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ABSTRACT 

 This study aims to understand the mechanisms by which HIV/AIDS affects the 

means, relations and processes of rural livelihood systems practiced by the Shona living 

in the arid southeastern region of Zimbabwe.  It shows how these households that 

participate in that livelihood system and respond to the shocks and stresses associated 

with HIV/AIDS.  During fieldwork in 2004 and 2005, this region underwent a severe and 

prolonged drought resulting in the widespread loss of staple crops and placing the nation 

in a declared food emergency.  Widespread poverty, stigma and an inadequate health care 

system further exacerbate the crisis created by HIV infection, limiting the range of 

household options to access care and nutrition.  I propose that HIV/AIDS constitutes a 

shock or threat to the functioning of a livelihood system and its ability to respond to 

drought.  The analysis investigates a set of mechanisms internal to the Shona livelihood 

system to show the impacts of HIV/AIDS at the household level. It presents a scenario in 

which the harsh synergism of drought and HIV/AIDS result in significant loss of 

livelihood security.  
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I.  RESEARCH PROBLEM 

The HIV/AIDS pandemic continues to be a significant global problem affecting 

the health of individuals and the well-being of households.  The problem is particularly 

acute in developing nations of sub-Saharan Africa where long-term epidemics have 

reached staggering proportions.  Unfortunately, there are insufficient resources for HIV 

prevention, AIDS treatment and livelihood recovery for these severely affected nations.  

Southern Africa is the global epicenter of the HIV/AIDS epidemic with nations such as 

Zimbabwe, Botswana, South Africa, Lesotho and Swaziland having the highest adult 

prevalence rates.  Impoverished populations are especially at risk of infection and the 

rural poor living in drought prone areas are particularly vulnerable to the livelihood 

consequences of AIDS.  Many households lack the necessary resources to provide 

adequate care to the ill and are unable to cope with declines in production that lead to 

destitution, food insecurity and acceleration of the disease process. 

Thesis 

My study aims to understand the mechanisms by which HIV/AIDS affects the 

means, relations and processes of rural livelihood systems practiced by the Shona living 

in the arid southeastern region of Zimbabwe.  This anthropological study describes and 

explains the realities of households in crisis by relying on primary data collection.  

Between 2004 and 2005, I conducted fieldwork among the Shona in the southeast region 

of Zimbabwe.  During fieldwork, this part of Zimbabwe underwent a severe and 

prolonged drought resulting in the widespread loss of staple crops and placing the nation 

in a declared food emergency.  The Shona livelihood system in southeast Zimbabwe 
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relies on subsistence-oriented agriculture, animal husbandry, labor migration and 

employment in the regional informal economy.  This study shows how these households 

that participate in that livelihood system and respond to the shocks and stresses 

associated with HIV/AIDS. 

My research follows Barnett and Whiteside’s (2002) analysis of the HIV/AIDS 

pandemic as a global crisis with far reaching consequences that threaten the survival of 

households and having the power to transform livelihood systems.  However, it 

challenges sweeping assumptions that HIV/AIDS alone exacerbates poverty and leads 

households down a path toward destitution.  Instead, it investigates a set of mechanisms 

internal to the Shona livelihood system to show the impacts of HIV/AIDS on the system 

and those households that practice it.  Thus, my research highlights underlying factors 

which, together with HIV/AIDS, are responsible for changing livelihood strategies. 

De Waal and Whiteside (2003) argue that unlike drought-related food crises of the 

past the current HIV/AIDS crisis in southern Africa has created a new category of highly 

vulnerable households. Their new variant famine (NFV) hypothesis linking HIV/AIDS 

and food insecurity lent support for a massive humanitarian response to the severe 

southern African food crisis of 2002-2003.  This approach is nothing novel, and some 

dispute has emerged regarding whether the current crisis constitutes a “famine.” 

A restudy by Drinkwater et al. on the effects of HIV/AIDS on agricultural 

production systems in Zambia between 1993 and 2005 observed that the impact of 

HIV/AIDS on livelihoods varies widely by region in terms of traditional cultural coping 

strategies, beliefs and stigma surrounding the disease, and the degree of dependency on 
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the market.  Their research suggests AIDS has a more complex and mixed impact on 

livelihood systems than assumed: 

Whilst undoubtedly exacerbating vulnerability and food insecurity, the 
effects of the disease are not straightforward, and not as severe as might 
have been imagined (Drinkwater et al. 2006:3). 
 

Gillespie and Kadiyala further support the call for more holistic approaches to the 

study of the HIV/AIDS epidemic that embrace history, place and socio-cultural 

processes.  Their research emphasizes the growing diverse and complex interrelationships 

between HIV/AIDS and livelihoods: 

Although we do not know whether, when, or where “new-variant famine” 
scenarios will play out, they remain entirely plausible.  Such crises derive 
from a progressive intensification of long-term processes that compound 
the vulnerabilities of households and communities. Processes are fueled by 
many factors, now including HIV/AIDS (Gillespie and Kadiyala 2005:1). 
 

Their conceptual model proposes that before the HIV/AIDS epidemic, households could 

more effectively respond to a food crisis by employing famine coping strategies.  In the 

context of an HIV/AIDS epidemic, a diminished resource base makes affected 

households are more vulnerable to crisis.  When there is a food shortage, AIDS-affected 

households are less able to employ famine coping strategies.  The result is a more rapid 

decline in household food security.  Households resort to desperate coping strategies 

from which recovery is difficult.  This increases the household’s vulnerability to the next 

crisis. 

My research recognizes the importance of drought as a formidable crisis affecting 

rural households across southern Africa.  Drought in southern Africa has been increasing 

in frequency and intensity.  The main cause of this trend is a change in global climate 
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patterns, in particular the El Nino-Southern Oscillation or ENSO phenomenon.  Climate 

change predictions suggest that global warming will increase the frequency of ENSO, 

thus making southern African droughts more frequent.  ENSO involves a warming of 

equatorial Pacific Ocean temperatures that influence atmospheric circulation causing 

lower than average rainfall to occur in southern Africa from December to February.  

Climatologists predict that global warming caused by increased levels of greenhouse 

gases in the earth's atmosphere could increase the frequency of ENSO and thus intensify 

drought in southern Africa.  Models suggest that ENSO cycles may occur every three 

years by the year 2050, rather than every five years under present conditions.  The most 

recent drought episode during the 2004-05 season caused widespread crop failure, 

livestock loss, and food insecurity, leading to a regional food emergency.  Frequent 

drought combined with a generalized HIV/AIDS epidemic intensifies poverty in the 

region and reduces the ability of households to recover before the next drought occurs 

(CSIRO 2007). 

My research raises new questions about the functioning and adaptability of 

livelihood systems and the range of household level coping strategies designed to 

mitigate the effects of an HIV/AIDS crisis.  It adds to existing anthropological studies on 

HIV/AIDS by situating the analysis in the context of widespread drought.  The present 

study adds to existing knowledge by employing a livelihoods systems analysis to identify 

and understand the mechanisms and processes that lead from individual HIV infection to 

a deterioration of household security.  As part of a body of regional research, this work 

adds an anthropological perspective on the HIV/AIDS pandemic facing southern Africa.  
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This project is unique for Zimbabwe since it is one of the few anthropological studies 

conducted in the country designed to understand how the HIV/AIDS epidemic affects 

livelihoods in the context of severe drought. 

This is also a project in applied anthropology one goal of which is to forge 

partnerships between those organizations on the front line of prevention, treatment and 

mitigation with university-based social scientists.  The goal of this partnership is to 

improve and expand health and development programming aimed at mitigating the 

impacts of the HIV/AIDS epidemic across southern Africa.  Most current discussions on 

HIV/AIDS and livelihoods occur in the development sector without much analytical 

input from academic researchers.  Barnett et al. (2001) emphasize the limited amount of 

research in anthropology and sociology addressing the cultural and social change 

associated with the epidemic.  Much of the available literature on HIV/AIDS and 

livelihoods is in the form of agency reports and internal documents with an emphasis on 

policy and programming.  Nguyen and Stovel (2004) note a lack of engagement between 

those organizations on the front line of prevention, treatment and mitigation efforts and 

most social science researchers.  Experiences from my research project also highlight the 

need for more dialogue and interaction between academic researchers and 

implementation organizations. 

Analytical Framework for Understanding the Impacts of HIV/AIDS 

A livelihoods systems approach offers a holistic model for understanding socio-

cultural processes governing the organization and decision making of production, 

consumption and exchange activities.  This model offers a useful conceptual framework 
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for guiding the analysis of how HIV/AIDS affects the Shona livelihood system and how 

this system responds to crisis.  The analysis takes place at the household-level since 

households are the most basic independent sites of production among the Shona.  

Households mobilize and allocate resources (natural and social), and household-level 

decisions affect livelihood system performance and outcomes. 

Rural Shona households by no means are a homogenous group.  They exhibit 

differences in size, composition, landholdings, social networks, resources, etc.  This 

research will show that HIV/AIDS, like protracted drought, is more likely to exacerbate 

or increase the significance of such differences and variations, than to create them.  Given 

that the differences and variations become criteria of stratification, Shona households are 

not moving from homogeneity to stratification, but from “simple” to “complex” 

stratification.  Moreover, HIV/AIDS and drought are not the only factors prompting or 

forcing the movement.  Analysis of stratification is beyond the scope of this dissertation, 

however this could be a topic for future research on how livelihood systems operate 

normally and adapt to external shocks or threats. 

The livelihood systems model used in this analysis is adapted from the Bureau of 

Applied Research in Anthropology (BARA) study of Haitian households between 1994 

and 1996.  BARA’s work provides a practical interpretation of the livelihood systems 

model, one capable of highlighting selected factors that promote or inhibit household 

food security, defined as a dynamic output of livelihood systems (BARA 1997:26).  The 

approach accounts for local ecology, economy and disease as key factors in shaping 
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household livelihood strategies.  Their work remains one of the most comprehensive and 

in-depth applications of the livelihood systems model used in applied anthropology. 

Netting’s (1993) work on agrarian households in West Africa establishes the 

analytical value of the household as the primary unit of analysis for the study of African 

production systems.  The utility of a household-level analysis widely recognized in 

anthropology since in most agricultural societies the household is the major corporate 

social unit for mobilizing labor, managing productive resources and organizing 

consumption.  However, the analytical approach to the Shona livelihood system data also 

emphasizes the concept of the household cluster defined by Drinkwater (2000) as those 

social networks based on kin, non-kin and institutional relationships that permits the flow 

of resources. 

There is a consensus in the literature that HIV/AIDS destabilizes livelihood 

systems, threatens the viability of households, and acts with other crises to intensify 

conditions of poverty.  Barnett and Blaikie (1989) outline the potential impact of 

HIV/AIDS as they assess how morbidity and mortality disrupts household structures and 

poses challenges to maintaining or enhancing production.  Barnett et al. (1995) view 

HIV/AIDS as a long-wave crisis for households that simultaneously affect both 

household structure and livelihood activities.  In one of the few longitudinal studies, 

Drinkwater et al. (2005) find that HIV/AIDS is by no means the only factor affecting 

growing levels of rural social economic differentiation and vulnerability.  However, the 

impact of HIV/AIDS not only involves the more obvious consequences for production, 
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labor and remittances, but also includes complex processes of social fragmentation and 

the loss of human rights and dignity. 

HIV/AIDS is a long-wave crisis that presents a series of stresses and shocks to 

households beginning with the onset of illness and lasting well after the death of an 

individual.  Given the clinical course of infection with a variable latency period, the onset 

of AIDS or an intractable opportunistic infection can be sudden and unexpected.  The 

onset of HIV/AIDS leads to a rapid succession of illness stages characterized by a 

deterioration of health and the increased reliance on desperate coping strategies that 

together push households further into poverty (Baylies 2002).  The severity of the shock 

felt by households depends on who falls ill, the course of the disease as it moves toward 

full-blown AIDS and the resources available to a household that enables it to cope.  

Infection is the moment when the shock technically occurs, but it is when AIDS-related 

illnesses develop that the impact of the shock is felt.  The course of the disease can range 

from a quick onset and shock to a slow series of stressful changes.  Variables that 

determine the intensity of impact on household livelihood include the timing and duration 

of sickness, wealth, who falls ill, household dependency ratio, kinship support, and 

compound stresses (Shah et al. 2002).  Coping with HIV/AIDS in Zimbabwe can 

similarly involve divestment, diversification away from labor-intensive agriculture, and 

relying on social networks to lessen the impact of crisis (Mutangadura et al. 1999).  

However, many households cannot cope with crisis, especially the loss of a household 

head and/or spouse.  This has very severe consequences for the unit: the household is 

likely to dissolve and its surviving members will move elsewhere (Gillespie 1989). 
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This dissertation incorporates these insights into its examination of the Shona 

livelihood system.  It considers how HIV/AIDS, combined with drought, inhibits 

household livelihood security or the ability of domestic units to meet basic food and non-

food needs.  Figure 1.1 illustrates the livelihood systems model used to frame this study. 

 
Risk and Susceptibility to 

HIV/AIDS 
• Rising rural epidemic 
• Labor out migration 
• Prime age adult infection and 

mortality 
• Nutrition and disease synergism

Reduced Labor Capacity 
• Changing labor responsibilities 
• Decline in labor availability 
• Increased dependency ratio 
• Reduced livelihood activities 

Production Decline and Rising 
Expenditures 

• Lowered agricultural output 
• Reduced cash-earning 
• Medical expenditures 
• Food insecurity 

Increased Dependency on Coping 
Strategies to Meet Objectives 

• Increase labor supply 
• Access non-food goods/services 
• Improve food security 
• Vulnerability to future crisis 

feedback mechanism 

 
 

FIGURE 1.1 Impacts of HIV/AIDS on the Shona livelihood system 

 
The above model summarizes the socioeconomic processes that influence how 

HIV/AIDS affects the Shona livelihood system and those households who participate in 

this system.  Chapter II outlines the course of the HIV/AIDS epidemic in rural areas, the 

organization of the Shona livelihood system, the options available to households within a 

dual health care system, and the stigma and discrimination faced by those suspected of 

living with the disease.  The information provided in this chapter helps to frame 

household decision making within a broader cultural context.  The impact of HIV/AIDS 

begins with the onset of AIDS-related opportunistic infections.  Chapter III describes 
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how gender inequality and labor out-migration fuel the rural HIV/AIDS crisis.  The 

primary outcome at the household level is increased morbidity and mortality of prime 

labor age adults leading to a loss of labor. 

The next stage of the model examines subsequent changes in household 

organization, specifically reductions in labor capacity and changes in its livelihood 

strategy away from subsistence agriculture.  Chapter IV argues that AIDS-affected 

households undergo critical shifts in labor supply, dependency ratio and leadership.  New 

labor demands also arise from care giving responsibilities for the sick, which place 

additional strain on an already limited household labor base.  As a result, households 

adapt their livelihood strategies to respond to labor limitations by moving away from the 

cultivation of cereal on large amounts of land toward small-scale garden-style cultivation 

and income generation. 

The combination of HIV/AIDS and drought cause declines in food production and 

cash income, rising expenditures and shortfalls in meeting consumption needs.  At this 

stage of the model, a household level crisis emerges from individual infection.  Chapter V 

compares food and cash production outcomes, expenditure patterns and food production 

security for HIV/AIDS affected and non-affected households.  It shows that both food 

and cash generation from agricultural and income generating activities are significantly 

reduced in AIDS-affected households.  Affected households also change expenditure 

patterns, emphasize increased medical care needs and experience acute food shortages.  

Decreases in production lead to food insecurity and intensify hunger and malnutrition, 

especially during the lean season or that time just before the harvest.   
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Household coping strategies are attempts to mitigate against or recover from this 

crisis in an effort to restore normal household functions.  Chapter VI examines the range 

of coping strategies used to meet three objectives; increasing labor supply, accessing non-

food goods and services, and stabilize food security.  The analysis shows that AIDS-

affected households employ coping activities with greater frequency than unaffected 

households.  Some coping strategies consume limited household resources for the 

purposes of short-term survival.  Other strategies rely on material gifts of food, cash or 

labor from the household’s social network.  Coping activities, such as livestock 

divestment, increase poverty in the long-term and effectively reduce the capacity of the 

unit to recover from future crises. 

The biosocial synergism of HIV/AIDS, poverty and malnutrition creates a 

feedback relationship that intensifies vulnerability to future crises, further increases HIV 

risk and makes individuals more susceptible to opportunistic infections.  Chapter VII 

describes the feedback mechanism and offers specific recommendations for health and 

development programming interventions.  The synergism of food insecurity and HIV 

accelerates disease progression towards mortality.  As the health of individuals worsens, 

their contributions to the household livelihood strategy also decline.  Recommendations 

based on the analysis aim to identify critical points where external resources can be used 

to improve the sustainability and effectiveness of household responses to crises. 

Description of the Field Site 

I conducted fieldwork for this dissertation from September 2004 to July 2005 in 

rural districts of southeast Zimbabwe’s Masvingo and Midlands provinces.  These areas 
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are home to a Shona-speaking population and minority of Ndebele-speakers, most of 

whom are part of the peasantry and earn a living from a combination of agricultural and 

income generating activities.  Although English is the official language, Shona or 

Ndebele is spoken at home.  Most rural residents are monolingual Shona speakers 

belonging to one of six dialect groups, Zezuru, Korekore, Karanga, Kalanga, Manyika 

and Ndau.  These are linguistic classifications but they also reflect subtle cultural 

differences among the Shona.  Karanga and Kalanga speakers dominate the study area. 

The Shona are a Bantu-speaking people who through successive waves of 

settlement came to occupy most of what is today Zimbabwe.  Earliest settlement by 

Bantu peoples in the area dates to the end of the second-century AD extended from the 

Limpopo and Zambezi rivers in the north and south to the Kalahari Desert and Indian 

Ocean in the west and east.  The rise of Zimbabwean culture coincides with the 

establishment of Great Zimbabwe between the eleventh and fifteenth centuries AD as a 

center of regional trade, religious ceremonialism and political authority.  Population and 

political pressures caused this early empire to collapse, resulting in the fragmentation of 

regional authority and the emergence of distinct chiefdoms engaged in agriculture, 

mining, extensive trade and periodic warfare.  Prior to the arrival of Europeans, the 

Ndebele arrived from the south and, aided by a powerful military developed by the Zulu, 

conducted a successful campaign of raids on the Shona (Bourdillon, 2004). 

First contact between Bantu-speakers and Europeans occurred in the sixteenth 

century led by Portuguese traders and missionaries and followed later by British settlers.  

Early colonial interests focused on mining and farming and removed indigenous peoples 
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from lands rich in mineral wealth or most suitable for cultivation.  Conflicts between 

Portuguese and British from 1896 to 1917 and divided the region into Portuguese East 

Africa and the British colony of Southern Rhodesia.  British colonial rule extended until 

1970 when the colony’s white minority declared itself a republic.  White Rhodesian rule 

lasted until 1980 when guerrilla forces led by Zimbabwe’s current President Robert 

Mugabe, and Joshua Nkomo, led a successfully campaigned to overthrow the government 

and claim power for the people of Zimbabwe (Ranger, 1985). 

Prior to European colonialism, the Shona practiced agriculture along what is 

called dambo or low lying, gently sloping riverbeds with rich alluvial soil.  These areas 

afforded local populations a constant source of water despite the occurrence of drought.  

After the advent of British rule and the introduction of the cattle-drawn plow, rainfed 

maize agriculture became possible.  Increasing commercial agricultural pressure on 

arable lands successively pushed indigenous populations into drought-prone areas.  Much 

of this relocation was forced.  The colonial government relocated the Shona onto 

communal or tribal lands established on the most marginal agricultural lands, largely in 

the south.  Most land cultivated by Shona speakers was dry and of poor quality while 

high quality agricultural land was reserved for colonists.  Yet these marginal areas were 

sources of labor for the colonial economy.  The government implemented taxation 

policies encouraging movement of Shona laborers away from communal areas to seek 

cash employment in urban areas. 

Figure 1.2 provides a map of field site, highlighted in green and identifies the 

districts in Midlands and Masvingo provinces included in the study.  Provinces are 
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Zimbabwe’s largest political-geographic unit, followed in declining order of size by 

districts and wards.  Although all research was conducted in rural areas, life in these areas 

is inevitably shaped by the proximity of more densely populated urban areas.  Masvingo 

and Gweru, population of 52,000 and 125,000 in 2003 respectively, are the largest towns 

in the study area (Zimbabwe Ministry of Child Health and Welfare 2003).  Aside from 

these large cities, small commercial centers are found in communal wards.  Commercial 

enterprises range from single corner shops to large marketplaces that typically consist of 

several stores, a butcher shop, bottle store, and beer hall.  Informal traders gather in such 

centers to sell agricultural produce or cooked food. 

 

 
 

FIGURE 1.2 Map of the field site 
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Communal wards are home to the majority of Zimbabwe’s population.  The 

Communal Lands Act of 1982 establishes conditions regulating communal land use.  

According to this act, all land is property of the State and controlled by the President.  

Individuals cannot purchase or sell land.  Communal areas are rural and individual 

households occupy and manage parcels of land.  The government and traditional 

authorities entrust parcels of arable land to individuals for agricultural use.  Communal 

wards contain villages or settlements comprising of individual households located near 

agricultural land.  Villages do not follow a centralized settlement pattern with a common 

area around which households are situated.  Settlement patterns are irregular, following 

important geographic features such as roadways, water points, commercial centers or 

tracts of arable land.  Unoccupied and uncultivated lands are grazing areas for livestock. 

Water and land suitable for agricultural production are scarce in these areas.  The 

semi-arid savanna ecology, which dominates the study area, is appropriate for cattle 

grazing but less than ideal for rainfed agriculture.  Given that there are few sources of 

surface water, deep wells meet most of the water needs of humans, crops and livestock.  

Agriculture depends on abundant rainfall between October and December, the summer 

months in the southern hemisphere.  Without adequate rain, long dry winters threaten the 

viability of food crops.  Annual rainfall estimates across the region ranges from 650 mm 

to as little as 300 mm, but even these figures disguise erratic rainfall patterns  

I conducted fieldwork as a consultant for CARE Zimbabwe, an international non-

governmental organization (NGO) that has worked in this part of Zimbabwe since 1992.  

Our collaboration provided mutually valuable data to understand the impacts of 
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HIV/AIDS on livelihood and to develop appropriate health and development 

interventions.  Working with CARE was advantageous in several ways.  Without the 

NGO’s help, I would not have had access to households in communal areas, which are 

not only politically sensitive but were also involved in a tumultuous parliamentary 

election during my stay.  Residents of communal areas are normally reluctant to host 

outsiders, especially researchers, and in the midst of a hotly contested election the 

prospects of conducting successful dissertation research would have been virtually nil 

without the backing of a well-established NGO. 

Another advantage was the invaluable support I received from teams of 

experienced fieldworkers.  I helped train many of the fieldworkers in research methods at 

the beginning of my stay and they later became the skilled workforce I required to 

complete large numbers of surveys in a timely manner.  CARE possessed strong social 

connections created during more than ten years of involvement with local authorities and 

key traditional leaders.  Teams working at the district level were extremely helpful, 

especially by introducing me to the people with whom I wished to speak.  Finally, 

fieldworkers accompanied me during interviews and group discussions as colleagues and 

interpreters. 

Although my consultation with CARE gave me access to a vast region of 

Zimbabwe, my responsibility to attend to the needs of all districts in the NGO’s zone of 

intervention was daunting.  As a result, this dissertation is a regional study that describes 

conditions and processes that affect a large portion of the southeast.  Immersion in a 

single village was difficult because I had to travel to different areas of the study area to 
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conduct job-related work for CARE.  My position as Monitoring and Evaluation 

Specialist required me to report to work on a daily basis and to supervise the activities of 

fieldworkers.  This made it impossible to set up a rural home where I could live with the 

population I was studying.  Although opportunities for engaging in participant 

observation were limited, I did manage to find time to hang out with locals.   

Working with CARE also introduced the possibility of respondent bias.  Many 

people whom I talked with viewed interaction with me as an opportunity to increase their 

chances of receiving project support.  Despite my efforts to explain that their interactions 

with me would remain completely anonymous and would not result in any form of aid, I 

am sure that some interviewees crafted their responses to elicit future assistance.  Their 

perception of me as a “bringer of goodies” stems from the fact that I was a foreigner 

working with one of the largest NGO distributors of food aid and development resources 

in the region.  However, despite the disadvantages of working with CARE, the kind of 

research project I conducted would have been impossible otherwise, given the political, 

social and economic turmoil in Zimbabwe at the time. 

Prior to the start of this project, I had the benefit of traveling to the field on two 

occasions with CARE’s help to conduct preliminary investigations of the study area.  

These visits helped me to develop my methodology and an overall research design.  In 

October 2003 and June 2004, I conducted two short three-week trips to the field.  These 

trips familiarized me with the language, I was never fluent in Shona to communicate 

independently in the field, and offered an opportunity to formulate general ideas about 

my research. 
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I conducted fieldwork during two 90-day trips.  During the first trip, from 

September through December 2004, I worked out of Gweru, a town in the northwest of 

the study region.  Timing of the fieldwork was intentionally set to coincide with the start 

of the agricultural season.  This provided an opportunity to observe the preparation and 

planting of fields.  The initial phase of the fieldwork included a series of household 

interviews and focus group discussions.  Political insecurity and local violence related to 

Zimbabwe’ parliamentary elections interrupted fieldwork early in 2005.  I took a three-

month hiatus and returned in April.  During the second trip, from April through July 

2005, I worked out of Masvingo, a town in the southeast of my study region. 

Research Design 

The goal of this research project is to understand the household-level mechanisms 

by which HIV/AIDS epidemic has affected the means, relations and processes of rural 

livelihood systems. Achieving this goal entails meeting three objectives.  The first is to 

fashion a description of the lives of people affected by HIV/AIDS and the changes the 

epidemic has created in the way they implement livelihood strategies. The second 

objective is to provide statistical measures of the impacts of AIDS on the Shona 

livelihood system.  Combining qualitative and statistical analyses offers two lines of 

evidence that help support the research hypotheses.  The last objective is to situate the 

research conclusions in a context of drought within the highly variable ecological context 

of Zimbabwe and southern Africa. 

One of the challenges of this research project is to demonstrate the impact of 

HIV/AIDS amidst other types of crisis.  Methodological problems with impact studies 
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stem from a lack of empirical evidence, the use of sweeping assumptions 

decontextualized that ignore social, economic, political, historical, ecological and cultural 

variations that make experiences of the pandemic different at the household and 

community levels (Murphy et al. 2005; Nguyen and Stovel 2004).  AIDS appears to be, at 

best, the most prominent cause; and at worst, a handy scapegoat in explaining economic 

decline and broader social changes observed throughout sub-Saharan Africa (Murphy et 

al. 2005:271).  There is a gap in current knowledge about the experience of HIV/AIDS 

within cultural systems and among households across the region.  The chains of 

interconnection of effects at the level of the village, region, or nation are rarely studied 

(Murphy et al. 2005; Nguyen and Stovel 2004). In addition, many studies lack a 

comparison group for analysis of impact.  A major obstacle to impact assessment is that 

research does not establish baseline models of expected outcomes in the absence of HIV, 

making it difficult to disentangle effects of the epidemic from those due to other variables 

(Nguyen and Stovel 2004). 

A consistent conceptual shortcoming, therefore, is the tendency to overgeneralize 

the impacts of HIV/AIDS at the expense of understanding its relative influence among 

other shocks and stresses (DFID 2004).  Much of the existing research on HIV/AIDS and 

livelihoods in Southern Africa lacks the methodological rigor and empirical basis for 

making claims about impact or understanding livelihood processes. Currently, we cannot 

say with certainty that the phenomena observed in rural communities are due to 

HIV/AIDS, vs. other shocks and hardships, or normal lifecycle processes and economic 

choices: we thus face the problem of inadequate impact attribution (Murphy et al. 
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2005:270).  In contrast, Drimie and Gandure (2005) argue that HIV/AIDS has 

exacerbated the long-term livelihood crisis in Zimbabwe.  However, the goal of 

disentangling the relative impact of HIV/AIDS from other crises, such as economic 

collapse or drought, is methodologically difficult.  They suggest that these crises are 

mutually reinforcing and the attempt to disaggregate them leading to unrealistic and 

artificial results. 

Assessing the impact of HIV/AIDS on Shona households would ideally rely on a 

diachronic approach, or one that captures household information at baseline prior to the 

onset of AIDS and at varying times after onset.  This approach would have been useful in 

comparing AIDS-affected and non-affected households before and after the onset of 

disease using at least two agricultural years as frames of reference.  However, this 

dissertation relies on a synchronic perspective, or information gathered at one moment in 

time, and attempts to draw out an analysis of impact by comparing households based on 

AIDS status.  The assumption I make is AIDS-affected households were similar to non-

affected households prior to the onset of illness.  This assumption blurs differences in 

potentially important household attributes, livelihood or demographic, that may place a 

unit and its members at greater risk for HIV/AIDS.  Given the limited timeframe for data 

collection, I was unable to overcome this conceptual pitfall.  I have made an effort to 

utilize household interviews to provide time depth.  Analysis of narratives and personal 

accounts offer some information about the impacts and responses.  Given that all 

quantitative data were collected at one point in time, this analysis relies on a cross-

sectional comparison to assess the impacts of HIV/AIDS.  Future research could use data 
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collected during my dissertation research as a baseline and follow up on households to 

determine the actual impacts and coping decisions.  

This dissertation attempts to overcome some of these problems through an 

approach that sets the epidemic in a broader cultural, social, economic and ecological 

context.  It relies on a combination of research methods, qualitative and quantitative, to 

offer multiple lines of evidence.  An array of mixed methods were used to collect primary 

data including household interviews, focus group discussions, key informant interviews, 

surveys, and gathering spatial data for use in geographic information system (GIS).  The 

goal is a comprehensive examination of how HIV/AIDS affects the Southeastern Shona 

and their livelihood system.  The following discussion explains the design of the research 

project and covers the specific methodologies used to collect the data.  The University of 

Arizona’s Department of Anthropology and the Human Subject Research Review 

Committee granted approval.  All participants in this study provided their informed 

consent and their personal information has been kept confidential.  All names that appear 

in this dissertation are pseudonyms created to protect the identity of informants. 

Qualitative Methods 

Despite the advantages of working with CARE Zimbabwe, my time in the field 

was restricted by my role as a full-time consultant and a relatively short timeframe of 

about six months in the field.  In addition, my inability to speak Shona created a 

dependency on field assistants to translate and interpret conversations.  This inevitably 

caused more subtle pieces of information to be lost and provided me with a more general 

idea of what was being said.  As a result, my constrained capacity to collect qualitative 
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information restricted my analysis to address the most general features of culture, social 

organization and behavior. 

This dissertation includes numerous case studies with the purpose of presenting 

insiders’ views of the HIV/AIDS epidemic.  Each case offers a unique perspective and set 

of experiences.  When viewed comparatively, the cases contribute to an analysis that 

offers several advantages.  First, it provides an understanding of general factors that 

govern the decision-making logic used by households to respond to the epidemic.  

Second, the analysis permits an appreciation for how other contextual variables shape the 

experience of HIV/AIDS.  Lastly, it highlights the events that shape the ways in which 

HIV/AIDS erodes livelihood systems.  Table 1.1 summarizes numerical and spatial 

information about qualitative methods. 

 
TABLE 1.1 Qualitative data collection by district 

 

District Household 
Interviews

Focus Group 
Discussion

Key Informant 
Interviews

Zaka 10 103 8
Gweru 13 - 2
Chirumanzu 5 - -
Masvingo 2 - -
Mberengwa - 70 -

Total 30 173 10  

 
Purposive sampling allowed me to select diverse cases for qualitative analysis.  

The goal of this was to capture the greatest amount of variation among Shona households 

while considering variables such as household heads gender, relative household wealth 

and the stage of HIV infection.  I collected qualitative data in five districts: Gweru, 



 33

Chirumanzu and Mberengwa districts in Midlands Province and Masvingo and Zaka 

district in Masvingo Province (see Table 1.1).  The selection of households and 

individuals provides a broad range of variability. 

The household interview, used to obtain in-depth case material, required the 

greatest effort in qualitative data collection.  Each interview followed a general topic 

outline including a combination of closed and open-ended questions (see Appendix B).  

With the help of an interpreter, I conducted interviews in Shona at informants’ 

homesteads.  My handwritten notes captured data during interviews and I later created 

computerized transcriptions.  Interviews covered a list of topics including household 

composition, productive resources, agricultural activities, income-generating activities, 

expenditures, coping strategies, and reliance on social networks.  Interviews also elicited 

a history of the household, especially the courses of chronic illnesses, episodes of drought 

and the coping strategies employed (see Appendixix B). 

I conducted in-depth household interviews in each district except Mberengwa.  

Two-thirds of the households interviewed were female headed and the mean age of all 

household heads was 48 years.  All of the households were rural and pursued a mixed 

livelihood strategy involving agricultural and income generating activities.  The sampling 

design diversified the selection of households by accounting for different stages of 

HIV/AIDS.  Households fell into one of three illness statuses; half had a bedridden, 

chronically ill member, and half  were equally divided into those with a chronically ill 

member who was not bedridden and those that were unaffected by chronic illness. 



 34

 With the help of an interpreter, I conducted focus group discussions in Zaka and 

Mberengwa districts with the chronically ill, primary caregivers, young adults, and 

households not directly affected by AIDS.  I divided each group into same-gender 

sections consisting of approximately fifteen participants.  Their ages ranged from 21 to 

70 years, but most were in their 40s.  The topics covered include personal experiences, 

changes in livelihood, stigma, sexual behavior, coping strategies and beliefs about 

HIV/AIDS. 

Discussions with chronically ill individuals provide the most interesting accounts 

of individual experiences of chronic illness.  I completed seven focus group sessions with 

the chronically ill and captured information on 37 individuals.  Primary care givers assist 

the sick through such activities as bathing, getting around, eating and treating symptoms.  

Thirteen caregivers participated in three sessions.  Focus group discussions with young 

adults elicited views about sex and HIV/AIDS held by sexually active youth.  Thirteen 

young adults participated in three sessions.  Participants in the final type of focus group 

were individuals not directly affected by AIDS.  I held ten focus groups with non-

affected adults in Zaka and Mberengwa districts and attempted to involve a cross section 

of rural society. 

 The last type of qualitative method is the key informant interview used to 

corroborate information, provide different perspectives on the same topic and to 

illuminate political, administrative, and sociocultural aspects of health care delivery.  I 

conducted ten key informant interviews, six with traditional leaders or authorities and 

four with state health personnel.  Traditional authorities included four n’anga or healers, 
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a Pentecostal faith healer, and a traditional Chief.  State health care system 

representatives include two District AIDS Action Committee leaders and two nurses 

working at rural clinics. 

Quantitative Methods 

The second set of research design considerations has to do with appropriate 

quantitative methods. A livelihood survey collected quantitative data at the household 

level to measure the impacts of AIDS on the Shona livelihood system.  The household 

livelihood survey (HLS) an instrument that I designed with CARE elicited information on 

a broad range of variables.  These include household membership, agricultural 

production, income generation, expenditures, and livestock ownership, and coping 

strategies. The HLS also elicited illness histories for chronically ill household members 

(A copy of the HLS can be found in Appendix C.) 

The HLS was designed to be representative at the communal ward level.  The 

rationale for the sampling design was to provide CARE with statistics about the smallest 

geographic unit in which it targets programming. Only those wards in which CARE has 

programming were included and, in each ward, a random sample of 30 households 

representative of the entire ward.  A cluster design approach was employed to develop 

the sampling frame relying on villages as the sampling cluster.  Two villages were 

randomly selected from a list of all villages in a ward to draw a household sample.  A 

sampling frame or list of all households in each village was collected from the Village 

Head by CARE field officers.  From each list, fifteen households were randomly selected.  
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Each household was assigned a number and a simple random sample of ten numbers was 

drawn. 

CARE began the HLS in April 2005 and finished the survey in mid May.  The 

survey team included field enumerators, data capture clerks, field supervisors, and survey 

managers.  All project personnel were Zimbabwean and spoke English and Shona 

fluently.  Most had a high-school education and those in supervisory or management 

positions had attended post-secondary school.  All HLS team members worked full time 

for CARE Zimbabwe.  Field supervisors organized enumerators into teams responsible 

for entire wards.  CARE provided questionnaires for field teams and transportation to 

selected villages.  After completing questionnaires in a ward, enumerators submitted 

them to supervisors for review.  Problematic questionnaires were returned to enumerators 

for correction and possible revisits.  Field supervisors passed the checked questionnaires 

to the survey management team who rechecked the questionnaire for errors.  Problematic 

questionnaires were returned to supervisors for correction.  Approved questionnaires 

were given to a single data capture clerks for entry.  Data entry was checked for accuracy 

by the random selection and verification of one percent of entered cases. 

Although the original database contained 6,045 households, I have only used 

about half of the cases in this analysis.  My study’s objective is to compare households 

affected and unaffected by AIDS to better understand the impact of disease on the Shona 

livelihood system.  Thus, only villages where AIDS had recently affected at least one 

household were retained in the final database.  I eliminated villages to reduce the 

influence of environmental variables that may significantly alter the population means for 
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households that are not affected by AIDS.  Only villages that had both types of 

households, affected and non-affected, were included in the final database. 

The final database includes information from 3,045 households interviewed in 

145 wards over ten districts.  Selection criteria resulted in some ward samples consisting 

of only one village cluster.  Although this may have weakened the sample’s 

representativeness, a geographic analysis is less important than a comparison of two sub-

populations.  The analysis will focus on statistics for the study area as a whole.  The 

primary intent of the project is to draw comparative statistics about the impacts of AIDS.  

The decision to include only villages with affected households has improved the 

reliability of measured differences.  I am confident that my analysis of this database 

accurately represents population level figures for the study area.  Table 1.2 summarizes 

information about the final HLS database used in the analysis. 

 
TABLE 1.2 Final household livelihood survey database 

 
Province District Ward IDs # Wards # Households %  Sample

Masvingo Chivi 1-4, 7, 11, 14-22, 24, 26- 20 393 13%
Bikita 2, 5, 7, 8, 13, 14, 17-25 14 327 11%

Gutu 2, 5, 8, 9, 12, 18, 23, 24, 
27, 30, 31, 35, 36 13 317 10%

Masvingo 1, 11-15, 19, 22, 23, 25, 12 242 8%
Mwenezi 1, 2, 4, 7-10 7 164 5%
Zaka 1-13, 15-17, 19, 21-30 27 559 18%

Midlands Mberengwa 4, 5, 7-15, 18-23, 25, 27- 25 529 17%
Chirumanzu 1-4, 6-9, 11 9 180 6%
Gweru 2-8, 10-13, 16 12 233 8%
Zvishavane 3, 6, 8, 10, 12, 15 6 101 3%

145 3,045 100%TOTAL  
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A comparative analysis by household AIDS status was the primary objective of 

the research project’s quantitative component.  Two sets of variables furnished criteria 

for establishing a household’s AIDS status. If any member of the household died during 

the year before the HLS due to a chronic illness lasting three or more months it counted 

as AIDS affected (see part C, question 19).  Second, if a household of an adult member 

age eighteen to 60 presents symptoms, it is also characterized as an AIDS-affected 

household. 

The World Health Organization (WHO) AIDS proxy system assisted CARE HLS 

team to classify symptoms.  Based on answers to questions about specific symptoms over 

the past 30 days (see Part O, questions 150a-161a) this system categorizes symptoms by 

major indicators: weight loss, chronic diarrhea, prolonged fever, and tuberculosis (TB).  

There are also seven minor indicators: persistent cough (non-TB), itchy inflammation of 

the skin, herpes zoster, yellowing of the tongue (indicating oral thrush), herpes simplex, 

abnormal swelling (usually in the legs or neck), and recurrent pneumonia.  One symptom, 

cryptococcal meningitis, is clinically diagnosed and alone is a positive indicator of AIDS.  

(For a complete description of the WHO AIDS proxy guide see Appendix D). 

When evaluating the prevalence of AIDS cases reported for this study’s 

population, the reader should avoid confusing AIDS rates with HIV rates and understand 

that the onset of AIDS occurs during the latter phases of HIV infection.  The progression 

from HIV to AIDS is most common during the last two or three years of the disease 

before death.  The estimate of AIDS prevalence was anticipated to be lower than a 

clinical measurement for two reasons.  First, only symptoms present during the 30 days 
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before the HLS are included.  If a person experienced symptoms outside of this time 

frame the proxy measure excludes the case.  Second, if a person experienced a symptom 

that does not appear on the list, it was not recorded.  Based on the proxy criteria, 

therefore, households were classified as AIDS-affected, non-affected or unclear.  The last 

category is for households caring for a chronically ill member who presents symptoms 

but not those necessary to be classified as having AIDS. The comparative analysis 

excludes households with an unclear AIDS status because their ill members could be 

suffering from some other illness unrelated to HIV.  Table 1.3 provides a breakdown of 

households by AIDS classification. 

 
TABLE 1.3 Household AIDS status classification 

 
Household AIDS 

Status N % of Sample

Non-Affected 2,321 76%
AIDS-Affected 518 17%
Unclear 206 7%
TOTAL 3,045 100%  

 
 

The proportion of households classified as AIDS-affected is less than the 

estimated national prevalence of 25 percent.  Table 1.4 provides the reason for classifying 

a household as AIDS-affected.  The classification includes those households with 

individuals who manifested symptoms of AIDS and excludes those where individuals 

were HIV positive but not yet AIDS symptomatic.  It also includes households where 

someone succumbed during the previous twelve months to a chronic illness.  There is the 
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chance that death resulted from a chronic illness other than AIDS. However, the leading 

cause for mortality in Zimbabwe is AIDS.  

 
TABLE 1.4 Reason for AIDS-affected status 

 
Reason for AIDS-Affected Status N % of Sample

Death from Chronic Illness 280 54%
WHO Proxy AIDS Case 194 37%
Both 44 8%
TOTAL 518 100%  

 
 

Statistical analysis of the HLS database includes descriptive measures, tests for 

significant difference, and measures of association.  SPSS software aided in the statistical 

analysis and the tables and figures were prepared using Excel.  For further technical 

discussion of the statistical analysis, see Appendix E.  This Appendix provides a 

description of the types of statistical tests used and their interpretation. 

Spatial Methods 

The creation of a GIS, the last of the research project’s methods, helped to display 

variables from the HLS dataset.  Spatial displays or coverages were generated using 

ArcGIS software.  These coverages assign a specific color shade to each ward based on 

one of its attributes.  Interpretation of the coverages makes it possible to identify and 

analyze relationships between ecology, livelihood strategies and HIV/AIDS. 

Spatial data relies on a combination of point, line and polygon features.  The 

World Food Program provided digital base maps of polygon, point and line features.  

Some primary spatial data were collected in the field using a handheld GPS (global 

positioning satellite) unit.  These data consisted of point information for mapping 
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localities not included in the base maps.  Point data are locations, such as settlements and 

the only line data in the GIS are roadways.  There are no attribute data besides identifying 

information for either point or line features.  Polygon data is the most important GIS 

feature.  Polygons were defined as ward boundaries and relevant variables from the HLS 

were imported into the GIS as polygon attributes.  Spatial coverages were produced 

through the color-coded display of these attributes at the ward level. 

Researchers studying infectious disease patterns in human populations recognize 

the utility of spatial analysis to represent socially significant distributions and trends of 

morbidity and mortality.  Rapid advances in GIS account for the growing popularity of 

spatial analysis in the study of epidemics.  The increasing sophistication of GIS has 

fostered a revival in the spatial analysis of health and disease phenomena, because of its 

ability to quickly calculate and display data (Albert et al. 2000).  A GIS encompasses a 

computer system and its operating software, a georeferenced dataset, and a suite of 

procedures for spatial analysis.  The products of a GIS are usually visualizations of data 

through thematic maps which overlay two or more sets of variables to demonstrate a 

relationship.  This study explores applications for questions about the spatial patterns of 

the HIV/AIDS epidemic in Southeastern Zimbabwe, in order to improve health 

surveillance, health assessment and the allocation of health resources.   

GIS analysis also helps to understand environmental factors promoting changes in 

the livelihood systems of African households.  For instance, Guyer (1993) uses these 

tools to examine processes of agricultural intensification linked to population pressures 

on a limited land base.  The present study treats the environment resources in a broader 
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sense as the source for livelihood activities.  Zimbabwean households exploit their 

natural environments to enhance food security to maintain health, to obtain construction 

materials and to generate income in other ways.  On communal lands, these resources are 

open to residents and are not guarded by ownership rights.  Households located in more 

productive ecological zones have a greater abundance of natural resources, but they 

typically face greater competition due to higher population density (Cavendish 2000). 

 GIS mapping highlights the spatial distribution of HIV/AIDS in an environment 

and thereby helps to contextualize understanding of its impact on a livelihood system.  

Barnett and Whiteside (2002) argue that ‘risk’ of HIV/AIDS infection is not an individual 

phenomenon, but rather an attribute of the environments in which people live.  Similarly, 

Barnett and Blaikie (1992) note that individual decisions become less significant in 

determining risk when the environment itself is one of high risk.  Mapping HIV/AIDS 

allows for the analysis of variation in the adult prevalence rate by examining the 

environment of risk.  Mayer (2005) suggests that examining specific aspects of livelihood 

strategy, especially high-risk occupations like commercial sex work or itinerant trade, can 

help understand geographic differences in HIV rates.  When examining the combined 

effects of drought and HIV/AIDS, a key question for assessing the impacts of HIV/AIDS 

is the stage that the epidemic has reached in specific areas.  In addition to mapping 

prevalence, a range of other data is also important in considering the scale of impact, 

such as the numbers of people currently ill, the number of recent deaths and the number 

of orphans (Harvey 2004).  However, few studies are currently available that use GIS to 

investigate the epidemic in terms of its impact on livelihoods.  A study by Abebe (2005) 
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examines impact by looking at the relationship between orphans and prevalence rates.  

He finds that the prevalence of orphans is not linked to adult prevalence rates, because 

the distribution of orphans is more fluid due to multiple migrations of orphans and the 

dispersal of care giving families (Abebe 2005). 

Albert (2000) suggests that GIS applications can also identify spatial patterns of 

morbidity associated with disease diffusion, and several researchers have conducted 

studies along these lines. HIV/AIDS adult prevalence rates in rural South Africa are 

correlated with the distance of the household to major roadways (Tanser et al. 2000).  

Contrary to the tendency for an urban diffusion of HIV, the case of Ghana shows that 

HIV seems to have moved from rural areas to urban centers through migration (Oppong 

1998).  Boerma et al. (2003) examine the relationship between settlement type and HIV 

status in rural Zimbabwe.  They find that individuals especially males living in or near 

rural business centers have higher rates of HIV than in other areas.  Research by Coffee 

et al. (2005) also suggests a higher prevalence rate around business centers than in 

surrounding rural areas.  Epidemiological surveillance by the Ministry of Health and 

Child Welfare (2003) confirms these findings by clearly demonstrating that the highest 

rates in the country are found in commercial areas located in rural settings. 

Chapter Summary 

The dissertation consists of seven chapters including this introduction and a 

conclusion.  Chapters III through VI are the main analytical sections and are organized 

according to the model in Figure 1.1 illustrating the mechanisms by which HIV/AIDS 
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affects the Shona livelihood system.  Hypotheses about the impact of HIV/AIDS on the 

Shona livelihood system are proposed. 

The next chapter situates the HIV/AIDS epidemic within the Shona cultural 

context and shows the vulnerabilities of the Shona livelihood system to the disease.  The 

chapter begins with a discussion of the major epidemiological features of HIV/AIDS in 

Zimbabwe.  The analysis examines the current epidemic and historic trends from the 

1980s that are leading to higher infection rates in rural areas and among women.  The 

discussion also considers the dual health care context in which households seek a 

diagnosis and treatment for the ill.  Finally, the chapter examines the social stigma and 

discrimination faced by Shona suspected of living with HIV/AIDS. 

Chronic poverty, rural to urban migration and gender inequality contribute to 

shaping the HIV epidemic in rural Zimbabwe.  Chapter III examines how conditions of 

deep and widespread rural poverty not only produce an environment of risk, but also 

exacerbate the effects of AIDS and restrict the unit’s ability to mount an effective coping 

response.  Gender inequality places women at greater risk of infection and leaves women 

less able to cope with the impacts of disease.  The course of Zimbabwe’s epidemic has 

led to a greater proportion of women infected with HIV.  Besides gender, rural to urban 

migration is another risk factor and is one of the routes by which HIV first enters rural 

areas.  Finally, food shortages and inadequate health care accelerate the disease process.  

HIV/AIDS has the greatest impact on the health of adults in their prime working years, 

who are the breadwinners and decision-makers of most households.  A combination of 
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HIV/AIDS and increased care-giving responsibilities create significantly higher labor 

shortages among AIDS-affected households. 

Chapter IV examines the importance of labor in the Shona livelihood system and 

the decisions made by AIDS-affected households to continue their participation in 

agricultural and income generating activities.  It considers the division of labor by gender 

and age, differences between nuclear (musha) and extended households (chizvarwa), and 

the trends in member composition over the life of a household head.  The analysis will 

show that AIDS has a significant and measurable impact on a household’s ability to 

engage in production activities.  It highlights the organization of maize production, 

because maize is the staple cereal in the Shona diet and a valuable market commodity.  

The analysis shows the extent to which AIDS increases agricultural labor shortages that 

result in lower rates of land utilization.  Employment covers a broad range of income 

generating activities take place during the agricultural off-season when demand for farm 

labor temporarily wanes.  Case studies illustrate how specific households make decisions 

to reorient their livelihood strategy.  These interviews provide a history of AIDS at the 

household level and offer insight into the reasoning that guides household members’ 

decisions during a crisis. 

Chapter V measures HIV/AIDS  impacts on key livelihood outcomes.  Shona 

households aim to meet food and non-food cash expenditures through a combination of 

agricultural and income generating activities.  Measurement of own-account cereal 

production by household AIDS status shows a significant negative relationship between 

disease and the volume of production. Turning to employment measurement reveals that 
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household AIDS status also has a significant negative impact on the types of activities 

undertaken and the amounts of cash they generate.  Following the measurement of 

household production activities, the chapter examines differences in expenditure patterns 

by household AIDS status focusing on the three household expenditures: food, school 

fees, and medical care.  The discussion illustrates how shortages of cash and food 

exacerbated by, the impact of AIDS, affect Shona households’ efforts to balance limited 

cash resources balanced against basic needs.  The last part of the chapter explores in 

greater detail the capacity of Shona households to meet their own cereal needs using 

currently available means.  Household food security is calculated as the total amount of 

cereal a household can access compared to its estimated cereal need during an 

agricultural year.  The analysis demonstrates that households utilize various means to 

access food, own-account production being just one and not even the largest source of 

cereal.  The reduced capacity of AIDS-affected households to meet their food needs 

result from a combination of declining own-account agricultural production and cash 

generation that supports food purchases. 

Chapter VI investigates coping strategies employed by Shona households to 

mitigate the negative impacts of HIV/AIDS on their livelihood system.  AIDS-affected 

households are more prone than unaffected households are to labor, cash and food 

shortfalls.  By employing coping strategies, households attempt to bridge gaps between 

own-account agricultural production coupled with income-generating activities and basic 

needs.  Considering three types of coping objectives the analysis will show that AIDS-

affected households rely more frequently on coping strategies than unaffected 
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households, participate in a wider array of strategies, and resort more often on the most 

desperate strategies.  This chapter, like the previous ones, analyzes qualitative data from 

the HLS as well as qualitative data from focus group discussions and household 

interviews. 

The last chapter of this dissertation provides a summary of the major research 

findings.  It also offers recommendations for improving the capacities of policies and 

programs to mitigate against the negative livelihood impacts of HIV/AIDS. 
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II.  HIV/AIDS AMONG THE SHONA 

Zimbabwe is one of the most HIV/AIDS affected nations in the world and recent 

epidemiological history highlights the epidemic’s growth among the rural poor, 

especially among women.  HIV spreads primarily through heterosexual intercourse, but a 

mother may also transmit it to a child at birth or while breastfeeding (UNAIDS 2004).  

Current estimates hold that Zimbabwe’s average adult HIV prevalence rate is 25 percent 

with 1.8 million people infected.  Thus, Zimbabwe ranks fourth in both prevalence rate 

and total infections.  Zimbabwe also has one the largest AIDS orphan1 populations in 

southern Africa in 2003 estimated at 761,000 (Zimbabwe Department for Health and 

Child Welfare, 2003).  HIV infection the most serious public health problem in 

Zimbabwe is responsible for half of the country’s total disease burden (Chapman et al. 

2006).  HIV/AIDS largely accounts for the dramatic decline in Zimbabwe’s mean life 

expectancy at birth from 61 years in 1990 to 38 years in 2004 (UNAIDS 2004). 

Epidemiology of HIV/AIDS in Zimbabwe 

The first case of HIV in Zimbabwe was reported in 1983 and for more than 

twenty years cases have continued to escalate.  The epidemic expanded dramatically after 

1990 and average adult prevalence rates climbed above twenty percent in 1995 (UNAIDS 

2004). Since 1995, prevalence rates have remained constant and a recent report identifies 

possible signs of decline in HIV infection.  Researchers attribute the decline to behavior 

change and increases in the mortality rate from AIDS (Gregson 2006). 

                                                 
1 An AIDS orphan is a child under fourteen years who has had one parent or both die of AIDS. 



 49

Zimbabwe’s rural population accounts for the bulk of HIV infections because the 

majority of Zimbabweans live in communal wards.  Of 13 million people, 58 percent live 

in rural areas, 32 percent are urban and the remaining ten percent are reside in other kinds 

of localities.2  In 2005, most HIV cases were found in rural areas among women aged 15 

to 49 years.  Figure 2.1 shows the rise in the adult HIV/AIDS prevalence rate from 1985 

to 2003 by geographic area.  Note that although absolute numbers are lower, urban and 

other areas have the highest rates of HIV/AIDS.  Places designated as “other” in the study 

site are of great interest, because they include areas of high commercial activity.  Despite 

a lower prevalence rate in rural areas (21 percent) than in urban areas (28 percent), 

however, rural areas account for nearly half of Zimbabwe’s HIV infections.  The 

following analysis begins to explain the discrepancy in rates by area. 

 

                                                 
2 Urban areas include Harare, the capital city, and Zimbabwe’s provincial capitals such as Gweru and 
Masvingo found in the study area.  “Other areas” are sites located in rural settings but include large-scale 
commercial farms, district administrative centers and growth points.  These areas are in the study area and 
tend to exhibit the highest rates of AIDS. Rural areas are limited largely to communal areas without growth 
points that represent the majority of the study area.  UNAIDS disaggregates “other” from “rural” so as not 
to exaggerate rural HIV/AIDS rates. 
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FIGURE 2.1 Zimbabwe adult HIV prevalence rate by area, 1985-2003 

 
The study area is located in Zimbabwe’s two worst affected provinces, Midlands 

and Masvingo.  According to the Zimbabwe Ministry of Health and Child Welfare 

(2000), the prevalence rate for women aged 14 to 44 tested for HIV at antenatal clinics 

exceeds 40 percent.  These figures seem high and may be an overestimate based on 

unreliable antenatal clinic data.  According to survey data collected for this project, Zaka 

District has the highest proportion of households caring for someone with AIDS.  

Antenatal HIV prevalence data made available by eighteen rural health centers, one rural 

hospital and one mission hospital in Zaka District show that 26 percent of pregnant 

women tested HIV positive for a six-month period from November to April in 2005. 

Area Category 
 
♦      Urban 
 
■      Rural 
 
▲     Other 
 
X      National    
         Average 
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High rates of AIDS tend to cluster in wards with district administrative centers or 

mining installations.  Figure 2.2 displays the percentage of households with an adult 

member symptomatic for AIDS.  Data for this map is at the ward level, a unit smaller 

than the district level.  Dark areas indicate high rates of households caring for an adult 

with AIDS (>9 percent).  Data is not available for areas colored white. 

 

 
 

FIGURE 2.2 Households caring for an adult living with AIDS at the ward level 

 
The above figure includes three clusters of high AIDS rates.  The first in Zaka 

District centered on Jerera a town in the eastern part of the study area, the second to the 

northwest of Gweru City, and the third in Mberengwa District near several mining 
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settlements in the southwest of the study area.  In each cluster, there are several nearby 

wards where AIDS rates exceed ten percent.  A large commercial center in Zaka District 

with a highway link to South Africa is responsible for this cluster’s rate.  Focus group 

discussions in Zaka included individuals who had lived and worked in South Africa for 

several years before returning home due to an illness.  A large urban presence is also 

responsible for the cluster in Gweru.  A highway permits easy travel between Gweru City 

and surrounding rural areas and is one of Zimbabwe’s roadways to Zambia on the 

northern border.  Many of the households in Gweru District have members who work in 

Gweru City because of the relative affordability of transportation and availability of wage 

labor opportunities.  A large number of these individuals also sell commercial and 

agricultural goods on the city sidewalks.  Although few will call Gweru City home, most 

stay with friends or relatives, or even sleep on the streets before returning to their rural 

homes.  The last cluster in Mberengwa is located in a remote rural area, but related to 

large-scale mining operations and residential camps for workers.  Aside from legal mines, 

many illegal mining operations, called gold panning settlements, exploit mineral rich 

areas. HIV risk accompanies commercial sex work, which is common in mining 

settlements. 

The Shona Livelihood System 

The Shona of Zimbabwe share a common language and cultural identity.  They 

are the country’s major cultural group (80-84% of the national population) and have the 

largest population in the study area.  The Shona participants in this study live on 

communal lands of southeast Zimbabwe pursuing a combination of agricultural and 
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income generating activities to meet food and cash requirements.  Household survival is 

under constant threat from drought, and the recent advent of the HIV/AIDS epidemic 

further pushes households to their limit.  The Shona included in this study also share 

many of the daily challenges of living in poverty common to the developing world: food 

insecurity, low income, lack of sanitation and underdeveloped health, education and 

transport systems. 

The Shona livelihood system combines agriculture and animal husbandry with 

income generation such as informal labor sales or crop marketing.  Complete self-

sufficiency through own-account food production is nearly impossible for Shona 

households in the study area given environmental and economic conditions, as well as 

consumption needs, most of which require cash expenditures.  Therefore, Shona 

household do several things in their attempt to balance income against expenditure.  They 

practice own-account farming, growing cereals in fields and vegetables in gardens.  

Farming produces subsistence (food or in-kind income), but includes routine sales of 

some portion of any cereal or vegetable crop.  They also raise livestock, eating and 

selling animals or animal products, but treating animals as savings – that is, means to 

store the value of investments in production.  Shona households sell agricultural labor to 

neighbors, receiving payment in cereal or cash.  Finally, they engage in non-agricultural 

revenue-generating activities – at home as well as in the cities, towns or urban centers to 

which some household members migrate.  Diversifying income sources takes into 

consideration type of activity (agricultural versus non-agricultural), place of occurrence 
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(communal rural areas versus cities, towns or urban centers), and form of compensation 

(payment in kind or in cash). 

Agriculture 

Shona agriculture consists of rainfed agricultural production and small hand-

irrigated gardens.  Staple cereal crops of maize and small grains such as millet, sorghum 

and rapoko (a local variety of millet) depend completely on rainfall.  Shona rainfed 

farming follows a crop rotation pattern involving three-to-four year production cycles led 

by maize and followed by other crops on the same parcel of land.  The cycle begins with 

application of bulked manure to a field, part of a household’s total land holdings, because 

different parts are at various stages of cultivation in the rotation.  Farmers grow maize for 

two to three years on a single parcel without reapplying bulked manure.  The following 

year they plant groundnuts and either millet or sorghum.  A household consumes most of 

the cereal they produce and rely on cash to fill the remaining food gap.  Households in 

the study area do not typically sell their cereal at market since surplus production is first 

distributed as gifts within a household’s social network and secondly brought to market 

for sale.  In other words, Shona agriculture is not primarily destined for market sale, 

because households first distribute cereal within their social networks and then sell the 

remainder. 

All households have guaranteed access to some arable land though a communal 

land tenure system.  This means that there is no private land market where individual or 

joint property owners buy and sell parcels.  They obtain use-rights in land for residential 

and agricultural purposes without the acquiring individual ownership or a deed to the 



 55

property.  Households and families retain control over particular parcels, because 

communal land rights are inheritable.  However, use-rights in communal land, like the 

parcels themselves, cannot be purchased or sold.  Only local authorities, Chiefs and 

Village Heads, by virtue of powers conferred upon them by the Communal Lands Act, 

have the authority to control access to land (Hlatshwayo 1993).  The mandate of these 

traditional leaders is to ensure that all residents have access to arable land.  They have the 

right to exclude new comers to their village by denying them land.  They are also obliged 

to guarantee that land inheritance is properly carried out according to traditional rules.  In 

this system, land passes from a father to his sons.  The Shona do not practice 

primogeniture, or the inheritance of all land by the eldest son. 

Virtually all households have access to some arable agricultural and most have 

between two and five acres with an average holding of 4.3 acres.  Less than one percent 

of the sample has access to less than one acre and for the average household land access 

is slightly more than four acres.  The HLS suggests that the land tenure system in 

communal areas does not favor large estates.  Less than one percent of households have 

access to more than twelve acres of land.   

A group of 30 households in Masvingo District kept farming journals that 

documented the main activities of maize cultivation during the 2004-05 agricultural 

season – planting weeding, and harvesting.  These 30 journal-keeping households were 

deliberately selected on the criteria that they could read, write and be trusted to keep 

accurate accounts.  All households are participants in CARE’s agricultural recovery 

program and received seed and fertilizer.  Farmers reported all activities from the date of 
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planting in mid-December 2004 with the late rains the harvest date in April 2005.  Figure 

2.3 represents activities for the group of farmers over the course of the 134-day (4.5-

month) season.  As the graph shows, households weed fields three times: by the end of 

the first month, during the second month and the third month.  Maize harvest begins 

between the third and fourth months.  Households harvest some of their crop early as 

green maize roasting it for consumption or sale as cooked food. 
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FIGURE 2.3 Maize farming activities, days after planting 
 
 

The demand for agricultural labor varies over the season and by task.  Table 2.1 

provides the average amount of adult labor dedicated to each activity for the 30 

households that kept farming journals.  Most of the total adult labor for maize cultivation 

(78%) was required for planting and for the first and second weeding during the first 90 
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days of the 2004-05 agricultural season (December to February).  The last weeding was 

the least labor intensive.  Labor demands for harvesting spread over two months 

beginning with the green maize harvest.  Households did not record information on 

harvest or post-harvest maize processing.  Interviews and focus group discussions 

revealed that the bulk of a household’s maize harvest occurs when the crop has 

sufficiently dried on the stalk.  An elevated drying rack holds the harvest until it is ready 

to for processing.  Women take responsibility for removing kernels from the maize cobs 

and taking loose kernels to a grinding mill. 

 
TABLE 2.1 Adult labor contributions to maize farming 

 
Maize Farming 

Activity
Number of Adult 
Hours per Acre % of Total Hours

Planting 16 19%
1st Weeding 28 33%
2nd Weeding 22 26%
3rd Weeding 20 23%
TOTAL 86 100%  

 
 The plow, wheelbarrow and ox drawn cart are the three major productive tools 

used in maize farming – 55 percent own plows, 44 percent own a wheelbarrow, and 24 

percent an ox drawn cart.  Besides livestock, these possessions constitute the sources of 

material wealth for a rural household.  For the Shona, assets are those items that are 

valued by its utility for specific social, economic or political uses.  Of those possessions, 

the most important is the plow, which is used in combination with draft cattle to prepare 

the soil for planting maize.  The wheelbarrow and ox cart transport bulked manure 

fertilizer, seed, or harvested maize.  Farmers use their ox carts as vehicles to move goods 
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to market or transport people.  People needing care at clinics often arrive by ox cart from 

remote rural areas. 

In addition to rainfed maize cultivation, Shona households also maintain irrigated 

gardens near their homesteads to grow a variety of vegetable crops for consumption and 

market sale.  Irrigation for vegetable gardens is by hand.  These gardens occupy small 

areas of intensively cultivated land sometimes bordered by a protective enclosure.  

Garden vegetables are commonly prepared as a relish or side dish for the staple meal of 

sadza made of ground maize, or mealie-meal, cooked into a thick porridge.  Besides 

preparing vegetables for meals, women are responsible for marketing them as a source of 

cash at roadside stands or at nearby commercial centers. 

Shona agricultural production depends heavily on manual labor.  All household 

members, young and old, contribute to the cultivation of land using single-handed hoes.  

As already noted, however, farmers use cattle-drawn plows to plant maize.  Most 

households rely solely on the intensive application of manual labor at key points in the 

agricultural season to plant, weed and harvest.  In many cases, households cannot 

cultivate all of the land they have access to, because of labor shortfalls.  Migration of 

male laborers to urban areas and the loss of labor due to AIDS related chronic illness are 

the two major drains on household labor.  When labor is short in supply, a household will 

first cultivate those lands closest to the homestead and move outward as additional labor 

becomes available. 

Undoubtedly, drought poses the greatest threat to agriculture.  Heavy rains begin 

in September and continue during the growing season until harvest in April or May.  
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Drought is common in the arid southeast region that has endured five severe droughts 

over the past 25 years.  The worst droughts occurred during 1991-92 when more than one 

million cattle died nationwide.  The 1992 drought, which affected all of southern Africa, 

was one of the most severe ever recorded.  Estimates of drought’s impact in Zimbabwe 

indicate that it reduced the real GDP per capita by almost twelve percent.  National maize 

yields fell to about one-third of “normal” levels, and agriculture’s share of total 

production fell from about fourteen percent to below seven percent.  In addition, the 

drought had a long-term negative impact on the livelihoods of rural households 

decimating the size of livestock herds through distress sales or death.  A less severe 

drought occurred in 1994, but came when many Shona households still recovering from 

the effects of the 1992 drought were vulnerable to crisis.  Although herd sizes recovered 

strongly in 1993, they fell again following the 1994 drought (Awing et al 2001). 

During the most recent drought, 2004-05, rains came extremely late in the 

agricultural season, not falling until December, and the total quantity of rainfall was far 

below average.  Rainfall distribution was also uneven with neighboring areas receiving 

widely differing amounts.  A long dry spell from January to March destroyed the most of 

the maize planted at the start of the season.  As a result, households in the southeast 

experienced widespread crop failure, some of their cattle died, many divested their most 

valuable possessions or sold cattle to cover food expenditures. 

Maize farming is especially precarious in drought-prone areas.  Drinkwater finds 

that agricultural production, especially grain production, is not viable for most 

households.  For the majority of communal area households their agricultural activities 
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are only occasionally viable in themselves, and in many seasons have to be subsidized 

from other sources (Drinkwater 1991:152-153).  Only leading farmers in communal 

areas, those with the most land of the best quality, are likely to produce more cereal than 

they consume and give away as gifts, Drinkwater argues, and most households do not 

earn a significant cash return on maize production.  My research also shows that 

household do not see themselves as self-sufficient in terms of cereal production.  Instead, 

own-account maize production helps to offset some of the households food needs, and to 

produce a transferable commodity that holds its value better than cash savings.  

Moreover, there are few other opportunities to invest resources. 

Animal Husbandry 

Animal husbandry is another component of the Shona livelihood system. Table 

2.2 compares household livestock holdings by household AIDS status.  Despite 

assumptions about livestock losses associated with HIV/AIDS, household AIDS status 

does not have a significant impact on ownership.  The sale or slaughter of livestock plays 

a critical role in household strategies to acquire cash and food during “regular” or non-

crisis periods, but it can also be a beneficial means to coping with crisis.  When a 

household faces a crisis and has livestock available, it may decide to use livestock as a 

buffer.  Households prefer to sell cattle to make food purchases rather than consume beef. 
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TABLE 2.2 Livestock ownership by household AIDS status 

 

Livestock Ownerhsip AIDS-Affected 
Households

Non-Affected 
Households % Change p

Cattle 1.8 2.0 -10% 0.175
Sheep and Goats 1.6 1.7 -5% 0.409
Poultry 5.2 5.7 -8% 0.065  

 
 

Of all livestock, cattle are the most valuable economically and symbolically.  In 

the past, cattle were pivotal exchange items in Shona bride price transactions, known as 

roora, between male suitors and the parents of their prospective wives.  In recent years, 

however, the exchange of actual cattle in roora has diminished, and male suitors more 

commonly give cash.  In addition, cattle have long been used in ancestor worship, a 

family bull or buru remusha, facilitating communication with ancestral spirits. 

Life and death are central issues in Shona culture – the foci of ideas, values, 

symbols, and, most importantly from the standpoint of resource mobilization and 

allocation, rituals.  Shona funerals and the events surrounding the death of a member 

often involve the distribution of inheritance, shifting status of household members, and 

the feeding of guests.  The funeral of an elder male often involves determining who his 

cattle and other possessions will go to, who will take charge of his homestead, and how 

his children (in particular his sons) will divide up his farming land.  At funerals, which 

are a rare occasion for eating beef, the slaughter of prized bulls for feeding guests is no 

longer common.  Funerals have become more modest with increasing mortality of the 

funerals I attended provided beef purchased from a butcher and not from a slaughtered 

member of the herd.  Increasing mortality rates associated primarily with HIV/AIDS has 
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contributed to the rising number of funerals and possibly the customary practice of 

slaughtering household cattle has become too demanding. 

Perhaps the greatest significance of cattle in Shona culture is their role in the 

livelihood system as draught power.  The Shona use cattle to cultivate maize and as a 

source of manure which is applied to field to maintain soil moisture and fertility.  The 

households I visited who owned cattle also had kraals and elevated maize fodder stands 

both important in bulking manure. Cattle are kept in the kraal during the evenings and 

when free ranging cattle pose a threat to crops.  After harvest, maize stalks are stored in 

the elevated stands until dry and is then thrown into the kraal and allowed to mix with the 

manure.  The combined manure and maize fodder mixed is called “bulked manure” and is 

the material that is directly applied to fields prior to ploughing. 

Many households prepare mukaka or fermented cow’s milk.  Shona eat this as a 

relish served with sadza, a thick porridge made from ground maize.  Shona also invest in 

cattle, which represent a significant form of savings that offer a better return than cash 

bank deposits.  Households transform cattle into cash by selling to other farmers or local 

butchers then use this cash to cover expenditures such as children’s school fees or 

emergency medical care. 

The most common cattle breeds in the study area – ntuli, nkuni and the hybrid 

breed called mashona – are indigenous to Zimbabwe.  Relatively disease and drought 

resistant, these indigenous breeds only require small grazing areas and can survive on 

poor-quality grass.  This, they require little care, minimal natural resources and virtually 

no inputs by their owners, making them ideal for cash-poor households in dry zones with 
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little grazing area.  Male oxen serve as draught power while cows are kept for milk and 

breeding and less commonly used for plowing.  However, indigenous cattle do not breed 

quickly and calving is spaced between two and five years.  A cow’s most reproductive 

lifespan is five to six years, but depends on whether it provides draft power.  Using a cow 

for draft power can reduce its reproductive lifespan by one to two years.  Cows will 

usually reach the end of their productive lives after giving birth about five times. 

Draft power is an integral part of household cultivation.  The majority of Shona 

households rely on it to plow their fields once the initial rains of the growing season 

begin to fall.  The problems of draft power are limited availability, high demand and the 

poor condition of draft animals.  Successive droughts and the divestment of cattle as a 

coping strategy have gradually eroded cattle holdings in the study site.  Nearly half of all 

households (47 percent) do not own any draft animals (cattle or donkeys).  If these 

households wish to use draft power, they must rent animals or borrow them from a 

relative.  Households lacking their own draft power are in competition to rent or borrow 

cattle.  Plowing and planting early gives a better harvest if the rains continue to fall.  

Often, households have to wait their turn in a queue as animals make their rounds.  Draft 

animals are in their worst condition at this time of year having just survived a long winter 

during which they had little fodder and water.  For farmers, last place in the queue means 

that once cattle arrive they will be over-worked and the household will have to settle for 

late planting.  During the 2004-05 season, the cost of renting draft power in the study area 

ranged between Z$75,000-100,000 (US$4-5) per acre.  On average, households plant 1.9 

acres of their arable land with maize and if they relied completely on rented draft power it  
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would cost Z$143,000-190,000 (US$7-10).  This is a significant outlay of cash for most 

households and given the low yields during a drought, much of this investment is lost. 

Households that lack draft power more often depend on their social network to 

lend cattle and/or a plow.  Even a household that has access to gifts of draft power from 

another may have to wait while other households utilize the animals.  Owner households 

have first use of their own cattle, of course, and this results in dependent families losing a 

week of planting time at the start of the season.  Late planting can put cereals at greater 

risk, because, having missed the initial rains, they must withstand dry spells that follow. 

The use of draft power also has a significant impact on land utilization and maize 

production.  Households that own sufficient draft power place the greatest amount of land 

under maize cultivation and have the largest harvests as well as the lowest crop failure 

rates.  Table 2.3 compares household agricultural outcomes against source of draft power. 

 
TABLE 2.3 Rainfed maize production by access to draft power 

 

Source of Draught Power Area Planted with 
Maize (acres)

Maize 
Harvest (kg)

% Failure of 
Maize Crop

Sufficient, Own Source 2.2 105 32%
Hired In 1.7 65 40%
No Access 1.5 50 41%  

 
Income Generation 

The Shona also rely on income generation to finance essential expenditures for 

food, education, medical care and agricultural inputs.  The agricultural off-season are 

those months from May to October, or between harvest and the start of the next planting 

cycle.  The off-season is when household labor becomes available for cash employment. 
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Households earn most of their cash by selling vegetables from irrigated gardens or 

from members who work for wages locally.  As agriculture yields diminishing returns 

and land pressure rises, young males are inclined to devote more time engaged to cash 

employment than to agriculture.  The cash return on labor sales, especially if employed in 

urban areas, is better than farming as a way to meet food and other basic needs.  The 

types of jobs young Shona males find are labor intensive and maricho, such as 

transporting goods, cleaning, or construction work.  Employment at the job is not secure 

and finding work can be difficult.  The relationship between rural households and young 

male out migrants is also a conduit for the transmission of HIV in addition to cash 

remittances. 

Growing emphasis on cash generating activities is part of a broader regional 

process of “deagrarianization” – the tendency emphasize income-earning activities and 

move away from strategies strictly oriented toward agricultural subsistence (Bryceson 

1996).  Most rural households have increased efforts to diversity income sources over the 

past decade to meet basic expenditures amidst declining returns from agriculture.  

Households experiment with income sources, while retaining their subsistence farming 

base (Bryceson 2002).  Typically, investments of cash and savings among the Shona aim 

at building wealth outside of rainfed agriculture.  Households that are able to expand their 

livelihood base tend to diversity income by starting small businesses. 

Dual Health Care System 

Along with food and education, one of the Shona households’ major objectives is 

to attend to the health of their members.  The household is the primary unit responsible 
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for decision-making and health care.  This section explores the dual health care options 

available to households as they seek accurate diagnosis of HIV/AIDS and effective 

treatment for the sick. 

The dual health care system in the study area consists of biomedical care accessed 

at clinics and hospitals, and treatment by traditional healers called n’anga3 or Catholic 

based religious healers called faith healers or prophets.  The dual health care system in 

the study site includes distinctive ideas about the natural and supernatural causes of 

disease, types of specialists, diagnostic protocols, and treatment procedures.  Both 

biomedicine and belief in the supernatural influence Shona perceptions of HIV/AIDS.  

Understanding health care decisions first requires identifying how the Shona view 

HIV/AIDS.  I refer to the system in my study site as a dual system, because it consists of 

just two parts: biomedical and spiritual-religious. 

Across all conversations, the Shona consistently demonstrate that they consider 

HIV/AIDS a “natural” disease or one caused by biological agents, not a “supernatural” 

illness sent by a witch or avenging spirit.  However, the Shona rely on biomedical and 

traditional remedies to treat the symptoms and causes of AIDS.  The reason is that 

although HIV is understood as a “natural” disease, Shona believe that treatment can be 

rendered ineffective because an avenging spirit intervenes.  Most informants readily 

explain the transmission of HIV by sexual intercourse and blood-to-blood contact, or 

from mother to child.  Interviews with several n’anga also demonstrate the Shona belief 

                                                 
3 A n’anga is someone who relies on knowledge of supernatural beings and forces to diagnose the cause of 
illness or death and to treat illnesses with herbs and by performing rituals. 
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that HIV/AIDS transmission is similar to other natural illnesses.  An observation by a 

n’anga in Gweru District (Midlands Province) was typical. 

AIDS is not magic and cannot be treated by magic.  It is not clear to me 
what AIDS is other than it is a disease that includes other ailments such as 
herpes, headache and diarrhea in one disease… I can identify people 
infected with AIDS by observing certain signs visible in their hands, legs, 
mouth and genitals.  It is also common to see parents sharing the same 
symptoms as their young children.  A child born from infected parents will 
also be infected.  Infection among children occurs before birth through the 
process of consuming a mother’s blood in the womb. 

 
 In addition to being a natural disease, there is widespread recognition that 

HIV/AIDS progresses along an observable course.  N’anga diagnose patients as having 

HIV/AIDS after the appearance of symptoms in a specific order and without medical 

testing.  The Shona believe that HIV/AIDS can be treated and possibly cured with 

medicine, either biomedical or herbal.  As the n’anga quoted above put it, 

In my experience, people infected with AIDS follow a certain course.  
During the first four months of AIDS [HIV infection], a person feels pain 
in his toes, his hips and in his veins.  During the time following the first 
four months, a person can appear healthy and actually get healthier.  
Maybe they will only have a rash, but that’s all.  After five years of having 
AIDS a person begins to feel pains growing in his knees.  He will lose 
weight and in some cases may experience paralysis.  The course of AIDS 
can begin with the tongue.  It changes color and becomes yellowish.  Next, 
black spots appear on the bottom of one’s feet and there is the 
development of black spots or pimples all over the body.  These black 
spots are itchy and painful.  Soon a person may develop problems with the 
kidneys causing pain in the back and coughing.  AIDS attacks the sexual 
organs by causing sores like herpes.  The capacity of the lungs is also 
reduced because of the fluid that builds up in them.  The liver is wounded 
and this causes pain.  The heart is most affected.  It is the inside center of 
the heart that is wounded by AIDS.  It functions normally, but the pulse 
increases when you touch a certain area around the heart.  These organs 
are at risk because the blood that circulates all through the body brings the 
AIDS there.  Late stages of the disease can also bring blindness and 
deafness.  Headaches intensify and cannot be cured.  Wounds and sores 
appear all over the body and cannot be cured.  Finally, the person dies. 
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However, for some n’anga, treatment-resistant symptoms are influenced by 

supernatural forces.  The sick are the most vulnerable to malicious spirits and patients 

who are nonresponsive to treatment and demonstrate a relatively rapid deterioration 

towards AIDS are believed to be under the influence of evil spirits or sorcery.  The same 

n’anga explains this belief, 

AIDS is caused by two people of different sex coming together in bed.  
The wastes from each person infect the other.  AIDS also works hand in 
hand with evil spirits and ancestral spirits.  As we live everyone has 
opposing spirits, ancestral spirits will be trying to protect while the evil 
spirit will be fighting the other way. The virus comes in as an additional 
force or weapon used by the evil spirit.  The evil spirit affecting a person 
fights with that person’s ancestral spirit.  Say there is a lion there and an 
elephant there, say the lion is trying to eat the person and the elephant is 
trying to protect him.  Evil spirits take advantage of the HIV infected 
person because he is an easy target. It is possible that in your own family 
there was an evil man and this man died, his relatives took his wealth and 
did not give it to his kids, so this man can come back to avenge but he will 
fail to harm the family because there is a strong protective spirit.  But if 
there is a person in the family who is HIV positive, the spirit takes 
advantage of his weakness. 

 
This bimodal HIV/AIDS etiology affects Shona decisions about seeking the 

services of biomedical practitioners and traditional healers.  The decision to seek out 

n’anga depending on the way a patient responds to treatment and the belief that 

intervening supernatural forces are responsible.  However, in my discussions with the 

Shona, biomedical care is seen as powerful medicine with the ability to cure the sick even 

though there are malicious spirits at hand.  N’anga are used when all other efforts to cure 

the sick fail and biomedical treatment shows no positive outcome.   

The preferred form of treatment for all illnesses is biomedical, however, the 

quality and availability of this option in rural areas is limited.  The proximity of clinics 
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and the quality of care vary at the district level.  In general, the availability and quality of 

care has been on the decline.  Many clinics can only provide limited services due to the 

lack of staff or drugs.  Reaching these clinics is difficult as the distance between clinic 

and the places potential patients reside can be far and the cost of transport is high.  

Attempts to access better quality of care at hospitals can be extremely expensive and 

most households quickly incur expenses beyond their means.  Lower public spending on 

rural health care system reduces funds to maintain health facilities, while shortages of 

essential drugs and a high rate of staff attrition to the private sector further compromise 

care.  Cost recovery and user pay schemes have caused the cost of health care to rise.  

Thus, a combination of factors leads individuals in need of care to drop out of treatment.  

Moreover, increasing demand for health care resources in the wake of Zimbabwe’s 

HIV/AIDS epidemic has overwhelmed available supplies of drugs and equipment 

(Alwang et al 2001). 

During focus group discussions, caregivers and the chronically ill expressed 

discontent about the medical care available in their rural areas.  Most complaints 

highlight high transportation costs, the limited availability of medication and a lack of 

food for those undergoing treatment.  The cost of treatments is not as much of a problem 

because the government subsidizes many of them (e.g., tuberculosis treatment is free) and 

patients have the option of purchasing medical plans through clinics that further reduce 

cost. 

People will only go to the clinic only when they are seriously ill.  Some 
people walk up to fifteen kilometers from their homes.  Those who are bed 
ridden have to be taken to the hospital in scotch cart or even a 
wheelbarrow.  Sometimes they are carried to the main road and from there 
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they hire a car or truck to the hospital. In most cases when they get to the 
clinic there are no drugs and referral hospitals are too far and too 
expensive. Many of the patients who seek care for their symptoms do not 
have enough food, yet the tablets they are required to take need them to 
eat a lot. 

 
Anti-retroviral (ARV) treatment of HIV is not available in the study area and, 

available in Harare it is limited and extremely expensive.  Staff interviewed at the 

USAID Clinical Research Center explained that the costs of care are the burden of the 

patient and most of what is required to treat HIV far exceeds the means of most 

households.  Based on the June 2004 prices, mandatory twice-yearly CD4 cell counts cost 

Z$390,000 each (US$40).  One month of ARV medication, usually a combination of 

Nervelast, Zerit and 3TC, costs Z$160,000 (US$16).  Depending on the type and number 

of opportunistic infections a patient may have, the annual estimated cost of treating HIV 

is approximately Z$2.7 million (US$135), far exceeding what the average rural 

household earns in a year. 

Most are aware of the benefits of ARV treatment, but frustrated by their inability 

to access them.  Some informants are able to provide very specific knowledge about 

ARV treatment options, and a male focus group participant explained where and how 

they could be obtained.  

If our sick could be assisted with ARVs it could go a long way in 
sustaining their lives. We are told that they are there in Masvingo, but 
transport is the only problem.  We only have one bus on this route and it 
costs over one million dollars for round trip travel. If ARVs are delivered 
here at a low cost, everyone could have access to them. 
 
Despite the problems with biomedical care, the majority of people living with 

AIDS had received treatment for one or more symptoms at a clinic or hospital in the 
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previous 30 days.  Table 2.4 summarizes information about patients’ symptoms, the 

proportions of illnesses treated, and the types of care received.  These data show that on 

average, 21 percent of the patients had not received care for symptoms in the past 30 

days.  Of those who have received care, 96 percent sought care at a clinic or hospital. 

 
TABLE 2.4 Health care seeking behavior for adults living with AIDS 

 

AIDS-Related Illness
% Adults 

Living with 
AIDS

% of Cases 
Untreated in 
Past 30 Days 

% of Cases 
Treated in Past 30 

Days 
Clinic Traditional 

or Religious Both

Wasting 48% 23% 77% 95% 9% 4%
Diarhhea 29% 14% 86% 96% 13% 9%
Fever 39% 19% 81% 97% 9% 6%
TB 31% 9% 91% 97% 10% 6%
CC Meningitis 18% 25% 75% 97% 6% 3%
Cough 35% 20% 80% 95% 12% 7%
Skin Inflammation 25% 26% 74% 98% 7% 5%
Herpes Zoster 12% 25% 77% 96% 10% 6%
Oral Thrush 10% 41% 59% 100% 3% 3%
Herpes Simplex 13% 30% 70% 94% 10% 4%
Abnormal Swelling 21% 17% 83% 93% 13% 7%
Pneumonia 28% 21% 79% 94% 11% 5%

TOTAL 100% 21% 79% 96% 10% 6%

"If treated, where…"

 

 
Few patients (16 percent) have sought traditional or religious treatment alone or in 

combination with biomedical care.  Households turn to a n’anga or a religious faith 

healer for diagnosis of illnesses and cures.  The Catholic faith healers differ from n’anga 

as their power to heal comes from the Catholic Holy Spirit rather than ancestral spirits.  

Faith healers are preferred to n’anga for individuals belonging to religious faiths, such as 

the Apostolic or Evangelical varieties, that prohibit them from working with ancestral 

spirits. A faith healer is a religious prophet who heals the sick by serving as a conduit for 
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the Catholic Holy Spirit.  The faith healer I interviewed is a member of the Zimbabwe 

Apostolic Church and is willing to treat anyone regardless of religious beliefs.  Her 

healing methods involve the use of holy water, prayer, laying on of hands, object 

extractions, and calling on the Holy Spirit.  In my interview with her, she explains how 

she relies on prayer to heal the sick. 

I am a prophet for the Zviratidzo Zvevapositori [Apostolic Church].  I help 
people with different kinds of problems with the guidance of the Holy 
Spirit.  I use water, but the water I use comes from a mountain.  I pray for 
the water and the person has to bathe using that water and after that the 
spirits will leave. 
 

Faith healers may diagnose illnesses as natural or spiritual based on consultation with the 

patient and prayer. 

We look at the type of ailment, if it is not spiritually attached then we refer 
the person to the clinic but if we see it has some spiritual things attached 
to it we help that particular person. For example, I help when one comes 
coughing.  But if the cough persists I refer that person to go to the clinic to 
be treated.  At first I see that this person is coughing I give them the 
medication that we use for people who are coughing and if it does not 
work then we refer to the clinic. 

 
In the case of HIV/AIDS, this female faith healer relied on holy water and prayer to 

preserve the patient’s health.  If witchcraft accompanies the patient’s illness, the faith 

healer performs an exorcism to remove the malicious spirit, 

I give them holy water and I pray for them so that God may help them for 
a particular space of time to keep them going.  If there is witchcraft, I 
remove the thing that will have been placed in the body of that person.  I 
actually remove the thing that will have been placed there by getting hold 
of the thing by my hand and removing it. 

 
In contrast to faith healers who only accept voluntary tokens of appreciation, 

n’anga always expect some kind of payment.  The fees for consulting a n’anga are not 
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fixed but negotiated with the patient.  They reflect the kind of service he or she receives 

and payment is usually within the patient’s means.  I interviewed a n’anga in Zaka 

district who explained that the number of patients he sees in a day varies and he was 

reluctant to state his total fee. 

I can’t give a true figure, but I might have three to five people one day and 
on others I will fail to get even a single patient.  Payment is not definite 
and depends with the n’anga.  One might give a single figure for 
everything and another might charge on each stage of the cure.  However, 
my initial consultation fee is $Z20,000 [one US dollar]. 

 
Divination by hakata or lots is a common tool in the diagnosis of illness or 

explanation of death.  The hakata stones are assist the n’anga in consulting the ancestors.  

Lots are engraved pieces of wood or bone thrown down on the floor by a n’anga.  

Divination using the stones reflects their spatial relation to one another and if they land 

engraved side is face up or down.  The n’anga I interviewed possessed the knowledge to 

read the stones for patterns to reveal previously unknown information about the patient’s 

history and his or her current ailment. 

In my case, I can use lots to assist in the diagnosis of asthma and I want to 
know whether it’s in your family or it’s coming for the first time. I operate 
on an individual basis and specialize only in asthma.  When a patient 
comes, I cast lots and I see whether it’s dzinza [supernatural sickness] or 
it’s an ordinary sickness that has attacked a person.  Lots are signs of 
possibilities.  When you throw them down they tell me a, b or c, I will 
interpret what they say.  They work like a compass.  When people come 
here, we don’t ask their problem.  We consult our lots and tell him what 
his problem is.  The lots tell them how they should proceed.  We would 
talk about their history and their family.  I would ask for his family name.  
Then when I cast my lots and I call out his family name.  I throw the lots 
facing in one direction and then when they land I can tell him about his 
family and what is ailing him. 
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 All of the n’anga interviewed throughout the study area recognized the difficulty 

of diagnosing and treating HIV/AIDS.  An interview with a n’anga in Gweru district 

provided a detailed account of how HIV/AIDS affects the body and the procedures used 

to treat a patient’s symptoms. 

AIDS is a difficult disease for me to treat.  However, if one follows my 
advice, I am able to prolong their life for ten to twelve years.  Each n’anga 
has his own way of treating AIDS.  Each of us has our own remedies that 
we use.  I can begin treating AIDS once a person has signs of the disease 
as early as four months of infection.  The AIDS feeds on a person’s blood 
causing them to become sick.  The AIDS also attacks certain organs.  As 
the AIDS feeds, it multiplies and the infection spreads and grows more 
serious. 
 
When someone comes to me ill, I diagnose them.  If they have AIDS, I 
begin them on my medicines.  I don’t tell them they have AIDS, but tell 
them that if they take my medicines they can stay healthy. 
 
AIDS is treated with the chemicals in my herbal remedies.  The first 
medicine I give is a laxative.  The purpose is to purge the patient’s 
intestines, chest and throat.  This is a secret recipe of maslabekufeni 
[something that strikes death].  This medicine is taken once a day until the 
body is cleaned.  The medicine takes three hours to work.  It works like 
cleaning a wound. 
 
There is a lot of fluid produced from the chest and a mucus substance from 
the intestines.  The fluid from the chest disturbs the appetite.  These fluids 
are caused by the AIDS living in the blood.  After a person purges their 
body of these foul fluids, there is the chance to see the worms.  If I see the 
worms, I can confirm my diagnosis that this person has AIDS. 
 
After the patient is purged of fluids, I can begin them on a regular regimen 
of herbal medicine.  This medicine is drank as a tea.  A person drinks a 
mug full of this special tea five times a day for six months.  The purpose 
of the tea is to kill the AIDS that lives in the blood.  After six months, I 
evaluate the patient’s condition and may continue them on this drink.  In 
addition to the special tea, I also provide different herbal remedies to treat 
the symptoms of the AIDS virus.  I give patients herbal powders to apply 
on sores in their mouth, to snuff [through their nose] or put it directly in 
their ears.  This helps to prolong the life of the patient by treating the 
infections of AIDS.  The type of medicine I give depends on the infections 
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a patient develops.  When I give these medicines they must continue to 
take my tea on a daily basis. 
 
I don’t tell people to do things like sleep with young virgin girls.  This is 
not going to cure you.  Some think these girls have cleansing properties 
that can remove them of AIDS.  They think that by sleeping with them, 
their blood can become pure. 
 
If you don’t believe my medicines works, take a look at me.  Do I look 
sick? Does my wife look sick?  No.  I have AIDS.  I became infected over 
twenty years ago from woman whom I lived with in Mozambique.  She 
died a long time ago, but I am still alive.  I may be old, but I am not sick.  
I treat many people for AIDS; probably over a hundred of them from all 
over the country.  They come to me to get medicines and to consult about 
their treatment. 
 
The ones who are well enough go home and care for themselves.  The sick 
ones stay here with me in my homestead until I can bring them back to 
health.  Eventually a person becomes tired of taking the medicines and 
their condition begins to decline.  If they take my medicine, they can live 
for another twenty years.  They may not even die of the AIDS, but may 
die of natural causes.  The later stages of AIDS are difficult to manage and 
are accompanied by severe illness.  It’s up to the patients and their family 
to care for themselves; to make sure they are taking my medicines. 

 
Although patients see little conflict in seeking care from both biomedical and 

traditional practitioners, there is little interaction or cooperation between these two health 

sectors.  Most of the n’anga interviewed belong to Zinatha, a national association of 

practitioners.  In some areas, Zinatha works with the District AIDS Action Committee 

(DAAC), a part of the Ministry of Health responsible for promoting HIV prevention, 

education and treatment.  In Zaka District, the DAAC has made some efforts to reach 

n’anga and include them in discussions.  However, one of the n’anga feels this 

relationship does not offer him a real opportunity to contribute. 

We have never been given an opportunity to nurse patients but what they 
do is invite us to their meetings.  At the meetings we discuss how patients 
who are HIV positive should be treated, how they should get their food, 
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how people should cope with the disease.  I am not happy with the 
relationship n’anga have with DAAC.  When we go there we are just told 
“don’t do this or that with your patient”.  N’anga are not given the 
opportunity to add on to the DAAC package.  It would be very odd for me 
to go to St. Anthony’s hospital and say I want to see patients.  I will be 
chased away.  Yet I have certain patients whom I can cure.  The DAAC 
and Ministry of Health is not giving us the opportunity to visit patients in 
hospitals. We might want to visit some patients in hospitals and put some 
scars and herbs on them, but if we do this doctors will become mad at us.  
You should realize that n’anga are modest but if you could persuade them 
you would be surprised by the amount of knowledge that they have. 
Experience is the best teacher.  DAAC are people with their own agenda.  
I say, “You are proud of your own art”.  As individuals we have different 
areas of specialization and if these areas were captured it would help many 
people. We need a public forum which can make us known. 

 
Facing Stigma 

Acceptance of people living with HIV/AIDS is not forthcoming from their 

communities, because stigma follows those who are known to have or suspected of 

having the disease.  A combination of Shona beliefs and values are responsible for the 

behaviors that stigmatize the sick.  The outcome of stigmatizing behavior is increased 

marginalization of a sick person from his or her social network.  Falling ill with 

HIV/AIDS tests the limits of a social relationship and reveals those who are truly 

dedicated companions.  Close kin are not always a steady source of support during 

prolonged illness.  The weakening or loss of once-close social connections compromises 

the amount and quality of care available to the sick.  Complete abandonment is rare, but 

so is unwavering support.  People living with HIV/AIDS rarely find complete support 

from their social network and at best find mixed acceptance in the place they live. 

People living with HIV/AIDS experience stigma frequently and in different forms 

and most reported at least two examples of AIDS-related stigma during the month before 
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the interview.  The proportion of people living with AIDS who experienced a recent 

event that they classify as a form of stigma related to their illness is provided in Table 

2.5.  The most common forms of stigma are avoiding contact with the sick, by refusal to 

share food and utensils or exclusion from village activities. 

 
TABLE 2.5 Recent stigma experienced by adults living with AIDS 

 
Type of Stigma or Discrimination % Adults Living with AIDS
Left over food is thrown away or fed to animals 48%
Does not share eating utensils 35%
Less willing to be included in community activities 35%
Worsening Relations with In-Laws 18%
Does not receive visitors 17%
Cause of illness is curse or bewitchment 14%  

 
The HLS data suggest few Shona actually know their HIV serostatus.  Of those 

who were classified as AIDS symptomatic, only 36 percent had been tested for HIV at 

the time of the survey.  The fear of social marginalization prevents many who were tested 

from revealing their serostatus.  Of the 36 percent of AIDS symptomatic individuals who 

had been tested, slightly more than half (63 percent) felt comfortable discussing their 

HIV status.  A female participant in a focus group discussion with primary care givers 

offered her observations on how the fear of being stigmatized with HIV/AIDS prevents 

HIV infected-people from seeking proper medical care. 

We have many people laying down ill, but we don’t know the illness. 
Most of them are wasting away and complain of chronic diarrhea.  We 
may know or let me say we suspect that it could be AIDS.  The problem is 
that they don’t come out openly to say we are suffering from AIDS.  The 
problem is that people here do not come up openly to say they are being 
treated for what disease. To make matters worse, they do not even take 
medication. 
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The accusation that HIV- infected people willingly transmit their disease to others is 

another reason for the sick to hide their status.  Discussions with members of the village 

who do not have an active case of HIV/AIDS in their household reveal existing suspicion 

that the sick want infect others.  A female informant recalled how the death of her son 

was his wife’s fault.  She feared that his widow might intentionally spread HIV to other 

men in the family through sexual intercourse so she forced her out of the homestead. 

Some widows are vengeful and want to spread the disease to as many 
people as possible.  In my homestead, my son died and I feel that his wife 
is going to entice men so that she can spread the disease.  For this reason I 
asked my son’s widow to go back to her parents as soon as my son died.  I 
know that if she stays she will kill my other sons.  The infected do not 
want to die alone.  They spread their disease. 

 
Resistance to HIV testing stems primarily from the stigma that accompanies 

infection rather than from the unavailability of testing facilities.  Informants report that 

HIV testing is pointless given the inaccessibility of anti-retroviral treatment and most 

residents do not view HIV testing as a useful tool for health care.  Resistance to testing is 

especially strong among youth, who feel that being HIV positive might prevent them 

from finding a spouse.  Young men agreed that it is better not to know one’s status 

because this knowledge can cause stress and keep a person from leading a normal life.  

According to a young male focus group participant,  

People are scared of being tested.  Some are scared to face the reality of 
life when they are told that they are positive.  Stigma and discrimination is 
rife.  The sick do not want to be associated with HIV/AIDS fearing they 
will be labeled as morally loose.  Others are scared because they think that 
if they discover they are positive, they will die early because they will 
constantly stress about it.  Married couples are especially scared, because 
if one of them is found to be positive it will lead to divorce. 
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In another focus group, a young woman explained that the stigma faced by 

women also prevents them from finding a spouse and leads to intense fears about their 

ability to become mothers.  All participants agreed with one woman’s comment that 

being tested and living openly as an HIV-positive person has no benefits.  

There is a fear among young people about being tested.  They know that if 
they test positive they will find it difficult to get a boyfriend or girlfriend 
to be married to.  If a girl is tested and is positive and she tells a friend or 
someone else, the rumor will spread and no men will be interested in her.  
Girls are afraid of not being able to have children.  They are scared that 
their children will not live long and will die young.  Men are not interested 
in marrying a divorcee or a widow.  A single mother finds it is very 
difficult to get a new partner, because people around her know her [HIV] 
status.  For women this is difficult because the people they live with are 
mostly their relatives and the people surrounding you know much about 
you and therefore will not be interested.  She has to marry far from her 
home where people do not know much about her. 

 
The stigma associated with HIV also promotes intense conflict and mistrust 

between spouses, especially when both individuals are infected.  Treating sexually 

transmitted diseases in secret is one way to conceal the truth from a spouse.  Discovering 

that a partner is concealing an illness leads to conflict accompanied by accusations about 

who infected whom.  

Men are not open when they take medication for related sexual diseases.  
They prefer to treat themselves in secret.  During treatment, they avoid 
sex with their wives giving various reasons.  They are also quick to blame 
their wives if she finds out that he was under medication.  Husbands 
quickly blame their wives for causing their infection.  However, some 
women who get AIDS are loose wives.  Their men went to work in 
neighbouring countries and now these women are having extra marital 
affairs. 

 
Many instances of discrimination originate from a lack of knowledge that leads to 

a fear of contacting the disease through casual contact.  Many Shona believe that physical 
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contact with HIV-positive individuals or their personal possessions is sufficient means to 

contract HIV.  Those who avoid contact with the sick do so thinking they are protecting 

themselves against the virus.  A male informant explained how his beliefs about HIV 

caused him to distance himself from a close friend. 

I had a friend who died of the disease.  From school we used to share 
everything but when he fell ill I was careful not share clothing with him. 
My worry was that if we shared clothes or toiletries as we used to do I 
might catch up the virus.  It was so painful because sometimes I tried not 
to show my friend that I was avoiding him, you know, I feel guilt but there 
is nothing I can do.  Life is unfair.  My friend was an innocent person. 

 
Some Shona believe that sharing plates of food with the sick or eating their 

leftover food is another way to transmit HIV.  Disposing of leftover food in a climate of 

chronic food insecurity food makes a powerful statement about fear of HIV.  A female 

informant explained that in her household, the perceived risk of contracting HIV through 

tainted food outweighs her knowledge that the disease is not spread this way. 

I try by all means to interact with them socially but I fear contracting the 
disease. They say you do not have to throw away their leftover food, but I 
can’t do that.  I think I will get the virus in the food.  The chronically ill 
are given their own plates of food to eat from.  When they are finished, 
their leftover food is given to the dogs. 

 
Family members will quarantine a person’s personal objects such as bed linens, 

utensils, plates and cups.  This behavior prompts further marginalization of the sick from 

normal interaction.  An adult female in a focus group discussion described her beliefs 

about sharing personal belongings with HIV-infected people.   

They are not allowed to share bed linen or utensils like spoons, plates and 
cups with the rest of the family.  Chronically ill persons are given their 
own things to use and are not supposed to use any other besides those set 
aside for them. I will believe that whatever they handle will spread the 
disease to me.  The ill have cups, plates and spoons of their own to prevent 
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them from infecting others.  Unlike food left over by someone who is not 
sick where we take it and eat it ourselves, food left over by the chronically 
ill patient – even that where he just ate one handful – is thrown away. 

 
Discrimination against the sick also arises from the overwhelming demand for 

daily care.  Caregivers find it difficult to keep up with the needs of the sick and as a 

result, the quality of care suffers.  In some cases, caregivers become frustrated and angry 

with the sick for becoming ill.  A male informant explained how the prolonged burden of 

care has gradually reduced the quality of care his aunt received from her daughter, 

When the illness is prolonged people become so fed up that they will 
neglect the person.  Prolonged illness makes people uncaring. They 
sometimes do not give food, do not bath them and this stresses the patient.  
I had my aunt who was sick and her daughter was looking after her.  Her 
daughter left her bedding uncleaned and did not change her clothes when 
they were soiled. 

 
Support for the sick wanes as their condition progressively worsens.  The kinds of 

care responsibilities for a bedridden patient are too intimate for a casual visitor.  The 

kinds of care giving required by those who are bedridden, one informant observed, might 

be too much for someone who is only willing to provide emotional support, 

Community members visit the sick to give emotional support when the 
sick can still walk.  As soon as the sick is bedridden, they move away.  It 
seems the community does not care whether you are dead or not once you 
are bed ridden.  Bedridden patients are the most problematic because they 
cannot walk to the toilet, especially when they have diarrhea, when they 
mess themselves people become reluctant to assist them.  You will hear 
people saying, “After all he got it for himself!” 

 
Accounts by HIV-positive people or people with AIDS highlight the daily 

avoidance they experience as relatives, friends and neighbors terminate 

encounters.  Overall, these accounts stress people’s elaborate efforts to distance 
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themselves from casual contact.  An HIV-positive woman explained how her 

disease has damaged her reputation as a produce vendor. 

Some prefer to fetch water from a different well than the one I drink from.  
When neighbors come to visit me most do not greet me with a handshake, 
they just ask you how I am feeling while sitting or standing far away from 
me.  If I sell fruits and vegetables, they are not bought since people are 
afraid that they might catch the disease.  The only way that I can sell my 
fruits and vegetables is sending someone to do that for me. 

 
An HIV-positive man in another discussion group expressed similar encounters 

and described how his friends are no longer willing to drink with him at the beer 

hall. 

 
The moment people know that I am infected they show it when we are 
drinking beer.  They do not want to share with such people and they do not 
accept drinking together with me. 
 
The stigma faced by the sick in public and in their homes also leads to a desire to 

withdraw from social interaction.  Psychological stress caused by uncertainty and fear 

about their HIV status can manifest in feelings of embarrassment, self-loathing, 

depression or denial that leads to further isolation.  As one male informant explained, 

those suspected of having HIV/AIDS withdraw from social contact and prefer to be 

isolated. 

Many of the sick do not disclose their status and are reluctant to open up.  
People do not disclose for fear of discrimination.  They tell their caregiver 
that they should tell whoever visits them that they are not around.  The 
main reason is that they don’t want people to spread the word that they are 
dying. 

 
This chapter has established a cultural context in which to understand the 

HIV/AIDS epidemic among the Shona.  Epidemiological trends of HIV suggest greater 
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disease prevalence in rural areas and among women.  Out migration and semi-urban 

settlements create environments of risk that contribute to a rise in HIV/AIDS prevalence 

rates.  The experience of HIV/AIDS among rural Shona households threatens a livelihood 

built on intensive labor in agriculture and a reliance on activities for cash generation.  The 

discussion highlighted those two components of the Shona livelihood system, the ones 

most vulnerable to the impacts of HIV/AIDS.  When individuals with HIV fall ill and 

become AIDS symptomatic, the health consequences are prolonged and severe.  A 

crumbling rural health care system without adequate resources for HIV/AIDS prevention 

or treatment leaves Shona households with few options.  Along with biomedical care, the 

Shona also seek diagnosis and treatment from healers who work with ancestral spirits or 

the Catholic Holy Spirit.  Traditional practitioners offer a combination of therapies meant 

to treat the body of disease and at the same time ward off evil spirits that might 

compromise an individual’s recovery. Finally, the chapter described the social stigma 

faced by people suspected of living with HIV/AIDS.  Shona perceptions of HIV/AIDS 

transmission vectors and the burden of providing care are responsible for negative 

treatment of the sick.  In many cases, people living with AIDS choose denial over 

acceptance of their illness and live in isolation to avoid stigma. 
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III.  LIVING WITH HIV/AIDS IN RURAL ZIMBABWE 

Gender inequality contributes to the increased risk of women to HIV infection 

(Gillespie et al. 2001).  Cultural systems in southern Africa, such as kinship, inheritance 

or religion, stress male dominance (Latre-Gato1999; Campbell 1995).  Numerous studies 

surrounding HIV transmission account for gender differences and emphasize increased 

risk faced by women (Seidel 1993).  The statuses and roles that women occupy in relation 

to men place them at greater risk for HIV infection (Farmer et al. 1996).  The prevalence 

rate among women in Zimbabwe is six times greater than it is among men.  Higher rates 

for women are associated with their limited power to negotiate sex, the age difference 

between sexual partners, and women’s involvement in transactional or commercial sex 

for survival. 

Gender Inequality 

The reason for Zimbabwean women’s enhanced risk, Rosenburg (2002) 

maintains, is the tendency for young females to have sexual relations with older men who 

are more likely than adolescent males to be HIV positive. Risk of HIV increases with a 

woman’s cumulative number of sexual partners and deceases with rising age at first 

intercourse.  Boerma et al. (2003) find that gender, age and marital status are the 

strongest predictors of HIV status.  Young women, aged 30 to 34 years, especially those 

who have already lost a husband to chronic illness, are at greatest risk for being HIV-

positive.  Occupation has less of an effect on risk, but women participating in non-

agricultural activities, such as trading or wage labor, are more prone to HIV infection.  

Commercial sex work places women at extremely high risk for infection and is clearly 
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linked to poverty.  Commercial sex workers in Zimbabwe express the fact that current 

drought conditions have exacerbated existing conditions of poverty and promoted sex 

work as a way to survive (Save the Children 2002). 

An interview with Eunice, a 40-year-old widow living with AIDS, illustrates how 

the concept of risk plays out.  Eunice’s case captures many of the issues faced by Shona 

households affected by AIDS.  Her story also demonstrates connections among gender 

inequality, migration and chronic poverty.  Eunice is a prominent member of the garden 

group4 who volunteered to share her personal story of survival.   

Eunice begins her story eight years earlier when she was 32-years-old and her 

husband was still healthy.  He was 39-years-old at the time and earned a salaried income.  

Eunice describes the years before his illness with a sense of nostalgia.  She managed her 

own garden, raising her four young children while pregnant with a fifth.  Their household 

was relatively better off than those nearby their homestead, was well kept and together 

they managed a large piece of land.  In a good year, they could produce more maize than 

the household could consume.  Maize and vegetable sales combined with her husband’s 

income paid for their children’s school fees and other expenses.  Eunice recalls, 

My husband was often away from home working for Chief Mandiya in 
Gweru.  He fell ill in 1997 with coughing, headache, sweating, dizziness 
and fainting.  Despite several visits to the hospital, his condition became 
worse.  Over the course of a year he was so sick he could no longer walk.  
In January, he died and everything changed. 

 

                                                 
4 The garden group consists of women who are chronically ill or have lost a spouse to chronic illness that 
cooperatively grow vegetables for home consumption and market sale.  Labor sharing among group 
members ensures that those who fall ill can still manage to benefit from the produce.  Women in the group 
also provide social and psychological support for one another. 
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During her husband’s illness, Eunice had depleted most of the household’s 

savings.  At his funeral, she had no choice but to appeal to her sister-in-law to provide her 

with a coffin for his burial.  Soon after his death, Eunice explained, she began to lose her 

mind.  She could not communicate coherently and felt constantly depressed. 

My condition only became worse with time and at its worst, I began to 
destroy my own homestead by setting fire to it.  At this point, my in-laws 
notified my father to come and take me and my children away.  Once I 
left, my in-laws took everything.  They divided my property amongst 
themselves. 
 

With the help of her parents, Eunice recovered but never returned to her former 

homestead.   

During the interview, Eunice paused for a moment and with a look of distress on 

her face began to talk about her new life in Chirumanzu near her father’s homestead. 

My new homestead was small and bare and the land I use for farming is of 
poor quality.  I cannot manage to feed my family and much of the food we 
eat comes from the food aid provided by CARE. 

 
She went on to explain that in 2000, she began to develop headaches similar in intensity 

to her deceased husband’s.  Her illness created intense anxiety and fear that she would die 

like her husband.  Visits to the clinic did not remedy her poor health and she sought the 

help of a traditional healer.  She said, I visited a nearby n’anga, but my headaches 

became more frequent and I developed severe backaches that would leave me bedridden 

for days. 

A severe drought in 2002 left Eunice and her children with little food and unable 

to afford health care, school or other expenditures.  As a coping strategy, she sold several 

chickens to buy food and worked for nearby households in exchange for bags of maize 
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meal.  This strategy was insufficient to meet her household’s needs.  Despite her illness, 

she sought work elsewhere, and leaving her children in the care of her father, traveled to 

Zvishavane to work in illegal gold mines. 

I worked as a laborer fetching water for gold-panners.  The work was 
difficult and it aggravated my back pains.  The money I earned was 
enough to purchase enough food [maize meal] for myself and my children 
to last the rest of the season. 

 
Although rains returned the next year, Eunice’s health had further declined and 

she was unable to work.  Swelling in her legs and generalized body pains left her 

bedridden for days at a time.  Neighbors finally came to her aid, eventually transporting 

her to a clinic for care.  Eunice’s symptoms suggested AIDS and, at the request of a 

nurse, she went for HIV testing.  The result of which was positive.  Eunice, devastated by 

the diagnosis, sought support from friends in the garden project. 

I try to live positively day by day.  I find my strength in God to care for 
my children.  The garden project has helped by providing us with another 
source of food and cash. 

 
At the end of the interview, Eunice explained that her household had little food as 

the current drought was likely to destroy what she managed to plant.  She was too ill to 

migrate in search of work again and will likely resort to selling her chickens in order to 

purchase food.  Eunice’s story touches on several of the issues: the young age of AIDS 

onset, the reliance on migration to seek work that generates cash, and how HIV/AIDS 

consumes labor and resources. 

Zimbabwe has the highest prevalence rates among youth for all of sub-Saharan 

Africa.  Between 2001 and 2002, the HIV prevalence rate for young women was eighteen 

percent and among young men it was five percent (UNAIDS 2003).  Surveillance data 
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demonstrate that HIV affects mostly women; 870,000 women as compared to 670,000 

men (UNAIDS 2004).  The CARE HLS reported similar findings in the southeastern 

Zimbabwe for 2004-2005.  Of the 518 cases in the dataset, the majority of people living 

with AIDS in the HLS dataset were adults aged eighteen to 65 years (85 percent), 

whereas missing age accounted for five percent of the cases and the elderly (over age 65) 

accounted for the remaining ten percent.  The average age of an infected person was 42 

years with a median age of 40 years.   This age group represents adults in their prime, the 

most important source of household labor and usually the decision-makers.  Of 

individuals with AIDS in the HLS, 63 percent were household heads and the majority (57 

percent) was women. 

Age is an important consideration when examining gender differences.  Figure 3.1 

disaggregates the AIDS-afflicted adult population by gender and age groups each bar 

representing the proportion of men or women. The figure illustrates two important points.  

First, the age group with the highest rate of AIDS is 31 to 35 years, the period during 

which many Shona first establish independent households.  Second, there are substantial 

differences in AIDS rates between men and women by age.  Women between eighteen 

and 30 years old have higher rates of AIDS than do men; 19 percent of women with 

AIDS are eighteen to 30 as compared to only nine percent of males.  This age range 

encompasses a woman’s early reproductive years and can have significant implications 

for mother to child transmission.  In all age groups above 30 years, males have a higher 

rate of AIDS than women do. 
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FIGURE 3.1 Proportion of AIDS cases by age group and gender 

 
The age differences between Shona men and women with AIDS reflect a 

tendency for older age men to engage in sexual relationships with younger women.  

Other studies show that women tend to form partnerships with men five to ten years older 

than they are.  The expectation among the Shona is that women should marry earlier than 

men do and the earlier sexual debut of women compared to men.  Older aged individuals 

also have had a greater number of partners and are at an elevated of HIV infection, a risk 

they pass onto their younger female partners (Gregson et al 2002). 

A woman’s inability to negotiate sexual relations with her partner is another 

factor contributing to enhanced risk for HIV.  The Shona tend to view contraceptives as 

props of a strategy married women use to conceal involvement in extramarital sexual 

Gender
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activity.  Men are generally anxious about control over women and feel vulnerable when 

they lack of control.  Thus, women and men resort to ‘hide-and-seek’ strategies, where 

women acquire and use contraceptives secretly while men search for evidence of such 

use (Chikovore 2002).  Shona men are likely to transmit HIV to their spouses, because 

men use condoms inconsistently and have intercourse outside of regular relationships 

(Meekers 2003).  In addition to condom use, the desire among men for vaginal dryness 

and tightness through the use of herbal and non-herbal preparations places women at 

higher risk for contracting HIV as well as other STDs (Brown 1993; Van de Wijgert et al. 

2001). 

Shona living with AIDS frequently lose their spouses to the disease. Like Eunice, 

more than half (58 percent) of such individuals in the HLS had lost a spouse in the 

previous four years.  Married women more often experience the death of a spouse than 

men do.  It is common to find an HIV/AIDS affected household where a widow has not 

only lost her husband to HIV/AIDS but is also chronically ill.  There is a strong 

association between gender and the loss of a spouse to a chronic illness (phi = 0.31, p = 

0.000).  Women with AIDS are nearly twice as likely as men to have lost a spouse (54 

percent) versus (23 percent). 

Chronically ill men who remarry place their new wives at substantial risk for HIV 

infection.  Men decide to remarry more often than women do. Chronically ill widows are 

significantly less likely to remarry (3 percent) as compared to widowers (20 percent).  

The men I talked with expressed a stronger desire to have a spouse, especially if he was 
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caring for children, while women emphasized their independence from men in their 

ability to provide for themselves and their children.   

One of the more significant obstacles to HIV prevention is the difference in power 

over sex between the genders.  A women’s subordinate position on the issue of sex makes 

it difficult for her to suggest condom use.  A female participant explains the lack of 

authority she has over sex in her marital relationship. 

It is difficult for me to change my matrimonial duties [sex] to my husband.  
Wives have no power to refuse men in bed even when they refuse to use 
condoms. 
 
Not all women encourage condom use.  Similar to men, many women I spoke 

with assert a preference for unprotected sex.  Another female informant explains how 

both she and her husband do not enjoy using condoms because they detract from sexual 

pleasure. 

I would use condoms if my husband chooses, but it is difficult to convince 
someone who is healthy to use condoms because they say, ‘who can eat a 
sweet in its paper? 

 
She goes on to explain that when a woman suggests condom use it implies that she has 

sex partners other than her husband.  By making a request for him to use protection, the 

woman also suggests he may be HIV positive. 

We cannot protect ourselves, because we rely on our husbands.  For us to 
suggest using the condom seems like prostitution.  If you get married, you 
don’t suspect anything, so you would want to be free and enjoy. 
 
Many Shona also believe that only visibly sick individuals pose a risk of HIV 

transmission and the belief leads to inconsistent condom use.  Regular sexual partners 

generally restrict condom use to situations when one of them is seriously ill.  Although 
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the partners may continue the practice for short periods of time it stops when health 

improves.  There is also a lack of awareness about HIV re-infection.  Nearly all of my 

informants agreed that all HIV infections are the same failing to appreciate that an 

individual can be reinfected with another variety of HIV that causes their health to 

deteriorate more rapidly. 

The spread of HIV, particularly among young women, is sometimes the result of 

female financial insecurity.  In exchange for sex, some women depend on an older male 

to provide gifts, a sugar-daddy, that help support their families. 

Young girls look for money for satisfying males.  At times they even have 
sex for food so they can feed their families…Wealthy men spread HIV by 
sleeping around with young girls from poorer families.  Teenage girls 
from poor households need money and so they solicit favours from males. 

 
Rural to Urban Migration 

Rural out migration in search of paid employment has become a regular feature of 

the Shona livelihood system since colonialism.  A quarter of all households have at least 

one member who, at the time of the survey, had migrated to send home remittances.  

Rural Zimbabweans, including the southeastern Shona, migrate to cities, towns, and 

urban centers in search of wage labor, and migrants often establish sexual relationships 

while away from home. Thus, rural to urban migration is another important factor to 

consider in an attempt to understand the risk of HIV infection. Rural-urban return 

migration patterns were initially responsible for the spread of HIV in remote rural areas 

two decades ago.  However, at the current stage of the epidemic most HIV/AIDS cases 

reflect pattern of infection within rural areas (Topouzis and du Guerny 1999; Brummer 

2002). 
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Studies of Zimbabwe’s migrant population yield mixed results regarding the 

significance of mobility as an explanation for HIV/AIDS rates.  Out-migration may be a 

contributing risk factor for HIV infection, but HIV is also endemic in rural areas and one 

who has never out migrated can also be at significant risk in his or her rural home. A 

comparison of migrants and non-migrants from the same place of origin by Coffee et al. 

(2005) revealed among the populations no significant differences in the HIV incidence 

rates or sexual behavior. 

Research in other parts of southern Africa demonstrates a more significant link 

between population mobility and disease (Muzvidziwa 2001; Brummer 2002). In general, 

individuals tend to move alone and are at greater risk of infection.  Seasonal or temporary 

migrants are likely to transmit the disease to their spouses or others in their home areas.  

Men living away from their families for job-related reasons, Stover and Bollinger (1999) 

show, are more likely to solicit commercial sex workers, thereby increasing the 

likelihood of contracting HIV.  

Patterns of return migration from rural areas to urban or other areas in search of 

wage labor is one way to explain high rates of HIV in rural areas.  Migration was a 

recurring theme in many of my conversations with members of Shona households 

affected by AIDS especially widows who once relied on their husbands remittances to 

support the household.  For instance, Ellen lives in Chirumanzu managing the household 

farm while her husband works as a civil servant for the district administration in the city 

of Zvishavane.  He had been in Zvishavane for four years but visited Ellen and his family 

a few times a year, usually around holidays and always sent money home on a regular 
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basis.  Ellen uses the cash to purchase maize seed, to pay the children’s school fees and to 

buy whatever groceries the household needs. 

Shortly after his last visit, Ellen’s husband fell seriously ill.  Rather than return 

home, he arranged to visit his brother in Kwekwe a nearby city and to seek treatment 

there.  Ellen suspected that her husband was hiding something from her.  Soon after her 

husband’s illness, Ellen also experienced chest pains and developed a rash on her arms.  

A physician diagnosed her illness as herpes but also she tested HIV positive.  Ellen 

confronted her husband with her diagnosis.  After they argued about who was 

responsible, he finally admitted concealing his condition from her.  Being HIV positive 

scared Ellen, but when she turned to her husband for support, he refused to speak to her 

about it.  Recently, Ellen went to Zvishavane to care for her ailing husband whose illness 

had become worse.  He was constantly bedridden, had lost his appetite, and a wound on 

his ankle that would not heal became severely infected.  The last time I spoke to Ellen, 

her husband’s condition was severe enough to require hospitalization in Zvishavane. 

However, interviews with migrants and their families suggest otherwise.  The 

tendency is for young males to engage in temporary out migration in search of paid 

employment.  Men return home regularly enough to contribute to the household during 

the start of agricultural cycle when fields need to be cultivated.  Distance and the cost of 

transportation home keep men away from their rural homes.  Many of the women I spoke 

to complained about the absence of their husbands only when remittances became less 

frequent.  They speculate that the drop in remittances has to do with their husbands 
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spending on entertainment or other women.  A young man in his twenties who recently 

returned from South Africa described why he and his age peers migrated. 

Young people are crossing to South Africa because they have families to 
support and nothing for them at home.  They are trying their luck down 
south.  In most cases, they end up suffering from the disease. These days 
even young girls are going to South Africa searching for employment.  
When they get there, things are not what they expected.  Many engage in 
sex to survive. 

 
Labor migration in Zimbabwe, as most other southern African nations, is one of 

the major strategies utilized by rural households to acquire cash that pays for food, 

primary education and health care.  A lack of cash earning opportunities in rural areas 

combined with intense drought and crop failure, as seen in 2005, may intensify 

movement out of rural localities as a coping mechanism. 

Of those who migrated in 2004-05, most travel to large cities of Harare, 

Bulawayo, Mutare, Masvingo or Gweru.  Their large informal economies provide 

opportunities for unskilled labor sales or small-scale street vending operations.  Besides 

cities, the second most popular destinations are rural towns or settlements and they 

account for 26 percent of the reported migration destinations.  Another nineteen percent 

travel to other rural areas usually to work on commercial farms or mining operations.  A 

small fraction (4 percent) travels internationally, and in most cases to South Africa. 

The average duration of migration is six years and the age at which migrants 

return home is 38 years old.  Most migrants (86 percent) migrate to a single destination. 

Duration of stay in urban areas is slightly higher than for rural destinations.  Migrants to 

Harare stay on average for ten years, while those destined for other cities or rural areas 

stay for about eight years.  Males engage in out migration for a significantly longer time 
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than females.  On average males will practice cyclical labor migration for seven years as 

compared to five years among females.  Both genders leave home for the first time at 

about the same age, but females end their careers earlier, at 36 years as compared to age 

40 among males.   

The onset of a severe illness hastens the decision to return home: 

I worked in South Africa until 2002 when I fell sick with chest problems.  
I came home where I was referred to the hospital.  I was hospitalized for 
three months.  I used to earn my living from construction, but these days I 
have no way to survive.  I have children but they live with their mother 
now since I can no longer support them. 

 
Studies show a common tendency among the HIV/AIDS afflicted who have migrated to 

urban areas to return to their rural homes at late stages of the illness (Knodel et al. 2003; 

Ainsworth and Over 2002).  Of adults with AIDS, 63 percent who migrated returned 

home due to a serious illness.  The high cost of living in urban areas motivates their 

return to rural homes, along with the fact that many have families who can provide care.  

A divorced woman who returned from South Africa describes the importance of a family 

support system when she returned home seriously ill: 

I worked two years as a farm laborer until my health became poor last 
year.  I came back to live with my parents because I am incapable of doing 
any work to support myself.  I came home to live with my parents.  I don’t 
have a household of my own.  This past year I was diagnosed with TB and 
have spent most of the savings I earned paying for hospital bills and 
transportation. 

 
Personal Accounts of HIV/AIDS 

Perhaps the most visible impact of AIDS on livelihoods is the loss of labor to 

prolonged illness and mortality.  Most Shona affected by AIDS are adults in their prime 

productive years, and with the onset of disease, households lose their valuable 
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contributions as primary laborers, breadwinners and decision makers.  AIDS also 

increases the household dependency ratio, creating a significantly larger burden for 

working members.  Thus, disease progression has a direct negative impact on the 

availability and productivity of household labor.  This section examines the relationship 

between labor loss and disease beginning with the range of AIDS-related symptoms. 

The personal accounts of AIDS affected people emphasize how the onset of 

illness has left their households in a precarious situation.  Most of my interviews confirm 

this relationship by demonstrating that a loss of labor results in a reduction of production 

activities.  A female informant describes how she and her husband, both suffering from 

AIDS, are unable to work. 

I am 32 yrs of age and have been ill since 2003.  I am so ill that I can’t do 
heavy work. I was diagnosed TB. I am married, but my husband is not 
working because he is sick too. Sometimes he assists, but he can’t do 
anything.  He had TB, but it was treated.  Since December, he has had 
severe stomach pains so nobody could work in the fields and none of us 
felt well enough to go for maricho. 
 

Telling a similar story, a male informant carefully outlines why his household cannot 

afford many of its basic needs due to AIDS. 

I am 54 years old, married and have two wives and five children.  I used to 
work in a mine and left the job a few years ago when I was no longer 
feeling well.  I suffered from herpes and had serious chest pains.  Since 
then, I have not been working and am staying home. My health worsened 
this year since I developed a case of herpes and, at one point, I started 
vomiting blood.  I sweat at night and, at times, I feel so cold that blankets 
are not enough to keep me warm.  Today I have chest pains and a serious 
headache.  Because of my poor health, I am unable to do anything to 
support my family.  I cannot afford to buy uniforms and books for my 
children.  Long back, I used to keep and sell pigs but now I am unable to 
do such work.  This season I was not well enough to plow as I used to do 
and now my household has a shortage of food. 
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Measuring the household dependency ratio5, or the ratio of non-working members 

to working members, helps assess the impact of AIDS on household labor supply.  

Comparison of the mean dependency ratio for AIDS-affected and non-affected 

households reveals a significant difference in the dependency ratio (p=0.000).  The 

dependency ratio is 1.3 dependents per working member in AIDS-affected households as 

compared to 0.9 in non-affected households.  This means that each working members in 

an AIDS-affected household has to support 1.3 other individuals in addition to him or 

herself.  A high dependency ratio in AIDS-affected households is likely due to an 

individual being unable to work because of his or her illness.  Greater care giving 

responsibilities for the sick keeps female labor occupied at home thus raising the 

household dependency ratio.  

Nearly all households (92 percent) caring for an adult with AIDS report that 

sickness has led to a loss of labor.  The loss of prime age adult labor to AIDS is 

especially daunting when the household head falls ill.  HLS data shows that in 63 percent 

of AIDS-affected households, the household head, primary breadwinner and decision 

maker is seriously ill.  In addition, another four percent of the general household 

population experienced the death of the household head in the twelve months before the 

survey.  Both situations pose the challenge of finding new strategies of mobilizing labor. 

Comparing the labor contributions of individuals before falling ill with their 

contributions during 2004-05 shows the impact of labor loss due to AIDS on livelihood 

activities.  The data shows a dramatic decline in individual contribution to livelihood 

                                                 
5 Dependency ratio is calculated as (# of members not working or contributing to the household) / (# of 
members who contribute labor). 
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activities.  Overall, AIDS has a strong relationship with an individual’s labor contribution 

the household (phi = 0.60, p =0.000).  In the worst cases, AIDS can wipe out all labor 

contributions; 40 percent of adults with AIDS did not farm or work on any income 

generating activity during the twelve months before the HLS (as compared to four 

percent of those adults prior to the onset of disease). 

There are three main types of labor in the Shona livelihood system: agricultural, 

non-agricultural or cash oriented, and domestic.  All categories show a strong statistically 

significant and strong relationship between AIDS and the reduction or cessation of labor. 

The disease most drastically affects agricultural labor contributions.  The majority of 

those with AIDS (65 percent) are not involved in any form of agricultural labor on the 

household farm (phi = 0.58).  Table 3.1 shows the proportion of individuals involved in 

agricultural activities before and after the onset of AIDS.  Cultivation, the most labor-

intense activity, exhibits the greatest percent change (87 percent).  Less labor-intensive 

agricultural work, such as crop processing, remains somewhat less affected (77 percent 

change).  The loss of adult contributions for agricultural activities will be discussed in 

detail in the next chapter, but in summary, it results in lowered utilization of arable land 

and lowered crop production. 
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TABLE 3.1 Agricultural labor contributions before and with AIDS 
 

Agricultural Labor Before AIDS With AIDS
Weeding 92% 18%
Planting 91% 18%
Cultivation 90% 12%
Harvesting 90% 17%
Crop Processing 82% 18%
Tending Livestock 70% 14%
Misc. Heavy Labor 70% 16%  

 
 

Besides agricultural activities, HIV/AIDS results in the loss of labor for income-

generating activities.  Similar to agricultural work, the majority of adults with AIDS (62 

percent) are not involved in income generating activities and the relationship between 

AIDS and involvement is strong (phi = 0.59).  Table 3.2 compares the proportions of 

individuals involved in 13 income-generating activities before and after the onset of 

AIDS.  The casual sale of agricultural labor is the most heavily affected type of work.  

The majority of individuals (87 percent) who sold agricultural labor before falling ill are 

no longer working.  Less labor-intensive forms of work, such as livestock sales, is less 

affected by the onset of AIDS (67 percent change).  The loss of income generating labor 

means a loss in cash for the household placing additional burdens on meeting essential 

expenditures. 
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TABLE 3.2 Income generating activities before and with AIDS 
 

Income Generating Labor Before AIDS With AIDS
Casual Agricultural Labor 69% 9%
Vegetable Sales 67% 17%
Crop Sales 61% 8%
Casual Non-Agricultural Labor 60% 6%
Petty Trade 45% 9%
Government Public Works 43% 6%
Livestock Sales 33% 11%
Beer Brewing 32% 4%
Formal Salary 19% 3%
Fishing 16% 2%
Skilled Trade/Artisan 15% 2%
Gold Panning 15% 0%
Medium/Large Business 7% 1%  

 
 

AIDS also has a strong impact on domestic work, the last labor category, (phi = 

0.55) and most affected people (65 percent) do not perform any domestic tasks (see Table 

3.3).  The impact of AIDS on domestic work is far less dramatic than it is on agricultural 

labor or income-generating activities: 21 percent of the people with AIDS performed the 

three main domestic tasks.  Table 3.6 compares the proportion of individuals involved in 

these tasks before and after falling ill.  The most affected type of work is cleaning the 

homestead.  The majority of individuals (64 percent) performing domestic tasks before 

falling ill no longer do so.  Childcare is least affected by the onset of AIDS (61 percent 

change) because most parents still care for their children despite their illness.  The loss of 

domestic labor means that other household members, such as children or the elderly, bear 

a greater burden.  In some cases, members of other households will come live in the 

AIDS affected household to take on these responsibilities. 
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TABLE 3.3 Domestic labor contributions before and with AIDS 

 
Domestic Labor Before AIDS With AIDS
Cleaning 78% 28%
Child Care 75% 29%
Cooking 70% 25%  

 
 

The symptoms and illnesses associated with AIDS have a direct correlation with 

the loss of labor.  As the health of individuals declines with the progression of HIV, the 

number and duration of opportunistic infections increase.  These infections eventually 

lead to death and in most cases the time from infection to death is about eight years 

(UNAIDS 2005).  Individuals become bedridden with the onset of AIDS they do not have 

the energy to get up.  People who are too sick to leave bed do not participate in 

housework, but equally important they require constant care.  On average, a chronically 

ill person is bedridden for fourteen days or nearly half of the month.  A substantial 

proportion of this group, 26 percent, is bedridden for 22 or more of the past 30 days. 

Leonard, a 45-year-old male with AIDS, explained how his chronic illness 

reduced his capacity for work to just a couple hours in day.  At the time of the interview, 

Leonard was being treated for TB and exhibited significant wasting in addition to 

swelling in his legs. 

I am the head of my household, but I can barely contribute because of my 
illness.  Take for example yesterday, that day I was feeling better 
compared to others.  I woke at seven in the morning to open the cattle 
kraal to let them out to graze.  This was easy.  Then I spent the next three 
hours working in a small vegetable garden.  This exhausted me.  When I 
returned home, I fixed some porridge with a cup of tea.  I had to recover.  
After eating, I managed to repair part of my fence, but this soon tired me 
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and I went home to rest.  I slept until that evening when I ate sadza and 
vegetables with my family and then immediately went to sleep again. 

 
Major symptoms of illness, like those Leonard experienced, have a significant 

effect on an individual’s capacity to work or demand care giving services from other 

household members.  Weight loss or severe wasting has the greatest impact on labor as 

measured by the number of days that an individual was bedridden during the 30 days 

before the HLS.  Individuals reporting this symptom were bedridden fifteen days on 

average as compared to ten days for those who did not experience it.  Besides wasting, 

which affects 92 percent of people with AIDS, individuals with chronic diarrhea or TB 

were bedridden two days longer on average than those who did not have this symptom. 

Prolonged fevers require the greatest amount of care. Individuals experiencing 

such fevers received seventeen hours of care in 48 hours as compared to twelve hours for 

those without the symptom (p = 0.039).  The responsibilities of care, equivalent to a full 

time job significantly restricts the amount of labor time available for production 

activities. 

Individuals with minor symptoms such as abnormal swelling were bedridden for 

three additional days as compared to those without it.  Swelling diminishes a person’s 

mobility, a prerequisite for completing household chores or doing other kinds of work. A 

female informant described the consequence of leg swelling. 

I can’t do much work.  My legs are painful and sore.  My movement is 
limited.  I rely on my children for work, but they can’t cope with the 
added responsibilities. 
 
Increased care giving responsibilities for a sick person is another way that AIDS 

reduces a household’s labor capacity.  An adult female usually becomes the primary 
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caregiver, and care giving can consume a significant amount of time.  The majority of 

sick individuals (78 percent) received care from another household member during the 48 

hours before the HLS.  On average sixteen hours over 48 hours, or eight hours per day, is 

providing care for the sick. 

This chapter has examined the principal reasons for the growing HIV/AIDS 

epidemic in rural southeastern Zimbabwe especially among women.  The rising infection 

rates among women are due in part to persistent gender inequality among the Shona 

based on the subordinate role of women in sexual relations.  The age difference between 

spouses and sexual partners intensifies risk of infection for women. At marriage, men 

tend to be older and to have had more partners than their wives.  The spread of HIV into 

rural areas may be accelerated due to cyclical rural to urban migration.  Although HIV 

infection may have initially traveled to rural wards from cities, towns or urban centers, 

social and cultural conditions in rural wards now account for infection.  The onset of 

AIDS brings about dramatic changes in the household, especially surrounding the 

availability of labor.  Opportunistic infections reduce the labor capacity of adults by 

reducing energy, impairing ability or restricting the severely ill to bed rest.  Prolonged 

illness also creates an increased demand for care giving.  Caregivers, typically adult 

women, commit a greater proportion of their labor to the needs of the sick.  Time that 

could be spent performing agricultural or income generating work is sacrificed for the 

well-being of the ill member. 



 105

IV.  IMPACTS ON HOUSEHOLD LABOR AND LIVELIHOOD ACTIVITIES 

The negative impacts of AIDS on household labor results in a disruption of 

livelihood activities and causes households to reconsider their livelihood strategies.  The 

shock of HIV/AIDS begins with the loss of labor due to a prolonged illness or recent 

death.  Care-giving obligations, usually performed by females, can further diminish a 

household’s available labor supply.  Households in Southern Africa lose approximately 

two person-years of labor during the prolonged chronic illness associated with AIDS 

according to one estimate (FAO 2002).  This impact varies depending upon the person’s 

role in agricultural production and the phase of the agricultural year when the person fell 

ill or died as Gillespie (1989) shows for Rwanda.  All households faced with the onset of 

AIDS must decide how to reallocate their labor resources for domestic, care giving, 

agricultural and income generating activities. 

Labor and Household Activities 

The organization of labor in the Shona household is tied to a system of household 

agriculture within a patrilineal system of authority.  The labor demands of agriculture 

activities have priority over the demands of other activities labor and the household’s 

married male mobilizes labor accordingly.  A patrilineal system of land inheritance and a 

patrilocal system of household formation encourages the development of large family 

homesteads centered on male authority (Bourdillon 1976).  Patrilineal land inheritance 

provides a man’s sons with the rights to inherit his land.  Typically, the eldest son inherits 

first and obtains the largest and/or most productive piece of land.  Although related 

through patrilineal descent, daughters do not receive land from their fathers.  Wives are 
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also not entitled to land, but will commonly continue to live on her husband’s property 

even after he has died.  After marriage, sons will set up a household on part of their 

father’s land.  The Shona also practice partilocal residence patterns, which mean sons live 

close to their father, while daughters will marry and move away from her father’s 

homestead.  Eventually, sons will come to inherit the land on which they have established 

their homestead. 

Most of the households I interviewed were monogamous, although among the 

Shona it is culturally acceptable to engage in polygyny.  In my discussions with men with 

more than one wife, they explained that their right to have multiple wives depends on 

their ability to support them and their children.  Few men practice polygyny and most of 

the women I spoke to did not see this form of marriage as desirable, because it is prone to 

cause jealously and unequal treatment of children.  A couple scenarios captured the 

majority of polygynous households I encountered.  First, a man belonged to the Apostolic 

Church, an evangelical Christian group that encourages men to take more than one wife.  

Second, a man took his brother’s widow as a wife, also called the levirate.  In my focus 

group discussions, participants said that Shona now discourage this form of polygyny 

(the levirate in anthropological terms) because they think it promotes the spread of HIV. 

Traditionally, men are responsible for agricultural production, including clearing 

and plowing land, and tending cattle.  Women participate in agriculture by weeding, 

threshing and processing crops.  The absence of males who migrate is accelerating 

changes in gender roles away from traditional divisions.  Many women take on complete 

control of their household’s livelihood activities in addition to fulfilling responsibilities 
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for childcare, cooking meals, fetching water, and tending livestock.  Although women 

contribute the majority of household labor, they do not have complete decision-making 

authority.  Men still control the means of production through their authority over land 

rights, ownership tools, and control of cash for agricultural inputs. 

A Shona household, called a musha, is a residential compound that encompasses 

the individuals, material structures and land belonging to a household head with complete 

decision-making authority.  Households independently farm agricultural land and engage 

in cash generating activities to meet their individual needs.  Traditionally, independent 

Shona musha belonged to larger compounds, called chizvarwa, that included several 

households occupied by extended kin and living on a single homestead under the 

authority of a patriline’s eldest male.  The chizvarwa organized a large pool of 

agricultural labor, and acting as a corporate body protected its members during times of 

crisis by pooling food (Boudillon 1976).  The disappearance of chizvarwa is due to the 

fragmentation of land holdings, increasing land pressure, out migration of young male 

laborers, and the movement away from agriculture in favor of cash oriented activities.  

The chizvarwa strategy of household organization is increasingly uncommon and less 

frequent today than it was in the past. 

Although chizvarwa have become less common, mutual support among kin is still 

an important part of Shona culture.  Independent musha form extensive social networks 

that allow for the regular flow of resources, such as food, cash, cattle and labor for 

normal livelihood activities. In times of crisis, musha rely on resources from these social 

networks in coping strategies.  Table 4.1 provides the proportions of household requests 
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for assistance to kin and non-kin.  The table’s kinship relations are those between an HLS 

respondent and the household head.  The purpose of the table is to demonstrate that extra-

household ties, especially kin ties, remain important despite the independence of 

households as productive units.  The significance of these ties will be discussed in later 

chapters that consider the lending of draft cattle and gifts of food or cash.  Most support 

from extra-household ties flows from extended kin relations (62 percent), but non-kin 

(friends and patrons) and institutional ties also make important contributions.  However, 

the future of traditional support systems is uncertain because most relatives are 

experiencing their own losses and are unable to take on additional responsibilities. 

 
TABLE 4.1 Sources of support through a the household head’s social network 

 
Sources of Support % Instances of Assistance

Kin 62%
Children / Grandchildren 19%
Uncles / Aunts 17%
Parents / Grandparents 15%
Brothers / Sisters / Cousins 11%

Non-Kin 23%

Institution 15%
Religious Group 7%
Traditional Leader/Figure 4%
Local Institution 4%  

 

HLS data show that the majority of Shona households are small independent units 

with an average of 6.3 members.  The importance of household size lies in the number of 

individuals whose labor can be mobilized for production activities.  At the same time, 
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individual households can continue to rely on the social ties that once bound the 

chizvarwa, especially for the purposes of accessing labor.   

The Shona practice a patrilineal kinship system where children belong to their 

father’s family.  The Shona are also partilocal, sons settle with their wives close to the 

homestead of their father.  The eldest male are typically seen as the household head, with 

the greatest authority over members, but not necessarily the primary breadwinner of the 

household.  The bulk of a household’s productive labor force consists of adults aged 

eighteen to 60 years.  Children as young as five years and elders over age 60 also 

contribute, but their contributions supplement the labor of adults.  Household 

composition and available labor supply varies over the course of a household’s lifespan.  

Figure 4.1 provides the total household labor supply by age of the household head and 

shows the composition of this labor force by age.  The labor force gradually increases 

until the household head is 51 to 55 years old.  At this point, he or she has the largest 

labor force at his or her control.  These households are able to mobilize the most labor 

and have the greatest productive capacity.  After age 55, the proportion of the adult labor 

force begins to decline with a greater number of elderly and children contributing. 
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FIGURE 4.1 Labor force of non-affected households by age of head 

 
The onset of AIDS disrupts this normal trend in household labor supply and has 

several implications for a household’s productive capacity.  Most importantly, the 

disruption attributed to AIDS greatly reduces labor supply during a household’s peak 

productive years and may thus diminish the unit’s ability to amass wealth and savings for 

the future.  Figure 4.2 provides the composition of household labor force by age of 

household head for AIDS-affected households.  AIDS-affected households have a smaller 

labor force during the most potentially productive years of a household head, ages 46 to 

60 years.  The trend in labor force is greatly disturbed with an early peak, followed by a 

dip and then a slow and unsteady climb.  Since AIDS is most prevalent among adults, 

there is an expected drop in adult labor.  The figure suggests that a greater proportion of 

the labor force in AIDS-affected households consists of children and the elderly.  The 

Age of 
Labor 
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changing age composition of the labor force among AIDS-affected households has 

negative implications for the quantity and quality of labor available for production 

activities. 
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FIGURE 4.2 Labor force of AIDS-affected households by age of head 

 
Care Giving 

Outside of production activities, meeting care-giving responsibilities for children, 

the elderly and the sick is another objective of household labor.  In the case of AIDS-

affected households, care giving for the chronically ill removes labor from production 

activities.  In addition, children from other households whose parents died of AIDS also 

require care.  The responsibility for patient care and looking after orphans falls squarely 

on female relatives.  Zimbabwean caregivers spend an average of 29 hours per week 

Age of 
Labor 
Force 
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looking after the sick (Hansen et al. 1998).  Most caregivers take time away from 

production activities to care for the sick.  Among AIDS-affected households in Zaka 

District, 68 percent gave up time from an income generating activity and 80 percent from 

agricultural work in the 48 hours before the HLS to care for someone suffering from 

AIDS (CARE 2005b). 

The household head’s spouse often serves as the primary caregiver.  Female 

household heads find it difficult to accommodate the needs of the sick and serve as 

breadwinners, because they possess fewer productive assets and have limited access to 

employment opportunities (Mutangadura 2000).  Women also face difficulties of their 

own, including relationship problems with their in-laws due to accusations of infection, a 

loss of time for childcare and the need to find additional sources of food and cash 

(Magadi 1992).  The elderly and children play important roles in providing care either to 

supplement the activities of adults or as sole caretakers.  

My granddaughter has since dropped out of school to take care of me.  
She cooks porridge in the morning and helps feeding me.  She is only 
thirteen years old. 

 
Informal care giving from outside the household through kin or non-kin 

relationships is another way to supplement the efforts of household members. As Table 

4.2 shows, the majority of primary care givers are members of an HIV/AIDS afflicted 

person’s immediate nuclear family, typically a spouse or child (CARE 2005a).  Extended 

family members play a less frequent role as primary care giver.  In those cases where an 

extended family member cares for the chronically ill, the sick person usually does not 

have spouse or grown children nearby who can do so. Few chronically ill people are 
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cared for by non-kin and there is little support outside of the family network.  In addition, 

communities suffer from a lack of effective support organizations and the confused roles 

of traditional and government authority in caring for the population (Drinkwater 2000).  

As a result, family structures are overburdened as the demand for care continues to grow. 

 
TABLE 4.2 Relation to primary care giver 

 
Primary Care Giver Relation % of Adults with AIDS

Nuclear Family 70%
Spouse 27%
Child 24%
Parent 19%

Extended Kin 28%
Uncle/Aunt 8%

Cousin 8%
Grandparent 8%
Grandchild 4%

Non-Kin 2%  
 

The majority of adults living with AIDS require the daily assistance of caregivers.  

The needs of the chronically ill place high demands on caregivers and many patients 

require more than one provider.  Most adults living with AIDS (79%) are attended to by 

one or more caregivers in the past 48 hours.  The most common scenario is a single 

caregiver, but in 40 percent of cases, adults received care from more than one provider 

(CARE 2005b). 

The onset of AIDS leads to recurring opportunistic infections and general fatigue.  

A decline in health prevents many adults from engaging in self-care activities they once 
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took for granted.  Caregivers’ support ranges from performing basic domestic tasks to 

providing intimate types of care such as bed bathing.  Table 4.3 summarizes HLS data on 

the types of services provided by caregivers to adults living with AIDS 48 hours before 

the survey.  The most common services were domestic work, such as cooking or 

cleaning, and helping sick people to get around the homestead.  The quality of care is 

difficult to capture in a survey but informants described wide-ranging situations that vary 

on a case-by-case basis. 

 
TABLE 4.3 Care giving activity provided in the past 48 hours 

 
Care Giving Activity % of Adults with AIDS

Comfort or Support 89%
Cooking 83%
Cleaning 79%
Mobility 68%
Accompany to Clinic 60%
Child care 57%
Administer Medication 34%
Bed bathing 25%
Treating wounds 22%
Hand feeding 8%  

 

Agriculture 

The emphasis on labor-intensive maize cultivation among the Shona makes their 

livelihood system vulnerable to the impacts of AIDS.  Farming activities and the timing 

of these during the agricultural season depend upon sufficient amounts of labor.  Labor 

bottlenecks due to illness or death can threaten the success of cereal production.  Maize 

serves as the primary food staple as well as an important market commodity exchanged 
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for cash or bartered for goods or services.  Small grains, such as sorghum and millet, are 

grown on a smaller scale and serve as a form of drought insurance.  Maize production is – 

labor and resource- intensive requiring significant inputs of draft power, manual labor, 

commercial seed and fertilizer.  The deterioration of household labor due to AIDS can 

have a powerful negative impact on maize production leading to significant declines in 

output. 

The Shona organize household activities around the demands of maize 

production.  Labor requirements fluctuate and the types of inputs necessary for 

cultivation vary at different points in the agricultural cycle.  Household labor is in 

greatest demand early in the season for land cultivation and subsequent weeding.  

Household members are free to engage in cash-generating work during the agricultural 

off-season.  The start of the agricultural season depends on rainfall to loosen the hard 

clayey soils typically found in communal wards.  After having baked during the summer 

months, soils in this area are impossible to till without sufficient rainfall.  Cultivating 

land for maize is performed with a plow drawn by cattle or donkeys.  An individual, 

typically a male, guides the plow.  Not only is this difficult work, but it must be done 

quickly so that when the maize seed is planted it can benefit from the early rainfall.  As 

soil is tilled, seed is planted by dropping kernels into the row.  If the soil is cultivated by 

hand rather than plow, seed is planted using a stick to poke holes in the rows.  Obtaining 

seed on the market can be difficult and expensive.  Zimbabwe imports all its hybrid 

maize seed from South Africa and, as inflation soars in Zimbabwe, the price of seed 

becomes increasingly difficult to afford. 
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Households with draft power share draft cattle with households related through a 

paternal bloodline.  Households that belong to the same lineage have the cultural right to 

make such requests.  Thus, it is important that the owners of draft power complete tillage 

of their own fields quickly so that they can meet the requests of their kin.  In addition, 

households often take advantage of the demand for draft power by selling their services at 

a premium. 

The following case is an example of a household that does not have access to 

draft cattle, own or through a lineage, that could completely meet its needs.  The Bernard 

household, like many households purchase draught power at a premium.  The high cost of 

draft power is related to the fact that most households do not have sufficient access to 

draft power.  As a result, there is widespread demand and limited supply. 

Bernard, age 60, lives with his wife, three children and one young grandchild.  He 

has five acres of land to till, but in 1992 the household lost all of its draft cattle to a 

severe drought and since then have been unable to accumulate enough resources to 

purchase more.  To make matters worse, Bernard has been chronically ill for the past two 

years suffering from tuberculosis and debilitating backaches.  He cannot cultivate his 

land by hand hoe given his poor heath his children could not complete the job on their 

own.  Even if his household were to borrow the necessary cattle, he would not be well 

enough to manage the team.  Bernard does not have any kin nearby who own cattle and 

his only choice is to hire a team owned by a neighbor. 

After negotiating with his neighbor, Bernard secured what he felt was a “good 

deal.”  He paid Z$500,000 (US$25) for the team to till a three acre plot further away from 
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his homestead and another Z$600,000 (US$30) to till a small, rocky two acre plot 

adjacent to his homestead.  Thus, he paid Z$1.1 million (US$55), equivalent to about 250 

kilograms of mealie-meal, or enough to feed his family for five months. 

In addition to buying draft power, Bernard had to purchase ten kilograms of 

hybrid maize seed for Z$80,000 (US$4).  Another burden on an already cash-strapped 

household.  A few months ago, Bernard was transported and admitted to the district 

hospital for treatment and remained there for three months.  Hospitalizations depleted 

most of his savings and amplifying the negative effects of buying seed.  Although this 

was a relatively small expenditure compared to the cost of draft power, it required 

planning to ensure there would be enough cash left over after hospitalization to cover the 

cost of seed. 

The second major labor input for maize production comes with weeding.  Over 

the course of a regular season, a maize field has three weeding cycles the amount of labor 

required depending on the amount of land cultivated.  The window of opportunity for 

weeding is much larger than for tillage and the work can be spaced out over time.  This 

means that weeding is a regular activity, not once off like tilling, and labor must be 

available over the entire growing season.  Failure to weed young maize is especially 

damaging because the crop’s development may be stunted.  In addition to regular 

weeding, maize requires regular rainfall during the growing season to sustain growth.  

Dry spells common in the study area, threaten the viability of maize and can cause it to 

wilt before producing cobs. 
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The humwe, or work party where a host provides food and drink in exchange for 

work, exemplifies how a household invests resources mobilize additional labor for 

intensive activities like weeding or cultivation.  A typical humwe runs from early 

morning until late afternoon.  During fieldwork, few households organized humwe 

explaining that doing so might cost more than hiring individuals to do day work.  The 

benefit of holding a humwe is the possibility that a household may get its crop planted on 

time given the time constraints of crop production in rainfed agriculture and of 

processing a crop.  Households that fail to get their crops into the ground at the right 

moment can miss the rains or delay their harvest. Humwe participants usually belong to 

the household’s social network and are from the same village or neighboring villages.  

Kin and neighbors (sahwira) living often attend humwe.  Traditional leaders, such as 

Village Heads, encourage attendance by stressing kubatana of villages the cooperative 

ethic.  Participants are less likely to show up on days when many activities are going on 

in the villages.  Thus, the best time to hold a humwe is before agricultural activities peak.   

When I revisited the Bernard household in June after the harvest season, Bernard 

reported that his output was far less than he anticipated.  A long dry spell in January 

destroyed the maize crop on his two-acre homestead plot and, on the other three-acre 

plot, he harvested enough maize for 50 kilograms of mealie-meal.  He invested a total of 

Z$1,180,000 (US$59) for a return of only 50 kilograms.  Bernard, a master farmer with a 

strong reputation, is now searching for ways to bridge his household’s food supply gap.  

His situation is not different from other household heads and in many respects his 

household did better than other households unaffected by AIDS.  However, the facts that 
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Bernard’s health will continue to decline and that he will require additional hospital visits 

make this harvest especially troubling. 

Drought years, especially those when the rains fall late and for a short time, place 

higher than normal pressure on household labor during the cultivation phase of 

production.  Rainfall during the 2004-05 season arrived far later than expected, in 

December rather than September or October.  As a result, the window of opportunity for 

households to prepare their fields for planting was much narrower creating a surge in the 

demand for draft power.  Households, like the Bernards, paid higher costs for draft power 

than in prior years for the same amount of work.  Households that did not have access to 

draft power relied on hand hoes for field cultivation.  Hand cultivation takes considerably 

more labor and progress is slower.  Regardless of the method used to prepare land for 

planting, there was a general shortage of imported hybrid maize seed and what was 

available on the market was too costly for most households.  Without seed, tilled fields 

lay dormant until a household can obtain gifts of seed from a neighbor or relative. 

The short duration of the first rains in 2004 stressed the labor capacity of 

households.  Cultivation and planting had to be completed before the rains ended, but 

many households lacking draft power or relying on hand cultivation could not get seed 

planted on time.  As a result, late germinating maize missed most of the early rainfall and 

faced a long dry spell in 2005 from January to March.  Maize growth was stunted and in 

many cases completely failed.  When the rains began to fall again in March, crops were 

already damaged or dead.  Those fields that survived the dry spell yielded poor harvests.  

A late harvest from May to June, rather than in April, showed extremely low levels of 
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production falling far short of pre-season expectations.  Figure 4.3 summarizes the 

sequence of agricultural activities associated with maize production and compares a 

“normal” year to the study year. 

 
 

Activity 
‘Normal’ Season 2004-05 Season 

Land cultivation 
[Begins with the first rains 
and requires draft power 
along with high inputs of 
manual labor] 

September – October 
Rains expected to be heavy 
and regular. 

December 
Rains fall heavily at first.  
High demand for draft 
power and manual labor 
during a narrow timeframe. 

 
Planting 
[Requires purchased seed 
and fertilizer with moderate 
amount of manual labor.] 

 
November 
Depends on sufficient and 
affordable seed and 
fertilizer on the market. 

 
January 
Seed and fertilizer shortage 
combined with high costs. 

 
Weeding & Fertilizer 
application 
[Weeding is a regular and 
labor intensive activity.] 

 
December-February 
Depend on regular rainfall 
to sustain crop 
development. 

 
February-April 
Insufficient and intermittent 
rainfall. Rains return in 
March – crops damaged. 

 
Harvest and Crop 
Processing 

 
March-April 
Main maize harvest. 

 
May-June 
Late harvest. Significant 
damage to crop. 

   
FIGURE 4.3 Seasonal calendar for maize production, “normal” and study year 

 
Small grain production in the study area is secondary to maize, but offers 

protection against complete crop loss in case of a drought.  Millet, sorghum and rapoko 

perform better under drought and require fewer inputs.  Shona farmers do not purchase 

seeds for these crops; rather they keep from the previous harvest.  Neither fertilizer nor 

draft power is required, because the soil is prepared by hand hoe.  Households that plant a 

greater proportion of their land in small grain as compared to maize have lower input 
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expenditures.  However, small grains have a lower market value than maize, and Shona 

consider them less desirable food.  

 Ecological conditions also influence the household decisions to plant small grains 

over maize.  Households in drier areas plant a lower proportion of their total cultivated 

area in maize.  Although cultivation of land for small grain is not higher than maize, this 

difference represents a relatively greater dependence on small grains as staple cereal.  

Figure 4.4 compares the land areas for maize and small grains cultivation by agro-

ecological zone.  Zone 3 has the highest average rainfall in the study area, while Zone 5 

has the lowest.  The figure shows that as local ecology becomes drier households devote 

more land to small grains.  The correlations for maize and small grains are both 

statistically significant across zones (Pearson = -0.35 for maize and 0.34 for small 

grains).  The decision to cultivate arable land decreases as the ecology becomes dryer.  In 

Zone 3, all land is under cultivation as compared to 83 percent in Zone 5.  Households 

reported lack of rainfall as a reason not to cultivate land in a manner consistent with 

ecological differences:  lowest in Zone 3 (30%) and 4 (47%), and highest in Zone 5 

(54%) (Cramer’s V = 0.1, p=0.000). 
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FIGURE 4.4 Cultivated land planted by crop and agro-ecological zone 

 
The other variable affecting the decision to cultivate is HIV/AIDS.  A 

combination of labor shortfalls and generally dry conditions has unfavorably affected 

AIDS-affected households by lowering their capacity to utilize arable land for 

agriculture.  Other factors indirectly linked to HIV/AIDS, such as having less cash to 

purchase agricultural inputs and divestment of draft power also help explain this HLS 

finding.  Analysis of these data demonstrates a relationship between declines in land 

utilization and cereal production and HIV/AIDS.  Other studies of HIV/AIDS among 

households show similar constraints in agricultural production. 

Chapter III noted that disease is a major reason for insufficient household labor 

supplies.  AIDS-affected households have significantly fewer members who contribute 



 123

labor to farming (3.5 adult workers) than non-affected households (3.9 adult workers).  

Similarly, the proportion of household members that are working is significantly lower 

for AIDS-affected households (55 percent) than for non-affected households (62 percent). 

Members aged eighteen to 60 years make up the majority of this labor force in 

both types of households.  However, AIDS-affected households have a significantly 

smaller adult labor force (1.8 adult workers) as compared to non-affected households (2.1 

adult workers).  The reason for a smaller adult workforce has nothing to do with the 

number of adults present, since both types of households have on average 2.3 adults.  The 

smaller workforce has more to do with the inability of adults with AIDS to provide labor.  

The proportion of members in the adult age group (eighteen to 60 years) who actively 

contribute labor to agriculture is significantly lower for AIDS-affected households (77 

percent) than for non-affected households (91 percent). 

An interview with Ester and Leonard Insukamini6 demonstrates how multiple 

cases of AIDS leads to a shortage of adult labor.  The loss of labor to AIDS is long-term 

and sporadic.  In this case, both adults had been seriously ill for the past two years.  Their 

situation is common, especially among couples who do not have adult children who can 

help.  The loss of the household’s most productive members brings agricultural and cash 

earning activities to halt. 

Ester, age 38, lives with new husband Leonard, age 45, and her four young 

children, all aged less than twelve years, in Gweru district.  Ester’s first husband died of 

pneumonia after being seriously ill for a year.  She chose to marry her late husband’s 

                                                 
6 This is a pseudonym. 
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elder brother according to the traditional Shona custom of wife-inheritance.  Leonard also 

cares for two additional children placed in his care by family members after they became 

AIDS orphans.  Leonard and Ester, the only adults in the household are responsible for 

supporting the unit.  Leonard farms and Ester produces fired-mud bricks for sale. 

Leonard farms three acres of land adjacent to his homestead.  Last season 

(2003/04) he cultivated maize, but, despite good rainfall, his overall production was low 

due to his poor health.  Even though Leonard is the household head, illness still limits his 

ability to contribute to the household.  He began to experience chronic health problems in 

2001 beginning with painful skin blisters and followed by tuberculosis.  His symptoms 

have improved slightly, but he still experiences TB relapses.  Leonard explains that his 

health problems prevent him from working long hours or doing strenuous labor.  He must 

limit the time he spends working in the fields to avoid total exhaustion.  The day before 

our interview, for example, he was only well enough to work three hours after which he 

became extremely fatigued and spent the remainder of the day in bed. 

Ester is also seriously ill, but contributes the bulk of the labor for the household.  

During the year of her late husband’s death, Ester began experiencing severe headaches 

and nose bleeds.  Between October 2003 and January 2004 Ester’s illness intensified and 

she was completely bedridden.  Ester is working again, but feels that she is overexerting 

herself.  Despite her illness, she continues to work in brick production, the only way the 

household can earn desperately needed cash for food purchases. 

The loss of labor force to AIDS also has a powerful impact on the decision to 

cultivate.  The HLS dataset suggests that for AIDS-affected households labor is as critical 
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a constraint on production as rainfall.  These findings are significant given that 2005 was 

a drought year and it was expected that lack of rainfall would have the most powerful 

influence on the decision to cultivate.  Labor remains the primary constraint to 

agricultural production for AIDS-affected households despite assistance received through 

social networks. 

During the 2004-05 season, virtually all households (99 percent) decided to 

cultivate some of their total arable land.  However, there is a significant relationship 

between AIDS and the decision to place land under cultivation and the strength of this 

association is moderate (Gamma=0.40). Of those households affected by AIDS, 74 

percent did not cultivate available land that had been placed under cultivation in a normal 

year as compared to 55 percent of non-affected households. 

In addition to the decision not to cultivate arable land, AIDS-affected households 

also cultivate a significantly smaller proportion of available land.  Arable land refers to 

that quantity of land that is suitable for agriculture.  Not all household land is appropriate 

for farming, such as the land occupied for structures or land that is designated for 

livestock grazing.  During the 2004-05 season, AIDS-affected households cultivated on 

average 65 percent (2.3 acres) of all arable land as compared to non-affected households 

which cultivated 74 percent (2.9 acres).  When assessing the impact of AIDS on 

cultivation using AIDS-affected households as the case and non-affected households as 

the control, AIDS is responsible for a 21 percent decline of arable land placed under 

cultivation in 2005. 
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Female-headed households affected by AIDS experience a greater decline in the 

cultivation of arable land than male headed households did.  Non-affected female-headed 

households cultivate 2.7 acres, while AIDS-affected households cultivate 2.0 acres or a 

difference of 0.7 acres (a 26 percent decline).  Although male-headed non-affected 

households bring more land under cultivation, the decline in cultivated land is 

proportionally greater for female-headed AIDS-affected households as compared to 

male-headed AIDS-affected households.  Non-affected male headed households cultivate 

3.1 acres, while AIDS-affected households cultivate 2.5 acres or a difference of 0.6 acres 

(a decline of 19 percent). 

A smaller labor force among AIDS-affected households means fewer workers per 

acre of land brought under maize cultivation.  The ratio among AIDS-affected 

households (2.1 adult workers/acre of land cultivated with maize) is significantly lower 

than among non-affected households (2.7 adult workers/acre of land cultivated with 

maize).  Given that maize production is labor-intensive, households having fewer 

workers per acre are likely to experience declines in production.  Less labor power for 

land preparation and weeding, the two most labor-intensive activities, probably accounts 

for their production among AIDS-affected households. 

The decision not to cultivate depends on several factors, most importantly access 

to labor, draft power, and inputs as well as adequate rainfall.  Analysis of the HLS data 

shows that even in a drought year, labor shortage remains the primary reason for leaving 

arable land fallow among AIDS-affected households.  As figure 4.5 shows, labor and 

rainfall were the most commonly reported reasons for leaving arable land fallow for the 
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2004-05 season among AIDS affected households.  Labor is the last reason a non-

affected household would leave land fallow.  These data clearly demonstrate how of labor 

shortages affect agricultural decision making in AIDS-affected households.  When labor 

as a reason for not cultivating is isolated and compared to household AIDS status, there is 

a significant (p=0.000) and strong (Gamma = 0.73) relationship between the two 

variables.  By contrast, there is a very small difference between affected and non-affected 

households with regard to draft power and agricultural inputs.  Thus, it appears that both 

types of households encounter similar obstacles in accessing these resources. 
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FIGURE 4.5 Primary reason for leaving arable land fallow 

 
Sazini’s household illustrates how a labor shortage reduces land use.  Sazini, age 

52 and widowed, supports her four children and three young grandchildren.  Although the 

Household 
Type 
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household manages five acres of land, it only cultivated one acre or twenty percent of 

land during the 2004-05 season.  After her husband died, she continued to occupy the 

homestead and cares for her grandchildren.  None of her husband’s relatives have made 

any claims to the homestead or its property.  Sazini’s health has been deteriorating for the 

past five years. 

Five years ago, life took a turn for the worse. My health has been poor and 
I can’t work anymore.  I have to force my children to work.  Work was 
difficult before I was sick, but now it is impossible to do anything because 
I am constantly sick.  When my daughter died after being sick for eight 
months, I lost that help around the household… When my husband died 
years ago he left us with no cattle, no plow, no goats.  After his death, we 
were forced from his family’s land and moved to a new homestead. 

 
Sazini also explains how lack of labor, both manual and draft power, have further 

limited her capacity to farm.  Her household does not own draft animals and cannot 

afford to hire someone to plow for her.  She and her two oldest sons, aged 24 and 

eighteen, provide all of the household labor.  All cultivation is by hand and proceeds 

slowly.  Sazani knows the risks of over committing labor to cultivate too large a plot.  If 

they cannot plant their maize before the rains stop, their work and seed will be wasted.  

Rather than take this risk by cultivating more land, Sazani feels that she can safely 

cultivate one acre. 

The decision about how much land to plant has to do with a number of factors, the 

most important of which is labor.  Last season Sazini relied on the help of her eldest son 

who lives in Kwe Kwe, but since then rising transportation costs have prevented him 

from traveling to his mother’s homestead.  This year a combination of fewer hands, lack 
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of draft power, and seed and low rainfall has influenced Sazani’s decision not to plant the 

majority of her land. 

Income Generating Activities 

Households allocate labor to activities that take place off the family farm to earn 

cash or in-kind payment.  The contributions of income generating activities to the overall 

livelihood security of the household should not be underestimated.  In most years, and 

especially those when severe drought occurs, income generating activities provide more 

cash and food for the household than do own-account farming and crop sales.  Thus, the 

loss of labor in AIDS-affected households also limits the capacity to generate cash or 

secure outside sources of food from in-kind exchange. 

The main challenge to capturing revenues is to account for the broad range of 

activities.  Furthermore, measuring the value of cash and in-kind payments in 

Zimbabwe’s volatile economy is no easy task.  During the fieldwork year, Zimbabwe’s 

economy had world’s highest rate of inflation.  Consequently, quantitative analysis of 

income generating activities is difficult and often yields non-significant results.  Evidence 

concerning the disruptive impact of AIDS on income generating activities in this study 

comes primarily from qualitative data gathered through interviews and focus group 

discussions.   

The organization of income generating activities centers on accommodating the 

seasonal labor demands of own-account agriculture.  Time for employment depends upon 

the labor requirements of household farming activities which have a higher priority.  

Thus, employment is most common during the agricultural off-season (winter) that 
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begins after harvest in May or June and lasts until planting season in September and 

October.  Employment activities continue during the agricultural season at lower intensity 

and deferring to the needs of the farm.  As with agricultural activities, all capable 

members of the households engage in some kind of employment during the agricultural 

off-season. 

Ninety five percent of the households in the CARE Zimbabwe HLS sample 

reported some form of employment to earn cash.  For most households, income 

diversification is a strategy to improve their chances of earning cash in an uncertain 

economy.  The average number of employment activities is two with the majority of 

households (81 percent) reporting one to three.  The need to minimize the uncertainty of 

finding employment in a single line of work is the logic that drives the decision to try 

more than one. 

Employment falls into five general categories and Table 4.4 provides the 

proportion of households engaged in each of the categories.  The most common 

employment activity is market sale of crops (vegetables and cereals).  Market 

transactions are usually informal and occur by the highway, on a sidewalk, at a market 

stall, or outside of the homestead.  Nearly all households cultivate a small vegetable 

garden for household consumption and market sales.  Cereal crop sales occur far less 

often, especially during a drought season like the study year.  Although the government 

of Zimbabwe requires that all cereal crops be marketed through the Grain Marketing 

Board (GMB), many Shona farmers prefer to sell their crops in the marketplace because 

where they earn higher prices. 
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Non-agricultural marketing, the third most common income stream, includes non-

food items, such as clothing, kitchenware or firewood, which are purchased or collected 

in bulk for resale.  Women dominate this income generating activity and sell their 

commodities in the informal sector.  The HLS data do not show a significant difference in 

the proportions of AIDS-affected and non-affected households involved in agricultural or 

non-agricultural marketing as an income generating activity (p>0.05). 

The second most common category of employment is maricho or informal labor 

sales.  It is the most labor intensive form of employment and therefore the most 

susceptible to the health effects of HIV/AIDS.  The strength required for maricho work 

may be too high for those suffering from AIDS.  Comparative analysis of AIDS-affected 

and non-affected households show a significant correlation (p=0.000) with involvement 

in informal labor sales (Phi = 0.05).  The proportion of AIDS-affected households 

earning cash through maricho is significantly lower (28 percent) than the proportion of 

non-affected households (37 percent).  The physical demands of maricho place AIDS-

affected households at a disadvantage. 

Shona engage in maricho on and off farms.  However, the majority of maricho 

work is done, on farms: 59 percent of households participate in on-farm maricho as 

compared to 41 percent in non-agricultural maricho.  On-farm maricho is available 

during September and October when cultivation takes place.  It typically consists of 

clearing and tilling fields for the planting season.  This arduous work must be completed 

quickly, because the employer needs his or her field ready before the rains end, and the 

employee needs sufficient time to complete the job and finish work on his or her own 
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fields.  Deciding whether to devote time to work for payment rather than to prepare the 

household’s own fields is often difficult.  The immediate need for food drives households 

to accept work on other farms during this critical period. By contrast, non-agricultural 

maricho includes more diverse kinds of work, the demand is more evenly distributed 

during the year, and there is less pressure to complete jobs quickly.  Mending fences, 

gathering firewood, herding cattle, digging shallow wells or repairing roofs are examples. 

Both types of maricho are informal and temporary; there is no formal contract or 

expectation of on-going employment.  Payment can be in cash or in kind (quantities of 

maize meal).  During the survey year, in-kind payment was preferred over cash, because 

there was a general shortage of cereal on the market and cereal was expensive on the 

informal market.  In Zimbabwe’s high inflation economy, cash loses its value if held too 

long and its value can change overnight.  A slightly greater proportion of payments for 

on-farm maricho are in kind (54 percent) than in cash (46 percent).  The inverse is true of 

non-agricultural maricho payments: 57 percent are in cash and 43 percent in kind. 

The next most common type of income stream is from livestock sales.  This 

category differs from the rest because it represents a type of short-term coping strategy 

rather than an ongoing income-generating activity.  None of the households interviewed 

raised livestock as a business.  Rather, they relied on livestock sale to meet immediate 

cash needs.  Selling animals is a way for households that do not have the capacity for 

cash employment, like those affected by AIDS, to earn cash quickly.  Poultry is most 

commonly sold, because birds are the least valuable and are easily replaced.  Cattle sales 

can earn more cash on the market, but they also result in the loss of draft power for the 
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family farm.  Nonetheless, households report livestock sales as a major source of cash7.  

Comparative analysis of AIDS-affected and non-affected households show a significant 

correlation (p=0.000) with involvement in livestock sales (Phi = 0.05).  The proportion of 

AIDS-affected households who earn cash through informal labor sales is significantly 

greater (35 percent) as compared to non-affected households (27 percent).  The tendency 

to use livestock sales as a coping strategy to make up for gaps in food and cash 

requirements explains increased rates among AIDS-affected households. 

The least common income stream is cash employment including formal salaried 

jobs as well as temporary cash employment in skilled trades.  Regular cash employment, 

rare in rural Zimbabwe, is generally limited to government positions.  Formal mining 

operations or irrigation schemes near some rural communities afford some Shona 

opportunities for paid employment.  However, cash employment is most likely to be 

available in villages closest to towns or urban centers.  In these areas, transportation will 

be more affordable and the chances of knowing someone who has a job and can introduce 

a job-seeker to an employer are higher.  Full-time cash employment may be difficult for 

someone living with AIDS.  Long absences due to illness usually mean losing a job.  

However, quantitative analysis does not indicate a significant difference in the proportion 

of AIDS-affected and non-affected households involved in cash employment (p>0.05). 

 
 
 
 

                                                 
7 See Chapter VI for a more thorough discussion of livestock sales as a coping response to household food 
and cash shortages.   
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TABLE 4.4 Income generating streams 
 

Off-Farm Employment Income Stream % of Households
Crop Sales (Field and Garden) 48%
Informal Labor Sales 32%
Non-Agricultural Marketing 25%
Livestock Sales 23%
Cash Employment 7%  

 
 

The HLS data also reveals the primary or the highest earning categories of 

employment.  Table 4.5 presents data on the proportions of households that generate the 

majority of their cash income from specific income generating activities.  Most 

households (58 percent) depend primarily on agriculturally related work as their main 

source of income: vegetable sales, crop sales, casual labor sale and livestock sales.  Yet 

non-agricultural work is the financial mainstay of many households (42 percent).  This 

category includes a variety of activities, the most common of which are non-agricultural 

labor sales, marketing and salaried employment. 
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TABLE 4.5 Primary income stream 
 

Primary Income Source n % of Households
Agriculturally Related Employment 3,389 58%
Vegetable Sales 1,462 25%
Cereal Crop Sales 1,151 20%
Agricultural Labor Sale 649 11%
Livestock Sale 127 2%

Non-Agriculturally Related Employment 2,474 42%
Non-Agricultural Labor Sale 737 13%
Marketing 714 12%
Salaried Employment 354 6%
Skilled Trade Work 247 4%
Gold Panning 120 2%
Beer Brewing 110 2%
Urban Employment-Remittances 118 2%
Fishing 74 1%
TOTAL 5,863 100%  

 
Most forms of employment do not show significant gender differences except for 

vegetable sales and non-agricultural labor, where the correlation is significant (p=0.000) 

or moderate.  Women breadwinners are more active in vegetable sales and male 

breadwinners are more active in non-agricultural labor sales.  A greater proportion of 

households with female breadwinners (21 percent) engage in vegetable sales as their 

primary income generating activity than male-headed households (seventeen percent).  

Conversely, a greater proportion of households with male breadwinners (seventeen 

percent) engage in non-agricultural labor sales as their primary income generating 

activity than female-headed households (seven percent).  

The following case of Lucile’s household illustrates two important features of the 

Shona livelihood system: the emphasis placed on employment and the diversification of 
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income streams.  Lucile’s household successfully accumulated wealth based on her 

ability to extend its income generating activities beyond rainfed cereal production. 

Lucile’s homestead is in a communal ward in Gweru District where she lives with 

her five children, two grandchildren and daughter-in-law.  Lucile, a 50-year-old widow, 

is the household’s primary breadwinner.  She supports her household through a 

combination of irrigated agricultural production and sales of cooked food at a nearby 

commercial center.  Her homestead stands out from those of her neighbors.  She is 

building new brick home and has tap water delivered to her property.  She owns a 

scotchcart for hauling produce and inputs to and from the irrigation plot as well as a plow 

for cultivation.  Lucile is one of her ward’s wealthiest residents. 

Earlier in her life, Lucile earned cash by brewing beer and selling vegetables from 

her garden.  She deposited part of her earnings in a savings account at the local post 

office when inflation was not a problem.  Her farming skills qualified her to apply for 

membership in a new irrigation scheme and her savings enabled her to afford the initial 

investment in fertilizer and fees. Her household manages 1.25 acres of irrigated land that 

she is granted use rights by the State8.  Lucile allocates most of her labor time, and that of 

adult sons who live with her, to the cultivation of her irrigation plot.  She grows 

vegetables, maize and wheat solely for sale.  Irrigated agriculture is more expensive than 

dry farming and she is obliged to purchase expensive fertilizers as well as pay water fees.  

However, unlike dry farmers, Lucile is confident that her cash investments and labor will 

                                                 
8 Land cannot be owned in Zimbabwe.  Thus, Lucile has the right to use a plot of irrigated land.  She pays 
the State irrigation scheme to which the land belongs for part of the cost required to deliver water to her 
plot.  As she does not hold title to this plot, her rights to farm it can be revoked at any time by the state 
officials that manage the irrigation scheme. 
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pay off.  Although Lucile’s right to cultivate State land depends on following the orders 

of State agricultural extension officers, the advantages of irrigated agriculture outweigh 

her obligations to the State. 

As Lucile points out, she is weeding her maize and harvesting vegetables while 

most households in her village have not yet plowed due to the ongoing drought.  Rainfed 

farming is a risky venture that consumes inputs and labor, she observes, without any real 

guarantee that there will be a harvest.  Lucile also manages a three-acre plot of non-

irrigated land near her homestead, which the lack of rain has prevented her from 

cultivating.  Instead, she has focused all of her attention and her household’s labor on her 

irrigated plot. 

Although Lucile’s household meets some of its consumption needs by own-

account agricultural production, the household is more cash oriented than subsistence 

oriented.  Maize and wheat, along with sugar beans, potatoes, tomatoes and onions, are 

cash crops primarily destined for sale.  Lucile’s oldest daughter manages the bulk of 

vegetable sales at the nearby commercial center with the help of other female household 

members.  Maize and wheat are sold locally, albeit illegally, and fetch a higher price than 

bulk sales to the GMB.  In addition to agricultural production, Lucile has expanded her 

household’s income-earning capacity by regularly selling cooked food at the nearby 

growth point.  She prepares and sells sadza with vegetable relish using the maize and 

vegetables she harvests from her irrigated plot.  She uses earnings from her cooked food 

business to pay for food and the children’s schooling as well as to purchase inputs and 

pay water fees for the irrigated plot. 



 138

The loss of labor in an AIDS-affected household reduces the unit’s capacity to 

engage in employment activities that generate cash or to secure outside sources of food 

from in-kind exchange.  This remainder of this section examines the impacts of AIDS on 

the level of household involvement in employment.  AIDS has a negative impact on 

involvement, especially for labor-intensive activities.  The section begins with the 

Mashiro household whose involvement in income generation AIDS has altered. 

The Mashiros are trying to raise a new family while struggling to cope with 

AIDS.  Shepard, the primary breadwinner is 36 and seriously ill with AIDS and TB.  He 

and his wife, Ellen aged 25, try to earn enough cash through employment to meet their 

needs and the needs of their two infant girls.  Before falling ill, Shepard worked Chiredzi 

a nearby town as an auto mechanic helping his older brother who owned a small repair 

shop.  Chiredzi is not far from Zaka, where his home is, but Shepard would live in town 

and regularly send remittances of cash and food to his young wife. 

Four years ago, Shepard fell seriously ill with fever, diarrhea, vomiting, general 

weakness and a persistent cough.  He stopped working at his brother’s repair shop and 

returned home to be cared for by his wife.  Shortly thereafter, he was diagnosed with TB 

and began treatment at a local clinic.  The cost of care combined with the expense of 

transportation to the clinic became a significant burden for the household because they no 

longer had the regular income afforded by Shepard’s work as an assistant mechanic.  

Recently Shepard, unable to afford public transportation to the clinic, had to walk two 

hours to receive treatment. 
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Since Shepard returned home, he began doing maricho to earn cash.  When his 

health is good, Shepard worked repairing thatched roofs.  In the past year, his health has 

declined to the point where he can no longer do maricho or work in his own fields.  Most 

days Shepard remains home bedridden while his wife takes on the full responsibility of 

supporting the household and caring for her ill husband.  Ellen works maricho to earn 

cash, but also does agricultural work at nearby homesteads weeding and tilling land by 

hand in exchange for cash. Ellen described the problems she faces as follows: 

Today I cooked and cared for my husband and afterwards went to a 
neighbor’s field to do work.  I weeded his field and he paid me cash.  I 
would have preferred payment in food.  Receiving food for work is rare 
these days since the drought because there is no food with which available 
to pay with.  I have to take what I earn to the store to buy mealie meal, but 
when I get there the cost of the food on the shelf is higher than what I was 
paid.  In the end I make less, because what they pay me today is not what I 
pay for the food I need tomorrow.  There is not much work these days 
anyhow since the plowing season is over.  Now I just work in my garden.  
I can’t grow enough to sell.  I dry most of what I grow so we have 
something to eat without sadza over the coming months. 

 
The onset of AIDS in the Marshiro household affected its primary breadwinner 

and brought about the loss of important cash income from Shepard’s job in town and then 

his maricho roof repair.  Ellen attempted to make up for this loss of cash by increasing 

her involvement in maricho and working on neighboring farms, but the work was 

seasonal, and her cash earnings were insufficient to purchase enough food for the 

household.  Maricho work offers an opportunity for short-term employment that works 

well compared to sustained full time employment if the health of a worker is unreliable.  

The 2005 drought further complicated the situation by destroying their maize crop.  

Although Ellen tried to earn additional cash and food from gardening, her efforts did not 
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pay off because her garden produced few vegetables, most of which the household 

consumed.   

The Marshiro’s situation is common among AIDS-affected households. 

Productive adult members fall ill, can no longer work, and when they become bedridden 

require increasingly time-consuming care.  Quantitative analysis of the impact of AIDS 

on employment also shows the negative impact of AIDS on household involvement in 

employment.  The first measure examined was the number of activities during the twelve 

months of the 2005 HLS comparing AIDS-affected and non-affected households. AIDS-

affected households engaged in a slightly lower number of employment activities (2.0 

activities) than non-affected households did (2.2 activities). 

Interviews with AIDS-affected households further demonstrate that health 

problems influence the decision to reduce or terminate involvement in these activities.  

For example, women remarked that a situation where there is no other household member 

to undertake marketing or skilled work, the household completely forgoes income from 

those activities.  One informant who used to market used clothes explained, 

I used to order clothes from Beitbridge [border city with South Africa] to 
resell.  I am now doing nothing because of my health.  Since I stopped 
selling, my son has dropped out of school due to a lack of money.  With 
my poor heath, I can’t even garden to earn a little money. 
 

Poor health forced another adult female to stop work as a seamstress.  

I used to sew clothes such as school uniforms and many children used to 
buy from me.  Now I can’t sew at all due to my chest pains.  I tried other 
types of work.  I joined a garden project, but I have to ask my children to 
go and work in the garden for me because I am too sick. We don’t have 
enough money for my children to go to school.  My son has had to drop 
out of school after completing only three years. 
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Although some working adults completely abandon employment, the onset of 

AIDS causes others to choose less demanding and less remunerative forms of 

employment as their health deteriorates.  Three informants describe how they left salaried 

employment to return home, where they took up gardening or non-agricultural maricho, 

less onerous tasks, to earn cash.  A male informant left a mining job in Zvishavane. 

Since I was 50, I used to work in a mine and send money home to my 
family.  Now I am 60 years had to leave my job after beginning to suffer 
from severe chest problems and TB.  I have been suffering from chest 
problems ever since.  My wife passed away a couple years ago after a long 
illness.  I am taking care of my children and my grandchildren whose 
parents also died of a chronic illness.  I support my family by doing 
temporary maricho on neighboring farms.  It does not pay well, but I can 
earn enough cash to buy food and send my children to school. 
 

After falling ill, another male informant abandoned employment at a bakery in Harare to 

return home and, eventually joining his sister’s household took up vegetable gardening to 

support himself. 

I worked in a bakery in Harare.  I started getting ill in 2000 when I was 
only 32 years old.  The company treated me, but I did not get well.  I had 
to quit and come back home to recover.  I did not get better.  My wife left 
me two years ago in 2003.  I went to stay with a sister who has four kids.  
I started gardening at her place when I am feeling all right and it helps me 
to make ends meet.  I feel weak due to hunger. 

 
Finally, a female informant identified a common strategy among AIDS-affected 

households: shifting away from cereal production in favor of cash generating activities. 

My husband and I split up a long time ago.  He would see other women.  
Since we split, I used to do all of my own farming and gardening.  Then I 
fell ill.  I first fell ill five years ago.  I was capable of doing household 
chores then, but as of last year I began having problems walking.  Then 
from early this year I was completely unable to walk.  I have begun 
sewing clothes as a way to earn cash to buy food. Since I no longer grow 
enough maize, my work in sewing is the only way to feed my family. 

 



 142

This chapter’s discussion of the organization of labor in Shona households has 

demonstrated how AIDS affects household labor employed in agriculture and 

employment.  The onset of AIDS at times during the life of a household head disrupts 

regular patterns of household labor supply. The subsequent decline in health has a 

significant effect on the unit’s capacity to farm or other activities that generate cash 

income.  Analysis of data, collected during the severe 2005 drought, suggests that the 

combination of AIDS with drought pushes households toward destitution.  With regard to 

maize production, for example, household shortages result in labor declining land 

utilization.  Similarly, the number of employment activities results in a declines and 

households shift the types of work they do away from labor intensive activities. 
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V.  MEASURING LIVELIHOOD OUTCOMES 

The analysis so far has shown that AIDS has a negative long-term affect on the 

health of individuals and that declining health among adults diminishes the quantity and 

quality of labor available to a household.  This chapter links AIDS-related labor losses to 

household production outcomes.  It also considers household coping strategies to address 

food and cash shortages, as well as the consequences of these strategies for the Shona 

livelihood system. 

Eunice’s story began in Chapter III when she explained how HIV/AIDS changed 

her life.  The onset of AIDS in Eunice’s household began with the death of her husband 

in 1998.  In 2003, Eunice, a 40-year old widow and mother of five, began a personal 

struggle with HIV/AIDS as the disease began to take a toll on both her health and ability 

to support her household.  Her story becomes relevant again, here helping to understand 

how a combination of own-account agriculture, gardening and cash generation to meet 

food and non-food needs.  This chapter also revisits Shepard Mashiro’s household where 

AIDS and tuberculosis have left Shepard, the household head, seriously ill.  His wife 

Ellen struggles to earn enough cash to afford Shepard’s medical care while raising two 

infant girls.  The third case study is new and concerns Anna Matapurai, a 53-year-old 

widow and caretaker of orphaned grandchildren.  Anna is chronically ill and has been 

sick for four years.  She describes how AIDS ravaged her household killing her husband 

and many of her grown adult children. 
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Cereal Production 

Declines in the quantity and quality of labor have direct implications for land use 

and agricultural production strategies.  Certain types of farming systems have a 

“robustness” that enables them to withstand the shocks associated with AIDS (White and 

Robinson 2000).  Subsistence farming systems exhibit different degrees of resilience to 

the impact of morbidity and mortality.  Those with fertile soils, abundant and well-

distributed rainfall and a wide range of crops are less likely to be sensitive to labor loss 

than those with poor soils, little rainfall and a limited range of crops, notwithstanding the 

degree of peak labor demand (Barnett and Blaikie 1992; Topouzis and du Guerny 1999).  

Labor-intensive farming with a low degree of mechanization and few agricultural inputs 

are vulnerable to the shocks of AIDS, which it can cause a shortage of labor, thereby 

decreasing productivity, increasing production costs and promoting migration as a coping 

strategy (FAO 2002). 

The immediate agricultural impacts of AIDS include changes in crop mix, land 

use, delayed agricultural operations and a decrease in productivity.  Shifts in cropping 

usually involve a greater emphasis on low-labor input crops.  There is also less money to 

invest in agricultural inputs and technologies due to the rising proportion of expenditures 

in the household budget (NAADS 2003).  To cope with labor loss, households abandon 

cash crops for less labor-intensive subsistence crops often despite their lower nutritional 

value (Stover and Bollinger 1999, Topouzis and du Guerny 1999, FAO 2002).   

In Zimbabwe, changes in cropping patterns by AIDS afflicted households meant 

no longer growing sunflowers, cotton, soybeans and groundnuts.  These households 
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experienced a strong shift from semi-subsistence to complete subsistence (Kwaramba 

1997).  In Uganda, the switch was from a cash-oriented coffee and banana agricultural 

system to one that focused on subsistence sweet potato and cassava production (Barnett 

et al. 1995).  The shift to less labor-intensive farming strategies by no means guarantees 

that the nutritional content of production will make it a sustainable practice (Gillespie et 

al. 2001).  An insufficient labor supply forces households to focus their energies on 

subsistence crops at the expense of cash crops (FAO 2002).  Households in one study 

moved away from cash crops due to labor and input requirements, and employed a 

strategy that was more subsistence oriented (Bollinger et al. 1999; Topouzis and du 

Guerny 1999; Armstrong 1995).   

The main activities of an agricultural season, such as field preparation and 

weeding require large amounts of household labor in a short period. Declines in post-

production farm operations because a household has inadequate labor to properly store 

and process food also prolongs the duration of food insecurity between harvests (FAO 

2002).  Poor nutrition can have a compounding effect as it lowers a sick person’s capacity 

to recover and resume labor contributions, thereby leading to even further reductions in a 

household’s food supply.  Infected individuals suffering from malnourishment are more 

likely to develop AIDS-related illnesses that shorten the lifespan while diminishing their 

ability to support dependent household members (Topouzis and du Guerny 1999).  In 

Uganda, there was a significant reduction in the quality and quantity of food consumption 

(NAADS 2003).  Changes in cropping patterns may also compromise nutrition by 

decreasing the variety of foods consumed.  Moving to less labor-intensive crops also 



 146

means eliminating several food sources that provide significant sources of protein 

(Topouzis and du Guerny 1999).  However, Beegle’s (2003) findings in Tanzania provide 

counter-evidence about changes in cropping systems.  She finds that although some farm 

activities are scaled back and wage employment falls, households do not shift cultivation 

towards subsistence food farming and do not appear to have reduced their efforts to 

diversify income sources.  A similar outcome is observed in the study area through the 

HLS data.  HIV/AIDS affected households do not rely more on own-account production 

and do not show a significant reduction in the number of income-generating activities.   

This Shona practice rain fed cereal agriculture cultivating maize and varieties of 

millet for household consumption.  The 2004-05 season drought severely damaged crops, 

causing major declines in production.  Widespread cereal losses left most households 

without any surplus grain.  Under normal conditions, surplus cereal is first shared among 

households related, kinship ties, as gifts and then sold in the market.  When food is 

scarce, Shona will first call on male consanguinial relatives from their patrilineal lineage: 

father, father’s brothers, and brothers.  Marital alliances also offer sources of assistance, 

most important a wife’s brother, but only after direct male relatives. 

Households also grow vegetables in irrigated gardens for consumption and sale.  

The use of hand irrigation for gardens protects crops from drought.  The contributions of 

gardening to household food supply and cash generation are found in this section and in 

the section on income generation.   

The following three cases illustrate how AIDS affects agricultural production, 

each highlighting a different aspect food or cash-generating activities.  Eunice’s 
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household exemplifies the importance of labor accessed through social networks.  Eunice 

does not have the draft power to plow because her late husband’s relatives inherited the 

household’s animals.  She also lacks the means to purchase seed and has barely enough 

strength to weed even with her young children’s assistance.  Like many other households 

affected by AIDS, the necessary resources for maize farming come from social networks 

and, using her networks Eunice managed to plant most of her land this year.  Without 

these relationships, she would have been unable to plant this year.  Eunice’s father 

provided the draft power and maize seed to cultivate 3.5 acres of land.  When she needed 

help with weeding, members of her church assisted her.  However, dependence on a 

household’s social networks has its drawbacks.  Many times assistance comes late.  

Before Eunice’s father could plow her land, for example, he had to finish his own.  By 

the time he did, the rains had already ended and planting late contributed to the nearly 

complete failure of Eunice’s maize crop.  Many seedlings did not survive the long dry 

spell, and most of her crop wilted and died. 

Anna Matapurai’s household illustrates how the long-term presence of AIDS can 

greatly compromise productive capacity and exacerbate agricultural shortfalls especially 

during a drought year.  The loss of household labor to AIDS has moved the Matapurai 

household from self-sufficiency to a position where drought has left it without means to 

feed itself.  Anna, living with constant pain and weakness, can only do light work around 

the homestead.  She suffers from persistent high fevers, skin rashes, pneumonia and drug-

resistant tuberculosis.  Before Anna’s husband died and she began, to experience AIDS 

symptoms, they successfully cultivated maize and a small vegetable garden.  During a 
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good harvest, they produced enough maize to feed the household and in times of drought 

could rely on a steady cash income from her husband’s work as an electrician to purchase 

food. 

The death of Anna’s husband was the first in a series of deaths including her 

children, which Anna attributes to AIDS.  The loss of the children had a dramatic impact 

on her household.  Anna describes how she could no longer call on them for help with 

cultivating her field, for gifts of food during times of scarcity or help out with other 

household expenses.  The death of Anna’s children meant that she lost the closest nodes 

in her social network.  Today, Anna has two people she can rely on, her father and her 

niece.  As noted above, her father provides draft cattle for planting season. The majority 

of labor for agriculture comes from her Anna’s niece, her sister’s daughter, who was sent 

to live with Anna and help support her.  Anna can only assist when she is feeling well.  

This year a long dry spell destroyed most of the maize crop, leaving the household with 

little own-account production.  The household harvested about 40 kilograms of maize, 

enough to last at most for one month. 

The Shepard household also encountered problems of production related 

primarily to shortages of labor and the onset of a severe drought. 

This year we planted, but we don’t have any maize from our harvest.  We 
get help from family who stay nearby.  They helped using during the 
plowing season and, in return, my wife helped them in their fields with 
weeding.  From our efforts, we only managed to harvest a little maize.  
Because of the drought nearly everything died.  Last week we took the last 
bucket of maize kernels to the grinding mill.  From this, we were left with 
only ten kilograms.  This can last us for two weeks.  We have already 
eaten half and have one week of food left. 
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The foregoing case studies support the hypothesis that in the context of drought, 

AIDS is a significant factor in reducing own-account maize production. Analysis of the 

survey data further supports it, showing that maize is the study area’s staple crop.  

Virtually all households planted maize, and maize cultivation accounts for the majority of 

cultivated land (67 percent).  The remainder is devoted to cultivation of small grains, 

such as sorghum, millet and rapoko, or used for groundnut production.  Although many 

households have small vegetable gardens, they were not included in arable field size9.  

The quantitative analysis and relevant measurements of AIDS impacts focus on cereal 

production, maize and small grains, because these crops are the most important in 

household food security. 

This analysis compares AIDS-affected and non-affected households to determine 

the impact of AIDS on production for the 2004-05 agricultural season.  Total cereal 

production provides a proxy indicator of total agricultural output while per acre 

production adequately represents productivity.  Percent change between the two types of 

households for each variable permit reasonable estimates of the impact of AIDS.  Non-

affected households are used as the control or baseline household type and AIDS-affected 

as the case.10 

Total cereal production measures the quantity of production; more specifically the 

weight of grain that has been ground into maize meal combined with the estimated 

                                                 
9 The HLS did not capture data from vegetable gardens.  The reason is that CARE programming does not 
address this aspect of household production.  Data on gardens were collected during the course of 
qualitative household interviews.  Unfortunately, the omission of garden data from the HLS excludes an 
important source of household food security. 
 
10 Percent change calculated as ((x1-x2) / x2) * 100) is used to demonstrate the impact of AIDS on 
households.  X1 are AIDS-affected households (case) and X2 are non-affected households (control). 
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weight of standing crops11.  Statistical analysis shows AIDS-affected households produce 

significantly less cereal.  Table 5.1 shows total cereal production in AIDS-affected 

households is 77 kilograms and in non-affected households 93 kilograms.  The percent 

change in total cereal production associated with AIDS is a decline in seventeen percent.  

In other words, the onset of AIDS is responsible for a seventeen percent decline in cereal 

production. 

When cereal production is examined by crop, differences in maize and small grain 

production are also significant.  Of the two crops, the loss of maize production has the 

greatest impact on overall production accounting for a loss of ten kilograms.  AIDS-

affected households produced on average 65 kilograms of maize compared to non-

affected households who produced 75 kilograms.  This difference represents a decline of 

thirteen percent in maize production associated with AIDS.  The difference in small 

grains is not as great as maize, but is still statistically significant.  AIDS-affected 

households produced on average twelve kilograms of small grains as compared to non-

affected households who produced eighteen kilograms.  The larger percent change for 

sorghum (-33 percent) is unreliable because it actually represents a very slight difference 

in a small harvest. 

 
 
 
 
 
 
 

                                                 
11 The weight of post-processing cereal from standing crops was estimated by interviewers based on an 
estimate provided by the household. 
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TABLE 5.1 Cereal production by household AIDS status 
 

Cereal Production    
(kg)

AIDS-Affected 
Households

Non-Affected 
Households p Percent Change

Maize 65 75 0.048 -13%
Small Grains 12 18 0.009 -33%
TOTAL 77 93 0.005 -17%  

 
 

Table 5.2 reports the amount of grain harvested per acre under cultivation for that 

crop.12  It shows that production per acre is significantly lower for AIDS-affected than 

non-affected households.  AIDS-affected households produced 31 kilograms/acre while 

non-affected households produced 38 kilograms/acre or a decline of eighteen percent.  

When differences in specific crops are examined, maize production per acre for AIDS-

affected household was 39 kilograms/acre and for non-affected households it was 46 

kilograms/acre.  As for small grains, AIDS-affected households produce fourteen 

kilograms as compared to twenty kilograms for non-affected households. However, this 

difference was not statistically significant.  The table shows a decline of fifteen percent in 

maize production and a 30 percent decline in small grain production per acre cultivated.  

The difference in small grain production is not statistically significant. 

 
TABLE 5.2 Cereal production per acre by household AIDS status 

 
Per Acre Cultivated 
Cereal Production    

(kg/acre)

AIDS-Affected 
Households

Non-Affected 
Households p Percent Change

Maize 39 46 0.037 -15%
Small Grains 14 20 0.063 -30%
TOTAL 31 38 0.008 -18%  

 

                                                 
12 Production per acre (kg/acre) = amount of crop (kg) / area of arable land cultivated for that crop (acres). 
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The impacts of AIDS on agricultural production also vary according to local 

environment.  Agro-ecological zones classify the suitability of environmental conditions 

(i.e. rainfall and soil quality) for maize production.  Local ecology in addition to AIDS 

has a significant impact on agricultural production.  A more pronounced decline occurs 

among AIDS-affected households is in areas more suitable for maize cultivation. By 

contrast, in extremely marginal areas of the study area, there is a less significant 

difference between affected and non-affected households. 

Local ecology alone, these data suggest, affects cereal production.  Figure 5.1 

shows production across the study area’s three agro-ecological zones.  Zone 3, the most 

suitable for cultivation, clearly has the highest average cereal production (146 kilograms).  

Production drops off in the drier zones as anticipated, with Zone 4 producing 94 

kilograms of cereal and Zone 5 only 64 kilograms.  Statistical analysis of these data 

shows a significant and strong correlation (Pearson= -0.29).  Examining maize 

production per acre also helps to show the productivity of farmers in cultivating their 

land.  Farmers in Zone 3 produce the most maize per acre cultivated (76 kilograms) as 

compared to Zone 4 (42 kilograms) and Zone 5 (31 kilograms).  Statistical analysis of 

this shows a significant and strong correlation (Pearson = -0.26). 
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FIGURE 5.1 Cereal production by agro-ecological zone 

 
Additionally, the proportion of own-account cereal consisting of maize decreases 

as the zone number increases.  Environmental conditions in Zones 4 and 5 are more 

favorable for small grain production.  Farmers realize the importance of cultivating 

drought-resistant crops in these dry areas to safeguard against maize failure.  The 

contribution of small grains to own-account production is only five percent in Zone 3 

while in Zone 4 it is nineteen percent and in Zone 5 it reaches 40 percent.  The higher 

proportions of small grains in drier areas reflect a combination of household decisions to 

grow small grains and the destruction of maize crops in the study year due to a severe 

drought. 

Although favorable ecological conditions for maize production clearly have a 

positive effect on household production AIDS-affected households are less able to take 

Cereal Crop 
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advantage of them.  Consequently, there is a large gap in production between AIDS-

affected and non-affected households in Zone 3 and a much smaller gap for Zones 4 and 

5.  Figure 5.2 shows the average total cereal production for AIDS-affected and non-

affected households by agro-ecological zone.  AIDS-affected households in Zone 3 

produced 110 kilograms of cereal as compared to 158 kilograms for non-affected 

households.  The onset of AIDS among households in Zone 3 is the most likely cause of a 

30 percent decrease in total cereal production.  Higher rates of crop failure, the total loss 

of a cereal crop, in Zone 3 contribute to the gap between affected and non-affected 

households.  AIDS-affected households have significantly higher failure rates for maize 

in Zone 3 (21 percent) than non-affected households (16 percent). 

The difference in total production is smaller in Zones 4 and 5.  AIDS-affected 

households in those zones produced 68 kilograms of cereal whereas non-affected 

households produced 81 kilograms.  The change in production attributed to AIDS is half, 

or sixteen percent, that of Zone 3.  Differences in crop failure rates for Zones 4 and 5 are 

not significantly different.  AIDS had less of an impact in Zones 4 and 5, the areas 

hardest hit by the 2004-05 drought.  
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FIGURE 5.2 Cereal production by AIDS status and agro-ecological zone 

 
Cash Generation 

Similar to agricultural production, a household’s income declines with the loss of 

labor to AIDS.  In Zambia, income for AIDS-affected households is less than half that of 

non-affected households (Mutangadura and Webb 1999).  In a study of rural Kenyan 

households participating in small-scale agriculture, families that experienced the AIDS-

related death of an economically active adult lost half of their income, while the death of 

additional members caused nearly a complete loss of cash earning capacity (Stover et al. 

1999).  In Zimbabwe, afflicted households generally have lower monthly incomes and a 

higher dependency ratio, according to Barnes (2003), and ill members are less likely to 

Household Type 
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receive medical care due to a lack of funds.  Barnes also found that, AIDS, affected rural 

households small-scale business as their main source of livelihood show a significant 

decline in income.  The primary reasons for the decline have to do with loss of labor 

dedicated to microenterprise activities (Barnes 2003). 

The CARE HLS also documented a loss in income associated with AIDS among 

Shona households by examining cash earnings over twelve months.  Cash is a critical 

component of a household’s livelihood strategy to purchase food and cover necessary 

expenses.  This study’s analysis of the HLS data compares several income streams for 

AIDS-affected and non-affected households.  The analysis suggests that the onset of 

AIDS not only causes a reduction in income, but also influences the types of income 

generating activities in which households participate. 

Shona households use income diversification as a strategy to offset the risks of 

failure for a single activity and to maintain cash flow year round.  For AIDS-affected 

households, it is important that these activities not be labor intensive and that all 

members can participate.  In Eunice’s household, her rapidly deteriorating health over 

two years presented the greatest challenge to meeting her household’s cash needs.  She 

participated in poultry, vegetable marketing and beer brewing.  Of these, poultry sales 

contributed well over half of the household’s total income.  Eunice had a dozen small 

chickens that she sold only when she needs cash.  She lacked sufficient feed to fatten her 

chickens and not all of her chicks grew to full size.  Periodic chicken sales earned her 

about $Z1,260,000 (US$63) – enough to cover her children’s school fees.  Eunice also 

managed a vegetable garden from which she harvested tomatoes, onions, beans and peas 
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for sale at a nearby commercial center.  The hand irrigated garden required regular work.  

Since Eunice had no one to help with the garden, she decided to reduce it to an area she 

can manage.  Downsizing meant she no longer had enough vegetables to sell and, 

therefore, she consumed her entire harvest.  Eunice also grew sorghum to brew traditional 

beer for sale to earn cash or, in some cases, to exchange for labor.  This year she 

harvested about 40 kilograms and brewed enough beer to hold a beer party.  She sold 

about Z$420,000 (US$21) worth of beer or one-third of her total income.  The party drew 

nearby males with beer-cups in hand to Eunice’s homestead where they paid for an 

afternoon’s worth of drinking. 

In situations where households lack necessary resources for income-generating 

enterprises, maricho (informal labor sales) is a means of exchanging work for cash or 

food.  Anna’s household, which does not have a small business or vegetable garden, 

relies on maricho as its primary income source.  Anna sold off two goats to purchase 

additional food and to pay for two of her grandchildren to attend primary school.  Despite 

Anna’s debilitating illness, she relied on her niece to do maricho work.  Doing 

agricultural maricho on several neighboring farms the niece earns food and cash.  In 

addition, Anna also depended on her older grandchildren to do maricho.  During the 

month before our interview, for example, her five oldest grandchildren, aged eight to 

twelve, temporarily left primary school to work in a quarry digging rocks.  Aside from 

the household’s earnings, Anna also received periodic small gifts of maize from her 

father and sister, enough to feed the household for a day or two.  When I asked Anna how 
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she planned to make it through the year, she explained that they would continue to do 

maricho until CARE or some other NGO began to deliver food aid to her area. 

Poverty, extremely low income, was prevalent in the study area.  Two-thirds of 

the sampled households earned less than the equivalent of US$50 during the year before 

the survey, and the bottom ten percent of households earned no cash13.  As discussed in 

the previous chapter, the majority of rural households engage in temporary, informal 

sector work such as vegetable marketing or labor sales.  The data suggest that HIV/AIDS 

exacerbates or increases stratification, however this is beyond the scope of this study and 

should be addressed in future research on the Shona livelihood system. 

The approach used to measure the impact of AIDS on income generation 

considers cash earnings by source, total earnings and per capita earnings and compares 

AIDS-affected households to non-affected households.  Statistical testing of this health-

status difference between households relies on a non-parametric means test because the 

data is highly skewed.  Figure 5.3 shows that the amount of cash generated by a 

household is significantly lower among households affected by AIDS.  The percent 

change varies by source, but the greatest declines are in cash employment (55 percent), 

labor sales (17 percent) and marketing activities (15 percent). 

In contrast, livestock sales and crop sales do not exhibit a significant difference 

and actually suggest increase moderately with the onset of AIDS. The increase in 

livestock sales probably reflects a type of coping strategy employed more frequently by 
                                                 
13 Actual income is difficult to measure given Zimbabwe’s out-of-control inflation, which exceeded 300 
percent during 2005.  Daily declines in the value of the Zimbabwe dollar cause the undervaluation of 
income reported from early 2004 as compared to later in 2005.  If the CARE HLS data were accurately 
adjusted for inflation over the past twelve months, household incomes may appear higher than reported 
here. 
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AIDS affected households as a way to raise cash quickly.  The slight increase in crop 

sales among AIDS affected households is mostly from vegetable sales and may suggest 

increased emphasis on intensive gardening and a move away from field crops. 

For analytical purposes, each income source was ranked to establish an order of 

importance from greatest (first place) to least (fifth place) contribution to total reported 

income.  The largest difference in rank concerns livestock sales, which held second place 

among AIDS-affected households and fifth place among non-affected households.  In 

addition, the difference in cash employment as fifth among AIDS-affected and first for 

non-affected also supports the conclusion that those employed in formal jobs are forced 

to leave them due to illness. 

The bottom of Table 5.3 provides total income from all of the above-mentioned 

sources and per capita income14 for affected and non-affected households.  AIDS-affected 

households have significantly lower total income and per capita income than do non-

affected households.  Despite statistical significance, the actual cash amount and the 

percent change are not as great as anticipated. 

 
 
 
 
 
 
 
 
 
 
 

                                                 
14 Per Capita Income = Total Income / Number of Household Members. 
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TABLE 5.3 Income streams by household AIDS status 
 

Income Source (Past 
12 Months)

AIDS-Affected Households 
[Average Z$] and [Rank]

Non-Affected Households 
[Average Z$] and [Rank] % Change NonPar p

Cash Employment [$144,000]  [5th] [$320,000]  [1st] -55% 0.001
Labor Sales [$170,000]  [4th] [$205,000]  [4th] -17% 0.014
Marketing [$187,000]  [3rd] [$219,000]  [3rd] -15% 0.002
Livestock Sales [$262,000]  [2nd] [$196,000]  [5th] 34% 0.137
Crop Sales [$306,000]  [1st] [$240,000]  [2nd] 28% 0.566

Total Income Z$1,069,000 [US$53] Z$1,180,000 [US$59] -9% 0.002
Per Capita Income Z$204,000 [US$10] Z$224,000 [US$11] -9% 0.001  

 
Remittances are another source of income for rural households.  Remittances are 

not earnings, but are still generated by resident household members’ cash and in-kind 

incomes15.  A quarter of all households have a member who lives and works elsewhere, 

typically, is someone other than the household head.  However, in one-third of the 

households with a migrant, that individual is the household head.  An average household 

received earning is Z$110,000 (US $6) in remittances.  This figure may be low because 

migrants use much of their earnings to purchase commodities sent back to their rural 

homes.  Only 60 percent of households with migrants reported receiving cash 

remittances, while the remaining 40 percent received commodities purchased by migrants 

with cash earnings.  In addition, households receiving cash also received food and non-

food items.  The value of these goods was not added to the remittance figure.  As a result, 

comparison of affected and non-affected households does not show significant 

differences in remittances. 

                                                 
15 The HLS does not attempt to calculate the value of in-kind remittances because of the variation in price 
for same types of commodities, for example clothing, medicines and maize meal.  If maize meal were 
purchased on the official market, the price would be fixed.  However, a substantial portion of maize meal is 
purchased on the informal market at varying prices making it difficult to calculate price. 
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The last source of income considered here is in-kind payment, aside from, cash- 

generating activities, many Shona households rely on in-kind payment, usually in 

exchange for temporary labor sales.  It was anticipated that AIDS-affected households 

would earn less in-kind payment than unaffected households would.  However, analysis 

of in-kind payments by household health status does not show a significant difference.  

This may have to do with decreased food availability in rural areas due to the 2004/5 

drought, which would make in-kind payment difficult. 

Expenditures 

HIV/AIDS reduces the household’s ability to balance income against 

expenditures as expenditure patterns shift to reflect changing needs.  A decline in income 

and a rise in expenditures are well established in the literature as intensifying rural 

poverty.  Household expenditure patterns for treating illness depend on the perceived 

severity of the illness, the ability to pay for treatment, and the availability of health care.  

The implications of illness and death for household income are twofold.  First, there are 

direct costs due to increased medical and funeral expenses.  Second, there is the loss of 

the ill or deceased person’s income and other types of contributions (Hilhorst et al. 2004).  

Following the death of male spouses, the main problem for widow-headed households is 

cash income rather than labor shortage, because men are often the main income earners 

and most household possessions are usually liquidated before men died to pay for 

medical expenses (Rugalema 1999).  AIDS-related expenditures in rural Kenyan 

households represent three-quarters of total income in the first year and nearly double 

total income in the second year (Forsythe and Rau 1996).  Among Ethiopian households, 
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the cost of caring for a household member with AIDS and meeting subsequent funeral 

expenses far exceed the average annual farm income (FAO 2002). 

As the previous sections showed, AIDS has a similarly negative impact on 

agricultural production and income generation among Shona households.  This section 

explores the implications of shortfalls in cereal and cash production for household 

expenditure patterns.  The discussion focuses on the three largest expenses for rural 

households: food, school fees and medical care.  It illustrates how the presence of AIDS 

has a tangibly affects spending patterns as well as how households attempt to balance 

production against consumption.  Analysis of quantitative and qualitative data reveals 

that Shona households are not subsistence based.  Much of what a household consumes, 

including staple cereal, is purchased.  However, cash and cereal production are usually 

insufficient to meet all of its needs.  Households do not save cash because cash quickly 

loses its value; rather they spend it as quickly as possible. 

Eunice’s household illustrates the frustration of trying to balance income against 

expenditure.  The household’s largest cash expenditure covers school fees for her five 

children, ages five to eighteen all of whom attend school near her village.  Although 

enrollment is free to attend, families must buy uniforms and supplies included in a school 

fee of about Z$200,000 (US$10) per student.  Eunice spends about Z$1,000,000 (US$50) 

per year, on school fees.  This accounts for about two-thirds of her cash expenditures.  

She pays this out over the course of the school year and if she misses a payment, school 

administrators ask that her children stay home until she comes up with the money.  Over 

the past few months, Eunice explains, her children missed two weeks of school.  The 
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remainder of her budget goes toward groceries such as salt, sugar and tea.  Since school 

fees consume the majority of available cash, Eunice finds it difficult to afford clothes, 

shoes, soap and other necessities for her children.  A program run by a Catholic charity 

group for people living with AIDS covers Eunice’s health care costs for medicine and 

hospital visits.  Although she obtains medication for her swelling and pain it does not 

provide not provide anti-retrovirals.  Eunice also receives nutritionally fortified corn-soy 

porridge from the hospital, preparing it at home for her own consumption. 

An estimated household budget from the survey data suggests the majority of 

earnings are spent on food (52%) followed by school fees (40%) and other goods or 

services (8%).  The first and largest expense is food, which mostly consists of maize meal 

but also includes cooking oil, salt, sugar, bread and tea.  During drought years, the 

amount of the total budget spent on food rises to meet shortfalls in production.  School 

fees for children are the second most costly expenditure.  Children are encouraged to 

attend school and to complete at least the primary level of education.  Many primary 

schools in communal areas are free, but as already noted, parents must purchase 

uniforms, books and supplies.  The last expenditure category includes various items, such 

as medical care and transportation.  Whereas expenditures for food and school fees are 

similar for AIDS-affected and non-affected, AIDS affects spending on medical care. 

As previously mentioned, Shona households do not produce all the food they 

consume.  The bulk of cereal production used for household consumption and only in 

rare cases is any cereal sold.  During the study year, food was the largest expenditure for 

households was maize meal the primary food purchase.  There are two sources of maize.  
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The first is the official market regulated by the Grain Marketing Board (GMB) that sets 

price controls for maize to keep it as affordable as possible.  However, during drought 

years the GMB faces maize shortages due to high demand.  The second source of maize 

is the illegal or parallel market, including transactions at neighboring homesteads, at 

open-air markets, or at private shops.   

The price of maize meal is unsteady on the parallel market and can rise quickly as 

supplies dwindle.  The price of maize meal on the parallel market increased from 

Z$2,800 (US$0.14)/kg in mid March to Z$5,700 (US$0.29) the end of August 2005.  

Households in the study area report that most of their cereal purchases in the past twelve 

months (62 percent) were made at the GMB around the start of the season, and the 

remaining 38 percent was bought more recently on the parallel market. 

Although AIDS-affected households did not spend a higher proportion of their 

income on food than non-affected households did, they purchased less food.  Declines in 

food purchases among AIDS-affected households have to do with cash shortages, as well 

as the spending demands of school fees and medical care.  AIDS-affected households 

purchased 217 kilograms for Z$564,000 (US$28) over the twelve months before the 

HLS.  This is significantly lower than non-affected households which purchased 245 

kilograms or Z$615,000 (US$31) (p=0.015).  Like reduced food production (see Chapter 

IV), lower food purchases by these households does not indicate less need, but rather a 

lack of cash.   

Chapter IV’s discussion of low own-account cereal production in agro-ecological 

Zones 4 and 5 raises questions about how AIDS-affected households meet their cereal 
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needs.  Analysis of food expenditure data by agro-ecological zone demonstrates that 

households in Zone 4 (236 kg or 61 percent of all cereal) and Zone 5 (275 kg or 66 

percent of all cereal) purchase significantly more maize meal than those in Zone 3 (206 

kg or 47 percent of all cereal) (Pearson = .10).  Additionally, the higher cost of cereal on 

the parallel market in drier areas also reflects higher demand.  Again, there is a 

significant correlation between spending and agro-ecological zone.  Households in Zone 

5, the driest of the three, spend nearly three-quarters of their total income (Z$727,000 

(US$36) or 73 percent) on maize meal while those in Zone 3 spent Z$522,000 (US$26) 

or 55 percent of their income (Pearson=0.10).  Responses to the HLS questions about the 

household’s primary expenditure reflect greater food spending. The greatest proportion of 

households reporting food as the primary expenditure is highest in Zone 5 (87 percent) 

followed by Zone 4 (77 percent) and Zone 3 (70 percent). 

The second most costly item in the Shona household budget is schooling for 

children.  Secondary education is subsidized by the state, but households still bear the 

cost of school fees.  Most students remain enrolled in school up to the “O” and do not 

pass the exams required to pursue higher education.  This may be due to limited time at 

home for studying or the prohibitively high cost of higher education. In any case, there is 

a high dropout rate at the “O” level and as state subsidies are removed, it will rise. 

Despite the high cost of schooling, about Z$200,000 (US$10) per student per 

academic year for public schools in communal areas, the vast majority of children (83 

percent) of school age are currently attending school.  Comparison of affected and non-

affected households, reveals no significant difference in the decision to send children to 
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school by AIDS status.  On average, a household sends 2.4 of its 2.9 children, which 

costs about Z$480,000 (US$24) for the academic year. Yet the cost of education is the 

most common reason children do not attend school.  Seventeen percent of school age 

children in the HLS sample do not attend school and remain at home because the 

household cannot afford school fees. 

In Zimbabwe, child care is increasingly provided by grandparents with an average 

age of 62 (Foster 1998).  In particular, Zimbabwean grandmothers who have already 

raised their own children are drawn back into the responsibilities of motherhood 

(Matshalaga 2002).  Several studies demonstrate that the orphan care giving capacity of 

Sub-Saharan Africa’s extended family system is being stretched thin as the number of 

orphans increases primarily due to HIV/AIDS (Preble 1990; Hunter 1991; Danziger 

1994: Nyambedha et al. 2003). 

Possibly the most frustrating and stressful aspects of living with chronic illness is 

planning for the future of one’s children.  Parents know that the future will be difficult for 

their children and that there are few relatives who can provide adequate care, especially 

education.  The growing number of AIDS orphans cared for by other households also 

raises the cost of school fees.  In a CARE Zimbabwe survey designed to assess the 

number of AIDS orphans in three districts, twelve percent, of all children under age 

eighteen were AIDS orphans or 44 percent of all orphans.16  The proportion of AIDS 

orphans in Zimbabwe appears low compared to a 2006 UNICEF report stating that AIDS 

                                                 
16 CARE defines an AIDS orphan as any child under age eighteen who has lost one or both parents to 
AIDS.  CARE conducted its 2004 survey in Chirumanzu, Gutu and Gweru districts.  It captured 3,104 
children under the age of eighteen (CARE, 2004). 
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orphans account for 77 percent of all orphans in Africa (UNICEF 2006).  The majority of 

AIDS orphans lost one parent and are classified as “single orphans”.  Far more children 

lost their fathers (90 percent) than their mother (38 percent).  However, the rate of “full or 

double orphans” is significantly higher among AIDS orphans.  Thirty percent of AIDS 

orphans lost both parents as compared to 23 percent for other orphans.  As a result, 23 

percent of AIDS orphans live with other family members, most commonly a grandparent.  

It is also noteworthy that, AIDS orphans are more likely to live in a household where the 

head or primary breadwinner is chronically ill (43 percent) than other orphans (38 

percent).  This makes AIDS orphans highly vulnerable to food shortages and other forms 

of livelihood insecurity. 

Realizing that AIDS-related illnesses eventually cause death, many informants 

with AIDS expressed concern over the fate of their children.  Females raised this concern 

more often than males, because in many cases they are the sole surviving parent.  It is 

unusual for single parents to have a plan in place for the care of their children.  Many 

simply feel that a relative will inevitably step in.  During a focus group discussion, a 

female participant, a widow suffering from chronic illness, expressed her frustrations 

with having to care for seven children. 

My husband died last year in December after a long illness.  I stay with 
seven children and the oldest is only ten years old.  I had to send two of 
my children to stay with my brother and his family. I get assistance from 
my parents.  They give me food and help to pay school fees.  Before I was 
ill, I used to grow and sell vegetables.  I can’t even grow enough food to 
eat.  I did maricho earlier in the season, but now there is nothing.  I am 
always sick so the children prepare their own food.  At times, I help them 
with the light duties. 
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In addition to their own children, AIDS-affected households are more likely to 

take orphans in from other households.  On average 1.37 children in AIDS-affected 

households are orphans from another household according to the 2005 HLS and of all 

children living in AIDS-affected households, 37 percent are orphans from another 

household.  In contrast, non-affected households care for 0.9 orphans from other 

households or 24 percent of their children.  This difference suggests that AIDS-affected 

households are more likely to support orphans in addition to their biological children 

through their school years. 

Anna Matapurai’s household exemplifies of how many elders become caregivers 

for orphans and thus bear the cost of school fees.  Anna, age 53, is a widow whose 

husband died after a long struggle with tuberculosis.  She cares for eight grandchildren, 

all of whom are AIDS orphans, assisted by her eighteen-year-old niece.  Anna is also 

chronically ill and has been sick since 2001.  She describes how she came to care for 

eight grandchildren.  In 2001, Anna’s youngest daughter fell seriously ill with AIDS at 

age twenty.  Her condition deteriorated quickly and she died after suffering from chronic 

diarrhea and extreme wasting over several months. The sister’s husband initially cared 

for their four children but a year after her death, he also died of AIDS and the four 

children, aged one to nine years, went to live with Anna. 

In 2003 three of Anna’s four surviving children died.  The first was her oldest 

child, a daughter with four children.  Her husband was murdered in a beer hall and, after 

his funeral, her in-laws ordered her to leave with her two children.  She came to Anna 

sick with tuberculosis and needing care.  She soon died leaving her two children, ages 
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twelve and nine, in Anna’s care.  The second death that year was Anna’s second oldest 

daughter.  At the time of her death, she was also married and raising four young children.  

Before her death, she experienced ongoing pain, difficulty breathing and swelling of her 

lymph nodes.  Her children lived temporarily with Anna and only returned to their father 

the month before our interview.  Anna’s only son also died in 2003 having been living 

and working in South Africa when he fell ill with AIDS.  His two surviving children 

moved back to Zimbabwe to live with Anna while their mother remained in South Africa. 

The last major household expenditure examined here is for medical care.  This 

form of household spending is most affected by AIDS as increased need for treatment, 

from both biomedical and traditional sources, cause expenditures to mount.  AIDS-

affected households allocate more resources to medical care and then to buying food and 

or paying school fees.  The cost of medical care for AIDS is an ongoing expense from 

onset until death.  Shepard Mashiro’s description of his ongoing search for a cure for his 

illness illustrates Shona healthcare-seeking behavior and the costs of accessing clinical 

and non-clinical treatments. 

My first reaction to becoming sick was “I have to go to the clinic”.  I 
started visiting the clinic in 2001 after getting married.  I was diagnosed 
with tuberculosis and was given tablets and at times injections.  Besides 
TB, I also had stomach pains and diarrhea, bad headaches, chest pains 
when I breathed and weakness in general.  The medicines they gave me 
helped, but only for about a week or so.  The clinic treats my TB for free, 
but I cannot afford transport there so I walk.  It takes me the entire day to 
walk there, get treated and walk home.  I appreciate what they do, but a 
few years ago I began to think that the clinic could not completely cure 
me, so I went to see a n’anga.  I felt that it would help me if I used both 
approaches.   
 
Last year to see a n’anga twice.  The n’anga is a woman who lives nearby 
in a village on the other side of the mountain.  When I went to see her she 
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said I have something in my chest that was placed there by a witch.  My 
bewitchment led me to become sick.  The n’anga said she could cure me 
and remove the curse, but she requested payment in the form of a calf.  
She called it a token of appreciation.  She insisted that this payment was 
essential to the treatment.  We didn’t have a calf, but we gave him $30,000 
(US$2) for his help.  The n’anga said it was not enough, but he proceeded 
to treat me with some herbs.  She gave me herbs to put in my porridge.  It 
was helpful at first but my sickness came back later.  When I went back 
for the second time, he asked me for the calf again.  She told me that to 
fully cure me he needed a calf.  We didn’t even have any money to give 
him.  She gave prepared some herbs for me to drink.  This was not helpful 
at all.   
 
After the n’anga, I decided to go and see a prophet.  I went to the prophet 
three times.  The prophet used blessed water to treat me.  He told me to 
drink milk.  He asked me to buy fresh milk, put three grains of coarse salt 
into it, and boil it.  I had to drink this for three days.  When this didn’t 
work I was told I have a serious problem with my chest and that I should 
take five maize cobs and burn them, and take the ashes and put them in a 
dish full of water, and wait till they have settled.  Then I used the water to 
prepare some porridge.  I fixed the porridge with a lemon and ate it 
without sugar.  After this, I was fine for a couple days. Then I fell sick 
again.  On my last visit, I was given some holy water to drink and some of 
it to sprinkle in the house.  The prophet never asked for any payment since 
he was doing the work of God.   
 
I realized that I wasn’t bewitched, it must be something else.  If I was 
bewitched the n’anga or the prophet would be able to help and my 
sickness would not come back.  I don’t think my wife and I have HIV.  
We have never been tested, but how can I be sick if my wife is fine.  She 
has never had any health problems.  If she was sick it would be possible 
for us to justify my illness as HIV.  If we had the money, I would go to a 
doctor to see exactly what is troubling me. 

 
Analysis of the HLS data show medical care to be a greater priority for AIDS-

affected households.  Table 5.4 contrasts the proportions of AIDS-affected and non-

affected households reporting food, medical care or school fees as their primary cash 

expenditure.  There is a significant correlation between household AIDS status and 

reports that medical care is the primary expenditure.  The data show that AIDS-affected 
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households are far more likely to report medical care as their primary expenditure:  

twelve percent as compared to three percent in non-affected households (phi=0.17, 

p=0.000). 

 
TABLE 5.4 Primary expenditures by household AIDS status 

 

Primary Expenditure Non-Affected 
Households

AIDS-Affected 
Households % Change

Food 85% 79% -7%
Medical Care 2% 12% 500%
School Fees 13% 9% -31%
TOTAL 100% 100%  

 
 

Spending on medical care includes transportation and the cost of treatment.  In the 

study area, biomedical and traditional or religious treatments are simultaneously used.  

Spending on medical care during the 30 days before the HLS for AIDS-affected 

households was on average Z$165,000 (US$8). That amount represented fifteen percent 

of the household’s total income for previous twelve months.  One of the diagnostic for 

AIDS that CARE Zimbabwe uses is a chronic illness lasting three or more months.  If 

figures for the previous 30 days were tripled, this would be a reasonable estimate of 

spending over twelve months.  This yields an estimated Z$495,000 (US$25) or as much 

as 46 percent of the household’s total income.  It is difficult to imagine that households 

actually spend this much given the importance of food and school fees.  Thus, the actual 

medical care that a household can afford is far less than a sick individual actually needs. 

As noted earlier local ecology influences household expenditure patterns.  

Discussion of food expenditures emphasized that cereal costs rise with the relative 
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dryness of agro-ecological zones.  Households in dry areas spend significantly more on 

food while maintaining constant spending levels on school fees.  This leaves less 

available cash for medical care.  Table 5.5 estimates the household budget for food, 

school fees and other items by agro-ecological zone.  Zone 3 has substantially higher 

cash left over after buying food and paying school fees, while in Zones 4 and 5 the rising 

cost of food and steady cost of school fees nearly eliminates the possibility of other 

spending.  This means that in the context of drought or extreme food insecurity, AIDS-

affected households in Zones 4 and 5 are less likely to seek or receive care when needed 

due to cash shortages. 

 
TABLE 5.5 Expenditures as proportion of income by agro-ecological zone 

 
Agro-Ecological Zone Food School Fees Remainder Total

3 37% 34% 29% 100%
4 53% 43% 3% 100%
5 65% 43% -8% 100%  

 
 
Food Security 

A significant reduction in household food security is one of the consequences of 

reduced agricultural production and income generation.  Shona households attempt to 

stem the tide of decline toward food insecurity, rather than to increase food security.  De 

Waal and Whiteside (2003) have recently argued that the intensifying food crisis in 

southern Africa can be attributed to a generalized HIV/AIDS pandemic.  Their “new 

variant famine” theory relates declines in agricultural production and income generating 

activities to adult mortality directly associated with the loss of skilled labor, an increase 
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in the dependency ratio and the divestment of possessions with a subsequent rise in 

malnutrition rates. Ainsworth and Dayton’s (2003) longitudinal study in Tanzania reports 

evidence of increasing food insecurity.  They demonstrate a decline in the body mass 

index (BMI) among households experiencing the loss of a prime-aged adult to AIDS.  

However, this loss is recovered over time as the household gradually manages to restore 

its ability to meet its own food consumption needs. 

Among the expenditures discussed above, food is the most pressing need for 

households.  This section examines household food security, the ability of households to 

meet their basic cereal requirements using all available means.  Shona households 

attempt to achieve food security in varied ways, some of which have already been 

discussed such as own-account production and cash purchases.  AIDS exerts a negative 

impact on a household’s ability to provide enough cereal to meet the nutritional needs of 

its members17. 

Similar to most Shona households, Eunice’s household lost most of its maize crop 

to the severe drought of 2005.  She attempted to meet food needs were met through a 

combination of own-account production, purchases, and gifts of cereal and food 

assistance.  Despite her efforts, she did not produce nearly enough maize to feed herself 

and her children.  The greatest proportion of the household’s food supply come from food 

aid assistance provided by CARE Zimbabwe’s Community Home Based Care program 

and a Catholic sister’s organization run at the nearby hospital.  From these sources, 

Eunice obtained maize meal, fortified corn-soy blend porridge, cooking oil and sugar 

                                                 
17 Household food security is defined by CARE as ten kg maize meal per person per month.  Children 
under five were not included in this calculation. 
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beans.  Vegetable gardening and maize farming covered one-tenth of the household’s 

food needs and regular gifts of maize meal from her father make up the remainder.  These 

gifts are in small quantities and cover gaps in food supply for the week.  Eunice feels that 

her status as the daughter of her father’s second wife – he lives in a polygamous 

household – causes her to receive less food from her father’s household than she expects.  

During the lean period just before the 2005 harvest, Eunice responded to daily food 

shortages by cooking only two light meals a day and reducing meal size.  For example, 

the day before our interview breakfast consisted of tea and a watery corn-soy porridge, 

and for dinner she cooked a small amount of sadza served with vegetables from her 

garden. 

Shepard Mashiro’s household faced a food shortage in the final months of 2005.  

The severity of the drought forced his household to seek out labor sales for in-kind food 

payments earlier than in prior years.  Both Shepard and Eunice’s household depended on 

CARE food aid, which since 2003 and had become a constant source of relief during the 

lean period. This is how Shepard described his household’s food security situation: 

If we had something to sell we would, but we don’t even have any 
chickens to sell for food.  Sometimes my uncle helps me with food, but 
him being a family man he has his own responsibilities.  We survive on 
maricho for cash.  We get maricho jobs from our neighbors or I will work 
on the farms of other family members.  This week we fetched water for 
some neighbors to use in their gardens.  We were paid Z$30,000 [two US 
dollars] for each large drum we filled.  It takes a long time to fill a drum, 
because each consists of twelve buckets.  A single trip to and from the 
water point takes me an hour.  Together, my wife and I, spend the entire 
day filling a single drum.   
 
Even with this work, still it is not enough.  We also have a garden where 
we grow vegetables.  My brother owns the garden, but he lets us have a 
few beds where we grow beans.  CARE provided us with the seed.  Since 



 175

the garden is irrigated from a well, we managed to have a good harvest.  
The beans are good and are now ready to eat.  We don’t eat much, because 
we dry the beans and sell them at the market.  Then we use the cash to 
purchase maize meal.  We also depend on CARE for food aid.  Last month 
CARE delivered maize meal to our household. 

 
Own-account cereal production and other food sources, such as purchases or in-

kind exchange are the ways that a household acquires cereal for consumption.  CARE 

HLS data on own-account production for the 2004-05 season, collected at harvest in May 

2005 represented the amount of cereal a household had for the upcoming year.  

Information about food purchases, in-kind labor exchange and other sources were 

collected in May and covers the past twelve months.  This study assumes that food 

sources other than own-account production in the coming year would be similar to those 

in 2003/04.  Support for this assumption comes from similarly poor yields in the 2003/04 

and the current 2004-05 seasons.  Poor rains in 2004 also led to shortages in own-account 

maize production.  In May 2005, at the time of the HLS, only seven percent of 

households had any maize meal left over from the previous harvest.  This too lends 

support to the assumption about the similarity of food access behavior. 

A ward-level display of the months of food security from all sources reveals 

clusters of high food insecurity in the driest areas and pockets of low insecurity in the 

center of the study site and in Agro-ecological Zone 3.  As figure 5.3 shows, most areas 

of high insecurity are in Zone 5 the southernmost areas of the study area.  Widespread 

food insecurity there compromises the ability of households to rely on nearby nodes of 

social networks for assistance. 
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FIGURE 5.3 Months of food security at the ward level 

 
Strategies for accessing cereal are similar for AIDS-affected and non-affected 

households.  The majority of maize meal during the past twelve months is from purchases 

(59 percent), followed by own-account production (23 percent), in-kind labor exchange 

(thirteen percent) and other (five percent).  The bulk of cereal consumed by the 

household comes from other sources demonstrates that the Shona rely on various sources 

of food and do not meet all their food needs through own-account production. 

When quantities of cereal are examined by source and household AIDS status 

reveals several significant differences that suggest how AIDS is changing the means by 

which households meet their food needs.  Table 5.6 assembles data on sources of cereal 
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for the twelve months before 2005 for AIDS-affected and non-affected households.  

Because of declines in labor supply of agricultural and income generating activities, 

households experiencing the onset of AIDS show significantly lower food access through 

purchases and own-account production.  Overall, there is a ten percent decline in total 

cereal access and a fifteen percent decline in per capita cereal access for AIDS-affected 

households (p=0.002 and p=0.000). 

 
TABLE 5.6 Sources of cereal by household AIDS status 

 
Sources of Cereal for the Past 

12 Months
Non-Affected 

Households (kg)
AIDS-Affected 

Households (kg) % Change
In-Kind Labor Exchange 49 50 2%
Purchases 244 217 -11%
Other 20 22 10%
Own Harvest 93 76 -18%
Total Cereal 406 365 -10%

Per Capita Cereal (kg/person)  
(members over 5 years) 92 78 -15%

 
 

 
AIDS hampers the ability of households to meet their food needs.  Table 5.7 

shows that AIDS-affected households meet significantly less of their cereal needs (65 

percent) than non-affected households do (77 percent).  When this food gap is measured 

in time, AIDS-affected households are food secure for 7.8 months of the year as 

compared to 9.2 months for non-affected households (p=0.000).  For the most part, 

declines in food purchases and own-account production account for this difference. 

Chapter VI investigates coping strategies that households implement to make up this food 

gap.  
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TABLE 5.7 Household food security by AIDS status 

 

Food Security Estimate Non-Affected 
Households

AIDS-Affected 
Households % Change

Percent of Cereal Needs being 
met by all sources 77% 65% -16%

Number of Months of Food 
Security 9.2 7.8 -15%

 
 
 

Another component of household food security is dietary consistency.  Shona 

households consume two meals per day and the number of meals consumed by adults 

(1.9) and children (2.2) during the 24-hours before the HLS did not differ by household 

AIDS status.  Households prepare meals in the early morning, after work as an afternoon 

break, and in the evening when work is complete.  The HLS did not attempt to determine 

whether the quantity of food consumed at each meal differs. 

The composition of the meals indicates the nutritional intake of households (see 

Figure 5.4).  There are no significant differences in the frequency of consumption of 

specific food items by household AIDS status.  The majority of households consume 

meals of sadza and vegetables – primarily rape or collard greens.  The HLS did not 

record tea consumption, but 53 percent of the households reported using sugar to prepare 

tea or CSB (corn-soy blend porridge).  Mahewu is a traditional sweet drink prepared from 

maize starch and sugar.  More over nearly half of the households (43 percent) reported 

using cooking oil or lard to prepare vegetables or as a relish.  Oil, along with bread, milk 

and sugar, are the most commonly purchased food items. 
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Animal products, high in protein, are the least consumed food items.  Only 27 

percent of households consumed one animal product or more in the twenty-four hours 

prior to the survey, while virtually all households consumed a cereal (99%) or vegetable 

(92%). 
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FIGURE 5.4 24-hour household food consumption recall 

 
This chapter has examined the impacts of AIDS on household agricultural 

production, income generation, expenditure patterns and food security.  The analysis 

demonstrates the link between the loss of household labor (discussed in Chapter IV) and 
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subsequent declines in cereal production and cash generation. Declining household 

production alters expenditure patterns and threatens household food security.  The 

discussion emphasized that agro-ecological zones exert an important influence on 

household production, household decisions about expenditures, and the amounts of 

money spent on necessities. 

Measurements of the impact of AIDS on total production and per capita product 

revealed roughly a seventeen to eighteen percent decline among AIDS-affected 

households, largely attributable to the loss of maize.  Moving from agricultural 

production to income generation, the analysis demonstrated that AIDS significantly 

reduced total cash income as well as per capita income by about nine percent.  Formal 

employment, marketing and labor sales suffered the most from the onset of AIDS.  An 

important income-generating strategy among AIDS-affected households was to 

emphasize livestock sales.  This approach to bridging cash shortfalls is a coping strategy 

because it entails divestment of a limited livestock to meet short-term needs.  By selling 

livestock, households dig into savings. 

Changing expenditure patterns due to AIDS are associated with declines in own-

account cereal production and cash generation.  Lowered cereal production during the 

2005 drought year forced most households to seek other sources of food.  Food purchases 

and school fees consume the vast majority of income.  Rising food expenses, related to 

lowered own-account cereal production and the high cost of cereal during the drought 

year squeezed household budgets leaving little cash to cover other expenses.  The 

decision to forego medical care has disastrous effects on the health of people infected 
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with HIV/AIDS.  Opportunistic infections left untreated can quickly become significant 

health problems, which can accelerate the onset of AIDS and increase mortality. 

Household food security is the ability of the unit to meet the food consumption 

needs of its members.  During a drought year, when cereal is already in short supply, 

AIDS affected households experienced significantly lower levels of food security.  

Overall, AIDS-affected households had a food shortfall of 4.2 months or fifteen percent 

less food security than non-affected households.  Under such conditions, the nutritional 

status of individuals with AIDS suffers and is likely to result in further depressed immune 

systems.  The synergism between food insecurity and HIV/AIDS accelerates the onset of 

AIDS and mortality.  Lack of food combined with inadequate medical care is the greatest 

challenge to maintaining the health of people with HIV. 

Households affected by AIDS has become dependent on other sources of food and 

market purchases deplete most of a households available cash, leaving little for much 

needed medical care.  Unmet shortages of food and other basics raises questions about 

how these households meet their needs.  Chapter V investigates coping strategies that 

AIDS-affected Shona households use to make up shortfalls. 
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VI. STATEGIES FOR COPING WITH HIV/AIDS 

Households implement coping strategies through careful planning to mitigate the 

effects of shocks and stresses on a livelihood system.  Households affected by AIDS 

experience acute shocks, such as the death of a member or the quick onset of illness, and 

chronic stresses, such as prolonged illness that is not responsive to treatment.  Chambers 

and Conway (1991) usefully distinguish stresses from shocks. Stresses are continuous 

and cumulative forces that predictably act on a household to reduce its livelihood 

security, whereas shocks are unpredictable and traumatic events that have a more rapid 

affect on livelihood security.  Coping strategies buffer the household against shocks by 

re-allocating and mobilizing resources in a way that maintains levels of production with 

minimal long-term damage to the unit’s future productive capacity.  Coping decisions 

vary among households according to asset holdings, market conditions and what is 

considered normal (Corbett 1988).  Coping behavior is a sequence of responses that 

generally begins with the most benign responses that permit easy recovery, but ends with 

permanent and debilitating measures, such as liquidating irreplaceable assets (Watts 

1988).  Studies of adaptation to food production crises in agrarian economies show highly 

flexible household level responses.  The goal is to protect the unit in the short-term, while 

causing the least long-term damage to future production (Barlett 1980; Shiptin 1990).  In 

contrast, households adopt survival strategies during severe crises; these desperate ways 

of coping involve last-resort options.  If the crisis is prolonged or recurring, households 

may permanently adopt the new strategy (Woodson 1997). 
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Each section of this chapter addresses a single coping objective – increasing labor 

supply, accessing non-food resources, and stabilizing food security– and considers the 

most common coping strategies employed to achieve each objective.  Some strategies 

rely on household’s internal resources, and others draw on resources provided through a 

social network.  Requests for assistance offer a safety net for accessing cash, labor and 

food.  Coping strategies involve trade-offs, as most provide immediate help to meet 

short-term needs but sacrifice long-term livelihood security.  For example, divestment of 

resources used to generate cash can cause long-term damage to the productive capacity of 

the household. 

The differences in coping strategies between AIDS-affected and non-affected 

Shona households are significant, but perhaps not as great as would be anticipated.  

Generalized poverty, the presence of a severe drought and an HIV/AIDS epidemic has 

stressed all households in the study area resulting in widespread use of coping strategies.  

Among the most vulnerable households, the response to poverty is not really coping, 

because their decisions of a return to “normality”.  Rather, extremely vulnerable 

households engage in survival strategies drastic measures to preserve the lives of their 

members at all cost.  The immediacy of poverty affords households little opportunity to 

consider the long-term implications of their actions.  Survival is an immediate issue for 

AIDS-affected households.  The combined problems of AIDS and drought create a crisis 

for households.  They exhaust their options quickly as material and social resources are 

consumed.  Consequently, AIDS-affected households are vulnerable to future livelihood 

insecurity. 
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Household Coping Objectives 

The three main coping objectives are meeting labor needs, food consumption 

needs and non-food expenditures such as medical care or school fees.  AIDS-affected 

households more frequently engage in coping strategies to achieve each objective than 

unaffected households do.  In addition, AIDS-affected households more frequently rely 

more heavily on social networks for gifts of assistance as they come to deplete most 

available stores of internal household resources.  Relying on social networks for gifts of 

assistance is the less preferred option for coping. 

Table 6.1 compares the percentages of households engaged in coping by 

household AIDS status.  A significantly higher proportion of AIDS-affected households 

(90 percent) have engaged in at least one coping strategy in the past four months than 

non-affected households (79 percent).  AIDS-affected households also engage in a 

slightly higher number of coping strategies: 3.6 as against 2.4.  Finally, 30 percent of 

AIDS-affected households employ five or more strategies as a significantly greater 

proportion that the fourteen percent of non-affected that do. 

 
TABLE 6.1 Coping strategies by household AIDS status 

 
Use of Coping Strategies AIDS-Affected 

Households
Non-Affected 
Households % Change p Phi

% HHs engaged in Coping 90% 79% 14% 0.000 0.10
# of Strategies 3.6 2.4 50% 0.000 -
% HH engaged in 5 or More Strategies 30% 14% 114% 0.000 0.15  

 
 

AIDS-affected households more frequently engage in coping strategies that help 

them to overcome shortfalls of food, cash and labor.  Table 6.2 shows the level of 
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engagement by coping objective for AIDS-affected and unaffected households.  Although 

AIDS-affected households have higher involvement in each objective, this is only 

significant for labor and accessing non-food goods or services.  Of these two objectives, 

the strongest correlation is between household AIDS status and coping to increasing 

labor.  Improving food security does not yield a significant difference. 

 
TABLE 6.2 Households engaged in coping objectives by AIDS status 

 

Coping Objective AIDS-Affected 
Households

Non-Affected 
Households % Change p Phi

Increase Labor 43% 16% 169% 0.000 0.21
Access Non-Food Goods or Services 64% 53% 21% 0.000 0.08
Improve Food Security 67% 63% 6% 0.079 0.03  

 
 

All coping strategies consume resources and involve tradeoffs.  The source of 

coping resources, internal or external to the household, is an important aspect of 

understanding how households make coping decisions.  Table 6.3 sorts resources into two 

categories: those that come from within the household and those obtained by households 

through their social networks.  The utilization of social networks is based on Shona 

values of responsibility and reciprocity.  Social networks composed of extended kin 

facilitate an active exchange of resources among households and provide vital assistance 

during difficult times especially illness and death.  Assistance may include providing 

additional agricultural labor, care for the ill, and gifts of cash, food or medicine.  Shona 

households build social capital by investing resources in a social network, and in times of 

crisis, can call on the networks to deliver essential goods or services. Hean et al. (2003) 

fashioned a general model of these processes. Regional studies show that households 



 186

with little social capital are more vulnerable to the shocks of AIDS, because rural areas 

offer few alternatives to social networks as sourced of extra-household support.  

In rural Malawi, Mtika (2001) found that households impacted by HIV/AIDS- 

related illness and death did not experience increased food insecurity, due to 

redistribution and reciprocity within extended family networks.  Resource flows between 

households are shaped by entitlements among kin, Mtika (2000) reported earlier, that 

enable households to secure food and diffuse risk.  Similarly Shah et al. (2002) maintain 

that assistance by extended family networks is a crucial source of short and long term 

support for rural Malawian families dealing with HIV/AIDS illness and death. Long-term 

support included providing additional agricultural labor and caring for orphaned children 

whereas helping with household chores and providing food or medicine were forms of 

short-term assistance. 

Yet social networks gradually loose members to illness and death, and the social 

stigma of AIDS may prevent individuals from gaining acceptance into a group (Gillespie 

et al. 2001).  Systematic drains by AIDS over the long term can cause social networks to 

become strained and eventually collapse under the weight of demands by the AIDS 

afflicted household (White and Robinson 2000).  The strength of the safety net depends 

on the overall resource base of those involved in the network and the position of an 

individual within it.  In other words, there are limits to assistance offered by networks.  

Poor networks have little to offer their members and as one’s social and geographic 

distance from other key members’ increases, the amount of entitlement declines (Baileys 

2002).  Social networks are fragile, especially when they become overburdened.  Their 
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benefits to members are also uneven when ties are weak or a person  is stigmatized by 

HIV/AIDS (Seely et al. 1993).  In Zimbabwe, as Mutangadura (2000) emphasizes, the 

vast majority of households are finding it harder to obtain assistance from traditional 

social networks.   

Mutual aid and reciprocity are important Shona values, but many households 

prefer not to make use of these values for fear that they will not be able to reciprocate.  

Table 6.3 illustrates the origins of coping strategies as own means or from their social 

network.  HLS data suggests that households call on their social network for assistance 

only after having depleted their own resources.  The majority of AIDS affected 

households (73 percent) does so as compared to only 48 percent of non-affected 

households.  The number of requests made by affected households (1.8) is twice that of 

non-affected households (0.9). 

 
TABLE 6.3 Resource origins for coping by household AIDS status 

 
Types of Coping Strategies AIDS-Affected 

Households
Non-Affected 
Households % Change p Phi

# of Social Network Strategies 1.8 0.9 100% 0.000 -
% HHs Engaged in Social Network Coping Strategies 73% 48% 52% 0.000 0.19
# of Own Means Coping Strategies 1.4 1.3 8% 0.082 -
% HHs Engaged in Own Means Coping Strategies 70% 64% 9% 0.014 0.05  

 
 

Half of all coping strategies for AIDS-affected households involve social 

networks.  This is a more important part of an overall coping strategy for them than non-

affected households.  However, when households resort to social networks for assistance, 

there is no difference in the source of assistance.  Regardless of AIDS status, households 
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will call on specific types of relatives or local institutions for help depending on the 

coping objective.   

Table 6.4 illustrates the proportions of requests made to specific social nodes, kin, 

non-kin and institutional relationships, during the 30 days before the HLS.  The node or 

type of social tie is the relationship between the assisting individual or institution and the 

head of the household implementing the coping strategy. Households sought support 

from three types of nodes in their social networks: kin, non-kin and institutions.   

 
TABLE 6.4 Social support for coping objective by relationship to head 

 
Relation to Household Head Labor Non-Food Expenditures Food

Kin 63% 61% 82%
Child/grandchild 16% 21% 33%
Parent/grandparent 15% 13% 15%
Uncle/Aunt 18% 15% 18%
Cousin/Sibling 9% 11% 16%

Instituional 11% 19% 5%
Traditional Figure 3% 5% 2%
Secular Organization 2% 11% 1%
Religious Group 11% 3% 2%

Non-Kin (friends) 26% 19% 13%
TOTAL 100% 100% 100%  

 

Patterns emerge in requests for support when they are disaggregated.  For example, 

households usually ask kin for assistance with non-food expenditures and, among kin, 

children and grandchildren are more willing to make purchases.  By contrast, secular 

organizations tend to act as conduits for governmental and non-governmental support.  
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Finally, kin most commonly give gifts of food and, again, children and grandchildren 

offer the most support.  Shona patrilineality and patrilocality determine the nature of the 

tie and the obligations that flow through it.  The strongest kinship ties are to brothers and 

sisters, father, father’s father, father’s brothers and brothers’ sons as they share the same 

lineage. 

 
The Shona consider caring for orphaned children the responsibility of adult 

patrilineal kin, but a teenager may also become the head of his or her household.  Child-

headed households, often the result of parents who have died of HIV/AIDS, were rare in 

the study area, constituting one percent of the sample.  However, they are the most 

vulnerable households, because they often lack the resources and labor to meet basic 

needs. 

Earnest, age seventeen, is a teenage household head raising two younger brothers, 

fifteen (brother) and eight (half-brother) years old. Although they have looked after one 

another since their father’s death, they are destitute and dependent on their extended 

family for assistance.  Earnest recounts the loss of his father to a prolonged illness, 

similar to the one that took the life of his biological mother when he was young.  After 

Earnest’s biological mother died, his father remarried.  Although his father provided for 

all of his children’s needs, Earnest felt that his step-mother unfairly favored her 

biological son, his youngest brother.   

My father became seriously ill in August last year and passed away six 
months later.  He was sick before that for a long time and suffered from 
general body sickness all his body was troubling him.  I wish my mother 
and father were alive and together.  I regret not having my father, because 
he is the one we grew up with.  My stepmother I felt nothing because she 
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never gave us the love and care we so needed.  My father gave us food, 
paid our school fees and did everything for us.  We did not have to do 
everything all by ourselves.  Our father had cattle and we used to plow and 
plant on time.  Our homestead used to be good looking as he took good 
care of it.  When he fell ill, he sold all the cattle and used the money to go 
to the hospital to get medication. 

 
After Ernest’s father died, his patrilineal kin seized most of his cattle and 

agricultural implements as their inheritance. Those relative, Earnest explained, along with 

his father’s justified their action, claiming that Ernest and his two brothers would not use 

the seized possessions. 

When our father’s memorial services were carried out, most of his goods 
were given to our uncle. They felt that since we were at school and not at 
home, it would be impossible for us to take good care of the property.  
Even the man who lent parts to our father for the plow returned to get his 
parts back.  Now our plow, which is at our uncle’s, still does not have all 
its parts.  That man said he took the parts away since we were unable to 
use the plow alone. 

 
Earnest also described the reluctance of kin and village members to care for the 

orphaned boys.  Instead, they expected Earnest to care for his biological brother, while 

his grandmother cared for their youngest stepbrother. 

We did not have anywhere to go.  The community also encouraged us to 
stay alone.  We did not have a young uncle who could come to stay with 
us.  They told us we were now grown up and able to take care of 
ourselves.  Me and my brother [15 years old] stay here together while our 
youngest brother [8 years old] stays with his [maternal] grandmother.  
They also expect him to work.  He fetches firewood and water and looks 
after the goats. 
 
We [Earnest and his 15 year old brother] get help from some relatives.  
Our first mother’s father at times takes care of us.  Our father’s older 
brother lives nearby, but he can’t help much because he is struggling to 
earn a living.  He has a big family of his own to look after. 
 
I don’t have close friends, but I do know some guys my age at school that 
give advice on how to handle issues.  They tell me things like to be serious 
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with school, avoid sex before marriage, to work on keeping up the 
homestead, not to steal anyone’s property.  I walk home from school with 
one of them and we exchange stories. 

 
Increasing Labor Supply 

This chapter’s remaining sections examine each of the coping objectives in detail 

beginning with the frequency and use of coping strategies employed.  Strategies that 

emphasize utilizing household resources are discussed first, followed by types of 

assistance from the household’s social network.  Discussion of each strategy incorporates 

examples from focus group and household interview data. 

As noted in Chapter IV, Shona households seek to increase their labor supply 

after losing adult labor to illness and death associated with HIV/AIDS.  There are two 

general strategies for coping with labor shortage.  The first is to reallocate household 

responsibilities for livelihood maintenance and care giving to children and the elderly.  

The second is to seek assistance for livelihood and care giving activities from a social 

network. 

Households attempt to mitigate the loss of labor by intensifying the utilization of 

existing household labor supplies or by selling labor.  Loss of labor and increases in 

agricultural wage labor can disrupt farming activities.  When household members become 

wage laborers, it delays agricultural operations on the household’s land. In addition, 

when another household member becomes ill, wage-labor earnings help cover medical 

expenses rather than purchase agricultural inputs.  Nearly half of all AIDS-affected 

households experienced delays in agricultural operations, but the wealthier households 

were able to hire wage laborers to take care of operations.  Depending on informal sales 
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of labor on the local market is an important source of livelihood for the poorer 

households, facing mounting expenditures and lowered production.  However, wage 

opportunities are hard to come by, especially during the off-peak agricultural season and 

it is increasingly difficult to find sufficient work during the main agricultural season, 

because so many households are searching for jobs.  In a Malawi study, up to half of all 

households surveyed delayed working their own land in order to earn income as laborers 

on other people’s land. This has a compounding effect, as the individual’s inability to 

work his or her own land will reduce crop yields that support the household’s continued 

livelihood (Shah et al. 2002). 

Hiring in labor can improve production, but it can also pose additional financial 

burdens.  According to study by Stover and Bollinger (1999), labor expenditures 

accounted for a quarter of all expenses. In households with one caregiver, a third of all 

labor is dedicated to care, while with two individuals nearly half of all labor went to care.  

Aside from reducing the amount of labor, HIV/AIDS can negatively affect the quality of 

labor as family members are unable to pass along agricultural knowledge to their 

children.  This may create production problems, because youth often assume the 

agricultural responsibilities of adults, but may not understand how to manage these 

activities (White and Robinson 2000). 

Labor strategies mobilize all of the household’s possible sources of labor to 

maintain or improve levels of production.  Shifting dependency ratios can increase the 

burden on productive adults. White and Robinson (2000) list six ways to stabilize the 

household workload: reduce consumption demands, work longer hours, decrease the age 
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for an individual to begin contributing to household production, extend the duration of an 

adult’s productive lifespan, send dependants to live elsewhere, and acquire new 

productive members.  Shona strategies to alleviate labor losses include reallocation of 

household labor, exploitation of child labor, working overtime, hiring wage labor, 

implementing labor-saving technologies, decreasing the area of land under cultivation, 

and relying on assistance from relatives.  Sauerborn et al. (1996) found that intra-

household labor substitution was the most common strategy to compensate with the loss 

of labor to illness.  In a Ugandan study (NAADS 2003), surviving household members 

assume a wide variety of tasks to make up labor losses to HIV/AIDS.  For instance, labor 

could be mobilized more flexibly as gender roles shifted, men and women performing the 

opposite gender’s task. At the same time, many children dropped out of school to provide 

additional household labor.  

Capturing the strategies used for coping with labor shortage in a survey was 

difficult.  In addition, it was more difficult to identify the reallocation of existing 

household labor as a form of coping than to capture the household’s labor support from 

the outside.  The HLS did not collect detailed data on the use of labor within the 

household.  This question was posed during household interviews.  Therefore, Table 6.5 

concerns only those coping strategies that rely on social networks.  From these data, it 

appears that AIDS-affected households engage in a significantly greater number of 

strategies (1.0) than non-affected households (0.4).  In particular, two strategies are more 

common among AIDS-affected households: outside assistance with care giving and with 

domestic tasks. 
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TABLE 6.5 Labor coping strategies by household AIDS status 

 

Coping with Labor Shortages AIDS-Affected 
Households

Non-Affected 
Households % Change p Phi

Number of Labor Coping Strategies 1.0 0.4 150% 0.000 -
Assistance with Care Giving 32% 3% 967% 0.000 0.42
Assistance with Domestic Tasks 46% 23% 100% 0.000 0.20
Borrowing Cattle for Draught Power 17% 13% 31% 0.022 0.04
Assistance with Agricultural Tasks 5% 3% 67% 0.040 0.04  

 
 

Reallocating labor responsibilities within the household is the most common first 

response to labor shortage.  The loss of adult labor to HIV/AIDS places a greater burden 

on children and the elderly.  Although the CARE HLS did not capture this variable, 

analysis of related variables and evidence from discussions with households support this 

conclusion. 

When AIDS-affected households were asked how they cope with labor loss, 63 

percent responded that they ask children to do more work than usual.  However, analysis 

of the survey data revealed only a slight and statistically non-significant rise in the 

proportions of the household labor force made up of children and the elderly.  Seemingly 

contradictory quantitative and qualitative data may imply that although children 

constitute roughly the same proportion of the labor force, the actual work children do in 

AIDS-affected households may be more burdensome. 

Another factor explaining the slight change in labor force is the tendency for 

AIDS-affected households to invite relatives to move in full time to help with livelihood 

and care giving activities.  Among AIDS-affected households, nineteen percent reported 

at least one member who had moved in during the year before the HLS to lend assistance. 
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It is most common for unmarried female relatives to move in with ailing relatives.  This 

was observed in several household interviews where informants explained teenage nieces 

or cousins moving in full time. 

Focus group and interview data support the conclusion that children and the 

elderly contribute more labor when HIV/AIDS affects adults in their prime.  One focus 

group participant highlighted her household’s increased reliance on the work of her 

children. 

My [teenage] child is the breadwinner through sugar cane sales but she 
cannot fend for the household.  My other children are still young, but they 
can assist in household gardening during weekends. 
 

Another woman explained that her children have assumed greater responsibilities as her 

condition deteriorates.  

I used to grow and sell vegetables.  My husband is dead.  I am a mother of 
six orphans.  I cannot do anything now and am relying on my daughter, 
who resells tomatoes she buys from other gardens.  My children are doing 
jobs not meant to be done at their age as a way of bridging the gap I leave 
behind since I am sick all of the time. 

 
The increasing burden of work placed on children and the elderly includes care-

giving responsibilities. The onset of AIDS among adults has created a reversal of 

traditional care giving expectations.  According to one male participant in a focus group, 

The disease has disrupted our social system; we used to know that the 
elderly are taken care of by their sons and daughters but now things have 
changed it is vice versa. 

 
During another focus group discussion, a chronically-ill woman made a similar 

observation about the elderly. 

The elderly are readily available to give care.  As the disease progresses, 
married men are taken care of by their mothers while their wife assists.  
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Married women, on the other hand, are sent to their elderly mother’s, 
home, for care, because their husbands are unwilling to care for them. 

 
An interview with the Saliwe households also supports the case for increased 

reliance on children as a coping strategy.  Saliwe, a 59-year-old widow heading a 

household of five, manages seven acres of land with a household of five in Gweru 

district.  Prolonged chronic illness killed her son and her husband, both of whom 

provided the majority of labor for the family farm. Her son died in 2002 from 

tuberculosis accompanied by swelling in his legs.  Her husband also succumbed to 

tuberculosis in November of 2004.  Most of the activities they performed, such as 

repairing fencing, are no longer done.  Saliwe’s own health is poor, as she contends with 

backaches and chest pains while working.  Her household’s, sole breadwinner, Saliwe 

supports herself, her daughter and her three surviving grandchildren, aged fourteen, 

eleven and seven. 

Despite the loss of her husband and son, Saliwe’s household continues to cultivate 

most of its land.  Her eleven-year-old grandson does all of the plowing.  During the 

2004/05 agricultural season, her grandson cultivated three acres of maize using the 

household’s draft cattle and plow.  In addition, he earned cash for the household by hiring 

out his services. He charged Z$20,000 (US $1) to cultivate a twelve square foot area and 

used his cash earnings to purchase food.  Saliwe’s grandchildren did the harvesting, 

weeding and crop processing with Saliwe and her daughter lending assistance when they 

felt well.  Saliwe spent most of her time caring for her daughter, who also has chronic 

problems, and resting. 
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The second way of coping with labor shortages is to rely on specific nodes of a 

social network for assistance with agricultural work or domestic tasks.  Few AIDS-

affected households (9 percent) hire day labor. The cost, either in cash or in kind, is too 

high for many households, and their social network offer assistance virtually free of 

charge. Kinship ties are the conduits for much of a household’s external assistance.  

Patrilineal kin living in homesteads nearby as well as neighbors and friends are the 

principal nodes of social networks.  The number and strength of networks that a 

household maintains determines the quantity of available assistance. 

Borrowing draft cattle and a plow from kin is a common strategy to overcome 

labor shortages.  As discussed in Chapter IV, draft cattle are essential in Shona 

agricultural production.  The production shortfalls experienced by Earnest and his 

brothers, it was noted earlier, partly resulted from a lack of labor and draft power.  The 

need to borrow draft power places households at a significant disadvantage, because 

maize is planted late in the rains. Earnest complained, 

In December, I cultivated one-and-a-half acres and in return, we managed 
to harvest nothing.  My grandmother gave seed.  My uncle let us borrow 
his plow and draft cattle.  Nevertheless, we managed to plant too late since 
he was already using them and thus we harvested barely anything.  We got 
only ten kilograms from the field and have already consumed this. 
 

Although kin provide the majority of outside labor free of cost, they help on a temporary 

basis and only after meeting their won household labor needs.  Thus, AIDS-affected 

households relying on outside labor face problems with timing. 

In interviews many household heads emphasized the importance of social ties 

especially in the transfer of labor.  Likewise, the experience of one female focus groups 
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participant underscored the negative impacts of AIDS on household independence, 

especially growing dependence on social networks.  Dependence on others without the 

ability to reciprocate is embarrassing since it violates Shona expectations about the 

mutual flow of aid between social ties. 

Before I fell ill I used to be active in crop production and gardening.  I 
produced enough to sell and managed to send my children to school.  
Since last year, I became so sick I am unable of do any work.  Now me 
and my children are relying on gifts from relatives to survive. 
 

During several focus group sessions, participants described increased dependency on 

social networks following the onset of AIDS.  A female participant expressed resentment 

about her inability to support her children.  Declining health has left her dependent on her 

children and relatives. 

My husband died two years ago and we used to grow crops for sale.  Since he 
died I can no longer do that.  Now I support three children and have to rely on 
gifts from my relatives.  My daughter comes to my household to do all of the 
household chores.  I used to make and sell clay pots as way to earn cash.  But 
now I spend the most time at home unable to do the work because I no longer 
have the strength. 

 
Many households willing to lend support have become overwhelmed with 

requests.  Since AIDS-affected households tend to make larger and more frequent 

requests for help, their social networks may become fatigued and decide to reduce or 

terminate assistance.  The voices of several focus group participants highlighted the 

growing inability of others to support the needs of AIDS-affected households.  Most 

participants agreed that they are not as willing as they once had been to lend support. 

The community does not bother itself much about the HIV positive.  Hope 
is quickly lost for these people.  Some believe that they are bewitched and 
there is no helping them. 
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Yet the above participant qualified this assertion, noting that a willingness to help 

depends on the strength of the relationship prior to a person’s illness. 

It depends on how strong your friendship was before you became ill. My 
friends used to visit me regularly but now the illness has prolonged I think 
they are tired, they no longer pay me regular visits. 

 
Thus, even though reliance on relative assistance with farming is both a feature of the 

Shona livelihood system and a coping strategy, reliance under duress quickly becomes 

dependency for AIDS-affected households. 

Ivy, 61 years old and never married, cares for her two nephews ages ten and 

eleven.  She manages five acres of land in Gweru District, but lacks the necessary labor 

to cultivate.  In addition to her age, Ivy is chronically ill, experiences severe pain, 

swelling in her lymph glands, and has an active case of tuberculosis.  Although never 

tested for HIV, she exhibits AIDS symptoms.  Her health has been deteriorating for the 

past three years and she finds herself on many occasions too sick to work. 

Feeding her two nephews and putting them through school are a constant struggle.  

Ivy an inexperienced farmer relies mostly on the sale of her labor to obtain food.  During 

the 2004 rains, she devoted most of her time to maricho.  In exchange for clearing fields 

of weeds for other households in her village, she received maize meal.  During the three 

months she worked, she earned 160 kilograms of maize meal, just enough to meet her 

household’s consumption needs.  Unable to save any of the maize meal, she looked 

forward to harvesting her maize crop for additional food.  Ivy’s neighbors also provided 

small gifts of maize meal.  When Ivy first moved into the village eight years ago to care 

for her ailing mother, she established close ties with her neighbors.  The strength of her 
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friendship assured Ivy that she would receive gifts to overcome day-to-day food 

shortages. Neighbors do not expect repayment. 

Maize cultivation is difficult for Ivy who lacks the strength and means to cultivate 

her land.  She does not own any draft cattle or a plow and, even if she did, she would not 

be strong enough to use them.  Were it not for Ivy’s close relationships with her siblings, 

she would not have been able to plant.  Her brother, the father of the two boys she cares 

for, offered to plant Ivy’s maize crop with his team of draft cattle and plow.  Ivy’s two 

sisters also helped by manually weeding her crop, and they assisted with domestic chores 

around the homestead.  The combined assistance of siblings and neighbors was just 

enough for Ivy and her boys to survive. 

In addition to livelihood activities, AIDS-affected households face greater care-

giving responsibilities.  Care giving is time consuming and demands many of the most 

productive hours from primary care givers.  According to HLS, the primary caregiver 

spent eighteen of the past 48 hours before the survey caring for a chronically ill person.  

This is roughly nine hours a day and takes up most of the caregiver’s time.  On average, 

there are 1.2 caregivers in an AIDS-affected household.  Eighty percent of them are 

female with an average age of 39 years. 

Caregivers have a triple burden placed on them in that they care for the ill, look 

after children and contribute to cash generation and food production activities.  A 

household may lack the capacity to provide all of the necessary care and will seek outside 

assistance.  In addition to a caregiver who is a household member, 38 percent of the 

people living with AIDS have an assistant caregiver from another household.  
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Focus group discussions with caregivers and AIDS patients emphasized the 

assistance of outside caregivers.  One male participant described several kinds of outside 

care giving assistance. 

Community members will assist the chronically ill by looking for 
medicines to help give care, feeding those who are bedridden and taking 
the sick to the hospital.  We use ox drawn carts to ferry the sick to clinics.  
We also give help to relatives of the sick.  Relatives of the sick will 
consult with outside community members only when their assistance is 
greatly required. 
 
As noted, women are the predominant caregivers in both early and late phases of 

illness. In most cases, the sick rely on close female relative for care.  

Most mothers came to take care of their sick daughter if she is seriously 
ill.  When the illness begins and is still not serious, she gets care from her 
husband’s relatives. 

 
Another female informant explained how she cared for her ailing uncle.  Bathing her 

uncle was the most uncomfortable aspect of care since it involved partial nudity, bodily 

contact between kin of different genders, and removing bodily wastes and fluids such as 

vomit, urine and feces.  

I bathed my uncle because no one was willing to help.  In our culture, I am 
not allowed to bath my father’s brother, but had to do it because no one 
wanted to take care of him.  He was not married and my father is 
deceased.  His brothers even avoided him.  I gave care to my uncle until 
he died. 

 
Men do provide some care, especially for other male relatives.  For instance, a 

young man explained how he cared for his younger brother. 

My young brother got sick with HIV/AIDS.  He was working in town 
when he was became sick.  When he returned to his rural home, he stayed 
with me and our mother.  Every morning I changed his clothes and helped 
him bath.  I did this every day four times a day.  Sometimes I had to look 
after him all night. 
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Outside caregivers supplement the work of in-home caregivers, on average 

making 1.7 visits per week.  Thus, they provide all types of care significantly less often 

than household members do.  Table 6.6 compares the involvement of outside and in-

home caregivers in nine major services. Caregivers in the household more frequently 

involved in all care giving services, except comfort and support, and they provide a 

greater number of services (5.2) than outside caregivers (1.5).  Typically, outside 

caregivers offer comfort or support in addition to one other activity, such as 

administering medicine, cleaning or cooking. 

 
 
 
 
 
 
 
 
 
 
 

TABLE 6.6 Care giving activity by care giver type 
 

Care Giving Activity % Household Care 
Givers

% Outside Care 
Givers p Phi

Comfort or Support 88% 84% 0.157 0.06
Cooking 82% 14% 0.000 0.67
Domestic Cleaning 78% 15% 0.000 0.62
Mobility 67% 10% 0.000 0.57
Accompany to Clinic 60% 11% 0.000 0.49
Adminiser Medication 33% 16% 0.000 0.19
Bed Bathing 24% 7% 0.000 0.22
Treat Sores or Wounds 22% 3% 0.000 0.27
Hand Feeding 8% 3% 0.038 0.10
# of Tasks 5.2 1.5 - -  
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Accessing Non-Food Goods and Services 

As discussed in Chapter V, Shona households are heavily involved in the 

marketplace and they rely on cash to acquire not only food, but also a primary education 

for children, and medical care.  In these regards, AIDS-affected households also find it 

difficult to meet their basic needs.  Declines in income generation combined with an 

increase in medical care spending make it more difficult to afford other expenses.  Cash 

shortages are especially acute during a drought year when households must purchase 

much of the food they consume.  Moreover, Zimbabwe’s massive inflation and rising 

prices for goods and services, have affected all households.   

Households use revenues generated through the sale of livestock to pay for 

increased medical expenses of AIDS infected members and compensate for the loss of 

income generated by productive members (White and Robinson 2000).  However, with 

the loss of productive adults, animal husbandry practices deteriorate as experienced 

workers are no longer well enough to tend to animals and they are entrusted into the care 

of children (FAO 2002).  Income-oriented animal husbandry is threatened by livestock 

divestment to cover the increasing disproportion between expenditures and income 

(Barnett et al. 1995).  The sale of livestock is a common way to manage increased health 

care costs and the loss of other income, but this strategy has negative long-term 

implications for household savings and draft power (Sauerborn et al. 1996). 

In Zimbabwe, Matangadura (2000) found that at least one-quarter of households 

experienced an AIDS-related death of an adult female household member coped by 
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selling livestock and domestic possessions.  Her study in the Gweru and Shurugwi 

districts showed that HIV/AIDS had an impact on livestock production, as households 

must organize or attend funerals, thus reducing the amount of time spent on herding and 

other productive labor.  Households also sell livestock to raise cash for health care and 

funeral expenditures. 

As Frankenburger and Goldstein (1990) suggested, studies of asset depletion 

should consider the value of assets ready for liquidation as well as the role of particular 

assets in production activities.  Divesting plows or other productive farm equipment has 

negative long-term consequences.  Bollinger et al. (1999) documented sales of plows in 

Zimbabwe by HIV/AIDS-affected households (Bollinger et al. 1999).  Income losses in 

Zambia are mitigated through distress sales of livestock and agricultural implements and 

increased dependency on the natural environment for food and income (FASAZ 2003).  

In Tanzania, the majority of AIDS-affected households dispose of one or more assets as a 

direct coping response to AIDS morbidity.  Households depend mainly on the sale of 

assets to meet the costs of HIV/AIDS related sickness and death (Rugalema 1999,  

NAADS 2003).  Divestment of durable assets is higher among households that 

experience the death of a member to HIV/AIDS than among those were a non-HIV 

infected individual dies according to Menon et al. (1998). 

Shona households under duress employ a variety of coping strategies to access 

services and non-food goods.  Ellen and her husband, introduced in Chapter III, are both 

living with HIV/AIDS.  They rely on several short-term measures to make expenditures 

on school fees and medical care.  Cash for these expenditures normally comes out the 
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husband’s income from labor sales.  Since falling ill, however, he has no longer been 

employed, and forcing the household to use savings, in the form of goats.  In addition, the 

household depends on an extensive social network for assistance. 

Ellen’s strongest relationship is with a niece who lives nearby and provides 

companionship and support.  The two women lend one another money and go to church 

together.  Ellen, active in her church, finds additional support there including occasional 

donations of clothes for her children and counseling services when she needs advice or 

consolation.  Ellen’s sister-in-law, who also lives nearby, helps Ellen to purchase 

medicines.  At the time of the interview, only her sister-in-law and niece knew that Ellen 

and her husband were HIV positive.  Still in the process of coming to terms with the 

illness, Ellen depends heavily on these two relatives and friends for psychological 

support.  The HLS also revealed that a greater proportion of AIDS-affected households 

than non-affected households identified access to services and non-food goods as a 

coping objective.  

 
Like coping strategies for previously discussed objectives, strategies to access 

services and non-food goods contrast in terms of the sources and types of resources on 

which households rely.  Some strategies rely on resources internal to the household (e.g., 

livestock, equipment, or personal possessions) as well as taking out cash loans.  

Borrowing cash is a coping strategy because loans are short-term and repaid either in 

cash or in kind.  Other strategies rely on assistance from the household’s social network.  

This includes small gifts of cash, goods, or services, such as clothing purchases or paying 

school fees.  Table 6.7 compares the proportions of households engaging in each type of 
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coping strategy by household AIDS status.  The strongest correlation is for gifts of cash 

and goods or services from a household’s social network, but there are no differences 

regarding the decision to obtain a cash loan or to divest livestock.  As the discussion 

below will show, the most important difference between AIDS-affected and non-affected 

households concerns the decision about what to do with cash. 

 
TABLE 6.7 Strategies for coping with non-food expenditures by AIDS status 

 
Non-Food Expenditure 

Coping Strategy
AIDS-Affected 

Households
Non-Affected 
Households % Change p Phi

Gift of Non-Food Goods/Serv 32% 17% 88% 0.000 0.15
Gift of Cash 11% 7% 57% 0.002 0.06
Cash Loan 48% 45% 7% 0.178 0.03
Divesting Livestock or Assets 25% 23% 9% 0.319 0.02  

 
 

Most households rely on cash loans as a first coping strategy.  The decision to 

borrow cash does not vary by household AIDS status.  Half of all households borrow 

expecting to repay loans with interest.  Typically, loans come from the informal sector 

and relatives or friends are the most common lenders (83 percent).  The terms of this 

lending are more relaxed and flexible, but the amount of cash available may not be high.  

Loans also come from rotating savings associations (14 percent), where a household 

member contributes cash to a common fund each month.  At the end of the month, one 

associate receives the cash pot. 

Local moneylenders (2 percent) and banks (1 percent) are the least common 

sources of loans.  These loans have high interest rates and default may mean forced 

collection of collateral.  It is noteworthy households living and working on communal 
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lands cannot use land as collateral, because since they do not hold title to it.  For them, 

livestock, usually cattle, serve as collateral. 

Although the proportion of households taking out loans does not vary by AIDS 

status, the reasons for borrowing and the uses of loans illustrate the impact of AIDS on 

household expenditures and cash management.  Table 6.8 shows a significant difference 

in borrowing for medical care and funerals reflecting a rise in spending for these 

purposes.  Conversely, the use of loans to cover school fees or other expenses (debts or 

social events) was lower among AIDS-affected households.  These budget areas are 

compromised as medical expenses rise.  The next section will examine borrowing to help 

cover food purchases. 

 
 
 
 
 
 
 

TABLE 6.8 Non-food expenditures paid for by borrowing cash by AIDS status 
 

Non-Food Expenditures Paid 
for by Borrowing Cash

% Reasons for 
Borrowing Cash, 
AIDS-Affected 

Households

% Reasons for 
Borrowing Cash, 

Non-Affected 
Households

% Change p Phi

School Fees 37% 58% -36% 0.000 0.18
Medical 37% 17% 118% 0.000 0.20
Funeral 8% 4% 100% 0.027 0.08
Other 18% 21% -14% 0.420 0.03
TOTAL 100% 100%  

 
 

Divesting household possessions (e.g., agricultural implements, domestic items, 

or luxury items such as radios) and livestock often becomes a Shona household’s second 
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coping strategy.  The proportion of households that divest – about one-quarter of all HLS 

households – does not vary by household AIDS status.  The sale of livestock is more 

common (23 percent), while divestment of household possessions is extremely low (2 

percent).  Most Shona households keep livestock as a form of savings to be sold when 

cash is needed.  Livestock sales occur at the homesteads, but there are occasional 

livestock fairs where animals are bought and sold.  Cattle auctions draw attention from 

buyers outside the area and offer owners higher prices.  However, in emergencies where 

households desperately need cash, they will sell livestock for very low prices.  In 

contrast, households tend to hold other possessions such as plows, wheelbarrows or ox 

drawn carts. 

Selling livestock and possessions increases a household’s vulnerability, because it 

has lost items whose value might serve as a buffer in a future crisis.  The decision to 

divest reduces the household’s savings and, in the case of cattle, this means the loss of 

productive labor power.  AIDS affected households decide to divest livestock, especially 

cattle, more frequently than non-affected households do.  As Table 6.9 shows, only the 

divestment of cattle has a significant correlation with household AIDS status.  Given the 

productive value of cattle, households only sell them when there are no other alternatives.  

Divestment of poultry, sheep and goats is more common, because they are less valuable 

and eaten more often.  

 
TABLE 6.9 Livestock divestment by AIDS status 
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Livestock Divestment
AIDS-Affected 

Households, % of 
Owners

Non-Affected 
Households, % of 

Owners
% Change p Phi

Cattle 13% 7% 86% 0.002 0.08
Goats or Sheep 17% 14% 21% 0.368 0.02
Poultry 21% 19% 11% 0.335 0.02  

 
 

Although Shona households exhibited similar rates of divestment, the use of cash 

from divested items varies significantly by household AIDS status. These differences 

reflected changes in expenditure patterns with the onset of AIDS.  Of all reasons to 

divest, paying for medical care is the most common among AIDS-affected households.  

Table 6.10 illustrates that AIDS-affected households are significantly more likely to 

spend cash on medical care (43 percent) and funerals (eleven percent) than non-affected 

households do (nine percent and two percent, respectively).  In contrast, AIDS-affected 

households are significantly less likely to use cash from divestment to help cover school 

fees (35 percent) and other expenses (eleven percent) as compared to non-affected 

households (63 percent and 26 percent). 

 
 

TABLE 6.10 Divestment to cover non-food expenditures by AIDS status 
 

Non-Food Expenditures Paid 
for by Divestment of 
Livestock or Asset

% of Reasons to 
Divest, AIDS-

Affected 
Households

% of Reasons to 
Divest, Non-

Affected 
Households

% Change p Phi

Medical 43% 9% 378% 0.000 0.38
School Fees 35% 63% -44% 0.005 0.22
Funeral 11% 2% 450% * 0.20
Other 11% 26% -58% 0.004 0.15
Total 100% 100%
* P is not calculated when at least one cell value is less than 5  
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During several focus group discussions participants emphasized, divestment of 

livestock and household possessions as a coping strategy to cover long-term medical care 

expenditures.  Individuals described how their decisions to divest resources to pay for 

care depleted most of their savings. 

People are becoming poor and poorer because all their assets are disposed 
of in trying to care for the patient.  When my wife died there was nothing 
left for my family.  I divested my livestock to buy food and pay for 
medical expenses.  I used to have three cattle, but I had to sell them all.  
Out of the three goats I have, so far I have sold one. 

 
The tragedy of AIDS often affects a couple, typically a husband falling ill first, followed 

by his wife.  Before the partner of a person with AIDS becomes sick, the burden of caring 

for that person’s illness consumes most of the household’s resources.  By the time that 

the partner requires care, there is little to fall back on.  A woman living with AIDS 

explained how her household had already consumed most of its resources caring for her 

ailing husband. 

I used all our money when my husband was sick.  We even sold all our 
cattle.  Now I am sick I have nothing to fall on.  We have no food.  We are 
selling what livestock we have left, especially chickens, in order to buy 
food.  I refuse to sell my assets, because I want them for the future of my 
children.  I get remittances from my daughter to send my grandchildren to 
school and my sister is the one who looks after me since I have become 
very sick. 

 
Relying on a household head’s social network is another strategy for coping with 

non-food expenditures.  As already mentioned, assistance from kin, institutions or friends 

is often a last resort after the household has exhausted most of its internal options.  AIDS-

affected households are more likely to call on their social networks for goods and 

services related to HIV/AIDS.  Table 6.11 provides the proportions of affected and non-
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affected households receiving assistance with various expenditures.  The strongest 

correlation between household AIDS status and social network assistance is for medical 

care and funerals. 

 
TABLE 6.11 Relying on social network for non-food expenditures by AIDS status 

 
Expenditures Paid for by 

Social Network
AIDS-Affected 

Households
Non-Affected 
Households % Change p Phi

Medical Care 13% 3% 333% 0.000 0.19
Funeral 8% 2% 300% 0.000 0.14
School Fees 9% 8% 13% 0.575 0.01
Other Expenses 11% 7% 57% 0.000 0.07  

 
 

Assistance with specific goods and services varies according to relationship types 

within a social network.  Like labor requests, social support for non-food expenditures 

comes largely from kin.  The data highlights the importance of friendship and the role of 

friends in providing assistance with funerals and offering cash gifts.  Secular 

organizations, such as community-based groups or larger non-governmental 

organizations supply seed or primary school scholarships.  Finally, traditional figures 

such as chiefs or village heads will sometimes help cover funeral costs, and faith healers 

offer medical care free of charge. 

A woman who headed her household explained why relatives may be reluctant to 

help a household with means to provide for itself.   

I used most my livestock and assets to cover costs such as hospitalization, 
medication and funerals expenses.  After my husband’s funeral, my 
children had little.  What we had left, our relatives suggested we sell it to 
get money for urgent use. 
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In this case, a woman’s requests for assistance from relatives were met with stern 

resistance.  Her relatives told her that she should divest all of her possessions before 

seeking their help. Social networks help to care for children whose parents are no longer 

able to do so.  There is an expectation among parents living with AIDS that their children 

will be looked after by relatives especially siblings.  Doubting their own ability to secure 

their children’s futures, parents hope that relatives will be able to provide what children 

need.  One father of two young children expressed his expectations about his kin. 

I have two children and the first-born is in grade two, I have made some 
educational savings for them but money is too little.  It is difficult for me 
to plan for my children’s needs when I do not have anything. When I 
cannot care for them, they will be taken by other relatives who may in 
turn abuse them. 

 
Other parents are not as certain that relatives will meet expectations.  During a focus 

group, a mother expressed her frustration about the uncertain future of her young children 

once she died.  Relatives face their own struggles, she explained, and may not be able to 

handle the additional responsibility. 

The future of my children is bleak.  I have tried all avenues but have 
failed.  I cannot fend for my family.  I believe my children will become 
street kids after I die, because no one will be able to look after them.  I 
know that my children will not grow up well since I am not able to look 
after them.  Once I die, I don’t think my sister will take good care of them, 
but what can I do. 

 
Earnest and his brothers, as noted earlier, are completely dependent on relatives 

help to pay for non-food expenditures.  School fees for himself and his two brothers are 

the greatest burden.  Inability to pay has forced them to withdraw from school until 

delinquent and, without appropriate books and supplies it is difficult for them to study. 
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My youngest brother is going to school, because his grandmother pays for 
the fees.  I and my other brother were chased from school because we had 
not paid fees on time.  We just go to school but we never paid.  My 
grandmother says we should ask our uncle for help.  My uncle finally paid 
for last term but not for this term.  Our fees are still outstanding.  The 
other issue is we do not have books to use.  I went and worked maricho in 
return for some books.  By the time I got the books it was too late and I 
did not have enough time to complete my notes. I failed because my books 
were not enough.  It is tough for me because I will be the only one without 
a uniform or books and sometimes I go to school without wearing shoes.  
It makes me feel out of place.  Some of my friends at school sympathize 
with me give me some clothes to wear.  When I finish school I want to be 
a bus driver.  I will manage to get a lot of money and then I can get 
married.  I’ll leave my wife to do the farming while I work as a driver. 

 
Improving Food Supply 

The final objective considered here is improving food supply.  The 2004-05 

season agricultural drought drastically reduced own-account production leaving many 

households to buy food in the market.  Shona households cope with scarcity by 

employing a broad range of strategies that rely on a combination of internal resources and 

social networks.  The logic of their strategies is to avoid exhausting any single source, 

with the hope of preserving coping options for the future.  The compound effects of 

drought and AIDS on food production place greater stress on AIDS-affected households.  

 The Insukamini household, introduced in Chapter III, an array of strategies is 

employs an array of strategies to cope with food shortage. Leonard and Ester recognize 

that their food stocks are very low and that it will be difficult to find food before the next 

harvest in about eleven months.  Their first strategy to improve their food security was 

livestock divestment.  They have been slowly divesting a small livestock base for cash to 

purchase food.  In December, they sold all of their chickens, because their food stocks 

were completely depleted.  They have three goats left and Leonard realizes that the sale 
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of these last few animals may mean the end of their savings.  Reluctant to sell, he prefers 

to rely on his social network for gifts. 

Leonard and Ester understand that their household cannot survive on its own.  

They combine their social networks to increase the number of sources of assistance.  This 

is an advantage in that it allows for greater flow of goods to their household and does not 

overburden any one source.  The Insukaminis receive help with food from Leonard’s 

maternal uncle, Ester’s sister and Leonard’s sister.  Leonard’s maternal uncle who lives 

nearby, provides the most support.  He is elderly and suffers from poor health, but 

manages to give gifts of maize meal on a regular basis.  Ester’s sister, also local, helps 

with gifts of vegetables in addition to maize meal.  On occasion, she also gives cash.  

Leonard’s sister lives in Harare, the capital city, but when she visits her uncle on the 

holidays, she brings maize meal, cooking oil, salt, sugar and other purchased food 

commodities. 

In addition to kin, Leonard’s household draws on the assistance of neighbors, who 

provide cash loans, food and labor.  Unlike kin, neighbors do not call these gifts and 

expect the favors to be returned.  Calling on neighbors for assistance can lead to debts 

that may not be easy to repay.  Finally, local institutions such as the clinic provide 

treatment and medications at low cost.  The services are not free, but with the purchase of 

medical insurance, the payment of medical services can be managed. 

Earnest and his brothers also rely on a range of coping strategies to address food 

insecurity.  Again, the first strategy to secure food was divesting chickens for cash to buy 
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maize meal.  Earnest explained that when he and his brothers had consumed the 

purchased food, they left school to find maricho. 

Just after our father died, we sold nine of our ten chickens to buy food.  
We sold five in January and the other four in March.  Wild cats ate the last 
one.  We used the money to buy food, cooking oil and soap.  The shortage 
of food has also pressed us to look for work.  We go for maricho at the 
irrigation scheme and are given maize.  We worked there Monday to 
Friday and over the holidays in April from morning to late afternoon.  
During the day we used to get lunch from the people we worked for, but 
that was taken out of what we were going to get from the work.  Over the 
past month, me and my brother managed to get ten kilograms of beans and 
two buckets maize [40 kilograms].  We have since used half and the other 
bucket is kept at our grandmother’s place.  We gave some of the food to 
our grandmother and in return, she gives us groceries. 

 
Aside from poultry sales and temporary maricho, Earnest and his brothers 

depended on relatives for help with food.  Most of this support came from their step-

mother’s mother, but the food did not come without strings.  The boys contribute to their 

grandmother’s household by performing chores. 

Food is short now, but yesterday we ate sadza and vegetables twice at our 
grandmother’s [step-mother’s mother] place.  The vegetables are from our 
grandmother’s garden, but there is not enough to split between two 
households so we eat together.  At times, we work in her garden.  I cut 
firewood for her and help her plant during the rainy season. She prefers us 
working in the garden because she says we do the work better than her 
daughters-in-law and her other nephews who are still young.  I work for 
her during the evening after school, but most of the work I do is during the 
weekend. Some days we fail to get food from her and we go for a day or 
two without eating. 

 
As discussed in Chapter V, the majority of a household’s cash income in 2005 

was spent on maize meal purchases.  Of the three coping objectives, increasing food 

supply is the most commonly pursued using combined strategies of internal resource 

reallocation and social networking.  However, analysis of the coping strategy data does 
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not support the conclusion that AIDS-affected households are more engaged in food 

coping strategies.  Widespread lack of food at the time of the survey led all households 

regardless of AIDS status to employ the same strategies to achieve this coping objective. 

Shona households tend to remain independent and rely on internal household 

resources first, such as loans of food, loans of cash for food purchases or divesting 

possessions for food purchases.  However, there are no significant differences in the 

reliance on specific strategies by household AIDS status.  Although not statistically 

significant, AIDS-affected households have a slightly higher tendency of resorting to 

more extreme strategies such as divestment or relying on social networks. 

Stretching food stocks is the first strategy that households employ to help mitigate 

food insecurity.  Focus group discussions indicate that preparing less food for meals and 

reducing food variety are the most frequent strategic maneuvers.  Households may eat the 

same number of meals, but the overall quantity of food consumed at a meal is smaller 

than normal.  The survey data do not show significant differences in the number of meals 

consumed by AIDS-affected households.  Most Shona households consume two meals a 

day and for the most part these meals consist of sadza and a vegetable relish.  Rather, 

AIDS-affected households appear to consume less sadza per meal.  This proposition is 

supported by Chapter V, where the analysis showed that affected households consume 

less cereal per capita.  During one focus group, a female participant elaborated on the 

practice of stretching food stocks. 

Lack of food has made my household eat less sadza than usual.  We only 
eat once or twice a day.  We are appealing for food aid at the hospital 
because my husband is late and I am chronically ill. 
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In addition to stretching food, some households prepare alternatives to the staple 

maize meal.  Wild plants and fruits supplement garden vegetables, but many of these 

were unavailable during a drought year.  One female participant described vegetables 

substitutes for sadza with other vegetables. 

Since there is not enough food, we are eating alternatives to basic sadza 
such as eating vegetables alone or eating melons.  Because of the drought, 
there are not even any wild fruits in the forest to fall back on. 

 
Meeting the dietary recommendations made by health care or development 

organizations are frustrating for most people living with AIDS.  The inability to eat 

recommended foods is more a problem of poverty than of ignorance.  One female 

interview respondent put it this way: 

I have heard that I should take a balanced diet, don’t do heavy work, don’t 
have sex, don’t get pregnant and don’t give birth. It is difficult for us [the 
sick] to get a balanced diet so that we can survive longer if we stop 
working.  How can we afford to eat if we stop working, if we don’t work 
we won’t survive. 

 
Prior survey work by CARE (2003) revealed that AIDS-affected households 

employ food coping strategies with greater frequency – especially harvesting immature 

crops, skipping meals for a day or two, eating wild foods, and sending household 

members to beg for food.  The HLS also found that AIDS-affected households are more 

likely to forego spending on medical care and reduce spending on agricultural inputs to 

purchase food.  Comparison of the 2005 HLS data on these issues by household AIDS 

status confirmed the earlier study’s findings. Table 6.12 compares the decision to forgo 

spending in agriculture or medical care to afford food.   
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TABLE 6.12 Expenditure coping strategies for food purchases by AIDS status 

 
Expenditure Coping Strategy AIDS-Affected 

Household
Non-Affected 

Household % Change p Gamma

Forgo Medical Care for Food Purchases 40% 31% 29% 0.000 0.20
Reduce Agricultural Inputs for Food Purchases 48% 43% 12% 0.001 0.10  
 
 

Another strategy to cope with food insecurity is to rely on household resources 

such as assuming loans, either in the form of food or in cash, or divesting livestock and 

other household possessions.  The most common coping strategy to emerge from the HLS 

is borrowing food with the intention of repayment.  Of the 38 percent of households that 

borrowed food, the median amount of the loan was 50 kilograms.  For a household of six, 

this is enough food to last about one month.  However, the scarcity of food during 2004/5 

made it difficult for households to borrow food.  Thus, another 35 percent of them 

borrowed cash to purchase food.  Divesting is, for this coping objective as well, a way to 

draw on household resources to obtain food.  Yet fewer households divested specifically 

for food as compared to other coping objectives.  Typical food gifts are cereal or maize 

meal and purchased groceries such as salt, sugar and cooking oil.  AIDS-affected 

households are more likely to receive gifts of cereal than non-affected households are, 

while there are no differences for non-cereal items. 

The Shona proverb, ukama igasva unozadziswa nekudya (relationships are filled 

like a calabash by sharing a meal) highlights the importance of food sharing in building 

social relationships.  However, sharing food is a burden in times of scarcity.  Most 

instances of food gifts occur between kin, especially close kin such as children or 

grandchildren.  Although friends may help out with cereal, kin primarily supply 
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purchased groceries or non-cereal items reluctance by friends to give purchased food 

commodities has to do with the cost of these goods, whereas cereal can be grown or 

earned through maricho. Kin have obligations to support one another and are willing, 

therefore, to spend cash. 

Support from traditional figures comes largely from the Chief through the zhunde 

ramambo (Chief’s granary).  In Zhunde ramambo a chief designates agricultural land to 

cultivate maize and the harvest is set aside to support disadvantaged households.  A chief 

acquires labor for zhunde ramambo by requesting labor from the households that fall 

under his traditional jurisdiction. The Chief’s household provides seed and draft power.  

The zhunde ramambo is a social safety net and a source of food during times of scarcity.  

Local leaders or Village Heads make requests from the zhunde ramambo on behalf of 

households in their village.  In the survey, few households reported receiving food from 

this traditional institution. 

Shona households cope with the compound effects of drought and HIV/AIDS 

through an array of strategies aimed at improving labor supply, increase access to non-

food goods and services, and improving food security.  Building earlier chapters, the 

analysis shows how AIDS-affected households mitigate the impacts of disease on labor, 

cash and food by employing strategies that first reallocate internal resources and 

subsequently mobilize resources from social networks.  In some instances, generalized 

poverty and the presence of a severe drought have increased use of coping strategies by 

all households and the differences between AIDS-affected and non-affected households 
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are not as great as anticipated.  Nonetheless, these findings help illustrate the factors that 

lead to increased destitution and crisis among AIDS-affected households.   

The new variant famine theory suggests that AIDS accelerates the frequency and 

intensity of coping strategies, because the livelihood of affected households is under 

greater stress.  These households quickly deplete their options and begin the process of 

irreversibly damaging the long-term sustainability of the unit.  Lowered production, 

coupled with increased expenditures for medical care, lead households to rapidly divest, 

take out credit, or rely on the help of others.  As situations worsen, temporary coping 

strategies become a regular part of life.  Households are engaged in a desperate attempt to 

survive relying on drastic measures to preserve the well-being of their members.  The 

immediacy of their poverty affords little opportunity to consider the long-term 

implications of their actions. 
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VII.  CONCLUSION 

In this dissertation, I have described and analyzed the mechanisms by which 

HIV/AIDS affects the means, relations and processes of the Shona livelihood system in 

rural southeastern Zimbabwe.  My hypothesis was that HIV/AIDS constitutes a shock or 

threat to the “normal” functioning of a livelihood system.  My analysis of data collected 

between 2004 and 2005 relies on survey research, qualitative interviews, and GIS-based 

information sorting and data representation.  From these data, I have presented a scenario 

in which the harsh synergism of drought and HIV/AIDS at the household level result in 

significant loss of livelihood security.  The Shona livelihood system is highly vulnerable 

to HIV/AIDS production – farming, livestock raising and non-agricultural activities – 

depend on manual labor.  Widespread poverty and an inadequate health care system 

exacerbate the crisis created by HIV infection, limiting the range of household options to 

access care and nutrition for sick people.  Southeast Zimbabwe is also prone to severe 

and prolonged droughts that can devastate maize-centered farming completely dependent 

on rainfall. 

Summary of Findings 

In Chapter I, I presented an overview of the livelihood systems model used to 

examine the effects of HIV/AIDS, beginning with HIV infection progressing to full-

blown AIDS and culminating in deaths from AIDS-related illnesses. A combination of 

demographic, economic and biological factors intensifies the risk to HIV infection and 

susceptibility to opportunistic infections that accelerate progression of HIV toward the 

onset of AIDS. 
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In the context of a labor-intensive livelihood system, the onset of AIDS initiates a 

devastating crisis for Shona households because it most often strikes adults of prime 

labor age who are often household heads and decision makers.  In addition to losing the 

labor of sick and eventually bedridden people, their steadily increasing need for care 

giving services further taxes the labor supply. Adult mortality and/or AIDS-related 

chronic illness combined with greater care giving responsibilities, reduces the capacity of 

households to engage in agricultural and income generating activities. They scaled back 

cultivation to accommodate a reduced labor force and restrict cash earning activities to 

those that require less labor and capital input. 

Household heads and members experience the consequences of these decisions as 

problems of securing sufficient food and cash.  Paying cash for regular medical care 

alters household consumption patterns.  In their attempts to balance declining incomes 

against rising expenditures households may forego paying children’s school fees to afford 

escalating expenditures of food and health care.  Overall, reduced productivity and 

increased expenditures diminish household food security. 

Households employ sequential coping strategies to achieve three objectives: 

reallocating and increasing the household labor supply, accessing non-food goods and 

services, and improving food security.  Their strategies rely first on internal resources 

(e.g. sales of livestock) and, second, on resources in social networks.  The gradual 

erosion of a household’s livelihood strategy leads to ever more desperate coping 

strategies.  Two parallel feedback mechanisms link livelihood insecurity to increased risk 

and susceptibility.  Destitution can push people to engage in out-migration or commercial 
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sex work.  Lowered nutrition and untreated opportunistic infections also accelerate the 

disease process and increase susceptibility to AIDS. 

I explored the HIV/AIDS epidemic and the lives of individuals affected by this 

disease in Chapter II.  An overview of epidemiological trends in HIV/AIDS epidemic in 

Zimbabwe since the 1980s showed that, over the past two decades, the epidemic shifted 

from urban to rural areas, where the majority of individuals with HIV/AIDS now live.  A 

shift in prevalence rates by gender accompanied the epidemic’s geographical shift: 

women now have a higher prevalence rate of HIV than men do.  The increasing rural 

presence of HIV combined with the onset of AIDS among prime labor age adults places 

additional burdens on Zimbabwe’s rural poor. 

This chapter identified vulnerabilities in the Shona livelihood system to the loss of 

adult labor to AIDS.  Shona farmers cultivate maize, the staple food and an important 

market commodity, and the sale of labor generates a large proportion of cash income.  

The loss of adult labor to AIDS poses a challenge to household production activities in a 

situation characterized by labor bottlenecks during peaks of the agricultural cycle. 

I also examined the health care context in which households seek diagnosis and 

treatment for chronically ill people.  Individuals utilize the services of rural clinics and 

traditional practitioners, such as n’anga and faith healers.  Clinical care is the most 

sought after, but medication shortfalls and transportation problems limit household access 

to clinics.  With regard to the etiology of HIV/AIDS, the Shona believe that the disease is 

natural rather than supernaturally caused.  However, the Shona also believe that in some 

cases Witchcraft and vengeful spirits prevent sick people from recovering.  In some such 
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cases, the curse or spirit must be removed before biomedical cures can have any lasting 

effect. 

Finally, I described the social stigma and discrimination faced by Shona suspected 

of being HIV positive, noting that most infected people are unaware of their status 

because few choose to be tested.  The decision to seek testing is least common among 

youths, especially young women, who know that a positive result could destroy their 

prospects for marriage and bearing healthy children.  In addition, people living with an 

active case of AIDS require constant care and bed rest.  Daily care giving responsibilities 

may overburden some caregivers, who eventually resent sick spouses or relatives and 

neglect their care.  Many Shona avoid casual contact with people living with HIV 

because they believe that HIV can be transmitted by touching a sick person’s body or 

personal belonging. 

In Chapter III, I addressed concepts of risk and susceptibility to HIV/AIDS and 

what this means in the rural setting.  Exploring the reasons for higher prevalence rates of 

HIV infection among women, especially under the age of 30 years, I argued that young 

women are less able to negotiate sexual relations with their partners.  Condom use is 

restricted to when one person is known to be HIV positive or is AIDS symptomatic.  

Young women are likely to initiate relationships with older men who have already 

engaged in unprotected intercourse with multiple partners. 

In addition, rural to urban migration by young adults, especially males, may be 

another reason for increased risk to HIV among the Shona.  Early in Zimbabwe’s 

epidemic, migrants were responsible for the introduction of HIV to rural areas.  More 
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recently, HIV has become endemic to rural areas transforming migration into a secondary 

risk factor. 

I also described the accelerated progression of HIV to AIDS due to the lack of 

health care, untreated opportunistic infections, inadequate nutrition, and the labor-

intensive demands of rural life.  With the onset of AIDS, adults who were once 

household breadwinners are no longer able to contribute to agricultural, cash generating 

or domestic activities.  In many cases, the tragedy of HIV/AIDS doubly affects 

households, one spouse falling ill shortly after the other.  With the onset of symptoms of 

AIDS and opportunistic infections, the sick person’s health declines and the number of 

dependents per worker increases.  The progression of the disease from the AIDS 

symptomatic stage to death is on average five years. 

I argue that the onset of AIDS and its affect on household labor has the greatest 

impact on a household’s livelihood strategy.  Here, the discussion of labor focuses on the 

allocation of responsibility for productive activities and domestic chores, and the 

fluctuation of labor demands during the agricultural cycle.  A smaller labor force causes 

AIDS-affected households to cultivate less land and obtain less of a maize harvest than 

non-affected households.  

In Agro-Ecological Zones 4 and 5, the drier areas of the study area, the cultivation 

of land was lower because labor loss to AIDS compounds the effects of persistent 

drought.  In contrast, employment activities in those zones exhibited greater resilience 

than expected.  Overall, AIDS-affected households differ little from non-affected 

households in terms of the number of income streams and participation in specific 
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activities.  The household economy gives cash generating activities a high priority, 

although the survey data were not conclusive, households may reallocate labor from 

farming to cash earning. 

In Chapter V, I measured the impact of AIDS on the outcomes of livelihood 

activities in agriculture and employment, as well as changes in expenditure patterns and 

food security.  I found a negative relationship between AIDS and own-account cereal 

production:  AIDS-affected households had significantly lower total and per acre cereal 

production.  Working synergistically with AIDS, lack of rainfall also has a negative 

impact on cereal production.  AIDS-affected households in Agro-Ecological Zones 4 and 

5 had the lowest levels of own-account cereal production. 

However, the greatest difference in production by household AIDS status 

occurred in Zone 3, where the potential for a successful crop is greatest, suggesting that 

labor is the primary obstacle to a successful harvest.  Household AIDS status also has a 

significant negative impact on cash generation, although contrary to expectation, there 

was little difference in total and per capita income generation. 

A dramatic increase in livestock sales among AIDS-affected households reduced 

the income gap, despite the fact that this actively is part of coping to meet cash needs in 

the short term rather than part of a normal livelihood strategy.  The households also relied 

more heavily on vegetable sales from gardening to earn cash. Salaried employment, 

informal labor sales and non-agricultural marketing showed signs of decline, probably 

because they required greater amounts of labor required to sustain them. 
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Chapter V also examined expenditures on food, school fees, and medical care.  Of 

these, AIDS-affected households experienced a dramatic rise in medical care 

expenditures.  Lowered spending on medical care implies that individuals living with 

AIDS did not receive needed care and therefore, it is probable that their conditions 

deteriorate more rapidly.  The last part of the chapter explored the means and ability of 

households to meet their own cereal needs measured by household food security.  The 

Shona households depend on various means to access food, own-account production 

being just one and not even the principal source.  Once again, AIDS-affected households 

were significantly more food insecure than non-affected households.  Their reduced 

ability to meet food needs is due to a combination of declining own-account production 

and cash generation used for purchases. 

In Chapter VI, I considered the various coping strategies employed by Shona 

households to mitigate the negative impacts of HIV/AIDS.  I found that the Shona 

combine coping strategies to bridge temporary shortfalls in labor, food and non-food 

goods, and services.  AIDS-affected households more frequently employ coping 

strategies, use a wider array of strategies, and rely on the most desperate strategies more 

extensively than non-affected households do. 

Each section of this chapter considered a single coping objective – increasing 

labor supply, accessing non-food resources or improving food supply – and the most 

common coping strategies employed to achieve it.  Coping involves a trade-off between 

meeting immediate needs and long-term livelihood security.  The differences in coping 

between AIDS-affected and non-affected households were not great as might be 
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anticipated, because generalized poverty and a severe drought have stressed all 

households. 

Of the three objectives, the number of strategies to increase labor supply was 

much higher for AIDS-affected households.  In addition, AIDS-affected households more 

frequently rely on their social networks for gifts of assistance, a less preferred option than 

relying on internal household resources.  Increasing the labor supply typically involves 

reassigning household responsibilities to children or elderly members, borrowing draft 

power, or calling on kin for help. 

The frequency of coping for AIDS-affected households was also higher when the 

objective was accessing non-food goods and services.  The most common strategies were 

to borrow cash or divest livestock.  Although the frequency of these coping strategies did 

not greatly differ by household AIDS status, AIDS-affected households primarily use 

cash for medical care than to make other non-food expenditures.  AIDS-affected 

households are also more likely to call on their other social networks for gifts of cash or 

non-food goods, a decision rarely chosen by non-affected households. 

The last coping objective is stabilizing food supply, a problem faced by all 

households regardless of HIV/AIDS status due to widespread drought and generalized 

poverty.  Again, cash loans and divesting livestock to buy food are common strategies.  

In addition, many household heads decide to forego meals or consume less food per meal 

to limit demand.  Again, AIDS-affected households more frequently call on others their 

social networks to provide gifts of food. 
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Implications for HIV/AIDS Programming 

This dissertation reports the results of a project in applied anthropology.  The 

project’s goal is to forge conceptual and practical linkages between development 

organizations, such as CARE Zimbabwe, and social science researchers to improve the 

quality of life for people living with HIV/AIDS and their households.  Working with 

CARE Zimbabwe gave me the chance to transform information into program-relevant 

knowledge.  One question that emerges from this research project is whether the 

livelihood systems model is appropriate for on-the-ground applications and promotes 

formulation of constructive policies regarding the intersections of health and overall 

household well-being.  As an applied anthropologist, I take pride in knowing that CARE 

Zimbabwe used much of the knowledge produced by this research to mainstream 

HIV/AIDS issues into ongoing programs and to expand programs in new ways to address 

the needs of households directly affected by HIV/AIDS. 

In 2005, CARE Zimbabwe established its Community Home Based Care (CHBC) 

Program to assist households caring for individuals living with HIV/AIDS.  CHBC began 

in Zaka District as a pilot project.  Part of my work with CARE was a project evaluation 

that recommended its expansion.  The pilot project proved to be a success and has 

become a model for other organizations, such as the International Red Cross and 

Zimbabwe’s National AIDS Action Council.  CARE has since expanded CHBC from 

Zaka into Mberengwa, Mwenezi and Gweru Districts and plans to continue expansion 

into all of its areas of operation. 
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CHBC is based on a livelihoods systems model that views the production of 

health as part of the overall household livelihood strategy.  The program recognizes that 

HIV/AIDS prevention and treatment cannot be isolated from household objectives such 

as food security, education, income generation or agriculture.  Households enrolled in the 

CHBC program have access to a range of services: a diverse food aid package; a supply 

kit that includes personal hygiene first aid and medical supplies; capacity building for 

primary caregivers; agricultural inputs; space in a cooperative garden; and membership in 

a credit and savings group.  A major goal of this type of programming is to train 

volunteers to do most of the work.  Volunteers must be empowered and responsibility for 

program operations must be transferred to them.  This involves motivating volunteers, 

being resourceful with limited resources, and recruiting and retraining workers. 

A livelihood systems approach to HIV/AIDS programming encounters some of its 

most difficult challenges when targeting aid.  First, selective targeting of affected 

households during widespread crisis can increase stigma and discrimination.  During the 

2004-05 season drought, local leaders and the communities resisted proposals to conduct 

selective targeting of development resources.  For example, some CHBC participants 

refused to work with AIDS-affected households in agricultural initiatives.  Refusals were 

made on moral grounds, along with arguments that infected households did not deserve 

help or were physically incapable of contributing.  Second, the loss of labor associated 

with HIV/AIDS increased dependence on social networks, especially those with Shona 

elders and well-to-do lineage members.  Communities argued that assistance should also 

be given to people providing help as a way of strengthening natural safety nets.  They 
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were concerned about the sustainability of social networks forcing increasing demand 

and general economic insecurity.  Third, as households fall apart due to the deaths of 

household heads, other units absorb members.  These household members are not just 

orphans, but also sick adults unable to care for themselves.  Tracking individuals is 

resource intensive.  In addition, providing care to all households caring for displaced 

members would require a significant increase in aid.   

Apart from my work with CARE, this applied anthropological research project 

aims to provide useful knowledge to other organizations as well as other researchers.  

Useful knowledge will assist them to understand the impacts of HIV/AIDS on livelihood 

systems, and predict household-level outcomes that may make planning more effective.  

One of an applied researcher’s principal obligations is to enable others to use models and 

predictions to generate development policies and programs.  This is the way to determine 

the best type of assistance.  In other words, the most relevant measure of my research 

project’s utility is the extent to which it helps to address the problem it investigates and, 

eventually, make a positive difference in the lives of Shona who live with HIV/AIDS.  

Finally, my research may also help anticipate and help to combat epidemics not yet seen 

but having consequences similar to those of HIV/AIDS. 
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Appendix A – List of Acronyms 

AIDS  Acquired Immune Deficiency Syndrome 

ARV  Anti Retroviral 

BARA  Bureau of Applied Research in Anthropology 

CARE  Formerly stood for Concerned Americans for Relief Everywhere 

CHBC  Community Home Based Care 

CSB  Corn-Soy Blend 

DAAC  District AIDS Action Council 

ENSO  El Niño Southern Oscillation 

GIS  Geographic Information System 

HIV  Human Immunodeficiency Virus 

HLS  Household Livelihood Survey 

NGO  Non-Governmental Organization 

NVF  New Variant Famine 

STD  Sexually Transmitted Disease 

TB  Tuberculosis 

USAID US Agency for International Development 

WHO  World Health Organization 
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Appendix B – Household Interview Topic Guide 
 
Subject Disclaimer Form 
Read this aloud to the informant in Shona 
 
The title of the project is the Affects of Chronic Illness on Household Livelihoods.  You 
are being invited to voluntarily participate in the above-titled research study.  The 
purpose of the study is understand how your household has been affected by chronic 
illness.  You are eligible to participate because you are the head of a communal 
household in the geographic area we are covering. 
 
If you agree to participate, your participation will involve one interview. The interview 
will take place in a location convenient for you and will last approximately two hours.  
You may choose not to answer some or all of the questions.  During the interview, 
written notes will be made in order to help the investigator (us) review what is said.  Your 
name will not appear on these notes. 
 
Any questions you have will be answered and you may withdraw from the study at any 
time.  There are no known risks from your participation and no direct benefit from your 
participation is expected.  There is no cost to you except for your time and you will not 
be compensated for your participation. 
 
Only the principal investigator will have access to the your name and the information that 
you provide.  In order to maintain your confidentiality, your name will not be revealed in 
any reports that result from this project. Interview information will be locked in a cabinet 
in a secure place. 
 
You can obtain further information from the principal investigator, John Mazzeo, Ph.D. 
candidate, at 011-001-516-850-2967 or at PO Box 241, Mineola, New York 11501, USA.  
If you have questions concerning your rights as a research subject, you may call the 
University of Arizona Human Subjects Protection Program office at 011-001-520- 626-
6721. 
 
By participating in the interview, you are giving permission for the investigator to use 
your information for research purposes. 
 
 
Thank you. 
 
John Mazzeo 
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Part I: Access and Utilization of Household Livelihood Resources 
 

1. Household Composition: 
Have the respondent provide the total number of members.  For each give his or her age, 
gender, marital status, primary occupation and illness status.  Follow up this set of 
questions by asking about members who live elsewhere.  Find out where they live and 
what they contribute to the household.  Identify if the household head is here or is living 
elsewhere.  Ask if the household has sufficient labor to carry out its livelihood, domestic 
and care giving activities, if not how does it acquire labor. 
 

Produce a map of the household by kinship relation.  All information is included 
in this map. 

 
2. Household Resources: Have the respondent identify access to land (fields and 
gardens) and land size.  Second, identify the productive assets of the household (plow, ox 
cart, scotchcart, wheelbarrow).  Third, identify the livestock type and quantity (cattle 
including draft cattle, goats, sheep, pigs, fowl).  Make sure to identify if the household 
owns draft power and if not, how it is accessed. 
 

Produce a sketch of the homestead (including structures) and the land worked. 
 
3. Agricultural Production: Have the respondent describe what they cultivate in their 
fields and gardens.  How much land in the fields are dedicated to which crops.  Which 
crops are grown in the garden. 
 

Subdivide the sketch obtained of the land worked into sections identified by crops 
grown and acreage. 

 
4. Use of Agricultural Production: Follow up on agricultural production.  Have the 
respondent describe what the household does with each crop grown in the field and 
garden.  Is the crop produced primary for consumption or sale?  How much of the crop is 
consumed and sold? 
 

Construct a pie chart showing the different types of foods and the relative 
contribution to total food consumption.  Important to include purchased foods 
separate from own-account production. 

 
5. Income Earning: Builds on agricultural production for sale.  For the past 12 months.  
Have the respondent begin by identifying ways in which the household earns cash 
through the sale of agricultural produce.  What do they sell? Where do they sell? Who 
sells?  Identify other ways of earning cash.  What other activities does the household do 
to earn cash? Provide examples (e.g., maricho, gold panning, livestock sale, trading 
business, employments, etc.).  Follow up by asking what each member does that 
reporting making a contribution to the household. 
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Construct a pie chart showing the different types of activities and the relative 
contribution to total income. 

 
Ask the respondent to organize all of the cash earning activities into seasonal and off-
season activities.  If the household cannot acquire enough cash to meet its needs, what 
other options for acquiring cash do they have? 
 

Construct a two column table with seasonal activities on one side and off seasonal 
activities on the other. 

 
6. Expenditures: Follow up to income questions.  Ask the respondent to identify the 
major types of expenditures (i.e., school fees, mealie meal, groceries, clothes, medical, 
inputs). 
 

Construct a pie chart showing the different types of expenditures and the relative 
contribution to total expenditure. 

 
Part II: Household History and Social Networks 

 
1. Daily Time Use:  If present, ask the household head.  Ask in great detail what the 
person did yesterday.  Begin with the time the person woke and the first thing they did 
(e.g., bathed, ate, went to work, etc.). 
 

Create a schedule hour-by-hour of what the person did from waking in the 
morning until going to bed. 

 
2. Timeline: Explain to the respondent that a timeline will show the major events in the 
household.  We are interested in several parts of the household’s history. 
 
(1) The household the year before the onset of chronic illness. 

What activities was the household engaged in? Describe the quality of life. Were 
any members living outside of the household? What were they doing? 
 

(2) The time during which the household was affected by chronic illness. 
When did the illness begin?  What was done to diagnose and treat it? What kind 
of illness did the person have? What happened to their employment? What affects 
did this bring to the household (cash, food)? How did the household cope? Who 
cared for the ill member? 

 
(3) The death of the chronically ill member (if applicable). 

How was the funeral arranged? How were inheritance claims settled? What 
affects did this bring to the household? How did the household cope? Did the 
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household move? Were you able to care for your children or did they move 
elsewhere? What about orphans? 

 
(4) The years following death (or continuing chronic illness) till the present. 

What is the household doing differently now than what they did before the 
illness/death? How has agricultural production changed? Amount of land 
cultivated? Type of crops grown? How as income earning changed? Different 
activities? Amount being earned? How is the household coping? What are the 
plans for the future? 

 
(5) Crisis years (e.g, 1992 and 2002 droughts) 

How did the household cope with the crisis? Did you sell any assets/livestock? 
Did people move away? Did you have to resort to other types of income activities 
(e.g., gold panning, maricho)?  

 
3. Social Network Map:  Follow up on the leads obtained earlier about outside 
assistance in food, cash and labor.  Begin by asking, which other household do you 
depend on the most?  Identify who is the household head and how this person is related to 
your household.  Ask what goods (i.e., food, cash for expenses, labor, social support, care 
giving, etc.) are provided to you.  Also ask what goods are given in exchange.  Where are 
these households located (e.g., local, Harare, Gweru). 
 
Produce a map of social relations with the household being interviewed at the center.  
Show arrows that indicate exchange direction labeled with what is being exchanged. 
 
4. Open Ended Questions:  Opportunity to follow up on any points raised by the 
interview that merit further investigation or are unique. 
 
5. Conclusion:  Thank the household for participating in the survey and show 
appreciation for the time given to this activity.  Ask about possibility of a re-visit. 
 
Thank the respondent and make available time for any questions. 
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Appendix C – Household Livelihood Survey 
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Appendix D – World Health Organization AIDS Proxy Guide 
 
For the purposes of AIDS surveillance an adult or adolescent (>12 years of age) is 
considered to have AIDS if at least two of the following major signs are present in 
combination with at least one of the minor signs, and if these signs are not known to 
be due to a condition unrelated to HIV infection. 
 
Major signs (at least two) 

• Weight loss 10 percent of body weight 
• Chronic diarrhea for >1 month 
• Prolonged fever for >1 month (intermittent or constant) 
• Persistent cough for >1 month for those diagnosed with TB. 

 
Minor signs (at least one) 

• Persistent cough for >1 month without TB diagnosis. 
• Generalized pruritic dermatitis (itching inflammation of the skin) 
• History of herpes zoster (Shingles of the skin: burning, itching, tingling, or 

extreme sensitivity usually limited to one side of the body. This may be present 
for one to three days before a red rash appears at that site. The rash soon turns into 
groups of blisters lasting for two to three weeks. The blisters start out clear but 
then look yellow or bloody before they crust over (scab) and disappear.) 

• Oropharyngeal candidiasis (Infection of the mouth and/or throat from a fungus) 
• Chronic progressive or disseminated herpes simplex infection (STD herpes: 

blisters on the skin or mucous membranes (as of the mouth and lips) above the 
waist and in the other by such blisters on the genitals.) 

• Generalized lymphadenopathy (abnormal enlargement of the lymph nodes) 
• The presence of generalized Kaposi's sarcoma (a neoplastic disease affecting 

especially the skin and mucous membranes, characterized especially by the 
formation of pink to reddish-brown or bluish tumorous plaques, macules, papules, 
or nodules especially on the lower extremities ) 

• The presence of cryptococcal meningitis (associated with fever, headache, 
vomiting, malaise, and stiff neck, and that if untreated in bacterial forms may 
progress to confusion, stupor, convulsions, coma, and death) is sufficient for the 
diagnosis of AIDS for surveillance purposes. 
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Appendix E – Statistical Analysis 
 

Descriptive statistics is the first category of measurement and includes the number 

of cases, percent, ratio, mean, median, mode and percent change.  The last measure, 

percent change18, examines the change in a single variable after the onset of AIDS.  Non-

affected households are used as the baseline or initial value and AIDS-affected 

households are final values. 

Inferential statistics are used to measure the significance of difference in the 

means for a variable measured for two independent sub-populations.  The means for 

variables measured for AIDS-affected and non-affected households are compared using 

the independent t-test is for paramedic data and Kruskal-Wallis test for non-parametric 

data.  The measure of significance (p) is reported for these tests.  Using a confidence 

interval of 95 percent, a p value of equal to or less than 0.050 indicates a significant 

difference in the means of the two populations. 

The last category of tests are those that measure association or correlation 

between two variables.  The most commonly used test statistic is the phi value obtained 

from the Pearson’s test and used in a two-by-two correlation.  This test provides a 

measure of significance or p value and a measure of association or phi value.  If the p 

value is equal to or less than 0.050, there is a significant difference produced by 

association of the two variables.  If the p value is significant, a measure of phi becomes a 

useful way of determining the strength of the association.  Phi values less than 0.10 are 

                                                 
18 Percent Change = 100 (x2-x1) / x1  where x1 is the initial value or baseline represented by non-affected 
households and x2 is the final value represented by AIDS-affected households.  Positive results show an 
increase in the levels of a variable, whereas negative results show a decrease. 
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considered weak, values between 0.10 and 0.30 are considered moderate and values 

greater than 0.30 are strong. 
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