned implicit
contracts which spell out their claims and obligations to each other. Pennartz &
Niehof (1999:206) view the household as a context of ‘condensed morality’, meaning
that household and kinship provide an overlapping moral context within which
people acknowledge obligations and rights to give and receive support. Physical
proximity and sharing daily life reinforce people’s moral commitments towards each
other. Households are embedded in larger structures such as kinship networks and
community organizations or even the state, and their boundaries are permeable
(Guyer & Peters, 1988). In the Tanzanian context households are related to one
another in a variety of ways, including kinship, marriage, neighbourhood, gender-
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based groups, village-wide clubs, markets, and even formal institutions through an
array of rights and responsibilities, claims and obligations.

Kinship relationships are motivated by non-economic factors and such transactions
and exchanges, though based on moral principles, have economic functions and
implications. In African societies kinship serves as a primary organizing feature
for the production of goods and services. People work together and exchange what
they produce because they are kin, and they do so in accordance with behavioural
expectations linked to kinship (Brown and Thakur, 1997). Kinship relations are
sustained by clearly defined obligations attached to specific roles within kinship
networks. Kinship and extended family structures compose a wide range of claims and
obligations and are characterized by reciprocity and redistribution. To describe these
aspects Cheal (1989) and Scott (1976) use the term moral economy. Scott used the
term to characterize support relations in Southeast Asia peasant communities. Cheal
narrowed it down to apply to the household. The concept implies that households or
communities are essentially geared towards providing social and economic security
for all their members.

Trust and commitment are important factors in the sustainable functioning of the
moral economy. Sometimes an individual or household may commit resources to
support vulnerable kin members, not because of expected reciprocity in the future
but because of social norms. By these norms kin are supposed to be supportive
and give other kin access to resources. There are always expectations that people
will be there for their relatives. People have a normative claim on their relatives’
help in dealing with difficulties and mobilizing collective support. Different from
kinship networks, friendship networks are voluntary and function as separate ties
outside kinship groups. Because of their voluntary nature people must maintain
them more actively. Thus, people are more concerned about reciprocating a friend’s
help than a relative’s help (Wellman & Wortley, 1989). This implies that reciprocity
is an important mechanism for the maintenance of friendships by defining the
responsibility for each other. Friendship networks can be effective in handling
immediate day-to-day problems.

In Tanzania all those who trace their origin back to a common ancestor belong to the
same kin group, the members of which have a special relationship. There are both
patrilineal and matrilineal groups. The distribution of authority and power in kinship
groups has implications for people’s access to resources. In a patrilineal society,
the inheritance rights are given to the men. Generally, women are discriminated
against with regard to inheritance rights. This has a serious effect on women’s ability
to access and control productive resources for sustaining the livelihoods of their
families when their husbands fall ill or die of AIDS. Kinship institutions are also
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sites for the reproduction and transmission of patriarchal relations within society.
Evidence suggests that they may be the site of mistrust, conflict, and deception,
and may stifle women’s freedom of speech and their ability to exercise individual
choice (Dikito-Wachtmeister, 2001). In some societies, husbands can refuse their
wives permission to occupy decision-making positions or attend decision-making
meetings. In these situations, family and kinship ties are not necessarily beneficial
to women, but may actually constrain women'’s ability to develop their own networks
and benefit from them.

There has been an observable reduced reliance of households on kin in some societies.
Such changes may be attributed to the development of capitalism, which gives rise
to nuclear families, privatization of land and the strengthening of monetary values
(Ottosson, 1999). For people who have been marginalized by the market economy,
kinship continues to be of considerable significance by providing a source of security
(Baerends, 1994). Therefore, changes in kinship relations are going to be to their
disadvantage. Because in kinship moral obligations are involved, it is important for
care giving both within households and beyond. This is very important in the face
of HIV/AIDS, where the kinship networks have a responsibility in caring for AIDS
patients and assist the surviving members of the affected household.

In summary, the household in the context of this study is defined as a group of
individuals, not necessarily all linked by kinship ties, who live together and share
the daily functions to provide for their basic needs. Household members vary
according to sex and age as well as according to access and control over resources,
including social resources. These variations within the household may influence the
possibilities of household members to engage in social networks. The household is
considered an arena of potential conflict because of these variations, but at the same
time it provides the context of cooperation based on trust and shared values, which
form the basis of joint household strategies. Cooperation is very important when it
comes to coping with the consequences of HIV/AIDS. For instance, morbidity and
mortality due to HIV/AIDS affect the time use of healthy members and influence
household decisions regarding the allocation of resources within the household that
are needed for their livelihoods and to cope with the impacts AIDS. The household’s
ability to solicit resources by virtue of its membership in various social networks of
relatives, neighbours, and friends is important in coping with social exigencies. This
implies that households are not isolated units but maintain linkages with the wider
society. Relations beyond the household are an important source of social support
for most rural households. These relationships are important when studying the
impact of HIV/AIDS on households in rural communities because it is where an
affected household might get support to cope with its impacts and deal with other
adversities.
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2.2 The livelihood framework

A livelihood concerns the way people shape their lives by using material and non-
material assets (Kaag et al. 2004). It includes activities that people undertake to
provide for their basic needs. The most common definition of livelihood was given
by Chambers & Conway (1992:6) as:

‘Capabilities, assets (store, resource, claim and access) and activities required
for a means of living: a livelihood is sustainable if it can cope with and
recover from stress and shock, maintain or enhance its capabilities and
assets, and provide a sustainable livelihood opportunities for the next
generation; and which contributes net benefits to other livelihoods at the
local and global levels and in the short and long run.

The livelihood framework is a tool to help understand the livelihoods of the poor
(Ellis, 2000). The framework is generally people-centred, holistic and focuses on
the multi-dimensionality of daily life (Kaag et al., 2004). The core of the livelihood
approach lies in its analysis of the different assets or capital endowments upon
which individuals or households draw to produce livelihood outcomes. The five
groups of assets that are combined in different ways to generate livelihood outcomes
include:

e Natural capital: the natural resource reserves from which resources useful for
livelihoods are derived (e.g. land, water, wildlife, biodiversity, and environmental
TESOUTCES).

e Human capital: the skills, knowledge, ability to labour and good health important
to the ability to pursue different livelihood activities.

e Physical capital: the basic infrastructure (transport, shelter, energy and
communications) and the physical equipment and means that enable people
to pursue their livelihoods.

e Social capital: the social resources (networks, membership of groups, relationships
of trust, access to wider institutions of society) upon which people draw in
pursuit of livelihoods.

e Financial capital: financial resources which are available to people (whether
savings, suppliers of credit or regular remittances or pensions) and which provide
them with different livelihood options.

The five livelihood assets in the sustainable livelihood framework are moulded by
policies, processes and institutions to give desirable outcomes, such as more income,
improved food security and reduced vulnerability. If achieved, these desirable
outcomes then feed back to help build the capital asset base. Undesirable outcomes,
such as increased vulnerability or a less supportive and cohesive social environment,
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erode the asset base. Policies, institutions, and processes affect how people use their
assets in pursuit of different livelihood strategies. These refer to both formal and
informal institutions and organizations that shape livelihoods by influencing access to
assets, livelihood strategies and vulnerability. The vulnerability context (seasonality,
shocks and trends) impacts on people’s assets and options available to them. On
the other hand, the vulnerability context can bring about new developments such
as technological innovations. Threats that affect vulnerability can include periodic
droughts, floods, pest infestations, economic shocks, crop and livestock shocks,
conflict and civil unrest, as well as the illness and death. By utilizing different assets,
individuals and households adjust to their physical, social, economic and political
environments through a set of livelihood strategies designed to strengthen their well-
being. Chambers (1989:6) describes livelihood sustainability as the ability to maintain
and improve livelihoods while maintaining or enhancing the assets and capabilities on
which livelihood depend. An individual’s or group’s livelihood is sustainable if it can
adequately satisfy self-defined basic needs and is secure against shocks and stresses
(De Haan, 2000). Household livelihood security is defined as a situation of adequate
and sustainable access to income and resources to meet basic needs, including access
to food, potable water, health facilities, educational opportunities, housing, time for
community participation and social integration (Frankenberger & McCaston, 1998).
Depending on the quality of livelihood outcomes some livelihoods are better than
others and they can differ in their degree of sustainability or vulnerability (Niehof
& Price, 2001).

Rural households engage in multiple activities and rely on diversified income
portfolios for their livelihoods. In Tanzania for the past two decades there has been
a process going on that Bryceson (1997) designates as ‘de-agrarianisation’, which
refers to the process by which the population is becoming less agrarian in nature
year by year. Although agriculture is still the main activity in rural areas, households
increasingly pursue off-farm and non-farm activities for their livelihood. This is
what Ellis (2000:15) calls livelihood diversification. He defines it as ‘the process by
which rural families construct a diverse portfolio of activities and social support
capabilities in their struggle for survival in order to improve their standard of living.
He points out that diversification as a livelihood strategy is reflected in the varied
nature of the livelihood portfolio. Rural people diversify their livelihood portfolio
by getting involved in income generating activities such as petty trade, wage labour,
handicraft, and brewing, and providing services such as tailoring, hairdressing/
cutting, traditional medical care, etc. Engagement in a diverse portfolio of activities
also entails nurturing the social networks of kin and community that enables such
diversity to be sustained.
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Livelihood diversification may be associated with success at achieving livelihood
security under improving economic conditions and with livelihood distress in
deteriorating conditions (Ellis, 2000, 1998; Niehof, 2004a). In the latter case,
diversification is treated as a deliberate household strategy of making ends meet in
the event such as floods, drought, and illness (Bryceson, 1997). Therefore, livelihood
diversification may occur as a coping or an adaptive strategy. Through diversification
of income households may reduce risks and achieve goals of enough income for
livelihood security (Bryceson, 1997). An increase in different activities in rural areas
has resulted in various changes in the agricultural economy and social relations
among household members as well as in lifestyles of rural households. Migration
and off-farm employment affect the organization of labour within households. As
rural people become more mobile, the division of labour by gender changes, with
women assuming more responsibilities for managing farms and domestic work (Berry,
1993). In Africa today there is a noticeable trend towards what has been termed
‘feminization of agriculture’. As men'’s participation in agriculture declines, the role
of women in agricultural production becomes more dominant (Price & Brouns, 1999;
FAO, 1995). War, sickness and death from HIV/AIDS as well as migration of men
from rural areas to towns and cities in search of paid employment have reduced rural
male populations. For instance, in southern Africa where the HIV/AIDS pandemic
is quite serious, male adult mortality levels for those who are in their productive
years (15-59) range from 57 percent in South Africa to 72 percent in Zambia (Ngom
& Clark, 2003). Problems associated with HIV/AIDS morbidity and mortality limit
meeting basic needs such as those of food and care.

2.2.1 Household production of care

The household represents ‘the arena of everyday life’ for the majority of people (Clay
& Schwartzweller, 1991). It is within this unit that many activities to provide for
people’s basic needs are undertaken. The care giving to the young, sick, disabled, and
old members is part of the function of the household. Care is especially important
to the sick and orphaned in times of HIV/AIDS because of the prolonged nature
of illness and ensuing dependence. Tronto (1993:103) defines care as ‘a species
activity that includes everything that we do to maintain, continue and repair our
‘world’ so that we can live in it as well as possible. The world includes our bodies,
ourselves, and our environment, all of which we seek to interweave in a complex,
life sustaining web’. Tronto regards care as a one of the central activities in human
life. Her definition is very broad, but Tronto stipulates that for an activity to be called
care it has to include both care practices and the intention to care. She defines care
as practice and places it in an overall social context.
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To describe the quality of care Tronto (1993) proposes a new paradigm that centres

on the ethics of care. Tronto sees care as having four separate but interconnected

phases:

e Caring about: The recognition that care is necessary, which requires
attentiveness.

e ‘Tuking care of: Assuming responsibility for the identified needs which also
requires agency

e Care-giving: The direct meeting of the needs of care involving physical work
and face-to-face contact. To do this one requires competence.

e Care-receiving: the response to the care received and its adequacy.

Tronto adds a fifth aspect: the integration of all four phases into a well-integrated
care process. Her framework is useful in analyzing and judging the adequacy of
care provided by the household as well as state institutions. The exchange of goods
and services within the household is based on principles of reciprocity and morality
(Cheal, 1989; Pennartz & Niehof, 1999). For example, support to dependent and
weak members of the household is based on moral obligations.

Based on Tronto’s conceptualization of care, competencies and resources are needed
to provide adequate care (Nichof, 2004b). Both tangible and intangible resources are
necessary for the household production of care. However, due to the intra-household
division of labour, differential access to and control over resources and unequal
decision-making power, availability of resources alone does not guarantee adequate
care for all household members. Care processes are gendered in nature. In many
societies women dominate the ‘care-giving’ phase, while the ‘taking care of phase
is usually dominated by people with authority and control over resources who are
mostly men. This shows that women and men play different roles in care processes,
according to societal norms and values about gender. Care-giving within the household
is part of domestic labour (Tronto, 1993; Luxton, 1997), which is unpaid and is carried
out for the benefit of other household members. The primary responsibility for this
is usually allocated to women. However, due to inequitable relationships within the
household, women who are traditionally the care-givers may be denied the resources
needed for care-giving. Lack of access to resources affects women’s capability to
provide care and satisfy the basic needs for their family’s survival.

Because households are not isolated units, members from one household may
have commitments and obligations to provide domestic labour for members in
other households like those of relatives and friends. When the care needs exceed
what the household can provide, the household may turn to its external network of
relatives and friends, or to the state (Niehof, 2004b). In highly HIV/AIDS-affected
countries, support from outside the households is decreasing while care needs are
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increasing, due to effects of AIDS and economic hardships. As a consequence of
HIV/AIDS impacts, affected households lack the necessary resources to provide care
and other basic necessities. Food provision to household members is an important
aspect of care.

2.2.2 Household food security and its determinants

Food security is a basic need in human life and an important element of sustainable
livelihood (Niehof & Price, 2001). According to the sustainable livelihood approach,
food security is not just an issue of productivity but is about how people, especially
poor people, gain access to production and can exchange capabilities in order to
get food (Swift & Hamilton, 2001). Food security is the most critical indicator of
livelihood insecurity. Yet it is difficult to discuss food security independently of
wider livelihood considerations. Food security is defined as access by all people at
all time to enough food for an active and healthy life (World Bank, 1986; FAO, 1997).
This definition touches on many aspects:

Aspect Implication
All people Equity
At all times Stability of food availability, access and utilization

throughout the year and over time. Protection against
risks affecting food availability.

Access to Having the entitlements and means to access food
through own production (landownership), purchase
(affordability, purchasing power, food market prices),
or gifts (social entitlements) of food.

Enough food Enough food to meet the daily food requirements,
sufficient stocks at household and community-level
to resist shocks.

For an active and healthy life Nutritious, safe, and culturally appropriate foods.
Proper consumption and a good biological utilization
of food resulting in an adequate health status.

The current definition of food security stipulates not only access by all people at
all times to enough food for an active and healthy life, but includes access to secure
sustainable livelihoods (Anderson & Cook, 1999). Historically, food security has
been considered in terms of overall regional, national or even global food supplies
and shortfalls in supply compared to requirements (Maxwell, 1996). A number of
researchers have observed that there is an increased disparity in the sufficiency of food
intake by certain groups, despite overall adequacy of supply (Sen, 1981; URT/MOA,
1997; Omosa, 1998). Therefore, instead of focusing on food supply only, the concept
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of food security has been broadened to include elements of access, vulnerability
and sustainability. It has also evolved from focusing on food availability to a focus
on food utilization and adequacy, which relates food to nutrition at individual level.
The predominant way of thinking about food security has changed considerably
over time. It has changed to become more holistic in nature, complex and people-
centred.

This food security paradigm shift was brought about by the work of Amartya Sen.
His famous book (1981) specifies that food flows stem from one’s entitlements. A
family’s or person’s ability to command subsistence goods (including food) and
services depends on endowments (what a person owns as assets, labour, power,
capital) and also on exchange entitlement mapping (the exchange possibilities) that
exist through production and trade, which determine the consumption set available
to a person with given endowments. Therefore, food insecurity became foremost a
problem of ‘access’, even in famine situations. At issue here is not absolute availability
of food, but the ability of the households to afford what is or could be available.
The entitlement framework proved to be a powerful tool in understanding food
insecurity in various circumstances and populations (Maxwell, 2001; Swift, 1989;
Devereux, 1993). However, in the entitlement framework, the contribution of non-
market food transfers through social networks and structures has been overlooked
(Adams, 1993).

In their technical review on household food security, Maxwell & Frankenberger
(1992) urge that a household is the logical unit for assessing food security because
this is where decisions regarding food production and consumption are made. Food
security is not only about food production through agriculture. It is, fundamentally,
about incomes and distribution of resources and the way in which people use
these resources to feed themselves. Food availability at the household level is
achieved by own-production, purchases, gathering or donation/exchanges. Within
households, women play a key role in ensuring food security because it is part of
their reproductive role (Niehof, 2003). In food production, handling and preparation
women play a significant role. To perform these tasks it is necessary that they have
the means. According to Kavishe & Mushi (1993) and Baerends (1994), women have
limited access to and control over means of food production and also insufficient
purchasing power to access food. This has a direct and detrimental effect on their
ability to guarantee household food security.

Food security is an important outcome of rural livelihood generation and in this
study is used as a poverty indicator. The study addresses the concept of food security
in terms of availability and access aspects. Food security in this study is defined
as adequate access to food at all times throughout the year. Access to food can be
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achieved through own production and through the ability of households to generate
sufficient income to meet food needs. Food security is examined by considering intra-
household variations based on gender and age. Since there are multiple and varied
sources of food security, which in most cases are not recorded or measured, it is
difficult to make a complete analysis of household food security. Therefore, coping
behaviours that households adopted were used as proxies for their food security
status. These included changes in menu and meal patterns, sale of assets for food,
and getting assistance from outside the household. The severity of the application
of these behaviours gave an indication of the household food insecurity level. Other
indicators include experiences with food shortage, access to remittances, amount
of food stocks, involvement in income generation, and also the number and type
of assets that a household owns.

2.2.3 Livelihood vulnerability

Livelihoods encompass crucial issues such as sustainability, vulnerability and coping.
Vulnerability analysis has its roots in the political economy analyses of causes and
consequences of drought and famine articulated between 1970 and 1980. Many studies
on vulnerability draw upon Sen’s concept of endowments, entitlement and rights,
linking the local experiences of vulnerability to the broader institutional structures
that reproduce it, as well as to opportunities for social action to alter it (Sen, 1990,
quoted in Eakin, 2005). Although the concept of vulnerability has its roots in disaster
studies, it refers to more general dynamics. It is embedded in complex power relations,
resource distribution, knowledge and technological development. Vulnerability is not
a predetermined state, but is socially constructed, contextual, dynamic and driven
by various causes and processes. Changing social and environmental conditions
such as urbanization and deforestation, for example, can influence vulnerability.
Vulnerability is also often the result of interacting stresses and pressures in a given
context. For example, the spread of HIV/AIDS is increasing vulnerability to global
environmental change in sub-Saharan Africa by impacting the local labour force and
reducing local adaptive capacities. The consequences of such multiple stresses are
visible in some southern African countries that face severe drought and are being
hardly hit by HIV/AIDS simultaneously (Vogel & O’'Brien, 2004).

The words vulnerable and vulnerability are now common terms in the development
discourse, but they are not always precisely used. Vulnerability tends to be used as
a synonym for poverty but it is not the same (Moser, 1998). It is not always the poor
that are the most vulnerable to environmental stress (Wisner et al., 2004). Although
poor households are among the most vulnerable because of resource constraints,
rich households may also become vulnerable due to shocks such as natural disasters,
economic shock and crisis, illness or death of the breadwinner. Poverty is about
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not having enough now, while vulnerability is the probability that one will fall into
poverty in the future. Poverty is in most cases only measured at a single point in
time and defined as shortfall in current income or expenditure. Vulnerability refers
to a dynamic process implying that there is a chance that a currently non-poor may
end up being poor in the future, whereas a currently poor person also has a chance
to escape from poverty if there are changes in economic conditions resulting in an
increase of income. Put simply, vulnerability is the probability that an individual,
household or community will experience a decline in well-being in the future.

Moser (1996) notes that there is no widely accepted definition of vulnerability and
its indicators. Various authors have defined it from different perspectives. Moser
herself argues that vulnerability is caused by lack of assets and the way people are
managing their assets in dealing with and recovering from disasters. She (1996:240)
defines vulnerability as ‘the well-being of individuals, households or communities
in the face of changing environment. Chambers (1989) refers to vulnerability as
people’s exposure to contingencies and stress and their difficulty in coping with
them. Blaikie et al. (1994:9) define vulnerability as ‘the characteristics of a person
or group in terms of their capacity to anticipate, cope with, resist and recover from
the impacts of natural hazard’ Ellis (2000) describes vulnerability as a household’s
inability to cope with adverse situations given its assets and resources. Devereux
(2001) uses vulnerability as a concept that combines exposure to a threat with
susceptibility or sensitivity to its adverse consequences. Christiaensen & Boisvert
(2000) define vulnerability as the probability of living standards falling below some
reference level in future. Wisner et al. (2004) define vulnerability as the characteristics
of'a person or group and their situation that influence their capacity to anticipate,
cope with, resist and recover from the impact of natural hazards. Dercon (2005)
describes vulnerability as an ex-ante situation, i.e. before one has knowledge of the
actual shocks that will occur. Vulnerability also measures the resilience against risks.
This is what is called adaptive capacity, defined here as those characteristics of an
individual, household, or population group that enable those concerned to alter or
structurally reorganize their activities to diminish present threats to survival while
enhancing its ability to address new risks.

According to Winchester (1992) a household’s characteristics also determine its level
of vulnerability, notably the way people live, the assets and resources they share,
and the nature of support networks, labour power and productivity as indicated by
household size and composition. Households do not remain constant but change
with time. As households make a transition from one life-course stage to another,
resources undergo reallocation to accommodate the changes in household demand
and circumstances. Households adapt to changing circumstances. Household
changes over time have been analyzed by using a life-cycle model and, recently,
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a life-course model. Although these two models are used interchangeably, they
differ conceptually. The life-cycle approach addresses the development stages and
sequence of roles through which the individual passes from birth to death, whereas
the life-course approach looks at alternative series of roles and experiences through
which an individual passes from birth to death, and inquires into the causes and
impacts of the variation in these patterns (Kertzer, 1986). The life-cycle approach
assumes a typical progression through a given number of stages in more or less
predetermined order (Murphy, 1987). Finch (1987) and Kertzer (1986) describe
the life-cycle approach as being too static, while Pennartz & Niehof (1999) call it
too normative. It would be appropriate if societies were unchanging, but there are
various reasons why individuals or families may not conform to a typical life-cycle
model. These may include death, marital breakdown, a decision not to get married
or having children before marriage. The life-course approach focuses on the actual
experience of individuals and the different pathways of households through the life
course. The essence of the life-course approach lies in its focus on the continuous
interplay between social, economic, cultural and political changes and the life
course of an individual or a household. Hence, the concept of life course views life
as a series of states, transitions, events and processes occurring in life (Berger et al.,
1996). Life-course dynamics highlight the issue of control. In case of a crises such as
HIV/AIDS, households are faced with an involuntary break in the life course to the
extent that household can no longer pursue the anticipated and desired life course
(Pennartz & Niehof, 1999). Crises may cause households to loose control and render
previous strategies inapplicable.

The household’s composition reflects its stage in the household life course (Alj,
2005), which is is important in relation to the use of household resources and
indicative of labour availability in the household. Based on her analysis in four
communities Moser (1996) argue that household composition and stage in the life
course are critical factors in determining household ability to cope with economic
difficulties. Morbidity and mortality affect the household dependency ratio, which
in turn affects livelihood strategies and outcomes. Young-adult AIDS mortality
disrupts the household’s life course. Rugalema (1999) showed that AIDS mortality
affects the household life course and uses the household dependency ratio as an
indicator for this.

Recognizing that vulnerability is contextual and social, Sen (2002) has viewed
vulnerability from two different perspectives. The first perspective may be called
the risks-centric view whereby vulnerability is typically defined as variability in
living standards caused by consumption or income shocks. The second perspective
may be called the rights-centric view whereby vulnerability is used to express the
lack of social and political rights. Both are important in considering the implications
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of vulnerability for poverty. The first tends to highlight transient poverty, the
second focuses on chronic poverty. However, most of the analysis in the current
vulnerability literature is restricted to evidence on risks and shocks that generate
variability in living standards and pay relatively little attention to the social, political
and psychological aspects of vulnerability caused by powerlessness, lack of voice
and lack of rights. Gender inequality is addressed in rights-centric view. This means
that vulnerability is also manifested in the gender hierarchies in the community
and women’s experience of marginalization and discrimination.

Blaikie et al. (1994:48) acknowledge that vulnerability is structured by relations of
gender and power intersecting at different institutional sites:

‘Gender is a pervasive division affecting all societies, and it channels access to
social and economic resources away from women and towards men. Women
are often denied the right to vote, the right to inherit land, and generally have
less control over income-earning opportunities and cash within their own
households. Normally their access to resources is inferior to that of men.
Since our argument is that less access to resources, in the absence of other
compensations to provide safe conditions, leads to increased vulnerability,
we contend that in general women are more vulnerable to hazard.

Gender relations within households perpetuate inequalities between men and women,
thereby increasing women'’s vulnerability. Coupled with poverty that women have
to deal with, they also face enormous disadvantages that are embedded in gender
relations. While they often have poor access to intra-household resources and lack
decision-making power, poor women are responsible for meeting the reproductive
needs of the household and have to play a productive role as well. Gender biases in
labour markets and social exclusion that women experience in a variety of economic
and political institutions contribute to the greater vulnerability of women as compared
to men. The concept of ‘feminization of poverty’ describes the increasing poverty
among women which also highlights their vulnerability. Despite the fact that a lot
of studies argue that women are generally more vulnerable than men, there is also
contrasting evidence. In her study in South Africa, Mtshali (2002) found that there
was no difference between female-headed and male-headed households in terms of
wealth. She observed that women without husbands are under less patriarchal control
than women in male-headed households, hence have more freedom of movement to
pursue different activities. Nevertheless, Niehof (2004a) points to female household
heads’ insecurity due to lack of entitlements under legal and customary rights. Chant
(2003) notes that there is a lack of fit between available macro and micro-level data
and the claim that female-headed households are always poorer. Female headship
is not always correlated to poverty (Appleton, 1996).
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Vulnerability is a relative term. Within any community some members are likely to
be more vulnerable than others. Although a community may face the same risks,
members will not be equally vulnerable. Ability to avoid or reduce vulnerability
depends not only on initial assets but also on the ability to transform them into
income, food and other basic necessities (Moser, 1998). According to a World Bank
report (2000b), a household or individual can become more vulnerable to poverty
for several reasons: first, lack of physical assets to sell to compensate loss of income
and, second, limited human capital in terms of education and labour. The third
reason can be lack of a social insurance system provided by the government or an
informal safety net provided by family or local community. Though having resources
does not guarantee that households will effectively manage changing patterns of
risks, they do provide them with the means to negotiate new risks as they arise
and evolve (Eakin, 2005). As Bebbington (1999:2022) argues, ‘assets are not simply
resources; they are also the basis of agents’ power to act and to reproduce, challenge
or change the rules that govern the control, use and transformation of resources’
Vulnerability is determined by the options available to households and individuals
to make a living, the risks they face and their ability to handle these. According to
Ellis (2000) people diversify their livelihoods to prevent future vulnerability.

Livelihood studies differentiate between the internal and external side of vulnerability
(Chambers, 1989). The contexts in which people live in constitute the external side
of vulnerability. These are factors that are beyond individual’s control but affect
their livelihood, such as ecological changes, market trends, demographic changes,
political turmoil, failing health infra-structures, and social inequality. The external
dimension involves exposure to risks and shocks. According to Brons et al. (2007)
external vulnerability is part of the societal or ecological context but influences
individual vulnerability and coping behaviours. The internal side of vulnerability
refers to the capacity to anticipate risk, cope with, resist and recover from the impacts
of shocks, which relate to specific characteristics of the person or group who are
exposed to these. These include characteristics of individuals (e.g. age, sex, health
status, skills) and household characteristics (gender of household head, income,
dependency ratio and assets-ownership). The internal dimension of vulnerability
comprises lack of assets and entitlement failures. The extent to which individuals
or groups are entitled to make use of resources determines their ability to cope with
and adapt to stress (Sen, 1990). Table 2.1 shows different indicators of internal and
external vulnerability as adapted and modified from Moser’s (1996) framework.

Brons et al. (2007) argue that in order to understand poverty there is a need to look
at external and internal vulnerability dimensions of household vulnerability and the
individual and aggregate effects of people’s activities to improve their livelihoods.
External ecological and socio-economic dynamics have differential impacts on
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Table 2.1. Vulnerability factors.

Source Internal indicators External indicators
Economic Wage decline, job loss, property  Low productivity, harvest failure,
loss. lack of markets, price fluctuations,
Lack of productive assets and low purchasing power and poor
resources. economic policies.
Lack of income.
Social and human lliness, death, old age, disability, Epidemics, social stigma,
ignorance. discrimination (gender, age,
ethnicity).
Lack of individual social capital. Breakdown of social ties, witchcraft
accusations, violence and inequality.
Natural Drought, floods, pest attack, land
degradation. Earthquakes and fires.
Political Exclusion from civic matters, bad

governance, insecurity, conflicts,
riots and corruption

Source: Adapted and modified from Moser (1996).

people’s vulnerability and the way they cope with and adjust to stresses. In response
to socio-economic and ecological vulnerability, people living under these conditions
may work together to achieve a common goal or vision (see Figure 2.1). This is
a social vision that is linked to collective actions based on the social capital of a
certain community. The process of developing a social vision requires that groups of
individuals identify and raise issues publicly. The community discusses alternative
solutions, considers their impacts, engages in implementation and provision of
solutions, provides for sanctions, resolves conflicts, and monitors and evaluates
outcomes. This interactive process of identification of alternatives, discussion,
contestation and decision-making builds social capital (Rudd, 2000). Social vision
development is a direct democratic process that leads to concrete human actions
where persons take responsibility for their own action and their role in collective
decisions. Communities have capabilities to interact and organize themselves to
generate benefits for its members. In line with Brons et al. (2007), I posit that there
is a need to address coping responses at the collective level, and this study attempts
to assess how the community as a collective copes with HIV/AIDS impacts and
increasing vulnerability in the study area.
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Level Vulnerability causes Responses and effects

/ Collective behaviour: intended

Collective  External dimension +—— Aggregate effects: unintended

(effects;
positive or
negative)

»
»

Individual Internal dimension Responses

Figure 2.1. Dimensions of vulnerability (Brons et al., 2007).

2.2.4. Coping strategies

The concept of coping strategy has become an important tool in food and livelihood
security analysis. Although the importance of coping strategies have been long
recognized, they figured prominently in the study of the aftermath of the famines
in the Sahel and the Horn Africa in the mid-1980s as a means of understanding why
some people survived periods of dearth while others did not. Famines also raised
important debates on the issue of entitlement: the right to access resources (Sen,
1981), which is an important determinant for coping with contingencies. Many
studies use the concept of coping to analyze household responses to a variety of
adversities, such as those associated with natural disasters, changes in the labour
market, wars, or changes at individual level such as illness or death. Davies (1993)
makes the distinction between coping strategies (short-term response to an immediate
food insufficiency) and adaptive strategies (long-term or permanent changes in
the way in which households and individuals acquire sufficient food or income).
Coping strategies are also used by individuals or communities to respond to changing
environmental and socio-economic conditions or as responses to their consequences,
such as declining food availability and changes in household composition. Davies
(1993) notes a number of drawbacks to the use of coping strategies in food security
research. Generally is a ‘catch-all’ term used to describe everything that rural
households do apart from their primary productive activities. In most cases coping
strategies are associated with success rather than with failure of livelihood systems,
so are positively biased. Coping is defined as the ability to deal successfully with
the stress, success implying that individuals or households are able to escape from
insecurity and keep their livelihoods sustainable.

50 When AIDS meets poverty



Household, livelihood, social capital and HIV/AIDS impacts

The term strategy is defined by Crowe (1989:19) as ‘the presence of conscious and
rational decision involving a long-term perspective’ Strategies are bound up with
decisions about the use and distribution of resources. In this case, it is assumed that
an individual makes a choice between two or more alternatives after performing a
utility analysis. Anderson et al. (1994:20) define strategy as the ‘overall way in which
individuals, and possibly collectively, consciously seek to structure, in a coherent way,
action within a relatively long-term perspective. A combined use of both concepts -
coping and strategies may be misleading to what is actually happening when individuals
or households are dealing with crises. When households are responding to crises,
they rarely take the long-term perspective into account (McCrone, 1994). Anderson
et al. (1994) and McCrone (1994) in their study on household economies in Scotland
noted that only better-off families perceived themselves as having better control over
resources and being able to make choices and plan while the others did not. Moreover,
people behaved more or less strategically at different points in the life course, meaning
that they do plan at a certain stage and at another stage they do not.

Rugalema (2000) and Davies (1993) argue that using the term coping strategies
tends to obscure the real experience and suffering of individuals, households and
communities. The term has limited capacity to explain failure to cope. In the advent
of HIV/AIDS most households do not act according to predetermined plans but rather
respond to the immediate needs, in many cases incurring short and long-term costs
that compromise future livelihood security. I concur with Gillespie & Loevinsohn
(2003) that the term response is more appropriate than coping strategy as it brings
out all the viable and non-viable, conscious and unconscious actions the households
apply to manage contingencies. Therefore, the concept of coping strategy should
be used with caution. Not all coping responses individuals or households employ
are successful, neither do they all involve strategic decisions. In fact, coping could
be an indication that things are getting worse. For instance, in responding to food
insecurity, a household may apply measures that lead to nutritional deficiency of
its members. In the case of HIV/AIDS impacts, dissolution of the household is an
indicator of failure to cope. Barnett & Whiteside (2002) argue that people who are
forced to sell the clothes of the dead or their own clothes can hardly be said to be
coping - these are desperate actions.

A key aspect in handling a crisis is household assets management. Individuals,
households and communities may change their mix of productive activities, and
modify their community rules and institutions over the long term in response to
economic, social or environmental shocks or stresses in order to meet livelihood
needs. At the household level, asset base and life-course factors that affect the
structure and composition of the household such as birth, marriage and death, can
affect the ability to respond. Livelihood processes are highly gendered, as are the
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activities of women and men in responding or coping. Gender roles and relations
structure responses to specific shocks and stresses. Household asymmetries in rights
and obligations on the basis of gender and age translate into differential ability to
cope with economic difficulties (Sen, 1990; Moser, 1993). Women, for example, may
be constrained by social and cultural structures that place them in inferior social
positions, limiting their access to income, education, public voice, and coping. Due
to socially and culturally grounded roles, men and women have different options
and responsibilities in livelihood generation as well as in the way they deal with
uncertainties and risks (Niehof, 2004a).

The way households shuffle their assets and come up with responses are determined
by their internal and external relations. Women play a key role in the maintenance
and reproduction of the household for which they devise coping strategies which
sometimes will work out at their own expense. A study conducted by IFAD (1998)
in Nepal identified several of women’s responses as being at their disadvantage
and having a negative impact on their health. These responses included reducing
their own food intake and that of their daughters, sharing food surplus between
households, purchasing cheaper staples to replace costlier and more nutritious
items, and working harder and longer to earn cash for buying food. When it comes
to the use of extra-household relations as a coping response, reliance on informal
networks is necessary among women and their households to share resources,
stabilize incomes, and reduce risks. This is especially important because women
tend to be poorly represented in the formal sectors and often lack access to the
information that might help them survive and/or thrive. As a consequence, women
have become accustomed to relying on informal networks. In the advent of HIV/AIDS
the role of women'’s informal social networks becomes stronger, as documented for
Uganda by Barnett & Blaikie (1992). In Tanzania, associations mostly operated by
women involve activities like visiting orphans, widows and the sick and holding
meetings at which members make contributions in cash or food. Some villagers
provide labour to assist in the repair of dwellings and the rehabilitation of farms
or equipment (Lwihula, 1999). Most analyses of women's capacity to cope tend to
simply differentiate between men and women, often implying that they operate
in separate livelihood spheres (Davies, 1996). Greater attention needs to be paid
to women’s ability to cope and the diversity of intra-household relations which
determines causes and patterns of vulnerability.

Coping strategies and responses vary according to vulnerability status and are
influenced by asset ownership. Poor households are more vulnerable than well-off
ones. In developing countries coping strategies and responses of the poor are often
already strained because of a number of problems including HIV/AIDS, increasing
population pressure, and detrimental forces of globalization. Coping strategies are

52 When AIDS meets poverty



Household, livelihood, social capital and HIV/AIDS impacts

not necessarily viable or sustainable (see above). De Waal (1989) distinguishes
between erosive and non-erosive coping in order to differentiate those strategies
which erode the subsistence base of the household and those which do not. Some of
the coping strategies used by the household may reduce flexibility and make them
more vulnerable when the next crisis comes (Ellis, 2000). In the face of HIV/AIDS,
some households pursue a combination of coping strategies that jeopardize the
household’s resilience to future shocks, thereby increasing the possibility of spiraling
into increased poverty (SADC/FANR, 2003). Examples are distress sales of assets,
commercial sex, withdrawing children from school and reducing food intake.

Mingione (1987) draws a distinction between coping strategies that focus on making
better use of internal household resources and those that focus on mobilizing external
resources provided by the state, the local community, relatives, friends, or by private
organizations such as the church and ethnic groups. For both types of strategies,
a difference can then be made between monetary and non-monetary resources.
Monetary resources include earnings from formal or informal institutions and even
individuals. Non-monetary resources include activities by household members to
meet their needs through social relations of mutual support, which are the main
focus of this study and are labeled social capital. Social relations feature prominently
in collective social security arrangements and safety nets.

2.2.5 Collective arrangements and safety nets

Exposure to risks is a major threat in the day-to-day life of the people in developing
countries. Illness, disability, death, widowhood and natural disasters are some
examples of typical risks, which lead to fluctuating incomes, thereby affecting
livelihoods and quality of life. Since livelihood security encompasses freedom from
all dimensions of poverty and vulnerability, social security is an important concern.
Social security arrangements are collective arrangements that mobilize resources for
the protection and safeguarding of individual livelihoods (Midgley, 1995). A social
security arrangement, however, should be based on an understanding of the strategies
of individuals and households and their way of accessing resources (Nooteboom,
2003). Whereas in developed countries more than 90 percent of the populations
are by now covered by various forms of state or market-organized social security
systems, in developing countries a large percentage of the population remains
uncovered against basic risks (Jutting, 1999). Therefore, the only alternative is to
develop and utilize informal social security arrangements. As Braun (1991) remarks:
for social security provision developing countries are poor in state institutions but
may be rich in community institutions. However, these may not always be effective.
An individual’s basic support network consists of relations with kin and family as
well as with neighbours and friends that provide entitlements defined through

When AIDS meets poverty 53



Chapter 2

mutual responsibility and reciprocity. Such networks have always been important
for differential access to various means of existence (Baerends, 1994; Agarwal,
1991). Social claims are extra-household resource, which offer a source of security
to individuals and households particularly in times of need.

In this study, I define social security as the collective arrangements of a group to
protect the livelihood of its members against the threats of shocks and stress. I will
focus on locally organized forms of social security commonly referred to as informal
social security. These community-based social security arrangements are based on
systems of mutual dependence and reciprocity. They are social mechanisms for
preventing contingencies, such as a decrease in income, sickness and crop failure,
alleviating their effects, and protecting vulnerable social groups in the community.
Platteau (1991:113) summarizes that:

‘Social arrangements and economic institutions in the traditional village
societies have thus been especially designed to cope with the threat of hunger
and other kinds of contingencies. The fact of the matter is that the moral
economy of traditional rural communities can be largely interpreted as social
security economy, in that people belonging to these communities are able
to find collective methods to protect themselves against major contingencies
and production hazards!

These social arrangements need not to take the form of a special program, but are
embedded in the economic organization and social relations. However, it should be
noted that informal social security arrangements do not always provide equal access
for all members in the community, which shows that they do not always succeed in
providing the overall security as intended. Collective social arrangements are about
risk management. People living in an ecologically uniform area, carrying out more
or less similar activities, face the same risks and have little to gain by sharing or
pooling their risks. This is called covariate risk. A study conducted on the changing
patterns of resource use in local agrarian systems in Kenya, Ghana, Nigeria and
Zambia during and after the colonial period illustrates the limits of informal social
security arrangements. ‘Impoverishment and instability often affect whole families
and communities, undermining their ability to provide security for any, let alone all
of their members’, says Berry (1993:195). This is very much applicable to Tanzania
where sharing risks and coping through mutual insurance is strained because of
various forces.

The clustered nature of HIV/AIDS adds to the epidemic’s feature as a covariate risk,

where reliance on social networks to mitigate its impacts becomes less of an option.
HIV/AIDS does not affect persons at random in the household or community: the
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infection and impacts are clustered. The clustering of HIV/AIDS within the household
is a consequence of both sexual relations and mother-to-child transmission. It exerts
a cumulative impact, affecting the composition of the household in a way that is not
easy to repair (Baylies, 2002). Families live with HIV, not just individuals (Rotheram-
Borus et al., 2005). If an individual in the household is affected, the impacts of the
epidemic are shared through kinship relations, neighbourhood relations and other
social relations within and between households. As the epidemic unfolds, household
and family structures are affected and these changes are extended to the community,
exerting an increasing strain.

Examples of collective social security arrangements include burial societies, grain-
saving schemes, labour-sharing clubs, and rotating saving-and-credit associations.
Different studies show the importance of such arrangements and describe the extent
to which those in need turn to these groups for assistance (Rugalema, 1999; Madembo
1997; Topouzis & Hemrich, 1996). In Kagera, Tanzania, Lundberg et al. (2000) found
that assistance to households following the death of an adult came from private
transfers offered by relatives and friends. Lwihula (1999) found that in addition
to the pre-existing traditional saving and mutual assistance association, in many
villages, particularly in the hardest hit areas, people launched new organizations
specifically aimed at coping with the costs of the AIDS epidemic, providing assistance
to members in the event of death and sickness. Women typically play a significant
role in the cultivation of social relationships and are instrumental in arranging
complex reciprocal gift-giving systems. These support structures have proved to be
important for women (Agarwal, 1991; Ardener, 1995).

Other studies have urged that there are limits to such assistance, and that kinship
networks and extended family structures of reciprocity must be realistically seen as
safety nets with holes. Not all individuals and households are supported, whether
because of their weak kinship ties or as a consequence of the stigma represented by
AIDS. The strength of social support networks also varies with the overall resource
base of those involved in the interactions. Poor networks will have little to offer
to their members and in any case entitlements vary according to one’s position
in the network, with some being able to claim more than others (Baylies, 2002).
It was found that in Kagera, Tanzania, poor households have very little to offer
when tragedy occurs (Lundberg et al., 2000). The ability of the poorest people to
maintain wider reciprocal relations beyond their immediate household is constrained
because of their lack of means (Cleaver, 2005). Although it has been documented
that many of the households affected by HIV/AIDS receive assistance from friends
and neighbours, Rakodi (1999) and Sauerborn et al. (1996) noted that as assets at
household level become depleted, there is much less contribution to mutual and
collective arrangements within the community.
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2.3 Social capital

The role of social capital at micro and macro levels in the process of economic
development and poverty reduction is increasingly emphasized in the literature,
acknowledging that lack of or changes in social capital may hinder social and
economic development (Dhesi, 2000). Previous studies have commented on its
economic and social significance, such as the relationship between the distribution
of social capital and household incomes (Narayan & Pritchett, 1999) and social
capital as safety nets (Morduch, 1999). Studies show that the quantity, quality and
persistence of social interactions among neighbours, friends and members of groups
and associations, generate social capital and the ability to work together for a common
good, which is especially important for the poor (Grootaert et al., 1999; Morduch
1999; Moser, 1998). Wider social relationships and the degree of social cohesion in the
community may affect individual’s health and feelings of safety (Wilkinson, 2002).
Knack & Keefer (1997) examined market economies and found that investments
and growth rates were higher in countries where interpersonal trust and norms of
civic cooperation were greater. They also found that trust and cooperation are well
developed in countries with well-developed legal institutions to protect property
and contract rights and in countries that are relatively homogeneous in terms of
income and social levels.

Social capital is regarded as particularly important as a last resort resource for the
poor and vulnerable. It can provide a buffer that helps them cope with shocks, such
as death in the family, functioning as an informal safety net to ensure survival during
periods of intense insecurity and compensating for a lack of other types of capital
(e.g. labour groups compensating for limited human capital within the household).
Social capital provided by family and close friends provides assistance and care and
also creates a sense of well-being. In HIV/AIDS situation, social capital has been said
to facilitate households to respond its impacts. As social capital is the main focus of
this study it is discussed in more detail than other household assets.

People constantly interact with other people who might provide access to resources
and support at times of need. When it comes to support and survival, personal
relationships and social networks are crucial. The capabilities to mobilize social
relations and networks of personal benefits and support are captured in the term
social capital. Much interest in the concept perhaps stems from its perceived positive
consequences for development, its character as a non-monetary source of power,
influence and information, and from the opportunities it provides for those who
lack possession of and access to other forms of capital such as financial, human
or natural. As Portes (1998) observes, whereas economic capital is in people’s
bank accounts and human capital is inside their heads, social capital inheres in
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the structure of their relationships. Social capital is created from the myriad of
everyday interactions between people. Drawing on the work of Bourdieu (1985) and
Coleman (1988), Portes (1998) argues that social capital resides in the relationships
between actors. As a relational concept, social capital exists only as far as several
individuals share it. Where people share a sense of identity, hold similar values,
trust each other and reciprocally do things for each other, there will be a positive
impact on the social, political and economic organization of the community they
are living in. Thus, social relationships can lead to the development of norms of
trust and reciprocity that have a spill-over effect within the community as whole.
The role of social capital has evolved into it being a panacea for the problems that
affect societies (Portes, 1998), although this is evidently not the case (Fine, 2001;
Portes & Landolt, 1996; Putzel, 1997).

The concept of social capital had been greatly stimulated by the writings of James
Coleman (1988; 1990) and Robert Putnam (1993). The broad definition of social capital
distinguishes two forms of social capital to cover its structural and cognitive aspects.
Structurally, social capital implies networks or social structures in which people are
embedded. These are structures that are observable. Cognitive social capital refers
to contents such as trust, shared beliefs, norms of obligation and reciprocity. These
are intangible and subjective (Uphoff & Wijayaratna, 2000). Putnam (1993) defined
social capital in terms of horizontal social groups such as associations, clubs and
voluntary agencies that bring individuals together to pursue one or more objectives

in which they have a common interest, e.g. farmers associations. Coleman (1990:598)

defines social capital as ‘a variety of different entities (which) all consist of some

aspects of social structure, and (which) facilitate certain actions of actors - whether
personal or corporate actors - within the structure’. In this definition he considered
relations among groups rather than individuals and includes vertical components.

North (1990) cited in Berger-Schmitt (2000) introduced an even more comprehensive

perspective of social capital, which includes formalized relations and structures of

macro-institutions, such as the political regime or the legal and judicial systems.

Corresponding to these different dimensions of the concept, a distinction between

three levels of manifestation can be made:

e Interpersonal relations, such as family, friends and neighbours.

e Intermediary associations and organizations such as clubs, forms, political
parties.

e Macro-level societal institutions, extending to formal institutions and relationships
and structures, such as government, the political regime, the rule of law, the
court system, and civil and political autonomy. This is the social and political
environment that shapes social structure and enables norms and trust to
develop.
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There is a very strong degree of complementary and substitution between these
three levels and their coexistence maximizes the impact of social capital on economic
and social outcomes (Grootaert & Bastelaer, 2002).

A key element of social capital is the notion of more or less densely interlocking
networks of relationships between individuals and groups. Networks can be more
or less formal. There is a widespread consensus in the literature that formal and
informal networks coexist and supplement each other (Groat, 1997). Stone &
Hughes (2001) argue that informal networks based on personal ties can emerge from
involvement in formal networks because they foster repeated interaction among
people with common interests. To distinguish between the two, legal recognition
and organizational structure are used. Informal social networks comprise face-to-
face relationships between a limited number of individuals who know each other
and are bound together by kinship, friendship or another type of close relationship.
In most cases, the members of these networks have some form of mutual interests.
However, membership in these networks is rather fluid. It should be noted that
these networks often are institutionalized through deeply embedded patterns of
social practices and norms (Weissmann, 2005). They lack legal recognition, full-time
officials, written rules, and hierarchy. Thus, the characteristic outputs of informal
networks consists of small-scale do-it-yourself services, such as helping in repairing
the house, child care, helping in cultivation, moral support at time of difficulties,
etc. (Rose, 1999). Most outputs are based on affection or obligation within a family,
extended family or friendship network.

It is their structure that distinguishes informal networks from formal ones. Formal
networks tend to be more complex and hierarchically organized. A formal network is
one that is set up with specific members and objectives and is officially recognized.
They always have specific goals that need to be met. Formal networks tend to have
more clearly demarcated boundaries than informal ones. They have rules and
procedures for entrance, membership, and expulsion. Formal networks have a set
of rules and a number of officers who operate in their name and roles are usually
predetermined and assigned to members. Each role will have specific responsibilities
and duties. The advantage of informal networks over formal networks is that they are
highly adaptive and responsive to best deal with urgent local problems; they may be
more easily changed to meet specific circumstances. For the purpose of this study
formal networks are defined as social networks of individuals in which the individuals
involved explicitly agree on the objectives, rules, procedures, and activities. Informal
networks are defined as social connections of individuals without formal structures,
linked together by kinship, friendship, ethnicity or neighbourhood.

58 When AIDS meets poverty



Household, livelihood, social capital and HIV/AIDS impacts

Both formal and informal networks are embedded in the prevailing power structures
within a given community. Since women are less likely to participate in the formal
wage sector and to belong to formal organizations, they are more likely to rely on
kin and social networks for access to resources. Hence, informal networks and social
relationships are particularly important for women. Social networks often operate
along gender lines, although the literature tends to treat them as gender-neutral
institutions (Dikito-Wachtmeister, 2001; Molyneux, 2002). The research of Silvey &
Elmbhirst (2003) on women workers and rural-urban networks in Indonesia revealed
that while social networks provide distinct advantages, at the same time they demand
particular contributions from women in different contexts. In most cases women
and men belong to different social networks, whereby women'’s networks cannot
command and exercise as much authority as those of men. In such situations, social
networks may further isolate women from mainstream decision-making and this
may affect their livelihood-generation.

The benetits and costs of participation in social networks are unequally distributed.
One does not acquire or squander social capital on the basis of individual choice,
one rather accrues obligation and opportunity to participate in social networks by
virtue of one’s position (Rankin, 2002). This has great implications for women'’s
ability to benefit from and participate in the networks. Because of socio-economic
and cultural reasons, women may be deprived from participating in and benefiting
from social networks. Some studies show that females have considerable a social
capital deficit as compared to their male counterparts (Mayoux, 2001; Molyneux,
2002). To build social capital women depend on time and resources of which they
tend to have less than men. Gender inequality has negative effects on the use and
generation of social capital. Gender inequality limits trust, hinders family relations,
restricts social networks, and depletes social assets, which are the valuable resource
of societies to work toward common goals (Picciotto, 1998). Since social networks
exist within a broader context of gender inequality, this study assesses gender aspects
by looking at the ways which women and men access food and cope with impacts
of HIV/AIDS through social networks.

Social capital does not imply the immediate and formally accounted exchange of
the legal or business contract, but is a combination of short-term altruism and long-
term self-interest (Lyon, 2000). Individuals provide a service to others or act for the
benefit of others, doing this in the general expectation that it will be returned at some
undefined time in the future when they might need it themselves. Trust entails a
willingness to take risks in a social context, in the confidence that others will respond
as expected and will act in mutually supportive ways. Fukuyama (1995:26) defined
trust as the expectation within a community of regular, honest and cooperative
behaviour, based on commonly shared norms on the part of other members of that
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community. Social norms provide a form of informal social control that remove the
need for more formal, institutionalized legal sanctions. Social norms are unwritten
but commonly understood. They determine what patterns of behaviour are expected
in a given social context, and define what forms of behaviour is socially approved
and how specific behaviour is valued.

Putman (2000) distinguishes two types of social relationships: bonding and bridging.
He describes the first as a relationship between similar or homogenous people, such
as the relations among families. Bonding connectedness occurs within one’s core
community, and therefore reinforces exclusive identities along gender lines, class,
etc. Bonding social capital enables individuals or households to fulfill their daily
needs and overcome difficulties. Bridging refers to those relationships between
people of unequal economic status or social class, from a different generation or
different social groups. Bridging relationships are extended beyond one’s immediate
environment, hence broadening social connectedness and experiences across
diverse social associations. The ties in bridging social networks tend to be weaker
and diverse, but are more important for ‘getting ahead’. Woolcock (2000) identified
a third type of social relationship, linking social capital, which refers to connections
with people in positions of power and is characterized by relations between those
within a hierarchy but at differing levels of power. The capacity to gain access to
resources, ideas and information from formal institutions beyond the community is
a key function of linking social capital. A relationship with a patron or chief is also
considered to be linking social capital, because of the claims that can be made at
time of crisis. It is different from bonding and bridging in that it is concerned with
vertical relations where people involved are not equal.

Although there is consensus over social capital as being social and collective, there
is still debate on the question of whether social capital is a form of capital. Social
capital shares some fundamental attributes with other forms of capital, while there
are also some that differ. Like other capital, social capital is productive, yielding
outcomes such as information sharing and collective action. Like physical capital,
social capital requires regular maintenance, in the form of repeated social interaction
or trust building behaviour (Grootaert & Bastelaer, 2002). Ostrom (1999) noted
that investment in physical capital is usually based on a conscious decision, while
social capital may be developed as a by-product of other activities as well as being
purposeful. Arrow (1999) has objected to the use of capital on the grounds that it
suggests a misleading analogy with physical capital. Investment in physical capital
always involves foregoing current benefits for future gains, and physical capital
can be sold or otherwise transferred to others. Neither is necessarily true of social
capital. Unlike physical capital (but like human capital) social capital is depleted
with its disuse. Social capital being social cannot be built-up individually, unlike
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human capital. In spite of disagreement on the use of term ‘capital’ among different
disciplines, Grootaert & Bastelaer (2002) observed that it offers a unique opportunity
for cooperation in multidisciplinary research and development activities.

The use of social capital tends to be identified with only positive outcomes, which is
increasingly questioned as being too normative (Adler & Kwon, 1999). Investments
in social capital, like investments in physical capital, are not costless, and therefore
unbalanced investment or over-investment in social capital can transform a potentially
productive asset into a constraint and a liability. The enthusiasm about the bright side’
of'social capital, neglects the fact that social networks may at times have detrimental
effects on the actors involved. Instead of helping they may hinder their ability to
pursue their interests (Portes & Sensenbrenner, 1993). Social capital can turn sour
(Moerbeek, 2001). Other identified negative consequences of social capital include
exclusion of outsiders, excess claims on the group members, restriction on individual
freedom, and a downward leveling norm (Portes, 1998; Adler & Kwon, 1999).

Because social capital is a multifaceted concept, measuring it and its effects is
difficult. Empirical studies have used a wide range of variables as indicators of
social capital. Conceptual vagueness, the coexistence of multiple definitions, and
the chronic lack of suitable data have been impediments to both theoretical and
empirical research on the subject (Sabatini, 2005). Social capital measurement is
also considerably complicated by the fact that social capital research has frequently
relied upon measures of the outcomes of social capital as indicators of social capital
itself (Stone, 2001). Moreover, most studies measure social capital only quantitatively
not qualitatively, but both the quantity and quality are relevant to its usefulness
(UKONS, 2001). Some studies use one indicator of social capital, such as civic
associations, that fails to adequately capture the multifaceted nature of the concept
(Stone, 2001). Most empirical research on social capital has been concerned with
formal networks, mainly because they are easy to identify. Grootaert & Bastelaer
(2002) suggest developing methodologies that will cover the four quadrants shown
in Figure 2.2 when studying social capital.

In summary, social capital focuses on networks: the relationships within and between
them, and the norms which govern these relationships. As with poverty, entitlement
and the livelihood approach, the concept of social capital has been applied in many
contexts, and refers to social problems and vulnerability of people. In poverty
studies, it is commonly argued that while poor people lack material assets, they
can generally call on close relations with family, neighbours and friends as a form
of social security. Woolcock (2000) argues that poor people typically have plenty of
bonding social capital. In the literature, social capital is largely seen as comprising
claims, rights and possibilities that people have and does not represent a fixed and
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Figure 2.2. Forms and scope of social capital (Grootaert & Bastelaer, 2002).

certain body of capital that can be cashed in at times of need. It does not give an
indication of how these possibilities are harnessed or mobilized. It does not even
explain why some people are less vulnerable than others and why some people
receive more support than others. There has been a neglect of hierarchy in social
capital research by not addressing power issues. Furthermore, the linkages between
the micro- and meso-level are not well explored and demonstrated.

In the context of this study, the concept of social capital is used to describe activities
in everyday life which involve participation in social networks to meet individual
and household needs and the associated norms and values that underlie these
networks. The study applies the concept both in terms of its structural aspects
(social relations and networks) and its cognitive dimension (shared values and
trust). Social capital can be both directly and indirectly beneficial to the households.
First, it is a resource facilitating access to other resources. Secondly, it is an asset in
terms of claims to immediate support, whether material or non-material. Despite
its drawbacks, social capital may enable households affected by HIV/AIDS to cope
with and mitigate its impacts. I argue that investment in social networks enhances
the rights of an individual or household to draw or claim on them when needed.
Therefore, critical assessment should be made on how social capital functions in
the context of HIV/AIDS.

As the focus of this study is on the micro-level of the household, the emphasis
is on individuals’ and households’ abilities to mobilize resources through social
networks like kinship networks, friends, neighbours and community groups. The
study analyzes how individuals and households are coping with HIV/AIDS impacts
and other contingencies by relying on interpersonal relationships and community
groups. Social capital at micro-level interfaces with social capital at meso-level which
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is why community-level social interaction and organization and community-level
trust are investigated. It is recognized that access to social capital is influenced by
the wider socio-cultural and economic context in which social networks function.
The social context plays an important role in the generation of social capital. In
livelihood studies contextual factors are associated with the external dimension of
vulnerability and those at individual level are related to the internal dimension. The
two dimensions are linked to each other and affect responses at both individual and
community levels, as shown in Figure 2.1.

Community and civil society

Peoples’ social interactions enable them to build communities, to commit themselves
to each other, and to knit the social fabric (Beem, 1999). The nature of the relationships
between people and the social networks which they are a part of is often seen as
one of the more significant aspects of community. Trust and reciprocity among
community members determine the quality of community life (Putnam, 1993, 2000).
As Hawton et al. (1999) noted communities are not homogenous entities; they are
differentiated through ethnicity, gender and class, and may contain diverse groups
whose interests may conflict with each other.

There are different ways to define community: as a group of people living in a
particular place or as an area of common life. In most cases there is overlap in that
people who live in a particular location share common interests and visions. Cohen
(1985) argues that communities are best approached as ‘communities of meaning’,
to be identified by their symbolic boundaries. The association that a particular
group of people have with each other and with the space they occupy is embedded
in people’s lives and is enacted through activities such as work and religious rituals
(Bourque, 1997). A community becomes distinct in relation to another community.
Cohen (1985) argues that community involves two related suggestions namely that
the members of a group have something in common with each other, and that what
they have in common distinguishes them in a significant way from the members of
other groups. Cohen (1985:15) notes that even though people share symbols, they
do not necessarily share the same meanings. Symbolic boundaries are perceived in
different ways by people on either side of the boundary (Cohen, 1985:12). People
create their own communities within the context of a specific cultural and political
environment. This may mean that multiple communities may exist within one
place. Special social and cultural characteristics of life, for example language, ethnic
identity, rituals, social class or a combination of these, may symbolically define a
community. Other characteristics of community may be based upon gender, religion,
or a mutually shared issue or problem. These characteristics may also include a sense
of inclusiveness and belonging. Conversely, it may also mean exclusion to others.
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Communities are important because at community-level issues and problems can be
addressed that cannot be handled either by individuals acting alone or by markets
and governments. It is social capital that enables community members to work for
the common good. In communities with a high level of social capital, people are
able to provide something of value to other members of the community. Community
connectedness makes a big difference in many aspects of human life. Putnam (2000)
notes that social capital makes us smarter, healthier, safer, richer and better able to
govern a just and stable democracy. Strong communities that are characterized by
social equality, mutual caring and support, and social cohesion, reduce a population’s
vulnerability to AIDS (Decosas, 2002).

Communities in the social sense are part of civil society. Although there is no
universally accepted definition of civil society, it generally thought to refer to the
sphere of voluntary social association, which is outside both the state and the family
(Harris, 2001; Perlas, 2000). A conceptualization of civil society that is well applicable to
the African context is provided by Orvis (2001:19). He defines civil society as ‘a public
sphere of formal or informal collective activity, autonomous from but recognizing
the legitimate existence of the state and family’ This definition allows the inclusion
of traditional or ethnic organizations, self-help and cooperative groups, patronage
networks, and traditional authorities as viable elements of civil society. The role of
the civil society in relationship to the state can differ. In some cases they can be seen
as a countervailing power, in other cases or as mutually interdependent in relation
to the state, and their relationship to the state as antagonistic or complementary
(Beauclerk & Heap, 2003). Jamil & Muriisa (2004) contend that civil society works
well in a peaceful political environment and perhaps with a synergic relation with
the state rather than with the state interfering in its activities.

Sometimes civil society is equated with social capital, but these two concepts are
not the same. Civil society represents non-governmental institutional arrangements,
while social capital describes the social relationships from which these institutional
arrangements emerge. Civil society forms the context within which social capital
is nurtured. Therefore, social capital is an integral part of civil society. As people
interact in a community they establish norms, learn to trust each other and commit
themselves to providing help for each other, thus establishing civic consciousness
needed for political participation and economic development (Putnam, 2000). Trust
and willingness to cooperate allows people to form groups and associations, which
facilitate the realization of shared goals. Civil society does not include behaviour
imposed or even coerced by the state. Civil society commonly embraces a diversity
of spaces, actors and institutional forms, varying in their degree of formality,
autonomy and power. Civil society is made up of organizations such as NGOs, self-
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help community groups, religious organizations, professional associations, trades
unions and advocacy groups.

Meso-level social capital is a key component of the study. To be able to investigate
the role of meso-level social capital and its interface with micro-level social capital
in the mitigation of AIDS-impacts, it has to be put in a concrete context. Within
the scope of this study meso-level social capital was anchored at a community in
the geographic and social sense. The administrative unit of the village, which is a
geographic cluster of a number of hamlets, was used to investigate the significance
of community-level social capital and civil society for individuals’ and households’
coping with the impacts of HIV/AIDS.

2.4 Conceptual framework of the study

Based on the preceding theoretical discussion, a model (Figure 2.3) was developed
to show HIV/AIDS impacts, household livelihood and social capital interaction.

This model guided the research and facilitated the implementation of the study.
Basically there are three clusters of relationships that are involved. The first cluster
(1) concerns the direct impacts of HIV/AIDS on household resources and assets.
The second cluster (2) comprises the indirect impacts of HIV/AIDS, operating
through social capital at both interpersonal and community level. The third cluster
(3) involves implications of AIDS impacts for household livelihood, under which
food security and care are subsumed. The household is placed at the centre of the
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Figure 2.3. The relationship between HIV/AIDS, social capital and household livelihood.
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model, because it is the locus where resource management for livelihood takes place
and where HIV/AIDS impacts are pointedly felt. Gender is given a central position
because we know from the literature that these processes are gendered.
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Chapter 3
Research design and methodology

This chapter gives a detailed account on how the study was conducted. It describes
the rationale behind the research design, the unit of analysis, and the sampling
procedures and methods used in data collection. Important methodological issues
of validity and reliability and ethical considerations are discussed as well.

3.1 Study site

As explained in Chapter 2, the need to investigate meso-level social capital and its
interface with micro-level social capital in mitigating HIV/AIDS impacts in a given
context necessitated the choice of one village. To be able to investigate in great
detail the process and mechanisms through which AIDS mortality and morbidity
changes social capital that individuals have or might generate to ensure sustainable
livelihood it was necessary to focus on just one village. To be able to capture changes
and observe evolving events, it was important to have a long stay in the village.
Because the study involved sensitive topics like HIV/AIDS and food security it was
important for the researcher to interact regularly and intensively with community
members so as to gain their confidence. Therefore, focusing the research on one
village was the logical and necessary choice.

The research was conducted in a village called Mkamba in Kilombero District,

Tanzania. In Tanzania, a village is the second lowest government administrative

unit. It consists of several hamlets, with the hamlet being the smallest administrative

unit. The term village is used to refer to rural localities only. Mkamba village was
purposively selected on the basis of a reconnaissance visit to the area in January

2004. The criteria used for selecting the research area were:

e Relatively high HIV/AIDS prevalence rates with a potential to capture the
impacts of HIV/AIDS for various households. Information obtained from
Morogoro Regional Hospital officials and available HIV/AIDS data at regional
level, showed Kilombero District to have relatively high HIV/AIDS prevalence.
Further discussions with medical and other district officials led to the choice
of Mkamba.

e Varied livelihood portfolios. Based on the information of district officials it
could be ascertained that in Mkamba village though livelihoods are based on
agriculture people engage in a variety of livelihood activities.

However, the research area was not confined to this village only as other villages were
considered when issues of exchange and family relations were investigated. During
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the research two other issues transpired. The first issue was that privatization of the
sugarcane plantation (in 1998) had seriously affected people’s access to agricultural
land and income. This will be further explained in Chapter 4. The second was that
with respect to village organization and the strength of civil society a neighbouring
village (Kidatu) proved to provide a much more positive picture than Mkamba.
Therefore, it was deemed necessary to collect information on Kidatu, to be able
to assess the extent to which Mkamba village presents a special case and in what
respects it might be a special case. Hence, key informants from Kidatu village were
interviewed about its general characteristics, including access to land, and the social
organization and community initiatives in the village.

3.2 Research design

The nature of the problem under study necessitated applying a longitudinal
perspective and using a combination of qualitative and quantitative methods, to
be able to uncover household processes in livelihood generation and social capital
formation in the wake of the HIV/AIDS epidemic.

3.2.1 Longitudinal approach

A longitudinal approach adds the dimension of time to the analysis of the household’s
different patterns of responses to various events in its life course (Pennartz &
Niehof, 1999). The nature of HIV/AIDS as a long wave shock (Barnett & Blaikie,
1992; Booysen & Arntz, 2003) calls for a longitudinal perspective. Its slow incubation
period, its demographic and down-spiraling socio-economic consequences, which are
likely to last for more than one generation, also calls for a longitudinal perspective.
Secondly, household composition as an important determinant of social-economic
achievement changes over time. A life-course perspective is relevant in studying
the household, because household labour availability and productivity are strongly
related to the stages in the household life-course. It is difficult to capture a full
range of effects and coping responses within a cross-sectional study. However, due
to financial and time constraints this study could only incorporate a longitudinal
perspective by following up on already existing information or data on the research
area, and by asking retrospective questions and documenting life histories. Repeated
observation on same cases enabled the researcher to observe short-term changes
occurring in the households.

3.2.2 Combining qualitative and quantitative methods
The nature of the study necessitated a combination of qualitative and quantitative

methods of data collection and analysis so as to gain deeper understanding of
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the phenomena under study. Qualitative and quantitative methods complement
each other, and their combined application optimizes both reliability and validity
(Scrimshaw, 1990; Niehof, 1999). The integration of qualitative and quantitative
methods allowed the researcher to understand the context and uncover the links
between social capital and other socio-economic processes in the study area. In this
study quantitative method was used to describe socio-economic, demographic and
social networks information of the respondents. Qualitative methods were utilized
to obtain information on actual behaviour, to interpret the meanings behind it, and
to gain insight into how people experience their situation. The study employed a
sequential integration of qualitative and quantitative methods. Qualitative methods
such as open-ended interviews with key informants and focus group discussions
(FGD) also helped in operationalizing the theoretical concepts for designing the
questionnaire. At a later stage, survey findings were clarified and validated by using
qualitative methods such as case study and FGD. Additionally, to investigate sensitive
topics such as HIV/AIDS, gender relations and food insecurity, the use of qualitative
methods brings out information that people will not disclose in a survey. In the final
analysis quantitative and qualitative findings are linked and where discrepancies
were noted, reasons are given.

3.3 Research units

In this study the basic research unit is the household because it is the locus of
livelihood generation and it provides the daily context for coping with HIV/AIDS
impacts and care (see Chapter 2).Because of intra-household differences, especially
in the case studies specific individuals were subjected to in-depth interviews. For
measuring meso-level social capital the community as a whole became the research
unit. In between the household and the community level the interactions between
households, beyond-household relationships and the context in which these relations
operate were examined.

3.4 Definition of HIV/AIDS cases

Because the majority of the people are reluctant to go for a HIV test and, if they do
so, they are reluctant to disclose their status, the objective assessment of people’s
HIV-status is problematic. However, the villagers have some indicators they use to
come to the conclusion that somebody has AIDS or guess that somebody might be
infected. These indicators emerged during the focus group discussions and were later
used to identify some of the HIV/AIDS affected respondents. HIV/AIDS-affected
individuals or households were identified as follows:
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i. Assessment on the basis of death or sickness caused by common opportunistic
diseases associated with HIV/AIDS, such as TB, pneumonia, frequent fevers,
persistent skin problems, and chronic diarrhea.

ii. Key informants reporting of known HIV/AIDS cases and deaths in the community,
of which the households were treated as HIV/AIDS affected although there was
no medical evidence for this.

A household was considered HIV/AIDS-affected if it had person/s suffering from
prolonged AIDS-related illnesses, it experienced members’ death due to AIDS-related
illnesses, or if it had AIDS-orphans in its care. By using the two approaches above,
30 households were identified as HIV/AIDS-affected out of the 180 households in
the survey. Most individuals and households identified as HIV/AIDS-affected did
not admit so. Out of 30 identified HIV/AIDS-affected cases, only six households
disclosed AIDS as the cause of death of their household members, and in only one
household people admitted to having a household member suffering from AIDS. This
approach may have lead to misclassification of affected households as unaffected
and on the other hand unaffected households may have, without our knowledge,
included households with HIV/AIDS.

3.5 Data collection methods

So as to answer the study research questions a combination of both primary and
secondary data collection methods were employed. The following section provides
information about the data collection methods, their main purpose and the type
of information obtained from individuals, households, institutions and secondary
records (see Table 3.1).

3.5.1 Methods of primary data collection

A combination of qualitative and quantitative methods of data collection was used to
achieve triangulation (i.e confirmation of the same information by different methods
or sources) and increase the validity of the results. Qualitative methods used included
semi-structured interviews with key informants, focus group discussions, participant
observation, case studies and life histories. The quantitative methods used were the
household survey and the inventory of community-level groups and associations. A
short description of the methods used is presented in the following section.

i. Reconnaissance visit
The AWLAE Project facilitated the travel to Tanzania in December 2003 to identify

a suitable fieldwork site and gather relevant preliminary information on the area.
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Table 3.1. Overview of data collection levels and methods.

Level Type of data Methods

Individuals ~ (Changes in) access to resources, ownership  Life history
of assets, supporting social relationships, and ~ Genealogical method
participation in community groups Observation
In-depth interviewing
Ego-centric network mapping
Household  (Changes in) resource base, livelihood, food  Household survey
security, involvement in support networks, FGDs
participation in community groups and intra-
household relations
Community (Changes in) community structures, norms Secondary sources
and values related to support and reciprocity, Group inventory
community-level resources and organizations Key informant interviews
FGDs

Specific objectives of the visit were to establish contacts with government agencies
and NGOs working in the area and explore possibilities for cooperation during the
study. The visit allowed collection of secondary data on socio-economic, political
and cultural aspects of the area including demographic data, information on peoples’
livelihood, the HIV/AIDS situation and various forms of formal and informal networks
in the area.

ii. Preliminary visit

After the approval of the research proposal, back in Tanzania a preliminary visit to
the village was paid for introduction and planning purposes. A meeting was held
with district and village leaders and other representatives of villagers including
formal groups. These were introductory meetings for planning the fieldwork in
the village. Information was provided on the purpose and relevance of the study as
well as on the planned duration of the fieldwork. During this visit it was possible to
get general information about the village and identify research assistants and key
informants who took part in the first stage of field activities.
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iii. Key informant interviews

The advantage of key informants interviews was that the researcher could access
confidential information, which otherwise would not been easy to get. The interviews
were also used to get general information about the people and situation in the
village, including the changes during the past five to ten years. Interviews with
key-informant were informal and guided by open-ended questions (see appendix
2). Sometimes the researcher explored relevant topics as the informant brought
them up during the interview. Key informants were: government officials, informal
leaders, religious leaders, leaders of community-based organizations (CBOs), elderly
and influential people in the village, traditional healers, moneylenders, and local
government staff in the area such as health officers, extension staff and community
development workers. The interviews were conducted in Swahili. The issues explored
included:

e Origin of the village, recent history and major events in the village.

¢ Administrative and leadership structures.

e People’s livelihoods in the village.

e Household structures and housing.

e Gender relations.

e Social relations and communal activities.

e Witchcraft.

e HIV/AIDS situation in the village.

e Ways of coping with livelihood insecurities.

iv. Focus Group Discussion (FGD)

Focus group discussions are among the most widely used methods in qualitative
research. The method takes advantage of the interaction between small groups of
people. Participants respond to and build on what others in the group have said.
Ideally, it is a synergetic approach that helps in generating insightful information
and encourages the participants to give sincere answers. For this study, the FGDs
involved people who represented different groups in the village. The groups were
composed of seven to eight people of varied ages. Some were mixed others counted
only women or only men. The composition of the focus groups and the topics
discussed are summarized in Table 3.2.

Prior to the meeting the participants were given an invitation letter stating the
objective of the meeting and the intended topics of discussion. Most discussions
lasted for about 90 minutes, though the women FGDs and the one with the youth
lasted longer. The youth selected were peer educators for HIV/AIDS. Because of
their openness other sensitive issues like food security and transactional sex could
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Table 3.2. Composition and topics of FGDs.

No. Composition Topic discussed
I Mixed Livelihood/food security, major problems in the area, food
(men and women) security indicators, coping with problems
Women Same as FGD |
3 Men Intra-household and gender aspects: division of labour; time use,
decision making, access and control of resources
4 Women Same as FGD 3
5 Mixed Wealth-poverty categorization, and seasonal calendar
6 Men Participation in social networks, groups and communal activities;

rights, social claims and obligations of individuals; trust as well as
changes in social relations

7 Women Same as FGD 6

8 Mixed HIV/AIDS issues: indicators and effects on household livelihoods
9 Youth (mixed) Same as FGD 8

10 Men Findings of the preliminary analysis

Il Women Same as FGD 10

also be freely discussed. With regards to all topics participants in the focus group
discussions were asked to compare the present situation with that of five to ten
years ago. Free listing was used during focus group discussions to derive definitions
of variables and indictors to be used for HIV/AID-affected status, social capital,
food security and socio-economic status concepts. These definitions and indicators
informed the formulation of questionnaire items. The discussions were conducted in
Swahili. They were all tape-recorded and then transcribed. Translation from Swahili
into English was done for the sake of further analysis.

v. Household survey

This method allows the collection of empirical data on specific variables from a large
sample. However, there is a methodological challenge when the survey method is
used to reveal HIV/AIDS impacts, because random sampling techniques may not
yield sufficient households affected by HIV/AIDS to make meaningful comparisons
with non-affected households.

The sampling frame was the entire village population. At first, systematic random
sampling was planned, but it proved to be impossible to get a random sample from
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the village register because it was not complete and because part of those selected
were not in the village during the survey period as they were in their distant farms.
Additionally, there was the problem of getting sufficient affected households in
the sample when using a random procedure (see above). Also a stratified random
sampling procedure is not possible in a situation where there is no register of
affected households. Therefore, a non-probability sampling procedure was adopted
to select the sample for the household survey. The sample of 180 households was
obtained by a combination of cluster and purposive sampling. Four hamlets were
chosen from the six hamlets in the village, based on people’s livelihood activities.
The two hamlets that were not chosen are mainly composed of employees of the
local sugar company and the hydro-electric power company. From the four hamlets,
a proportional sample was drawn to get the number of respondents needed from
each hamlet. Within the hamlets the method used to find respondents has been
referred to as the ‘walk-and-talk’ method, meaning that the field assistants together
with the enumerators walked in the area and approached potential respondents
for their cooperation. To have sufficient HIV/AIDS-affected and women-headed
households in the sample the help of the hamlet leaders was enlisted. Potential
households were contacted prior to the interview to inform them about the purpose
of the survey and get their consent. Household heads interviewed were identified
as such by other household members. Table 3.3 provides the numbers of selected
households per hamlet.

Non-probability sampling methods such as had to be used in the study have inherent
selection biases, which make the findings not representative of the larger population.
Still, Bowie et al. (1996) as quoted in Booysen & Arntz (2003) argue that the results
from such studies should be considered indicative or instructive of certain aspects
or impacts rather than as statistically representative, which is also applicable to
this study.

Table 3.3. Number of households selected for the survey.

Hamlet name Total population Number of households chosen
Chikago 3,800 60

Nyandeo 2,400 38

Mkamba A 3,200 50

Mkamba B 2,050 32

Total 11,450 180
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Enumerators were trained before embarking on their interviews. Questionnaire
pre-testing was done with a team of trained enumerators. Some adjustments were
made after the pre-test. The interviews were conducted in Swahili. To ensure that
all the questionnaires had been properly filled in, one of the enumerators and the
researcher, daily checked all the questionnaires. Themes explored in the survey
included:

e Household socio-economic and demographic characteristics (age, sex, level of
education, headship, occupation, household members relation to the household
head, in/out migration, deaths experienced over the past five to ten years,
duration of residence and income).

e Health status (short, chronic and prolonged sickness of household members).

e Livelihood activities and assets (on farm, off-farm and non-farm activities;
amount and size of assets).

e Food security strategies (own production of food, purchase, food exchange, food
help and claims; and food insecurity coping mechanisms).

e Social capital:

- Reciprocal relations (engagement in mutual help, giving or receiving support,
number and type of people one can call upon in case of need).

- Membership in formal groups (members and non-members).

- Involvement in communal/voluntary activities.

- Experiences with behaviours requiring trust.

- Expectations of benefits or participation in community collective actions.

The complete questionnaire in English can be found in Appendix 3.

Most of the items in the questionnaire, especially those considered sensitive such
as food status or health status, were cross-checked by asking the same question in
different ways.

vi. Group inventory

This method helped in the identification of formal groups which people are involved
in. Group leaders from the groups the respondents mentioned that they were
members of during the household survey were interviewed. Group leaders were
asked about different aspects, such as total number of members, group diversity in
terms of gender, socio-economic status of members, conditions for membership,
links with other groups in the area or outside, expected benefits and obligations
of group members. The groups from which group leaders interviewed came from
are women'’s groups, and saving-and-credit, religious, tribal, neighbourhood, and
producers groups. For the complete questionnaire used see Appendix 4.
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vii. The case study, life history and genealogical method

The case study method is used when ‘how’ or ‘why’ questions are explored and when
the focus is on phenomena that are occurring within real life contexts (Yin, 2003). This
method was used to obtain information on the critical life experiences of individuals
in the households so as to understand changes over time in their lives. It facilitated
studying the changes, dynamics and the problems of coping with insecurities in
daily life. This method made possible the follow-up on the important daily events
of these households, and revealed how families generate their livelihood and how
they cope with prolonged illness, death and food insecurity. In-depth case studies
facilitated studying events or phenomena and interrelationship through time. Using
aloosely structured interview checklist, life histories addressed important questions
on migration history, occupational history, coping mechanisms and mutual sharing
activities. Such information helped to reconstruct how households had responded
to insecurities in the past. The in-depth interviewing in the framework of applying
the case study method also allows for revealing people’s own perceptions and how
they experience their situation.

After the survey, a preliminary analysis was done to classify households according
to different characteristics. With the help of the research assistants, 15 cases were
selected for in-depth study, based on the following criteria:

e HIV/AIDS status (affected and non-affected).

e Headship (male-headed and female-headed).

e Resource and assets ownership (well-off and poor).

The genealogical method was used to map the kinship network, to determine the
quality and quantity of support one gets from kin and how this is affected by AIDS,
because of the reduction of the number relatives who could be a source of support
in times of need. In-depth case studies through ego-centric analysis provided a
framework for studying social networks, labour relations, and social interaction.
Since the social relations of a household and its access to interpersonal support
from kin, friends and neighbours are mostly likely to be maintained by women,
women provide a good entry point for analysis. It has been widely documented
that women are more likely to engage in informal interactions (see Chapter 2).
Principal care-givers and or heads of the household were asked to name people on
whom they rely for material and non-material help. The focus here was on the type,
strength and direction of relationships within networks. To be able to distinguish the
effects of HIV/AIDS on social networks and support from other effects, this study
compared affected households and non-affected households. Table 3.4 presents
the 15 households selected as case studies, their characteristics and the themes
they represent. Out of 15 cases, two were orphans, seven had persons who were
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ill, three experienced death of one or more household members, and three were
non-HIV/AIDS-affected.

Table 3.4. Summary of case studies’ characteristics and themes they represent.

Case number?

5.1: Naomi

5.2: Castor

5.3: Mama Mkago

54: Mama Oliva
5.5: Mama Zalima
5.6: Hawa

5.7: Mr. Kanyango
5.8: Mama Wawili

5.9: Zakia
6.1: Mama Dorothy

6.2: Mzee Manda
6.3: Mama James
6.4: Mama Kandoro
7.1: Mama Maiko

7.2: Mr. Mlogola

Characteristics

Double-orphaned girl

Paternal orphan boy

De-facto female-headed, poor
with 4 orphans, HIV/AIDS-
affected.

Female-headed Widow, poor,
HIV/AIDS-affected
Female-headed, poor, HIV/AIDS-
affected

Well-off, HIV/AIDS-affected,
polygamous

Poor, male-headed, polygamous,
HIV/AIDS-affected

Poor, non-HIV/AIDS-affected,
female-headed

Young, poor and food insecure
Female-headed divorced, poor,
HIV/AIDS-affected

Elderly household, poor HIV/
AlDS-affected

Themes

Loss of skills, change in livelihood
activities, lack of kinship support,
changes in social norms
Children-headed household, food
insecure, inability to cope

Caring for orphans

Caring for AIDS patient, changes
in livelihood activities
Food insecurity

Coping sustainably with AIDS
Inability to cope with AIDS
impacts, gender relations

Livelihood vulnerability

Effects of distant farming
Lack of kinship support

Urban-rural migration of AIDS
patients, loss of remittances

Food insecure, HIV/AIDS-affected, Support from neighbours and
deserted by her husband, critically friends, food insecurity, lack of

il
HIV/AIDS-affected, poor

family support
Witchcraft, lack of family support

Well-off, male-headed household, Group membership

non-HIV/AIDS-affected
Poor, HIV/AIDS-affected

Non-group membership, HIV/

AlDS-affected, stigma

@ The numbers correspond to the order and the chapters in which they are presented.
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viii. Participant observation

Participant observation was one of the main tools used throughout the study. The
method allows researchers to immerse themselves in the day to day activities of
the people whom they are attempting to understand (May, 1997; Bernard, 2002). It
includes more than looking, listening and experiencing and requires living in the
area for some time so as to establish and maintain relationships with the people being
studied. The method was used to collect data on what actually people do, because
people do not always do what they say they (should or intend to) do. Therefore,
observation was focused on actual household activities and people’s behaviours.
The method enabled the researcher to examine the effects and dynamics of social
arrangements in informal and formal networks and to see how people recourse to
these networks to cope with insecurities. Support during funerals and weddings,
labour sharing and food assistance were observed, as well as care activities such as
feeding and nursing patients. Other aspects observed included division of labour by
gender and age groups, engagement in various livelihood activities, participation in
groups and communal activities.

3.5.2 Recruitment of research assistants

Being new in the area, there was a need of having assistants to introduce me and help
organize many of the activities related to the fieldwork. Assistants were recruited
from the village, since they knew the area and the people. Selection of field assistants
was based on gender, influence and personality. A friendly personality was deemed
important for enlisting the cooperation of the community members during the study.
One man and one woman were recruited as field assistants, who later were immersed
in the study after a series of meetings with a researcher and participating in most
of the initial contacts the researcher had with different individuals, households and
groups. They facilitated the focus group discussions and were responsible for logistical
arrangements of the various meetings the researcher had in the village.

Enumerators were recruited to assist in the household survey. These were experienced
people who had been involved in a number of national and local surveys in and
out of Morogoro region. They were recruited from outside the community and
were trained prior to the questionnaire pre-test. The training emphasized the main
objectives of the study and how concepts used in the study were operationalized.
It was vital to get people from outside the research area, since respondents would
have not felt at ease to discuss sensitive issues with people they already knew, for
fear of their situation becoming known to fellow community members.
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3.5.3 Secondary data collection

Secondary sources consisting of records and documented reports contained useful
information for this study. These sources enabled me to get general information
on demographic facts and on livelihoods and developments during the past five to
ten years to provide a historical context for the study’s findings. The information
was obtained from different government offices and NGOs in the area. Documents,
written reports and secondary information related to intra- and inter-household
relations and livelihoods were also gathered. Other sources included ethnographic
reports, household budget surveys, household census, livelihood survey reports and
regional HIV/AIDS reports.

3.6 Data analysis

Quantitative data collected were subjected to bivariate and multivariate analysis.
Composite variables were created to determine a household’s socio-economic and
food security status and the strength of its informal social network. The creation of
composite variables and their categorization were done to characterize households
in a more comprehensive manner and manage the data easily.

A food security status index was constructed by combining responses from questions
on:

e consumption of less preferred food;

e reducing food quantities;

e borrowing either food or money to buy food;

e skipping a meal in a day;

e skipping meals for the whole day.

The five items were scored as follows: 1 =often, 2=one to four times, 3=never. They
were the combined to form a food security scale, yielding a Cronbach’s alpha of 0.84
(ct. Field, 2005). Households were categorized based on the number of times they
reported to have applied food insecurity responses. A maximum score of fifteen
indicates that the household has never applied coping responses and can therefore
be considered to be food secure. A score between eleven and fourteen indicates
moderate food insecurity, meaning that these households have used coping responses
from time to time. A score between five and ten indicates a food-insecure status.

An informal social network scale was constructed from responses to three items
from the household survey questionnaire, which are:

e The number of people willing to help in case of food shortage.

e The number of people willing to help in case of prolonged illness.
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e The number of people who have turned to the respondent for help during the
three months prior to the interview.

The three items were scored as follows: 1 =no one; 2 =one to four people; 3 =five or
more people. They were combined to form a homogeneous informal social network
scale (Cronbach’s alpha 0.61). The total score for informal social capital ranged from
three to nine, yielding three groups of households with low (score 3 to 4), moderate
(score 5 to 7), and high informal social capital (score 8 to 9), respectively.

The socio-economic status of households was measured by combining eight
questionnaire items to provide a score to rank households as poor (low score) to
well-off (high score) status. These included:

e House ownership.

e Quality of the house (1 =good condition, 0 =bad condition).

e Land ownership.

e TV ownership.

e Bike ownership.

e Mobile phone ownership.

e Livestock ownership.

The items on ownership were scored 1 for owning and 0 for not-owning. The items
were combined to form a socio-economic status scale (Cronbach’s alpha 0.59). The
values ranged from a minimum of zero to a maximum of seven, with 0 to 2 being
poor, 3 to 4 being moderately poor and 5 to 7 well-off.

Qualitative data from the focus group discussions, case studies, life histories, and
key-informant interviews were interpreted and organized into different themes
based on conceptual description of ideas as expressed by the respondents during
the interviews and focus group discussions. These themes were then related to the
study questions. Extracts of interview transcripts from case studies, comment or
clusters of comments from the key informant interviews and focus group discussions
in relation to the issues investigated are presented in the following chapters.

3.7 Validity and reliability

Validity and reliability are vital methodological concepts for designing and
implementing rigorous and high-quality qualitative and quantitative research. Validity
is defined as the degree to which one measures what one is supposed to measure.
In scientific research, appropriateness and accuracy of measurement are of great
importance. The reliability of a research instrument concerns the extent to which
the instrument yields the same results on repeated trials. Because they yield ‘rich’
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descriptive data, qualitative research methods enable an in-depth understanding of
the phenomena concerned. However, such findings usually fail to give an indication
of the level of prevalence and the distribution of such phenomena. They may also
suffer from researcher’s subjectivity, which may detrimental to the study. The power
of the qualitative methods lies in their ability to address validity concerns. By trying
to get a deeper understanding of phenomena, it is easy to assess whether they are
capturing the essence of phenomena that are being measured. Qualitative research
designs are associated with interpretative approaches, capturing the informants’
emic point of view, rather than measuring discrete, observable behaviour. Contrary
to qualitative research methods, Creswell (1998:15) described quantitative research
as ‘an inquiry based on testing a theory composed of variables measured with
numbers and analyzed in statistical procedures in order to determine whether the
predictive generalization of the theory hold true’. When compared with qualitative
methods, the weakness of quantitative research designs lies mainly in their failure
to elicit underlying meanings and motivations, their strength in generalization and
amenability to statistical testing of distribution patterns.

Although the nature of these two approaches differs and both have their strengths and
limitations, their ultimate purpose is the same, which is to obtain an understanding
of the phenomena in question. This study aimed at achieving a situation where
blending qualitative and quantitative methods of research would yield a final product
that could highlight the significant contributions of both methods. Triangulation was
used to improve validity of study findings. It was done according to data source (i.e.
gathering the same information from various individuals) and method (i.e. qualitative
and quantitative). Linking information from both methods and all sources helped to
explain the meaning of different phenomena as well as explaining some of the gaps.
Repeated visiting by the researcher in the course of applying the qualitative methods
enhanced validity. Reliability was ensured by using structured questionnaires
and checklists of issues to be discussed with key informants as well as by careful
training of field assistants who took part in the household survey. The study also
drew information and data from the literature to validate some of the findings. In
case the findings were not corresponding with previous research, detailed account
is given on such divergences.

3.8 Discrepancies and methodological problems

In research, selection and measurement biases are methodological concerns which
researchers strive to minimize but are sometimes unavoidable. These biases could have
been introduced during the selection of research units and during the measurement
of variables in the study. Obtaining accurate responses is challenging in all research
involving human beings (Sharon, 1999). Depending on the subject matter people may
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not always tell the truth. Obtaining truthful responses was a particular challenge since
this study involved exploring sensitive issues such as HIV/AIDS, gender relations
and food security. Many respondents did not disclose their HIV/AIDS status for fear
of loosing their social reputation or because they consider such information to be
private. There were occasional mismatches between how individual respondents
answered the questions on food security in the survey and the information gathered
from focus group discussions and case studies. It was also observed that respondents
tended to give normative answers, especially to questions about support from their
social networks and about food insecurity, meaning that especially on these two
topics there was a tendency to present a more positive picture than the actual
situation allowed. In other instances people responded to what they thought the
interviewer wanted to hear or what they thought would impress the interviewer.
Some of the questions required people to recall what happened in the past months,
which sometimes was difficult for people to recollect exactly and the time lapse
affected the reliability of their answers. As a result of such discrepancies, there were
inconsistencies between household survey responses and those collected from key
informants, case studies and focus group discussions. Nevertheless, these limitations
were dealt with by collecting and comparing the same information from various
sources. Repeated visits to the same subjects enabled probing and cross-checking of
responses given with respect to a particular case. However, despite efforts to resolve
these methodological problems, caution is needed when interpreting the results. In
cases where this applies, it is highlighted in the discussion of the results.

3.9 Ethical considerations

Informed consent is a vital aspect of research. It is essential to ensure that people
involved in the study understand the negative as well as positive consequences of their
participation in the research process. To ensure this, I applied for a research permit
from Tanzania Council for Science and Technology, which was then presented to the
district authority, who gave me a formal letter to work in the village. In preliminary
meetings with the village authorities the aims and set-up of the research were
introduced. Participation in the study was entirely voluntarily. As said, anonymity
and confidentiality are very important for sensitive topics like HIV/AIDS. The
questionnaires and cases were named for easy identification and follow-up but
this information was not disclosed to anybody except for the data entry assistant
and supervisors. In this thesis the names of those who took part in the study are
pseudonyms, to safeguard anonymity and confidentiality. The respondents in the
survey and other persons interviewed were assured that their answers would be
treated confidentially.
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3.10 Time schedule of the research
i. Phase one: April 2003 - April 2004

This period was spent attending courses necessary for meeting the academic
qualifications of the Mansholt Graduate School for Social Sciences, but also courses
useful for the research problem articulation. Intensive literature search and synthesis
and proposal writing was completed this phase in the Netherlands. In December
2003 a reconnaissance visit to the research area was made to gain more information
about the research area. Then finalization of the research proposal was done back
in the Netherlands.

ii. Phase two: May 2004 - August 2005

During this period the fieldwork in Tanzania was conducted. It started by processing
of the research permit and recruitment of fieldwork assistants. Relevant secondary
information was collected from various sources such as district and village offices,
the statistics bureau, libraries, national and international organizations and research
centres. Qualitative information was gathered from individual key informants and
from the focus group discussions. Later the questionnaires were designed and
administered to the selected sample. Preliminary analysis of the survey results
led to the selection of case studies involved in in-depth interview, life histories,
genealogies and egocentric network analysis.

The fieldwork was divided into three stages (see Table 3.5). Stage one used qualitative
methods such as participant observation, open-ended interviews with key informants
as well as focus group discussions. This formed the explorative phase of the fieldwork.
It was meant to elicit patterns related to the research questions as well as for further
operationalization of the concepts. The second stage involved sampling of households,
household survey and group inventories. Preliminary analysis of the results of the
household survey enabled the selection of the cases to include in the in-depth study.
Stage three involved in-depth interviews with case study, life histories and discussions
on the emerging important features and trends from the survey.

iii. Phase three: September 2005 - April 2007
Thesis write-up - detailed work on the theoretical concepts used in the study; data

analysis and description of the study findings and conclusions were done during
this phase.
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iv. Phase four: May-December 2007

Finalization and English editing of the thesis, and defense.

Table 3.5. Stages and time frame of the fieldwork.

Activity 2004 2005

] ] ASONDJ] FMAM] |

Organizing research permits and preliminary visit
to the area and observation

Collection of secondary data for the previous 5-10
years

Exploratory research with key informants and
FGDs

Developing questionnaires

Training enumerators

Pre-testing

Household survey

Groups inventory

Data entry and preliminary data analysis and
interpretation
Selection of sub-sample for in-depth study

In-depth case study interviews and life histories

Verifying, collecting missing or additional data
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Study area and context

This chapter sketches the socio-economic environment of the study area and of the
households therein. It presents a picture of how these households are organized
and people arrange their livelihoods in the context of a changing environment. The
specific features of Mkamba village, on which the research was focused, are described
to place the data in context. The complexity and diversity of rural livelihoods include
a range of responses to shocks and stresses. HIV/AIDS is one among the shocks
affecting people in the area although there are efforts to control the situation. The
chapter starts with presenting an overview of the provision of basic health and HIV/
AIDS services in Tanzania, followed by a description of the situation with respect to
HIV/AIDS in the Morogoro region of which the study area is a part. Subsequently, a
short description of Kilombero district is provided and the history of the settlement
patterns in the area is discussed, after which the chapter zooms in on Mkamba
village and the cultural practices and livelihood activities found there. The sugarcane
plantation in the area receives specific attention because of its profound impacts
on livelihoods in Mkamba.

4.1 Basic health and HIV/AIDS services in Tanzania

Soon after independence the Government of Tanzania opted for a health policy that
aimed at providing a health service to all Tanzanians free of charge. Numerous health
facilities were constructed, mainly in rural areas, and staffs were trained to work in
these facilities. Tanzania also opted for primary health care in 1978 as an approach
to achieve the goal of health for all by 2000. However, this expansion proved to be
beyond the management capacity of the government. Being the sole provider of
health services, the burden became too heavy for the government (Tarimo et al.,
2003). Due to poor national economic performance, the escalating costs of public
health care service provision, the emergence of pandemic diseases such as HIV/
AIDS and changes in patterns of other diseases, the government’s ability to continue
providing free health services to all citizens was curtailed (Mubyazi et al., 2000).
Government investments in the health sector declined, leading to deteriorating
conditions of health facilities, shortage of drugs and other medical supplies, and
low staff morale.

These conditions necessitated changes so as to improve the health sector in Tanzania.
Health sector reforms took place by redefining the role of the state, decentralisation
of health services to local authorities, and enhancing the role of other actors and
the private sector in the delivery of goods and services. At the national level the
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Ministry of Health is responsible for improving the capacity for sector management,
policy development, analysis and national planning, development of guidelines for
national policy implementation, performance monitoring, evaluation, legislation,
and regulation of service delivery and practice (MOH, 1999). Though most of the
health programs and activities are implemented at district level, overall monitoring
and supervision is done at regional level. Health reforms have resulted in the
decentralization of health care services, which give more power to the district
authority to perform a key role in the implementation of health programs, including
the running of health centres and dispensaries in the district. The local government
is responsible for drugs and medical supplies procurement, salaries, and staff
training and development. It gets funds from the central government, from their
own revenue sources and donors as well as from the community through user fees
and the community health fund. With these new roles, the district becomes an
important actor in the delivery of health care services in the country. However,
local authorities are faced with management problems due to the lack of clear
roles and responsibilities of the parties involved. They are not trained in drafting
development plans and lack the resources (technical and financial) necessary for
the implementation of health programs in their districts. As a result health care
services have been poorly supported and financed.

Reforms are aiming at improving equity and quality of health care, involving different
stakeholders such as the central and local government, development partners, donors,
NGOs, CBOs, faith-based health service providers, pharmacies, private hospitals and
practitioners, traditional healers and village health workers. The private sector is
now seen as a partner rather than an opponent, complementing government health
provision and widening consumer choices (Tarimo et al., 2003). Reforms were also
about diversification of health financing options. In 1993 a user fee was introduced
in the form of cost sharing in all tertiary and referral hospitals. According to the
Ministry of Health'’s policy agenda, cost sharing was to be extended to health centres
and dispensaries, so that the communities would participate in financing their
health care needs through formal and informal risk pooling mechanisms (MOH,
1996). The government introduced the national health scheme to employees in
the formal sector and facilitated the introduction of community health funds in
districts to provide opportunities for people in the informal sector to pre-pay their
medical care at the time they are able and willing to do so, thus providing secure
access to health facilities throughout the year. Households unwilling or unable to do
this would be required to pay a fee for use of the facility. Though the user fee and
community health fund increased the resources for health services, the numbers
of subscribers to community health funds are declining, due to the inability to pay
and dissatisfaction for the care quality provided (Munishi, 2003).
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Many observers have noted that many poor households are unable to pay user fees.
The situation is even worse when it comes to women'’s accessibility to the health care
services. Coupled with poverty, women face social and physical barriers to access
health care services. For a woman living in poverty, the user fee has a direct effect
on her ability to pay for health care. While women struggle to make their household’s
ends meet, they have very little left for their own health care. In some cases they
make a trade-off not to seek health care in order to be able to meet household needs,
such as those for food and other necessities. Sometimes women do not make use
of health care because they have no cash income, but it may also be the case that
women’s health is given low priority (Makundi et al., 2005; Nanda, 2002).

A study on the impact of the user fee for antenatal care in government hospitals in
three districts in Tanzania showed a 53.4 percent decline in utilization after the fees
were introduced (Hussein & Mujinja, 1997). Another study revealed the same trend
(Sahn et al., 2003). When the required payment to the health services increased, the
use of the services decreased. Household income is positively associated with health-
seeking behaviours (Schellenberg et al., 2003). There is a waiver system to prevent
the poorest and other vulnerable groups, such as children under five, pregnant
women and the elderly, from loosing access to basic health care. Antenatal care and
family planning services are exempted from the user fee. Because of public health
considerations, patients with conditions such as AIDS and TBC are exempted, even
if they are able to pay. Women form a large proportion of those who are exempted,
but most of them do not know they are (Nanda, 2002; Tibandebage & Mackintosh,
2002; Mubyazi et al., 2000). The exemptions are often not well known. Those who
know, get their information through informal contacts. In their studies Tarimo et
al. (2003), Mwisongo et al. (2000) and Mubyazi et al. (2000) found that people in
their study areas were not aware of the exemption for the poor. Though women
may be exempted from user fees, there are other costs, for example those related
to maternity care, which are relatively high. For poor rural population there are
numerous health service costs that individuals or households have to bear even after
the payment of user fees. On the other side, there is little incentive for providers to
apply exemptions because they need the income from user fees to maintain good
quality health care (Nanda, 2002). Rigid payment modalities in public and private
hospitals and poor service quality discourage people from seeking treatment from
such facilities. Though studies found that user fees contribute to the underutilization
of public health facilities, Green (2000) shows that decisions regarding treatment
choices depend on how individuals construct the causes of their illness and what
they perceive to be quality of the health care provided.

The HIV/AIDS pandemic expanded at the time of economic decline and health
sector reforms, posing a threat to further reform initiatives. Dealing with HIV/AIDS
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requires a multi-sectoral approach to prevent and mitigate its impacts. Such an
approach has to combine community-based interventions for prevention and home-
based care as well as clinical services for treating STIs, TB and other opportunistic
infections and provision of antiretroviral drugs (ARVs). Reduced health-care financing
poses threats to the control of and mitigation of HIV/AIDS. AIDS has resulted in
massive and mounting demands on already constrained services and resources.
Although the country’s strategic plan for the health sector in 2003 added another
strategy to focus on HIV/AIDS explicitly, there have been few attempts to address
simultaneously the problems of the service system and of HIV/AIDS on the basis
of a system-wide analysis (Hanson, 2000). HIV/AIDS affects both the human and
financial resources on which the health sector reform is based. As AIDS continues
to strike, service systems are weakened and fewer resources are available to control
the epidemic that has resulted in increased overall mortality. At the same time,
health sector reforms sometimes lead to less publicly funded care, which means that
a larger burden of unpaid care may fall on women, especially in the context of the
HIV/AIDS pandemic. Many of the HIV/AIDS-affected individuals are unable to get
proper medical attention for reasons including inability to pay for treatment, poor
service delivery, and lack of access to medical facilities and services. While the most
critical constraint is a decline in resources, there are also equity issues that arise
within the health sector. There is geographical variation in resources distribution
which is biased favourably towards urban centres. The districts are constrained in
terms of material and human resources to implement HIV/AIDS control programes,
despite political commitment.

Following the reforms in the health sector, formal and informal private practitioners
have become popular. Many people opt for private health services rather than public
ones for various reasons, such as avoiding long waits and perceived good quality
of private health care. Alongside formal private practitioners, there are individuals
who sell basic health treatments for cash. These are people who have experience in
medical work and offer medical services to those who turn to them for help. They
are readily available, which makes it convenient to seek their service. There are
also voluntary agencies, especially religious organizations, which provide health
services to the wider population.

Traditional medicine and practices are recognized in the national health policy.
Depending on how they see the cause of their illness, individuals may seek treatment
from traditional healers. Traditional healers are consulted when it is felt that the
illness cannot be treated in a hospital or is caused by witchcraft or supernatural
powers. Although spending on traditional treatment can be as high as and even
higher than hospital services, people may still choose traditional therapies. A study in
Ifakara, Tanzania, revealed that traditional treatments are flexible and adapted to the
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economic constraints of the population (Muela et al., 2000). They allow alternatives
to cash payments such as payment in kind, in work, or credit. Patients can negotiate
the price with the provider. A second payment is required only if the treatment is
perceived to be a success. Regardless of where people can be treated, the cost of
health care continues to be a significant barrier to service access and use.

In rural areas, there are community-based village health workers who perform
community health functions. These health workers are volunteers, who are supposed
to be paid by the village authorities. According to the ministry of health structure there
should two community-based village health workers per hamlet, who are trained to
be able to provide essential health services in the community. Their work includes
health education and promotion on environment sanitation, STI/HIV/AIDS issues
and family planning, mobilization for immunization, and treating minor ailments.
They also do counseling and pay home visits to people with chronic illnesses such
as AIDS.

Traditional birth attendants are women who are usually self-taught or informally
trained to conduct normal deliveries, provide post-natal care, and advise women
on preparation for delivery, attending antenatal care, family planning, STIs and
HIV/AIDS. They also refer high-risk pregnant women to the hospital. A TBA may
be a full-time worker who can be called upon by anyone and who expects to be
paid either in cash or in kind. TBAs are key members of the community who helps
women to access necessary service. A study conducted in 47 councils found that
among home deliveries, untrained TBAs conducted about 68 percent of deliveries
followed by trained TBAs at 18.5 percent and midwives (MCHAs) conducting about
13.7 percent of the total registered deliveries (Makundi et al., 2000). This indicates
the importance of TBAs in rural settings.

4.2 The HIV/AIDS situation in Morogoro region

Morogoro region in the south-eastern part of Tanzania has not been spared by the
spread of the HIV/AIDS pandemic. AIDS statistics for the region indicate that there
has been a rapid increase in HIV/AIDS prevalence among blood donors ranging
from zero in 1983 to 20 percent in 2004. Detailed figures for every district from 1999
to 2004 are shown in Table 4.1. High prevalence rates in some years may suggest
much voluntary blood donation for the blood transfusion services in the region,
because blood donors are tested for HIV and thereby provide a picture of the actual
magnitude of the epidemic in the region.
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Table 4.1. Morogoro HIV/AIDS prevalence among blood donors 1999-2004.

Year/District HIV prevalence rate (%)

1999 2000 2001 2002 2003 2004
Kilombero 6 16 16 [1.5 19 nd
Kilosa 5 6.2 10 6.1 4.7 5.3
Ulanga 6.1 6.4 18 10.6 53 4.2
Morogoro Rural 5 [1.6 12 nd 7 20.3
Morogoro Urban 8.2 [1.9 nd nd 8.6 7.8
nd - No data.

Source: Regional Health Office - Morogoro.

The number of AIDS cases increased in 2000 (Table 4.2), which could have been
caused by a new wave of male migrants coming to work as labourers on the sugar
plantations. Data on the new AIDS cases clearly shows the extent of the problem
in the region (Table 4.2).

Table 4.2. Reported new AIDS cases by district Morogoro region 1998-2004.

District Number of new AIDS cases

1998 1999 2000 2001 2002 2003 2004

Kilombero 818 684 793 453 nd 310 333
Ulanga 75 39 242 39 nd 177 149
Kilosa 9l 78 308 142 nd 57 59
Morogoro Rural 90 138 181 168 nd 53 176
Morogoro Urban 700 626 778 749 nd 394 273
Total 1774 1565 2302 1551 nd 991 990
nd- No data.

Source: Regional Health Office - Morogoro.
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4.3 Kilombero District

Kilombero is one of the districts in the Morogoro region situated in the flood plains
of the Kilombero River, which extends 250 kilometres from Southwest to Northwest.
The district is bordered by the Udzungwa range of mountains in the Northeast and
Mahenge Mountains in the Southwest. In Kilombero, agriculture accounts for about
80 percent of the district’s income (Kilombero District Development Plan, 2003).
Most villagers grow rice, maize and cassava for household consumption. Production
of rice and maize also caters for household cash flow. Maize and rice are usually
sold to private buyers who trade in the local market and also sell to other regions of
Tanzania. Households utilize family labour and in a few cases hired labour. Other
activities include fishing, small-scale trading, and nomadic pastoralism. Some men
earn an additional income as casual labourers and fishermen. Women sell farm
produce and their labour to earn cash.

The kinship system among the ethnic groups in the area is mainly patrilineal. This
has implications for access to land, household labour organization and rights over
property. Kilombero district is characterized by a remarkable ethnic heterogeneity. It
is not uncommon to find members of several different ethnic groups in one village,
like in the research village. The heterogeneity is due to in-migration mainly caused
by the villagization policy of the early 1970s and employment opportunities in the
district. The ethnic groups, locally referred to as indigenous people, comprise the
Wamdamba, Wambunga and Wapogoro, who arrived in the early 19" century from
Malawi and the Southern part of Tanzania. The Wandamba are closely related to
Wapogoro, who occupy the western part of the valley basin and the adjacent Mahenge
Highlands. Other tribes that migrated to the Kilombero Valley include the Wasagara,
Wahehe, Wabena, Wandendeule, Wasukuma, Wangoni, Wangindo, Wamang'ati, and
Wachaga, to mention a few. The construction of TAZARA railway in 1972 brought an
influx of other ethnic groups from different parts of the country, such as Wanyakyusa,
Wandali, Wakinga and Wakisi to the valley. Swahili is the lingua franca, but in daily
life people speak their own language.

The figures in Tables 4.1 and 4.2 indicate that Kilombero district has been greatly
hit. Poverty is noted to be a main factor contributing to the spread of HIV/AIDS in
Kilombero (ESRF, 2005). Mobility has been associated with increasing risk to HIV
infection. The concentration of male migrants isolated from their families increases
the demand for commercial sex, which facilitates the spread of HIV. Kilombero attracts
a so-called ‘mobile population’, which consist of people who stay away from home
for varied periods of time during a year. They are at both risk of HIV-infection and
are contributing to the spread of the virus. They include traders, migrant farmers,
casual/seasonal labourers and truck drivers. Their comparative wealth enables them
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to engage in paid sex. Since most of the people in the area are predominantly poor,
engagement in transactional sex is one of the surviving strategies (ESRE, 2005), and
in so doing many are exposed to HIV. Many of the seasonal casual labourers recruited
to work in sugar cane plantations come from highly affected regions in Tanzania,
such as Mbeya and Iringa. If affected, their movement to Kilombero may result in
further spread of HIV. They may also get infected in the area of destination. The
direction of infection is not only from mobile men to local women but also vice
versa. Inability to negotiate safe sex and unprotected sexual practices among mobile
population groups, involving multiple partners, make people susceptible to HIV
infection. It has been found that among farm and plantation workers in Iringa and
Morogoro, for example, HIV-prevalence is about 30 percent, (cf. Tanzania national
website accessed on 30/08/07) which is high compared to the general population
(7%).

Guided by the National Multi-Sectoral Framework (NMSF) the district has a HIV/
AIDS plan to prevent new infections and mitigate HIV/AIDS impacts. There are
significant interventions involving different stakeholders such as the local government,
communities, CBOs and NGOs. The interventions include condom distribution,
conducting seminars to reduce stigma and discrimination and create awareness on
prevention, helping the community to eradicate harmful practices, sensitization for
voluntary counseling and testing, research and disseminating essential information
on HIV/AIDS. Treland Aid and UNICEF have facilitated the establishment of school
and out-of-school clubs and training of peer educators to make the community aware
of HIV/AIDS and related problems. Such groups also point to risky traditions and
beliefs, like female genital mutilation, widow inheritance and the nyasika custom
(staying with one’s daughter as a temporal spouse). The organization AXIOS is
supporting the Prevention of Mother-to-Child Transmission (PMCTC) program,
which started in September 2003 and is now operating in 26 antenatal centres in the
district, including the Mkamba dispensary. An increased number of volunteers are
joining the PMCTC program. Since its establishment, about 3,150 women have been
counseled, of whom 2,505 were willing to undergo an HIV-test and 175 were found
to be HIV-affected (District Report, 2004). There is also an organization of people-
living-with HIV/AIDS (SHDEPHA ™) at district level, dedicated to care and support,
and treatment of opportunistic infections of individuals living with HIV/AIDS.
Among the common diseases in Kilombero is malaria which is known to interact
with HIV (Corbett, 2002). Malaria was identified as a major public health problem
in Kilombero valley, which contributes to a considerable burden with premature
deaths and disability from illness (Tarner et al., 1991).
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4.4 Settlement patterns and village governance in Tanzania

Rural life in Tanzania has been profoundly influenced by colonial rule and post-
colonial efforts to improve the lives of the people. During the German period,
the population was scattered into small settlements spread over a wide area. The
Germans recognized the difficulty of controlling a dispersed population. When the
British came, they implemented a close settlement policy to facilitate state control.
In the late 1950s the British colonial administrators initiated what they called ‘the
community development approach’ for rural transformation. This program was
implemented through resettlement of farmers into closely supervised communities
so that extension services could easily reach them. After Independence, in 1961,
the new government also embarked upon a rural improvement and transformation
program to increase and modernize agricultural production. This program worked
along the existing policy of farmers’ assistance that aimed at helping progressive
farmers to increase their agricultural output. It basically consisted of efforts to
gradually raise output among rural households through extension services.

The transformation sought to radically transform agriculture through the resettlement
in special schemes of pre-selected villagers who would then engage in modern
farming under the supervision and direction of state officials. The settlers were
provided with infrastructures and inputs to improve agricultural production. By
the end of 1965 there were 23 such schemes with some 15,000 acres of crops
and about 3,400 farming families (Mapolu, 1990). By 1966, however, it became
clear that the ‘improvement’ approach was not producing substantial results.
Although the area under cash crops production increased over the years, output
continued to fluctuate as a result of climatic conditions and increased input prices.
As for the ‘transformation’ approach, government soon realized it was incurring
enormous costs to establish and run the settlement schemes whose production
continued to be minimal. It emerged that the resettled farmers tended to see
themselves as government employees rather as than independent farmers receiving
government technical assistance (Mapolu, 1990). The program failed due to heavy
costs and because such a program could not be run without foreign assistance.
Under this program people were moved from semi-arid areas to the fertile areas of
Pangani/Wami basin and the Kilombero river basin. This movement may also have
been a factor in the ethnic diversity of Kilombero district.

Later on, Tanzania firmly committed itself to building an egalitarian society through
socialism and self-reliance, as outlined in the Arusha Declaration of 1967. In the

vya Ujamaa (Ujamaa villages) brought scattered inhabitants from remote areas to
organized villages. These settlement schemes were rooted in the colonial community
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development approach. But learning from the past settlement program, villages that
were established after the Arusha declaration had to rely on their own developmental
resources. To improve the socio-economic position of many Tanzanians, and guided
by socialist ideology, people were forced to live in Ujamaa villages. The assumptions
behind the formation of Ujamaa villages were based on the traditional family
values of mutual respect, sharing of basic goods and services and the obligation
of everybody to work. Ideally, a village was envisaged to have a primary school,
a dispensary, and a clean water supply. The consequences of the resettlement of
the rural population into model villages have been the subject of heated debate. It
has been argued that villages are successful as organizational units for government
services but not as organizational public production units. In some areas agricultural
collectivization was imposed. Villages created as part of the Ujamaa drive were to
function as economic units producing surplus on a communal plot. Villagization was
expected to facilitate the provision of public services, but also to allow the possibility
of large-scale farming.

In Tanzania, the villagization program was implemented irrespective of its
consequences for agriculture - an occupation which most of those affected relied on.
By 1979 a total of 8,200 villages were established, involving about 87 percent of the
rural population (Sendaro, 1991). Farming was largely affected, because since there
was no formal reorganization of land allocation, most people continued to farm on
their own plots. The households’ increased distance from their farms posed a major
problem. It resulted in split residence with people officially living in the formally
recognized village while at the same time spending much of the agricultural year
in temporal houses and shelters on their old farms. Because of this, villagization
scattered families over villages. The state input delivery system associated with
villagization affected agricultural production. Untimely delivery and poor storage
of inputs reduced input’s efficiency. Likewise the use of modern inputs required
additional labour while villagization had caused labour shortages. People were moved
into areas where the population density was already high, which made it difficult for
them to get basic services and farming plots. Among other factors, the decline and
stagnation of the country’s agricultural productivity from mid-1970s to mid-1980s is
partly attributed to the effects of villagization policy (Skarstein, 2005). People were
settled on land belonging to other villagers, which led to conflicts over the existing
and uncultivated lands. Community divisions in villages were historically formed
along ethnic or religious lines. During this time, however, because of new relations
that emerged and the inability of the government to provide for the newcomers, an
economic crisis developed and the number of witchcraft accusations rose in most
of the villages involved (Stroeken, 2001; Mesaki, 1994). Believed to be inspired by
the jealousy of neighbours who seemed to be surpassing the rest of the community
in financial and material gains, witchcraft accusations became rampant in these
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villages. Societal divisions, witchcraft and the failures of villagization still dominate
people’s minds, which may be partly responsible for current low level of community
trust and lack of communal initiatives.

Migration of people within and even among countries in search for employment is of
all times and is by no means a new phenomenon in Tanzania. Prior to colonisation
population movements were associated with warfare, natural calamities and the
search for fertile land, but this was essentially rural to rural migration (Liviga &
Mekacha, 1998). Migration became common during the German and British colonial
periods in the wake of an export-oriented economy and an emphasis on urban sector
development (Mwalimu, 2004). Colonial economic systems of labour reserve and the
settlers’ plantations resulted in the movement of labour to the sisal, coffee, cotton
and sugar plantations in the country. Areas where colonial regimes did not introduce
cash crops plantations became sources of migratory labour. A study conducted by
Lazaro (1996) found that sugar and sisal plantations in Morogoro attracted people
from different parts of the country and even from other countries like Mozambique,
Rwanda and Burundi. This can explain the population diversity in Mkamba village, as
people also migrated to this area seeking employment in the sugar cane plantations.
A decline in agricultural production in the mid-1980s resulted in declining incomes,
which might also have forced people to seek employment in plantations (Mbilinyi,
1997). The construction of the Kidatu hydro-electric power plant in 1969 and its
operation to date have entailed employing people from various parts of the country.
Also the construction of the TAZARA railway line in 1971 contributed to the influx
of different people from different regions of Tanzania currently living in Kilombero
district. Both the sugar cane plantations and the hydro-electric power station are
partly in Mkamba village, and the TAZARA railway line passes through it.

4.5 Mkamba village
4.5.1 Socio-economic and demographic characteristics

Mkamba village is sandwiched between the Kilombero sugar plantations to the
East and Udzungwa Mountains National park to the West, Kidatu village to the
South and Kilosa district to the North (Figure 4.1). People’s settlements are dense
and confined by the foot slopes of the mountains and the sugar plantation plains.
The history of Mkamba village can be traced back to the colonial periods. Mkamba
village was named after a man who was a leader of a group called Wamawanda. In
1942 there was an operation of moving people from across the Ruaha River to the
Mkamba area. The Wamawanda came with their leader, formerly called Jumbe, now
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Figure 4.1. Mkamba village map.

Balozi (a 10-cell leader?). Since the area was too big for the existing leader to rule,
Jumbe Mkamba was given the area which the village occupies now. This movement
brought in other ethnic groups from Morogoro region, such as the Wasagala, Waluguru

2 These are unpaid ruling party officials, either men or women, selected to be responsible for a group
of ten households although there might be more than ten households. Their roles are political and
administrative, though they are mainly used in settling families’ disputes.
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and Wavidunda. As one old man recalled, by the year 1957 there were only 48 tax
payers. Now, the population has increased tremendously as a result of employment
opportunities created by industries and the greater accessibility of the village by
the railway. Employment opportunities and easy accessibility to the village has
brought people from all corners of Tanzania, resulting in a high degree of ethnic
heterogeneity in the village.

Due to urban expansion and the designation of peri-urban or village lands as planning
areas (Kironde, 2004), Mkamba was designated as a small town, but at the same
time has remained a village under by the 1999 Village Act. By this act, land is
owned under customary law, but once areas are declared to be a planning area,
customary tenure does no longer apply and the tenure status becomes uncertain.
In the village there are plots under customary laws and plots that are legally owned
under lease arrangements. This situation poses problems in dealings with land and
causes conflicts.

Mkamba is divided into six sub-villages (hamlets), which are divided into 10-cells
units. All the village affairs are discussed and decided upon by the village council,
which is chaired by the village chairman who can be selected from any political
party by the village assembly. The village council is under a chairperson who is
assisted by the Village Executive Office (VEO), who is a district employee. There are
sub-commiittees responsible for planning, social services, environmental, and relief
issues. Although villages ought to have an HIV/AIDS committee, Mkamba has none. In
ordinary planning procedures, new ideas emerge from different planning committees.
After thorough discussion they are then put on the agenda of the council meeting.
The consensus reached in village assemblies culminates in the identification of key
problems and solutions and, ultimately, the formulation of projects. It is important
to note here that some of the ideas taken on board by the village councils originate
from informal discussions, for example in a local bar, during funerals, etc. In such
gatherings, sometimes important issues of concern are raised, discussed and finally
taken aboard for further action. Under the political multi-party system, there are
five political parties, but only two parties (CCM and CUF) are active in the village.
The village council has members from these two parties, which sometimes creates
tensions and misunderstanding and, consequently, affects the implementation of
the decisions taken. Most of the respondents see the village council as having a great
potential as an institutional framework for village governance and development.
However, some people commented that the village councils have a poor overall
record in the management of community-owned resources.

Although the Sugar Company is autonomous, administratively the people working
for the Sugar Company are members of Mkamba village and they form one of
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the six hamlets with a representative in the village council. They are answerable
and report to the village local government as in other villagers. The company is
represented by its public relation officer in the security and development committee
in the village council. Like other villagers, they are supposed to participate in all
village activities such as village meetings and in other public interest activities. For
example, in construction work the Company participates by offering machinery for
road construction or money for activities which require cash contributions. In case
the Company intends to do any development work in the area, it is discussed with
the village council. Villagers make use of services provided by the Company such as
housing for teachers and health officers, services like hospitals, schools and police. In
collaboration with other stakeholders, the company facilitated the establishment of the
Kilombero Trust fund in 2005. It undertakes projects to develop out-growers farming
activities and uses available funds for the benefit of Kilombero District community.
The Sugar Company has invested in social development, schools, hospitals, primary
courts and the construction of portable water systems in the district.

The village counted a total population of 12,737 in 2003 (Village Report, 2003),
compared to 6,711 people in 1978 (URT, 1978). The total area of the village is
estimated to be 6.322 square Kilometers with a population density of 2,014 people
per square Kilometers. This is a remarkable figure can be attributed to the fact that
many people live in rented rooms since they have no plots or houses of their own
in the village. It is quite common to find more than five households living in one
house. The population increases during the peak of the sugarcane harvest (May
to December) when about 5,000 to 6,000 casual labourers are recruited from other
regions. Some of them settle in the village, first living in the estate camps during
the sugarcane harvest and then renting rooms in the village. Due to in-migration
the Mkamba population is increasing rapidly. Most of the incoming population
is being squeezed in the limited public lands in the village. There is no room for
extending those because the village is surrounded by sugar cane plantations and
protected forest areas.

4.5.2 Basic services

The public dispensary is the first health facility in the community. It forms
the backbone of the rural health services that offer a full range of curative and
rehabilitative services to individuals and families. Other services include mother-
and-child health (MCH), family planning, immunization, and provision of essential
drugs and basic equipments. Mkamba village has a public dispensary serving two
villages with a total population of about 25,039 people, and two private hospitals,
one owned by the Sugar Company. The public dispensary is managed by a clinical
worker who diagnoses and treats common diseases and refers serious cases to the
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nearest hospital. Common diseases in the village are malaria, diarrhea, sexually
transmitted diseases, skin diseases, pneumonia and tuberculosis. The dispensary
offers MCH services together with voluntary HIV/AIDS counseling and testing (VCT)
and prevention of HIV/AIDS mother-to-child transmission (PMCTC). The latter
activities started in September 2003. Like many rural dispensaries, the Mkamba
dispensary is mostly lacking in drugs and other supplies, leading to poor services.
Despite paying user fees, people complain that there is no improved quality of
services in return. Because of this people perceive the public health service to be
of low quality, which contributes to their reluctance to make use of such facilities.

The Mkamba dispensary runs a home-based care program for those with prolonged
illnesses such as AIDS-related infections, leprosy, and mental problems, together
with the community based village health workers. The program is always short of
important medicines. Most HIV/AIDS-affected households are not reached because
they are unaware of the availability of the program’s services, but also because of
the secrecy that surrounds HIV/AIDS in the area and people’s reluctance to disclose
their status.

There has been an increase in traditional healers in Mkamba village, which the
people in the village attribute to the increase of prolonged and incurable infections.
However, some people are skeptical about the trustworthiness of traditional healers.
It was said during the focus group discussions that there are some who cheat and
manipulate their patients to obtain money. Traditional birth attendants are also
present in Mkamba village and are well integrated in the government health system.
Some of them have been trained on maternal health and HIV/AIDS aspects. Their
payment varies from recognition to in-kind gifts and modest cash payments.

There are three primary schools in the village plus another two in the sugar factory
and TANESCO compounds. The latter are mainly for the children of the employees
working in these institutions. The village is well provided with tap water, having
water points in several places in the village. Water is tapped from the neighbouring
Udzungwa Mountains National park and the villagers have a committee coordinated
by IKERA that is responsible for system maintenance and levy collection from
the households in the village. Maintenance of the water points in different areas
in the village is done by the neighbourhood groups and coordinated by ten-cell
leaders. These groups made up of ten households are responsible for cleaning and
contributing labour for maintenance. Each household pays a monthly contribution
for water services.
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4.5.3 Households in Mkamba village

The Swahili word for household is kaya, which is used in Mkamba as well. Most
of the household in Mkamba are male-headed though there are several female-
headed households (21% in the sample). Households become female-headed as a
consequence of divorce, separation, or death of the partner probably due to AIDS.
According to the participants of Focus Group 4 (see Table 3.2) broken marriages
are mostly caused by violence, unfaithfulness and alcoholism. Many men who
were breadwinners faced lay-off from their job due to large scale privatization in
1998. Some unemployed men in the area could no longer generate enough income
and deserted their families. There are both de jure and de facto female household
heads. Divorced or separated women tend to remarry, sometimes regardless of the
cause of the first marital dissolution. If the former partner was HIV-infected, upon
remarriage the new partner will be infected too. Since people do not disclose the
cause of death or reasons for divorce or separation, there is a chance to marry an
already infected man or woman, thereby increasing the spread of HIV. People tend to
determine the health of a new partner by his/her appearance, although this person
may be infected by HIV. Polygamy is common, especially among Muslims (36% in
the sample). Non-Muslims may have extra marital affairs that are not officially or
customarily recognized, which is locally referred to as having ‘small houses’.

Conventional definitions of the household emphasize co-residence as key attribute of
the household. However, since migration has become a very common phenomenon,
household members are not necessarily permanently in one residence but may be
spread over different locations at different times. This is also the case with some
households in Mkamba. Furthermore, households are not homogeneous; they differ
in composition according to gender and age. During the focus group discussions
on major problems in the area (FGD 1 and 2, see Table 3.2) it was said that before
AIDS most deaths occurred among infants, young children and the elderly. Because
of HIV/AIDS morbidity and mortality young adults are dying. Survivors, usually
young children and elderly, form new households that show a different composition
compared to traditional households.

The division of labour in the research area according to gender presents the following
picture. Women perform most of the domestic responsibilities and engage in petty
trade activities like food vending, brewing, and sale of charcoal. Most of these
activities are home-based. As for farming, both men and women work together on
the farm for every operation, like land clearing, ploughing, sowing, weeding and
harvesting. Gender differentiation becomes visible after harvest, when men have
power to decide how to use the harvest. It is mostly men who are involved in distant
travel to market the farm’s produce. Both girls and boys participate in farming tasks
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but girls more than boys do most of the domestic chores. Both young girls and boys
hawk items like roasted groundnuts and buns to earn extra income for the household.
However, there are gradual changes with regard to division of labour between girls
and boys in the household. During focus group discussions, it was said that these
days boys also do housework.

4.5.4 Social and community life in the village

Households are related to other households through kinship, neighbourhood groups,
gender-based groups, ethnic groups, religious groups, and formal institutions through
an array of rights and responsibilities, claims and obligations. Such relations are
important for household’s livelihood but also as sources of support. The extent to
which individuals and household can rely on these networks depends on circumstance
and has greatly changed due to various reasons. Moral obligations towards kin
are less acknowledged. Most of the exchanges are now mediated by cash. In most
informal and formal groups, money contributions have become important, yet
most members have problems to make these. Labour exchanges have declined.
In the past people used to share labour in activities such as farming, harvesting
and house construction, or made local brew and invited other people to work on
their plots. Nowadays communal exchanges or sharing are regarded as a thing of
the past and out-dated. Local brew or someone’s labour is no longer used to secure
assistance from kin and neighbours in major undertakings such as harvesting and
house construction. A village woman said: ‘Nowadays people love money more than
relatives, if you have no money, then you are nothing’

Kinship has always been related to common residence, but due to socio-economic
change members of kin groups have become mobile and do not always live nearby.
Migration has impacts on the way kinship is organized. It has loosened the links
between relatives. In the study area there are many kinship groups belonging to
various ethnic groups. Though some kin will be found living in the same area,
the kinship support system has been greatly undermined by changing social and
economic conditions and cannot be relied upon to provide support for its members.
Almost all case studies of HIV/AIDS-affected households revealed? that kinship-
based arrangements that used to function as a form of social insurance and protect
vulnerable family members, have changed. Even though the justification for reciprocal
obligations between members of a family is still recognized, implementation is
obstructed by economic hardship and self-interest. In the study area, kinship support
becomes visible during major life-cycle ceremonies, mainly marriages and deaths.
Creighton (1995) noted that there is no life-course rite that brings members of the

3 The cases concerned are: 5.1, 5.2, 5.3, 5.4, 5.5, 6.1 and 6.3.
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kin group together as effectively as funerals. Funerals are also occasions at which
non-kinsmen participate voluntarily, but sometimes people participate for fear of
being excluded or not helped when faced with the same problem. People realize
that deaths in one’s family are inevitable and cannot be dealt with without support.
Funerals remain the common event that draws people together as a community.

Since relatives are less complying with kinship expectations, in case of problems
support can be provided by self-help groups such as ethnic, women and religious
groups formed to address different issues in the area. The groups in the community
provide support and make available certain material and social resources that their
members can access and utilize. In terms of public interest, community members
participate in activities such as school construction and maintenance of roads and
water points. There are village bylaws that guide participation in communal activities.
Those who do not participate without a valid reason are fined. The fines can either
be a contribution in kind (labour) or cash to a particular activity. Contributions
to communal projects are in kind (labour and locally available materials such as
bricks, sand and stones) or in cash. Ten-cell leaders mobilize and coordinate people
in their neighbourhood to implement these activities. People participate voluntarily
in religious or political activities.

Inter-ethnic relations: Utani

Related to ethnic grouping there are ritual inter-ethnic relationships. There is
a special relation among different ethnic groups in Tanzania known as a joking
relationship (utani in Swahili). Joking relations among ethnic groups have a historical
background. Ethnic groups who fought against each other became watani (jokers).
The practice of utani is a unique expression of ancient ethnic rivalries (Booth et
al., 1993). Joking relations were developed to ensure sustainability of the peace
agreement between the conflicting ethnic groups. The joking relationship is a
way to integrate former enemies into one’s social group for support. Many ethnic
groups in Tanzania claim utani relationships to get support in times of funerals or
disaster. These relationships used to be very important, much more than they are
today and were used to helping each other in accomplishing farming tasks or any
other communal activity. Jokers used to be like close relatives, helping in settling
conflicts or removing misunderstandings among people from a particular ethnic
group. They have certain rules to observe, failure of which will make one of them
lose something to his/her mtani (singular of watani). Joking relationships allow
people of different ethnic groups to verbally abuse one another without taking
offence. Joking relationships are for both men and women. A woman can joke with
a man from another ethnic group and vice versa.
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Presently the role of jokers only becomes visible during funerals. The most important
rite they perform is the death ceremony and in many cases they act as a close relative
during bereavement. Apart from offering emotional support, jokers supervise all
burial activities like digging the grave, washing the corpse, bringing in water and
firewood, and cooking for the deceased’s family and other mourners. Jokers play
crucial role in organizing and coordinating funerals, also observing how other
community members participate and reporting this to the bereaved family members
later on. For example, the female joker identifies the women who come with
necessary items required during funerals. Although she may not record their names
on paper, she memorizes their names. After burial, jokers are supposed to stay with
the relatives of the deceased and do most of the household chores such as cooking
and cleaning for the family until the end of mourning period, which used to be forty
days. Nowadays, the mourning period has been reduced to a few days, which are only
observed by close relatives. In informal interviews and group discussions, people
stated that that the joker role is still very important, but also noted that these days
jokers in many cases leave the family after the burial. Due to the increased number
of deaths and life hardships, it is not possible for them to stay longer because they
have to work or attend other funerals.

Witchcraft and cleansing rituals

Witchcraft beliefs and anti-witchcraft initiatives form an important aspect of social
life in the study area. A belief in witchcraft allows people to make sense of the
arbitrary misfortunes that govern their lives and to pin blame for these events on a
particular person rather than on chance (Ashforth, 2001). Witchcraft provides people
with explanations for events and circumstances which they would otherwise not be
able to explain. According to Golooba-Mutebi (2005) anything that brings about stress
and tension among individuals or between groups or even within a community,
may spark off a witchcraft accusation. Sources of tension include competition for
scarce resources, contrasting social outlooks, joblessness, poverty, drought, illness,
and other misfortunes. Mesaki (1994) found that among the Sukuma of Tanzania, a
sickness which fails to responds to normal treatment is associated with enmity, envy
or jealousy of those with whom the victim interacts. The most significant outcome
of the proliferation of witchcraft suspicions and accusations is the negative effect
on the way people relate to each other, and many studies tend to overlook the long-
term social impacts (Golooba-Mutebi, 2003).

In the study area any person may be accused of witchcraft based on suspicion alone
or general dislike and jealousy, anti-social behaviour, dreams, or divination. In such
a situation people may change their behaviour in ways that minimize the chances
of sparking off suspicion, to avoid being accused of witchcraft. For example, people
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may not give food gifts for fear of being accused of bewitching the food. Belief in
witchcraft and its associated dangers have led people to devise ways to deal with it.
A cleansing ritual (known as kunyolewa in Swahili) is one of the ways used to deal
with witchcraft. Drawing on the literature (Green, 1993; 1994) and based on the
information of key informants, who comprised people who participate in cleansing
rituals and one person who worked as an assistant of cleansing specialists, the
following section gives an account of the cleansing process. The cleansing ritual was
once monopolized by the popular Bibi (grandmother) Kalembwani who was believed
to have the power to deflate the influence of witches. It is said she got this power
from her ancestors. She used to perform the cleansing ritual. After her death, her
descendants took over. They have moved from Malinyi area in Ulanga District to
Kiberege, Kilombero district. Many people from other regions in Southern Tanzania
visit Kiberege for cleansing purposes.

People in Kilombero refer to this place as the ‘salon’ because the specialists use a
combination of shaving and special medicines. The practices are supposed to suppress
the powers of the witches and protect possible victims against bewitchment. For the
Pogoro, the dominant ethnic group in Kilombero district, shaving is associated with
cleansing and purification (Green, 1994). Many people in the village acknowledge that
cleansing is done to restore peace and harmony in the community. Once purified,
an individual will be regarded as a good person. Witchcraft accusations are difficult
to prove. Someone can be accused of being a witch when caught red-handed by
those who have special powers to identify witches, when they say ill words against
others or are uncooperative. Accusations can also be due to improved wealth, which
is always assumed to be at the expense of others, when one has a conflict with the
accuser or when someone is always proud and boosting. Alternatively, people with
problems like harvest failure, sickness and deaths may go to a witch doctor to find
out who is causing troubles in their family. From there they get clues of who may
be causing the problems; the witch doctor does not explicitly mention any name
but only offers some hints.

Having identified a witch, the matter will be reported to the hamlet leader (previously
chiefs) who summons the accused. While there, the accuser will touch the head of the
accused with a coin, usually one hundred Tanzanian shillings. This act means that
if the accused does not agree to be taken to the ‘salon’, the coins will be presented
to the shaving specialist. They will work on the coin to make the accused go or
deactivate his/her witchcraft power from a distance. Generally, though not always,
the accuser and accused go together and sometimes the village authority provides
them with someone to escort them, usually the village guard. The accuser has to
pay for all travel expenses to go to the ‘salon’ and other costs involved including
the fare for the guard (if provided). The accuser will have to bring a chicken and
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pay TShs. 2,020* for the cleansing rituals. Of this amount twenty shillings are for
the ancestors (mizimu) and are kept in a special place. Both parties have to pay the
costs of the return journey themselves.

Those who go the ‘salon’ (both accusers and accused) are supposed to spend the
night there. They are not supposed to eat and to bath after midnight prior to the
shaving day. On the shaving day all men and women have to go to the special
shaving place dressed in their own old clothes, which will be discarded after the
ritual. They are then shaved, men and women separately. The shaving is done by
male assistants (ndundame) specialized in this job. The clients have to sit on a special
seat sprinkled with medicine that supposedly causes discomfort to those who really
practice witchcraft. A special instrument is used to shave all body hair, only for eye
brows and armpit hair a razor blade is used. Women are asked to remove the hair
from their private parts themselves. The old clothes worn during shaving have to be
left at the ‘salon’ and those shaved put on new clothes. Specialists also apply special
medicines on their heads, which should not be washed for a day.

After shaving the participants sit together at a specially medicated meal (ugali), which
serves as a test: if there is a real witch among the group that person may not be
able to direct food into her/his mouth but will smear it on her/his face and may do
things which have been forbidden. Eating together is also a sign of a new beginning
and that there is no threat from the accused anymore. It signifies reconciliation.
Those involved are reconciled by shaking hands and warn the accused not to dare
practicing or even to think about witchcraft again. Those who have shaved are given
a certificate to prove to the community that they have been cleansed, implying that
they cannot be accused as witches anymore because they lack the power to practice
witchcraft again. People in the village say the process helps them to live in peace
and solve witchcraft problems calmly, in contrast to what is happening in other parts
of the country where the accused are Kkilled, even if not confirmed to be witches.
‘This is a peaceful way to resolve such problems’, says one man. Villagers believe
that shaving brings ‘social health’. After shaving, witches cannot practice witchcraft
and the possible victims are protected against bewitchment.

Sometimes force is used if the accused does not want to go to the ‘salon’ voluntarily.
After the cleansing ritual it is assumed that the two parties involved will live on
harmoniously, which is not always the case. Some people, especially newcomers
in the area feel humiliated. Therefore, their relationship with the accuser will still
be disturbed, although they keep up appearances. A woman who was once taken
for cleansing said:

4 One Euro was equivalent to an average of Tshs. 1,300 at the time of the study.
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‘Do you think I will relate well with such kind of person? We agree to go for
shaving because people in this area regard it to be a way for reconciliation,
so even we newcomers have to live like the natives otherwise you will not
live peacefully. It is better to go to prove your innocence.

People I spoke to claimed to have been wrongly accused, but that they had to go
to prove to the community that they are not witches because resistance may be
interpreted as practicing witchcraft. Green (1994) found that in parts of Ulanga
District, which shares more or less similar cultures with Kilombero district, some
people choose to go for shaving on their own initiatives as a precaution against
future witchcraft accusations. According to Green (2005) practices against witches
contribute to the institutionalization of witchcraft in the area. Cleansing rituals are
very common in the area; I came across many individuals who got involved in them.
An individual may take two to three people for cleansing purposes. This has a very
significant effect on household resources, which could have been used otherwise.
Accusations of witchcraft are associated with decline in material and social well-
being. Witchcraft cleansing causes significant losses in terms of time, money and
other resources for households. Some people interviewed feel that cleansing rituals
are an easy way of getting people’s money, also because those who are conducting
the rituals now are believed not to have the same powers as those in the past. Some
people think that the practice results in hate instead of contributing to peace. In
Mkamba witchcraft accusations seems to damage intra-community relations by
eroding trust, which is the glue that holds communities together.

4.5.5 A livelihood profile

Farming employs a large percentage of village inhabitants. On average the size of
the land owned between two to five acres. Some farmers have larger holdings and
rent out to others. Access to land is very important for farming households. While
by law women have the right to own land, in practice their ownership and control
of land is not common (because of patrilineal inheritance). Where the household
has land, it is usually owned and controlled by men and women have user rights
only. Some women have land in their own right. They are mostly single, separated
or divorced and have acquired the land by purchasing or have been given it by
their family. When a man dies, the land is traditionally taken by his relatives and
distributed among adult male children. Wives of the deceased are not entitled to
land ownership under customary law. Cultural patterns of ownership, power and
privilege limit the options available to some people while expanding those to others.
Such norms are widespread in Tanzania and Mkamba village is not an exception.
Many norms privilege men over women and adults over children. Currently some
families resolve or mediate such issues in local courts where every immediate
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member of the family, including the wife, has an equal chance to inherit land and

other properties.

Most of the Mkamba people do not have farming plots near the village; they farm
in distant farms plots. Since most households farm away from the village, they are
forced to stay on the farms during the farming season, usually from December to
August (Figure 4.2). It is not possible to commute because of the long distances and
lack of income for daily fares. In case of a short distance, bicycles are used to go
to the fields and for transport of farm harvests. The traditional crops produced in
distant farms are rice and maize, mostly mono-cropped. These crops are rain-fed,

Rainfall availability
High
Low

Food availability
High
Low

Income availability
High
Low

HH expenditures
High
Low

Farming (rice)
Ploughing
Planting
Weeding
Bird scaring
Harvesting

Sugarcane farming

Movement to distant farms
Intensive labour requirement
Involvement in other IGA
Social events and gathering

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Source: Focus Group Discussion no 5 (See Table 3.2).

Figure 4.2. Seasonal calendar of Mkamba village.
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no irrigation is practiced. Most cultivation is done manually by hand hoe, using
one's own family labour. Some households hire tractors for ploughing, the other
operations being done by members of the household unless they can afford to hire
people. Hiring extra labour is often difficult because of cash shortages during crucial
farming periods, and because labour may be in short supply when people are busy
on their own farms. In distant farms some poor farmers sell their labour to get cash
to invest in their own farms, which reduces the time for working on their own plots.
Although for many farmers in the area food self-sufficiency seems to be a priority,
nearly all of them are involved in marketing. They either sell or buy cash crops
(mainly rice and maize) locally or to/from outside the village. However, returns
from agriculture are low. Structural adjustment policies have also contributed to
the failure of smallholder farmers to sustain farm production and provide for their
families (Kashuliza & Mbiha, 1995).

People spend more time on farming than on other income-generating activities.
There are numerous expenditures after harvest. Money or food is needed for different
purposes such as group contributions, ceremonies, and village contributions for
school and hospital construction and other public facilities. It is apparent that most
of the household’s cash or food supplies are exhausted before the next farming
season, forcing many to seek loans to invest in farming. Usually people get loans
from moneylenders in the village, which are repaid in kind after harvest. According
to the Village Report (2003) only 65 percent of the population has sufficient food
throughout the year or has a seasonal shortage, 35 percent is chronically food
insecure. Many times, poor farmers are so short of money that they are forced to
sell a substantial proportion of crops soon after harvest, when prices are often low.
They then have to buy food or seed at much higher prices later in the season, which
paves the way for a vicious cycle of food insecurity.

Though farming employs the majority of the village population, because of its
precarious nature, many people have diversified their livelihood portfolios. Farming
no longer enjoys the monopoly it once had. In the study area declining farm incomes,
increased pressure on land, and opportunities created by economic liberalization
have given rise to a dynamic rural informal sector. Mkamba villagers have diversified
their livelihood portfolios to include off-farm and non-farm activities. Trading and
services provision have become prominent activities in the village. They include
food vending, local brewing, operating market stalls and kiosks, livestock keeping,
running milling machines, renting houses, gardening, crop marketing and providing
services such as tailoring, hair dressing, masonry, carpentry and traditional treatment.
It helps that Mkamba is easy accessible, which facilitates transportation of goods
to and from the area. A wide range of natural resources are also tapped. However,
because there is a very strict control on the use of forest resources by the Udzungwa

108 When AIDS meets poverty



Study area and context

Mountains National Park, villagers who used to collect firewood from the forest are
only allowed to do this for two days a week (Fridays and Sundays). Because of this,
most of them are obliged to use charcoal. Hence, charcoal-selling has become an
important source of income for some households, as is brick-production. Some of
the villagers are employed in the sugar factory, the hydro-electric power station
and other institutions in the village such as banks, schools, the dispensary, and
village/ward offices. Though employed, they still do farming.

Some people in the study area sell their labour as a livelihood strategy and as a way
of coping with problems. Most of them are hired to work on paddy and sugar plots.
They are enumerated according to the mraba system, in which a paddy plot sized
10 x 10 steps yields wages of TShs. 2,000. The daily wages for working on sugar
cane plots depend on the agreement with the plot owner. If one is hired to work on
the Company’s plantations, the daily wages are TShs. 1,800. Gender differentiation
is visible in the type of informal sector employment, with women more involved
in typical female activities, such as beer brewing, food preparation and sale, and
sewing.

Migration of people to Mkamba village because of the employment opportunities
offered by the sugar cane estates and the growing cash economy and trade opportunities
resulted in increased population pressure on the land. Not only does migration cause
land shortage, but it also increases cultural diversity, which may affect the social
cohesion in the community. In the case of communities living in the eastern part
of the Udzungwa Mountains National Park cultural diversity has influenced the
implementation of environmental conservation and other development programs
(Kikula et al., 2003). At the same time, many of the migrants who decided to settle
in the village ended up losing their links with their place of origin. They can neither
rely on their kin anymore for assistance when needed nor be relied upon to give
assistance to their relatives in their area of origin.

4.5.6 History and significance of the sugar plantation in the area

The Kilombero sugar cane estate occupies 8,000 hectares of land. The survey and
initial soil tests were done in 1957 by experts from the Netherlands. The factory was
constructed and started operating in 1960 as a parastatal company under the Sugar
Development Corporation (SUDECO). Sugar production showed declining trends
in the mid-1980’s due to climatic and socio-economic problems. When the sugar
estate was established, the government sought to increase out-growers’' production
to offer rural self-employment to the people surrounding the estate. Theoretically,
the estate was to provide support to out-growers such as credits, machinery for land
preparation, and assistance with harvesting and transporting cane. However, the state
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management experienced high costs, hence scaled down its support to out-growers.
There was a decline in managerial efficiency, profitability and investment levels. As a
result, the annual production declined and the sugarcane factory was under-utilized.
During the mid-1990s annual production started to increase, mainly in response
to favourable economic situation in the country following trade liberalization. The
public sugar company was sold under the on-going privatization schemes in Tanzania
and since 1997 is owned by ILLOVO Sugar Company of Natal, South Africa. The
company owns the land through a 99-years lease. It owns two large scale plantations,
Kilombero One (K1) and Kilombero Two (K2), which are the major sources of raw
materials for its factory.

Before the privatization of the sugar company in 1998, many Kilombero sugar cane
out-growers lacked the necessary capital, technology, and training to take advantage
of the improving market. Low capitalization hindered rehabilitation of older farms
and the purchase of tools, fertilizers, and high-quality cane seed. Inadequate loading
services prevented farmers from harvesting and delivering their cane when sugar
content peaks. Poor cane-husbandry methods significantly reduced average yields
per hectare. These problems have been largely solved since the Kilombero Sugar
Company purchased the state-owned sugar processing plant and made considerable
investments in its rehabilitation. The company’s rapid expansion has boosted local
demand for raw sugar cane and provided thousands of independent cane growers
with new opportunities to expand their production, sales and personal incomes. Sugar
cane production by out-growers has increased significantly from 68,000 tons in 2001
to 240,000 tons in 2004. The company strengthened the out-growers cane association
(KCGA) that is responsible for coordinating all the activities pertaining to sugar cane
production and sales as well as defending farmers’ interests. The association was
established in 1991 with 350 members and now counts about 2,500 members from
various villages in Kilombero district. The company offers extension services and
other services such as cane cutting, loading and transport of cane from the field to
the factory. The costs related to these services are later deducted from the payments
to the farmers. The company has also created and contracted sustainable businesses
to other stakeholders. These include loading and hauling activities, input supplies
and technical support and services. The existence of the company in the area has
stimulated the economy of the area by creating a ready market for food crops and
other items from the adjacent small-scale producers. The company provides basic
social services to the community surrounding it. It has the hospital, primary and
secondary schools offering services also to other members of the community. On the
whole the existence of the company in the area has increased the choices available
to the population of Mkamba. However, privatization has not been without costs to
the Mkamba community.
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Effects of privatization

As was reported in the Focus Groups 1 and 2 (see Table 3.2) the privatization of the
sugarcane estate has entailed the following negative consequences for the Mkamba
people:

e Split households and double homesteads: Those who used to farm nearby the
village were compelled to move and work in distant farms for longer periods.
During the farming period parents and other adults in households move to the
farms, leaving behind school-age children and young ones. Consequently those
left behind get no proper care. They are left with very few resources to live on,
leading some of them to seeking alternative ways of survival such as engaging
in transactional sex (by girls) and theft (by boys). Such strategies expose girls to
the risks of pregnancy and HIV infection. School absenteeism is also high during
this period. Generally, conditions in the distant farms are very poor, there is
no clean water and there are plenty of mosquitoes, increasing the likelihood of
contracting waterborne diseases and malaria. In some places there are no roads
and if there are they become impassable during the rainy season, which makes
transport of inputs difficult. The company draws labour from other regions in
the country, mostly Mbeya and Iringa during the peak season (June- December.
As men migrate to work in the sugarcane plantations women are left behind to
care for the household. Some of the labourers eventually decide to settle in the
village at the end of their seasonal contracts.

e Disruption of small-scale farming: Before the privatization of the sugar company,
many Mkamba households were producing food crops on unused company
plots. Though legally the land belonged to the sugar company, the law was not
enforced and the local people could use the land. After privatization, all plots
were reclaimed and villagers were barred from these plots. Those who legally
owned plots near the sugarcane plantation could no longer produce other crops
than sugarcane because they would not flourish near sugarcane and because
of crop predators such as monkeys and vermin hiding in the sugarcane farms
around. So, production of other crops like rice, maize and vegetables became
difficult; forcing people to produce food on distant farms. All this had a big
impact on household food security in the area. Many people were forced to
look for new land in other villages. Some cleared bushes and forests in distant
villages to get arable land. Those who were not able to get virgin land, hired
land on a short-term basis at prices between TShs. 15,000 and to 25,000 per acre
per farming season.

e Market monopoly: Despite the fact that the Company offers a reliable market, it
does not buy more sugarcane from out-growers once it has reached its production
targets. Farmers whose sugarcane is not purchased suffer significant loss.
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Furthermore, the retrenchment policy of the company caused many people to
become unemployed and face difficulties in re-establishing their livelihoods. Some
of them are desperate and live in destitute conditions. Additionally, the company
is criticized for the low wages it pays to its employees.

Sugarcane out-growers scheme

Sugarcane out-growers supply the bulk of the cane for the factory. Most out-growers
grow the cane in small farms with sizes ranging from 1 to 5 acres, and only a small
number of farmers have plots more than ten acres. Out-growers sugarcane is grown
as a dry-land crop and is rain-fed. Most people produce cane on their own plots,
others farm on hired plots. Villagers who have plots near the village and cannot
invest in sugarcane farming, sell or hire-out their plots to those who are able to
grow sugarcane. Renting-out one acre costs TShs. 100,000 to 150,000 per year. It is
usually done for a minimum of five years. Sugarcane out-growers from 32 groups in
Kilombero district produce cane from about 5,203 ha (equivalent to 13,007 acres).
The figures in Table 4.3 indicate the increased area cultivated by out-growers, their
share increasing from 35 percent in 1997/98 to 57 percent in 2003/04.

Any villager can become a sugarcane out-grower provided s/he has resources

to invest in cane farming. Still each out-grower must be a member of a village
producer group to be able to benefit from and get access the services offered by

Table 4.3. Sugar production 1997/98 to 2003/04 of Kilombero Sugar Company.

Year Area covered Sugar cane  Sugar Sugar cane area coverage in
harvested produced hactares (%)
(tons) (tons)
Sugar plantation Out growers
plots plots
1997/98 7917.5 387,820.5 29,5170 43.2 35.0
1998/99 88864 454,787.3 42,062.0 429 350
1999/00  9,262.8 533,492.3 50,159.0 64.0 43.0
2000/01  9,347.7 544,792.0 61,890.0 73.2 370
2001/02  10,079.2 641,679.0 72,498.7 75.1 454
2002/03  12,539.8 849,350.0 98,412.6 77.8 48.7
2003/04  13,784.0 1,095,126.0 126,743.0 86.1 570

Source: Kilombero District Report, 2004.
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the out-grower cane association (KCGA) and the Sugar Company. The members
have to pay an entrance fee (of about TShs. 3,000) and make annual contributions.
Upon registration members are given an identification number that is used in all
transactions with the company. All village producer groups are represented in the
KCGA. The organizational structure of KCGA is shown in Figure 4.3.

Leaders of village out-growers groups represent their members to the KCGA. This
is the body responsible for linking sugar cane out-growers with the company. The
KCGA is responsible for defending farmers’ interests by negotiating with the company
management on issues related to pricing, cane supply to the factory and availability
of farm implements. The KCGA also offers training to its members on proper sugar
cane husbandry. The company has facilitated and strengthened the association by
offering technical back-up and linking it with various financial institutions.

Since sugarcane production requires heavy investment in terms of inputs, most
growers get loans to invest in their plots. It is only through the sugarcane out-growers
village groups and the KCGA, that an individual loan application to the local Saving-
and-Credit Cooperatives (SACCOs) can be processed. Groups present the total loan
request of their members to the KCGA which then submits it to the SACCOS. The
village group acts as a guarantor for its members requesting loans. To be eligible
for a loan one has to be a member of the saving-and-credit association. To become
a member one has to pay an entry fee of TShs. 5,000 and have a minimum of ten
shares worth TShs. 10,000 each.

Sugar Board of Tanzania |

t CRDB

Tanzania Sugar Cane 7y
Growers Association
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Kilombero cane
growers SACCOS
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group group group group

A A

(] @ 00 09 [0 (8] 9] [+ [

Figure 4.3. Organizational structure of sugar cane out-growers in Kilombero.

When AIDS meets poverty 113



Chapter 4

A loan applicant has to attach payment slips from the Sugar Company showing the
total income from his/her previous sales to the factory. This condition is difficult to
meet for people who have never previously engaged in sugarcane farming. Basically
sugarcane production is only possible for well-to-do farmers who can get the initial
capital to invest in sugarcane farming and can afford the payments. Even though
sugarcane out-growers are encouraged to take loans from the local saving-and credit
association, some get loans from other sources like the National Microfinance Bank
(NMB) and from moneylenders in the village.

4.5.7 Wealth profile of households in the village

To capture the qualitative aspects of socio-economic well-being, the villagers’ own
perceptions of poverty and wealthy were explored as well. During the discussion in
Focus Group 5 it was found that poverty is thought to be the result of many, often
mutually reinforcing, factors, including lack of productive resources to generate
material wealth as well as non-material well-being such as education and good
health. During the focus group discussion it appeared that for the participants
household wealth is not only associated with material well-being only but also
intangible aspects. They emphasized that household wealth has to do with the ability
to provide for its members and pay for school fees and medical expenses. Table 4.4
outlines the criteria and attributes which Mkamba villagers use to determine the
wealth of households.

4.6 Concluding notes

This chapter has given a descriptive account of the changing economic and social
environment in which the Mkamba people are living. Many households in the study
area are vulnerable and insecure, due to lack of land and other resources, chronic
and prolonged illness, witchcraft accusations, and low incomes because of distant
farming and falling agricultural productivity. Though offering new opportunities,
privatization has also contributed to impoverishing the community. The village is
affected by overlapping and interacting vulnerabilities, including the HIV/AIDS
pandemic, which threatens the entire community. Against this background, important
questions emerge. These pertain to how mutual sharing and support has been affected
by HIV/AIDS and how poor and vulnerable households cope in the changing context.
These questions will be dealt with in following chapters of this thesis.
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Table 4.4. Profile of households in Mkamba village according to wealth.

Criteria Rich household Moderately poor Poor household
household

Housing Owns huge Owns a good house  Either owns mud bricks
permanent houses made of bricks and  and grass-roofed house
with iron roof, iron roofing with or relies on renting
electricity and water.  water, electricity and poor quality rooms, and
Owns houses for rent other facilities. sometimes unable to
and wholesale shop. pay rent.

Land Owns large plots of ~ Owns farms plots Small plots below 5

land; uses tractors
and hires people to
work on the farm.

from 5 acres and
above, use tractors
and can hire extra
labour.

acres. Hires farming
plots after selling their
own plots and uses
hand hoe.

Selling labour

Does not sell labour.

Does not sell labour.

Sells labour for more
than three months.

Assets

Owns cars, tractors
milling machines,
mobile phone and
wholesale shops.

Owns motorcycle/
bicycles, mobile
phone and a medium
retail shop.

Few household assets
and furniture.

Loans availability

Get loans easily
because having

Gets loans easier
from institutions

Dependent on
moneylenders for loans

collateral. because having assets at high interest rates.
as collateral.
Food security status Has no food Has seasonal food Chronic food shortages

shortages and has
enough or more food
reserve for the whole
year.

shortages but can
cope, food stocks last
for about 3-6 months.

with food stocks lasting
for less than 3 months,
adopting dangerous
coping responses like
selling sex and, stealing

Number of children

Small number of
children.

Average number of
children.

Large family with many
dependants.

Number of friends

Many friends.

Good number of
friends.

Few friends.

Membership in
groups

Member of groups.

Member of groups.

Not member of groups.

Participation in
communal work

Gives money instead
of participating in
communal activities.

Participates or give
money.

Usually participates in
communal activities
with own-labour.
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Table 4.4. Continued.

Criteria Rich household Moderately poor Poor household
household
Education Can educate all their Possibility of Children are not
children. educating lor 2 educated, do casual
children. labour like brick-making,

paddy-drying, and
domestic work.

Children’s condition Children are cheerful Children are cheerful Children are poorly

and well dressed. and well dressed. dressed and timid. Girls

get pregnant; many
boys are thieves and
pickpockets. Problems
of drug addiction.

Mobility Very mobile. Mobile. Mobility is restricted.
Meeting household Are able to meet Are able to meet Unable to meet
needs household needs household needs. family basic needs
— food, clothes, health,
education
Medical care Gets treatment from Gets treatment from Goes to traditional

traditional healers for traditional healers for healers for treatment

other reasons but not other reasons but not because cannot afford

lack of money. lack of money. the expenses of public
or private hospitals/
clinics.

Source: Focus Group 5 (see Table 3.2).

116 When AIDS meets poverty



Chapter 5
Economic and social impacts of HIV/AIDS at
the household level

As discussed in Chapter 2, it is important to study HIV/AIDS impacts on social capital
in relation to other resources. This chapter aims at providing an understanding
of the impacts of HIV/AIDS on the different sets of assets that are essential to
households’ livelihoods. The chapter shows that for many households the burden
of ill-health, caring for the chronically ill, premature death and caring for ATDS
orphans is manifested through the depletion of human, financial and physical assets,
and the disruption of social support mechanisms. HIV/AIDS exacerbates existing
rural problems such as food insecurity and poverty. It has a greater impact on poor
than better-off households as it forces the former to draw on their already limited
resources in order to cushion the shock. This threatens their ability to respond to
future insecurity. Gender and age are important attributes that determine HIV/AIDS
impacts. Although HIV/AIDS impacts resemble other shocks, they differ in the way
they affect the labour potential of adults in their prime years and in the way in which
the impacts are gendered. The results presented in this chapter are generated from
case studies, focused group discussions and the household survey.

5.1 Characteristics of the respondents

It is important to describe the characteristic of the respondents because they have
a bearing on other issues investigated in the study. A total of 180 respondents were
interviewed in the survey of which 55 percent were men and 45 percent were
women.

Most of respondents (77%) were 15 to 59 years old, 23 percent were aged above
59. A high percentage of respondents were in their productive and reproductive
prime age. Most of the respondents were married, as shown in Table 5.1. However,
more than half of the female respondents were not currently married at the time
of survey, while most of male respondents were. This can be explained by the fact
that men who are divorced or widowed can easily remarry. Male-headed household
accounted for 79 percent of the households and 19.5 (n=35) percent were female-
headed households and 1.5 (n=2) percent were child-headed households.

The average household size in the sample is 5.1, which is slightly higher than
the national average of 4.9 (URT, 2003a). Household headship is associated with
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Table 5.1. Marital status by sex of the respondents (N=180).

Sex of respondent

Women Men

Frequency Percent Frequency Percent
Married 37 45.7 86 86.9
Single 16 19.7 2 2.0
Widowed l 13.6 3 30
Divorced/separated 17 21.0 8 8.1
Total 8l 100 99 100

Source: Household survey, 2005.

household size (x? =10.221, p=0.017). Female-headed households are smaller than
male-headed ones.

Of the household members in the sample 426 (47.2%) were men, while 477 (52.7%)
were women. The sex-age structure of household membership is shown in Figure 5.1.
The narrowing base in the age-groups of 0-4 and 5-9 suggests a decline in fertility or
an increase in child mortality. The few men and women in the 40-59 age-brackets
may indicate young adult mortality, probably due to AIDS. Additionally, there are
always sex-ratio imbalances in an area with a lot of migration.

Table 5.2. Household size (N=180).

Number of household members Frequency Percent
I 10 5.6
2-4 69 38.3
5-8 87 48.3

9 and above 14 7.8
Total 180 100

Source: Household survey, 2005.
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Figure 5.1. Respondent’s age-sex structure (N=903).

Most of the respondents (81%) have attained primary education. These high
percentages are the result of universal and compulsory primary education in Tanzania
and adult education campaigns in the country. Of the respondents six percent have
secondary and college education and 13 percent had no formal education.

Table 5.3 presents the distribution of household types. It shows that 46.7 percent
of the households interviewed are extended-family based and 45.5 percent consists
of nuclear-family based households. The relatively high percentage of the latter
type may be related to in-migration (see also Tables 5.4 and 5.5). Some of the

Table 5.3. Type of household (N=180).

Type of household Frequency Percent
Extended family household 83 46.2
Nuclear family household 82 45.5
Household with non-family members 5 2.7
One person household 10 56
Total 180 100.0

Source: Household survey, 2005.
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migrant households have lost all contact with relatives in their place of origin.
Though household membership is primarily based on marital and kinship ties,
some households have members who are not biologically related. Households with
non-family members (2.8%) are those that employ people to help in household and
farming activities. Only a small proportion of the respondents are in polygamous
marriages, which is due to the fact that most of respondents are Christians (45.6%
and 17.7% Roman Catholic and Protestant respectively) who are not allowed to have
more than one partner. About 36 percent of the respondents are Muslims.

The majority of the respondents have lived in the village for more than ten years
(Table 5.4), but only ten percent of the respondents were born there. This suggests
that most of them moved in from different parts of the country for employment
and business purposes.

Place of origin of the respondents is shown in Table 5.5. More than half of those
interviewed came from within Morogoro Region (51 %). The second region of origin
is Mbeya, followed by Iringa. People from Mbeya and Iringa are mostly found in
the area during the sugar-cane harvesting period when seasonal labour is recruited
from these regions, and some of them decided to settle in the village. There are also
people from other regions who are working or have previously worked with the Sugar
Company and who have decided to settle in the village after retrenchment.

Rural households in Tanzania have many and varied sources of income as compared
to households in urban areas (URT, 2002). Farming was reported to be the main
livelihood activity by 80.6 percent of the respondents. About 16 percent are involved
in non-farm activities such as livestock-keeping, trade and artisan work as major
livelihood activities and only 3.3 percent are employed. Although farming is still a
major occupation, there are no households that can live from farming only. People
engage in non-farm activities to supplement their income. Remittances have been

Table 5.4. Duration of stay in the village (N=180).

Duration (years) Frequency Percent
Since birth 18 10.0
Below 10 years 27 150
More than 10 years 135 75.0
Total 180 100.0

Source: Household survey, 2005.
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Table 5.5. Region of origin of household head.

Region Frequency Percent
Morogoro 92 511
Iringa |7 9.5
Ruvuma 15 8.3
Mbeya 24 13.3
Kilimanjaro 4 2.2
Coastal region 4 2.2
Mwanza/Shinyanga 7 39
Dodoma 7 39
Others! 10 5.6
Total 180 100

I Respondents from Tanga (2), Mara (2), Bukoba (2), Lindi (2), Kigoma (3) and Kenya (1).
Source: Household survey, 2005.

appreciated as another source of income. About 43 percent of respondents admitted
to having been sent cash, food, clothes or other items by household members residing
elsewhere, but did not specify how often. By diversifying income sources households
may reduce risks and increase livelihood security.

5.2 The impact of HIV/AIDS on household assets and
livelihood activities

HIV/AIDS impacts have brought about a wide range of changes in people’s livelihood
assets and activities. As we will see in the following sections, HIV/AIDS strips
individuals and households assets and resources that are important for their
livelihood.

5.2.1 Effects on human capital

The most direct impact of HIV/AIDS on households relates to the loss of human
capital that enables people to work and use their skills and knowledge, which is
crucial in pursuing livelihood activities. HIV/AIDS impacts on human capital are
caused by morbidity and mortality of household members. About 29 percent (n=53)
of the households interviewed had experienced deaths of one or more household
members. Causes of the death are shown in Table 5.6.
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Table 5.6. Self-reported cause of death of household members (N=53).

Cause of death Frequency Percent
Respiratory problems! 14 21.2
Cardiovascular problems? 10) 15.2
Stomach pains 9 13.6
AIDS 6 9.1
Malaria 18 27.3
Others? 9 13.6
Total 66 100

! Pheumonia, TB, and other respiratory problems.

2 Heart and blood pressure related problems.

3 Appendix, liver, kidneys, mental problems, accidents and old age.
Source: Household survey, 2005.

Though only 9.1 percent deaths were said to be caused by AIDS, one may suspect
that many deaths are caused by AIDS-related infections, such as pneumonia and TB.
It has to be noted that the true burden of AIDS mortality might be hidden in reported
causes of death. Respondents were more open about someone in the household
having died of AIDS than about someone being sick, for fear of stigmatization or
rejection.

Table 5.7 shows that about 65 percent of all deaths were of individuals at prime
productive age, namely between the ages of 15 and 64. Most of those died were adult
sons or daughters of the household head. Women accounted for a slightly higher
percentage of the deaths that occurred during ten years prior to the survey than
men. These results highlight the effect of the epidemic on the current and future
supply of labour and the likely implications for household earning capacities. Both
domestic labour and productive activities are at stake when women die. Although
in many instances medical evidence on the cause of death of individuals was not
available and most of the respondents were not open about the cause of death of
deceased household members, from the age distribution it seems reasonable to infer
that AIDS accounts for a large proportion of deaths.

Changes in household composition as a result of household members moving in and
out are another notable effect brought about by HIV/AIDS. Affected households may
react to HIV/AIDS impacts by either bringing in new people or sending away others.
In this study, changes in household composition were elicited by questioning the
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Table 5.7. Reported deaths in the sample households by age and sex of the deceased during ten
years prior to the survey (N=66).

Age group of the Women Men Total
deceased — —

(N) Percent (N) Percent (N) Percent
<15 7 23.3 3 8.3 10 [5.1
15-64 21 70.0 22 61.1 43 65.2
> 64 2 6.7 l 306 13 19.7
Total 30 100 36 100 66 100

Source: Household survey, 2005.

respondents about the number of individuals who moved into or out of the household
during the past ten years. Forty-one households (22.8 %) received people who were
previously not members of the household. In two cases the persons who moved
in previously had their own household which had ceased to exist. Dissolution of
households is a much observed phenomenon in high-prevalence areas (Rugalema,
1999; Barnett & Whiteside, 2002). Seven out of forty-one households received
more than one person during the recall period. Table 5.8 shows that a considerable
proportion (44.3%) were dependants (elderly and young). The reasons for moving
in varied. Children moved in to get help in providing for their basic needs including
education, adults moved in for reasons of care, work or marriage. Out of 30 HIV/
AIDS-affected households identified in the study five households received young
adults who were ill who moved in for care.

Table 5.8. Persons moving in during the ten years prior to the survey by age and sex (N=41).

Age group of the  Women Men Total
person I —

(N) Percent (N) Percent (N) Percent
<15 12 37.5 9 45.0 21 404
15-64 18 56.3 i 55.0 29 55.7
265 2 6.2 0 0.0 2 39
Total 32 100 20 100 52 100

Source: Household survey 2005.
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Household member out-migration is another effect of the AIDS pandemic. When
parents die, children go to live with other relatives or care for themselves. In the
sample there were only two HIV/AIDS-affected households that sent away children to
another household. However, because many households do not have strong ties with
the members of their kinship network, sending the children or other dependants to
relatives is often not an option. I came across dependants such as elderly, children
and physically unfit people who could not get family support and were destitute
and living in misery. As for children who are orphans, they are too young to leave
the village, so they remain in the village and live on charity, which is not easily
available, or work as casual labourers or domestic helpers.

The impact of HIV/AIDS on household labour availability is not only direct but also
indirect, because productive time is diverted to taking care of the sick. HIV/AIDS-
affected individuals incur productivity losses as a result of their illness. Illness
of household members decreases the number of household members who are
able to participate full-time in domestic and productive activities. In Mkamba,
households that take care of people suffering from with AIDS or other chronic
diseases, whether or not AIDS-related, face severe labour constraints. In total, 45
households had 53 ill young adults who were unable to work. Out of 30 HIV/AIDS-
affected households identified, 15 households had people who had been sick for
more than six months. Depending on their composition such households are likely
to have a high ‘effective dependency ratio’. De Waal & Whiteside (2003) defined the
term effective dependency ratio to include normal demographic dependants as well
as adults aged between 18 and 59 who are unable to work. Dependants who are
coming back home because they are terminally ill and need care and orphans who
join the household result in an increasing dependency ratio (Table 5.9), although

Table 5.9. Effective dependency ratio for HIV/IAIDS-affected and unaffected households in
percentages (N=180).

Household HIV/ Effective dependency ratio Total
AIDS status

Low (0.0-0.33)  Medium (0.34-0.66) High (> 0.66)

Affected 16.7 43.3 40.0 6.7
Non-affected 34.0 34.0 32.0 83.3
Total 311 35.6 33.3 100

x2= 3.50, p=0.173.
Source: Household survey, 2005.
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it is not statistically significant. This causes the effective dependency ratio in
HIV/AIDS-affected households to be slightly higher than that in non-affected
households, implying that the former have a smaller supply of labour than the
latter.

Table 5.10 shows no significant association between household headship and
dependency ratio, even though female-headed households have higher effective
dependency ratios than their male counterparts. The smaller household size (see
above) and higher dependency ratio (though not significant) of female-headed
households mean that they are likely to experience more labour shortages than
male-headed households.

Table 5.10. Effective dependency ratio by household headship in percentages (N=180).

Household headship ~ Effective dependency ratio Total

Low (0.0-0.33)  Medium (0.34-0.66) High (>0.66)

Male 34.3 35.0 30.7 794
Female 18.9 37.8 43.2 20.6
Total 311 35.6 333 100

2= 3.66, p=0.160.
Source: Household survey, 2005.

Effects on children

The HIV/AIDS pandemic has resulted in an increase of orphans and in problems
in meeting the necessary needs of orphaned children. Children are living with and
caring for sick and dying parents, or living in a household that has taken in orphans.
Cases 5.1 and 5.2 illustrate how orphans cope with the impact of their parents’ illness
and death and how they are adjusting to the new reality.

The two cases depict that in the absence of other healthy persons to look after the
sick, children are responsible for the care and support of their sick parents. At times
such children cannot get food, they wander in the community hoping for someone
to sympathize with their situation and give them food. They are forced to work to
boost household earnings in order to buy food. In addition, their education suffers
because of missed school days or drop out because school fees and other necessary

When AIDS meets poverty 125



Chapter 5

Case 5.1. Naomi: double orphan, loss of skills, change in livelihood activities.

Naomi s |6 years old and has completed primary school in 2003. Her parents, who were
farmers, have died. The father (38) died in 1995 and the mother (35) in 2005. After her
father's death, Naomi's mother moved to her par-ents’ house with the children. Naomi's
mother was not recognized as a legal wife by her husband's relatives because of religious
differences. Since Naomi's mother was a Roman Catholic and the man was a Muslim,
they did not have their marriage registered. While in her parents' home, Naomi's mother
worked in the dried fish business, travelling between Ifakara and Mkamba. She had another
baby from another man but the baby died at the age of two. After her child's death, she
started experiencing recurrent illnesses until she died in 2005. She sold a radio to meet
her medical ex-penses. Naomi said her mother was diagnosed with typhoid.

Naomi and her two brothers stayed with their sick mother at her grandparents’ house
but life was very difficult, since the elderly couple could not properly look after them.
Naomi got pregnant and had a baby who was ten months old at the time of this interview.
After her mother’s burial, Naomi was taken to her in-laws’ house although Naomi's
partner was not living there. He went to Dar es Salaam after Naomi got pregnant
but came back with mental problems for which he was treated by a traditional healer:
The couple shares meals with Naomi's in-laws and have been given one room in the
compound. She has to go to the field with her in-laws, work that she finds difficult.
She had never done farming work when her parents were alive. She says that farming
is very hard but that she has no other options. She has to do the work with the baby
on her back and, when she returns home has to make food for the family. She can-not
earn money, for example by making rice buns, because she lacks capital and skills. She
has no one to turn to for assistance. She knows how to make bread, since she used to
see her mother doing it. She liked to learn tailoring but her mum who would have paid
for her fees fell sick and later died.

Her mother left few assets like furniture and kitchen items, which will be distributed
to children and relatives on the day marking the end of the mourning period. The
ceremony for the end of the mourning period should have been held long ago, but
Naomi's grandparents and other relatives have no money to organize it. Since her
mother had one acre of rice land, she expects that the harvest from it will be used to
perform this ceremony.

contributions cannot be paid. As with Naomi (Case 5.1), girls are forced to get married
at early age to cope with the absence of their parents. Due to the economic pressure
experienced by Naomi’s grandparents, they could not to abide by any marriage
norms; the girl was just handed over to the in-laws. This indicates that HIV/AIDS
impacts also changes the norms which people used to observe.
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Case 5.2. Castor: paternal orphan, children-headed household.

Castoris || years old and is in class four in one of the village schools. He is living with
his brother, who is 4. Two of his sisters got married, one in the village and the other
in another village. Their mother divorced and re-married another man in the village.
After their mother's divorce in 2002, their father became sick and died in 2005 after a
prolonged illness. Castor and his brother were the ones who looked after him. They
had to cook, wash clothes and get some medi-cation for him. Sometimes their mother
would visit them and help them with domestic chores. When his father was hospitalized
Castor's sister used to make food and visit him in the hospital.

Castor and his brother manage their own household. The brother works to get money
and cooks while Castor washes the dishes and cleans the house. They get some money
from the big cooking pan they rented to the pork butchery, where it is used for making
soup. They are paid TShs. 300 everyday and they use the money to buy half a kilogram
of rice and beans for a day. In most cases, they don't eat during the day time but only
at night. When they don't have food, Castor sometimes goes to his mother for food or
money. There are times she has nothing to give, so he goes to school without eating
or does not go at all. His brother does not like going to their mother's new family.
Occasionally their sister, who married in the village, gives them some cash, but this is
never enough. His brother looks for casual jobs to get money for food. Castor said that
when their father was well they had three meals a day, but now they usually only have
one meal. When their father died he left them with a four-room house, furniture and
kitchen items. They also have a farm which is rented. The money was taken by their
cousin, who was supposed to give them money for daily expenses but is not doing so.

To cope with their parents’ deaths, as it is with Naomi (Case 5.1) girls may seek adult
protection by getting married early to seek economic security. Removal of children
from school due to lack of income has a long-term effect on human capital. Girls are
particularly disadvantaged because for them education is a tool of empowerment,
important for changing women’s subordinate status in society. Educated girls and
women can venture into businesses to earn an income for themselves and their
families, which would make them less vulnerable to HIV-infection. Since most of
the HIV/AIDS-affected households in the area are poor with very few options left to
mitigate AIDS-impacts, they may respond in ways that expose them to irreversible
long-term effects. Children are forced into adult roles immaturely. They have to work
to provide for themselves and their siblings. Child-headed households tend to be
among the poorest, with older siblings often having to work in order to take care of
the younger ones. In some cases, like that of Castor (Case 5.2), relatives who ought
to be caretakers, seize the few resources that the orphans could use such as land,
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household furniture and bicycles. When too young and inexperienced to manage
the land inherited they could be provided with money from the rented plot to cover
for their expenses. However, as in Castor’s case, children may be too young to claim
their rights and the caretaker may take advantage of their vulnerable position.

Traditionally, there are informal arrangements to take care of bereaved children.
In many cases grandparents take over. However, the costs to provide for additional
children discourage family members to take them in, as shown in the case of Naomi.
Lack of'basic resources, such as food and money may partly contribute to the refusal
of kin to support the orphans. In some cases orphaned children are not cared for at
all, forcing children to assume household headship.

Effects on elderly

Normal life cycle patterns are reversed with HIV/AIDS. Children die before their
parents, leaving grandparents to look after themselves at a time when they might
have looked forward to get support from their children. Grandparents have to assume
responsibilities of a parent once again and care for grandchildren orphaned by the
loss of their own parents. The following case shows the many difficulties elderly
households face and how they are trying to manage the situation.

Case 5.3 describes the circumstances commonly found in households that have
experienced young-adult deaths. Elderly women and men are needed to support
grandchildren and other sick members of the family. Out of 30 HIV/AIDS-affected
households, seven households received young adults who came to their parents for
care. Sick young adults come home for care when normally they would have their
own household away from home and supported their elderly parents. The care-
giving burden falls disproportionately on women, especially mothers. Men also help,
but their role is more limited: they are expected to provide financial resources, in
which they not always succeed. During the Focus Group Discussion (FGD 8, see
Table 3.2) it transpired that apart from providing financial resources, men may also
be involved in giving practical care if the sick person is a man. Most of the elderly-
headed households depend on their children’s support, which means their death
makes them economically and socially weak and in addition they have to foster the
orphans left by their children.

Elderly women in particular face enormous responsibilities without having the
financial and other resources they need. They have to care for their sick children
and orphaned grandchildren, without having adequate economic, social and physical
resources. They usually also lack the support of extended family members or other
social support systems. In this situation elderly women are forced to undertake
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Case 5.3. Mama Mkago: looking after grandchildren.

Mama Mkago is in her early sixties living with her last-born daughter and three orphans
from her four daughters who died in 1998, 1999, 2000 and 2005. The last daughter
died when this study was conducted, and four months later the baby she left died too.
Some of the children her daughters left were taken by their fathers. For the remaining
three orphans living with Mama Mkago, some of their paternal relatives live in the
village but they do not provide help. Mama Mkago gets money for daily expenses from
local brew sales and from renting the two rooms. Her husband lives in Dar es Salaam
and he occasionally sends money for the household expenses. She also gets support
from a daugh-ter who lives in the village. When Mama Mkago has nothing to give to
the children, they get meals at their aunt’s house. Mama Mkago's two sons are living in
a different village but do not give any support for the orphans’ care. She says: ‘They do
not know the pain to bear and bring up children’.

Mama Mkago did not work on her distant farm because she had to care for her daughter,
who died in February 2005. She had a complicated pregnancy with frequent illness
but people suspect she died of AIDS because she was living with a man known to be
HIV/IAIDS-infected. Though Mama Mkago makes and sells local brew, she feels that this
work should be done by younger women. She is only doing it for the orphans. They
are often suspended from school for lack of some of the basic requirements. They are
not exempted from these requirements, even though the school knows that they are
orphans.

income-generating activities that are difficult to perform at their age. For instance,
to make local brew takes three working days. As women grow older their physical
capacity to work declines, but many have to keep on working to provide for the
orphans. Most of the income-earning activities they pursue depend on their declining
physical strength and do not yield financial security, leaving them unable to meet
all the expenses for food, medical care and education.

5.2.2 Impact on financial resources

Illness always places a financial burden on families and has a substantial impact
on poor households. Financial resources include cash and other liquid resources
such as savings, credit, remittances and pensions, which are essential to people’s
livelihoods. When the household has an AIDS patient, the financial burden becomes
enormous as a result of direct costs of care and treatment and the disruption of
regular income due to care-giving responsibilities. Households that care for AIDS
patients and those who experienced deaths due to AIDS recall spending between
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TShs. 3,000 and 400,000 per months on medical expenses with an average of TShs.
27,186 per month. This figure is higher than the average (TShs. 11,156) household
medical expenses in rural areas in Tanzania (URT, 2002). Increased medical expenses
can be attributed to prolonged illnesses. The figures do not reflect other expenses
related to care, such as food supplies and consumables like soap and kerosene. The
costs of care are much higher if these are taken into consideration as well. Increased
medical and health care for households caring for AIDS patients made some of them
unable to meet those costs.

Privatization of health care has reduced access to medical and health care. Most
of the households caring for AIDS patients cannot afford to pay for these services.
Though it has been declared nationally that all HIV/AIDS patients are eligible for
free treatment, most people have not tested or keep their condition secret, and are
thus treated as normal patients. Those who got treatment from public dispensaries
complained of the poor services offered and opted for private dispensaries. The costs
at private dispensaries are so high that most low-income households are unable to
pay them. There are many cases where the patients were not taken to the hospital
because they lacked the money and were therefore cared for at home, only to be
given self-prescribed medication, mainly painkillers. Depending on what the family
believed to be the cause of the illness, some resorted to traditional healers though
the costs were equally high. Many households used their savings to cater for medical
care, funeral expenses and other household expenses. Those who are permanently
employed by the Sugar Company got medical assistance and support during funerals.
There were very few who got remittances to attend the sick or pay for funerals. At
the same time, remittances expected from young adults are lost when they die of
AIDS, depriving households of an important source of income.

To maintain the declining income due to increased medical and other household
expenses, households that had sick people got cash from various sources as shown in
Table 5.11. Most of the respondents reported using their own savings to bear the cost
of medical treatment and funerals. When they had no more money, they resorted
to selling assets such as furniture, a radio, bicycles, and livestock such as pig and
chicken. Other households sold food stocks, which endangers their food security.

Because of the increasing demands posed by care, household members, particularly
women, are eventually unable to work in the fields and in other non-farm activities.
This leads to a loss of productivity and income. Focused group discussions (FGD 8§,
see Table 3.2) revealed that another indirect financial loss induced by HIV/AIDS is
lack of access to credits as affected individuals and households are regarded as less
credit-worthy because members of HIV/AIDS-affected housecholds are unable to
work. In case they are able to get a loan, most of it will be used for health care and
not for investing in productive activities, which creates a problem of paying back.
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Table 5.11. Sources of cash to cover medical expenses (N=45).

Sources Frequency Percentage
Own savings 24 53.3
Relatives and friends 4 8.9
Crop sales 7 15.6
Sale of other assets 5 [
Employer 3 6.7
Causal work | 2.2
Petty businesses I 2.2
Total 45 100.0

Source: Household survey, 2005.

5.2.3 Impacts on physical and natural assets

Since costs of medical treatment for AIDS patients are high and households lack
cash, some resorted to distress sales of assets. About 35 percent of HIV/AIDS-affected
households reported to have sold their assets during the past five years. Among the
commonly assets sold were bicycles which are important means of transportation
in the area. Many people use bicycles to avoid bus fares, and use the money thus
saved for other purposes. Distress sale of items usually fetches very low prices since
those buying from such households take advantage of their problems and offer them
the lowest price possible. Once households exhaust their productive assets, it is
unlikely that they can recover and rebuild their livelihoods. There were few cases
of land sale because many people have no rights on the land they are farming on.
They mostly farm on hired plots.

5.2.4 HIV/AIDS impacts on livelihood activities

As a result of HIV/AIDS, direct loss of human capital, diversion of resources and
income to medical care and caring activities and forced disposal of productive assets
to pay for medical care and funerals, are having a critical impact on the activities on
which rural families depend for their livelihood. Premature death of young adults,
force young children become household heads without proper knowledge on how
to make a living. Agricultural knowledge and entrepreneurial skills are not passed
from parents to children, leaving the younger generation not well prepared to engage
in farming and other livelihood activities, as is demonstrated by the case of Naomi
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(Case 5.1). Loss of intergenerational transfer of knowledge compromises livelihood
security and renders households’ vulnerable to HIV/AIDS impacts.

Despite diversification of rural livelihood activities, the most prominent activity
in the area is farming. Apart from farming other income-generating activities are
marketing of crops, gardening, beer brewing, food vending, daily casual piecework,
petty trade and formal employment with the Sugar Company and other service
institutions in the village. The possibility to venture into non-farm income-generating
activities depends on the resource base of the households involved. From the Focus
Group Discussions (FGD 2, see Table 3.2) it became apparent that most of the
households have not sufficient money and other inputs to invest in farming and
other activities because of widespread poverty. The situation is worse for HIV/AIDS-
affected households. For households caring for AIDS patients, their involvement in
income-earning activities becomes constrained, due to less available active labour,
cash and time to invest in those activities. Farming depends on household labour
and often labour demands are concentrated in specific periods of the year. In case
of sickness, most of the farm operations cannot be done on time which causes
poor harvests. Livestock-keeping is also affected because households are forced to
sell the animals to meet medical and other care-related costs. Some households
involved in the study sold livestock such as pig, goats and chicken to meet medical
and funeral expenses. HIV/AIDS-affected households have no means to get capital
investment for business, as demonstrated by Naomi (Case 5.1). As a consequence,
HIV/AIDS-affected households have few alternatives to supplement the low income
or replenish what has been used.

HIV/AIDS-affected households shift from distant farming to home-based, small-scale
income-generating activities like home-gardening, selling vegetables, charcoal and
rice buns, and also local brew-making (see Cases 5.4, 5.5 and 5.7). Home gardens
are located close to the house, which makes it convenient to combine working in the
garden and looking after the sick. Mainly vegetables are grown, such as sweet potato,
pumpkin, amarathus and okra. The vegetables are for home consumption, only the
surplus - if any - is sold. If patients are bedridden, the care demands increase such
that working for income becomes impossible. Those who are the sole caregivers to
terminally ill persons cannot engage in income-generating activities, resulting in
an overall decrease of income. Rich households use hired labour to work in their
fields. For poor households this is not an option, since most of them cannot afford
to pay wages. There are also some non-farm activities that are difficult for affected
households to engage in, for example local brewing. Also because of stigma, the
villagers are reluctant to buy items prepared and sold by those who are known to
be HIV/AIDS-afflicted. These attitudes limit affected households’ income-earning
capacity.
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5.3 Social and moral aspects of HIV/AIDS impacts on the
household

5.3.1 Family-based care

Because of the moral contents in family relationships, household members and
kin function as a resort for social support (Pennartz & Niehof, 1999). Care-giving
requires significant levels of effort and resources within the household. Caring for
AIDS-patients differs from caring people suffering from other diseases, because of the
complex nature of the affliction, as manifested in the various ways in which health
is affected, and the long duration, stigma (Radstake, 2000) and incurability (Simon
et al., 2006; Bruce et al., 2000). The intensity of the required care varies, depending
on whether the person is mobile or bedridden. If the AIDS-patient stays at home
and is confined to bed, the caregiver(s) may need to be full-time available. Although
care covers a range of services and activities, in the study area care was mainly
understood as the provision of instrumental care. For a bedridden family member
this may involve bathing and cleaning up, hand-feeding for those too sick to feed
themselves, washing clothes, toilet assistance, turning the sick to avoid bedsores,
obtaining and preparing meals, purchasing and administering drugs. Additionally, it
may require accompanying the patient to the hospital, bringing food to the hospital
and supplementing nursing care. In addition to all these households members have
to engage in activities to earn income for household survival needs and cater for
additional care demands.

Household financial resources determine the level and quality of care provided.
Care-related expenses include travel to and from the hospital, purchase of medicines
or treatments, purchase of other consumables such as soap, kerosene, sugar and
special diets. Seven out of the 15 case studies concern households with chronically
ill household members and are suspected AIDS-cases. In six out of these seven
cases (Cases 5.4, 5.5, 5.7, 6.1, 6.2 and 7.2) the households are struggling to provide
adequate care in a situation of dwindling resources. Lack of skills and knowledge
(competence) on handling AIDS-patients also hinders provision of adequate care.
These issues are illustrated by the following case.

As illustrated by the case of Mama Oliva, caring presents an economic and emotional
drain to the caregiver who also runs the risk of contracting HIV infection. Home
care puts caregivers at risk of infection, because they may nurse the sick without
protecting themselves and taking precautions. Caregivers do not seem to recognize the
importance of such measures. Denial may also prevent caregivers, especially parents,
from taking necessary precautions. When parents do not accept the child’s HIV-status,
they may not comply with the prescribed ways to handle such patients.
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Although proximity and the daily sharing among people belonging to one household
reinforce their awareness of mutual moral obligations (Pennartz & Niehof, 1999),
care tasks can be performed by persons beyond the household, like relatives. People
are expected to care for sick relatives, but the evidence provided by ten HIV/AIDS-
affected case studies shows otherwise. The fact that those affected or their caregivers
do not inform relatives about the true nature of the illness is one explanation.
Additionally, provision of care requires resources, notably money. Interviews in case
studies and with key informants showed that moral and emotional support is given
but not money. Lack of money was reported to be an important constraint to care
for the sick. Households may have good intentions to provide care to ill relatives
but they may lack the means to do so.

Care by parents is inspired by love for their children and is provided in a context of
reciprocity between the generations that extends over the life course. The quality
of the relationship involved and reciprocal obligations influence care. Mama Oliva
(Case 5.4) nurses her daughter at a time when she could have expected her daughter
to provide support to her. From Mama Oliva’s complaints, it is clear that she realizes
that her expectations were defeated. AIDS creates care demands and is likely to kill
young adults before they can reciprocate to their parents and other family members.
Moreover, as was pointed out during focus group discussion (FGD 8, see Table 3.2),
the fact that AIDS is known to be fatal implies that the patient cannot return the
favour in the future. The perceived incurability of AIDS makes people feel that it
is pointless to offer good quality care at the expense of your resources. HIV/AIDS-
related stigma also affects care provision to affected individuals and households.

5.3.2 HIV/AIDS stigma

HIV/AIDS-related stigma influences care for affected individuals by the family and
other community members, and also negatively affects preventive actions like HIV-
testing. In the study area, HIV/AIDS is commonly referred to as the modern sickness
(ugonjwa wa kisasa). Different metaphors are used to explain the pandemic such as
electric shock (umeme), implying that once you have it you are gone because usually
an electric shock kills instantly. Another notion is a network (mtandao), meaning
that those infected are likely to spread the infection to others. HIV/AIDS is also
referred to as an insect (mdudu), meaning that those affected can bite others and
transmit the infection. All these metaphors describe the nature of the disease and
stigmatize those affected. People living with HIV/AIDS are subject to name calling
and labeling, like ‘a dead person to be’ or a ‘moving skeleton’.

Regardless of how people become infected with HIV, the assumption is that the
infection is the result of morally questionable behaviour. It is often presumed that
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Case 5.4. Mama Oliva: caring for an AIDS patient.

Mama Oliva (63) is living with her two sons in a two-room house. Her sons have casual
jobs in the village, and there are times they are out of work altogether. Mama Oliva
has a vegetable garden from which she gets the vegetables for family consumption and
for sale. Her daughter who had been living in the village is sick and had to move to her
mother's house for care. The daughter was living with a married man, who has not
visited her since she moved to her mother’s house. She had twins who died a year ago.
Mama Oliva did not tell her neighbours that her daughter moved in. Mama Oliva took
her daughter to the hospital where she was diagnosed with low blood pressure and
prolonged constipation. Mama Oliva never mentioned HIV/AIDS. For the first three
months Mama Oliva was able to work in her garden, but as her daughter’s condition got
worse, she was barely able to do so. First, for a few days a week she was able to buy
and sell vegetables, in front of her house. But when her daughter became bedridden,
she had to stop doing this too; she now spends most of her time attending to her.
Even without a sick person in the household, Mama Oliva could not save money from the
vegetable sales, because whatever she earned was used for daily household expenses.
Because of lack of money, she could not take her daugh-ter to be admitted to the
hospital. Mama Oliva complained several times of a lack of money to buy the necessary
items and drugs. Her sister; who lives in Dar es Salaam, promised to send money for
medical expenses but did not do so. The income from the two sons is not steady and
not enough to cover the increasing health care costs. The boys resorted to using their
meager income for eating outside. Several times | passed by their house and found the
patient alone in the house, because Mama Oliva had gone to buy food or medicine.
Neighbours told me that the daughter is often left alone without the neighbours being
asked to keep an eye on her.

Mama Oliva nurses her daughter without using gloves. She says she cannot use gloves on
her own child and that she has no money to buy them anyway. The patient is given the
same food as the other family members, though the diet is unbalanced and difficult for
an invalid to take. Mama QOliva looks exhausted and tired. Mama Oliva once complained
that when her daughter was well, though living in the same village, she would go for
months without seeing her mother and did not provide any financial support to her
mother. Now that she is sick, it is her mother she turns to. Mama Oliva spends whole days
and sleepless nights attending to her. ‘Basically my entire day is dominated by activities
to help my daughter’, Mama Oliva says. Her daughter is thankful for her mother's care,
and said that her mother is the only one who helps her. Mama Oliva went to a local
traditional healer and was given some medicine. She was told that her daughter has
been bewitched by her co-wife. Three days after using the herbs Mama Oliva's daughter
passed away. | was not in the village to attend the funeral. Mama Oliva told me that
her relatives from Dar es Salaam came, financed the funeral, and gave money to go to
their original home in Kigoma to report the death to other relatives. The daughter was
buried in the village. The man she was once living with did not come to the burial for
fear of being ac-cused of being responsible for her death. Her brother who lives away
was not informed of her illness, so her death came as a surprise to him.
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those living with the virus have brought disease upon themselves by having sex
with many partners. Hence, HIV/AIDS becomes associated with immoral behaviour.
Some perceive the disease as the penalty for sinners, for not being obedient to God.
This kind of prejudice is justified by a statement like: ‘What would you have done to
God to deserve such a punishment’. Focus Group Discussion (FGD 9, see Table 3.2)
revealed that single women in particular are subject to stigma as they are assumed to
have sexual relations with many different men. Women who are known or suspected
to be involved in multiple sex relations are perceived by the community as a public
danger as they are likely to spread the disease. People may say: ‘Be careful with that
lady, she is dangerous’. These notions direct blame to people with HIV/AIDS and
make assumptions made about their past sexual behaviour. Women are especially
prone to this prejudice. Women experience more stigma and discrimination related
to HIV/AIDS than men, because of the gendered societal perceptions on promiscuity
and sexuality. It is accepted for men to have multiple sexual relationships but not for
women. The masculine culture found in many parts of the country encourages men
to have multiple partners. On the other hand, women are expected to be innocent,
married and live with one man only, and any different behaviour subjects women
to stigmatization. Because of their subordinate status in society, many women are
stigmatized as the vector of HIV transmission.

Social isolation is one of the most challenging problems faced by individuals suffering
from AIDS-related infections and families caring for ATDS-patients. In the household
and family setting, stigma is manifested in forms of rejection and abandonment.
Some of the married women who are known to be HIV/AIDS-infected are abandoned
by their husbands, leaving them dependent on the often minimal support from
relatives and the community (Case 5.4 and Case 6.3). It was also found that inability
to contribute to the household may add to the stigma associated with HIV/AIDS.
Affected persons are regarded unworthy by their family and in their community,
which increases the chances of being stigmatized. Stigma is not just painful to those
concerned; it may also hamper care from family members, as shown in the following
short narrative which was reported during the Focus Group discussion with youth
on HIV/AIDS issues:
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A young HIV-positive mother had a baby by Caesarean section. When she was admitted
her sister whom she was staying with and other relatives did not visit her. After being
discharged from the hospital she went to live with her sister. The HIV/AIDS-positive
mother was continuously crying, because she had AIDS but also because she did not get
any support from her relatives. While staying with her sister; she was not given money
for medical care or the food she needed. She later decided to move in with her sister’s
friend who sympathized with her situation.

Despite the existing awareness about HIV/AIDS transmission modes as shown in
national data (see Chapter 1), in the village people could be frequently observed
to put physical distance between them and persons suspected of having AIDS. Not
shaking hands with or not sitting next to afflicted people, not sharing drinks at local
bars and not buying local brew from those who are known or assumed to be HIV-
infected are all signs of stigmatization. Refusal to buy from someone who is known
to be infected can be devastating to that person’s economic survival.

Hiding HIV-status forms an obstacle for prevention and treatment. People do not want
to go for testing because the likely stigmatization when tested positive outweighs
the perceived advantages of testing. Those who are known to be HIV-positive are an
object of discussion in the community and are pointed at as being responsible for
some deaths in the village. Hence, people are reluctant to disclose their HIV-positive
status to try to avoid the consequences of their status becoming public knowledge. It
was said during a focus group discussion (FGD 8, see Table 3.2) that those who are
not tested feel that is better to remain in the dark. Fear for stigmatization makes HIV-
infected individuals to forego health and medical services that could lengthen their
life and improve their quality of life. Local health staff told me about a proposed test
for women attending antenatal clinics in local hospitals and dispensaries deterred
some of them from registering for maternal clinic visits.

During the focus group discussion on HIV/AIDS and its impacts (FGD 9, see Table 3.2),
ignorance and misinformation about how HIV is transmitted and how it progresses
with time were identified as the main causes of stigma. The widespread notion that
once one has contracted HIV one is going to die soon contributes to deepening the
stigma. Such beliefs are prevalent and hinder people’s willingness to do an HIV-test.
People fear that a positive test results predicts a quick death. One person who had
been living with HIV/AIDS for seven years and who was open about it, said: ‘Having
AIDS is not the end of the world. There are misconceptions among the people that
once you have it you will die the next day’ Fears of illness and death make people
unwilling to know about or their health status but also make them avoid contact with

When AIDS meets poverty 137



Chapter 5

people with AIDS. Some people said it is emotionally demoralising and upsetting
seeing AIDS patients in their terminal stage, preventing friends and relatives to seek
contact with them, unless they are very close relatives. To avoid stigma people try
to find alternative explanations of their illness.

5.3.3 Secrecy and witchcraft-induced illness

As discussed above, HIV/AIDS-afflicted persons mostly prefer to remain silent about
their condition for fear of bad treatment by the family and the community. It was
found that other household members of the afflicted case studies seemed to be aware
of the condition of their ill relative but would not tell anyone outside their household.
Neighbours could be suspicious about the cause of the illness, but were never sure.
During in-depth interviews some respondents (Cases 5.4, 6.1 and 6.4) maintained
that their condition was due to other problems or witchcraft. Others mentioned
HIV/AIDS only as a cause of death. Among seven case studies with sick persons, in
only one case (Case 7.2) being HIV/AIDS-positive was explicitly admitted. Exposing
one’s status to a stranger is not so threatening because that would not interfere with
the daily interaction with other members of the family or community. As Radstake
(2000) also found, in a situation where AIDS is highly stigmatized one has to be
secretive about one’s condition to prevent social exclusion.

While secrecy and silence about HIV/AIDS prevail at individual and household
level, people openly talk about it in public. People were heard discussing about
issues related to HIV/AIDS in many informal settings, for example in a local bar or
restaurant. During an interview with one of the leaders of an organization of people
living with HIV/AIDS in the district (SHDEPHA *), this man said that in his opinion
secrecy contributes to further spread of the disease. He had made his positive HIV-
status public. But people think he is cheating, because they believe people cannot
be open about it and still get positive treatment from the community. People call
him names, but he is standing by his decision to fight the stigma and make the
community aware that there is a life with HIV. Though people are encouraged to
publicly disclose their HIV/AIDS status, there is no much support for those who
have done so. There is little or no treatment and support available for those who
have been diagnosed positive. It is not only because of stigma but also the lack of
care and treatment services that has contributed to people’s reluctance to get tested.
One young lady said:

‘There is no need of knowing more about your health status if you cannot

have access to drugs and other support once you are sick and not able to
work!
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People who find out that they are HIV-positive often respond by denying the diagnosis
and look for alternative explanations for their illnesses. Witchcraft beliefs provide
such an explanation. Many respondents attribute HIV-related signs and symptoms
to traditional diseases or witchcraft. Some who have full-blown AIDS still deny it and
rather say that they are bewitched. To be bewitched is not shameful. The burden
of blame is then shifted to those responsible for the bewitching. People who are
bewitched receive greater acceptance, better treatment, and can be open about their
condition. They receive sympathy and understanding from family and community
members. Although prolonged illness of household member is sometimes associated
with witchcraft, there was a disagreement during a focus group discussion on HIV/
AIDS issues (FGD 8, see Table 3.2) on the question of whether AIDS could be caused
by witchcraft. Some said a person can be bewitched and have illness symptoms like
those related to AIDS. Others objected by arguing that if someone does not like to
see her/his enemy any longer, s/he will kill the person instantly and will not let
him/her live and suffer from an AIDS-related prolonged illness. Because of the
strength of witchcraft beliefs and the acceptability of witchcraft claims in the area,
people tend to accept a diagnosis of witchcraft better than one of AIDS and opt to
visit a traditional healer rather than going to the hospital for an HIV-test. Though
the participants in the focus group discussion seemed to be aware that traditional
healers cannot cure AIDS, people still visit them when they believe the cause of
their illness to be witchcraft. Among the 12 HIV/AIDS-affected case studies, in five
cases witchcraft was mentioned as the cause of their illness. I also came across
several other people suffering from prolonged illness who attributed their illness
to witchcraft.

5.4 Effects of HIV/AIDS on household food security

Household food security is an important livelihood outcome and an indicator of
vulnerability. Many people in the study area complained about the hard economic
conditions, manifested in income and food insecurity. It was found that not only
HIV/AIDS influences household food security but there are other factors as well.
During the focus group discussions various factors contributing to food insecurity
and prolonged hunger periods in the village were identified. They included lack of
resources, such as labour and cash, to invest in distant farms, low productivity in
agriculture, unpredictable weather and bad harvests. Furthermore, it was said that
labour is scarce due to increased illness and deaths in households, while rice - both
a food and a cash crop - requires heavy labour input at specific periods, which is a
problem when it is produced on distant farms. Failure to timely attend the rice farm
results in low harvests, which may later cause household food insecurity.
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Providing enough food becomes a problem for households when there is no longer
anyone to work on the farm and or earn an income from off- and non-farm activities.
The tendency to have all kinds of celebrations after the harvest forces households to
spend big quantities of foods, which may result into food insecurity later. Farmers
have low negotiation power when selling their crops to traders who buy on-farm.
During the harvest season businessmen (traders) from different parts of the country,
especially Pemba, buy paddy at relatively low prices as compared to those in urban
markets. The price of a hundred kilogram of paddy is between TShs. 15,000 and
18,000 when sold on-farm, but when sold in the urban market or off-season can reach
TShs. 30,000. Because of the high cost of transporting the paddy from the distant
farms, people opt to sell their produce on-farm and keep a few bags they can afford
to transport themselves, which may not be enough for the whole year.

Most households in the village experience food shortages between November

and March, a period is commonly known in the area as masika. According to the

participants in the Focus Group Discussion 1 and 2 (see Table 3.2), the community

knows there is widespread food insecurity when the following happens:

e Increased number of people engaged in daily wage activities.

e Increased marital problems, because women may be forced to engage in paid
sex to buy food for the family.

e Low school attendance of children.

¢ Reduced quantity and quality of meals.

e Reduced paddy quantities for sun-drying.

e Increased number of people who collect rice grains from the rice-milling
machine.

e Increased purchases of grain or flour from the shops.

e Increased visits by children (especially during meal times) to households known
to have food.

As indicated in Table 5.12, more than 30 percent of the respondents in the survey
could be categorized as food insecure.

5.4.1 Empirical statistical analysis

At first, a bivariate analysis was used to determine the association between food
security, HIV/AIDS status and socio-economic status. The results produced a
statistically significant association between food security and socio-economic status
(Table 5.12) but not between food security and HIV/AIDS status (Table 5.13).

To increase the statistical power multivariate analysis was performed between food

security and other explanatory variables. Ordinal regression was used because it
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Table 5.12. Household food security status by socio-economic status (N=180).

Food security status Socio-economic status Total

Poor Moderately poor Well off

(N) Percent (N) Percent (N) Percent (N) Percent

Food secure 6 14.6 29 233 i 734 46 25.6
Moderately food insecure 22 53.7 55 444 2 13.3 79 439
Food insecure 13 31.7 40 323 2 3.3 55 30.5
Total 41 100 124 100 15 100 180 100

x2= 21.221, p=0.000.
Source: Household survey, 2005.

Table 5.13. Household HIV/AIDS status by food security status (N=180).

HIV/AIDS Food security status

Food secure Moderately Food insecure Total
food insecure

(N) Percent (N) Percent (N) Percent (N) Percent

Affected 5 16.3 7 567 8 27.0 30 16.7
Non-affected 41 27.3 62 41.3 47 314 150 833
Total 46 256 79 440 55 304 180 100

2= 2.630, p=0.268.
Source: Household survey, 2005.

retains the ranking order within the dependent variable. Explanatory variables
included age, household headship, education level, marital status, dependency ratio,
land ownership, income, sale of labour, membership in groups, presence of persons
with chronic illnesses, experience of death in the household, support in times of
illnesses, support in times of food shortages. At first, the food security total score
as discussed in Chapter 3 was used but the differences between the scores ranging
from 5 to 15 were too small to yield significant results. Therefore, the scores were
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combined into the three categories of food insecure (score 5-10), moderately food
insecure (score 11-14) and food secure (score 15).

HIV/AIDS-affected as defined in the study (see Chapter 3) did not produce significant
effects (see Appendix 5). This may be because of difficulties to observe impacts
when households with chronically ill members, those that experienced death and
those that took in orphans, are lumped together. Households with orphans could
be relatively food secure because, depending on the gender, age and the number of
orphans taken in, the intake of orphans may have increased their labour potential,
thereby enhancing food security. It might also be that they were relatively well-off
before the orphans joined their household. So, if any, the effect of taking orphans
would be positive, while the effect of the presence of persons with prolonged illnesses
who are unable to work can be assumed to be negative. The presence of persons
with prolonged illnesses is often taken as a proxy for HIV/AIDS-status. We took the
reported prolonged illnesses of tuberculosis, pneumonia or chronic malaria to be
indicative of AIDS. As explained in Section 5.2.1, 45 households had people with
prolonged illness, out of which 15 households were in the HIV/AIDS-affected group
as defined in study. These 45 households were included in the analysis. Prolonged
illnesses, whether or not caused by HIV/AIDS, was found to have a significant effect
on household food security. Unlike what was done in Table 5.12, for this analysis
the estimated total household income was taken as a proxy for household economic
status. The results of the analysis are presented in Table 5.14.

The sex of the household head is significantly related to food security, confirming
that male-headed households tend to have more resources than female-headed
ones, which contributes to the food security. Also being married, though not highly
significantly, contributes to food security. Although the dependency ratio has
no significant influence on household food security, Table 5.9 showed that more
women-headed households (43.2%) than male-headed households (30.7%) have high
effective dependency ratios. Households with a high dependency ratio are likely
to be more food insecure because of the unfavourable ratio between working and
non-working members who all have to be fed. The table shows the expected negative
relationship between dependency ratio and food security, but it is not significant.
The sale of labour is positively related to household food security. Households with
high number of adults who are physically-fit are likely to sell their labour to earn
money for food. Sale of labour was identified as one means to get income for the
household as reported by almost 49 percent of the respondents. People in the area
can get casual jobs to work in the Sugarcane Company estate or get employed by
sugarcane farmers.
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Table 5.14. Factors influencing household food security (N=180).

Explanatory variables B-coefficient Standaard error
Age (years) 0.0028323 0.0115162
Household headship (I=male) [.289767%* 0.5796451
Education level (I=educated) -0.1118856 0.3894887
Effective dependency ratio -0.1615567 0.2062981
Marital status (I=married) 0.93242* 04964907
No. of people with chronic illnesses -0.578521%%* 0.2865976
Death/s in the household (I=yes) -0.0450753 0.3376652
Estimated household annual income (Tshs) 8.25e-Q7#** 2.95e-07
Land ownership (I1=yes) 0.23507 0.3201263
Sale of labour (I=yes) | 71741 2% 0.3410562
Group membership (I=yes) 0.2159307 0.3105925
Support during illness (I=yes) 0.1164455 0.5883534
Support during food shortage (I1=yes) 0.1415803 04080352

LR Chi? (I3) = 58.49

Prob > Chi? = 0.000

Pseudo R? = 0.1515

Log likelihood = -163.77823
#p<0.10, #*#p<0.05 and ***p<0.01.
Source: Household Survey, 2005.

As could be expected, the number of people with prolonged illnesses in the household
is negatively and significantly related to food security. Persons suffering from
prolonged illness in the household increase its effective dependency ratio. In the
survey, HIV/AIDS-affected household appeared to have relatively higher (40%)
effective dependency ratio than non-affected households (32%), though the difference
is not significant (see Table 5.8). As Christiaensen & Subbarao (2004) argued, the
higher the dependency ratio the more the household is vulnerable to poverty.
Group membership and support in case of illness and food shortage relate positively
- though not significantly - to food security. This finding may indicate the lack or
only limited support households get from their relatives, friends and neighbours
in case of those problems, even those households that need it most. Community
groups in the village do not provide support in case of food shortage and but only
occasionally provide support in case of illness.
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Although most of households in the village face either seasonal or chronic food
insecurity, poor are especially vulnerable. During the Focus Group Discussion 5 (see
Table 3.2), it was reported that poor households are likely to face food shortage for
longer periods in a year. Income is significantly positively related to food security,
as expected. It was interesting to note that six poor households are food secure.
However, three of them are single-person households who have to provide food for
just one person. Even if they do not have food stocks of their own they can access
food from local food vendors or restaurants, whether or not on credit.

5.4.2 Qualitative analysis

Chronic illnesses of household members not only reduce food production, but also
the household’s capacity to generate income to purchase food. This is illustrated
by Case 5.5.

The cumulative impacts of prolonged illness on food production and food access
have adverse effects on overall household food security, as is illustrated by Mama
Zalima’s case and other case studies (Cases 5.7, 6.1, 6.3 and 7.2). The resources
needed for food production are severely eroded by having an AIDS patient in the
household. Especially farming on distant farms becomes difficult in households
with sick people. Cases 5.7 and 7.2 show how illness prevents the male adult
household member from having a casual job, which results in food shortages. Use
of hired labour for the farming plots is not feasible for poor households. Household
income is reduced and without any external financial assistance the food intake
of the household members will decline. Reduced food intake may also affect the
health of non-affected members. Mama Zalima gets occasional income from brewing
activities. Though local brew-making is undertaken by many women in the area, it
yields low profits and is quite risky. Another study conducted in Tanzania showed
the risks associated with brewing. Since the majority of beer sellers are women and
their main customers are men, women may be at increased risk of offering or being
forced to have sex with their customers in order to sell their beer (Mackay, 2003),
which increases their susceptibility to HIV infection.

Coping with food insecurity: a stone in the cooking pot

Households faced with food shortages adopt a variety of coping mechanisms. Results
from the focus group discussions and case studies offer insights into how households
cope with food insecurity. Daily causal labour on a piecework basis is practiced by
many households and involves working for others in the fields, often in exchange
for cash. This is a common response for households in the area, including affected
households, provided there are other members in the household who can work.
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Case 5.5. Mama Zalima: HIV/AIDS-affected, food insecure.

In the shade | met Mama Zalima who lives in a single room with her sister and two
children, a girl (1) and a boy (8). Her sister did not want to talk to me in all four interviews
I had with Mama Zalima. They both came to the village in [995. Mama Zalima’s husband,
who worked as a seasonal labourer in sugar plantations, left her and went back to Iringa
in 2001. Then her sister joined Mama Zalima's household. Mama Zalima is a farmer,
but she also sells local brew in the nearby local bar. They have a rice farm in Lwegama
and the sisters used to take It in turns to go there because one of them had to stay
with the school-going children. Her sister has been suffering from TB for the past two
years. The nurse responsible for community-based care told me she has AIDS, but
Mama Zalima did not mention this. Her sister used to get medication from the local
dispensary and a community-based team in the village. She no longer wants to go to a
local public dispensary alleging that she was mistreated and they did not prescribe the
proper medica-tion. Eventually, she went to a traditional healer who gave her traditional
medicines, which she is no longer taking. Mama Zalima said even after prolonged use
of traditional medicines her sister has not been cured.

The previous season they harvested ten bags of rice. At the time of interview they had
no stock left and were buying everything from the shops. ‘It is not easy to have food
stocks for the whole year with all these problems’, Mama Zalima says. During her sister’s
illness she had to sell six bags of rice to cover the medical expenses. During her sister's
lllness Mama Zalima could not engage in income-generating activities and did not get
any financial assistance. Their house-mates took her sister to the hospital but didn't give
them money because they also had none. Mama Zalima says: ‘Our life was miserable but
we survived'. Her sister’s iliness has made her bankrupt and she will have to start all over
again. ‘Our life will never be the same. Imagine, my sister used to do her own business
and contribute to household income but now she entirely relies on me’. She wanted to
ask for assistance from the village but her sister prevented her from doing so, claiming
that people would laugh at them. Despite all these problems, Mama Zalima has to make
cash con-tributions for the construction of the local school. She is not a member of any
group, because she cannot pay the fees and other contributions. All the money she gets
from her brewing is used for family needs and her sister’s medical ex-penses.

They have not planted anything this season because they have no money to invest in
farming and Mama Zalima cannot go to the farm since she has to be at home to look
after her sister and the children. She cannot afford to hire people to work on their plot.
During those times when her sister feels well she makes and sells local brew, though
the business is risky. Sometimes the brew does not mature well and there's a risk of
losing all the money invested. On aver-age you need to invest about TShs. 12,000 to
realize a profit of about TShs. 3,000. Some clients take the brew on credit. When Mama
Zalima does not get enough money from brewing, their daily food becomes a problem.
They fre-quently skip meals unless she is able to get food loans from the shops, which
is difficult since she still has debts to pay. One day | found her walking about aimlessly.
When | asked her what was the matter; she told me: “We have nothing for food today.
| am just roaming about, | might be lucky to get some money to buy food.

When AIDS meets poverty 145



Chapter 5

Households, in which adults, who could have worked, are sick, face severe food
shortages.

Reducing the quality and quantity of food intake is another response to food insecurity.
During Focus Group Discussion 2 (see Table 3.2) it became apparent that households
facing food shortages live on fewer meals than normal. When there is enough food,
most people prefer three rice meals a day, but when they start experiencing food
shortage they resort to less preferred foods such as maize meal and wild vegetables.
In very critical situations people just have to go on one meal a day or none at all.
Children are likely to beg or play around households known to have enough food,
hoping to be invited for meals. Girls can ask for domestic work to get food in return,
while boys may resort to stealing from people’s home or farms.

Gender plays a key role in household food security and its ability to cope with food
shortages. Both men and women take part in on-farm food production activities,
but after harvest the men generally decide on the use of harvested crop. Rice is
both a cash and food crop in the area, so there are competing interests in its use.
Since men’s decisions prevail, much of the harvest ends up being sold, leaving the
households with little or no food to take them through the year. In case of food
shortage, women have to seek for means to get food. Some do so by trying to engage
themselves in income-generating activities, such as making local brew, food vending
and home-based businesses like selling charcoal or running a small kiosk that sells
basic household necessities, but this is not easy. Focus Group Discussion 2 (see
Table 3.2) disclosed that in times of food insecurity, women may resort to paid sex
to be able to buy food for their family, which increases the risk of HIV-infection,
especially since they do so unprotected. Women pointed out that it is better to buy
food with the little money they have than buying a condom. In village shops, a pack
of three condoms costs TShs. 100, enough to buy relish to go with the rice or maize
meal. Further probing during the focused group discussions yielded an interesting
but sad finding. Participants pointed out that in case of severe food shortage a
woman may put a stone in a cooking pot and put it on the fire, to let the children
think that there is something cooking. So the children will play around, thinking
there will be something to eat later on. While the stone is cooking the woman will
have time to search for food. This shows how desperate women can be in times of
food shortage.

5.5 AIDS and livelihood vulnerability
Household’s ability to access food through various means and ability to cope with

food shortages and sicknesses is used as an indicator of vulnerability. Although
HIV/AIDS affects people from all socio-economic strata, Cases 5.6 and 5.7 indicate
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Case 5.6. Hawa: HIV/AIDS-affected, coping sustainably with AIDS impacts.

Hawa (38) is married as a second wife to a famous businessman in the area. She is living
with two other relatives who came to seek help from her. She is a successful farmer who
hires labourto work in her farm and can harvest up to |,000 bags of rice per season. She
stocks and sells the rice In the off-season. She also has a hardware shop in the village.
Her father is a popular politician in the district. She has been treated in Dar es Salaam
for her skin condition. When she was seriously ill, her father hired a car and took her
to Ifakara Hospital and later to the Aga Khan Hospital in Dar es Salaam. She did not tell
me that she has AIDS but people told me she is currently living on ARVs. Hawa gets
care from the relatives she is living with. Despite her condition, she is involved in many
women's organizations in the district and in the village and is a leader of one of them.

Case 5.7. Mr. Kanyango: poor, inability to cope with AIDS impacts.

Mr. Kanyango has two wives who are both from the same region. He inherited the
second wife from an uncle who passed away in 1997. The first wife has four children
and the second a one-year-old daughter. Mr. Kanyango was invited by his uncle in 1992
to come and work at the Sugar Company as a casual labourer. Since last year he had
been suffering from TB and skin infections. He was once admitted to the hospital. To
meet the expenses the first wife decided to sell a coffee table, then the rice they had in
stock, and finally a bicycle. The latter was sold at a very low price. Some friends visited
him while he was in hospital but did not give him any money. The first wife looked after
him when he was in the hospital, the second wife ran the home.

Mr. Kanyango's household did not do any farming in the season at the time of the
interview, because they had no money to hire a plot nearby and Mr. Kanyango's condition
prevented him from working on the distant farm. Mr. Kanyago says that if he gets well,
he will look for a job in the Sugar Company again. He acknowledges that their lives have
changed since he started getting sick and at times they can only afford one meal a day.
The second wife used to sell sorghum porridge in front of their house, but now she is
using the business capital to buy medicines. The wives were involved in local brewing
but Mr. Kanyango stopped them, claiming that they would become prostitutes. He uses
to beat his wives, not bothering about how they were treated for their injuries. One of
the wives said: “We are just fed up by his behaviour’. He prevented them from doing
business but cannot provide for the family himself. He has even re-stricted his wives
from visiting some of their friends.
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that its impacts disproportionately affect those who have the fewest economic and
social resources, although the survey data do not confirm this (Table 5.13). Out 12
HIV/AIDS-affected cases (see Table 3.4) seven were in difficult circumstances even
before they experienced AIDS.

HIV/AIDS intensifies the existing rural problems by contributing to a complex set
of interlocking vulnerabilities. Poverty was mentioned as the main problem in the
study area of both HIV/AIDS-affected and non-affected households. The evidence
provided by Hawa (Case 5.6) and Mr. Kanyango (Case 5.7) shows that the initial asset
base prior to infection determines the possibility to get proper medical attention and
cope with other HIV/AIDS impacts. Unlike many others, Hawa (Case 5.6) is able
to cope with labour shortages. The relatives who are living with her provide care
when needed. She is able to continue farming and maintain her production level
because she can afford treatment and is able to hire labourers to work on her farm.
As shown by the case of Mr. Kanyango (Case. 5.7), for poor people relying on daily
wages the situation is different. The household was deprived of income because of
the breadwinner’s illness. The sale of assets and food stores to meet medical costs
left the household food insecure, with few resources to support their livelihood.

Inability to provide for the household disempowers men, and - as is shown in the
case of Mr. Kanyango (Case 5.7) - may induce them to resort to violence to reassert
their authority. Denying women the opportunity to take part in income-generating
activities limits their livelihood options and increases their economic dependence on
men. Mr. Kanyango'’s ban on his wives’ brewing initiative, which he claimed would
lead to extra-marital affairs, was a way of blaming them for his HIV/AIDS-status.
He was using them as scapegoats. Violence may increase non-infected women's
susceptibility to HIV, because they may be forced to have unsafe sex.

The presence of multiple sources of stress in the area, such as food and income
insecurity, lack of land, and disruption of social networks by migration and distant
farming, exacerbate the problems of AIDS. They contribute to poverty and make
HIV/AIDS-affected households unable to respond to HIV/AIDS-impacts. Income
diverted to medical care make households unable to hire labour and invest in food
production, while sale of food stocks to get money for health care makes them
food insecure. Some of HIV/AIDS impacts resemble those of other socio-economic
problems experienced by non-affected households. The study area has experienced
more than one shock and the following case studies show how also non-HIV/AIDS
affected households are struggling to make ends meet.

Mama Wawili’s case (Case 5.8) demonstrates that also non-HIV/AIDS-affected poor
households experience difficulties in dealing with shocks. Women who are deserted
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Case 5.8. Mama Wawili: poor household, non-HIV/AIDS affected.

Mama Wawili is aged 26 and has four children, two pairs of twins. The older twins are
in class three and the younger twins were born at the time of the interviews. Mama
Wawili lives with her mother who helps her look after the children. The twins are from
different fathers who do not provide any support to the family. She told me that she
did not plan to have another baby but got pregnant as she was trying to make her living.
Mama Wawili delivered her last babies at home, despite the advice she was given during
the antenatal clinic visits, because she could not afford to pay for the delivery charges in
KI Hospital. Two days after Mama Wawili delivered her babies her mother had to leave
for their distant farm to work on the rice-fields. At home, Mama Wawili had to struggle
on her own. | once found her very weak and she told me she just had porridge, and that
was all they had. Her older twins were roaming from one house to another asking for
food. She got some money from selling the bananas she had harvested from the few
plants in her compound. She told me her mother had left her with very little, because
they had to use the money they had to hire a tractor for ploughing.

When the babies were one-and-a-half months old, she joined her mother on the farm,
but unfortunately the babies got malaria and diarrhoea which forced her to go back
to the village. She left her mother to work alone in the field. The situation in the rice
field is unhealthy because of the high probability of contracting water-borne infections
and malaria. The children were treated at the local dispensary. She could not go to the
field again and she was not sure if her mother would manage to weed the entire plot
without her assistance. They could not hire labourers because they had no money to
pay them. Her mother was sometimes forced to work on other people’s farms to earn
some money to buy daily necessities while staying on the farm.

by their partners are left to struggle and fend for their family on their own. Distant
farming requires high investments in terms of cash and time which most poor
households do not have. In spite of the efforts of distant farmers, a good harvest is
not guaranteed not only because of shortage of labour but also because of unreliable
climatic conditions. Distant-farming poor households are at risk of food insecurity.
The difference between affected and non-affected households is that HIV/AIDS
kills productive adults who cannot be replaced, thereby undermining household
livelihoods irreversibly. Mama Wawili’'s mother was able to continue working on
the field. She did not have to stay at home with her daughter as is the case with
many households with AIDS patients. Case 5.9 presents another illustration of the
problems involved in distant farming.
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Case 5.9. Zakia: effects of distant farming.

Zakia is a girl of I3 living with her grandmother. Her parents live in another district with
their other six children. Zakia does not want to stay with her parents, because they
spend most of their time in the field and she cannot go to school there. In the village
she is able to attend a special primary school program for those who are beyond school
age (MEMKWA). She only goes with her grandmother to the distant farm during the
school holidays. When she went back recently, her grandmother gave her only TShs.
1,000, to buy relish to go with the maize meal. She was left with about three kilograms of
maize flour. Zakia does not know when her grandmother, who had been away for three
months at the time of the interview, will come back. Zakia's school attendance is sporadic.
Because she has no food, she goes around peoples' houses in search of housework in
return for food. Usually she is asked to wash the dishes, clean the house or baby-sit.
Later on, she moved from her grandmother’s house to a family that has taken her as a
domestic helper. She no longer goes to school. She did not tell me, but her neighbour
confided to me that she even had to engage in sex in exchange for food.

Zakia's situation exemplifies how land shortage in the village impacts on household
members and increases the vulnerability of children. During the farming season
most of the school-going children are left in the village when their parents and other
adults go to the distant farms. These children are left to fend for themselves. As these
children are not attending school, they are likely to become drop-outs. Distant farming
increases a household’s vulnerability and jeopardizes the children’s future.

5.6 Discussion and conclusions

The HIV/AIDS pandemic affects different households in different ways and produces
a variety of coping strategies. Although the impact of AIDS on individuals and
families varies some general conclusions can been drawn. The evidence presented
in this chapter, especially that from the qualitative data, describes HIV/AIDS-impacts
on households and their livelihoods and the variety of ways in which households
deal with these. The mortality and morbidity associated with AIDS have significant
impacts on household resources and assets. Changes in household composition
and individual roles are among the notable effects brought about by HIV/AIDS
epidemic. The prolonged illness of a household member drains income and assets.
Loss of assets and income during AIDS morbidity and mortality has been found
to be major factor contributing to households’ poverty and vulnerability. Loss of
labour time because AIDS diverts time from productive activities to care provision,
has the same effect.
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The fact that HIV/AIDS affects the adult, prime-age population significantly intensifies
the impact of the disease on household human capital. Due to AIDS mortality the
skills on farming and other livelihood activities of the adult generation are lost for
the younger generation, thereby undermining the sustainability of the livelihood
prospects of the ones left behind. This applies especially to orphans. AIDS-orphans
(Cases 5.1 and 5.2) were found to be vulnerable because they get no substantial
assistance from the extended family; they lack cash income and other resources
to manage their lives. Inability to attend school shows the long-term effect of the
pandemic on future generations in terms of educational status and livelihood
options.

Men and women experience HIV/AIDS impacts differently. Evidence from this
study indicates that the impacts of HIV/AIDS are more critical for women than
men. Socio-economic factors and cultural values place men in a more favourable
position for coping with the impacts. In their roles as mothers and care providers,
women are mainly responsible for taking care of HIV/AIDS patients in the home
and for fostering AIDS-orphans, in addition to other productive and domestic tasks.
Although men do help, women bear most of the burden of nursing sick household
members. HIV/AIDS increases women's workload as they are forced to pursue
both productive activities and meet the increasing care demands induced by AIDS-
illnesses. When women fall ill they are likely to be abandoned by their partners
while still having to look after children and not receiving the care they need (see
Case 6.3). Care-giving falls disproportionably on women, especially elderly women,
who have to do so with minimal resources. Caregivers are at risk of getting infected
themselves, because of lack of knowledge on nursing AIDS-patients and lack of cash
to buy protective gloves. Denial of positive HIV-status was found to be an obstacle
to adequate prevention and care. HIV/AIDS is changing parents’ expectations of
support from their children in old age because it attacks at a critical age. HIV/AIDS-
affected people can no longer provide for their parents but require care from them
instead and also leave their children behind to be cared for. However, elderly people’s
reduced physical and financial capacities hinder their ability to provide care to their
orphaned grandchildren.

Stigmatization because of HIV/AIDS is a problem for both affected men and women,
but due to socio-cultural factors women are likely to be stigmatized more. This
situation emanates from women'’s inferior position in the society. Fear of the reaction
of the community and unavailability of support services for those affected deter
people from taking an HIV-test and disclose their positive HIV-status. HIV/AIDS-
related stigma not only affects people whom it is directed against, it also harms the
wider population by limiting health seeking behaviour and frustrating efforts to
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fight against HIV/AIDS. Behavioural mechanisms such as denial and secrecy were
found to be based on fear for stigma and rejection.

The quantitative findings on the determinants of food security generally affirm
previous findings that health status, income and headship are powerful predictor of
household food security. It is shown that households with adult members suffering
from prolonged illnesses are food insecure. HIV/AIDS-affected households in the
study reported lack of adequate food and income to buy food as a major problem.
Such households do not have labour and cash resources for own food production. Food
access is affected through declining income to purchase food. Food insecurity may
force individuals to adopt livelihood strategies that may lead to greater susceptibility
to HIV. In this, women are more at risk, because they are held responsible for
ensuring there is enough food in the household. The impacts of HIV/AIDS on food
security observed in this study are consistent with to what has been reported in
other African studies (Wiegers et al., 2006; Loevinsohn & Gillespie, 2003). In the
study area, HIV/AIDS exacerbates household food insecurity and poverty, interacting
with other factors such as distant farming, unemployment, unreliable weather and
poor marketing structures.

A household’s ability to offset the impacts of HIV/AIDS depends on its assets-base,
its capacity to re-organize household resources, and its access to the resources
of the extended family. The severity of the impacts is likely to vary according to
economic status of the household, with poorer households suffering more than
less poor households. Households that are rich in terms of economic and social
resources (cf. Case 5.6) are better able to deal with HIV/AIDS-effects than poor
households who sometimes have to adopt responses that threaten their livelihood
(as in Cases 5.5 and 5.7). Many of those are likely to get trapped in downward
spiral of poverty. Rugalema (2000) and De Waal & Tumushabe (2003) also suggest
that HIV/AIDS-affected households never fully cope, since they cannot return to
their previous situation and cannot escape the longer-term downward trend of food
insecurity. As found in the study, the coping responses that households apply are
likely to have cumulative impacts on the household’s livelihood. At first glance, some
households may appear to be coping with the impacts, but they may be doing so in
an unsustainable way. Other authors (Barnett & Whiteside, 2002; Rugalema, 2000)
have questioned the use of ‘coping’ as a concept in a situation where households are
constantly struggling to survive, leaving little or no room to respond to livelihood
pressures. In this study it was found in that households that are already on the
margins of survival can only respond to HIV/AIDS-impacts at the expense of their
resilience to other future shocks, which increases their vulnerability to poverty.
More resource-endowed households may cope because they are able to mitigate the
negative effects of HIV/AIDS on household resources such as labour, for example
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by using hired labour to compensate for labour lost due to illness. However, in the
study area only few HIV/AIDS-affected households managed to do so.

Although non-affected households may experience shocks similar to those who are
HIV/AIDS-affected, the latter are more severely affected due to the unique nature
of the pandemic. Consistent with the findings of Baylies (2002) HIV/AIDS was
found to be a shock with very specific characteristics that undermine individual
and communal efforts to secure income generation by mainly affecting the most
productive segment of the population. Furthermore, the impacts were found to
be clustered (Barnett & Whiteside, 2002). Cases 5.1, 5.2, 5.5 and 5.7 show that the
clustering of illness and the loss of young adults pushes households into a downward
spiral from which recovery is difficult and which leaves children without means to
make their livelihoods. As shown by most case studies involved in the study HIV/
AIDS-impacts are gendered in many ways; women are more than men affected in
terms of consequences and in terms of susceptibility to HIV-infection.
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Chapter 6
Interpersonal social relations: the limits of

kinship and friendship — No (wo)man is an island’

In this study social capital is conceptualized at two levels. Firstly, at the interpersonal
level referring to social relations that people have with family, friends and neighbours
and whether people believe that they can trust others and others trust them. Secondly,
at the community level, referring to membership in community groups, the trust
invested in these groups, and the common norms and values held by people. This
chapter examines the importance of social capital at the first level specifically for
management of HIV/AIDS-impacts and other crises that affect households. Social
networks based on kinship and neighbourhoods are an important resource for
households. It is assumed that the extended family and the community at large will
assist households socially, economically, psychologically and emotionally when
they are faced with difficulties. HIV/AIDS-affected households presumably rely on
these social assets for help. Yet, as HIV/AIDS continues to strike many households,
families and the community at large, it is questionable to what extent these social
support networks continue to function as expected. Personal observation, focus
group discussions, case studies and the household survey provide the sources for
the evidence on this issue presented in this chapter.

6.1 Kinship relations

Social networks are vital to individuals and households in achieving secure livelihoods.
Extended families are often assumed to provide their members with assistance,
social security and, sometimes, support in economic activities. Family interactions
encourage reciprocity and exchange among relatives. The material and emotional
support shared freely between family members entails an implicit willingness to
return such support. Family relations are also important in fostering trust. Because
kinship involves moral obligations it plays a role in care-giving both within households
and beyond. In the wake of HIV/AIDS and economic hardship, kinship networks
are assumed to provide care for the AIDS-patients and surviving members. However,
HIV/AIDS puts a strain on kinship relations in ways that prevent family members
to offer support to each other.

While kinship support forms an important source of support, the extent and the
nature of kin support vary according to the economic position of the kinship members

5 Adapted from John Donne, 1572-1631.
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and the resources at their disposal. From informal interviews and focus groups
discussions (FGD 6 and 7, see Table 3.2) it became evident that assistance from kin
is nowadays very minimal as compared to the past. As an old man said:

Tt is not that the sense of brotherhood is dying but the big problem is poor
living and economic conditions for many of the families. Life has become
very difficult. Even if your relative is sick, you are unable to assist because
of the lack of income.

This statement shows that despite the importance of kinship, economic constraints
make it difficult to maintain relations with the kin. Resource constraints force people
to focus only on their immediate families. In the past, food used to be shared among
relatives, but as one of the village leaders explained, this is no longer the case:

“You know that long ago we used to get plenty of food, but these days, there
is harvest decline, we only harvest small amounts of food, which can hardly
satisfy one’s own family. Thus, the available food is not sufficient. Despite
your concern for your relative, it is difficult to offer food assistance.

Households in problems turn to their immediate family members, as Mzee Hogogo,
a retired Kilombero Sugar Company officer, explains:

‘Real relatives were there in the past. Nowadays there is no one who can
even pay you a visit, very few do that. Your own children are now your
relatives!

Mzee Hogogo knows what he is talking about because when his son was hospitalized
for a long time he did not get any help from his relatives. They did not provide
support when it was most needed, although they did make financial contributions
for the funeral. While qualitative methods suggest that there is only reduced and
limited kinship assistance, the information collected from the survey shows that
relatives are still an important source of support (Table 6.1).

According to the figures in Table 6.1, 58.3 percent of the respondents were able to
get financial assistance from their relatives when they were in financial troubles and
42.1 and 45.5 percent, respectively, who were able to get food and medical assistance
from relatives. This would indicate that relatives are still an important source of
support. However, the data from the focus group discussions and case studies tell a
different story, revealing that there is reduced and limited kinship assistance and
few people actually manage to secure support from their relatives. The reason for
this discrepancy could be that in the survey interviews people tended to respond
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Table 6.1. Sources of support for various needs (N=180).

Kind of support Source of support in %

None Friends and Relatives Religious Employer Total

neighbours groups
Financial 13.3 255 58.3 1.2 1.7 100
Food 23.3 334 42.1 0.6 0.6 100
Labour 68.3 12.3 19.4 0.0 0.0 100
Job/market opportunity 84.4 [ 4.5 0.0 0.0 100
Medical help 272 26.1 45.5 0.6 0.6 100
Advise 33 489 40.0 7.8 0.0 100
Emotional 39 494 284 18.3 0.0 100

Source: Household Survey, 2005.

along normative lines rather than relating actual experience. When checking the
results of the preliminary analysis of the survey data on this issue, participants in
FGD 10 and 11 (see Table 3.2) expressed surprise at the high proportions of reported
support by relatives and questioned the truthfulness of the answers.

Although the general opinion is relatives should provide support, a reduced reliance
on kinship support can be observed in the qualitative data. A participant of FGD 6
(see Table 3.2) said:

‘What is noted here is that people have become more self-centred, in such
a way that helping somebody is like a burden and that support to others
could erode your resources. Others say they have developed European
culture — not helping others except for immediate family members. We are
now living an urban life!

The above statement shows people’s perception that kinship has come under the
influence of forces that have not only transformed society’s orientation but in some
ways also affect the functioning of the social system. According to Ottosson (1999)
the processes of socio-economic change, urbanization, adoption of Western values,
and economic hardship have disrupted family life in Africa. Patterns of family
formation and family life continue to undergo considerable change. Modernization
and rural-urban dynamics have made it difficult for people to fulfill the socio-
economic responsibilities of the extended-family system. Among the dominant factors

When AIDS meets poverty 157



Chapter 6

causing the change in kinship support has been the change in families’ economic
and material circumstances. As people face difficulties in maintaining kinship ties,
they tend to care for their immediate family only. Some studies (Bradley & Weisner,
1997; Caldwell, 1997) suggest that the evidence of the decline of family values is
balanced by evidence of continued strength and resilience. Norms of reciprocity
and solidarity among kin and life-time connectedness with parents are allegedly still
strong. Bradley & Weisner (1997) argue that in Kenya family structures are becoming
diverse and changing in form but not in underlying values. They maintain that some
functions related to support and care for children and elderly are as strong as ever,
though changing in form. However, this is contestable, and this study demonstrates
the dramatic effects brought about by different critical forces, including HIV/AIDS,
when households need support but find that such assistance is not available.

The following case demonstrates how a person may not have someone to rely on in
times of need in spite of having social relationships. The case also illustrates how
kinship assistance is constrained in case of prolonged illness.

Figure 6.1 depicts the relationship and social interactions between Mama Dorothy
and members of her social network which she considers most important for her.

Kin availability, co-residence and geographical proximity of the available kin influence
the support one can get. Figure 6.2 shows a number of persons in Mama Dorothy’s
kinship network who may be called upon for assistance.

Mother in
Dodoma

Cousin Brother \‘59@
(7N
MorogoroTown ’0@\20'

. advice ;
W Vi,
Mama Dorothy 44 é ig

Friend in
MkambaB
Cousin Sister in
Key Mkamba
<«—> Regular visit exchange

_______ Occasional remittances

One way assistance

Figure 6.1. Mama Dorothy’s important social ties.
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Case 6.1. Mama Dorothy: HIV/AIDS-affected, lack of family support.

Mama Dorothy is a divorced woman of sixty-five, with three grown-up children. She
belongs to a village court elder's board. She has a vegetable garden near her house.
She is from Dodoma but moved to Mkamba in 1975. Her brother back home is the
one who looks after their mother. In 1998 Mama Dorothy was able to buy a plot and
build the house where the family is currently living. She lives with two of her daughters
and two grandchildren who are going to primary school. Her son works in Arusha. Her
oldest daughter (42) divorced and came to Mkamba in 1994. She was living alone in the
village but moved into her mother’s house when she got sick. Two years ago she got
herpes zos-ter (skin infection) and has since been frequently ill. Her mother says she
has chronic typhoid. VWhen she gets very ill, Mama Dorothy cannot go to her garden
or attend the court sessions in the village. Mama Dorothy says: ‘Her eyes and her legs
are on me, no one else. This is our role as a parent’.

Her second daughter is always busy selling food to get money for her children, but
sometimes she gives money for household expenses. They do not get help from the
son who lives in Arusha. Mama Dorothy’s brother lives in Tabora. They have not been
in touch for a long time. Mama Dorothy said it is not easy to get assistance from family
members and friends in this situation, because they don't know how long it will take: ‘She
has been sick for more than a year. Who is going to assist you for a whole year?” Mama
Dorothy's cousin who lives in Morogoro town used to send her money, but does not
do so anymore, and she does not want to make constant demands on him. Sometimes
their neighbours and people from their church group visit them but do not give them
any money. Mama Dorothy said that if her daughter were well, she could get a loan
and run a business, because she is very good at that. In the present situation people
cannot lend her money because they know she is not able to work and the money
will be spent on medication. The relatives in Dodoma are also very poor and Mama
Dorothy has not been in touch with them. She sold tables and chairs to get money for
food and medicine.

When her daughter gets very sick, Mama Dorothy calls in a nurse who lives nearby to come
and attend to her at home. She has to pay for the service, but this kind of arrangement
costs less than if she were taken to the hospital. Mama Dorothy thinks that her daughter
has been bewitched because she was doing very well in her brewing busi-ness. She herself
was once taken for shaving after her neighbour accused her of being a witch. She says
they were just jealous because as a woman she managed to build a house.

Mama Dorothy’s case shows that despite having a considerable number of relatives
who represent potential sources of assistance (Figure 6.2), she has not been receiving
any substantial assistance from them. Apart from general social interaction with

When AIDS meets poverty 159



Chapter 6
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Figure 6.2. Genealogy of Mama Dorothy.

others in the village, such as casual greeting and attending a neighbour’s funeral,
Mama Dorothy has very few social ties that she considers to be important (Figure
6.1). Proximity is important for practical help, but even a relative and a friend who
are living in the same village do not offer any practical or material assistance. They
only pay visits and offer emotional support. Mama Dorothy needs help with looking
after her sick daughter so that she can earn some money, but she has no one to help
her. She also tries to support her mother. Traditionally, the husband’s family ought
to provide support, but Mama Dorothy is not getting any because she is divorced
and lives far away from her husband’s family.

Inability to reciprocate and prolonged need for assistance are likely to discourage
others from helping relatives with problems. Because of HIV/AIDS impacts, affected
households in most cases are left with few resources which make reciprocating in
tangible terms difficult. Gillies (1998) says that when a certain point of economic
crisis or hardship is reached, reciprocity between households break down. This
seems to be the case in Mkamba. Inability to reciprocate makes households in crisis
being excluded from informal support mechanisms. On the other hand, affected
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households may avoid requesting the support they need for fear of overburdening
the relationship.

The role of non-resident family members

The social and economic importance of kinship is not always visible when family
members are living together. The importance of kinship is also shown among
relatives who do not live together but still emotionally and economically depend
on one another. Members of the extended family are sources of potential support.
Cash remittances by family members indicate the existence of social networks that
extend beyond face-to-face interactions (Rose, 1997). In the survey, 43 percent of
the respondents reported receiving remittances from non-resident family members.
Most of the remittances go from adult children to elderly parents. Remittances
are usually cash (87%) and used for household expenses like buying food, paying
school fees and meeting medical expenses. Few respondents (13%) reported getting
non-cash remittances such as food, clothes and soap. When people do not send
remittances it is commonly explained by unemployment, low income, change in
familial obligations, or the marriage of the person involved. Commenting on how
familial obligations have changed, one old village man said:

‘Our children have changed these days, we tried very hard to bring them
up hoping that they will care for us at old age, but when they go away
they forget us. But anyway, you cannot force someone to send you money,
if they do is okay, and if they don't it’s still fine; we just have to struggle
on our own.

Geographical distances affect the possibility of maintaining significant links with
relatives. Migration has contributed to the weakening of kinship ties by fragmenting
the extended family (see Case 6.1) and remittances from those who have migrated
are not guaranteed. With the HIV/AIDS surge, remittances are lost when an infected
family member returns to his or her household of origin for care and eventually
dies. The return to the parents’ place increases the pressure on the limited capacity
of their household, thereby shifting the burden to the elderly who are poor and
vulnerable. The following case study testifies how illness and death of the young
adult the parents have been relying on, leaves them in a desperate situation.

As shown in Case 6.2 for parents whose children have died of AIDS the trauma of

the death of their children is accompanied by feelings of desperation as to how to
cope with the loss of those who supported them.
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Case 6.2. Mzee Manda: HIV/AIDS-affected, loss of remittances.

Mzee Manda is 60 years old and lives with his wife and a girl who is a relative. The
couple had four children, one daughter and three sons, who are no longer living with
their parents. Mzee Manda'’s daughter died of AIDS in 2000, which he admitted openly.
She was 34 and working as a nurse in Morogoro town. Her parents had been paying for
her education from their farming income. They produced and sold rice to get money
for her school fees while she was in the nursing college. She started getting frequent
illnesses two years before she passed away. Back in Morogoro, she could no longer
support herself; her parents went and picked her up.

At home, her mother spent a lot of time nursing her daughter who was bedridden for
six months before she passed away. It was a very difficult period for the family. Mzee
Manda said they had hopes that after educating her she would be able to help her ageing
parents. When she was alive, she used to send them money for household expendi-
tures but now they cannot get such assistance. They have to work on their farm to get
food and sell some of the pro-duce to get money. At their age they are no longer able
to produce much. They rarely get support from their sons in Dar es Salaam.

6.2 Friends and neighbours

Neighbours and friends are another source of support to individuals and households
in times of crises. Since most of the households are not originally from Mkamba
and have relatives living elsewhere, neighbours and friends become important for
immediate help. People had mixed views on the helpfulness of neighbours and
friends. Despite the fact that poverty was a problem for the majority of the people in
the village, some respondents reported incidences where households in need were
assisted with food and money as gifts from friends and neighbours. Borrowing and
lending money for medical expenses and other problems is another way of providing
assistance among friends and neighbours. Some villagers held negative views on
assistance by friends and neighbours, seeing it as not functioning the way it once
did and stating that now many people keep to themselves and do not bother about
what is happening next door.

Reciprocity is a crucial factor in building and maintaining friendship. Neighbours and
friends are motivated to help others hoping that they are helped in return when the
need arises. Deducing from the qualitative data it became evident that people who
do not want to know about other people’s problems are unlikely to be assisted when
faced with problems themselves. Funeral ceremonies, however, are truly social events
in which many people participate and extensive use is made of social claims.
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There are several types of help that friends and neighbours extend to one another.
Women were found to help each other in case of problems or festivals based on ties
of friendship. There are small groups of five to ten women who are friends and trust
each other. They have set a fixed amount of money each member has to contribute
for different occasions. For example, for weddings and first Holy Communion each
member contributes TShs. 500, one kilogram of rice, and the group give a member
concerned a pair of kitenge®. In the event of the death in a member’s household, each
member contributes TShs. 200 and as a group they buy bars of soap and a pair of
kitenge. In case of sickness, they contribute TShs. 200 each only if a member or her
immediate family member is hospitalized. The contribution is only given once, and
cannot be donated to same household again. Support offered among these women
is widespread after the harvesting season, when most of the women are back from
their distant farms and have paddy to sell. The same group of friends may engage
in an upatu’ scheme. From Focus Group Discussions 7 (see Table 3.2) it appears
that one-to-one exchanges among neighbours are not very common due to factors
such as lack of trust and lack of resources. While in the past households hosting a
festival invited all the members of the community, now in many cases the family
concerned will ask people to contribute prior to the ceremony and invites only those
who have contributed. The practice works on the principle of balanced reciprocity:
a person’s contribution to other people’s celebrations determines how much the
latter will offer in return in the future. It was found that people are more willing
to contribute for festivals, where they get something in return, than for problems
such as lack of school fees, sickness or food insecurity.

From the household survey results (Table 6.1) it appears that the most common
support one gets from neighbours and friends is advice (48.9%) and emotional
support (49.4%). For a household that needs material and practical support in a
stressed situation but such support is not readily available. One of the women during
the focus group discussion said:

‘Who is there to give you food and money these days? Everyone has to strive
for her or his own family (Kila mtu anakufa kivyake).!

Another woman commented on the matter by saying that:

6 Kitenge (vitenge-plural) is a piece of cloth that is decorated with a variety of colours and patterns; it is
often worn by women around the chest or waist, over the head as a headscarf or as a baby-sling.

7 Upatu is informal group savings whereby participants make regular contributions to a common fund
which is given in whole or in part to each contributor in turn.

When AIDS meets poverty 163



Chapter 6

‘Even if you have friends, it is just ‘on the mouth’ (ni kwa mdomo tu). We
cannot help each other because our circumstances are the same; if it is
business’s bad performance then it is likely they experience the same. If it
was bad weather, then we are all likely to be affected. Now who is to help
the other?

Because of widespread poverty in the village families are often too burdened with
their own problems to be of much help to others. Some periods of the year are worse
than others for getting assistance. For instance, it was reported in the Focus Group
Discussion 2 (see Table 3.2) that during the rainy season, known as masika, when
people are fully engaged in farming activities, most of the households experience
food insecurity and low income and it is not easy to get or give support. For Mkamba
village, the term masika connotes hardship. In their study in South Africa, Carter &
Maluccio (2003) also found that the capacity to cope is weakened in communities
that suffer covariant shocks that overwhelm the social coping mechanisms in the
area.

In the past people worked in each other’s field in turns and women looked after
each other’s children. Households without food borrowed from those who had, while
those facing short-term cash crises borrowed from relatives, neigbours and friends.
Those from whom assistance was sought were not necessarily better-off in material
terms than those who seeking it. What was important was the willingness of people
to assist each other and the expectation that when in need of assistance one will get
it. But the situation has changed, as a village man says:

‘It has become exceptional for people to make local brew and invite people
to come over and work in their field, this is an old-fashioned activity.
Nowadays if you have no money to hire people to work in your plot you
are finished’

A focus group discussion participant (FGD 1, see Table 3.2) describes the role of
money and how its scarcity undermines mutual support relations, stating that:

You know money is everything these days, if you are sick you need money for
treatment, you have no food you need money to buy it, basically everything
needs money. Then, how is it possible for a person to give to a neighbor
some sugar or maize flour that he or she had bought from the very little
money a household has been able to make?’

The size of one’s social network determines how much support one gets or is
likely to get. On the social-capital scale described in Chapter 3, about 68 percent
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of the respondents had moderate informal social capital, meaning that they only
have one to four people to whom they can turn for support. It also appeared that
the assistance from those persons is very limited and unreliable. More than half of
the respondents said nobody asked them for assistance during the previous three
months. The reasons given were: firstly, they had nothing to give to others and,
secondly, people did not ask them for assistance. For those who helped others, few
offered their labour, some gave cash (on average TShs. 3,000) and others offered
food (on average 1.5 kilograms). Although this study did not establish an objective
level of resources needed in the study area per individual per day, the comparison
with the average consumption expenditure per person per month in rural areas of
TShs. 8,538 (URT, 2002) signify that the quantities of items and cash the respondents
were offered is inadequate for households to survive on. It is also worth mentioning
that in some instances people were confident that in spite of not being helped now
there would be someone to help in the future.

The following case study illustrates how geographical distance and weak ties among
relatives limit social support in times of need, and how neigbours and friend may
provide assistance, even though their help is not sufficient.

Children are expected to provide emotional and material support to their parents
especially during old age and at difficult times. Mama James expects her children
to do so but they do not have a reliable income, so life is difficult for all of them.
Although she is aware of her dependency on her children, she berates their assistance
as inadequate and is completely dissatisfied. Mama James has a considerable number
of relatives who could help her but they are living far away and refrain from giving
support. Presumably because of her sickness, her husband abandoned her and the
children. Since Mama James cannot work anymore to provide for her family herself,
the children are deprived of basic necessities such as food and education.

HIV/AIDS influences relationships with neighbours and friends. Since continual
interaction is based on give and take, HIV/AIDS-affected and other poor households
are unlikely to be able to maintain this exchange. Mama James'’s neighbour seems
to be tired of helping, which she is doing on humanitarian grounds. There are also
times she cannot assist her sick neighbour due to lack of food or money. It was even
explicitly said by one woman participant during a focus group discussion (FGD 8, see
Table 3.2) that: ‘No one will be willing to assist someone from January to December
knowing that this person will not be able to reciprocate’.

It was found that suspicions of witchcraft make more difficult to access the support

that might otherwise be provided by friends and neighbours. People try to minimize
contacts with their neigbours to avoid witchcraft allegations. Additionally, stigma
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Case 6.3. Mama James: HIV/AIDS-affected, neighbour’s assistance, lack of family support.

Mama James, a 45 years-old woman originally from Dodoma, came to Mkamba in [978.
She has four children from two different fathers. Her older daughter (26) who lives in
the same village is a widow with two children aged seven and one. Her husband died
in May 2004. Mama James's second born is a boy aged 2I. He works and lives in the
neighbouring village of Ruaha, where he runs a chips kiosk. Mama James's first partner
worked as a casual labourer in the sugar cane plantation and left Mkamba in 2002. Mama
James's other younger children are a boy and a girl, aged || and six years respectively.
The boy was supposed to be in grade four but was expelled from school for not having
shoes and not paying school contributions. Mama James has been making her livelihood
from farming and brewing. She is living with her two young children in a windowless
rented room with mud walls and a mud floor; only one small bed and very little furniture.
She is living with seven other families in the same house.

Since she started getting il in July 2004, she has not been able to work. Around the
same time the father of her young children left, claiming to go to another village (Mngeta)
in the District to look for farming land. He has not been home since. Recently he sent
a letter but did not mention anything about coming back. Mama James thinks he has
another wife there. Mama James is very weak and has mouth sores, chest pains and a
chronic cough. One of her neighbours reported the case to the village health worker,
who visited and advised her to take the TB test, but there was no-one to get the
equipment from the hospital to take the sample for the test.

She complains that although her daughter lives in the same village, she does not visit her
very often. At the time of the interview, the daughter had not shown up for the past
five days. The last time she came, she just brought her mother some tea and nothing
else, and even the tea was tasteless. Mama James says her elder son regularly brings
money for food and other expenses. Her daughter is a food vendor but has stopped the
business because the owner claimed back the stall she was using. She is trying to help
her mother as much as she can but the problem is lack of money to support both her
children and her mother. Mama James knows of her daughter’s tight situation but she
never stops complaining. There are times when Mama James's daughter does not visit
her mother because she has nothing to give her. On other occasions, she buys food on
credit from the local shop to cater for her family and her mother's. VWhat-ever she eats
is what she takes to her mother. Together with her brother, they buy medicine for her
as well. Mama James's neighbours told me that they sometimes force the daughter to
sleep in her mother's house to look after her during the night.
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Case 6.3. Continued.

Although Mama James lives with other people in the same house, there are only two
who help her. They took her to the local dispensary, where she was given painkillers.
Mama James does not like going to the local dispensary anymore because they used her
money (TShs 1,000) without treating her with medicine. Later; Mama James's neighbour
took her to the private dispensary in the village where she was diagnosed with typhoid,
malaria and anaemia. Because of a lack of money Mama James could only buy half the
dose of medicines prescribed. If they get food, Mama James's young children cook for
themselves; if not, their mother tells them to play with other children hoping they will
be given food. ‘| am just dying of hunger; | am getting weak because | don't have food,
otherwise | could have recovered, Mama James says. Another neighbour brought her
some maize flour but as she did not have any relish they ended up making porridge
without sugar.

Mama James is concerned about how long these good neighbours are going to help her
while her own daughter does nothing. Mama James thinks her daughter is greedy, but
at the same time might be tired of caring since she has been sick for a long time. Mama
James praised one of her neighbours for her regular help. She helps Mama James with
almost everything, like carrying water to the bathroom, cooking, and cleaning the room.
The caring neighbour said: ‘Even though we don't have much, whatever little we have we
share with her; she is a human being like us. If | don't have any food, she stays without
eating which is bad for her since she is very weak’. She added: ‘Even if | don't help her,
no one will blame me because she is not my relative and | am not obliged to'.

The local village government mobilized contributions from the village to help Mama
James, but the money was not enough to sustain her for more than a few days. The
local village leaders feel that they cannot fundraise for her regu-larly, because people
should solve their own problems. The people of her ethnic group do not help her. Mama
James says: ‘It's only by name that | am a member of that tribe, | don't get any help from
it. Mama James has no contact with her relatives back home and cannot think of going
back. She fears the blame from her relatives if she falls lll. She thinks her relatives will
blame her, saying "You spend your life alone and now you are bringing problems to us,
one can easily die back home'. She has told her neighbours that if she dies, she would
like to be buried in Mkamba and not in her home of origin.
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attached to (suspected) AIDS limit the support one can get from neigbours and
friends. A lady who had TB was not accepted back into the local brew business. ‘No
one will buy local beer from me’, she says. Such treatment towards the afflicted
denies them a chance to forge bonds with people who could be of help. In such
circumstances, those who are stigmatized become more vulnerable and have less
chance to benefit from social networks.

To examine the relationship between informal social capital (as the dependent
variable) and individual and households characteristics (as independent variables)
more closely, an ordinal regression analysis was conducted. However, as Table 6.2
shows, the explanatory power of the overall model appears to be limited (14.12 %)
and it is not statistically significant (p=0.1676). The only two variables in this model
that have a significant effect on informal social capital (measured as described in
Chapter 3) are effective dependency ratio (p= 0.077) and deaths experienced in the
household (p=0.046). Both are negative relationships, implying that informal social
capital is lower with increasing effective dependency ratio and increasing number
of deaths in the household. There is no significant effect of age, marital status,

Table 6.2. Factors influencing informal social capital (N=180).

Explanaory variables B-coefficient Standard error
Age (years) -0.0085254 0.0107964
Household headship (I=male) 0.1782449 0.5353644
Education level (I=educated) -0.2134791 0.3711869
Effective dependency ratio -0.305654* 0.1730128
Marital status (I=married) -0.1740269 04461121
No. of people with chronic illnesses -0.1694881 0.237590!
Death/s in the household (I=yes) -0.6218393%* 0.311780I
Estimated household annual income (Tshs) 2.64e-07 2.36e-07
Duration of stay (1= >10 years) 0.367076] 04082843
Food security status -0.0192308 0.0725612
Group membership 0.0490548 0.029778l

LR Chi? (10) = 14.12

Prob > Chi? = 0.1676

Pseudo R? = 0.026]

Log likelihood = -263.05457
#p<0.10, #*p<0.05.

Source: Household Survey, 2005.
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duration of residence in the village, educational level and number of people with
prolonged illness in the household. A non-significant effect of duration of residence
may be explained by the fact that most (85%) of the households have been living
in the area for more than 10 years. Surprisingly, although membership in groups
may result in an increased number of people who trust and help each other, it does
not seem to affect informal social capital. Though income and headship are not
statistically significant, there was a difference in terms of informal social capital
scale between female- and male headed households in the same wealth category.
Fewer poor female-headed households (25%) than poor male-headed households
(34.5%) have low informal social capital. This could indicate that women are better
in mobilizing informal social capital. There are no well-off female- and male-headed
households with low informal social capital, which is an indication of a connection
between wealth and informal social capital although the indicator income does not
score significantly.

From the above, it can be said that the analysis of the survey data offers some clues
but yields only a partial picture of what determines people’s access to informal
social capital and whether it helps them to solve their problems. The qualitative
data from the case studies and focus group discussions offers a more holistic picture
of the importance of access to and use of informal social capital for households in
trouble. In commenting on the limitations of quantitative studies for assessing the
economic burden of illness for households Russell (2005:277-278) says that there is
scope for case study household research, because it ‘can adopt a more naturalistic
methodology, seeking to understand the economic burden of illness as it unfolds
within the context of a household, and the ways that people in their everyday lives
take action to treat illness and cope with its costs!

6.3 Patron-client relations

Patron-client relationships were found to be another source support in the village
although the respondents did not mention it during the survey interview. However,
they are also part of social networks and built on norms of reciprocity (though
unbalanced) and trust. Patron-client relationships are unequal and in most cases are
biased towards patron’s vested interests. Different kinds of support can be offered
by patrons to their clients. The most popular form of patronage in the village is
that between moneylenders and clients. Some support in the form of food may be
provided by landowners to persons who work on their land. Another common form
of a patron-client relationship is that between shop-keepers and customers.

Moneylenders are very important in the village because of the lack of a regular source
of income for the majority of the village population for many months in the year.
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Moneylenders are villagers who by different means have managed to accumulate
money, from which they can provide loans to others. Some were able to accumulate
cash money from the proceeds of their own farming and business activities, others
managed to get loans from financial institutions. People take loans for various
purposes like farming, medical treatment, and household expenses. Moneylenders
have several means, including force and harassment, to ensure repayment. As a
rule the interest rates are high.

Usually moneylenders give money to people whom they already know. If not, one has
to have a guarantor who will take responsibility in case of defaulting. Moneylenders
assess the borrower’s socio-economic status, based on borrower’s assets base, the
ability to produce a good harvest or employment as indicators. They give loans for
the amount of money they assume one is able to repay. Past performance of the
borrower is also an important criterion. If a person did not repay a former loan the
information will circulate among lenders, and the person concerned will not be
trusted by other moneylender. Sometimes moneylenders dictate a high interest rate
to discourage borrowing, if they are not sure of the borrower’s capability to repay.
Moneylenders sometimes base their decision on the way the borrower is able to
convince them. The criteria used tend to discriminate against very poor households
and persons and households that are not able to engage in income-earning activities,
such as elderly people and HIV/AIDS-afflicted households.

The period for repayment usually depends on the purpose and the amount of loan
taken. If the loan is for other purposes than farming, the repayment period is usually
relatively short. Regularly employed people take short-terms loan, which they usually
pay back at the end of the month. Loans for family maintenance (medical care and
food) can be as low as TShs. 2000, which has to be paid back within a short time,
usually after two to four weeks. The money for loan repayment can be obtained
from casual work wages, sale of local brew (especially for women) or from any other
income-generating activity. As said, failure to pay for may affect one’s possibility of
getting loans in the future. Farming loans are usually given from December to March,
which is the critical time for rice and maize farming. The minimum amount loan
for farming activities is TShs. 10,000. Farming loans are usually repaid after harvest,
preferably in kind. Most of the people interviewed said that the interest rates charged
are very high, but are forced to comply as there are no other means get the money
needed. This is illustrated in the following statement by a village woman:

You know poverty is very bad, when faced with a problem you have no
where to run to except to moneylenders who may give you money to solve
the problem at hand, but what you are paying in return, is far much higher
than what you took, but we have no means.
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Loan servicing seems to increase poverty to the households involved.

There are moneylenders who collect paddy from the debtor’s fields even before
the harvest is transported home. This is done to make sure that the borrowers do
not dodge paying. Many households are trapped into poverty as they are trying to
service the loan. There are cases where households ended up repaying with all
produce harvested, becoming food insecure as a consequence. If there is no harvest
at all, the loan is extended to another farming season with additional interest. In
case of pensioners and employees the moneylender keeps their bank pass books,
to force them to withdraw the money to repay the loan in the presence of the
moneylender.

People also seek loans from moneylenders because they do not require prior financial
contributions as is common in the saving-and-credit groups in the area. Other credit
schemes require one to be a member with shares, a condition that is difficult for
many to fulfill. Problems may come unexpectedly which such groups are not in
position to deal with on a short notice. In the past the government revenue authority
wanted to ban moneylenders operating in the area, but the villagers insisted that
they should not be stopped because it is the only way people can access loans that
are not provided by the government and NGOs.

As said, moneylenders charge high interests, but in some instances no interest is
paid for short-term loans, depending on the lender-borrower relationship. Despite
strict follow-up mechanisms moneylenders interviewed complained of defaulters,
because people fail to pay because of bad harvest but also some people just do not
want to pay. Only in a few cases this led to legal actions and court intervention,
because moneylenders find legal procedures too involving and time-consuming. To
show that they also appreciate the ties they have with other people in the village,
one of the moneylenders said:

1 feel delighted to offer such service in the village because by doing so I have
been able to make a number of friends. There are times they even give me
more than what they were supposed to repay, so it is not only a matter of
money but also of friendship.

Another type of patron-client relationship is between shopkeepers and their clients.
This is an arrangement whereby people take mainly household items such as food,
kerosene, matchboxes and soap from the shops without immediate payment. The
payment is done later, though the time is not fixed. There is no interest charged
on the items taken. Shopkeepers keep records of every household involved. This
arrangement is beneficial to both households and shop owners. Households are
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able to get their daily basic needs without cash and shopkeepers are assured of
customers even though payment comes later. Most of the shop owners are willing
to help households in this way because people in the village often do not have the
money for cash payments. Based on their knowledge of the people in the village,
shopkeepers establish the average total amount the household concerned can shop
for. Failure to pay the accumulated debt will bar the household from getting more
items from the shop. Such arrangements are wide-spread in the village and facilitate
various households to cope with food insecurity when they have no cash, provided
that they are able to pay previous debts. Their underlying principle is trust among
the people involved.

6.4 Trust at interpersonal level

Mutual relations and exchanges are based on trust, which is built-up as a result of
continual interactions. People usually help each other if there is trust between or
among them and if one believes that others might help them in future if need be.
At face value, relationships in the village seem to be harmonious. The results from
the household survey indicate that people get support and assistance from relatives,
neighbours and friends, which may imply they are trusted. However, as described
above qualitative methods revealed a somewhat different picture. Different from what
is often assumed, assistance from extended family, friends and neighbours seems
to be rare, inadequate or not available at all. Only 17 percent of the respondents
trusted their neighbours and friends to look after their baby or sick relative. The
apparent lack of social support in the village can be partly explained by lack of
interpersonal trust, which the people themselves attribute to economic hardship,
witchcraft accusations, and ethnic diversity.

Lack of interpersonal trust has curtailed social networks and reciprocal relations
in the village. When respondents and key informants were asked if villagers trust
each other, many involved in the study responded in a negative way. Lack of trust
is manifested in various ways. People in the study area said you cannot judge
someone from his/her appearance, as people are different; there are those to trust
and some are not to be trusted. Where there is no trust and where people are not
able to reciprocate, relations with neighbours and friends become strained. Witchcraft
suspicions and accusations reflect deteriorating trust among neighbours and friends
as stated by a village woman:

‘Bven if I know my neigbours do not have food, I cannot provide them
with food for fear of being accused of witchcraft in case a member of that
household gets sick, I don’t want to be harassed and be taken to the “salon”
for shaving’
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One participant of the focused group discussions (FGD 6, see Table 3.2) said:

T knew that my neighbour has a patient in his house, so I went to visit
them twice. When I went for the third time, T was told they have moved
the patient from this place to another village. Three days later, that person
died, so I was surprised, why they had to cheat me on that. Was it that
they thought I am the one responsible for his sickness? I could not even go
to the funeral for fear of being attacked.

The following account indicates that such fears of being accused of witchcraft are
justifiable. During the Focus Group Discussion 6 (see Table 3.2) an account was
given of the following incident. A man was shaving his son’s hair. The neighbour’s
son demanded a hair cut as well, so the man shaved him too and explained to his
neighbour what had happened. The neighbour was not happy about this and suspected
the man of tampering with his son. He took him to a ten-cell leader to discuss the
matter and the man was later taken for the ‘salon’ for shaving (cf. Chapter 4).

Relatives accuse each other of witchcraft. For example, during an in-depth interview
Mama Kandoro (Case 6.4) claimed that her son, reportedly to have died of AIDS,
was bewitched by her brother. She said it was not normal for a person to be sick
for so long unless he was bewitched. Mama Kandoro summoned her brother for
the cleansing ritual but her son did not get better and passed away. Even after the
cleansing ritual, Mama Kandoro did not request any assistance from her brother
although he was in position to help her.

Economic difficulties seem to affect interpersonal trust as well, as a woman in a
focus group discussion (FGD 7, see Table 3.2) describes:

T think what causes mistrust is the bad economic situation. Nowadays our
incomes are very low, so in many cases one is forced to borrow let's say Tshs
50,000, but when it comes to the repayment, one fails to even pay part of
the loan, say 10,000/, for lack of money. In this case it will be difficult to
approach the same person for another loan because s/he no longer trusts
you. Bad economic conditions make people seen as dishonest’

People’s economic situation has a bearing on their interaction and capability of
material exchanges. As we have seen, there has been a decline in people’s incomes
due to low farming outputs, low wages and unemployment. Because of their poverty,
even people living in one house are suspicious of one another. For instance, in
rented houses people have a common cooking place, where each one can easily see
what others cook. If it happens that a housemate frequently cooks meat, which is
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expensive, this person may be suspected of getting the money for it by witchcraft.
Allegations like this can be attributed to jealousy of people who cannot make ends
meet, leading to feelings of hostility towards people who are better-off that translate
into witchcraft accusations.

Ethnic diversity is another factor contributing to the decline of interpersonal trust.
People tend not to trust people from other ethnic groups. It was said during a
focus group discussion (FGD 7, see Table 3.2) that people interact less frequently
with people from other ethnic groups. For example, there are some women upatu
networks, which did not function because some members from a particular ethnic
group isolated themselves from the group, which led to the group’s dissolution.
Ethnic diversity in a migrant community like Mkamba seems to negatively affect
trust and social interaction. People’s mobility brings in people who are not rooted
in the area and who are unlikely to trust each other.

6.5 Interpersonal relations and gender

As discussed earlier on, there are differences between the social networks of men and
women. Studies have shown that women are more likely to be involved in informal
exchange relations with relatives and friends than men who tend to rely more on
formal relationships (Mayoux, 2001; Silvey & Elmhirst, 2003; Oorschot & Arts,
2004). In the study area more women than men were involved in informal rotating
saving funds which in Tanzania are commonly known as upatu and are similar to
the rotating saving-and-credit schemes (ROSCA) found in other countries in Africa.
The system comprises between five to ten women who know and trust each other.
They accumulate funds from all involved and at the end of the week or month,
depending on the time-frame set by members, the amount accumulated is given
to each of the participants in turns. Some give cash and other purchase household
items such as mattresses, furniture and others household assets requested by their
fellow friend. Many women prefer receiving household items to cash because they
are afraid that they will spend the money on meeting urgent needs. Saving groups are
more active after the harvesting season when women have the money to contribute
to the scheme. Women who are not taking part in such saving groups say that they
lack the money to make the daily or weekly contributions.

During the Focus Group Discussion 6 and 7 (see Table 3.2) it was said that the
most common men networks in the area are drinking groups comprising men who
share a beer in the local bar. If you don't have the money to buy a beer, you can
be treated to it but you have to return the favour in the future. In most cases these
relationships begin and end at the local bar, although in some cases they evolve into
friendship. There are no upatu arrangements among men because of lack of mutual
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trust. There was a feeling among both men and women that upatu schemes do not
work for men. If there is one the cycle is likely to collapse before all members get
their turn because those who have got their money may not contribute for others.
As one man in Focus Group Discussion 6 (see Table 3.2) said: ‘We men do not trust
each other, so is difficult to have a sustainable relationship, and is even more difficult
when it involves money'.

Because of their domestic responsibilities, women tend to nurture social relations
to reduce risks and cope with the various problems the household may face. Results
from Focus Group Discussion 7 (see Table 3.2) indicate that women play a crucial
role in cultivating and maintaining interpersonal relations in order to cope with
daily problems. As one woman explains:

‘Even if my husband is around, in case of food shortage or any other problem,
I am the one to struggle and look for ways to solve those problems by asking
assistance from my neighbours or friends and sometimes even asking for a
short-term loan. I can't just sit and watch my children suffering’

Moreover, it was noted that in male-headed households, men may be taking advantage
of the female household members’ networks to solve their problems.

When kind and source of support (Table 6.3) between female- and male-headed
households are compared, as done in Table 6.3, it shows that there are some
differences, though they are not significant. For all categories except for that of
assistance with finding a job, support from friends and neighbours scores higher
for female-headed households than male-headed ones.

6.6 Discussion and conclusion

In the absence of widespread formal social security schemes in Tanzania, most
households rely on their own resources and assistance from relatives to cope with
the effects of AIDS and other predicaments. Beyond the immediate and extended
family, households in crisis turn to friends and neighbours for support. Informal
social ties that operate in Mkamba village include relatives, neighbours, friends and
informal interest groups. There are also patron-client relations between moneylenders
or shop owners and their clients that can be a source of support as well.

Extended family ties and kinship relations have always been regarded as an important
source of social, economic and practical support, ensuring that the needs of individuals
were attended to within the family. Because of the moral obligations involved,
kinship networks allegedly function as a resort for social support for their members.
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Table 6.3. Sources of support by household headship category (N=180).

Kind of supportand  Source of support in %
household headship

None Friendsand Relatives Religious Employer

neighbours groups
Financial Male 26 252 58.7 [4 2.1 x2=4.26
Female 162 270 56.8 0.0 0.0 p=0.51
Food Male 238 329 42.0 0.7 0.7 x2=2.30
Female 21.6  35. 43.2 0.0 0.0 P=0.80
Labour Male 68.5 1.2 20.3 0.0 0.0 x2=3.6l
Female 67.6 16.2 6.2 0.0 0.0 P=0.30
Job/Market Male 83.2 1.2 4.9 0.0 0.0 X2=2.28
opportunity Female  89.2 8.1 2.9 0.0 0.0 P=0.51
Emotional  Male 49 476 28.0 19.6 0.0 X2=691
Female 0.0  56.7 290 13.5 0.0 P=0.14

Source: Household survey, 2005.

Contrary to the assumption that this function is still strong in rural areas (Nkurunziza
& Rakodi, 2005), in the study area notable changes in the functioning of traditional
extended family support system were found. Due to widespread poverty individuals
cannot count on their relatives for help. The trend towards family nuclearization
has also limited the support of the extended family to poor and vulnerable family
members. While migration enabled household members to earn income elsewhere,
it also negatively affected kinship ties. Growing mobility has caused the geographic
dispersal of the members of kinships networks, leading to loosened social ties and
weakened responsibilities and reciprocity within families. Because of low incomes,
relatives are often not able to keep in touch and provide assistance to each other.
Even when relatives are living close by, which would allow frequent exchange of
care, food and practical support in case of a household member’s prolonged illness
these were found not to be available. These processes are illustrated by Cases 6.1
and 6.3. When support from siblings is not forthcoming providing care is left to
elderly parents, especially women. For women the informal social networks appear
to be more important as a source of support than for men. Women need informal
networks to cope with different problems in the household and their participation
in women’s groups enables them to accumulate resources that they otherwise would
not have been able to get.
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Qualitative information collected shows that money has gained precedence over
exchanges in-kind, which were previously important in maintaining mutual relations.
In many interactions now cash is the medium of exchange. Money was seen by
many involved in the study to be the most important asset, but there are limited
opportunities to earn money because of unemployment and low returns from
agriculture and non-farm activities. Furthermore, the flows of remittances have
diminished. Meanwhile, the cost of living is high and expenses for health services
are increasing. As people are unable to earn enough for their families, they have
nothing left for others. People are in an increasingly difficult position to ask for and
provide support. Increased poverty and deteriorating living conditions among the
people seems to have affected mutual help among relatives, friends and neighbours.
Similar to what Berry (1993) found because of widespread poverty the ability of
household to provide security for one another is weakened. It was found that
HIV/AIDS-affected households are struggling to make their living, with no or
minimum support from their relatives, friends and neighbours, as those are equally
affected. Caution should therefore be taken not to overestimate the role of social
networks in enabling households cope with HIV/AIDS impacts and other shocks.
The significance of bonding social capital among people with a more or less similar
socio-economic status is jeopardized by a widespread crisis because it affects them
equally and simultaneously, leaving them all in the same trouble.

Informal support systems, previously effective even in resource-poor environments,
are weakening under the strain of dwindling resources. Mobilization of resources
within the social network becomes difficult in case of prolonged illnesses and
because of HIV/AIDS-related stigma. Moreover, kinship and friendship relations
impose obligations to provide assistance to other members based on the principle
of reciprocity. When members are no longer able to contribute as expected, they
loose their access to the social support provided by the informal networks. HIV/AIDS
effects destabilize reciprocity by stripping households off the resources necessary
for mutual exchange. As pointed out by Beuchelt et al. (2005) mutuality is the main
motivation for helping each other, and when not guaranteed or anticipated, support
is limited. Similar to the findings of this study Bossart (2003) found that HIV/AIDS-
afflicted individuals receive little or no help from their social networks.

In a situation where family members are dispersed over different locations, the
relations with friends and neighbours become an important alternative source of
social support. However, the findings of this study indicate that people’s relations
with friends and neighbours cannot be taken for granted. Although unequal in status,
patron-client relations are an important form of support in the village. Interpersonal
informal social networks have been found to be severely constrained by lack of trust
in the community because of the combination of poverty, ethnic diversity, and
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stigma attached to HIV/AIDS. The proliferation of witchcraft accusations reflects
the decline of trust in the study area. Though people claim that the cleansing ritual
fosters understanding and harmony among people in the community, discussions
with key informants show that even after ritual the relations between accused and
accusers are likely to remain strained. Even individuals and households who already
have strong informal social networks and are economically better-off find themselves
unable to exploit their potential because of widespread witchcraft accusations and
ethnic diversity. Lack of trust affects the viability of social networks, necessary for
building social capital, one of the assets necessary for helping households cope
with problems.
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A community in distress: the role of
community-level social capital

This chapter specifically addresses HIV/AIDS impacts at the community level. In
this study community social capital is defined by the ability of community members
to work collectively towards a common goal through membership in groups and
participation in communal activities and the level of trust among members in the
community. Community-level social capital was measured by participation in formal
groups and communal activities. Because of the interlocking nature of social relations,
it is difficult to make a clear-cut distinction between formal and informal social
networks. In this study, formal group refers to any group of people registered or not,
who get together regularly for a common activity and have agreed upon some rules
to guide group operations and performance. While the primary objective of these
groups may not be social interaction, their gatherings shape common social norms
among members which may build social capital. Participation in group activities
and other interpersonal networks may enhances trust among people who may come
together to tackle common problems and help vulnerable households. The contexts in
which people are living in determine their ability to work for a collective goal. There
is a range of inter-related factors as outlined in Chapter 4 that influence households
and community process in the study area, which also indicate the complexity and
context specificity of social capital and HIV/AIDS impacts. Although there are some
opportunities to improve livelihoods, as evidenced by falling incomes in Mkamba
poverty is deepening, which intensifies people’s vulnerability and exclusion of some
groups. These problems not only put strains on households’ responses to shocks
and crises but also hamper the community to work towards a common goal. This
chapter elucidates the importance of contextual specificity in assessing impacts of
HIV/AIDS epidemic and also shows that the community context is a key feature in
understanding how social capital is generated and maintained, drawing on qualitative
village-level data as well as quantitative household-level data.

7.1 Social groups and organizations: inclusion and exclusion

At the community level, local groups are the manifestation of social capital. Formal
groups include social ties that exist within the context of a formal organization
and these groups have elements like bylaws, regular meetings, and minutes. The
members of these groups not necessarily belong to each other’'s immediate circle of
close contacts that informal social capital is made up of. These organizations may
represent safety-nets for the members in times of crises, but not for non-members.
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There is an increase of people’s membership in formal groups for the past five
years as reported by 73.5 percent of the respondents. From the group inventory it
was found that in 1984 there was one group and since then the number of groups
has increased. For example, there were six new groups formed in 2004 alone. This
is probably because as people’s economic condition becomes difficult they come
together to solve household and community day-to-day problems to improve their
situation. It could also be as a result of the role of NGOs. An individual’s decision
to participate in groups is linked to the potential benefits that can be derived from
it. The majority of the respondents (78.4%) joined the groups for security in case
of problems such as illness and death. Twenty percent said they joined groups to
improve their household livelihoods by accessing resources and services that they
would not get on their own. Few respondents (1.6%) said they joined for a sense of
belonging and emotional and spiritual support.

7.1.1 Formal groups in the study area
i. Sugarcane out-growers and saving and credit groups

The most prominent formal production group in the village is that of sugarcane
out-growers, which is among the village groups forming the KCGA (Kilombero Cane
Growers Association). The group comprises men and women who are sugarcane out-
growers. Most sugarcane out-growers are obliged to become members of the group,
since the Sugarcane Company does not deal with individual farmers. Members benefit
from extension services, assistance with sugarcane harvest, transportation as well
as credits to invest in their sugarcane plots. The group deal with issues related to
sugarcane production, and does not serve any other purposes like assisting members
in solving problems of everyday care and subsistence. As a rule, membership to
this group requires an entrance fee and contributions that poor farmers are not able
to pay. There is an entrance fee (TShs. 1,000) and an annual contribution (TShs.
10,000). Different from other groups, a member must own a sugarcane plot on a
minimum of one acre. As shown in Figure 4.3 in Chapter 4, every member of the
village sugarcane production groups is automatically a member of KCGA for which
s/he has to pay TShs. 3,000 as a membership fee. Many people in the village are
not able to engage in sugarcane farming because it is a capital-intensive crop, and
many have no plots near the factory due to land shortage in the village.

Although some of the sugarcane out-growers get loans from the National Microfinance
Bank (NMB), most of them get loans from the Udzungwa Saving and Credit Cooperative
(SACCO). The cooperative is formally registered under the Cooperative Society Act
of 1991. It has 1,665 members, 400 of which are women. Any person from Kidatu
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Division® can become a member of this group provided s/he pays an entrance

fee TShs. 5,000, and buy at least ten shares worth TShs. 10,000 each. Members get
dividends after three years from accumulated yearly dividends. The cooperative
started collaboration with CRDB? in 2002, which gave them capital money to provide
loans to interested people. According to one cooperative official, the cooperative
provides easy loans that do not require an applicant to follow lengthy bureaucratic
procedures associated with formal banks and other financial institutions. Although
loan application procedures are easier than in formal financial institutions, non-
member key informants expressed their concern on securing loans from this group,
if one is not a sugarcane out-grower. They felt that the conditions for becoming a
member favour the well-to-do households and not the poor. For other business loans,
the conditions and procedures are too complicated for poor household to meet. It
requires one to have a business stall with on-going activities and also to get reference
and affirmation papers from various government institutions in the village. This
process seems to be lengthy and time consuming for many poor households. Hence,
many people are not able to apply for loans. Both the sugarcane out-growers groups
and the saving-and-credit group are mainly ways to organize sugarcane out-growers
and provide them with access to financial capital.

Since many people are not aware of their HIV status and even if they are do not
disclose it, it is likely that there are SACCO members who are affected. However,
data from the household survey shows that there is only one identified HIV/AIDS-
affected household involved in this group. This may suggest that there could be
few HIV/AIDS-affected members in the saving-and-credit group. According to
Murray (2005) membership in saving and credit groups is generally most useful to
households before the impact of AIDS becomes severe, when people are still well
enough to save money and to use loans for productive activities. The majority of
HIV/AIDS-affected households identified in the study were found to be too poor
to become members of saving-and-credit groups, because they cannot afford the
relatively high initial financial contribution.

ii. Women groups
Women groups create an opportunity for women to meet and work together to

improve their personal and household well-being. The groups that discussed here
differ from those discussed in Chapter 6 because, although not legally registered they

8 The third lower level in the Tanzanian government administrative structure

9 Cooperative Rural Development Bank which offers microfinance services to intermediary microfinance
institutions such as community banks, SACCOS, and financial NGOs which in turn provide financial
services to their individual customers.
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do have rules and bylaws governing membership and their operations. The groups
are usually small with membership ranging from ten to fifty women. The groups
have limited organizational and financial capacity. They do not have links with
other groups outside the village and their income is raised from within the group.
Though there are fourteen groups, there are also reports of lack of capital to run the
group, misunderstandings, and poor leadership that cause groups to dissolve. All
except one of the fourteen groups have no common projects because of management
problems. Generally, the groups aim at helping members in case of problems such
as illness and death of immediate family members as well as during festivals. The
contributions by members are higher than those in the groups described in Chapter
6. Each member has to contribute Tshs.200 in case of illness and Tshs 200 to 500 in
case of death if the death has occurred in the village. If the death did occur in the
village, the groups contribute Tshs.10,000 on average to the household concerned.
In case of a death the members also are expected to contribute labour and food.
As T observed, many groups have ‘uniforms’, such as usually identical T:shirts and
kitenge or khanga'?, that they wear at funerals or festivals.

Some women groups are involved in beer-brewing, though the women work
individually. These are political (UWT!!) women groups that are aligned to the
ruling party (CCM). Though they operate under the umbrella of UWT, they are not
involved in its political agenda. By specific arrangements they are allowed to use
the UWT bars in the village to sell their beer and generate income. Membership
is only for women who are CCM members. In turns, individual women make the
local brew and other members of the group help with selling it. Other women
groups were formed as a condition for participation in NGO activities. After the
group is formed, the members receive training on entrepreneurship and business
management, are checked for their loan eligibility, and are finally given loans to
invest in individual projects.

Though the women groups were established through friendship ties to assist each
other in case of problems and run their businesses, some of them have incorporated
upatu activities, which are better organized than the upatu arrangements of friends
and neighbours discussed in Chapter 6. They are larger, have written bylaws, regular
meetings and keep records. After everyone has had their turn in receiving the
contributions, they may choose to continue and start another cycle or may stop. The
frequency of contributions ranges from daily, to weekly or even monthly. Weekly

10 1t is the same as kitenge (See Chapter 6) but relatively smaller in size.

1 Stands for Umoja wa Wanawake wa Tanzania- (Tanzania Women Union) and aims at uniting women
through groups at different administrative levels. At first these groups had to run economic activities,
but these failed due to financial mismanagement. Currently, they are just a political organization, which
inspires women to undertake activities together.
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contributions are most common. The total amount of money that can be given to
a member ranges from TShs. 10,000 to 100,000. Groups with many members can
split into smaller groups with shorter cycles. Long cycles tend to discourage people
from participating. According to women key informants regular contributions to a
formal upatu are only possible for women with a steady income. This excludes very
poor women. As one woman told me:

‘T am making rice buns everyday, out of it I get about TShs. 500 to 1,000
profit, depending on how good the day is. On average my daily food expenses
are about TShs. 1,500, so the profit I make cannot even feed my family. T
know the upatu arrangement is good but where will I get money for weekly
contributions. Getting money for daily food is a problem, how will it be
possible to get the money for the group’s contribution?’

The upatu schemes are built on trust among their participants, who know each other
and who may either come from the same location or share common characteristics
or engage in a common activity. For the groups which are formed for upatu only,
members are carefully recruited, because in case of default there are no legal
means to solve the matter. Recruitment relies on the reputation of a person. Though
membership recruitment is done with great care, there is always the risk of defaulting
members as a result of declining income, the death of a member and dishonesty.
Upatu schemes are popular among women because they involve few transaction
costs and because of their predictability, since one’s turn to get the money is known
in advance. They also give members access to a relatively large amount of money
that would otherwise be difficult to accumulate.

iii. Burial groups

These groups consist of either a few households or individuals belonging to the
same ethnic group or living in the same neighbourhood. Members contribute both
services and money to the group, in turn for which the group provides assistance
to members in the event of death. The groups run according to the rules agreed
upon by members and are open to people from different background (though some
are along ethnic lines) who are willing to adhere to group rules and conditions.
Inability to adhere to group rules may lead to expulsion. People formed burial groups
because they realize that, by themselves, they would be unable to meet the funeral
expenses or the expenses of transporting the body to their place of origin. Bereaved
families get more than financial support: they also receive emotional support, help
with transport and preparation of food, and in-kind donations. There are different
in-kind and cash contributions by members at such occasions. Burial groups work
in different ways. There are groups that spontaneously contribute at the time of
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death, while in other groups people make contributions over a period of time and
funds are made available to the bereaved families at the time of the funeral. Such
groups give on average TShs. 20,000 in case of death of an immediate family member.
Members also offer their labour in performing various activities during funerals.
The groups differ from ROSCAs in that the funds are not given on rotation but are
allocated to households at the time of death. Some burial groups have assets such
as furniture, cooking pots, and other utensils needed for feasts and funerals which
a member can use free of charge. Non-members may hire them, which generates
money for the group.

People from the same ethnic group have formed burial groups, which are important
because they allow members to be buried in their place of origin. There is an entrance
fee, monthly contributions, and also have by-laws to keep the group running. Monthly
contributions differ from one group to the other. It ranges between TShs. 200 and
Tshs 500 per household. The group usually assists the family to transport the body
home and finance funeral activities. It also contributes to burials that take place in
the village if that is the family’s wish. These services can only be given to members
of a particular ethnic group who are registered as member of the burial group and
fulfill their membership obligations.

iv. Religious groups

Participation in religious groups was reported to be important for a sense of identity
and belonging. Within the major religious groups, there are other groups of people
formed for diverse purposes. Roman Catholics have smaller groups consisting of a
number of households who pray together and provide spiritual guidance to each
other. The groups do not provide specific material assistance to their members.
However, it was found that occasionally the Church can offer assistance to the poor
and the needy ones. There is one Lutheran Women group that provides support to
orphans and widows of their Church only. There are also two main Muslim groups
in the village, comprising Shi’a and Sunni muslims respectively, who mostly offer
moral and spiritual assistance to their members.

7.1.2 Bridging social capital

Contacts with other groups create an opportunity to interact with others and access
external resources. Close ties are necessary to help group members cope on a day-to-
day basis, but these ties sometimes may not be very useful in helping the members
to get out of their hardships (cf. Putnam, 2000). Most of the groups identified
operate in just one village and have no links with other groups inside and outside
the village. The lack of connections with other groups is perhaps due to the fact that
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they are not yet well established and have limited resources. The groups enable
members ‘get by’ but lack the connections (bridging social capital) that could help
them ‘getting ahead’. While high-level intra-group cohesion is positive, lack of inter-
group linkages is problematic for a poor community like Mkamba village, because
it constrains access to information and financial resources of other social groups,
including those outside the village. It was evident from the interviews with group
leaders interviewed that their groups cannot deal with the members’ problems once
the group’s local resources and capacities are exhausted.

7.1.3 Non-governmental organizations

Non-governmental organizations form an important part of civil society. In Mkamba
there are few NGOs operating in the community. Although not based on membership,
they bring local people together for activities benefiting the community. Through
continuous interaction strong bonds may be formed and trust built among those
involved. Non-Governmental Organization in the area includes MAI (Mazingira
Institute of Tanzania), a locally-based NGO that is active in poverty alleviation and
public health, including raising HIV/AIDS awareness, facilitating youth groups and
environmental conservation initiatives. AFREDA, an organization based in Dar es
Salaam, runs its activities in Mkamba by targeting women entrepreneurs who run
a diversity of businesses. It offers business training and provides loans to women
only. Women are mobilized to form groups, and these groups act as a guarantee to
each woman taking a loan. Women participating in AFREDA groups are encouraged
to take up income-generating activities such as food vending, small-scale trade and
handicrafts.

Specifically for HIV/AIDS-related activities, there is a national organization called
SHDEPHA™* (Service Health and Development for People living positively with
HIV/AIDS). Its Kilombero branch is located in the neighbouring village Ruaha
and was established to help people living with HIV/AIDS. Members are recruited
from the whole Kilombero district. The organization deals with counseling and
testing, home-based care, provision of ARVs and prevention activities (mainly by
distributing condoms). Members pay TShs. 3,000 and TShs. 1,000 as entrance fee
and annual contribution, respectively. When I visited the organization’s offices,
187 people had volunteered for the HIV/AIDS test, 20 people were found positive
and there were 9 people who were on anti-retroviral drugs. The organization has
not attracted many members. According to the organization’s secretary, people
do not like to be associated with it because then it would be known that they are
HIV/AIDS-infected, which would invite stigmatization. According to the same official
there were no members from Mkamba village. Apart from the reason mentioned
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above this may also be due to lack of money to pay the fees or not being aware of
the organization’s existence.

7.2 Participation in groups

Most groups have specific rules for membership and benefits. Members have to pay
entrance fees, annual contributions and must comply with conditions as stipulated
in bylaws, like regularly attending meetings. Order and discipline are maintained
by imposing fines for various offences such as late arrival and missing the meetings
without notification. Failure to adhere to group rules leads to expulsion. These groups
are governed by the principle that all members should benefit equally from the
group. In most cases membership is for individuals, only one group has households
as members. This is a neighbourhood group made up of different households that
help each other in case of illness and death. Men from these households make
financial contributions and women take part in activities such as visiting the sick
and cooking during funerals.

In the survey respondents were asked about group membership of themselves or
any other household member. Over 45 percent of the households involved in the
survey indicated to have one member or more in one or more groups. On average
each member was a member of 1.3 groups (range from one and six groups). The
majority (74%) is a member of just one group. Financial constraints are the main
factor that limits membership in multiple groups. All groups except two are not
formally registered. Two groups have been registered under the Cooperative Act
of 1991. Membership size is crucial for effective performance of a group. It ranges
from 13 to 215. Attendance is an indicator of participation. About 70 percent of group
members attended one meeting per month, which is the obligatory for most groups.
Only 10 percent of the members did not attend for lack of time being engaged in
income-generating activities. Membership fees - paid either monthly or annually
- range from TShs. 100 to 100,000.

Determinants of group membership

Personal and households characteristics such as gender, age, health status, household
size and economic status influence membership in groups. Table 7.1 presents the
findings of the binary logistic regression on determinants of group membership.

Table 7.1 shows that age of the member, duration of stay in the village, household
income, and being moderately food insecure are statistically significant. This suggests
that the likelihood of being a member of a group increases with age (the survey
results show that there were few members in their twenties) and household income.
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Table 7.1. Group membership determinants (N=180).

Explanatory variables B-coefficient Standard error
Constant -3.538 [.317

Age of member (years) 0.035%* 0.014

Gender of member (I=male) -0414 0431

Member's education level (I=educated) -0.126 0431

Gender household head (I=male) 0.089 0.521
Household size 0.076 0.079

No of people with chronic illnesses -0.184 0.298

Duration of stay in the village (I=>10 years) 0.040%* 0.020
Estimated household annual income (Tshs) 0.000%#* 0.000

Food security status
Food secure (Reference)
Food insecure -0.118 0.489
Moderately food insecure 0.853* 0.464

Dependent variable =Group membership (I=yes, 0 = no)
-2 Log likelihood = 215432

Cases predicted correctly 77.5 percent

#p<0.10, ##p<0.05 and ***p<0.01.

Source: Household Survey, 2005.

As expected, duration of stay in the village is positively and significantly associated
with group membership. More than two-thirds of group members interviewed have
lived in the area for more than ten years. Longer duration of stay in an area provides
the opportunity for building social capital through interactions that enable people
to develop strong ties and dense networks and to engage in reciprocal relations.
Food security is partly related to membership in groups. Households that are
moderately food insecure seem to engage in groups more often than food insecure
and food secure households. During the Focus Group Discussion 5 (see Table 3.2),
it was reported that those who are poor do not have the time and money to donate
to groups. Moderately food-insecure households are likely to have relatively more
time and money to contribute to groups. Their engagement in groups offers a way
of protection against future food shortages and a means to mobilize resources for
their livelihoods.

Household size, household headship, educational level and the number of people
with chronic illness in the household do not have a significant effect on group
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membership. Although the number of people with chronic illness in the household
does not show any statistical significance, the relationship is negative. This indicates
that as the number of household members with chronic illnesses increases, the
likelihood of becoming a member of a group decreases. That households with
members with prolonged illnesses are not likely to take part in community groups
is demonstrated by Case 7.2 below. As Case 7.1 shows, for a household that is not
affected by prolonged illness and is relatively well-off, the situation is different. The
two cases show how health and economic status influence group membership.

Poor households have problems making ends meet, leaving little to invest in groups.
Becoming HIV/AIDS-affected aggravates the situation, as the following case study
shows.

The cases above demonstrate higher returns of social capital for the wealthy and
greater barriers to participation for the poor. They also show the importance of good
health and availability of cash, which are also essential for participation in groups.
Non-poor, food-secure households seem to be able to diversify their memberships

Case 7.1. Mama Maiko: well-off household, group membership.

Mama Maiko is married with two children. Though she did not complete primary
education, she has become a successful business woman in the village. She owns a
restaurant near the central market in the village. She makes cakes, buns and chapattis
that she sells in various shops around. She said she has been able to run her business
effectively because of her involvement in various groups. Through the upatu, she has
been able to get a significant amount of money to invest in her business. She has hired
two girls to help in the business. She also got house furniture from upatu contributions.
Mama Maiko's household has a distant family farm but the family does not stay there for
longer periods of time as other families do. Mama Maiko goes to the distant farm when
she has to supervise the labourers. Last season they harvested forty bags of paddy from
four acres, part of it was sold and the rest used for own consumption.

Mama Maiko is @ member of three groups with different conditions: the Kiwomiki
group, the Juataki group and the Jipe moyo utashinda group, with entrance fees of
TShs. 10,000, 500 and 1,000, respectively. There are also annual contributions for each
group. These groups have women from different tribes and most of the members are
aged between 35 and 50. Mama Maiko manages to contribute to all these groups from
the money she is making from the business. She said group membership is useful and
she is encouraging other women to become members so that they can be assisted in
improving their lives.
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Case 7.2. Bwana Mlogola: poor, HIV/AIDS-affected, non-group member.

Mr. Mlogola, 36 years old, came to Mkamba in 200! to find a job. He worked as a
seasonal labourer with the Sugar Company but later decided to settle in the village.
He is married with one child. The family lives in a rented room with little furniture and
without electricity. He has not paid the room rent (TShs. 2,500 month) for the past
six months. He got a loan from a friend to buy medicine when he was sick, but has
not been able to repay it. He acknowledges that he and his wife are HIV-infected and
thinks that their ten months-old son is infected too, because they could not follow the
advice they were given during counseling not to breastfeed him. They simply could not
afford to buy milk for the baby. Though having cultivated their maize farm last season
they had no harvest due to drought. They had to work in their farm themselves because
they could not hire labourers or a tractor for ploughing. They depend on odd jobs to
make their living, but the man is often unable to work because of frequent bouts of
illness. Even the kinds of casual jobs available in the area are too strenuous for him. He
thinks that if he could get a driving license, he might be able to get other lighter jobs in
the sugar company. Sometimes his wife works on their landlady’s plot and gets some
food in return. This season she helped with harvesting rice but they are not sure how
much they will get.

Bwana Mlogola knows about the groups in the village and appreciates their benefits,
but he cannot join because he cannot pay the required contributions. He knows that
there is a Wahehe group, the ethnic group he belongs to, but he cannot become a
member. The entrance fee (TShs. 3,000) and annual contributions (TShs. 10,000) are
too expensive for him. He would also not be able to attend to the group meetings due
to lack of time or illness. He attends one of the Protestant churches in the village for
spiritual and emotional support. The couple does not receive any practical and material
support from their Church. He told me he would not mind telling people about their
health status but his wife is worried of the treatment she is going to get once people
they know they are infected. She is scared of being laughed at, stigmatized and isolated
by other community members. He says: ‘Once people know that you are affected they
will not even give you a loan because they know you are soon going to die’, telling me
| am the next person after the counselor to know about their HIV/AIDS status. He
does not mind a stranger knowing it. He thinks strangers could offer the possibility for
medical and other assistance but not the people in the village. He does not know about
SHDEPHA® in Ruaha. He later visited the organization and was told to go to Ifakara
Hospital for CD4 count test for which he had to pay about TShs. 25,000. He did not
g0 because he could not afford the expenses involved, including the fare.
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in groups, which offer opportunities for advancement. The case of Hawa (Case 5.6)
shows that even an individual in an HIV/AIDS-affected household can become a
member of a group and benefit from it, provided the household is relatively well-off.
Although the groups do not address the problems brought about by HIV/AIDS, those
from affected households who are members enjoy substantial group advantages that
non-members do not get, such as lump-sum cash from upatu schemes and group help
during funerals. However, the increasing incidence of death and illness associated
with AIDS puts a strain on group resources (cash, time and labour). Group members
feel that it is beyond the group’s capability those affected the attention they need.
As one of the woman group members says:

‘Bearing in mind our economic hardship, we cannot deceive ourselves that
we are able to give full support to those affected, their demands are so great
and our group cannot mobilize enough resources to attend to all’

Because men and women may face different barriers to group membership, gender
is likely to be another important determinant of group participation. Although Table
7.1 indicates that sex of the respondent does not have significant influence on group
membership, there appear to be differences in the types of groups to which men and
women belong. From the group inventory it was found that out of 20 groups found
in the village 14 comprise women only, 5 are mixed, and only one is exclusively
male. Predominantly, women groups are self-help groups that have grown out of
local circumstances to meet the specific needs of women, such as burial groups and
ROSCAs. Women groups are organized to address day-to-day economic needs and
constraints and to improve the household well-being. Most women participate in upatu
arrangements in which membership conditions are relatively easy to fulfill. More
than women, men dominate groups that have substantial resources, but to become
a member of those groups involves significant financial contributions. Examples of
groups in Mkamba in which men dominate are the sugarcane out-grower production
groups and the formally registered saving-and-credit group. These differences show
how groups are gendered in nature and that for men and women membership depends
on the type of groups. These findings are similar to what Qodquin & Quisumbing
(2005) reported in their study of Philippine rural communities.

Despite potential benefits of group involvement, groups may place personal
obligations on members that are difficult to meet, especially for the poor and HIV/
AIDS-affected households. Some of the non-group members interviewed said they
were once members in groups, but the conditions were difficult to fulfill, especially
when they had no sufficient income and time for both their households and groups
contributions as a woman villager recounts:
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Tt is difficult to get time to go for meetings and have money to contribute to
the group, when you have to attend most of the things in your household,
you have to strive for your household first’

More than half of respondents are not members of a group. Fifty-seven percent of
non-members feel that the conditions for membership are difficult to fulfill. About
27 percent said they are fewer groups of their interests, 17 percent mentioned lack
of time to participate in group activities and the remaining proportion mentioned
lack of information on groups’ membership conditions, non-approval by the husband,
and sickness as reasons for non-membership.

7.3 Community solidarity

According to Narayan & Pritchett (1999), community social capital is important
in determining households’ income and ability to cope with social and economic
calamities. Nevertheless, communities vary in social capital they have and how
they use it to respond to the difficulties poor or HIV/AIDS-affected households
face. Community characteristics such as ethnic diversity, presence of groups, NGOs,
community programs, volunteering spirit and general trust determine a community’s
ability to cope. Where social relations are under stress, local organizations often suffer.
Many key informants and participants in the focus group discussions remarked that
interpersonal relations and community actions are declining due to various socio-
economic factors such as economic stress and poverty that make people self-centred
and individualistic as they try to survive.

7.3.1 Helping with day-to-day problems

In Mkamba death is an event that triggers collective community participation. In
case of a death of a village member, villagers contribute in-kind and cash to facilitate
the funeral. Each villager is supposed to contribute at least TShs. 50. Those who
contribute are recorded in a special book. There is a separate book for women
and men. The books are kept for future reference, from which the information on
amount collected and those contributed can be retrieved. For those unable to attend
the burial, the designated persons from each hamlet collects contributions from
them. Elderly and orphaned households are exempted. The money is used to buy
the burial garment (sanda) for the corpse, the coffin, and for feeding the mourners
before the burial. Before burial, the amount of money collected is announced to
the public. However, during informal talks a lot of people complained that in many
cases the contributions are collected even after the burial, when cash is no longer
needed. They said collecting contributions after the burial creates a loophole for
squandering the money. Some of the village leaders said the cash collected after the
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burial is needed to enable the family to pay the debts in case they borrowed money
to cover some of the funeral expenses. There are still cash and in-kind contributions
of groups if it concerns the household of a member as well as from watani (jokers).
Activities at funerals are organized along gender lines. During funerals women who
attend bring a bowl (about ¥4 kilogram) of maize flour and pieces of fuel wood. While
there, women have to fetch water and participate in cooking for the family and the
mourners. Men are involved in digging the grave, carrying the coffin to the graveyard
and filling the grave with earth. A small group of men is involved in coordinating
all the activities for the funeral ceremony.

Those who did not participate in other people’s funerals are likely to face sanctions
when they have to bury someone themselves. In case of death in their household,
very few people will make cash contributions, which may hamper the purchase
of important items for burial and the performance of different activities during
the funeral. However, an elderly informant said, on humane grounds the villagers
may still assist at the burial and later they will have to explain to the family how
important good relations with other households are. Regarding people’s participation
in funerals one village woman lamented that:

‘So many deaths occur in the village such that you cannot divide yourself
to attend to all the funerals. You might be seen as uncooperative but there
are just too many.

Despite increased deaths in the village people still make efforts to participate in
funerals of others knowing they will receive similar treatment when it is their turn.
In most cases households cannot meet funeral expenses on their own and participate
in other funerals to mobilize social support.

There is no such evidence of community involvement in assisting households facing
calamities like illness or food shortage. These problems are considered to be private
and a family responsibility. According to the village leaders, although the villagers at
first planned to help vulnerable households like those of elderly, widows, orphans
and the very poor, they could not do so because it was difficult to mobilize funds
from the villagers who were facing similar or other problems. In a few instances,
donations from the community were mobilized, but the amount collected did not
meet the needs of the vulnerable households and individuals. According to one
village leader, it was impossible to decide who has a genuine problem and who has
not, because many people report having problems. It is not possible to raise the
money for all of them. Although money is still occasionally collected the results
are not very good. Some people feel the money is being misused by those assigned
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to collect it because they do not report to the public how much has been collected
and used. This indicates that there is lack of trust among the people.

7.3.2 Community voluntary and compulsory contributions

Communal activities are an important aspect of community life. The ability to
work voluntarily together with others for the common good is likely to generate
social capital. Volunteering in various collective activities expresses the concern for
others and public interests. Volunteering in public-interest activities has been used
as an indicator of social capital in this study. Volunteering builds social ties and
facilitates collective actions for the common good and is viewed to be at the heart
of social capital (Onyx & Leonard, 2002). Participation in voluntary activities may
build community social capital by fostering trust among community members and
develop social networks and cooperation among community members, which in
turn contributes to a cohesive and prosperous community (Putnam, 1993). In the
study area participation in collective activities for the public interest is labeled as
voluntary work (Kazi ya kujitolea). They are considered voluntary because they do
not involve financial rewards to those involved. They include a range of activities
mainly for the public interest, such as classroom and health centre construction,
road maintenance, water-system management and contributing labour to emergency
work in case of outbreaks of disease such as cholera. Others include religious and
political activities.

For public activities, the contribution of each household in terms of cash and labour
is decided at village meetings. Most of these activities are organized by hamlet
leaders channeled through ten-cell leaders. A number of household are organized to
work together in turns. The ten-cell leaders are responsible for mobilizing people in
their jurisdiction to participate in those activities. Participation is compulsory and
an attendance register is kept. Those who do not attend without notice are followed
up. There are village bylaws on voluntary work. Those who did not attend without
good reason are fined according to these bylaws and can be taken to the village
court if they fail to pay. Fines are either in cash or in kind. Elderly households are
exempted from participating.

Respondents were asked to report on their voluntary work in the past and whether
those activities were compulsory or voluntarily. About 91 percent reported
participation in communal work, 87 percent of which was compulsory and the
remainder voluntary. Religious and political activities are done on a voluntary basis.
Classroom and health centre construction and rehabilitation of water points are
considered important activities in which the majority of the respondents participated
as required. For construction work, each household has to participate by donating
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money (TShs. 1,500) and making in-kind contributions of locally available building
materials such as stones, sand and bricks. Additionally, households have to provide
labour to assist the technicians during construction work. The rest of the expenses
are covered by the government through a debt relief fund. Respondents’ participation
in school and health centre construction was very high because of close follow-up
by the village authorities. Likewise, the district and central government authorities
closely monitor the execution of these activities and the use of funds. Community
participation as a development strategy has been emphasized in all national policies.
The village has agreed to have obligatory contributions as a way of meeting the
requirement for community contribution in order to qualify for grants from various
sources. Most of the so-called voluntary work in this context is mandatory though the
community refers to them as voluntary. There are differences among communities
as to what constitute voluntary activities. Some of the informants were concerned
that there had been too much of collective voluntary work and that it is mainly
the poor who participate because well-off households may use their influence to
avoid participation. Others had a different opinion, saying that it is the community
members’ responsibility to make sure they have necessary basic services and not
rely entirely on the government provisions.

Success or unsuccessful experience with community projects was also used as
an indicator of community solidarity in response to various public concerns and
problems. The construction and installation of a water system in the village was
known as a very successful project. Its success can be explained by the fact that
water is a very important need to every one and solving the problem of water
shortage requires cooperation. Some projects have not been successful, such as the
construction of a village office and a local police post. The projects failed because
of poor leadership (40%), political conflicts (27%), and financial problems (13%).
Further probing during Focus Group Discussion 6 (see Table 3.2) revealed that these
failures were caused by the lack of unity among the community members.

7.3.3 HIV/AIDS community-based interventions

Increasingly communities are recognized to be among the actors in HIV/AIDS
prevention, care and mitigation of its impacts. An important aspect of the Tanzanian
government’s strategy to mitigate the impacts of HIV/AIDS has been to promote and
support community-based programs, in both rural and urban areas. It is assumed
that communities will develop a variety of ways to cope with the growing AIDS
crisis, because communal initiatives are based on the assumption that strength of
families and communities is that people will support each other and care for those
afflicted and their families. Community members are supposed to be in a position
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to know who needs help. Those involved are community-based health workers,
religious groups, CBOs and NGOs.

The village health workers’ post is the lowest level of the health care delivery
in the country. It provides preventive services in homes, offers first aid services
and acts as a distribution point for items like condoms and oral dehydration salts.
Village health care workers are chosen by the village government from among the
villagers and are given training. In Mkamba there is one village health care worker
in every hamlet. These persons work in collaboration with the village dispensary.
They visit those who are known to have chronic illnesses and offer counseling and
basic drugs, if available. However, these persons have been operating under difficult
conditions and have no first aid kits. They are also demoralized because they are not
paid regularly. The village is responsible for their payments and in most cases the
village government has to mobilize contributions from the community members,
which are not easy to get.

As religious organizations are rooted in local communities, they are in an excellent
position to mobilize community activities against HIV/AIDS. In other areas religious
organizations have been the first to respond to the basic needs of people affected by
the disease and indeed have pioneered much of the community-based work. But in
Mkamba few people reported getting support from religious groups, which is usually
consisting of moral and spiritual support.

HIV/AIDS prevention of mother-to-child transmission is another HIV/AIDS-specific
activity facilitated by an international NGO called AXIOS. This project targets all
women attending the antenatal clinic. In collaboration with the village dispensary,
the program conducts pre-and post-counseling to mothers who attend the antenatal
clinic. Those who are willing to be tested do so and are informed about the results.
Women, who are found to be HIV-positive, are given a special drug (Nevirapin) when
they start experiencing labour pains and Nevirapin syrup to the new-born 72 hours
after birth. The mothers are also advised on feeding practices: they should either
breastfeed exclusively for six month or not at all. Spouses of those affected are also
advised to go for a test but there is very little turn-up. According to nurse in charge
of the local dispensary HIV affected-women are not able to tell their partners about
their status and to persuade them to go for a HIV test. In most cases the men would
accuse their partners for the infection though they might be responsible themselves.
Because of women fear such accusations they don’t inform their partner. For the
mothers it is also difficult to follow the advised feeding practices, as it involves
substantial cash resources which most of them do not have.
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Widespread awareness on prevention, transmission, management and mitigation
of HIV/AIDS is important for the community because it might prevent problems.
Peer educators play a major role in raising community awareness. In Mkamba there
are twenty peer educators, youths who were mobilized by the village to join the
special UNICEF program for Out-of-School Youth. Their main task is to sensitize
the community on HIV/AIDS and other STIs. They usually perform different
activities, e.g. drama, role-play and singing to make people aware of the dangers
and impacts of infection, discuss stigma and discourage traditions and practices that
may lead to spread of the disease. Some of the educators have attended seminars
on communication and awareness creation.

In contrast to the neighbouring village of Kidatu (see below) apart from awareness
programs in Mkamba there are no community initiatives to assist vulnerable
households, especially those affected by HIV/AIDS. Some groups assist their members
but regular assistance is not guaranteed. Solving domestic problems such as care for
the sick and food provision is generally perceived to be the household’s responsibility
(especially of women or close relatives). One of the village hamlet leaders said:

‘Even if we give assistance to affected or vulnerable households, which is
not easy these days anyway, it is still the household'’s responsibility to care
for its members; no one will leave her/his family to care for others.

7.3.4 Comparison with another village

Despite difficulties brought about by various socio-economic changes in Tanzanian
society, some communities appear to be somehow better positioned to help people
cope than others. To find explanations for these differences, in this section Mkamba
village is compared to the neighbouring village of Kidatu.

Kidatu village profile

This village was registered in 1976 as a so-called Ujamaa village. The village has a total
population of 10,274 people living in three hamlets. According to the village leader,
the village population has increased in recent years. Due to population pressure
in Mkamba village some of those who came to look for employment and business
opportunities have now settled in Kidatu. The village has two primary schools and
shares a dispensary with Mkamba village. Most of the villagers have farming plots
near the village, although some have distant farming plots. There are also sugarcane
out-growers in the village. Although there is a noticeable ethnic diversity, the main
ethnic group in the village is Wasagala who are more or less the same as Wapogoro
and Wandamba, who are also represented in the village. These ethnic groups share
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the same culture and perceive themselves as related. Other tribes in Kidatu village
are the Wangoni, Wangindo and Wandwewe who are watani (jokers) to the Wasagala,
who are supposed to live with them as relatives. Historically, these ethnic groups
know each other, and in case of problems they used to to help each other. As it is with
other parts of Kilombero District, people in Kidatu village have a very strong belief
in witchcraft and many people have been taken for cleansing rituals. Kidatu village
has a village development fund called MFUMAKI (MFuko wa MAendeleo Kldatu).
Funds are generated from the village sugarcane plot of about 60 acres. Since it is
difficult to communally work on the farm, the plots are let for hire to individuals and
various groups in the area. These groups pay land rent, thus producing a significant
income to finance village activities. Another source of revenue is from a mining
quarry located in the village.

Discussion with the village leaders and a few informants revealed that there is some
collective effort to assist vulnerable and HIV/AIDS-affected households in various
ways. Households identified as HIV/AIDS-affected and the very poor are given
special treatment when it comes to education and health care services. Orphans of
school-age are given uniforms and other school items by the village government.
They are not charged for the medical services when visiting public dispensaries. Most
of them are known to many villagers. Some of the orphans are fostered by different
households which sometimes get financial assistance from the village.

Despite the fact that both villages have similarities in terms of ecological and
geographical profile, strong witchcraft beliefs and economic hardship as a result of
socio-economic changes, questions arise as to why assistance to HIV/AIDS-affected
households is better organized in Kidatu than Mkamba. It was found that Kidatu
villagers have very strong bonds and consider themselves as relatives. Interpersonal
ties are relatively strong because of perceived strong kinship relations, although
also here due to economic change people are less likely to help each other these
days. Different from Mkamba, most of the Kidatu inhabitants have been living in
the village for a very long time, whereas most of the people in Mkamba village are
newcomers. Kidatu village is less diverse in terms of ethnic groups with most people
belonging to more or less the same ethnic groups. The communally-owned resources
generate income for the village development fund, which makes financial assistance
to the needy possible. Good leadership was said to be another factor contributing to
common community concerns and working towards solving members’ problems.
Leaders are committed to make sure that the money collected is used for the purposes
of village development and assistance to vulnerable households. The differences
found between the two villages indicate that community-level characteristics are
important in determining the ability of the villagers to come up with a common
plan and actions to help the poor and most vulnerable.
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7.4 Trust in the community: myths on community solidarity

Trust is an important component of community-level social capital. Where there
is high level of trust, it is likely that associational and collective activities will be
supported in the community. During focus group discussions (FGD 6 and 7, see
Table 3.2) and informal interviews people expressed their views on declining trust
in Mkamba village. In the household survey people were asked to gauge their
level of trust in the community by indicating how much they trust their relatives,
people from same ethnic group, neigbours and friends as well as the local village
government. Fifty-five percent said the level of trust had declined compared to five
years ago, and 52 percent attributed this decline to greater economic difficulties.
Since many people do not have reliable incomes they are not trusted in matters
of money borrowing as stated by ninety-three percent of the respondents. Other
reasons mentioned for the decline of trust in the village include selfishness (22%),
and witchcraft accusations, ethnic diversity due to population increase, as well as to
changes in values, corruption and increased theft (together 26%). All these aspects
have undermined trust in the community and lack of solidarity among villagers,
which discourages communal activities.

As said above, the issue of witchcraft looms large in the study area. An elderly woman
key informant said that in the past witchcraft accusations were between relatives
and were solved within the family, but nowadays anybody can be accused of being a
witch and that has far-reaching implications. People are reluctant to help others for
fear of being accused to be witches. Key informants put forward the following reasons
for the increase of witchcraft accusations in the area. First, the village population
has grown tremendously, bringing in people from different ethnic backgrounds
that are likely not to trust each other. Secondly, some accusations are motivated by
jealousy and hatred towards better-off households due to rampant poverty among
the people in the area. Third, there are many incidences of prolonged illness and
deaths for which witchcraft is used as an explanation. TB and other prolonged illness
have always been seen as a witchcraft-induced disease. Ashforth (2001) notes that
different from other epidemics, an epidemic such as HIV/AIDS that hits particular
persons within a group can easily lead to the suspicion that malicious individuals
are pursuing secret evil work. In Mkamba, witchcraft accusations affect trust among
the villagers and their proliferation seems to point to collapsing social structures.

7.5 Conclusion: safety nets with holes?
Participation in voluntary groups is commonly used as an indicator for social

capital and has been promoted as one of the ways by which the poor can escape
from poverty (World Bank, 2000b). Results from this chapter suggest that while
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it would appear that formal groups can be successful rural institutions, their role
should not be overrated because of their exclusive nature and limited capabilities.
The very poor and known HIV/AIDS-affected households tend to be barred from
membership because of their inability to pay the contributions or because of stigma,
or both. Although many discussions of social capital have focused on its positive
role for individuals and community, social capital has a dark side (Portes, 1998).
The effects of group membership are not always positive. In the study area gender,
ethnicity and socio-economic status were evidently criteria for exclusion. Community
groups that help to establish beneficial relationships for some individuals may
lead to the exclusion of others, who do not have the resources to participate. This
means that those most in need are left out and that the claim that all members of
the community could benefit from social capital is questionable. As AIDS impacts
deepen, households become unable to cope, implying that community assistance
is needed. However, the problems of vulnerable households such as food shortage
and lack of health care that could have activated community assistance are regarded
as family responsibilities. The exclusion of the poor from communal support has
been reported in other contexts as well. Sauerborn et al. (1996) in their study in
Burkina Faso found that as illness occurs in households, the costs are borne by the
households on their own and that they rarely get support from the community. Their
findings and the findings presented here refute the argument that social capital is
a resource for the poor.

The need to fill gaps that are not catered for by government or mainstream
development organizations prompted the proliferation of groups in the area. Most
of these groups are unregistered and evolved among people with common problems.
Despite the increased number of groups in the area, most of them cannot offer
sufficient support to their members. They operate in relative isolation and lack
structured vertical links to similar or different groups. Bonding social capital was
found to be beneficial but not enough to meet most of the household’s needs.
Lack of bridging social capital results in fewer opportunities for the poor to escape
from poverty, as is the case in the study area. I agree with Woolcock & Narayan
(2000) that it is a combination of bonding and bridging social capital that allows the
communities to confront poverty and take advantage of new opportunities. It was
found that there are more women groups than men groups. Most of the activities of
the women group aim at accessing resources for household well-being. This proves
what has been said that women's social capital profile is more suited to ‘getting by’
rather than ‘getting on’ (Lowndes, 2003). There also proved to be differences in
the type of groups to which men and women belong. Men are more likely to join
production and formal saving and credit groups, because they have the resources
needed to become members. It was apparent that women groups in the area work for
the improvement of their members’ living conditions but do not question dominant
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gender ideologies and women's subordination. Rankin (2002) urged that the mere
formation of women solidarity groups does not guarantee progressive outcomes
and may in fact strengthen existing social hierarchies if those groups do not address
‘strategic gender needs’ (cf. Moser, 1998).

A community’s ability to cope with adversity is strongly determined by its ability to
act collectively (Adger, 2003). In the literature the positive role of collective actions
that is built through repeated interaction in associations is emphasized. According to
Moser (1996) and Narayan (1997) communities endowed with rich social networks
and civil organizations are more likely to cope successfully with adverse situations
than communities without those endowments. In the face of HIV/AIDS, assistance
from the community to affected individuals and households has been documented
(Mutangadura et al., 1999; Nguthi, 2007). Research findings from Kagera, a region
widely studied to investigate HIV/AIDS impacts in Tanzania, show that AIDS has
facilitated community-based support networks that enhance community cohesion,
but a note of caution is expressed about the possibility of weakened cohesion if the
epidemic continues to strike (Tibaijuka, 1997; Rugalema, 1999; Lwihula, 1998). Based
on research in Malawi, Mtika (2001) also suggests that when the spread of AIDS
reaches a certain threshold level, social capital endowments become unfavorable and
reciprocity is undermined, thereby weakening community resistance against AIDS.
Findings from this study show that quite a few community-level initiatives emerged in
the village in response to the devastating effects of the epidemic. However, assistance
offered by groups during illness is limited and a member cannot claim support more
than once. Support by groups does not go beyond financial and emotional support
and some provision of labour during funerals and festivals.

The study area is experiencing multiple stresses with HIV/AIDS impacts adding
to the stress. Community support is no longer effective to meet the multitude of
needs resulting from HIV/AIDS epidemic and other socio-economic problems in
the area. Economic stress and hardship seem to affect the community in two nearly
opposite ways. As individuals and households struggle to make ends meet, they have
little time for group and communal activities and concerns. People’s preoccupation
with of everyday life is dominated by ‘getting by’ HIV/AIDS also has a profoundly
negative effect on the community’s capacity to mobilize people for community
actions, since through death and illness HIV/AIDS reduces the number of people
who may be involved in community activities. Moreover, because of the clustered
nature of the HIV/AIDS impacts it is likely that many individuals and households
in the community are directly or indirectly affected, as was aptly expressed by one
government official key informant: ‘Everyone is affected’ Similarly, Baylies (2002)
in her study in Zambia found that AIDS undermines communities and compromises
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their ability to recover from its consequences. Just as households affected with
HIV/AIDS may dissolve, so too may HIV/AIDS-affected communities.

At the community level, the coping ability of affected households very much
depends on the community’s attitude towards helping needy households, the general
availability of resources and the level of community spirit and shared vision. In
Mkamba, funerals were found to be the only communal event in which solidarity
and cooperation among villagers are expressed. There is a general feeling that
community solidarity has declined in the past decades because of economic problems,
but also due to lack of trust among community members. A comparison between
Mkamba and Kidatu shows different levels of community involvement in helping
HIV/AIDS-affected households, which can be explained by Kidatu having more
communally-owned resources and less ethnic diversity. The fact that in Mkamba
there is more ethnic diversity and many people are not rooted in the area may
explain why witchcraft becomes so problematic there. In the whole district, including
Kidatu, witchcraft beliefs are very strong but in Mkamba witchcraft accusations
seem to have become a destructive force. Similar to what Zak & Knack (2001) and
Alasina & La Ferrara (2000) found, different forms of heterogeneity such as ethnic
diversity are associated with low trust and participation in community activities.
The ability to act collectively requires trust among community members (Durlauf
& Fafchamps, 2004), but trust was found to be generally lacking in Mkamba. The
findings of this study suggest that it is difficult to mobilize community action in a
situation characterized by multiple socio-economic problems and lack of trust. They
confirm the notion that deprived communities are also likely to be short of social
capital. The findings of this chapter also highlights the need to take into account
the history of the community concerned and its distinctive features when assessing
HIV/AIDS impacts and designing community-based mitigation interventions.
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Chapter 8
General conclusions and discussion

This chapter presents the main findings and conclusions of the study. It is divided
into two parts. The first part gives a summary of the answers to the research questions
formulated in Chapter 1. The second part addresses theoretical and methodological
concerns emerging from the study, and looks at policy implications. The research
focused on the way in which people in the village of Mkamba in Tanzania that has a
high prevalence of HIV/AIDS, interact and cooperate to solve day-to-day problems
and issues of shared concern. The study highlights the dynamic interactions between
households and the community and the effects of the epidemic and other forces on
these connections. The findings show the interface between interpersonal micro-level
social capital and community-level social capital, underscoring the fact that impacts
of HIV/AIDS that households experience are intimately linked to the complex ways
in which people make their living within specific contexts.

8.1 Conclusions

The conclusions and discussion in the subsequent sections are ordered according
to the research questions as formulated in Chapter 1.

8.1.1 Dual disaster: HIV/AIDS and livelihood crisis
Question 1: What are the direct effects of HIV/AIDS on household livelihoods?

The study found that HIV/AIDS is an epidemic with wide-ranging implications
for infected individuals and affected households and communities. The impacts
extend to the household economy and aspects of social organization. In Chapter
5, the analysis of the impacts of HIV/AIDS on households and livelihoods shows
them to be devastating. HIV/AIDS affects the key assets on which households draw
for their livelihoods and the scope for responses. Illness and death of household
members significantly alter household composition, resources and assets base, and
livelihood activities. The case studies reveal that the direct loss of human capital and
the diversion of resources and income to caring activities have a critical impact on
livelihood activities on which households depend on for securing food and income.
HIV/AIDS-affected households require more resources to meet the increasing
demands but their production capacity is reduced.

The study found that HIV/AIDS causes and intensifies food insecurity. The presence
of household member(s) with prolonged illness, household income, sale of labour
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were found to influence household food security in a statistically significant way.
HIV/AIDS-affected households do not have available labour and cash resources to
invest in their farms and other income-generating activities. As a result, they face
increased difficulties in ensuring their food security. The evidence from this study
shows that food security and HIV/AIDS impacts are bi-directional. On the one
hand, as was revealed in the case studies of HIV/AIDS-affected households, AIDS-
induced illness and death removes labour and other resources that could have been
used in food production and income generation, leading to food insecurity. On the
other hand, lack of food leads to malnutrition, which makes infected people more
susceptibility to opportunistic infections and leads to earlier onset of full-blown AIDS.
This has been documented in the literature (Stillwaggon, 2006) and is illustrated
by a case (Case 6.3) in the study. Additionally, food insecurity may drive people to
adopt risky survival strategies. Examples reported in the focus group discussions
include selling assets (bicycles, household furniture) to buy food and engaging in
transactional sex for food and money by women and girls.

It was found that when a household experiences prolonged illness of one or more
of its adult household members, it changes its livelihood activities to adapt to the
changing labour demands and declining resources. Most of the HIV/AIDS-affected
households withdrew from distant farming and resorted to home-based, small-scale
activities such as petty trade and gardening, which generally do not yield enough
to sustain their livelihoods because of constraints of lack of initial capital and low
local purchasing power.

The qualitative findings suggest that the ability of HIV/AIDS-affected households to
cope with shock is severely compromised by the depletion of their resources. Poor
households with few resources find it hard to respond to the epidemic’s effects, to
the extent that some households live in destitution. Well-off households affected
by HIV/AIDS (Case 5.6) have resources that enable them to cope with the impacts.
Therefore, the ability of households to manage the illness and death of one or more
adult members depends, among other things, on socio-economic status prior to
the presence of HIV/AIDS, availability of household labour (household size and
composition), and the ability to minimize loss of assets.

Because of limited access to and control over resources women were found to be
especially vulnerable to HIV/AIDS impacts. The qualitative findings show that women
bear the brunt associated with HIV/AIDS impacts and other economic crises and
shocks, also because the burden of care tends to fall on women. Caring for the sick
and orphans has been added to their existing workload, thus reducing their time for
productive activities. Increased care demands worsen women’s already low access
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to resources and increase their economic vulnerability. They may engage in risky
behaviour to secure income for household needs.

Care provision is continuously challenged in times of HIV/AIDS, because of the
increased labour demands due to prolonged illness and orphan care and exhaustion
of resources that are necessary to provide care. Provision of adequate care is also
hampered by the stigma still attached to the disease. Stigma is manifested by the
fact that people distance themselves from and socially exclude persons known or
suspected to be infected. Infected women are abandoned by their partners and
have to struggle looking after themselves and their family. People with HIV/AIDS
are gossiped about and their illness is seen as a result of personal irresponsibility.
Because of HIV/AIDS-related stigma, affected households do not get the support
they need from their family and from the community.

Young adults’ morbidity due to AIDS changes the pattern of intergenerational
obligations and responsibilities. As some of the case studies show, instead of being
provided for, elderly parents struggle to provide care and support to their sick dying
children and orphaned grandchildren. Loss of income, care-related expenses, the
reduced ability of caregivers to work, and mounting medical fees push affected
households deeper into poverty. Children are forced to acquire adult responsibilities
in the event of their parents’ illness or death. They become important actors in
both care and production, and circumstances force them to work for their food and
other necessities. Their involvement in these activities prevents them from going
to school.

8.1.2 Degeneration or regeneration of social capital in the face of HIV/
AIDS?

Question 2: What is the influence of HIV/AIDS on social capital?

Although illness is at one point a private and individual matter, it has implications
for social relationships and functioning. Recourse to social networks is among the
known strategies adopted by households and individuals under stress. Households
draw on social networks within and outside the extended family and both on
individuals and organizations (such as self-help groups) for assistance in times of
need. These social relations are very important in building trust, needed to facilitate
cooperation among community members. The findings presented in Chapter 6 and
7 demonstrate that in conjunction with other socio-economic changes, HIV/AIDS
triggers the breakdown of inter-household reciprocal relations that are vital for
individuals and households in times of crises.
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Findings from the Kagera region in Tanzania (Lwihula, 1998; Rugalema, 1999;
World Bank, 1997; Tibaijuka, 1997), rural Burkina Faso (Sauerborn et al., 1996) and
Uganda (Barnett et al., 1995), show that the most important source of assistance
to HIV/AIDS-affected households are relatives and local groups. To cope with the
financial demands of caring for AIDS patients, new savings-and-credit and mutual
aid societies are created. Amuyunzu-Nyamongo and Ezeh (2005) found in Kenya
that norms of reciprocity to some extent survived, even in difficult circumstances.
Support was extended to others with serious problems such as lack of food. However,
in Mkamba community-based support to HIV/AIDS-affected households proved to
be very patchy. While reportedly in the past people in the area exchanged labour,
food and services, these practices no longer exist. The case studies and focus group
discussions revealed that households in need do not get enough labour, food and
financial support from the extended family and from other community members.
Community assistance is limited to contributions of food and labour to funerals and
provision of emotional support. Labour and financial constraints and the stigma
associated with HIV/AIDS limit the participation of individuals and households
affected by HIV/AIDS in informal social networks and community groups, hence
depriving those affected from support.

The family is assumed to be the best venue for providing care and support to HIV/
AIDS-infected persons and others affected by the epidemic, but this study has found
increasing economic and social pressures reduce its ability to do so. HIV/AIDS impacts
have also affected the ability and willingness of extended family members to care
for the sick and their survivors, especially children orphaned by HIV/AIDS. The
sick and the orphans do not get enough support because their relatives are already
too burdened to adequately care for them. Ideally, proximity to relatives enables
persons in problems to get emotional and material support. However, it was found
that the increasing economic difficulties and migration have led to the dispersal of
kinship networks and the deterioration of family support systems, a situation that is
aggravated by HIV/AIDS. As community members die and household resources are
used for care and funeral expenses, little is left to support those in need, let alone for
investing in reciprocal relationships. HIV/AIDS destabilizes reciprocity balances as it
kills people at an age where they are expected to engage in reciprocal relationships.
For HIV/AIDS-affected villagers who could not get support from their kin, friends
and neighbours are the last resort. Though friends and neighbours do provide support
to those in need, their assistance proved to be unreliable and irregular.

Lack of interpersonal trust has curtailed social networks and reciprocity relations
in Mkamba. Association of AIDS-related illnesses with witchcraft hampers the
development of interpersonal trust among community members. The qualitative
data shows that support to those with problems is hindered by fear of witchcraft
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accusation. This has a damaging effect on interpersonal trust, which in turn limits
the support one can get from the community members. Furthermore, widespread
poverty and ethnic diversity also proved to have a negative effect on interpersonal
trust. Poor people have difficulties in borrowing money because they are considered
unable to repay their loans. High ethnic diversity in the study area, resulting from
its history of association with the sugar cane plantation that has attracted outside
labour, was also found to impede trust among community members.

In Mkamba, no community groups evolved to deal with HIV/AIDS impacts. Although
the number of groups in the area has increased, no new groups were formed to
specifically deal with HIV/AIDS. The groups were established for other purposes
and have not incorporated AIDS into their objectives and activities, though the
few HIV/AIDS-affected individuals who are a member can still benefit from them.
The amount of assistance that community groups provide is generally limited and
short-term in nature. For example, in the case of illness members are entitled to
assistance only once. In the event of death, support is usually limited to the funeral
and burial activities. No assistance could be recorded to vulnerable and HIV/AIDS-
affected households that faced problems such as prolonged illness, lack of labour
and food insecurity. Such problems, which could have attracted community support,
are said to be private and family responsibilities. Key informants also stated that the
community does not have the capacity to attend to numerous needs of its members
because of poverty.

Though formal and informal networks are generally based on reciprocity and
solidarity, there are also inequalities that in most cases are detrimental to the less
powerful, such as women and poor households. Age, duration of stay in the village
and household income proved to significantly determine membership in groups.
Because of lack of resources HIV/AIDS-households and poor households are unlikely
to participate in social networks and groups, which in turn affect their access to
resources and ability to respond to HIV/AIDS-related and other problems. Compared
to men, women were found to participate more in informal social networks. Though
women groups help members to ‘get by’, they were found to command fewer
economic resources than men. Moreover, married women'’s participation in these
networks is sometimes restricted by their husbands.

Vulnerability such as caused by HIV/AIDS might foster collective responses among
community members, which in turn encourage personal empowerment and social
change (Haddad & Gillespie, 2001). The literature has documented cases where the
HIV/AIDS epidemic has shown to trigger community responses to help those directly
affected (Baylies, 2002; Mtika, 2001; Nnko et al., 2000). Hence, it was expected in this
study that people’s awareness of experiencing the same hardships would motivate
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collective action to solve their problems, but the findings prove otherwise. In contrast
to a neighbouring village, in Mkamba there are no community-level initiatives for
care and support to those directly affected by HIV/AIDS. Lack of communally-owned
resources, ethnic diversity and lack of trust in the village are explanatory factors.
Even though people may be willing to get engaged in joint action, they do not have
the resources to come up with effective community responses. While the strengths
and capacities of local communities are often cited as a substantive means to cope
with the multiple impacts of HIV/AIDS, in fact their capacities may be inadequate.
When many people in a community face economic hardship, the community as
a whole will be unable to offer assistance to those in need. Indeed, the study area
is confronted with a number of socio-economic problems that significantly reduce
the social resources on which households can draw as they seek to secure their
livelihoods. As Foster (2005) noted, apart from HIV/AIDS other factors may lead
to the collapse of community safety nets, resulting in destitution. In Mkamba,
witchcraft accusations and ethnic heterogeneity have weakened community and
inter-household mechanisms of cooperation and trust. Additionally migration has
led to the decline of mutual exchanges and transfers. This seriously challenges the
general statements and expectations about the role of the family and community
in helping HIV/AIDS-affected and other vulnerable households. Niehof (2004a)
argues that community-based initiatives that are based on a naive understanding
of community are likely to fail.

8.1.3 Implications of changes in social capital for household livelihood
vulnerability

Question 3: What are the implications of changes in social capital for household livelihood
vulnerability?

As shown by the case studies mobilization of resources within social networks
becomes difficult in case of prolonged illnesses and HIV/AIDS-related stigmatization.
HIV/AIDS effects strip households off the resources necessary for mutual exchange.
The principle of reciprocity on which the functioning of social networks is based,
becomes difficult to apply for most of the HIV/AIDS-affected households and
individuals. Inability to reciprocate and prolonged need for assistance are discouraging
to helping individuals and households in problems. In a context of dwindling
household resources and limited assistance from the government, community
support would be important but the social capital embedded in the community is
eroded in a situation of scarce resources and distrust, as is the case in Mkamba. As
the households that make up the community become poor, the effects are also felt at
the community level. The community can only function well, if'is not deprived of its
material and social resources. In the absence of substantial assistance from relatives
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and friends and community support, most of the HIV/AIDS-affected households
have to cope on their own. Loss of assets and break down of support mechanisms
due to HIV/AIDS and other socio-economic problems intensify the vulnerability of
rural households and communities to other shocks.

8.1.4 Household responses to the changing social capital and increased
livelihood insecurity

Question 4: How do households respond to the changes in social capital and increasing
livelihood insecurity?

The findings of this study indicate that, unlike what is reported in some studies
(e.g. Mutangadura et al., 1999), very few HIV/AIDS-affected households get labour
and financial assistance to care for the sick or help in farming from relatives,
friends and neighbours. As discussed above, formal and informal social networks
cannot provide sufficient support to buffer the crises experienced by most of the
HIV/AIDS-affected and other vulnerable households. Immediate family members,
particularly women, are to provide support and care without help from the larger
kinship network and the community. Support from siblings is also not forthcoming.
The support of friends and neighbours is important in the study area because of the
dispersal of the members of the kin group due to migration. However, since many
friends and neighbours are experiencing similar problems their support is unreliable
and inadequate. Households can hardly cope given the weakening of social networks
brought about by HIV/AIDS and other socio-economic stress. Limited support from
the community compels HIV/AIDS-affected households and individuals to pursue
responses that affect their resilience to future shocks.

To compensate for the declining income as a result of increased medical and other
household expenses, HIV/IDS-affected households try to get money by either selling
assets or draw from their savings. Livelihood activities diversification to non-farm
activities is another way households use to mitigate the impacts of HIV/AIDS
on labour and income. However, due to stigma some of the HIV/AIDS-affected
individuals find it difficult to engage in those activities. People are sometimes
reluctant to buy items and services from individuals who are known or suspected to
have AIDS. While affected households are doing their best to respond, their ability
to continue to do so diminishes. Most of the case studies depict a situation where
coping is already under severe strain. The ability of poor households to deal with
the multiple losses arising from HIV/AIDS is pushing members increasingly into
desperate and risky situations. When households respond to the epidemic impacts
by withdrawing from distant farming, selling assets, marrying off their daughters at
an early age, or taking their children from school, future household livelihood and
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well-being are compromised. Households are trying to manage the impacts of HIV/
AIDS in a situation where other problems exist. HIV/AIDS amplifies these problems
and deepens the existing crisis with regard to food and income insecurity.

The profound social and economic effects of the epidemic experienced by the
households in this study challenge the usefulness of the concept of coping in the
wake of HIV/AIDS. The concept seems hardly applicable in a situation where
households are deprived to the extent that they cannot even meet the basic needs
of their members. Household responses indicate that they are just struggling, not
coping (cf. Rugalema, 2000). Barnett & Whiteside (2002) also note that the concept
of coping has severe limitations. Marais (2005, quoted in Gillespie, 2006) notes that
since coping is an externally applied value judgment it may or may not correspond
to what is actually happening. In Mkamba, many households and the community
they are part of actually do not cope. While it is generally assumed that HIV/AIDS-
affected households cope by relying on their social networks, the findings from this
study show that social networks do not provide sufficient and reliable support to help
affected households sustain their livelihoods. The affected households in the study
area belong to the category of the households with weaker safety nets in the figure
presented by Donahue et al. (2001: 9) that ‘fall through’ the vulnerability threshold.

8.2 Theoretical and methodological implications of the
research

8.2.1 Social capital

Reciprocal arrangements for sharing of available resources through gifts, loans
of cash, food, and labour between relatives and community members have been
documented as an important way for people to access resources and cope with
problems. Formal and informal social networks are expected to play a significant
role in reducing household vulnerability. However, these assumptions have not been
systematically challenged in relation to the effects of HIV/AIDS on social capital
in Tanzanian communities. The way the concept of social capital has been used
in the literature does little to explain the conditions that facilitate or impede the
building and maintenance of social capital. This study contributes to the extension
of knowledge in this regard. It shows that social capital is a resource that one has
to invest in to able to benefit from. Vulnerable households are unable to maintain
their participation in social networks for lack of resources to invest in them, which
deprives them of support from these networks. The values and norms underpinning
these social networks seem to be changing as well. This is indicated by statements of
participants in the focus group discussions and key informants about a household’s
economic problems being a private matter and increasing individualization. HIV/
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AIDS combined with other factors have brought about changes in social networks
and social norms. HIV/AIDS-related economic hardship, loss of income, migration,
changes in familial values and in relations, witchcraft accusations and HIV/AIDS-
related stigma, all limit the support vulnerable and HIV/AIDS-affected households
can get from their social networks and the community. This may have induced
normative change in the sense that one should not expect such support anymore.

The question is to what extent expectations are also changing with regard to kinship
support. The research findings show how the foundations on which kinship support
is based are being threatened by HIV/AIDS and other factors. Kinship relations are
seen as a special category of social relationships which are characterized by feelings
of solidarity, obligation and moral claims. When respondents in the survey were
asked to name where they got or are likely to get support, most people identified
relatives. This shows that in the study area kinship ties remain central in terms of
potential for social support. However, empirical evidence from the case studies reveals
the weakening of family ties and a diminishing role of kinship relations because
of socio-economic change. Moral obligations to support kin are now operating in a
context that curtails their realization. For most people support from relatives is not
assured and assistance to HIV/AIDS-affected individuals from kin not forthcoming.
The geographical distance between members of the extended family due to migration
and the inability of many to meet the expectations and obligations attached to kinship
ties are determining factors in this. For frequent exchange of care, food and other
necessities close proximity is required. In a situation where people have moved in
and relatives are not living close by, friendship becomes a vital part of an individual’s
network. To some people, friends and neighbours are now more important than
their biological relatives. As a Swahili proverb says: ‘A friend is better than a relative’
(rafiki ni bova kuliko ndugu,).

Apart from the discrepancy between people’s expectations about and the reality
of support provided by relatives, HIV/AIDS leads to a reversal of the normative
model as regards the flow of support between elderly parents and adult children.
At a time when they could expect old-age support from their adult children, when
an adult son or daughter gets AIDS elderly parents take the care of their sick child
and the grandchildren upon them. Even though they may regard the situation as
anomalous and may bitterly comment upon it (cf. Case 5.4), they still do it. Finch
& Mason (1993) argue that kinship norms of morality are not a ‘blue print’ of what
relatives should and will do for each other and, as could be observed in Mkamba,
that economic constraints may hinder support among kin. The question is to what
extent a prolonged inability to comply with normative kinship obligations will lead
to changes in family values and the normative underpinnings of kinship relations. As
Carsten (2004) notes, the value of kinship should be placed in the context of the life
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course. Though kinship relations represent claims that can be mobilized, reciprocity
is involved here as well. Qualitative data shows that extended family members
may provide support in times of need if there have been earlier investments in the
relationship concerned or if they can expect assistance when they need it.

As with other kinds of capitals, social capital is not equally available to all. It was
evident during the study that social networks generate exclusion alongside solidarity,
which is why it cannot be seen as panacea to all social and economic problems in
communities (cf. Adler & Kwon, 1999; Portes, 1998). Poor households and most of
the HIV/AIDS-affected households have limited social networks because of their
inability to reciprocate and the stigma attached to their status. The study shows
that differences with regard to income and gender intersect with unequal access to
social capital. This study also highlights the dynamics between social capital and
other assets necessary for livelihoods generation, showing that lack of social capital
prevents people from accessing other livelihood resources.

Community social capital

According to Grootaert & Van Basterlaer (2002) social capital should be dealt with
at micro, meso and macro-level, but the interface between the three levels has
not been widely investigated. This study sheds some light on these linkages. The
findings indicate that what is taking place at the micro-level influences the meso-level
environment, while the norms and values that underpin social interaction reflect meso-
level and macro-level values. Individual or household actions at the micro-level can
result into aggregate positive collective action or unintended negative effects (Brons
etal., 2007). The collective effects feed back on individual households, which may or
may not improve their livelihoods. For example, people in study area were generally
found to have weak ties with their kin, friends and neighbours. Poor and HIV/AIDS
affected households were generally found to have weakened social networks. This
effect of declining micro-level social capital is also felt at the community (meso) level,
leading to lack of cooperation and trust among community members. Unlike the
people in a neighbouring village and in a village in Kagera (Rugalema, 1999), people
in the study area have not been able to devise any community-level mechanism to
respond to the HIV/AIDS impacts on affected households.

The community provides an important context within which social support relations
evolve, but HIV/AIDS mortality and morbidity impoverish households and deprive
communities of individuals who could otherwise engage in community activities.
In Mkamba, socio-economic factors such as widespread poverty, ethnic diversity
and witchcraft beliefs affect people’s relations and the way they try to cope with
the various problems. It was found that the influx of people from other areas has
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resulted in ethnic heterogeneity which seems to have undermined interpersonal
trust, making it difficult for the people to work on a common agenda. This finding
corroborates the results of a large-scale investigation into migration-induced ethnic
diversity and community cohesion by Robert Putnam. Putnam (2007: 149) concludes:
‘[Ethnic] diversity seems to trigger not in-group/out-group division, but anomie
or social isolation’ (italics in the original). Key informants and participants in the
focus group discussions attributed the lack of community solidarity partly to ethnic
diversity. Case study 6.3 also shows that even those from the same ethnic group
do not offer support to each other. In multi-ethnic communities where people are
not rooted in the area like in Mkamba, it is difficult to build networks of trust and
strengthen civil society. The proliferation of witchcraft suspicion and accusations
also both reflects and leads to deterioration of trust and curtails social interaction.
Even though most people are aware that HIV/AIDS is not caused by witchcraft, they
still associate misfortunes that are difficult explain such as prolonged illness with
it. Distrust at the interpersonal level is extended to the community level, affecting
the way people can work together to solve their problems. Collective actions are
only possible in a community with sufficient level of trust.

Although the village in Kagera (Rugalema, 1999) and the villages of Kidatu and
Mkamba are all embedded in the same macro institutional framework, they vary in
the way they mobilize themselves to assist HIV/AIDS-affected and other vulnerable
households. Such variation can be explained by the way meso-level social capital
operates. Though also in Kagera and Kidatu social networks are strained because
of HIV/AIDS impacts and other factors, unlike in Mkamba in these villages people
maximize informal contact among relatives, neighbours and friends, which in turn
strengthens trust and common values to provide a basis for resilience in problematic
times. The quality of social ties among community members and the presence of
conditions that promote cooperation and adequacy of resources determine the
ability of a community to collectively solve its problems. This shows that any given
problem needs to be investigated at both micro- and meso-level in order to arrive to
a complete understanding of how social capital works.

8.2.2 Revisiting the household as a unit of analysis

In this study the concept of household has been used to refer to a group of people
who occupy the same dwelling that takes care of resource management and the
primary needs of its members. Household boundaries are understood to be permeable
and household composition changing over time. It was found that in the context of
HIV/AIDS, spatial proximity and day-to-day interaction are important in coping with
AIDS illnesses and other impacts. Although there may be support from non-household
members, it is the household members who are present on daily basis to provide
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care for the sick by nursing, preparing meals, doing laundry, shopping, and so on.
In view of the immediate needs of AIDS patients and their caregivers, households
are well described in terms of their functions and the quality of support among their
members. Therefore, a household can be defined as a closely-knit web of relations
among persons who live together and provide for each other on day-to-day basis. A
household is a site of exchange and support relations that is relatively reliable and
durable. This definition helps to resolve the issue of household boundaries, as it only
includes members who mutually provide for basic needs on daily basis. This does
not make the household a closed unit, since household members are part of social
networks beyond their own household. Other relations beyond the households can
be considered support relations, which this study has found to be less reliable.

For HIV/AIDS research it has been proposed to look beyond the household as a unit
of analysis. Miiller (2004a;b) suggests a need for a thorough investigation on the
wider usefulness and applicability of cluster analysis in studying HIV/AIDS impacts.
Although this study did not use the cluster as the unit of analysis, its findings shed
some light on this matter. Acknowledging that households are rarely self-contained
productive units and that households maintain links with other households, the
study moved beyond the household by looking at how households and individuals
are integrated in social networks and how they cope with AIDS impacts and other
socio-economic challenges within such networks. However, evidence provided by
this study and elsewhere (Heuveline, 2004; Desmond et al., 2000) indicates that it is
within the HIV/AIDS-affected households that the intense impacts of AIDS epidemic
are experienced, in many cases without these households receiving significant
support from other households. Even though, through overlapping social relations
HIV/AIDS effects may spread to several households, the effects are most pointedly
felt by households of HIV-positive people, households that experienced HIV/AIDS-
related deaths and those caring for AIDS orphans. Therefore, the household is still
the most important context for meeting people’s daily needs and providing care for
children and the sick (cf. Niehof, 2004c). It is apparent from the case studies (e.g.
Case 5.4 and Case 6.1) that affected households do not get any substantial support to
care for the sick from beyond their own household and has to struggle by themselves,
despite having a number of relatives and friends. Therefore, the use of clusters as
the unit of analysis in assessing HIV/AIDS impacts and coping responses does not
seem to have an added value in a context like that of the village of Mkamba.

Since HIV/AIDS disrupts established patterns of household life and ways of making
aliving, in a context of HIV/AIDS households undergo continual change with regard
to their composition, entitlements, division of labour and decision-making. As
prime-aged adults die, new forms of household emerge such as child- and elderly-
headed households, most of which are failing to generate secure livelihoods (Cases
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5.1, 5.2, 5.3 and 6.2). This study, albeit based on a relatively small sample, reveals
the HIV/AIDS-induced mobility patterns (Cases 5.1, 5.4, 6.1 and 6.2). Return of
sick young adults (previously living elsewhere) to their parental household for care
entails re-organization of the household resources to cater for their needs. This shows
the dynamic nature of household composition. Households are actually fragile and
unstable in times of HIV/AIDS. However, as argued above, replacing the household
as the unit of analysis by the cluster is not a solution. HIV/AIDS changes household
membership and roles with implications on how interventions should be formulated.
The dynamics of household structures and composition in the context of HIV/AIDS
need to inform the operational definition of household when designing interventions,
so that new household forms can be accommodated.

8.2.3 Methodological notes

Incorporating the temporal dimension in studies of HIV/AIDS impacts (Gillespie
& Kadiyala, 2005) and household processes (Pennartz & Niehof, 1999) is crucial
to capture the dynamics of interactions between HIV/AIDS and livelihoods. The
current study could have benefited from panel data to add more value to the research
findings. A longitudinal study using both qualitative and quantitative methods could
have captured better the local dynamics of HIV/AIDS impacts. It would also have
provided more information on micro socio-economic trends, households’ ability to
cope, and the complex causal relationships involved. However panel data sets are
costly and take time to generate. A longitudinal approach to the subject matter of
this study would have to include the variables of household composition, assets
portfolio, livelihood activities, social support relations, and coping responses.

In this study a discrepancy could be observed between quantitative and qualitative
findings with regard to the topics of HIV/AIDS, food security and social support,
which could be attributed to two factors. First, in a survey there is a tendency for
people to give socially desirable or normatively biased answers, while in in-depth
interviews or in less personal focus group discussions they are more likely to report
actual behaviour and conditions. This may explain the discrepancy between what
respondents reported on issues regarding AIDS, food security and support from
relatives and neighbours in the household survey and the information on these
topics obtained through observation, case studies, focus group discussions and key
informants. Second, operationalization of complex concepts such as social capital
and food security is not easy and may not capture all the important dimensions.
The complex interactions between the dimensions add to the difficulty of finding
valid measures or indicators for such concepts. Qualitative methods complemented
survey data by revealing the complex realities of how social capital is generated or
eroded in a situation of increasing vulnerability. They enhance the understanding
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of household processes that are difficult to measure and can provide a picture of
actual household responses in dealing with decline in household resources. The
story of ‘the stone in the cooking pot’ illustrates how revealing information obtained
by qualitative methods can be. But to be entrusted with such sensitive and personal
information the researcher has to stay in the study area for a longer period of time.
The data obtained by quantitative methods could shed light on the relationships
between socio-economic aspects and other variables. Thus, the study confirms the
need for integrating qualitative and quantitative approaches in HIV/AIDS research.
Triangulation is not only as a means for validation, but also helps to gain a deeper
understanding of the phenomenon under study.

It was also found that the definition of HIV/AIDS-affected households is a problematic
issue. In this study HIV/AIDS-affected households were defined to include households
with chronically ill members, had experienced deaths, and/or had taken in orphans.
However, the effects of HIV/AIDS vary substantially between and within these
groups. Households that have taken in orphans may be relatively well-off and by
taking in orphans might add significantly to their household labour potential, which
amounts to a positive effect. By using this hybrid definition it was difficult to observe
statistically significant effects of the epidemic on variables such as food security,
which could be observed when only households with chronically ill members were
taken as a separate category. Analysis of effects at different stages of HIV/AIDS
impacts is more informative, as the narratives of the case studies show. However, to
get statistically significant evidence of the different effects of HIV/AIDS at different
stages of impacts would require a large, stratified sample that is difficult to realize
because it presupposes information that is rarely available.

8.3 Implications for policies and interventions

The research findings have elucidated the complex interactions between HIV/AIDS,
social capital, food security, gender and livelihood and have provided insights on
the processes and dynamics involved. But as Barnett (2006) rightfully cautions, easy
generalization about HIV/AIDS impacts and processes may lead to inappropriate
responses. Because of the fact that HIV/AIDS impacts and social capital are context-
specific, the lessons learnt from this study are applicable to areas that are comparable
to the study area. When household and community resources are already strained,
as in Mkamba, there are no quick fixes to alleviate the economic and social impacts
of HIV/AIDS. As Stillwaggon (2006) argues, the interactions between biological,
social, economic and environmental factors that comprise the ecology of poverty
shape the spread and impacts of HIV/AIDS. This study has shown that the limits to
household and community responses stem from the nature of HIV/AIDS and from
the particular socio-economic and cultural features of the community concerned.
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Moreover, the impacts of the epidemic on those affected differ according to their
personal, economic and social circumstances. Therefore, policies and interventions
should be holistic and not just address the immediate effects but also take into
account important contextual circumstances and underlying causes to HIV/AIDS
susceptibility and vulnerability.

Current policies tend to emphasize home-based care for HIV/AIDS-infected people
and community-based action, but - as this study shows - the inability of communities
like Mkamba to cope with the growing demands for support prevents the full and
effective implementation of such initiatives. In such circumstances community-level
responses to AIDS cannot be comprehensive enough to address the many effects of
the epidemic and other shocks. Because the inability of the community to meet the
needs of its vulnerable members is limited, care responsibilities are left to families
and, notably, women to shoulder. Little has been done to strengthen the provision
of support by communities to vulnerable households. There is a need for joint and
coordinated interventions by non-governmental and governmental institutions to
help communities cope with the problems created by HIV/AIDS, instead of assuming
their ability to do so.

It is necessary to strengthen existing community groups such as women groups,
burial groups and saving groups, to enable them to provide the necessary assistance
needed by individuals and households to cope with the epidemic and other shocks.
Strengthening ties between a diversity of groups in the community should be
encouraged to facilitate collective action in response to the crisis. In a multi-ethnic
community like Mkamba the role of jokers can be strengthened to help others
cope with insecurities. Lack of disclosure of positive HIV-status for fear of stigma
tends to mask the magnitude of the epidemic. There is an urgent need to break
the silence. Openness will reveal the extent of the problem, thus motivating the
broader community to devise appropriate interventions to assist the large numbers
of affected households. It is important to foster social relations between affected
individuals and households and other community members to secure care and
reduce stigmatization in order to enable collective actions.

Clear links have been shown between the pattern of HIV/AIDS impacts and gender
inequalities. With the gendered division of labour within households as it is, the
impacts of AIDS at household level are profoundly gendered. This suggests that
existing development approaches may need to be re-examined in the light of this fact.
It is therefore important that HIV/AIDS problems be addressed from a different angle.
Gender-sensitive, community-based interventions for coping with the impacts of
HIV/AIDS are essential to enable women manage HIV/AIDS impacts. Addressing
women'’s strategic needs is possibly the most effective strategy in reducing
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susceptibility and vulnerability to HIV/AIDS and enhancing the capabilities of
women to cope with the consequences of HIV/AIDS and other shocks. Strategies
to reverse women'’s social and economic disadvantages will enable women to cope
more effectively with the impact of AIDS.

Currently, most of the AIDS interventions in Tanzania are short-term and fail to
recognize the systemic and long-term nature of the epidemic, which underscores
the need for dynamic, diverse, and long-term responses. Interventions are needed
both to curb the spread of HIV and mitigate its impacts. Strategies and programs
designed to reduce susceptibility to HIV infection should aim at poverty reduction
by supporting livelihoods, strengthening food security, enhancing nutrition and
health, easing the burden of women, and addressing the issue of orphans. While
prevention and curative care are important, there is a need for material support
to affected households to mitigate HIV/AIDS impacts and prevent people from
becoming destitute. Given that HIV/AIDS impacts are more felt at the household
level and force households to draw on their assets to cushion the shock, there is a
need to strengthen their economic base and provide them with the means to protect
their assets in order to increase resilience to the impacts of AIDS.

This study has shown the weakness of community-based support systems and
highlighted the need for safety-nets to support vulnerable groups. Given the limited
capacity of poor households to survive livelihood shocks and stresses by drawing on
their own meager resources, there is an urgent need for public intervention. The
introduction of welfare programs offering benefits to specifically targeted groups is
important in the short- and medium-term to mitigate certain aspects effects of the
epidemic, for example by ensuring food security and making sure that children of
affected households can attend school. I concur with Kakuru (2006) who proposes
the provision of free lunches at school to keep children in school, instead of them
taking time off or dropping-out altogether to fend for their own personal and school
needs. In the long-term, continued efforts at addressing the structural causes of
poverty, such as promotion of gender equality, improved educational opportunities
and job creation, are important in an era of HIV/AIDS.

Finally, there are pertinent issues that need further study, so that policies, strategies
and interventions can be designed to strengthen community support systems and
care for vulnerable HIV/AIDS-affected households. Community abilities to mitigate
the impacts of HIV/AIDS need to be further explored. Detailed comparative studies
including areas with different livelihoods and HIV/AIDS prevalence rates may provide
insights about the ways social capital is generated and used in different contexts.
Research is also needed to find ways to promote community responses to HIV/AIDS
and other shocks. Much remains to be understood about how community organizations
can be best supported to develop their social capital and coping capacity.
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Appendix 1. Checklist for focus group discussions (FGDs)

Livelihood/food security

i.
ii.
iii.
iv.
V.
Vi.
vii.

Vviii.

ix.

Main problems in the area

Ways of earning a living in the area

Problems experienced fulfilling those activities

Ways to solve those problems

Indicators of household food in/security

Means of getting daily food for the household
Responses to food insecurity

Food distribution within the household

Food security situation compared to the past 10 years

Social capital

i.
ii.

iii.
iv.

Vi.
vii.

viii.

ix.

Xi.
Xii.

Xiii.
Xiv.

Ways to solve day to day problems

Where does assistance come from?

Conditions to help and to be helped

Classes in terms of ethnicity, religion, gender, socio-economic status to provide
or receive help

Kinds of contributions offered or received?

Reasons for not getting assistance

Types of social networks, groups or associations in the village
Conditions and benefits for membership in the above groups/networks
Trust is revealed in what aspects?

The situation during the past 10 years for questions (2,3,5,6,8)
Participation in community members in collective village activities
Village support to those with problems

Success or failure of communal activity

Reasons for failure/success

HIV/AIDS (prolonged illness)

i.
ii.
iii.
iv.
V.

vi.

vii.

Major health problems in the village

Causes of major health problems

Indicators of HIV/AIDS affected households

Different effects of prolonged illness in the households

Coping responses by the affected households: where do they get help and if
not why?

Are there any community initiated actions to address HIV/AIDS issues, why
one? If none why?

Situation in the past
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Gender issues

i.

ii.

iii.
iv.

Aspects in which differences between men and women are revealed

e Division of labour

e Participation in social networks and groups

e Decision making (what to produce and what to sell)

e Access to and control over resources

e [nheritance

Differences between men and women, girls and boys in the aspects mentioned
above

Women position in the household and community

Changes in the past 10 years

Wealth ranking and seasonal calendar

i.
ii.

240

What kind of household is regarded as being poor/rich in this village.
Seasonal pattern of :

e Rainfall

e Agricultural activities

e Agricultural labour

e Food and income availability

e Involvement in income-generating activities apart from farming

e Household expenditures

e Social events
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Appendix 2. Checklist for the key informants interviews

Village history
Socio-demographic characteristics of the area
Major problems in the area
Health issues in the village
Household livelihood portfolio (Sources of incomes)
Sugarcane farming- Necessary conditions to become an outgrower
Food security in the area
The role of sugarcane company in local livelihoods
Cooperation of the village members with the Sugarcane Company
.Gender relations (Decision making, access to resources, division of labour)
.Social environment - social networks, membership in groups, community
cooperation, voluntary contributions for public good
12. Witchcraft issues
13.Traditional treatment in the area
14.Political environment
15.The role of NGOs and other development agencies in the area.

© 0N Ok W
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Appendix 3. Household survey questionnaire

Household survey questionnaire

Time (start)
Time(End)
Interviewer
Date

General information

Number of respondent/ household ..................c...o.o.
Name of the Hamlet ...
Name of the Hamlet leader ...

A. Socioeconomic and demographic characteristics
1. Name of respondent ..
2.0Age

3. Head of the household
1 Male head
2 Female head

4. Gender of the respondent
1 Male

2 Female

5. Marital status

1 Married

2 Single

3 Widowed

4 Divorced/separated

6. Educational level

No formal education at all
Adult education

Primary education
Secondary education
Post-secondary education
Others (Specify)

()G I OO R S

7. Religion (denomination) Mention
1 Roman Catholic
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2
3
4

Protestant
Muslim
Others

8. What is your tribe/ethnic group?

1

© 00 N O O = W N

Ngindo
Ndamba
Pogoro
Bena
Luguru
Hehe
Ngoni
Nyakyusa
Chagga

10 Muha
11 Others (Specify)

9. Duration of stay in this village (years)

1
2
3

Since birth
Below ten years (Since when?)
More than ten years

10. How many generations are in this household?

1

2
3
4

11. Please classity the household members under the following:

One
Two
Three
Four
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12. What is the total number of individuals with sickness symptoms lasting more
than six months? ...l

13. What is the total number of individuals with chronic impairment due to
illness?

14. How much do you spend on medical care per month?..................... (Estimate)

15. How has the size of this household changed in the last ten years? Has someone
moved in, moved out or died?

16. If someone died, what was the cause of death?

Name/ 16.1 16.2 16.3 16.4 16.5 16.6 16.7
relation ~ What was When did Age Gender  If sickness How long How

to the the cause s/he die? what kind was s/he were the
respondent of death? . Male; ofillness ill before medical
(For codes 2. Female did s/he death? expenses
see question experience! paid for?
11.4)

17. If someone moved in

Name 17.1 Age 17.2 Gender 17.3 Relation to  17.4 What made
the household  them move in?
head
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18. If someone moved out

Name 18.1 Age 18.2 Gender 18.3 Relation to  18.4 What made
the household  them move out?
head

19. What is the total number of family members residing elsewhere contribute to
the daily running of this household?  ..............................

20. What kind of assistance do they contribute to your household?
1 Cash
2 Food
3 Other things needed by the household (Specity)

21. What is the major source of income for your household?
Farming

Non-farm activities ((Specify)

Salary/wage

Others (Specify)

=W N

22. If it is farming, what is the estimated income per season from the above activities?
(Number of grain bags and tons of sugarcane sold to the factory)

1 Below Tshs 100,000

2 Between Tshs 100,001 - Tshs 500,000

3 Above Tshs 500,000

23. If non-farm activities, what type of activities?
1 Brewing and food vending
2 Petty business (Shops, restaurants, market, selling charcoal and fuel wood)
3 Other works (masonry, carpentry, welding, etc.)
4 Temporary employment

24. What is the estimated income per day from the above activities? (Profit per
week)

1 Below Tshs 2,000

2 Between Tshs 2,000 - 5,000

3 Between Tshs 5,000 - 10,000

4  Above Tshs 10,000
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25. Which assets and items do you own?

25.1 Item and 25.2 Possession 25.3 How long 254 How was  25.5 Why was

asset have you owned the possession item *------ " sold
|.Yes; it? (Years) lost? or pawned?
2.No
|.Sold for cash;
2. Pawned;
3. Others;
4. Still having it
Land
House
Television
Bicycle
Radio
Furniture
Mattresses
Oxen plough
Livestocks
Mobile phone
Car/motorcycle
Others (specify)

26. Do you think the assets and items you own have increased or decreased or
remained the same over the past five years?
1 Increased
2 Decreased
3 Remained the same

27. 1f decreased, why?

28. Are you living in your own house or renting?
1 Own house
2 Renting

29. If own a house, what type of house do you have? (Observation only)
1 With corrugated iron roofing, plastered walls and cement floor
2 With corrugated iron roofing and mud walls and floor
3 Grass thatched roofing with mud floor
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30. If renting, what is the rent per month?
1 Less than 2500 Tshs
2 Between 2500 - 4000 TShs
3 Above 4000 TShs

31. How many of your children have been to primary school and above or are going
to school?
1 None
2 1 -3 children
3 Al

32. If none, why?

33. When you or any member of your household gets sick, where do you normally
go for medical care?
1 Traditional healer
2 Public hospital
3 Private hospital

34. Are you able to meet all your medical expenses?
1 Yes
2 No

35. If no, why?

B. Structural social capital
a. Networks

37. Can you tell me, when necessary to whom do you turn to for ... (Relationship)
a. Financial help L
b. Foodhelp
c. Labour assistance L.
d. Finding a job or business opportunity..............................
e. Medical help
f. Advice
g. Emotional support
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38.

39.

40.

41.

42.

43.

44.

45.

Is there more than one person whom you can turn to in case of the above
needs?

1 Yes

2 No

Are most of these people of similar/higher/lower economic status?
1 Similar

2 Higher

3 Lower

If you faced a long term emergence such as prolonged illness, how many people
beyond your immediate household could you turn to who could be willing to
assist you?

1 No one

2 One or two people

3 Three or four people

4 Five or more people

If you have faced a long term emergence such as harvest failure, how many
people beyond your immediate household could you turn to who could be willing
to assist you?

1 No one

2 One or two people

3 Three or four people

4 Five or more people

How many times have they been able to assist you?
1 Few times

2 Reasonable

3 Many times

What kind of assistance do people usually offer to those faced with chronic food
insecurity?

What kind of assistance do people usually offer to those faced with prolonged
sickness?

In the past three months, how many people with personal problems have turned
to you for assistance? ..
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46. What and how much did you offer to others in the last month?
Time

Cash

Food

Labour (hours per day) ..........coooooiiiiinnnnnne.

Nothing

47. If nothing, what are the reasons which made you unable to help others?
1 Witchcraft beliefs
2 Have nothing to help
3 No one came for help
4 Other (specify)

48. What is your main reason for helping others?

Others can help in future

It is a moral obligation

People who belong to the same tribe/church/group
Others (specity)

[ O R

49. Are most of the people helping each other of similar/higher/lower economic
status?
1 Similar
2 Higher
3 Lower

50. Can relatives help each other easily these days?
1 Yes
2 No

51. If no, why?
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b. Groups/organizations

53. Are you aware of the existence of groups or associations in the village? These
could be formally organized groups or just groups of people who get together regularly
to do an activity.

1 Yes
2 No

54. If yes, are you or any individual of your household a member of any group/s
in this village?
1 Yes
2 No

55. If no, why are you not a member of any group?
1 No time to participate in group activities
2 Conditions are difficult to fulfill
3 Refused by husband/wife
4 No/few groups of my interest

56. Would you like to join any of the group?
1 Yes
2 No

57. If yes, why
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59. From question 54 if yes, I like to ask you about the groups or organizations,
associations to which you or any member of your household belong.

59.1 Types of 59.2 Name of 59.3 Position in the  59.4 Who is the
organization or organization or organization or member (from
groups group group Question I1.1)

|. Leader;

2. Member;
3. Committee
member

Production groups
Trade or business
associations
Professional

association
Religious groups
Burial or festival
groups

Saving and credit
groups

Village committee
Women groups
Youth groups
Ethnic-based
community group
NGO or civic group
Others (specify)
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60. Can you please state.

60.1 Name of 60.2 For how

60.3 What

60.4 What are  60.5 How easy

the group long are youa  reasons made  the conditions are membership
member of this you join this for membership? conditions?
group!? group!?
I. Too tough;
2. Reasonable;
3. Too easy
l.
2.
3.
4.
5.

61. Of all the groups you belong, which are the most important to you?

62. From the groups mentioned in question 60, please state.

62.1 Name of the 62.2 How many

62.3 How much 62.4 What is the

group times in a month do money or goods did main benefit of

you participate in

you contribute to joining this group?

this group’s activities, this group in the last

e.g. by attending

meetings or doing

group work?

month?

I.Improves
household’s current
livelihood or access
to services;

2. Important in times
of emergence or for
future;

3. Exchange of
information;

4. Other (specify))

254
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63. Do groups help you get access to any of the following services? (Tick)

l. Yes 2. No

Agricultural input or technology
Markets

Credit or saving

Access to food

Help during sickness and deaths
Job and business opportunities

64. Are you satisfied with the benefits you have obtained from the groups?
1 Yes
2 No

65. If no, why not?

67. Compared to five years ago, do members of this village participate in more or
fewer groups or organizations?
1 More
2 Same number
3 Fewer

68. If fewer, what are the reasons?
1 Too busy with other activities
2 Sickness
3 Not interested
4 Others (specify)
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C. Cognitive social capital
a. Trust

69. Where can you borrow money without having collateral? (Record three
answers)

O NN O W N

Neighbor

Friend

Relative

Mutual support group to which one belongs
Business men in the area

Employer

Others (specity)

None

70. Suppose you have to move to your distant farm, in whose charge would you
leave your child or sick relative?

1

O B W N

Other family member
Neighbour/friend
Anyone from the village
Others (specify)

No one

71. Give reasons for your answer above

72. In case of problems, can someone store ten bags of paddy or rice in your
house?

1
2

256

Yes
No

When AIDS meets poverty



Appendices

73. On a scale of 1 to 5 where 1 means a very small extent and 5 means a very large
extent, how much do you trust the people in the following category?

| To a very small extent

2 To a small extent

3 Neither small nor great extent
4 To a great extent

5 To a very great extent

People from your kin

Friends and neighbours

People from your ethnic group
Local government officials
Strangers

74. Do you think over the last five years, the level of trust in this village has improved,
got, worse, or stayed about the same?
1 Improved
2 Got worse
3 Stayed about the same

75. If, better, why?

76. If worse, why ...,

77. How well do people in this village help each other these days? Use a five-point
scale where 1 means always helping and 5 means never helping
1 Always helping

Helping most of the time

Helping sometimes

Rarely helping

Never helping

O o W

78. Generally, how much do people of this village trust each other in matters of
lending and borrowing?
1 Trustworthy
2 Untrustful
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b. Community cohesion/solidarity

79. In the past six months, have you worked with others in the village to do something
for the benefit of the community?

1
2

Yes
No

80. What were the three main such activities in the past month? Was participation
in these voluntary or required?

Activity Voluntary Required

81. On average how many days in the past six month did you participate in voluntary
community activities? .

82. What proportion of people in this village contributes time or money towards
common development goal such as building a school?

1

O N

Everyone
More than half
About half
Less than half
No one

83. Suppose something unfortunate happened to someone in the village such as
serious illness, death of a parent or lack of food. How likely are you to get together
with other people in the community to help them?

QW N

Very likely

Somewhat likely

Neither likely nor unlikely
Somewhat unlikely

Very unlikely

84. If a community project does not directly benefit you, but it has benefit for many
others in the village, would you contribute time to the project?

1
2
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Will contribute time
Will not contribute time

When AIDS meets poverty



Appendices

85. If a community project does not directly benefit you, but it has benefit for many
others in the village, would you contribute money to the project?
1 Will contribute money
2 Will not contribute money

86. Is there any community based project which was not successful in this
village?
1 Yes
2 No

87. If yes which? (specity)

89. Are there groups of people in the village who are prevented from or do not have
access to any of the following? (Tick)

l. Yes 2. No

Education/schools

Health services

Political activities
Social and group activities

90. Are there any community activities in which you are not able to participate
1 Yes
2 No

91. If yes, in which activities are you not allowed to participate?
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93. Which members of the community participate most in solving different issues
facing the community?
a. By gender
1. Men
2. Women
3. Men and women equally
4. Neither participates
b. By age

1. Youth and adolescents

2. Adults

3. Elderly people

4. Youth, adults and elders equally
5. None participate

D. Food security

94. How do you get most of the food for your household?
1 Farming
2 Purchasing
3 Food help and gifts

95. If farming, how do you get seeds for planting?
1 Buying from input shop
2 From previous harvest
3 From a relative or friend

96. How long do the food stocks for household consumption from your harvest
last?
1 Less than 3 months
2 Between 3 to 6 months
3 More than 6 months

97. Which months do you usually experience food shortage in your household?

98. Where do you get food or money during periods of shortage?
1 Help from relatives/friends

Government/NGO food aid

Food for work schemes

Causal labour to get money to buy food

Selling household assets to get money to buy food

QO W N
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Borrowing from shops
Borrowing money from others
Income generation activities
Others (Specify)

© 0 NN

99. What are the commonly consumed foods in your household?

Can you say how many times your household did the following for at least a
week?

100. Has the household consumed less preferred foods? (Tick the best response)
Never

Rarely (once)

From time to time (2 or 4 times)

Often (5 or more times)

=W N

101. Which types of food stuff? .................c.cooeeinnl.

102. Have you reduced the quantity of food served to different household
members?

Never

Rarely (once)

From time to time (2 or 4 times)

Often (5 or more times)

O R

103. Has the household borrowed either food or money to buy food?
Never

Rarely (once)

From time to time (2 or 4 times)

Often (5 or more times)

O R

104. Have some members of this household skipped a meal in the last seven
days?

Never

Rarely (once)

From time to time (2 or 4 times)

Often (5 or more times)

=W N
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105. Have some members of this household skipped meal for the whole day?
Never

Rarely (once)

From time to time (2 or 4 times)

Often (5 or more times)

=W

106. Who is getting the best quality portion of the meal in your household?

108. Who decides on what, how much and which foods members in the household
should consume?

109. In general, what do you think to be very important to you in case of problems?
Is it your relation with other people or other resources you own? (Why?)

Thanks for your cooperation
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Appendix 4. Group Questionnaire

Time (start) ...
Time (end)  ooooiiiiii
Interviewer ...

1. Name of the group/organization — ...........ccooviiiinininnn.

2. What is your position in the group?
1 Chairperson

Secretary

Treasurer

Group manager

Committee member

O W

3. When was the group/organization formed? ...................c.coo.oen.

4. What are the objectives of your group/organization?

Men

6. How many villages does your group/organization SErve? ..................c...........

7. What are the conditions for membership? (specify)

8. How does does the group assist its members in case of problems such as food
shortage, prolonged illness or death?

9. What do you consider to be the major obstacles towards effective participation of
group members in group activities?

10. Compared to five years ago, do people participate in more or fewer groups or
organizations?
1 More
2 Same number
3 Fewer
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11. If fewer, what are the reasons?
1 Too busy with other activities
2 Sickness
3 Not interested
4 Others (Mention)

12. Think about the members of this group, are most of them the same......(Tick)

l. Yes 2. No

Neighborhood
Family or kin group
Religion

Sex

Age

Ethnic or tribe

13. Do members mostly have the same ....................ccceees (Tick)

l. Yes 2. No

Occupation

Educational background or level
Political party

Income level

14. In the past five years membership in the group has - (Tick)
1 Declined
2 Remained the same
3 Increased

15. If declined, why?

16. What could be the main reason why other people are not members of this
group/organisation?
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17. Does this group work or interact with other groups with similar goals in the
village/ neighborhood?
1 No
2 Yes, occasionally
3 Yes, frequently

18. Does this group work or interact with other groups with similar goals outside
the village/ neighborhood?
1 No
2 Yes, occasionally
3 Yes, frequently

19. Does this group work or interact with other groups with different goals in the
village/ neighborhood?
1 No
2 Yes, occasionally
3 Yes, frequently

20. Does this group work or interact with other groups with different goals outside
the village/ neighborhood?
1 No
2 Yes, occasionally
3 Yes, frequently

21. Do the benetfits of this particular group or organization spread beyond its
members?
1 Yes
2 No

22. What is the most important source of funding of this group?
1 From members contributions and fees
2 Other sources within the community
3 Sources outside the community

23. Do you have any remarks/comments on this interview?

Thanks for your cooperation
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Appendix 5. Factors influencing household food security

(N=180)

Explanatory variables B-coefficient Standard error
Age (years) -0.0027325 0.0112I
Household headship (I=male) [.161896%* 0.5845757
Education level (I=educated) -0.1364458 0.3874667
Effective dependency ratio -0.2377367 0.2023104
Marital status (I=married) 0.8874843* 04994547
HIV/AIDS status (I=affected) 0.0021078 04170249
Death/s in the household (I=yes) -0.1603676 0.3456402
Estimated household annual income (Tshs) 8.08e-Q7*** 3.02e-07
Land ownership (I=yes) 0.3006023 0.3167439
Sale of labour (I=yes) [.660242%** 0.3377689
Group membership (I1=yes) 0.2525186 0.3089488
Support during illness (I=yes) 0.346285 0.5708413
Support during food shortage (1=yes) -0.0024572 04068696

LR Chi2 (13) = 54.13
Prob > Chi2 = 0.000
Pseudo R? = 0.1402
Log likelihood = -165.9579

#p<0.10, ##p<0.05 and ***p<0.01.
Source: Household Survey, 2005.
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The role of social capital in development is receiving increasing attention. Indeed,
social capital seems to have evolved into panacea for all problems affecting poor
communities. The HIV/AIDS pandemic represents a serious threat to rural livelihood
in Tanzania. The question is how social capital produced in social networks is
used, generated and maintained in a context of HIV/AIDS. This study investigated
HIV/AIDS impacts on social capital and their implications for rural livelihoods.
The study moved beyond the household, by looking at the significance of social
networks for the coping capacity of individuals and households. It emphasizes the
ability of individuals and households to mobilize resources through social networks
such as kinship networks, friends and neighbours, and community groups. A gender
perspective was integrated into the research questions and study design. The study
was conducted in Mkamba village, in Morogoro region in Tanzania. It used qualitative
methods, such as key informants interviews, focus group discussions and in-depth
case study interviews, as well as a household survey and group inventory.

Socio-economic information gathered from the area indicates a high level of livelihood
insecurity. Although the sugarcane plantations and factories provide employment,
the privatization of the sugar company has made many households vulnerable to
poverty. Some who were employed in the factories lost their jobs, while those who still
work in the factories do not earn sufficient income for a living. The sugar company
reclaimed its legally owned land that was previously used by village inhabitants,
thus forcing farming households to hire distant plots for the cultivation of food
crops. Although households in the area are also engaged in other income-generating
activities, these are constrained by lack of start-up capital and low local purchasing
power. In-migration has increased ethnic diversity, which has contributed to a
decline of trust among community members. Witchcraft beliefs and anti-witchcraft
initiatives are widely common and part of social life in the study area, but also have
a deteriorating effect on community trust.

This study was focused on the effects of HIV/AIDS on households and the community.
The most direct impact of HIV/AIDS on households is the loss of human capital.
HIV/AIDS-related morbidity and mortality affect households by reducing household
time and labour and changing the responsibilities and time allocation of the
household members. For HIV/AIDS-affected households it is difficult to pursue on-
farm and off-farm activities since most of their resources are spent on immediate
care requirements. As a result, they are unable to generate sufficient income. The
HIV/AIDS-induced changes in the resource base of households jeopardize their
food security. Although many households in the village face food insecurity in
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certain periods of the year, poor and HIV/AIDS-affected households were found to
be chronically food insecure.

The HIV/AIDS epidemic affects different households in different ways and produces
a variety of coping strategies. Faced with HIV/AIDS impacts and other stresses,
households continuously pursue coping responses to counteract their detrimental
effects. The HIV/AIDS epidemic has impoverished directly affected households. Once
households lose their assets, their chances to recover and rebuild their livelihoods
become slim. The household assets base was found to be an important determinant
of the ability to cope with HIV/AIDS impacts. Strong links between HIV/AIDS and
poverty is demonstrated, with HIV/AIDS exacerbating existing problems such as
household food insecurity, while at the same time poverty increases vulnerability
to HIV/AIDS impacts. Gender and age were found to be important attributes
shaping HIV/AIDS impacts. Women are disproportionately affected. Female-headed
households were found to have higher dependency ratios than male-headed ones.
HIV/AIDS is placing a great burden on women who, in a situation of declining
resources, care for the sick and other surviving members. Prime-age adult mortality
undermines the livelihood sustainability of the ones left behind, especially elderly
people and orphans.

It is generally expected that households that face difficulties try to secure support
from others, like relatives, friends and neighbours. Extended families and kinship
networks are regarded as the main source of social, economic and practical support for
individuals. In the wake of HIV/AIDS and other socio-economic difficulties, kinship
support was found to be hardly available. The context in which families provide
support to their members has changed. Migration and the splitting-up of families
have led to weakened family ties and declining transfers. Additionally, economic
constraints limit the support one can get from relatives. In the study area kinship
networks proved to be of little significance as providers of social support.

In a situation of geographical dispersal of extended family members, relations with
friends and neighbours become an important source of social support. Beyond the
immediate and extended family, households in crisis turn to friends and neighbours
for assistance. However, the findings from this study show that support from friends
and neighbours tends to be short-term and unreliable, usually limited to advice
and emotional support. As a consequence of widespread poverty in the study area
families are often too burdened with their own problems to be of much help to others.
Witchcraft suspicion and accusations, while indicating deteriorating interpersonal
trust, also create barriers to access support that might otherwise be provided by friends
and neighbours. It was found that support to those with problems is hindered by
fear of witchcraft suspicion and accusation. Stigma attached to HIV/AIDS limits the
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support one can get from neighbours and friends. Likewise, the secrecy surrounding
HIV/AIDS limits the assistance from the community to those affected. It was found
that social networks mobilized through interpersonal ties are not able to provide
sufficient support to buffer the crises faced by most of the HIV/AIDS-affected
households and other vulnerable households. HIV/AIDS affects households such
that investing in social relationships becomes difficult, thereby excluding them from
informal support mechanisms.

Several groups formed in the area help people manage different crises. It was found
that the villagers participate in groups such as saving-and-credit groups, production
groups, ethnic associations, and burial and festival groups, mostly for economic
reasons but also for a sense of belonging and emotional or spiritual support. Most
of the groups in the area were found to have financial constraints and assistance
given to group members is too little to meet the demands of needy households. The
local groups also lack access to information and resources from other social groups,
which indicates a lack of bridging social capital. Despite the potential benefits of
membership groups, the required contributions prevent some individuals from
becoming members. Poor and HIV/AIDS-affected households are generally left out
when it comes to participation in groups. It was found that social capital generated
in formal groups benefit members only, rather than improving the welfare of the
community as a whole. Community groups that strengthen social capital for some
individuals lead to the exclusion of others.

There are clear differences in the type of groups to which men and women belong.
Men dominate groups that produce substantial resources but also require significant
initial financial contributions. Examples are the sugarcane out-grower production
group and formally registered saving-and-credit groups. Generally, women groups
have less status and influence than men groups. Although women groups in the
study area service the poor, the very poor are left out because they cannot meet
group membership qualifications. Most of the activities of these groups are aimed
at providing resources for household well-being. Women’s groups work for the
improvement of women'’s living conditions but do not address the prevailing gender
inequality.

In the study area, there has been hardly any community-level mobilization in response
to the devastating effects of the HIV/AIDS epidemic. Funerals only are the communal
events that display cooperation among community members. Although the socio-
economic situation in the area has already weakened support relations, HIV/AIDS
seems to have made matters worse. HIV/AIDS impacts exhaust the capacities and
potential of a community. HIV/AIDS morbidity and mortality take away people
who otherwise might have been involved in community activities. HIV/AIDS and
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other socio-economic problems put strains on households and communities to the
extent that recourse to social capital becomes difficult. As individuals and households
struggle to make ends meet, they have little time left for group and community
activities and concerns.

The study found that inability to maintain social relations at the interpersonal
level results in unintended collective effects at community level, such as lack of
cooperation and trust among community members. Distrust at the interpersonal
level is extended to the community level, preventing people to work together to
solve their problems. In the study area, there was a general feeling that community
solidarity and trust had declined during the past decades. Deteriorating trust is
attributed to widespread poverty, ethnic diversity, and witchcraft suspicions and
accusations. HIV/AIDS prevention, care and mitigation of its impacts proved to be
difficult in a situation where there are multiple socio-economic problems as well
as lack of community trust and solidarity. Therefore, the study underscores the
importance of contextualizing the role of interpersonal and community-level social
capital when studying HIV/AIDS impacts on livelihoods.
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De rol van sociaal kapitaal in ontwikkelingsprocessen krijgt steeds meer aandacht.
Soms lijkt het alsof sociaal kapitaal gezien wordt als een oplossing voor alle problemen
waarmee arme gemeenschappen in ontwikkelingslanden worden geconfronteerd,
inclusief HIV/AIDS. De huidige HIV/AIDS epidemie vormt een grote bedreiging vormt
voor rurale huishoudens in Afrika. De vraag is hoe social kapitaal, dat ontstaat en
ingebed is in sociale netwerken, feitelijk wordt gegenereerd, gebruikt en gehandhaafd
in een HIV/AIDS context. In deze studie wordt nagegaan welke gevolgen de HIV/AIDS
epidemie heeft voor rurale huishoudens en hun sociaal kapitaal en of, en zo ja hoe,
sociaal kapitaal helpt bij het omgaan met deze gevolgen. In het onderzoek ligt de
nadruk op de mogelijkheden van individuen en huishoudens om hulpbronnen te
mobiliseren via sociale netwerken zoals verwantschapsrelaties, vrienden en buren, en
door deelname in gemeenschapsgroepen. Gender vormde een integraal perspectief
in het onderzoek. Het onderzoek werd uitgevoerd in het dorp Mkamba, in Morogoro,
Tanzania. Naast kwantitatieve gegevens verkregen uit een huishoudsurvey en
groepsinventarisatie, werd gebruikt gemaakt van kwalitatieve onderzoeksmethoden,
zoals interviews met sleutel-informanten, focus group discussies, case studies en
diepte interviews.

Sociaal-economische informatie die in het onderzoeksgebied werd verzameld wijzen
op aanzienlijke bestaansonzekerheid. Ondanks de nabijheid van suikerrietplantage
en fabriek die werkgelegenheid bieden heeft de privatisering van het suikerbedrijf
(1998) geleid tot toename van de armoede. Sommige dorpelingen die werkzaam
waren in de fabrieken verloren hun baan, terwijl degenen die er nog steeds in
dienst zijn onvoldoende verdienen om van te leven. Het suikerbedrijf heeft zijn
legaal landbezit teruggevorderd van dorpelingen die het voordien informeel in
bruikleen hadden, waardoor de voedselzekerheid van de mensen verslechterd is.
Vele huishoudens verbouwen voedselgewassen op gehuurde, verafgelegen velden en
hebben onvoldoende middelen om in deze velden te investeren. Hoewel huishoudens
in het gebied ook andere inkomensgenererende activiteiten ontplooien, worden
deze activiteiten belemmerd door een gebrek aan startkapitaal en een lage lokale
koopkracht. De ethnische verscheidenheid in het onderzoeksgebied heeft bijgedragen
tot een afname van onderling vertrouwen onder de dorpsgenoten. Geloof in en
beschuldigingen van domineren het sociale leven in het onderzoeksgebied en hebben
het onderlinge vertrouwen in de gemeenschap ondermijnd.

Dit onderzoek heeft belangrijke invloeden van HIV/AIDS op huishoudens en de
gemeenschap blootgelegd. Het meest directe effect van HIV/AIDS op huishoudens
is verlies van menselijk kapitaal. De aan HIV/AIDS gerelateerde morbiditeit en
mortaliteit treffen huishoudens door een verminderde beschikbaarheid van tijd
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en arbeid en door veranderingen in de verantwoordelijkheden en tijdsbesteding
van leden van het huishouden. Huishoudens die door HIV/AIDS getroffen worden
zijn door de aanwending van hun hulpbronnen ten behoeve van zorg minder in
staat om activiteiten in de landbouw en daarbuiten te ondernemen. Hierdoor
kunnen zij geen inkomen genereren en worden zij geconfronteerd met financiéle
beperkingen. De door HIV/AIDS ontstane veranderingen in inkomen en activiteiten
van huishoudens brengen hun voedselzekerheid in gevaar. Hoewel vele huishoudens
in het onderzoeksdorp met periodieke voedselonzekerheden geconfronteerd worden,
bleken de door HIV/AIDS getroffen huishoudens te kampen met chronische
voedselonzekerheid.

De HIV/AIDS epidemie treft verschillende huishoudens op verschillende manieren.
Geconfronteerd met de negatieve gevolgen van HIV/AIDS en andere tegenspoed zijn
huishoudens voortdurend bezig met reageren op en aanpassen aan de ongunstige
situatie. De gevolgen van de HIV/AIDS epidemie hebben vele huishoudens verarmd.
Als huishoudens eenmaal hun bezittingen verliezen dan nemen ook de kansen af
op herstel van hun economische situatie. Huishoudens die hun bezittingen hebben
verloren als gevolg van HIV/AIDS zijn in het algemeen minder goed in staat om
verdere tegenslagen op te vangen. Er is een aantoonbaar sterk verband tussen
HIV/AIDS en armoede, waarin enerzijds HIV/AIDS de bestaande problemen zoals
de voedselonzekerheid van huishoudens verergert, terwijl anderzijds armoede de
kwetsbaarheid voor HIV/AIDS vergroot. Gender en leeftijd bleken hierbij belangrijke
variabelen. Vrouwen worden in onevenredige mate getroffen en huishoudens met
een vrouwelijk gezinshoofd blijken een hogere athankelijkheidsratio te hebben dan
die met een mannelijk hoofd. HIV/AIDS vormt een zware last voor vrouwen die
in verslechterende omstandigheden voor zieke en andere overlevende leden van
hun huishouden moeten zorgen. De dood van volwassenen in de bloei van hun
leven ondermijnt de bestaanszekerheid van de overlevenden, vooral van ouderen
en weeskinderen.

De algemene verwachting is dat huishoudens in moeilijkheden steun proberen
te verwerven van anderen, zoals verwanten, vrienden en buren. Familie en
verwantschapsnetwerken worden beschouwd als de belangrijkste bron van sociale,
economische en praktische steun voor individuen en huishoudens. In de nasleep van
HIV/AIDS en andere sociaal-economische moeilijkheden bleek steun van verwanten
nauwelijks beschikbaar te zijn. De context waarin families steun verschaffen aan
hun leden is veranderd. Migratie en het opbreken van families heeft geleid tot een
verzwakking van familieverbanden en vermindering van overdrachten. Daarenboven
stellen economische beperkingen een limiet aan de steun die men van verwanten
kan ontvangen. In het onderzoeksgebied bleken de verwantschapsnetwerken een
geringe betekenis te hebben als bron van sociale steun.
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Waar sprake is van geografische verspreiding van leden van families, worden vrienden
en buren een belangrijke bron van sociale steun. Het onderzoek bracht echter aan
het licht dat de steun van vrienden en buren van korte duur en onbetrouwbaar is en
zich meestal beperkt tot raad en emotionele steun. Als gevolg van de wijdverbreide
armoede in het onderzoeksgebied worden diegenen die steun hadden kunnen
verlenen nu min of meer met dezelfde problemen geconfronteerd en zijn niet in
staat anderen te helpen. Families gaan dikwijls zo onder hun eigen problemen gebukt
dat ze maar weinig voor anderen kunnen betekenen. Beschuldigingen van hekserij,
die duiden op een afnemend onderling vertrouwen, vormen ook belemmering voor
het verkrijgen van de steun. Het stigma dat kleeft aan HIV/AIDS beperkt de steun
die men van buren en vrienden kan verkrijgen en de geheimzinnigheid rondom
HIV/AIDS vormt een belemmering voor steun die getroffenen uit de gemeenschap
zouden kunnen krijgen. Sociale netwerken leveren onvoldoende steun om de crises
waarmee de door HIV/AIDS getroffen en anderzins kwetsbare huishoudens worden
geconfronteerd, op te vangen. De schok van HIV/AIDS op huishoudens is zo groot
dat investering in sociale relaties moeilijk wordt, waardoor huishoudens niet in
staat zijn reciproke sociale relaties te onderhouden en ze worden uitgesloten van
informele ondersteuningsmechanismen.

Er zijn lokale groepen in het onderzoeksgebied gevormd om mensen in crisissituatie
te ondersteunen. De overgrote meerderheid van respondenten participeert in
groepen zoals spaar- en kredietgroepen, productiegroepen, ethnische verenigingen,
en begrafenis- en festivalgroepen. Dit gebeurt meestal om economische redenen,
maar ook vanwege het saamhorigheidsgevoel en emotionele of geestelijke steun.
Uit het onderzoek bleek dat de ondersteuning die groepsleden ontvangen te gering
is om aan de vraag van behoeftige huishoudens te voldoen. De meeste groepen in
het gebied kampen met financiéle beperkingen en hebben gebrek aan informatie
en toegang tot externe hulpbronnen. De vereiste contributie vormt voor arme
en door HIV/AIDS getroffen huishoudens, die de groepssteun het beste zouden
kunnen gebruiken, een belemmering voor lidmaatschap. Van het sociale kapitaal
dat in formele groepen wordt gegenereerd profiteren alleen de leden; het komt
niet ten goede aan de gemeenschap als geheel. Gemeenschapsverbanden die het
sociaal kapitaal van sommige individuen versterken, leiden tot de uitsluiting van
anderen.

Met betrekking tot de deelname aan groepen zijn er zijn duidelijke verschillen
tussen mannen en vrouwen. Mannen domineren in groepen die over aanmerkelijke
middelen beschikken maar ook relatief hoge bijdragen vragen, zoals de groep van
suikerrietproducten en de formeel geregistreerde spaar-en kredietgroepen. In
het algemeen gesproken hebben vrouwengroepen minder status en invloed dan
mannengroepen. Hoewel veel vrouwengroepen in het onderzoeksgebied enige
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bijstand verlenen aan arme vrouwen, worden de armen tegelijkertijd van de groepen
buitengesloten omdat ze de contributie niet kunnen betalen. De meeste activiteiten
van de vrouwengroepen zijn erop gericht de levensomstandigheden van vrouwen
te verbeteren, maar stellen de heersende ongelijkheid tussen mannen en vrouwen
niet ter discussie.

In het onderzoeksgebied is er nauwelijks sprake van een door de gemeenschap
geéntameerde response op de vernietigende gevolgen van de HIV/AIDS epidemie.
Begrafenissen zijn de enige gelegenheden waarbij op gemeenschapsniveau wordt
samengewerkt. De AIDS epidemie heeft de sociaaleconomische situatie in het
gebied verder verslechterd. De gevolgen van HIV/AIDS tasten de vermogens en
mogelijkheden van de gemeenschap aan. Als gevolg van door AIDS veroorzaakte
morbiditeit en mortaliteit worden mensen weggerukt die anders een bijdrage aan de
gemeenschap hadden kunnen leveren. Wanneer individuen en huishoudens moeite
hebben om de eindjes aan elkaar te knopen, hebben zij te weinig tijd en energie
over voor groepsactiviteiten en gemeenschapsbelangen.

Op de scheidslijn van micro- en meso niveau van sociaal kapitaal resulteert het
onvermogen om interpersoonlijke sociale relaties te handhaven in onbedoelde
negatieve collectieve effecten, zoals een gebrek aan samenwerking en vertrouwen
tussen leden van de gemeenschap. Dit beinvloedt de manier waarop mensen kunnen
samenwerken om hun problemen op te lossen. Het algemene gevoelen in het
onderzoeksgebied was dat de solidariteit in de gemeenschap gedurende de afgelopen
decennia was verminderd als gevolg van afnemende onderling vertrouwen onder
de dorpelingen. Dit werd toegeschreven aan de wijdverbreide armoede, ethnische
diversiteit en vermoedens en beschuldigingen van hekserij. In een situatie waarin
zich meerdere sociaaleconomische problemen voordoen en waarin er een gebrek is
aan gemeenschappelijk vertrouwen en solidariteit worden activiteiten op het gebied
van de preventieve en curatieve zorg van HIV/AIDS ernstig bemoeilijkt. Deze studie
benadrukt het belang van de contextualisering van de rol van sociaal kapitaal op
interpersoonlijk- en gemeenschapsniveau in de bestudering van de gevolgen van
HIV/AIDS voor de bestaanszekerheid van huishoudens.
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