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Saion Songolo
Zamtan District
68 years old
Provides for a household of five people

We started caring for our grandchildren full-time when their parents, my 
young daughter and her boyfriend, both passed away.  My daughter was 
still in school when she gave birth to her first two children, twin boys.  Soon 
after that she became pregnant again with twin girls.  She delivered them 
without a problem, but then became unwell with a high fever.

She became sick again when the youngest children were about one year 
old.  Her legs were so swollen she stopped walking and we had to put her 
in a wheelbarrow to catch the minibus to the hospital, where she stayed for 
a week.  The doctors did not tell us what was wrong with our daughter; we 
just heard that she had died.

I don’t know what caused the death of my son in law because straight after 
my daughter left us, he moved out from our home and went to stay with 
his own parents.  We did not hear that he had become unwell, only that 
his funeral was to take place.  I wanted to attend but we did not have the 
money for the trip.

With both parents gone, the four babies were left to our care.  I was still 
working as a driver at the Kitwe mine but left because I was too old to 
work there.  Things were okay to start with.  I used to buy infant formulas 
and the children stayed well; but then the two boy twins got sick.  I had 
a small pension from my job so I used a part of that money to buy some 
medicine.  The rest I had to save to move from the mining area to where 
we live now.

Like before, I don’t know what caused the firstborn twins to get sick.  We 
did not take them to the hospital because when I stopped working for the 
mine my name was deleted from the mine’s hospital files, and the money 
I had reserved for medicine was not enough to take the boys anywhere 
else. 
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I was still pained by my daughter’s death when one of the sick twins died.  
That was before we moved.  The other one died when we arrived here, 
leaving us with the two girls.  As the girls grew up, I constantly worried 
about their health and used to ask myself what would happen if these chil-
dren also passed away; but thank god we are now in a place where there 
has been no illness for some time.  

Saion Songolo’s twin granddaughters are now 15 years old and he has 
one great granddaughter.
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Photographs

1. Saion Songolo prepares food at his home in Zamtan district, Kitwe.
2. Anastasia Songolo, wife of Saion Songolo, carries water to her home in Zamtan 
 district, Kitwe.
3. Yvonne, granddaughter of Anastasia and Saion Songolo, holds her new
 born daughter.
4. Yvette (far right), granddaughter of Anastasia and Saion Songolo, 
 stands at Kafue Bridge School, Zamtan district, Kitwe.
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About the ACF International Network

The ACF International Network works in 43 of the world’s poorest coun-
tries. It comprises of Action Against Hunger-UK (ACF-UK), Action con-
tre la Faim-France (ACF-France), Acción contra el Hambre-Spain (ACF-
Espaňa), Action Against Hunger-USA (ACF-USA) and Action contre la 
Faim-Canada (ACF-Canada).

The ACF International Network aims to save lives, especially those of 
malnourished children. It works with vulnerable populations to preserve 
and restore their livelihoods with dignity. Our teams do their utmost to 
ensure that people are given access to the most basic of human rights 
– the right to food. International, non-political, non-religious and non-
profit making, the ACF International Network helps more than 4.2 million 
people worldwide. 

This report is part of the Hunger Watch series of publications produced 
by the research and advocacy department of ACF-UK. The Hunger 
Watch team examines transversal factors such as HIV/AIDS, market in-
stability and conflict, and analyses their relationship to acute hunger. 
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About CINDI

Children in Distress (CINDI) is a non-partisan and non-denominational 
non-government organisation (NGO).  Established in 1994, CINDI-Kitwe 
was formed to support orphans and vulnerable children in an integrat-
ed and holistic manner by working with community structures to identify 
and address the needs of HIV/AIDS affected and infected children and 
families. 

CINDI works in eleven communities in the Kitwe district of the Copperbelt 
of Zambia.  The organisation helps thousands of families with HIV/AIDS 
prevention, care and support.  This includes the provision of food and 
assistance with implementing income generating activities at a household 
level.  Working alongside communities in an area that suffers from high 
rates of HIV infection, CINDI ensures stakeholder engagement at all lev-
els of their work.

Through ongoing work with community leaders CINDI works to facilitate 
the establishment of community based organisations (CBO) in Kitwe.  Four 
have been registered and seven more will be developed over the next 
three years.  The creation of community based organisations strengthens 
community capacity to drive their own development activities.  CINDI 
supports CBO work by delivering technical assistance and mentoring.  
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Photographs

5. A man rides a bike past the CINDI office that serves the Zamtan district in 
 Kitwe.
6. A child waits for her carer outside the CINDI office in Zamtan district, Kitwe.
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Foreword

For too long, our responses to HIV have varied from denial through to 
moral judgment, prejudice and blame whilst stigmatising those living with 
the disease.  

We know what causes AIDS, the ways it can be transmitted and prevent-
ed, yet still infection rates continue to climb dramatically.  If we are to 
slow down and eventually stop infection, HIV needs to be seen as much 
more than just a medical issue as that is only one part of dealing with 
and containing the disease.  Equally as important is the need to address 
the denial of the Human Rights of those living with or affected by the 
disease.  This is not just the right to treatment, information and education; 
but also the realisation that dealing with hunger, social and economic is-
sues are vital components in the fight against HIV/AIDS.

If we are serious in addressing the issues surrounding HIV then a multi-
strand approach is needed, concentrating on food, livelihood and social 
protection, as well as key aspects such as treatment and information.  As 
part of that approach, those living with the disease cannot be seen and 
treated as ‘victims’, at best deserving of pity, at worst receiving moral 
judgment, prejudice and blame.

Through my ongoing work around HIV, and as someone who has lived 
with a positive diagnosis for many years, I have come to realise that 
positive individuals are living with this disease not just dying from it.  
That is not to take away from the suffering, pain and ill health of many 
of those with the HIV virus, but rather a fundamental acknowledgement 
that each individual deserves the same respect as those of us who are 
negative.  Further, that positive people can and do make a contribution 
to their communities, but that a society’s own prejudice and ignorance 
can undermine that contribution and the quality of their lives.  
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As a lawyer, it is clear to me that unless we, as a global society, ensure 
that the Human Rights of all are supported and protected, then we will 
not overcome the issues that HIV presents to us all.  I welcome Action 
Against Hunger’s rise to that challenge.  Their realisation and focus on 
protecting the Human Rights of all and, in particular, the right to food 
which so many of us take for granted is a key component in the fight 
against the spread of HIV/AIDS.  

Kevin Ryan 
International Project Director
Positive Lives
www.positivelives.org 
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This report documents the findings of Local Voices, a six month quali-
tative research project that provided HIV orphans, vulnerable chil-
dren and their carers with the opportunity to discuss and docu-

ment the difficulties they face providing food, water and healthcare for 
their families.  Through meetings, detailed interviews and discussions the 
project initiated and developed an ongoing dialogue with 20 families 
in four areas of the Kitwe district in the Copperbelt province of Zambia: 
Chimwemwe, Kwacha, Chipata and Zamtan.   

The discourse that developed over the course of the project has given 
Action Against Hunger (ACF-UK) and CINDI insight in two key areas.  
Firstly, the research has added a household perspective to existing ideas 
and analysis of food security in an HIV/AIDS context.  Secondly, the 
project highlights the knowledge and learning that can be gained when 
people living with a positive HIV diagnosis are seen as ‘experts’ and 
their experiences are used to help identify and address the problems 
they face.

Through the voices of the project’s participants, the testimonies and im-
ages that are the core of this document explore the social and economic 
impact HIV/AIDS has on families affected by the disease.  ACF-UK and 
CINDI pioneered this work because we believe HIV/AIDS can no longer 
be seen as just a medical issue.  Within this report we demonstrate that 
HIV/AIDS has a direct impact on the economic and social well-being of 
both households and communities; and as such it must be tackled using 
an integrated approach where food, livelihoods and social protection 
are highlighted as solutions alongside access to medical care.

This report opens with statistics that outline current rates of HIV/AIDS 
and poverty in Zambia, focusing specifically on the Copperbelt province 
and the Kitwe district.  The testimonies that form the centrepiece of this 
report are introduced by a summary of the key social and economic is-
sues that HIV orphans, vulnerable children and their carers face, together 
with a synopsis of government and community based organisation (CBO) 
responses.  These topics have been selected as they cover the core issues 
that were raised during the Local Voices project.  The document ends with 
a brief conclusion and the report recommendations.  
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   Zambia

With the fourth highest adult HIV/AIDS prevalence in the 
world, Zambia has over 1 million adults living with the dis-
ease.  Seventeen percent of the population aged 15-49 

have a positive HIV diagnosis (2007, UNDP).  Girls between 15 and 24 are  
over three times more likely to be infected than their male counterparts 
(2007, UNICEF).   Within government health care services, it has been estimated 
that HIV/AIDS morbidity and mortality contributes to 50% of gener-
al hospital admissions.  As a direct consequence of HIV/AIDS related 
deaths, the life expectancy in Zambia is just 37 years old (2004, UNAIDS).  

The devastating impact of 
the HIV/AIDS pandemic is 
one of the most formidable 
challenges impeding Zam-
bia’s social and economic 
national development.  Evi-
dence shows that the most 
economically productive age 
groups are worst affected by 
HIV/AIDS.  As such, poverty is 
exacerbated and household 
labour capacity is weakened.  
Incomes dwindle, assets are 
depleted and HIV/AIDS af-
fected households struggle to 
survive.  An estimated 94% 
of the 11.5 million population 

live on less than US$2 per day (2006, UNDP).  As one of the poorest countries 
in the world, pockets of severe food insecurity1 persist and both access 
and affordability of food is an issue for  urban and rural households.
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   The Copperbelt and Kitwe District

Based on the northern border that Zambia shares with the Democratic 
Republic of Congo, the Copperbelt is an area that is characterised by 
a high level of employment based migration.  Once the backbone of a 
thriving mining industry, the Copperbelt area used to employ 50% of 
the regions formal working population (2007, Yiannopoulos).  Triggered by the 
decline of world copper prices in the 1970’s and exacerbated by the 
International Monetary Fund (IMF) and World Bank structural adjustment 
programmes, the region now suffers from widespread unemployment.  
 
Kitwe is Zambia’s third largest town and it is here that the urban and 
semi urban areas of Chimwemwe, Chipata, Zamtan and Kwacha are 
based.  Kitwe district lies between Central and Southern Africa.  It is an 
important commercial centre and as such is home to one of the largest 
markets in the region.  There are a variety of income-earning opportuni-
ties open to the communities in Kitwe.  A small proportion of people have 
formal jobs, and informal, small-scale businesses represent the main live-
lihood option.  

With a HIV/AIDS infection rate second only to the tourist town of Liv-
ingston (30.9%), an estimated 26.6% of the population in this area are 
believed to be HIV positive; a figure that is 9% higher than the national 
average (2007, Yiannopoulos).  As a consequence of the high HIV prevalence 
rates in Kitwe, the number of locations offering HIV/AIDS treatment 
have been increased and 75,000 people now receive antiretroviral 
drugs, but this figure accounts for only 20% of those in need (2005, WHO).  
Of the HIV positive pregnant women in the region, only 25% receive a 
complete course of prophylactic antiretroviral drugs, an intervention that 
significantly reduces the risk of mother-to-child transmission (2005, WHO).  
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   HIV Orphans, Vulnerable Children and Carers

In Zambia, an orphan is defined as a child below the age of 18 years, 
who has lost one or both parents.  High adult mortality rates have in-
creased the number of HIV/AIDS orphans to an estimated 710,000; a 
figure that according to UNICEF is expected to rise to over 1,083,000 
by 2010 (2003, UNICEF).  To date only 13% of the orphans gain access to free 
basic external support (UNAIDS).  

Despite having the physical presence of their parents, children living in a 
family where one or both parents are HIV positive are often vulnerable.  
For the purpose of this report HIV orphans, vulnerable children and their 
carers will be described as HIV affected families.  Within these families 
there are both children and adults who on top of their daily struggles 
also cope with the individual pressure of living with HIV/AIDS.

When a member of a HIV affected family becomes ill and is unable to 
work, the household will initially lose income and face additional health-
care expenses.  Each family will cope with this increase in financial pres-
sure differently.  Some rely on support from extended family members, 
others fall into debt.  Many families reduce or change the type of food 
they eat at a time when, for those who are infected, nutritional needs 
are greatly increased.  Many families sell household assets or withdraw 
children from school so that the child can help gain extra income and 
parents or carers can avoid additional household expenses such as 
school uniforms and shoes.

In desperate situations, women who provide for HIV affected families 
occasionally resort to risky coping strategies in order to survive.  These 
include marrying older men who can support them, but may have al-
ready been exposed to the HIV virus, or engaging in transactional sex 
to earn an income or obtain necessary goods for the household.  Such 
desperate means of earning a livelihood illustrate the increased vulner-
ability that comes with the social and economic impacts of HIV/AIDS.  
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1 For the purposes of this report, we define food security as a household’s ability to meet present 
and future basic needs (safe housing, clean water, adequate diet and clothing) through productive 
activities. Food security is the discipline of assessing and supporting a household to attain these 
needs.
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Photographs

7. The niece of a project participant sits in the sun in Kwacha district, Kitwe.
8. Ivy Mwansa prepares a meal for her household in Zamtan district, Kitwe.
9. The cement factory on the outskirts of Kitwe as seen when coming in to land at Ndola 
 Airport, Zambia.
10. The road to Zamtan district in Kitwe, Zambia.
11. A man sits quietly near the Mindolo mine shaft in Mindolo district, Kitwe.
12. Children attend class at Kafue Bridge School where 1,700 pupils share eight small 
 rooms, Kitwe. 
13. Trucks stand stationary at Kitwe market.
14. The local Chipata district football team play the ‘All Stars’, a rival team from Kitwe.  
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The testimonies in this chapter have been selected from a base of 
twenty interviews conducted with HIV orphans or their carers in 
Kwacha, Chimwemwe, Chipata and Zamtan.  Their stories offer a 

glimpse of the daily struggle that many HIV affected families face in 
order to meet their food and household needs.  

These community contributions have been organised into four thematic 
sections: Orphans and Vulnerable Children, Income and Household Ex-
penses, Hunger and HIV, and Facing Stigma.  Each of the testimonies re-
flect a multitude of social and economic issues.  Some of the people that 
contributed to the report have agreed to be photographed and others 
have asked to remain anonymous, so where appropriate images have 
not been included and names have been withheld.

   Orphans and Vulnerable Children

Ivy Mwansa
Zamtan District
19 years old
Provides for a household of five people 

When my father died life changed greatly.  Relatives promised to let some 
of us stay with them (Ivy has several brothers and sisters), but nothing 
happened.  I don’t know what caused our father’s illness; he used to look 
well during the day, but would get sick at night.  We did not realise that his 
legs were getting bad until they got so swollen he was unable to move.

Then followed my mother’s illness; she was sick straight away.  At first it 
was dysentery, then she started coughing and her legs also started to hurt.  
She didn’t have the energy to get up on her own so I would go with her to 
the bathroom to help her wash.  She was sick like this for over six months 
and got so unwell that she could not breastfeed my youngest brother.  He 
was just a baby then so my sisters would take him to our aunt, who had a 
young child, and he would feed there.  My mother gave up her part-time 
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work and I stopped going to school for a while so I could help her earn a 
living.

I never thought my mother would die.  I used to think that since my father 
had died, my mother could not.  When she got really sick we all went to 
stay with my aunt.  She would make our mother porridge and send me to 
the health centre for medicine.  We stayed with my aunt for a while after 
our mother died, but then she also fell ill and passed away so now I depend 
on myself.  When things are okay we eat every day using ‘maize meal’, 
which is given to me by a community based organisation because we are 
orphans that live on our own.  I stretch it out and cook it with pumpkin or 
sweet potato leaves instead of vegetables, but if the ‘maize meal’ runs out 
I have to buy food for the house.

We have an uncle who is still alive and he donates money to me that I use 
to buy food.  I try not to rely on him because he has a lot of children and 
other dependants to look after, so when things get really difficult I take my 
brothers and sister to the maize hammer mill and we collect the left over 
residuals of maize that I sieve and cook.    

If the neighbours notice that there is a problem they invite us to eat with 
them.  There are lots of people in their household so I send my younger 
brothers and sisters and I stay behind.  On nights when I go to bed without 
a meal the next day I look for work on a day by day basis; but this way 
of working is difficult because I need money for lots of things; my young-
est brother is asthmatic and he suffers a lot.  When my parents were alive 
they would take him to hospital and keep medicine in the house, but I can’t 
do that.  

Since working with Ivy Mwansa, CINDI have provided her household 
with food supplements and helped her back into education by paying 
her school fees.
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Pule Mwansa Mukupa
Kwacha District
19 years old
Provides for a household of ten people

My father was a governor in Kenya; we didn’t live with him but I knew he 
was sick because he had sores on his body.  My mother was HIV positive 
and looking after us (Pule and her brothers and sisters) was hard for her.  
The family said that if she saw us a lot she would get depressed so we were 
sent away on holiday to our grandmother’s house where we stayed with 
one of our uncles.  

When we got home we found that our mother had died and her body had 
already been buried.  At first I could not believe that our mother was gone.  
We were taken to the graveyard and that’s when I realised there was no 
one to take care of us.  We were all sent back to stay with our uncle but he 
got into trouble with the police and was taken from the house.

Our grandmother agreed that we were to stay in her house and she gave 
us a room, some pots and bedding and we started staying there alone.  
That’s when life really changed.  I go to school and at the same time have 
to find food for us; me and my brothers and sisters.  We have friends who 
help, especially our church members.  There is also a community organisa-
tion that brings us maize, beans and sometimes sardines.  

Even though I go to school, together we (Pule and her bothers and sisters) 
started a business so that we could earn money to buy food.  I had some 
savings that our uncle left that we used to start selling goods at the market: 
oranges, sweets, bubble-gum, salt, rice and sugar.  But the business didn’t 
go very well so we ate the things that we could not sell, and that’s how the 
business stopped.

Like my mother, I am also HIV positive.  I went to the HIV testing and 
counseling clinic because I was unwell, first with malaria and then with a 
cough that came and went away.  Before my results were given to me I 
knew what my status would be; I was assaulted by a boy who left me with 
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some sexually transmitted diseases that included HIV.  It was a traumatic 
experience, so a family member worked with the organisation that brings 
us food to organise for a doctor to counsel me.

After I tested positive my legs started to swell and the illness got worse, so 
the clinic advised me to start taking antiretroviral drugs.  I have check ups 
with the clinic which is quite far away.  I start walking at 05.30 and get 
there at 06.30 which is early, but I am usually second or third in the queue.  
My sister and my uncle know that I am HIV positive so they help me with the 
money I need to visit the hospital and collect my medication.  

There was a time when I didn’t have enough money to make this trip and my 
treatment ran out.  After a short time I fell sick with prolonged diarrhoea 
and my sister took me to hospital.  If my mother was alive life would be 
better for me; she worked as a secretary and always bought us things.  

CINDI has provided Pule Mwansa Mukupa with counseling, a referral to 
healthcare services and food supplements.  They have helped her con-
tinue in her education by paying her school and exam fees and buying 
books, shoes and a school uniform.

These testimonies illustrate that children who head their own households 
assume adult responsibilities with limited support, making the task of 
caring for others and providing for the basic needs of a family extreme-
ly difficult.  Necessities such as food, shelter, healthcare, blankets and 
clothing are often lacking, with very few children being able to attend 
school or higher education without assistance.  

The inability to work and hence support the family or gain access to 
a sustained and uninterrupted education are key factors that children 
living alone raise as concerns.  Children that have been orphaned as a 
result of HIV/AIDS often face the added and dormant anxiety that they    
or their siblings could also be infected and as a result the fear of more 
illness in the family, including their own, is ever present.
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   Income and Household Expenditure

Pauline Chola
Chimwemwe District
72 years old
Provides for a household of seven people

My husband died in another compound.  We had been divorced for a long 
time and then he finally married another woman.  All the children we had 
together were staying with their father and it was only the younger ones 
that came to join me when my former husband died.  Since then many of 
them have become unwell and died, so I live with six of my grandchildren.  
Life is not easy, but I know I’m not the only one suffering; there are many 
in Kitwe.

We rely on my nephews for assistance; they have informal jobs so I use the 
little money they give me to buy the food we need.  I send my grandchil-
dren to fetch water in small containers, they bring it back and I boil it to 
avoid diseases.  If the owner of the well is there they come back with empty 
buckets because I cannot afford to pay.  The money I would spend on water 
could buy maize flour and charcoal to prepare a meal.  

My first-born daughter was a teacher so everyone called her ‘Mrs Chewe’.  
She died of HIV/AIDS; her husband had bought the disease into the house.  
The hospital was treating her for anaemia and asked her husband to donate 
blood.  Later, after the transfusion, they found the blood to be infected.  My 
daughter didn’t get sick to the extent that she was very thin and she did not 
get sores; she just had bad pains in her legs.

I was devastated when she died.  My daughter was my first born and she 
had always been my pillar; she carried the responsibility of looking after 
me.  Soon after one of my sons also passed away and following that, his 
younger sister also died.  Over the years there have been so many funer-
als.   The women from the church and some others that work in the market 
helped me bury my children.  Each time they have donated a small amount 
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of money and I bought a simple coffin.  When my daughter died a neigh-
bour was also burying a loved one; he offered to collect her body from the 
mortuary and we took the two of them together to the cemetery.

Slowly I have lost all nine of my children from different diseases.  One of 
my daughters died from tuberculosis and two of the younger ones died 
from depression and stress; they died from living in poverty and dealing 
with abuse, that’s how I feel.  To remember I keep photographs of my chil-
dren in the house, but life has changed so much; things will never be the 
same. 

We eat a good meal a few times a week, but there was a time when I re-
ally struggled.  God knows that is not the right way to keep a household.  
My oldest grandchild sometimes goes to school and the sun will set without 
her eating anything at all.  School is important, the eldest should have an 
education.  If anytime I die, how will she educate the others if she has not 
been to school herself? 

She is an athlete and plays netball, which pleases the teachers.  They like 
her and pay for her fees and my fellow (church) congregants pay for her 
uniform.  When she fell pregnant at school last year she stopped learning 
for a while, but I suggested she go back to school and I look after the 
baby.  This adds a new dimension to the problems in my life; I have to find 
artificial formulas to feed the baby and soap to wash the napkins and we 
all still have to eat.  

Pauline Chole has recently received a microfinance grant from CINDI 
so she can buy the inputs she needs to start a small business.  The grant 
came with business start-up training. 
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Damalesi Phiri 
Kwacha District
47 years old 
Provides for a household of seven people

My illness is a disease that I have in my blood.  The health centre gives me 
free treatment but the nurses have told me that I need to take it with food 
supplements.  I am meant to do this every day because part of being well 
is about getting good food into my system, but I have five orphans in my 
care, plus my mother lives with me, so there are six mouths that I have to 
feed.  

The sickness started with sores on my body. They troubled me badly; I felt 
a burning sensation under my skin for a long time until they disappeared.  
When they came back my body also started to swell so badly that I went 
to the health centre.  They asked if I slept well at night and if I was mar-
ried or staying with a boyfriend, so I explained that my husband had died.  
He suffered with malaria and fever so badly that he gave up his job, that’s 
when he passed away.  I have not re-married since.

Life without my husband has been a constant struggle to survive; sometimes 
people hire me to knit table cloths and at others I rely on family to donate 
money so I can buy food.  My son, the second born, he used to help me 
a lot but he has also passed away; he took his own life.  Without my son 
the only help I get comes from my neighbour, a fellow congregant at the 
Anglican Church.  He assists my family because he knows I would struggle 
to survive with the money I get from knitting and selling the few things I 
have.  On my own I can’t get simple things like water; the water company 
has disconnected my house from the water supply because I cannot pay my 
bill.  Now the children draw water from our neighbour for use in the house 
and cleaning our clothes. 

When I have a good sized knitting job and a customer pays me well I 
prepare better meals.  Those are my lucky days.  That’s when we have veg-
etables, beans and sometimes meat; but generally our diet is not good and 
that’s bad for the children and bad for me.  When there are no customers 
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I stay at home and myself and a handful of the children will go to bed 
without eating.  Because of our hardship, I can’t say I give these children 
a good life.  

Through contact with CINDI Damalesi Phiri has been referred to a health 
centre where she started Antiretroviral Therapy (ART).  Her household 
also receives food supplements and clothes.

To the most vulnerable, the market place offers jobs that are low paid 
and exhausting.  For those that own their own homes, renting rooms to 
lodgers provides a source of income and security.  Few households sus-
tain themselves from one income source and most rely on a mix of in-
comes from different family members.  As we have observed, people 
living with HIV/AIDS and HIV affected families find that the household 
capacity to produce or buy food is often greatly reduced and their cop-
ing mechanisms are steadily eroded.

The lack of reliable water-based infrastructure in parts of Kwacha, 
Chimwemwe, Chipata and Zamtan has resulted in shared sanitation re-
sources between households, which can raise difficult issues for people 
living with HIV/AIDS.  Water collection can be a hard task when there 
are fewer people available to travel the distance needed to access 
water points and, as is shown in these testimonies, those on reduced in-
come cannot always afford to pay their water bills.  People living with 
HIV/AIDS are recommended to drink greater quantities of water, par-
ticularly when taking ARV medication.



The HIV Virus

While many viruses can be controlled by the immune system, HIV targets 
and destroys the white blood cells (CD4 cells) of the immune system that 
usually defend against infection.  HIV invades and depletes these cells 
in the process of viral multiplication.  As the CD4 cells are destroyed, 
the immune system is weakened, increasing the body’s vulnerability to 
infection and disease.  

AIDS (Acquired Immune Deficiency Syndrome) - the most advanced stage 
of HIV infection - is characterised by the point when the immune system 
is so depleted that the body is unable to fight off infection.  Many infec-
tions are caused by pathogens (infectious agents) that often live harm-
lessly within the body.  When the ability to fight infection decreases, as 
is the case with HIV infection, these normally harmless agents can initiate 
life threatening diseases.

The most common illness experienced as a result of HIV infection is tuber-
culosis.  Untreated tuberculosis is a life threatening and debilitating dis-
ease leading to wasting, night sweats and an exhausting, painful cough.  
Other frequently seen symptoms in HIV/AIDS related illness include skin 
conditions, diarrhoea and fever. 

HIV/AIDS is treated by antiretroviral drugs - the only medication that 
presently exists to fight against the HIV virus.  Antiretroviral Therapy 
(ART) prevents HIV infected cells from replicating, therefore limiting the 
number of HIV virus copies in the body and consequently limiting dam-
age to the immune system.  Access to a balanced diet while undergoing 
ART is essential; the nutrients facilitate the absorption of ARV drugs into 
the body and enable maximum response to therapy.
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Antiretroviral Therapy (ART) and Nutrition

There is no doubt that without ART the HIV virus cannot be contained.  
However, people living with HIV/AIDS need an increased intake of food 
from both a prevention and treatment point of view.  From a prevention 
perspective, a healthy diet, if available, may delay the progression of 
HIV to AIDS (and delay the initiation of ART) by helping to maintain the 
immune system’s resistance against infections and compensate for the 
extra energy consumed by the body during periods of infection and high 
viral replication.  

From a treatment perspective, a person with good nutritional status start-
ing on ART is much more likely to be successful with the treatment re-
sponse than someone who begins this initially challenging therapy in a 
state of hunger or malnutrition.  In resource poor parts of Kitwe, this 
ideal is rarely met partly due to limited access to a balanced diet and 
partly due to late diagnosis and limited access to ART for those in need.  
To aid the effectiveness of ART, food supplements are recommended 
alongside treatment. 

Whilst food supplements are beneficial for quality of life and provide 
essential access to nutrition at a time when an individual may be too 
sick to earn money to buy food, the nutritional impact at late stages of 
disease will be little.  For optimal benefit, the food supplements should 
be offered when vulnerability to hunger and malnutrition first becomes 
apparent and before ART is required. Once progression of HIV gets to a 
certain stage, ART is absolutely necessary for an HIV infected individual 
to maintain a fully active life.  However, a person who does not get suf-
ficient food and water will not survive long - even if ART is available.
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   Hunger and HIV

Anonymous
Zamtan District
72 years old 
Provides for a household of ten people

My husband and I had many children together before he died.  When they 
started to pass away, one following the other, I wondered if their father 
had been buried well, in accordance with our customs.  I have lost four of 
my sons and a daughter, each of them suffered with diarrhoea and skin 
infections.  

I rushed one of my sons to hospital, but he did not survive.  Some years 
later I took another to my village doctor in Mazabuka.  Soon after I was 
at the Ibenga mission hospital; it was so hard to bring that body back 
to Kitwe.  I couldn’t cry like I did for the others because the grief was so 
heavy.  Back then I would not have imagined that two years would pass 
and I would mourn again.  

The grandchildren that have been left behind live in different places.  I have 
six granddaughters and two grandsons that I look after, but I worry that 
soon this will become too difficult for me so for now I work hard.  I don’t 
fail to push my wheelbarrow so I can cultivate and harvest food: ground-
nuts, vegetables and maize.  When the maize goes well I get six bags 
(50kg each).  With this I earn enough to feed my grandchildren, until the 
rainy season begins.  

We eat once a day in the late afternoon, n’shima2 and vegetables with rel-
ish.  The church help with food, they give me ‘maize meal’ in a small basin 
and they buy me sardines and soap.  What they give is not enough, but 
because it’s a gift I am thankful.  I also grow vegetables to eat and take 
the rest to the health centre nearby.  The nurses buy my produce and I use 
that money to buy water from the well.   

52ACF International Network and CINDI Local Voices



37

36



Now there are more bills to pay because two of my surviving daughters are 
sick.  They do not tell me what is troubling them but people tell me that HIV 
is making them ill.  I ask what type of disease this is, where a boy child dies, 
his wife dies but the children survive.   I worry that in time my grandchildren 
will leave me as my children did.  These are the issues that trouble my heart 
so I stay at home and concentrate on farming; like that my grandchildren 
will always have what they need.

The woman that contributed this testimony has participated in a hydro-
ponic gardening training course and received economic support through 
the provision of seed inputs so she can grow vegetables at home.

Anonymous
Chipata District
51 years old 
Provides for a household of six people

I fell sick and remained unwell for over five months.  My neighbour, she is a 
friend at my Church, became concerned about me and visited my house to 
see how I was.  My husband was a prayful man; he used to be an influential 
man here in Chipata but he died from tuberculosis two years prior to my 
illness.   

I told my friend to take me to the hospital and I warned her that I needed 
the church’s help.  I explained that if they failed to assist me sooner rather 
than later, I would die like my husband did before me.  The word that the 
church would transport me to hospital came early in the morning.  My 
daughter prepared water for me to bath in and a friend stayed with the 
children.  I look after several children, boys and girls, because there have 
been so many deaths in the compound.  I myself have lost eight family 
members over the years.  

At hospital the doctor asked me what the problem was.  I explained that 
I had a pain in my ribs as if they were breaking and I was told that, like 
my husband, I had tuberculosis.  The doctor referred me to a clinic that put 
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me on a course of drugs for eight months.  Half way through the treatment 
I felt terrible and it became hard to wake up in the morning because I was 
so weak.  I developed a swollen face and my whole body hurt.  

I went to see my neighbour again and told her what was happening, so she 
took me back to the hospital and this time blood samples were taken to test 
for HIV.  I was told to collect the results in three days.  It was my friend and 
the church that helped me with the money needed to release the results.  I 
was told I was HIV positive. 

I thought of my late husband.  No one ever said he had HIV, but from the 
time that I got married I have had no other man.  It made me wonder if 
my husband was unfaithful to me.  I asked if he bought this disease to me 
because I know I did not bring it into our matrimonial home.  As God is my 
witness, I am confident of that.

I was put on ART treatment and was told to take the HIV medication in the 
morning and at midday, and the tuberculosis drugs in the evening.  I did 
that for eight months.  At first I could not do any kind of work, but slowly I 
picked up light jobs and my brain started to function again.  

I have learnt a lot since then.  I know that to look after the children in my 
care I have to get well so I try to follow the advice the medical staff give 
me. They advise me to eat sardines, chickens, eggs and milk because ART 
is a strong medicine; but that’s not the type of food we manage to buy 
with our income.  Mainly we eat once a day; n’shima, rice and groundnuts.  
Sometimes I am lucky and people give me bananas and oranges, but gen-
erally I don’t eat enough of the right things.  

When my husband was alive he worked hard at his job and would buy 
food for the house.  If we couldn’t afford to buy things we used the maize 
and sweet potatoes that we grew on the small farm we had together.  The 
land is across the river and it is still mine.  I would like to start farming 
again and at the end of the day harvest food with the children and earn 
an income.  But that work is too heavy for me now and I don’t have the 
money to pay people to keep the crops.  If I cannot farm, maybe I should 
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try and sell things like candles and sugar instead?

CINDI has worked with this woman by facilitating access to a health cen-
tre for blood tests and ART.  Support also includes the provision of food 
supplements and clothes for her household.

Having enough food to eat is particularly important for people living 
with HIV/AIDS.  ACF-UK nutritional advisors suggest people living with 
HIV/AIDS increase their calorie intake by 10%, even in the absence of 
clinical symptoms of the virus.  Those who do show symptoms are advised 
to increase their intake by anything between 30-100% depending on 
age and health status.  As we have observed for most families affected 
by HIV/AIDS, when a family member becomes unwell, household food 
intake drops, making these recommendations difficult to follow. 

Family HIV testing and counseling is now available in Kwacha, 
Chimwemwe, Chipata and Zamtan, but there remains unwillingness for 
mothers who test positive to ascertain the status of their children and vice 
versa for parents to confirm their status after the diagnosis of a child.  
The reluctance to establish the HIV status of all family members denies 
timely preventative measures from being taken to protect each family 
member if they are in need.  As the testimonies show, these measures can 
help to give new hope to families living with HIV/AIDS, but facing up to 
HIV testing and diagnosis has to come first.



   Facing Stigma

Nasilele Mutakatala
Kwacha District
49 years old
Provides for a household of eleven people

My husband was the first one to become unwell.  He had malaria and 
then pneumonia causing him to be in and out of hospital for many years.  
His work paid for medical care but he still got sick to the extent that his 
trousers would not hold to his waist.  The doctor forced him to have a HIV 
test, which he took but advised the hospital that the result was to stay 
confidential. 

When I got ill from tuberculosis we had already separated.  I took a tu-
berculosis course that I completed, but my cough persisted in giving me 
problems.  Breathing became difficult and the hospital said I had bronchitis.  
I tried a couple of different medications and went to a traditional herbalist, 
but the benefits did not last long and I became weak again.  

A long time passed before I got sick again. This time my aunt suggested I 
go for an HIV test.  The health centre took blood samples and sent me for 
counseling.  The programme was full of different types of people, some of 
them had just been tested and others knew that they were HIV positive.  I 
remember thinking ‘how can they bring me to such a place - with these peo-
ple.’  I stayed for five days doing different activities and I still convinced 
myself that everything was fine.

When my test results were given to me I cried in disbelief, because I still did 
not expect to be HIV positive.  It felt like a death sentence.  I did not take 
up ARV treatment because I did not have access to any free services so I 
took painkillers instead.  They made me feel better but I was always tired.  
Finally my brother took me to a doctor who referred me to a lab to get my 
CD4 count tested and they confirmed that I needed to start ART.
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The children in my house know that I am positive.  They remind me to take 
my medication and assist me a great deal; they are committed to improv-
ing my health. Outside of my immediate family there are a few people 
who also know that I’m positive; it was only my husband that I did not tell.  
He died without knowing my status and it was only after his death that I 
went to the hospital and they were able to tell me that he had been HIV 
positive.   

Nasilele Mutakatala has not received any support from CINDI however 
the organisation is in the process of assessing her needs and possible 
follow up action.

Anonymous 
Chipata District
48 years old
Provides for a household of six people

My wife and I have five children together that all go to school.  The older 
children stay with their elder brother just near by and we keep this house 
with the younger ones.  We went for voluntary HIV testing together be-
cause people around the compound were saying it’s good to know your 
status.  When we tested for HIV, they found my wife positive and I nega-
tive.  We were told to come back for a second round of testing after three 
months, which we did and the doctors found the same result.

The only symptoms we see are malaria and headaches and sometimes my 
wife gets very weak.  We try not to feel sorry about our situation, but 
instead to lead a positive life, to keep doing the things we’ve always done.   
We remember that there are many people who are sick in the compound 
and we’re not the only ones dealing with this.

We’ve been going to the health centre for over a year now and since we 
confirmed my wife’s status we’ve been every two months.  She has been 
given antibiotics plus vitamin tablets and a cough medicine.  I don’t know 
how the doctors should be caring for my wife or what medication works, 
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but the drugs we are given are not enough.  What I want is for my wife to 
start taking antiretroviral medication but money is a problem.  There is no 
way I can manage to pay for ART and the CD4 tests; I can only manage to 
try to obtain money to feed my family.  

We have never been to a hospital because I don’t have a formal job; I only 
do ‘piece work’ which is unreliable.  When I earn a reasonable income, I 
buy food and save for uniforms and shoes so the children can go to school.  
None of our relatives know my wife’s HIV status, not even those on her 
side of the family, so there is no-one to ask for help.  It is only the two 
of us who know and we will continue to keep this information confidential 
because relatives are difficult; they might scorn my wife and I think she will 
live longer if such things are avoided.  We decided together only to tell 
our families and the children about my wife’s status if our situation changes 
and becomes too difficult to handle. 

We are lucky that my wife still looks good in herself.  We have learnt that 
eating well is important and helps keep her healthy.  When we get money 
I buy sweet potatoes and buns because the right food and medication will 
keep the body looking good.  If people knew my wife was HIV positive I 
am fearful they would gossip and tell her ‘you’re sick’, whenever there was 
a problem involving her and someone else.  

We are a married couple so we will stick together; we will keep this be-
tween us.  We use condoms so maybe the disease will stop here.  Whatever 
happens to us I will remain committed to my wife because we have come 
such a long way together.  

Since this interview was taken, the husband and wife that contributed 
this testimony have separated.  Through contact with CINDI, prior to their 
separation, they received counseling and were referred to a health cen-
tre for CD4 testing and ART.  
 

64ACF International Network and CINDI Local Voices



65

The stigma that comes with HIV impacts both communities and individu-
als alike.  People living with HIV/AIDS face discrimination, exclusion, 
victimisation and prejudiced views that can significantly affect emotional 
well-being.  Within a healthcare setting, prejudice can lead to people, 
particularly children in the later stages of AIDS, being denied equal 
access to services.  Financial restraints and low awareness of available 
services also prevent people accessing treatment at the right time.

Stigma is one of the factors that makes the prevention of HIV transmis-
sion difficult as it leads to an unwillingness to test for HIV, increasing the 
possibility of unwittingly transferring the HIV infection between partners 
and from mother to child.  People in high-risk areas often deny trans-
mission risks and do not protect themselves against sexually transmitted 
infections.  Stigma related delays for HIV testing lead to late diagno-
sis and increased vulnerability to opportunistic infections and advanced 
disease, which may in turn be more difficult to treat.

2 Nshima or nsima is a cornmeal product and a staple food in Zambia.  It is made from ground maize 
(corn) flour and is known locally as mielie-meal.
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Photographs

15.  Ivy Mwansa prepares dinner outside her home in Zamtam district, Kitwe.
16.  Bwalya Mwansa, the younger brother of Ivy Mwansa, stands outside their home in 
 Zamtan district, Kitwe.
17.   Conard Mwansa, brother of Ivy Mwansa, returns from school in Zamtan district, Kitwe. 
18.  Ivy Mwansa prepares sardines for her household outside her home in Zamtan district, 
 Kitwe.
19.  Ivy Mwansa attends the Church of God Sunday service where she sings in the church 
 choir in Zamtan district, Kitwe.
20.  Pule Mwansa Mukupa sits in her home in Kwacha district, Kitwe.
21.  Pule Mwansa Mukupa sits in her home in Kwacha district, Kitwe. 
22.  Bupe Mwansa Mukupa, younger sister of Pule, outside their home in Kwacha district, 
 Kitwe.
23.  Bupe Mwansa Mukupa, at home in Kwacha district, Kitwe.
24.  Mbolela Mwansa Mukupa, younger brother of Pule, at home in Kwacha district, Kitwe.
25.  Bupe Mwansa Mukupa, at home in Kwacha district, Kitwe.
26.  Pauline Chola at her home in Chimwemwe district, Kitwe.



Photographs continued

27.  A child plays in the front garden at Pauline Chola’s home in Chimwemwe district, Kitwe. 
28.  Pauline Chola sits outside her home with her adopted grandchildren and great 
 grandchildren.
29.  Pauline Chola sells dried cassava roots at Kitwe market and is joined by her 
 granddaughter and great grandson.
30.  Pauline Chola sells dried cassava roots at Kitwe market.
31.  Damalesi Phiri uses washing up water to nurture her vegetable garden in Chimemwe 
 district, Kitwe.
32.  Damalesi Phiri stands outside her home in Chimemwe district, Kitwe.
33.  Harriet (one of Damalesi’s orphaned granddaughters) stands outside their home in 
 Chimemwe district, Kitwe.
34.  Damalesi Phiri sits with her orphaned granddaughter Harriet while dressing her three 
 year-old grandson Peter.
35.  Damalesi Phiri’s granddaughter hides behind a rock near their home in Chimemwe 
 district, Kitwe.
36.  This project participant walks to a small plot of land that she owns in Zamtan 
 district, Kitwe.
37.  This project participant farms cassava roots on her land.
38.  A woman prays at the Church of God Sunday service in Zamtan district, Kitwe.
39.  The preacher conducts service at the Church of God Sunday service in Zamtan 
 district, Kitwe.
40.  Nasilele Mutakatala at her home in Kwacha district feeds her great grandson, 
 Christopher.
41.  Nasilele Mutakatala walks to collect water as she has been disconnected from the 
 pipeline.
42.  Nasilele Mutakatala’s son Situmbeko (13 years old) takes things to Kitwe market 
 to sell.
43.  Two of Nasilele Mutakatala’s orphaned granddaughters, Memory and Veronika, play 
 with their friend in Kwacha district, Kitwe.
44.  A neighbour visits the home of Nasilele Mutakatala in Kwacha district, Kitwe.
45.  A man stands outside the CINDI office in Zamtan district, Kitwe.
46.  A man sits in his backyard in Chipata district, Kitwe.
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   Government Interventions

The World Health Organisation (WHO) states that in December 
2004, 149,000 15-49 year olds were in need of Antiretroviral 
Therapy (ART). However, only 23,000 of those people were re-

ceiving treatment (2005, WHO).  Over the past three years, much of the 
Zambian Government’s work in the fight against HIV/AIDS has been 
rightly focused on increasing access to free ART and preliminary figures 
suggest they have been successful in scaling up ART treatment nation-
wide.  However, ACF-UK and CINDI believe that ART is just a part of 
the minimum package of care that should be made available to people 
living with HIV/AIDS.  Alongside ART, nutritional supplements or income 
generating activities (to enable sufficient access to food and water) are 
essential additions to treatment as without these inputs, the impact of 
ART will be limited.   
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The Downward 
Spiral of HIV, 
Malnutrition, 
and Poverty

1. Household 
members fall ill 

or die because of 
inability to access 
medical treatment

2. Household 
work capacity 

decreases

4. Malnutrition rises 
and family members 

become more 
susceptible to illness

3. Household 
consumption 
decreases as 
income/food 

production fall and 
expenses rise
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The connections between HIV, food security and nutrition are understood 
by policy makers, HIV professionals and food security practitioners alike. 
However, resource constraints have inhibited the Zambian Government’s 
capacity to adequately address the integrated needs of those living 
with HIV/AIDS, as both food and nutrition requirements remain low on 
the agenda.  Government food security programmes include the Public 
Welfare Assistance Scheme.  Set up by the Department of Social Wel-
fare, the scheme comprises of the distribution of fertiliser and the provi-
sion of technical support to urban farming communities.  The National 
AIDS Council conducts instrumental work in the fight against HIV/AIDS; 
however, the singular focus of each agency demonstrates the need for an 
integrated food security and HIV approach within government policy.

   Civil Society and International Agencies

To address the particular food and livelihood issues that HIV affected 
households face, the Zambian Government aims to create an enabling 
environment where both civil society and international donors can imple-
ment activities that support resource poor families in meeting their HIV/
AIDS and household needs.  The services provided by these agencies are 
invaluable in the fight against HIV/AIDS and hunger.

In the Kitwe district, the majority of community based organisations 
(CBOs) are set up by international, national, religious and non-religious 
organisations that work with local partners to deliver programmes de-
veloped by community members.  The services provided include: home-
based care, the provision of food supplements, HIV testing and coun-
seling, health and nutrition education and support in the development of 
income-generating opportunities.
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   Community Based Organisations

Community Based Organisations (CBOs) in HIV/AIDS affected areas are 
created specifically to mitigate the impact the disease has on affected 
individuals and their families.  Due to the large numbers of HIV orphans 
in Chimwemwe, Zamtan, Chipata and Kwacha, many of the CBOs in 
these areas work to protect the interests of orphans, vulnerable children 
and their carers.

CBOs demonstrate that HIV affected families are willing to become ac-
tive forces for change, participating in the identification, assessment and 
implementation of community programmes aimed at eradicating HIV/
AIDS and its social and economic impacts.  However, due to their struc-
ture, like the communities they serve, CBOs are also vulnerable to the 
social and economic impacts of HIV/AIDS.

The challenge that CBOs face in addressing their own vulnerability to 
the disease is vital to the sustainability of CBO work.  The first step in this 
challenge is for CBOs and their partner organisations to recognise the 
need for internal CBO resilience to HIV/AIDS.  The second step is to en-
sure that financial resources and technical skills are available to imple-
ment internal structures, such as HIV/AIDS and gender equality policies.  
Other workplace initiatives that would improve organisational ability 
to deal with the impacts of HIV/AIDS include: tackling internal stigma, 
providing education to protect against infection and providing treatment 
and counseling to employees that live with a positive HIV diagnosis.

“The few resources that we have at the hammer mill 
cannot meet demand, but our target is to ensure eve-
ry orphan in Zamtan has equal rights... every child 
must be happy.  Within the CBO executive here, we 
are lacking knowledge.  We need training because 
people working with orphans must understand the 
needs of the child.  If we can work with donors to 
provide training for us, our work would be better.” 
Martin Sichinga, Chairperson, Sister Theresa 
Community Based Organisation
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47.  The CINDI office in Zamtan district houses a maize grinding machine; Benson Katala is  
 its operator. 
48.  Benson Katala pours maize into the maize grinding machine located at the CINDI  
 Zamtan office.
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   Conclusion

The stories in this report are poignant chronicles of inventive people 
adapting to a series of household and personal struggles.  With every 
new day, people like Pule Mwasa Mukupu and Nasilele Mutakatala live 
with family loss and make painstaking decisions about how to gain food 
and water, education and healthcare, while managing other important 
household expenses.

As much as these stories are an illustration of the hardship the HIV virus 
has caused, they also show the strength of families that live with HIV/
AIDS.  The testimonies and photographs in this document demonstrate 
how ‘positive’ lives can mask the true impact of HIV/AIDS behind family 
kinship, tenacity and a concept of ‘normality’ that has been eroded by 
difficult life experiences.

In this report we have attempted to lift the veil on some of the hidden 
social and economic consequences of HIV/AIDS.  We have provided 
examples of the dramatic affect HIV/AIDS can have on a family’s abil-
ity to sustain itself, particularly after the shock of illness or death of a 
household member.  Those that avert serious food crises have described 
the strategies they use to cope with the difficulties they face in earning 
an income and feeding their families.  At times we have seen how these 
strategies will undermine the sustainability of a household’s future in-
come earning capacity. 

Despite the efforts of Government and Civil Society, it is clear that more 
needs to be done to provide for families affected by HIV/AIDS.  The 
combined problems of access to financial resources and failure to de-
velop policy measures that address the social and economic impact of 
HIV/AIDS, alongside provision of effective medical treatment, is hinder-
ing progress.  
  
Within the CBO sector, organisations struggle to cope with the im-
pact HIV/AIDS has on their ability to deliver outreach programmes. 
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However, it is evident that within these organisations we find the most 
accurate understanding of the social and economic difficulties HIV af-
fected families face.  CBOs demonstrate that working with HIV affected 
families is an effective way to develop community support programmes.  
However, to date, the knowledge gained from this engagement has not 
filtered beyond community programmes into government thinking and 
policy; a step that would enable the community based knowledge and 
learning gained by CBOs to be utilised more effectively.

It is here that Action Against Hunger (ACF-UK) and CINDI would like 
readers to focus their attention.  It is clear that governments, aid agencies 
and HIV practitioners need to adapt to the changing face of HIV/AIDS 
and address the social and economic impact of the disease alongside 
ensuring access to medical treatment.  As the testimonies have shown, 
HIV/AIDS affects households in a variety of ways; it is not only a health 
issue but also a disease that impacts on the social structures of house-
hold economies and communities.  To tackle this head on, an integrated 
approach at both community programming and policy level is needed: 
incorporating health, nutrition, food security and education.

To initiate the development of such work within our own programmes, 
ACF-UK and CINDI will use the findings of the Local Voices project to 
develop a community outreach programmes to be delivered by CBOs in 
Chimwemwe, Kwacha, Chipata and Zamtan.  We will work with our CBO 
partners to develop a lobbying process through which they can engage 
with decision makers and inform and influence policy.  If our work is suc-
cessful, we hope to support Government in the development of policy 
measures that address HIV/AIDS not only as a disease, but as a pan-
demic that requires an integrated socio-economic approach.  
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   Recommendations

Policy Level

Civil Society

•

•

Provision of free ART must be partnered with the delivery of economic 
empowerment through interventions such as agricultural programmes 
adapted to suit the capacity and needs of HIV affected households.

HIV/AIDS initiatives must be developed, monitored and evaluated to 
mitigate the impact HIV/AIDS has on orphans and the carers.  Inter-
ventions should include assistance in access to food, quality water and 
counseling. 

•

•

Good quality care of people living with HIV/AIDS must be integrated 
into the work of water and sanitation, public health and food security 
sectors.  In particular, interventions must be designed to address the 
social and economic impact HIV/AIDS has on food security, diversifi-
cation/loss of labour, elderly & child headed households, risky cop-
ing strategies, reduced educational opportunities, decline in parental 
care and increased nutritional needs.

Work with CBOs should be based on partnership and innovation.  
Support must address the impact HIV/AIDS has on CBO internal op-
erations.   Initiatives should include financial and technical resources to 
develop internal health education and stigma awareness programmes, 
staff development, policy development and HIV/AIDS referral sup-
port.
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Community Intervention

•

•

Outreach programmes must include components that strengthen com-
munity mechanisms to support HIV orphans and vulnerable children, 
tackle stigma and provide health and nutrition education using the 
positive living approach.

Longer term support to communities must empower and protect com-
munity leadership networks to advocate on their own behalf.  Through 
advocacy work, programmes should facilitate access to policy makers 
and decision makers within NGO and donor organisations.
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   Notes on Contributors 

Natalie Duck, co-editor of this report is the advocacy advisor at Action 
Against Hunger-UK.  Natalie has worked as a campaigner and activist 
since 2000; she started her career organising campaign activities with 
grass roots anti-racist organisations in London before building on her 
skills as a professional campaigner at Greenpeace UK.  She has devel-
oped Human Rights, humanitarian and environmental campaigns in the 
UK, The Eastern Caribbean, Niger and Zambia.   Her work is currently 
focused on empowering community groups to advocate on their own 
behalf.

David Gillanders, photo-journalist has been obsessed with photography 
since his early teens. Hypnotized by the black and white posters on the 
walls of the boxing club where he trained, he started to photograph 
activities at the club.  In the late 1990’s, David won several photograph-
ic competitions with black and white documentary scenes of Glasgow 
street life.  On the back of this success he gained regular commissions 
from Scotland’s leading broadsheet newspapers and magazines and 
began work as a professional photo-journalist.  He currently undertakes 
social and humanitarian photo-journalism projects worldwide. 

Samuel Hauenstein Swan, co-editor of this report is the head of the 
Hunger Watch department at Action Against Hunger-UK.  He has been 
working for humanitarian organisations since 1994.  Samuel has worked 
in a dozen countries on four continents affected by social, economic and 
political instability, researching health and Human Rights issues in conflict 
ridden contexts.  Samuel’s research interests deal primarily with com-
munity development during the transition from war to peace.  His work 
looks specifically at the interaction of humanitarian assistance with local 
entrepreneurial structures.
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Joseph Nyirenda, Local Voices Project Coordinator has worked as a 
journalist for over five years.  He has lived in the Copperbelt province 
since 1999; where he is now based.  His writing covers Human Rights, 
governance and development issues and he has been featured widely 
in the mainstream Zambian media.  His specialist interest areas include: 
children’s rights, gender and HIV/AIDS.  Joseph received the award for 
the Best Journalistic HIV/AIDS Coverage in 2004 and 2006 respective-
ly; the award was presented by the American Ambassador to Zambia 
at the United States Embassy.  
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