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ABSTRACT 
The general aim of this essay is to situate the AIDS-epidemic in its socio-economic context, in 
order to see how HIV/AIDS affects households at a micro level. The material for the study was 
gathered during a minor field study conducted in Mwanza City, Tanzania.  The majority of the 
population in Tanzania is not part of the formal economic sector and does not enjoy the security 
of public health care, pension and other forms of support. Instead of being employed in the 
formal sector these people draw on different informal sources to secure their livelihoods. This 
has created a context where people are vulnerable in a situation of crisis. Since the 1980s - when 
the first cases of HIV were recorded in Tanzania - the epidemic has grown and HIV now 
constitutes one of the major threats to livelihood security.  But what impact does HIV/AIDS 
have on livelihood strategies in an urban setting? And how does the AIDS-epidemic affect 
society in general? Theses questions are investigated using qualitative methods and the data is 
analyzed by means of a livelihood framework.  From the gathered material I could conclude that 
HIV/AIDS indeed affects the livelihood strategies of afflicted households. Social capital – in the 
shape of support from family, friends and other networks – turned out to be an important 
resource. There is, however, an inequity in access to this resource. Stigmatisation has a negative 
impact on the social capital and increases the vulnerability of the afflicted households.  The 
essay deals with these issues in a wider perspective in relation to the role of the state and other 
actors and it is concluded with a discussion on the role of livelihood studies in the prevailing 
discourse on HIV/AIDS.  
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1. Introduction 
1.1 Introduction 
In the Western World Africa has for a long time been connected with problems and disasters of 
different kinds, and reports of famines, wars, corruption and underdevelopment tend to dominate 
the media coverage. The AIDS-epidemic has helped to confirm this picture and the magnitude of 
the epidemic sometimes paint a picture of a continent where people are dying in every corner of 
the street. This picture is not quite true. Walking around in Mwanza, or any other African city, 
you will find a city vibrating with sounds, smells and life. To an outsider the presence of 
HIV/AIDS is mainly noticed on the cars and signs of organisations working with HIV-related 
issues. Still, a quick glance at the statistics of HIV-prevalence shows that HIV/AIDS indeed is a 
major problem to many African countries. In Tanzania the official HIV-prevalence is around 7 
percent which means that almost 1.5 million people in Tanzania are living with HIV. 
Accordingly there are many HIV-afflicted households. But, what consequences does HIV bring 
to these households and how do they manage to secure their livelihoods?   

Having walked through the City Centre I follow the Kenyatta road to Mabatini – one of the 
oldest unplanned areas in Mwanza. I am there to make interviews with people living with HIV 
and I am directed to Rose, a seemingly healthy and active woman in her fifties. Rose leads a 
busy life. Being a widow she has to provide for the household and therefore works in a café, in 
addition to the domestic work. She clearly has a vast social network. As we walk through the 
area everyone wants to greet her and at the time of the interview she has friends staying with her 
to be closer to the hospital. Although it is not visible when you meet her, Rose is one of several 
people living with HIV. As Rose explains she was ill when she went to the hospital and tested 
positive for HIV. Since then she has received antiretroviral drugs and now feels better although, 
as she emphasizes, some days are better than others.  

Alarming reports sometimes describe the consequences of the AIDS-epidemic with 
slogans, such as “entire generations are dying” or it is “the grandmother’s disease”. Although 
there might be some truth in these descriptions they also contribute to the description of 
HIV/AIDS as an outside threat that should be “fought” in an almost warlike manner.  This way 
of describing the epidemic has a tendency of portraying the afflicted as passive and deprived. 
Still, people like Rose are anything but passive. Due to lack of social security, insurances and so 
forth they have to find their own ways of dealing with problems and securing their livelihoods.  
Social networks are one important asset that the afflicted households draw on.  This also means 
that HIV/AIDS is a problem not only to the afflicted themselves but also to the extended family 
and other networks. On a micro-level it is clear that HIV/AIDS is not one single disaster, it 
affects households differently and every household has to find its own solutions drawing on 
whatever resources they have. 

Although the consequences of HIV/AIDS are often mentioned in policy documents and 
research as a motivation for donating money or making HIV-research, they have a marginal role 
in the “AIDS-agenda” both when it comes to research and political action. The general “AIDS-
agenda” rather focuses on issues like prevention, medicines and care. This neglect of focus on 
the consequences is for example visible in the fact that only two percent of Tanzania’s relatively 
large budget for AIDS in 2006 was designated for impact mitigation and that no seminars in the 
International AIDS Conference held in Mexico in 2008 addressed the consequences of 
HIV/AIDS on livelihood security.  

As Barnett (2000: 4) states in the UNAIDS’ guidelines for studying the social and 
economic impact of HIV/AIDS: “Clear and reliable studies on the social and economic impact 
of the epidemic can encourage the development of effective prevention programmes and prepare 
countries to face up to the realities of HIV/AIDS” (ibid.). The need for studies on the 
consequences of HIV/AIDS on livelihood condition was highlighted in Tanzania’s policy on 
HIV/AIDS in 2003 where one of the goals was to “study the quantitative and qualitative issues 
related to the basic livelihood conditions of affected persons and communities.” (NMSF 2003-
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2007: 50). I hope that this essay can contribute to this study on livelihood conditions and help to 
show how HIV/AIDS can affect a particular place, i.e. “to put AIDS in its place”.  
 
1.2 Aims 
The general aim of this study is to situate the HIV-pandemic in its socio-economic context at 
micro level, i.e. to see how HIV/AIDS affects people at a specific place. The focus thus lies on 
the consequences of HIV/AIDS. It is a generally accepted and widely acknowledged fact that 
AIDS brings bad consequences to the countries most affected by it. In policy and research on 
economical development the consequences are often seen on a macro-level and the focus then 
lies on the impact on national economy and development in general. The effect of AIDS can for 
example be detected in measures such as life expectancy and dependency ratios. Although these 
measures can provide valuable information they say nothing about how HIV/AIDS affects 
people in their everyday lives, how people respond to the situation or what kind of people are the 
most vulnerable1. Another strand of literature on the consequences of AIDS has got a more 
journalistic approach with reports of people with tragic life stories2. This can of course be of 
value when it comes to raising an awareness of the issue; as a method of doing social science 
research it might however be problematic. As Mufune (1999: 22) acknowledges, much of the 
social science literature on AIDS is in fact driven by a strong engagement. The involvement of 
the researcher can, according to him, interfere with the detachment that is usually seen as a 
requirement for social science research. Both of these approaches tend to neglect place specific 
factors and neither of them sufficiently describes the socio-economic context. A third, and for 
my purpose better, approach is provided by the growing number of studies on urban livelihoods3. 
The aim of these studies has been to see how the urban poor actively secure their livelihood in a 
vulnerable context. These studies thus acknowledge the fact that the urban poor are not just 
victims of outside threats but actively respond to the circumstances they are in and use the 
resources they have.  

From this context I have formulated three more specified aims. The first aim is to examine 
how urban households deal with HIV/AIDS, i.e. how their livelihood strategies change when a 
member of the household is infected with HIV. One reason for focusing on an urban area is that 
the bulk of the literature on the impact of HIV/AIDS on livelihood is based on research made in 
rural areas while studies on urban areas have been rather scarce (even though the rapid 
urbanisation means that an increasing part of the population reside in urban areas). Although the 
use of household as the central analytical unit is somewhat problematic, and will have to be 
problematised, I still believe the concept is useful. My reason for believing this is that the 
concept makes it visible that the individuals are not isolated units but persons situated in a 
context and that people are financially and socially dependent on each other. When it comes to 
HIV/AIDS this is particularly useful as it shows that HIV-positive persons themselves are not the 
only ones affected by the disease. Lastly, livelihood points out that the focus is on household 
provision, and strategies that the affected are not only victims but that they actively work for a 
solution (albeit within structural limitations).  

The HIV-epidemic does not only affect the HIV-positive persons themselves. It also 
affects their households and their wider networks, such as the extended family. This applies in 
particular to the households that have taken care of orphans. In order to situate the HIV-
pandemic in its socio-economic context I want to see how it affects these households and society 
                                                 
1 This is maybe true particularly of policy documents. Studies on the consequences of HIV/AIDS on a macro-
level e.g. include Neumayer (2004); Malmberg (2007)  
2 See for example Guest (2001) and Hunter (2003) 
3 I will explicitly relate to the livelihood framework that was presented by Carole Rakodi in the anthology Urban 
Livelihoods – A People-Centered Approach to Reducing Poverty (2002). The anthology is connected to the 
Department of International Development in Westminister, UK that has a research profile on urban livelihoods. 
There has been a similar research profile at the Human Geographic Institution at Stockholm University called 
People, Provision and Place (PPP) focusing on urban provision in Africa with dissertations by, for example, 
Andersson (2002), Lourenco-Lindell (2002), Byerly (2005), Cadstedt (2006).  
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at large. My second aim is therefore to examine the “wider spectra of AIDS-affectedness”, i.e. to 
examine in what ways other households are affected, if there are non-affected households and 
how common it is that households are affected. My hope, and intention, is to get an idea of the 
consequences of HIV/AIDS at a particular place (i.e. Mwanza) and to identify the different ways 
that households can be affected. 

The strategies, and abilities, of the households to deal with HIV/AIDS are influenced by 
the political context, such as policies, institutions and processes. My third aim will therefore be 
to identify the policies and actors that are involved in mitigating the impact of HIV/AIDS in 
Mwanza.  The policies make assumptions about the empirical situation at the same time as they 
help to construct it. Research on provision is bound to be tied to different ideological issues and I 
therefore also want to connect to the political discussion. More specific research questions will 
be presented after the theoretical discussion in chapter two.  
 
Choice of Location 
A socio-economic context is also a geographical context.  The field study for this essay was 
conducted in the city of Mwanza in north western Tanzania. My intention was to study an urban 
setting so when choosing the location for the study it was important to find a town large enough 
to be distinguishable from rural areas. The city of Mwanza is quite average for an East African 
town both regarding the HIV-prevalence and the “informal nature” of the city. This fact can 
make comparisons to other areas easier, although place specific factors always must be 
considered. As Murphy et al. (2005) points out studies are often conducted where HIV-
prevalence is particularly high. Since generalisations often are made from studies on such local 
areas this can contribute to painting a darker picture of the situation in Africa than is generally 
true. Other reasons for the choice of Mwanza for my field study was of practical nature, the 
major reason being that contacts were available there. Given the fact that HIV/AIDS is a 
sensitive issue it might have been difficult to get people to participate without these contacts. 
 
1.3 Method, Procedure, Sources and Critique  
Quantitative/Qualitative methods 
The material for this study was gathered during a minor field study, supported by SIDA, in the 
city of Mwanza in north western Tanzania during nine weeks between June and August 2007. 
For the study qualitative methods have been used. There are several reasons for this, both 
practical and theoretical. Quantitative methods can be employed on studies of the consequences 
of HIV/AIDS at a macro-level, by using national statistics to analyse the impact on economy, life 
expectancy, dependency ratios and so forth. Since the aim of this essay is to study the 
consequences on a micro-level the statistical material is not sufficient. Quantitative methods can 
also be used on micro-level field studies and Murphy et al. (2005), who did a review of the 
literature on how AIDS affects livelihood insecurity in rural Africa, conclude that most of the 
studies they reviewed in fact had used quantitative methods. According to Murphy et al. there 
were some typical problems connected with the use of quantitative methods in the reviewed 
studies and they concluded that biases are easily created both in the way the samples are 
designed and in how they are implemented. Concerning design it is difficult to create meaningful 
and viable categories to quantify over, which often makes distinctions rather arbitrary. Due to the 
stigmatisation associated with HIV/AIDS it is even more difficult to create useful proxy 
measures for studies on HIV/AIDS. Quantitative methods rely on random selection and to 
implement a random selection was also proven to be difficult in the reviewed studies. 
Households were for example replaced when a respondent wasn’t found and as Murphy et al. 
points out his systematically excludes certain households. 

The advantage of a well executed quantitative study is that it provides great reliability and 
can easily be compared with other studies that have used the same methods. However, an 
interesting and consistent quantitative study requires much time and resources. This has not been 
possible for this field study. Qualitative methods also have their advantages. First of all they 
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make it possible to gain a deeper and more nuanced understanding, which is particularly 
important when it comes to describing complex socio-economic contexts (Valentine 1997: 110). 
Qualitative methods are, according to Lantz (2008: 35), more suitable for new fields of research 
and authors studying urban livelihoods (e.g. Russell 2005, Kedir 2005) have encouraged more 
qualitative studies to be made in order to acquire a deeper understanding of the situation. Perhaps 
these qualitative studies could in the future provide useful proxy measures to quantify over. 

Qualitative methods mainly comprise different types of interviews. For this study I have 
used semi-structured interviews and a background survey.  The reason for using semi-structured 
interviews was my intention to cover the same themes and questions in all interviews, which 
would make it possible to compare the answers, as well as my wish to allow people to elaborate 
on the questions. The idea of the background survey was to obtain basic information about 
households in the area of the study using respondent variables such as age, household size, 
background, etc. The survey itself has not been a major source of this study; it was mainly a way 
of getting a grip of what kind of people that lived in the area and to be introduced.  
 
Procedure 
I have made four different types of interviews, with: (i) People Living with HIV (PLHIV) 
(sixteen interviews), (ii) survey and interviews with affected and unaffected households in 
Mkudi A (survey: 45 households, interviews: 26), (iii) Interviews with Local Government (five 
public servants) and (iv) Organisations and Networks (twelve interviews). Interviews were also 
made at the two biggest hospitals (Bugando and Sekou-Touré). These different categories of 
interviews were chosen first of all because they were all important agents and significant sources 
to different parts of this essay. A second reason to interview different types of people was to 
obtain some kind of triangulation and to hear different perspectives. Hopefully this can help 
reduce the bias that otherwise is easily created when using qualitative methods. Consequently, 
the different categories were partly asked the same questions.  

 (i) Interviews with PLHIV: Considering that the main focus of this study is on HIV-
afflicted households interviews with PLHIV have naturally been a useful source. Since 
HIV/AIDS is a sensitive issue embedded with stigmatisation it wasn’t beforehand obvious that it 
would be possible to conduct interviews with PLHIV and alternative strategies were considered. 
Those strategies were abandoned when it became possible to interview PLHIV with help from 
Kivulini (an organisation working with Women’s rights). Kivulini has a project called Jiko la 
Jamii (Kiswahili for “public kitchen”) that daily provides nutritious milk for PLHIV. The milk is 
provided for free and the project is located in the Wards of Mabatini and Mahina. Those in 
charge of Jiko la Jamii helped me to arrange interviews and beforehand explained to the 
respondents what I wanted to ask and what the purpose of the interviews was. In the interviews I 
wanted to cover several themes concerning livelihood strategies but I also wanted to allow the 
respondents elaborate on the questions. I therefore used semi-structural interviews. The same 
questions were asked in all the sixteen interviews in order to make comparisons possible. 

Although it was made possible to make interviews with people living with HIV it might 
still be difficult to motivate them from a research ethic point of view. HIV/AIDS is a sensitive 
issue and, as mentioned above, this has led researchers to find other ways to operationalise their 
research questions.  I felt that the perspective of the PLHIV and their direct information was a 
vital source for this study and that motivated me to carry out these interviews according to my 
plan. Still, I have tried to be aware of the ethical difficulties. When talking about research ethics 
and HIV/AIDS de la Gorgondière (2005) stresses that a first way of dealing with this is to make 
the participants aware of how the material will be used and of their freedom not to answer the 
questions if they don’t want to. There should be an informed consent. Thus the participants were 
informed about the purpose of the interviews and that their names would not appear in the text. 
One thing that I noted with interviews in general, however, was that although people didn’t 
refuse to participate they could show their unwillingness in other ways, e.g. by not really 
answering the questions. This happened in a few of the interviews that I made in Mkudi A with 
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unaffected households. When I understood that they didn’t want to talk to me I stopped the 
interview. This, however, did not happen in the interviews with PLHIV. On the contrary most of 
them seemed eager to tell their stories.  

Another factor that might be problematic is that the sample of HIV-positive persons hasn’t 
been randomly selected. Although the concept of random selection is more tied to quantitative 
methods it might still be worth reflecting on the representativeness of the sample. The common 
link between all of the interviewed PLHIV is that they receive nutritious milk from the Jiko la 
Jamii. However, The Jiko la Jamii did not support the households with provision which might 
have been problematic since the questions were on livelihood strategies. To obtain some 
variation I also did interviews at both of the places where the milk was delivered, i.e. in Mabatini 
and Mahini. I also wanted respondents of different sex and ages and I got an age span from the 
youngest being twenty-two years old to the oldest being in her late fifties. Most of the 
interviewed, eleven of sixteen, were women. This overwhelming majority of women can not 
only be explained by the fact that more women than men are HIV-positive in Tanzania (and 
Africa in general). It is more likely due to the fact that the interviews were made during working 
hours and that presumably more men than women have full time jobs. It could maybe also partly 
be explained by Kivulini’s focus on women (although the milk also was available for men).  

 (ii) Survey and interviews in Mkudi A: As a means of focusing the study, and to situate it 
geographically, I selected one Mtaa to see how HIV/AIDS affects a specific place. The Mtaa 
(Kiswahili for “street”) is the smallest administrative unit. Mwanza is divided into twenty-one 
Wards each comprising several Mitaa. The Mtaa I selected (with help from the Ward leader of 
Nyamanoro) was Mkudi A which belongs to Nyamanoro Ward. The Mtaa is situated next to the 
airport road just north of the city centre. This is an expansive part of the town but otherwise a 
rather “normal” area where most of the inhabitants live as tenants and work in the informal 
sector. The area being fairly “normal” was of importance when choosing Mtaa. According to the 
Mtaa leader Mkudi A consists of around ninety five houses and seven hundred inhabitants. 

There were several reasons for making the interviews in Mkudi A. First of all I wanted to 
get an idea of how common and visible HIV/AIDS is and what kind of experiences people have 
of it. Secondly I wanted to interview people that had experienced HIV/AIDS through, for 
example, an affected family member/friend/neighbour as well as those who didn’t know anybody 
that was affected. I inquired about the livelihood strategies used by HIV-afflicted households, 
what happens to orphans, etc. 

 To obtain some information about the Mtaa and what kind of people lived there, and to 
introduce myself, I first made a background survey with forty-five households. The Mtaa leader 
joined me when I did the survey. Since he knew the people living there he could introduce me 
and show that I had permission to do the study. The idea was to make the survey with one 
household in every other house (several households can live in one house) in order to include all 
kinds of people. I usually did the survey with the first household that I got in touch with. I 
wanted to get a broad range of participants but if the husband was at home I was usually directed 
to him. After having made the survey I then chose some of the respondents for a longer 
interview. I spoke with all of those who had close experience of HIV/AIDS and also with some 
of those who didn’t. Since these people had different experiences the interviews were somewhat 
less structured although I still wanted to cover certain themes in all interviews.  

 (iii) Interviews with Local Government: I did interviews at all the levels of local 
government: with the HIV/AIDS Control Coordinator at City Council, with the Principle Health 
Officer at Nyamanoro Ward, with the Mtaa-executive Officer for Mkudi A (and eleven other 
Mitaa) and with the Mtaa leader of Mkudi A. There were several reasons for doing these 
interviews, one was to introduce myself and present what I was doing. Other reasons were to 
learn about the existing policies and to see what was being done, what their priorities were and if 
there was any cooperation between the public servants and the civil society and so forth. I also 
wanted to hear their view on what the problems were and how HIV-positive people secure their 
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livelihood. The city council helped me to get hold of policy and other documents and to get into 
contact with other persons that I wanted to interview. 

 (iv) Interviews with Organisations and Networks: I made interviews with organisations 
and networks because they are important actors in mitigating the impact of HIV/AIDS and 
because they have great knowledge and experience about the situation. The organisations were 
of different sizes and had different agendas. Some of them were local CBOs (Community Based 
Organisations) while others were parts of bigger international NGOs (Non Governmental 
Organisations). Most of the interviewed organisations were focused on support of PLHIV and 
their families. I also did interviews at two orphanages. The two networks I was in touch with 
provide micro-loans for PLHIV. 

 
Alternative procedures  
The study could of course have been conducted in other ways. Two methods that I thought of 
beforehand, but later abandoned, were scenario interviews and focus groups. Scenario interviews 
was an alternative to interviewing PLHIV. Scenario interviews imply asking what the 
respondents would have done if they would have been affected and so forth, instead of asking 
direct questions4. Focus groups were also an alternative to interviewing PLHIV. The advantage 
of focus groups would be that the participants could talk about HIV/AIDS on a general level. 
Both of these methods were abandoned when it was possible for me to make interviews with 
PLHIV. It might still have been interesting to form focus groups, in particular gender based 
groups to see how the answers differ depending on gender.  

Since the effects of HIV are spread over a long time it would be ideal to follow the 
households over time in order to see how the strategies are being revised as time goes on. This 
was of course not possible for this study. It might also have been worth trying to focus on a few 
households and make interviews with all of the household members to get a better understanding 
of how HIV affects the whole household. When interviewing just one of the household members 
it is for example difficult to discern the relations within the household. To carry through such 
interviews would, however, probably have been difficult. It would have required consent from 
all of the household members and extra ethical and practical considerations if I would have 
interviewed children. Individuals might also have seen it sufficient for me to acquire an 
interview with one person in the household.  
 
Positionality 
As feminist and postcolonial scholars have pointed out social science research is always a 
political endeavour where the positionality of the researcher is bound to play a part. The 
positionality is visible both in the ability to carry out the research and in how the data is 
interpreted. In the postcolonial debate the role of the researcher has often been described in terms 
of “insider” or “outsider” (e.g. Mohammad 2001: 101). Coming from a completely different 
culture my position couldn’t be described as anything but an “outsider”. The question then is, as 
Ley & Mountz (2001: 239) puts it: “[w]hat right does the researcher have to intrude into this 
space of otherness for benefits that are minimal to the marginalized lives that we meet?” This has 
led some to the conclusion that research shouldn’t be made where the researcher is an outsider. 
Others (e.g. Robinson 1994) question the idea that anybody could have a genuine inside 
perspective. To conduct research is to be an outsider. Robinson instead stresses that researchers 
should make their position visible and try to avoid creating pictures of “the other”. Thus 
positionality is something you have to relate to, without the existence of any easy answers to 
how to do it. As I see it the fact that I came from another culture both had advantages as well as 
disadvantages. The fact that I am white (mzungu) probably made it easier for me to get in touch 
with government institutions, to obtain permission to undertake the research and so forth. On the 
other hand coming from another culture makes it more difficult to understand nuances and to 
                                                 
4 Scenario interviews were, for example, used by Tobey et al. (2005) in their study on the consequences of 
HIV/AIDS on coastal biodiversity in Tanzania. 
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know what subjects are taboos. The fact that I worked with an interpreter, who was also a male, 
might also have made women hesitant to answer certain questions.  

Concerning interpretation and the risk of painting a picture of the interviewed as “others” I 
believe there are differences between my study and studies of a more clearly anthropological 
nature. My aims, and the questions I asked in the interviews, have mostly been tangible and have 
concerned everyday matters. A factor that might obstruct the interpretation is my use of an 
interpreter. Talking through another person of course involves the risk of loss of information. 
But although my skills in Kiswahili aren’t perfect I could usually at least tell broadly what the 
respondents talked about and could then ask the interpreter to translate. 
 
1.4 Definition of HIV/AIDS  
This is not a medical or epidemiological study on HIV/AIDS; however some basic knowledge 
about the nature of the disease is required in order to know what consequences it brings. HIV 
(Human Immunodeficiency Virus) is a virus that weakens the immune system and ultimately 
leads to AIDS (Acquired Immunodeficiency Syndrome). HIV is a virus while AIDS is a 
syndrome diagnosed by symptoms and infections that are caused by a failing immune system. 
There are two known types of the HIV-virus that affects humans, the HIV-1 virus which is the 
most common one and has been spread globally, and the less aggressive HIV-2 virus that is 
mainly found in Western Africa. The HIV-virus infects cells that are vital for the immune system 
such as the helper T-cells (especially CD4 cells). The loss of the immune system makes the body 
vulnerable to opportunistic diseases, such as tuberculosis and different types of infections. 
Currently no cure or vaccine exists, however antiretroviral drugs (ARVs) can prolong the course 
of the disease. For an effective treatment a “cocktail” of ARVs are necessary. This requires 
money and frequent medical exams. 

HIV is spread through bodily fluids and routes to transmission include unprotected sexual 
intercourses, contaminated needles, breast milk and blood transfusion. In Africa transmission is 
mainly due to unprotected heterosexual intercourses. HIV is spread over the whole world and 
thus forms a global epidemic (pandemic). An epidemic is a “disease that appears as new cases in 
a given human population during a given period, at a rate that greatly exceeds what is ‘expected’ 
based on recent experience” (UNAIDS terminology guidelines 2007: 8). Since it is possible to 
live with HIV for several years before developing AIDS the virus has a long time to spread. As a 
result the HIV-epidemic has proven to be more persistent than other epidemics since shorter 
incubation time makes the epidemic “burn itself out” more rapidly (Caldwell 2000: 117). 

When it comes to terminology I have tried to follow the guidelines that have been 
suggested by UNAIDS in their UNAIDS’ Terminology Guidelines (2007). The guidelines for 
example recommend using HIV if not explicitly referring to AIDS. I have therefore used terms 
like People Living with HIV (PLHIV) and not People Living with HIV and AIDS (PLWHA) that 
otherwise is more frequently used in the literature. I have, however, used HIV/AIDS when 
referring to the disease and the epidemic in more general terms. The reason that I use HIV/AIDS 
is because it is standard in all research and policy documents. 
 
1.5 Outline of the study 
After this introduction the essay will now proceed with two chapters that explicate the analytical 
and empirical contexts. The following chapter on the analytical context contains an introduction 
to the socio-economic situation in Tanzania and presents the livelihood framework that will be 
used as a theoretical starting point. It also contains a short literature review that is intended as a 
presentation of previous research and the context that this essay hopefully contributes to. Chapter 
three describes the empirical context, i.e. Mwanza in general and the studied areas in particular. 
The focus lies on presenting the livelihood conditions and the HIV-prevalence. 

Chapter four begins the main part of the essay and is based on the material collected during 
the field study. The focus in chapter four lies on examining the first two aims that were presented 
in the beginning of this chapter, i.e. how afflicted households deal with HIV/AIDS and in what 
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ways other households are being affected. The chapter is divided into four sections dealing with 
four questions, (i) what impact HIV/AIDS has on afflicted households, (ii) what strategies the 
afflicted households use to mitigate that impact, (iii) return migration as a livelihood strategy 
(and urban-rural differences), and (iv) the impact on other households and on society in general. 

The intention of chapter five is to identify the policies and actors involved in mitigating the 
impact of HIV/AIDS in Mwanza, hence dealing with the third aim presented in the beginning of 
this chapter. The chapter also contains a discussion on the political and ideological issues that are 
connected to HIV/AIDS and livelihoods. The essay will then end with a concluding discussion.  
 
2. The Analytical Context – HIV/AIDS and Livelihood 
This chapter is intended as a presentation of the analytical context. The chapter is divided into 
three parts: first comes an introduction to the African socio-economical context following the 
structural adjustment programs that were imposed in the 1980s. Then the livelihood framework 
used as a starting point for this essay will be presented. Lastly I make a short review on the 
literature on how HIV/AIDS affects livelihood strategies. The idea of this last part is to present 
the debates that are present in the literature and that have been a foundation for the field study.  
 
2.1 Informalisation and Vulnerability   
HIV/AIDS entered sub-Saharan Africa at the time when the debt crisis had escalated, and 
structural adjustment programs (SAPs) were imposed on the African governments. The debt 
crisis had its roots in as well external as internal factors; external factors such as increasing 
interest rates and world economy crisis, and internal factors such as poor economic policies and 
corruption. Tanzania was no exception and had by the 1980s accumulated a significant dept. In 
Tanzania’s case the economic policies - influenced by the ruling socialist party – were 
characterised by highly regulated agriculture and industrial sectors. This kind of system proved 
to be unproductive and the country had to depend on foreign aid.  

In order for the indebted countries to get new loans the World Bank and the IMF 
(International Monetary Fund) imposed conditions through structural adjustment programs. 
Many of the indebted countries reluctantly accepted these programs, also Tanzania although the 
president Julius Nyerere opposed them and subsequently resigned. The short-term goal of the 
SAPs was to achieve economic stabilisation through measures such as restoring the external 
balance and reducing inflation. The idea was to create a reduction in demand that would help the 
countries to achieve economic stabilisation. This was to be done by increase of taxes and interest 
rates and by reduction of salaries and subsidies. The long-term goals of the programs were to 
increase liberalisation through market reforms in order to promote growth. This was to be 
achieved by focusing on the supply side of the economy and the aim was to increase production. 
More generally the SAPs forced the affected countries to make cut backs in the public sector, 
privatise state owned companies, remove tariffs and restrictions on trade and so forth. (Szirmai 
2005: 565ff). That a change was needed in the – at least in most cases – inefficient and corrupt 
African states, and that the short-term policies aimed at stabilising the economy were successful, 
is widely accepted. There is, however, no consensus as to whether the long-term consequences 
have been positive or not. Because of the difficulties in finding appropriate ways of measuring 
this there are no conclusive empirical evidences neither for the success nor the failure of the 
SAPs (ibid: 566). How people view the success of the programs seems, to a great extent, to 
depend on their political outlook. The structural adjustment programmes were formulated from a 
neo-liberal standpoint and have been subject to criticism from a more political-economical 
perspective. Hoogvelt (1997: 11), for example, concludes that the reforms have failed to 
contribute in making the African countries a part of the economic globalisation. Instead 
globalisation has, according to her, led to a “deepening, but not widening capitalist integration” 
(ibid.), i.e. to stronger ties between the rich countries while the poorer countries are being 
marginalised and de facto play a very small part in the world economy. The neo-liberal policies 
were also visible in the “good governance” guidelines that were developed by the World Bank as 
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a part of the SAPs. The good governance discourse promoted a dismantling of the public sector 
and instead stressed the importance of “liberating civil society” and to encourage private 
initiatives. The civil society is, in this discourse, regarded as a more efficient and a more 
democratic arena than the state, and democracy has in many ways been looked upon as increased 
autonomy from state power. (Abrahamsen 2000: 64).  

Like most of the African countries Tanzania does not have a large private sector and most 
of the inhabitants consequently lack employment in the formal sector. Nor do they enjoy much 
social security benefits, like pensions, public health care, support in difficult circumstances and 
so forth. This, in combination with a rapid urbanisation and population growth, has led to a 
situation where most people draw on different informal sources to secure their livelihood. These 
sources include: “hawking, scavenging, informal construction, small-scale production, or the 
provision of a host of low-cost services, including public transport activities.” (Rogerson 1997: 
346). This situation has been described as a process of informalisation, a situation where people 
actively have to find ways to secure their livelihoods without the security of an employment in 
the formal sector and without being able to count on support from the government. It is also a 
context where people are vulnerable to outside threats; this is especially the case for households 
that depend on one specific income. 

The discussion on informalisation has run parallel with a mounting critique of the way 
poverty traditionally have been conceptualised. When poverty is seen as a strictly economic 
issue it fails to indicate what people are most vulnerable to crisis and changes. Those who 
criticize the measuring of poverty in economic terms (e.g. one dollar a day) have for instance 
pointed out that different people, depending on their present circumstances, need different 
amounts of money to reach the same capability. If, for example, someone has an income above 
the poverty line, he/she can in fact be poorer/more vulnerable than a person whose income is 
below this line because of greater expenses (e.g. medicines). (e.g. Sen 2002: 127f). This is 
particularly clear in the cities where costs for water, sanitation, healthcare, housing, schools, 
public transport, and so forth generally are higher than in rural areas. Nor do urban households 
have the same opportunities to grow their own crops or raise their own livestock, which also 
leads to greater expenses. Consequently urban households need a higher income to reach the 
same capability as rural households. As Lourenço-Lindell (2001: 31) points out the traditional 
view of poverty also neglects that there are non-monetary types of income, and that works exist 
that don’t give a monetary income straight away but still form a strategy to secure ones 
livelihood. Also social relations are important as a safety net in times of crisis and the most 
vulnerable are probably those who don’t have a big social network that can support them in 
times of need. Thus, what makes the concept of vulnerability different from the traditional way 
of measuring poverty is the shift in focus from income to defencelessness, insecurity and 
exposure to risks. One of these risks and source of crisis has been HIV/AIDS and according to 
many (e.g. Mtika 2001; Kedir 2005) the HIV/AIDS pandemic have made the vulnerability of the 
households particularly visible. In order to identify the most vulnerable people, and to identify 
the strategies that are used for dealing with crisis, an increasing number of empirical studies have 
been made on livelihood strategies.  
 
2.2 Livelihood – an analytical framework 
The official unemployment rates in African countries tend to be high; still people make a living 
from activities in the informal sector. In order to get an idea about how they make a living 
research has been made on livelihood strategies of the poor where attention also is given to other 
types of assets such as human- and social capital. As a means of systemising the empirical 
studies different frameworks have been developed. My theoretical starting point will be the 
livelihood framework that was presented by Carole Rakodi in Urban Livelihoods – a people-
centred approach to reducing poverty (Rakodi 2002). I have chosen to relate to this framework 
because it provides tools for analysing a socio-economic context and because it is designed for 
urban studies. The fact that the framework has been used as a foundation for other empirical 
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studies could also make comparisons easier. I intend to use the framework as a point of reference 
and as a help to systematise the empirical material but I will try to relate critically to it. 

As with many other concepts there have been different definitions of livelihood. One early 
definition suggested by Chambers in the late 1980s was that livelihoods were “adequate stocks 
and flows of cash to meet basic needs” (quoted in Niehof 2004: 322). This is a definition that 
focus on financial capital and, as Niehof points out, doesn’t say anything about how the income 
was gained. Instead Niehof stresses the capabilities, assets and activities that are needed for 
survival. In doing so she acknowledges the fact that there are other types of assets in an informal 
economy. She also stresses that the poor are not just passively waiting for the cash to come, but 
are actively using whatever resources they have got in order to pursue their livelihood. This is 
also in line with the framework that Rakodi presents. For Rakodi livelihood is defined as the 
assets (natural-, physical-, financial-, human-, and social capital) that people have, the activities 
they are engaged in, and their access to institutions and social relations/networks. For an 
individual’s, or a household’s, livelihood strategy to be sustainable it has to manage to deal with 
crisis and chocks over time. They do so by combining different assets. (Rakodi 2002). 

The livelihood framework is presented in figure 2.1. The central analytic unit is the 
household which, in the simplest definition is defined as: “a person or co-resident group of 
people who contribute to and/or benefit from a joint economy in either cash or domestic labour” 
(Rakodi 2002: 7). The households are seen as active agents that form a livelihood strategy 
through a combination of work, savings, loans and investments, productive and reproductive 
activities, income and social networks. Economic activities are, according to Rakodi, the 
foundation of the household strategies but other strategies could also be used, e.g. migration and 
urban-rural connections. Rakodi presents the framework with this figure: 
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Source: Rakodi (2002: 9) 

 
Figure 2.1 Livelihood framework: Source: Rakodi (2002: 9) 
 
In the centre of the framework are the assets that households and/or individuals draw on in order 
to secure their livelihood. These assets are influenced by the context and changes that make them 
vulnerable. The access to resources is also influenced by political decisions and processes that 
according to Rakodi include policies, laws, social norms and rules of the game. These also 
embody power and gender relations. (Rakodi 2002: 15). These processes and vulnerabilities thus 
work as constraints and something that the households and individuals have to relate to. By 
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combining the assets the households/individuals form livelihood strategies. What will follow 
now is a definition of, and discussion on, some key aspects of the framework.  
 
2.2.1 Assets 
The assets that the households have at their disposal are, according to the framework, not only 
financial (as in the traditional view of poverty), but they are still considered as different types of 
capital. Capital can, in this context, be defined as: “assets whose economic effects must have 
some persistence over time.” (Harpham-Grant 2002: 169). The different forms of capital that 
Rakodi highlights are - as mentioned - natural, physical, financial, human and social. These 
assets can perhaps be divided into the more tangible (i.e. natural-, physical and financial capital) 
and the less tangible assets (human- and social capital). The tangible assets are less controversial 
than the other, where financial capital refers to money (including savings, credit, pensions, etc.), 
physical capital to infrastructure (transport, shelter etc.) and equipment that are used as a means 
to pursue ones livelihood, and natural capital to land, water and other resources.  

What the less tangible assets, human- and social- capital, refer to might be more difficult to 
comprehend. These concepts have also been widely debated. Rakodi defines human capital as 
the labour resources available to households, and according to her it has both quantitative and 
qualitative dimensions. An example of a quantitative dimension is how many people in the 
household that are involved in income generating activities, and the qualitative dimension 
includes such things as education, talents and health status of the household members. Social 
capital, according to Rakodi, refers to the social resources - like networks, memberships in 
groups, access to institutions, etc. – that people can use for their provision. Thus, according to 
Rakodi, both human- and social capital are assets that the households can draw on. What makes 
the use of human- and social capital difficult is that they have been used in different contexts and 
with different meanings. This is especially true for social capital. The concept has been used 
extensively when it comes to development studies, mainly drawing on Robert Putnam’s (1993; 
2000) works. Putnam’s definition of social capital, as presented in Making Democracy Work 
(1993), is that it consists of trust, networks and norms that facilitates societal efficiency. 
Putnam´s theory explains social capital as the thing that makes a democracy work and that make 
economic growth take place.  The focus in his theory mainly lies on how social capital works on 
a macro-level. This is also the main perspective used in development policies from, for example, 
the World Bank. In this discourse social capital is seen as the solution to many problems, 
Grootaer & Van Bastalaer for examples concludes that social capital has an impact on: 

”[…] the provision of services, in both urban and rural areas; transforms the prospects for agricultural 
development; influences the expansion of private enterprises; improves the management of common 
resources; helps improve education; can contribute to recovery from conflict; and can help compensate for a 
deficient state. More generally, it helps alleviate poverty for individuals and for countries as a whole.” 
(Grootaer-Van Bastalaer 2002: 344). 

In line with this thinking the World Bank has started a “Social Capital Initiative” that has 
encouraged studies to be made on how social capital influence development. The political goal 
has subsequently been to increase the social capital through measures such as getting more 
people involved in organisations and networks, increase participation and so forth. The aim of 
the studies is to find ways to invest in social capital in a similar way as investing in, for example, 
human capital. This has, however, proved difficult because of the problems of operationalising 
the concept. One thing that has proven difficult is to apply the theory on macro level to practical 
actions on micro level.   

Putnam’s thinking fitted well with - and has been incorporated in - a neoliberal view on 
development. In this discourse lack of development is mainly thought to be caused by internal 
obstacles, such as a regulated market, an underdeveloped civil society, lack of trust, networks 
and so forth. In a political-economic discourse lack of development is rather thought to be the 
result of structural injustice and power relations. Scholars from this tradition have also criticised 
Putnam’s theory of social capital. Critique has for example pointed at the view of social capital 
as the only explanation to what makes economic growth and development take place, and at the 
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view of social capital as only (or at least mainly) a positive asset. Critics point out that all 
networks and relations can be both including and excluding and that there are power relations 
within the networks. Access to important institutions and influential individuals - that Rakodi 
mentioned as an aspect of social capital - is often a privilege that only is granted those with 
status and the right connections. This led Bourdieu (1977), who was one of the first scholars to 
discuss social capital, to the conclusion that social capital rather is a means for classes to 
reproduce than a public good. The concept of vulnerability also highlights those who lack the 
important connections that could work as a safety net in difficult circumstances.  

Since the livelihood framework deals with the assets on a micro level, and because it 
focuses on households, social capital must be seen as a resource that particular individuals or 
households have or don’t have – and not just as a good for the society as a whole. As Lourenço-
Lindell, who studied social networks and urban livelihoods in Guinea-Bissau, points out 
networks might include power relations but can still be important assets for the poor to draw on. 
She stresses that “[w]hether participation in such networks counters exposure and increases the 
potential for coping and recovering have to be tested empirically.” (Lourenço-Lindell 2001: 32). 
Because the networks can have both positive and negative consequences, and because the 
concept is ideologically ”loaded”, Lourenço-Lindell chose not to use the term social capital. I 
still believe it might be valid to do so if it is made clear how the term will be used and what its 
limitations are. As mentioned Rakodi describes social capital in terms of networks, membership 
in groups, relationships of trust and so forth. This is deceptively similar to Putnam’s definition 
which might be somewhat confusing. As Lourenço-Lindell stressed, involvement in groups or 
networks is not necessarily only a positive thing. A better definition of how social capital should 
be used in a livelihood context is given by Phillips, who describes it as “the relationships and 
networks developed and drawn upon by the urban poor to survive and improve their livelihoods” 
(Phillips 2002: 133). These relationships don’t have to be (but could be) membership in groups 
and networks, but could also be family, neighbours and friends from whom they can get 
(financial) support.  

There is of course more to say about how to employ human- and social capital and how 
they are tied to political and ideological issues. These questions will also be dealt with 
throughout the essay. One issue that hasn’t been mentioned is that of how social capital is 
acquired. Is it possible to invest in social capital or is it rather connected to customs, roles and 
traditions? In other words, should it be described as a strategy or rather as a safety net?  

 
2.2.2 Strategies 
The focus on livelihood strategies - stressed in the framework – is rooted in the view of the poor 
as active agents and not just as passive victims of structural injustice. This is, according to 
Rakodi, a reaction to the traditional way of describing the poor as passive and deprived. The 
framework stresses that although the poor might not have much money they can still have 
different assets – such as skills, health, knowledge, family and friends, and natural resources – 
that they actively can draw on in order to secure their livelihood. A successful livelihood strategy 
is, according to Rakodi, a combination of these assets that is sustainable over time and that 
doesn’t exploit natural resources (Rakodi 2002: 16). 

Still, Rakodi talks of limitations that include “policies, laws, social norms, rules of the 
game and incentives [that] embody power and gender relations and have a significant impact on 
the access of the poor to all types of assets and on the effective value of those assets.” (ibid: 15). 
The focus on strategies should thus not be confused with ideas like the “American dream” where 
all goals in life are thought to be achievable if you only make an effort. This leads to the 
theoretical question of what the relation between strategies and structural limitations are, i.e. the 
relation between agency and structure. Rakodi doesn’t explicitly discuss this. Perhaps her view 
has most in common with Giddens’ structuration theory in which social structures are thought to 
be reproduced or transformed through repetition of individual acts. For Giddens structures exist, 
but they are created by humans and change over time. At the same time agents are free to act, but 
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are still restricted by the structures. (Falkheimer 2007: 288). Exactly how the relation between 
structure and agency is to be conceived is, however, not quite clear in the framework. The 
problem of focusing on strategies is that it can describe a rationality that is not present. This has 
for example been noted by feminists like McDowell (1999: 129ff) and Radcliffe (2004: 520) 
who criticize studies made on human- and social capital because they tend to neglect gender 
issues and analyses of social difference and ethnicity. Why, for example, are women in most 
cases the ones taking care of the sick? Is the reason for such a division of labour that it is 
maximally rational for the households or are these tasks assigned to the women because of ideas 
and structures that decide what men and women respectively are supposed to do?   

Although it hasn’t been clear how the exact relation between structure and agency is to be 
conceived one conclusion might be that the concept of strategies should be used with caution. 
The strategies are influenced by structures and people without influence might not have the 
possibility to form a strategy. It is however also important to acknowledge that people aren’t just 
passive victims but actively do what they can in order to secure their livelihoods. 
 
2.2.3 Household  
Another concept and analytic unit, central to the livelihood framework, is the household. The 
focus on household might seem odd. Why not focus on individuals or (extended) families 
instead? First of all the focus on the household is, as Murphy et al. (2005) puts it, “convenient, 
consistent with prior studies, and meaningful, since the household is a recognizable economic 
unit and standard definitions exist (whether members “eat from the same pot”, or “sleep under 
the same roof”)”. “Eating from the same pot” or “sleeping under the same roof” also points to 
the fact that the household is a unit, thought to be somewhat fixed in place. From a livelihood 
perspective it is relevant that it is a rather homogeneous economic unit, which also differentiates 
the household from the family. The family can be large and built on complex social bonds; it can 
also be spread over a vast geographical area. Another reason for using household instead of 
family as an analytic unit is, as Smith & Wallerstein (1992) points out, because it makes it easier 
to escape connotations that can be fixed to the idea of the nuclear family, such as that the man 
should be the breadwinner, that a family should consist of husband, wife and children, etc. 

The focus on household as analytic unit has however been criticized. First of all, as for 
example Potts (1997: 488) has stressed, the focus on households can lead to a neglect of urban-
rural connections. Studies have shown that it isn’t uncommon for people living in urban areas to 
spend a significant amount of time in rural areas – where they for example might help with 
agriculture or go to school. People from rural areas might also come to urban areas to look for 
work and stay there during certain periods. This mobility could lead to a less fixed household 
structure. A second form of critique against the concept of household is that it can conceal the 
relation between the household members. Murphy et al. (2005) points out that “low-status” 
members such as son’s wives, widows and foster children might be denied access to recourses 
and influence. Treating the household as a “black box” also neglects the fact that households 
change over time as members grow older and the roles alter. To talk about households as isolated 
and fixed units can thus both conceal the wider social networks of the extended family and the 
relations and conflicts among individuals within the household.  

Since most people actually belong to a household it might however be the most useful 
analytic unit. In the following chapters I will also try to address both the relation between 
household members and urban-rural connections.  
 
In spite of the above mentioned vagueness of some aspects of the framework, I still believe that 
it provides a good starting point for systemizing empirical research. That the concepts discussed 
are hard to define might not be that odd. The concepts often form binary oppositions such as 
urban-rural, family-household-individual, and strategy-structure. Instead of seeing these concepts 
as fixed dichotomies they can be viewed as relational, i.e. that there are no clear borders between 
the concepts and that there are relations between them (see e.g. Massey 1985; 2004). This is 
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what Giddens tries to do in his structuration theory and it is also how I will try to see them, i.e. 
try to be aware of the mutual dependence between the urban upon the rural and so forth.  

The themes discussed here will be elaborated on in chapters four and five. The framework 
will be used as a help of systemising livelihood strategies and the ambiguities highlighted form a 
starting point of the empirical research. The framework will hence be used as a help and not as a 
dogmatic truth.  
 
2.3 HIV/AIDS and livelihood strategies: a short literature review 
The intention of this summary of the literature on HIV/AIDS and livelihood is to connect 
previous research to the livelihood framework. Hopefully this will show which issues are being 
discussed and make clear what kind of knowledge this study might contribute to. Hopefully it 
can also show how the livelihood framework can be used and what its limitations are.  

In research, policy and aid much of the focus, when it comes to HIV/AIDS, lies on medical 
issues (e.g. vaccines, antiretroviral drugs, etc.). Another central theme is preventive actions 
focusing on education and behavioural change. (Schuyler 2002: 6). It is harder to find research 
on the consequences of HIV/AIDS on provision, and research on this also seems to be less 
promoted. The literature that I have found has mainly been focusing on rural areas, which has led 
me to think about the differences between urban and rural areas. The literature available to me 
has mainly been in the form of articles and anthologies. These are mainly focused on a particular 
aspect and are not always based on thorough field work. Some monographs and anthologies have 
been compiled by organisations or institutes and they deal more with practical work than with 
theoretical issues.  

This literature review is divided into two parts. The intention of the first part is to structure 
previous research according to the livelihood framework. In the second part I address urban-rural 
connections and differences. I have tried to keep this chapter rather short and have therefore not 
included that many empirical examples, if relevant these will be presented in chapter four. 
 
2.3.1 Household strategies for dealing with HIV/AIDS 
It is generally accepted that HIV/AIDS in one way or another impact the afflicted households; 
the question here is what these consequences more precisely might be and how the livelihood 
framework can be used in explaining this. Harpham & Grant (2002: 169), who write about health 
in connection to Rakodis’ livelihood framework, claim that disease mainly affects the human 
capital (since human capital both includes working capacity and health) and that the households 
have to compensate this loss in order to keep a sustainable livelihood strategy. In addition to this 
loss of human capital many studies have shown that costs increase significantly when a member 
of the household is affected by AIDS-related diseases, and that these costs continue even after 
the death of the afflicted person (Mtika 2001; Gow-Desmond 2002; Cross 2002). The 
(economic) burden for the household is thus said to be twofold: they lose the income of the 
person who falls ill (often an adult), at the same time the costs might increase because of 
expenses such as medicines, care, funerals and so forth. The costs might also increase for those 
households that take care of PLHIV and of orphans, this is a responsibility that foremost is put 
upon women in what some have called “the gendered economy of care” (e.g. Asumugha 2005: 
61). This shows that not only the households that include PLHIV are affected. Therefore a 
distinction is sometimes made between affected and afflicted households where the latter refers 
to households in which someone is HIV-positive. This distinction will also be used in this essay. 

Given the fact that HIV/AIDS affects the human capital of the household this loss, at least 
in the long run, has to be compensated for in order for the household to gain a sustainable 
livelihood. If the households have savings at their disposal the first strategy is of course to use 
these, but since the poor, by definition, don’t have much (financial) capital, they often have to 
compensate this loss with other types of capital. One strategy highlighted in research is to 
compensate for the loss of the father´s/husband´s income with the work of other household 
members (e.g. women and children). Gow & Desmond’s (2002: 131) research from South Africa 
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for example showed that households that included orphans generally had more people involved 
in income generating activities and that many of the children in these households were working. 
That children are taken out of schools also has negative consequences for their education (i.e. 
their human capital). Other strategies might include taking loans, selling physical items and/or 
using land more extensively. Research has shown that these strategies might be problematic. 
Both Odiwuor (2000: 91) and Gow-Desmond (2002: 115ff) give examples of households being 
forced to sell productive assets (like milk cows, sewing machines, etc.) that the household 
depends on for an income. It has also been shown that HIV/AIDS can lead to a destructive and 
inefficient use of natural resources. Tobey et al. (2005) have, for example, noted in their research 
from coastal Tanzania that HIV/AIDS can lead to exploitation of natural resources and thus have 
a negative impact on bio-diversity.  

In the literature the main focus lies on different forms of social capital as a compensation 
for the decrease in human capital. How the concept is being used varies from study to study, but 
the majority focus mainly on support from the extended family and the safety nets inscribed in 
the “traditional society”. There is no consensus as to how much capacity the traditional safety 
nets and the extended family have, when it comes to giving financial support in difficult 
circumstances and when it comes to taking care of orphans, etc. Some (e.g. Foster 2003) have a 
positive view of the capacity of the traditional safety nets and claim that these, in combination 
with civil society organisations, are sufficient to meet the needs of the affected. Others (e.g. 
Mtika 2001) consider the traditional safety nets important but believe that there are limits to what 
they can endure. Mtika (2001), who studied the consequences of the AIDS-epidemic in rural 
Malawi, for example believe that the family is an “extensive social network with a diversity of 
assured contracts”, but states that it cannot handle extreme situations (ibid.). According to Mtika 
HIV/AIDS initially strengthen the social capital but he states that the social capital declines 
when the epidemic reaches a threshold level. It declines because the extended families consist of 
people and households who themselves struggle to secure their livelihood and may not have the 
capacity to provide the support that is needed. Misselhorn (2005: 39) has an even more negative 
view on the impact of HIV/AIDS on the family unit and the social capital. According to her 
HIV/AIDS “interferes with relations of trust between family members and between families, 
result in a high proportion of child-headed households in affected communities, hinders access to 
and control over property, impedes the transfer of skills and knowledge between generations as 
well as the transfer of norms of behaviour.”  

These examples show the heterogeneity in views on the capacity of the “traditional safety 
nets” to cope with extraordinary pressures. The referred scholars mainly base their conclusions 
on their own research and experiences and as Murphy et al. (2005) point out, there are no 
systematic studies of social capital in sub-Saharan African communities and how it is being 
depleted or strengthened through AIDS. Research dealing with social capital is always connected 
to ideological and political views. There are for example debates on how the traditional society 
ought to function. One standpoint is that the values and bonds of the traditional society have 
declined because of capitalism and westernisation. Authors advocating this view talk about 
restoring the “African values” and so forth. (e.g. Weisner 1997: 20-21).  As a reaction others 
(e.g. Foster 2003) claim that the traditional safety nets are sufficient. This discussion may be 
interesting from an ideological perspective but it is less interesting when the aim is to describe an 
empirical context. The above mentioned discussion on the role of the extended family also has 
its roots in research on rural areas and little attention is directed towards other forms of social 
support, such as participation in networks and organisations. This raises the question of what the 
support structures are like in urban areas. This will be elaborated on in the next paragraph; 
another question is if the norms and customs that form the social capital only are positive goods 
or if they also can uphold stigma and discrimination against people living with HIV. 

To summarise, HIV/AIDS has a negative impact on working capacity and thus on the 
human capital. Losing the income of a breadwinner is a severe loss that has to be compensated 
for. Research from different parts of Africa has shown that many strategies can have negative 



19 
 

consequences, e.g. child labour, exploitation of natural resources and the need to sell productive 
assets. These consequences show two things: first of all that strategies might not be sustainable 
and secondly, once again, that the concept of strategies is problematic. Research based on rural 
areas paints a picture of a rather static traditional society where people live in extended families. 
Is this really the case in urban areas or are the household structures more loose there? 
 
2.3.2 Urban - Rural differences and connections  
Questions concerning urban-rural differences and connections are relevant in several of the 
debates on urban livelihoods. Here I will focus on differences and connections between rural and 
urban areas. Before that it might however be worth saying something about definitions of 
urbanity. It has been pointed out that definitions of urbanity often are blurry and that the 
categorisations that are being used for separating urban from non-urban areas are unsuccessful 
(e.g. Satterwaite & Tacoli 2002: 59f). This is especially the case for smaller towns where 
agriculture still plays a big part. Another factor is that definitions of an urban area varies from 
country to country, where some define it as a settlement with 20.000 or more inhabitants while 
other define it as settlements with more than 1.000 inhabitants. 

Although the definitions aren’t clear it is an obvious fact that Africa currently is 
experiencing a rapid urbanisation and that many people as a consequence have very different life 
conditions than they used to have. Since only a minority of the urban population receive their 
main income from agriculture, one thing that has changed is the livelihood conditions. What do 
these changes in livelihood condition mean when it comes to dealing with HIV/AIDS? Although 
I haven’t found research aimed at this specific issue some hints might be noted. One difference is 
that the urban population generally is more dependent on a monetary income and thus in many 
ways more vulnerable to threats like structural and economic change. Also the forms of social 
capital might differ. As mentioned the discussion on social capital in rural areas have focused on 
the customs and norms that are inscribed in the traditional society, but how important is the 
extended family for the urban population? Studies on urban livelihoods connected to the 
livelihood framework mainly define social capital as membership in organisations, trust, access 
to institutions, etc. (e.g. Campbell et al. 2005; Harpham-Grant 2002). Both Rakodi (2002: 10) 
and Harpham-Grant (2002: 171) also points to studies showing that the levels of social capital is 
lower in urban than in rural areas. According to Rakodi this is due to the mobility and the 
heterogeneity of the urban population. However, stating this is problematic since there doesn’t 
seem to be any consensus as to how social capital should be defined. The number of 
organisations and networks that exist may also vary heavily between cities.  

The urbanisation in Africa is a recent phenomenon and many still have relatives and 
connections to rural areas. For small and medium sized towns these linkages are often strong and 
go two-ways and include trade, employment and services such as hospital and education. 
(Satterwaite-Tacoli 2002: 54). For rural households migration can also be a means to diversify 
income and to acquire financial capital. Migration can be both seasonal and permanent and how 
strong the connections are of course depend on this and on other factors such as if the migrants 
have access to house/land in the rural areas, how far away it is and so forth. The fact that 
seasonal migration is fairly common has also been a reason for critique of the definitions of the 
household as a unit where people “eat together” and/or “sleep under the same roof”. As Potts 
(1997: 488) points out one, or several, of the household members could spend considerable 
amount of time in rural areas (e.g. to do agricultural work or go to school). In relation to 
HIV/AIDS it has been noted that one way for households to deal with the higher costs is return 
migration. (e.g. Andersson 2002: 34-35, Harpham-Grant 2002: 167-176). For someone who is 
sick to return to their extended family in rural areas – where they can be cared for – could reduce 
costs substantially. In Andersson’s study on livelihoods and migration in Zimbabwe she also 
discovered that another way for urban families to reduce costs was to send their children for 
schooling at their grandparents in a rural area. It is also common that children who have been 
orphaned because of HIV/AIDS are being taken care of by their grandparents. A hypothesis 
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before doing my field work was thus that return migration would be a rather important strategy 
for afflicted households. 
  
2.4 Summary of Important Themes 
The livelihood framework and the literature review raised some questions and issues that formed 
the starting point of the field study and I want to conclude this chapter with a summary of these 
questions. Firstly, one issue that has been dealt with in this chapter is the usefulness of the 
household as an analytical unit. As mentioned the use of the household as the central analytical 
unit might conceal the relations between the household members as well as the relations to wider 
networks, such as the extended family. This poses the question if there are differences depending 
on whether a man or a woman is infected, i.e. if there are gender differences within the 
household? Another question concerning the household (and their relation to bigger social 
networks) is what happens when the HIV-positive person dies. Does it, for example, mean that 
the household will have to disintegrate? If so, who takes care of orphans? 

Another theme that rose from the literature review was urban-rural connections and 
differences. In some of the studies that I have referred to return migration was noted to be a 
strategy (or forced step) for some of the PLHIV as a means of lowering costs. Is this also the 
case in Mwanza? The fact that the object of my study was an urban setting and that much of the 
literature has been made on rural areas has made me reflect on the differences between urban and 
rural areas. What I refer to is mainly the differences between the rural studies and my field study 
on an urban area. Since I haven’t made any research on rural Tanzania I don’t have the material 
for making a comparison between the urban and the rural parts of the country. 

A third theme has to do with the political aspects of the framework. Research on provision, 
civil society, social capital and so forth will inevitably relate to ideological discussions within the 
development field. The advocates of the neoliberal reforms associated with the SAPs tend to be 
positive towards the possibility of networks and organisations within the civil society of 
“absorbing” the people in need of support, while those who are critical towards the neoliberal 
policies also tend to be critical towards the stress on social networks and civil society 
organisations. An issue is therefore whether networks and the existing safety nets are sufficient 
for the afflicted households and, if not, which type of households are the most vulnerable? 

I will come back to these issues in chapters four and five where I present and discuss the 
result of the field study. But first comes a presentation of the empirical context, i.e. of Tanzania 
and Mwanza. 
 
3. The Empirical Context – HIV/AIDS and Livelihood in Mwanza  
As mentioned the field study has been carried out in the city of Mwanza in Western Tanzania. 
The purpose of this chapter is to explicate the empirical context, with focus on livelihood 
condition and HIV/AIDS. Due to the difficulty of finding relevant literature on Mwanza the 
sources I have used are both literature, when available, and my own experiences from being on 
the field. For basic information about Mwanza I draw heavily on Jenny Cadstedt’s dissertation 
Influence and Invisibility – Tenants in Housing Provision in Mwanza City, Tanzania (2006).   
  
3.1 Mwanza  
Although other Tanzanian cities - like Arusha and Dodoma - might be more known, Mwanza is 
in fact the second largest city of Tanzania. The city is situated right by Lake Victoria, thus being 
geographically more attached to the Lake Victoria region than to the capital, Dar es Salaam. Dar 
es Salaam is situated about 1 000 km away and the communication between the two cities are 
poor (due to bad roads, buses often take the detour through Nairobi making the journey even 
longer). This puts Mwanza in the periphery seen from a national perspective; still it holds a 
central position in the Lake Victoria region and is strategically placed along the road between 
Kenya and Rwanda and Burundi. Through Lake Victoria Mwanza is connected to Uganda and 
Kenya and to other Tanzanian towns like Musoma and Bukoba.   



21 
 

From 1884 up to the First World War Tanganyika (i.e. the Tanzanian mainland excluding 
Zanzibar that was a British protectorate) was a German colony and Mwanza was founded by the 
Germans as an administrative centre in 1892. After losing the First World War Germany also 
lost their African colonies and until the time of independence Tanzania was a protectorate under 
British rule. Under the British protectorate the traditional chiefs still had a fairly strong position 
and influence. Tanzania got its independence in 1961 and has since been run by the socialist 
party CCM (Chama Cha Mapinduzi). Multiparty system and free elections came in 1992 and 
three elections have been held so far, all won by CCM.  

Mwanza is both a city and one of Tanzania’s 26 administrative regions (see map 3.1). Each 
region comprises several districts. The Mwanza region comprises eight districts, two of them - 
Nyamagana and Ilemela – form the urban area of Mwanza. Administratively the City is divided 
into 21 Wards that each comprises several Mitaa (Swahili for ‘street’).   
 

 
Map 3.1 – Administrative Regions in Tanzania (source: www.wikipedia.com (Tanzania)) 
 
3.1.1 Urbanisation (urban-rural linkages) 
Like many other African towns Mwanza has experienced a rapid population growth in the last 
couple of decades. According to the official censuses the population had grown from 19,900 in 
1957 to 474,679 in 2002. The population also doubled between the two last population censuses 
in 1988 and 2002. (Cadstedt 2006). The population growth is mainly due to migration5. That 
many people have moved to Mwanza from the countryside was also visible in my survey and 
interviews; of the 45 participants in the survey as many as 35 had moved to Mwanza. Many of 
them had relatives in Mwanza before moving there and for some of them that was one of the 
reasons for settling down in the city. Most of the participants came from neighbouring districts 
such as Magu and Geita (also part of the Mwanza region) and the nearness to their former homes 
made it easier for them to keep in touch with their families. Some still had land and/or houses in 
the countryside, although most of them explained that they just go back to visit and not to 
cultivate or stay there for longer periods.  

A significant trait for African cities in general is that they have a young population. This is 
also the case in Mwanza where 74 per cent are thirty years or younger and more than half of the 
population are younger than twenty years. Demographically Mwanza is thus still in an early 
phase. A big number of the population in Mwanza live as tenants and many only stay in a place 
for a shorter period of time. According to the Mtaa Leader in Mkudi A a consequence of this 
mobility is that people don’t get rooted in the local area. Mwanza can thus be said to be 
characterised by a rapid urbanisation, a young population and a high mobility of the population.  
 
3.1.2 Livelihood in Mwanza 
                                                 
5 In the Mwanza City Strategic Plan draft for 2000-2005 it is stated that the natural growth is 3 % and 
immigration 8 %. (Strategic Plan: 4). 
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Tanzania is one of the poorest countries in the world. In the UNDP index over human 
development from 2005 Tanzania was ranked as number 164 of 177 countries. Agriculture 
stands for nearly half of the GNP and approximately two thirds of the working force is working 
with – mainly small scale – agriculture (Länder i Fickformat, Tanzania 2007: 25-30). Although 
agriculture presumably is more important in rural areas it is stated in the strategic plan for 
Mwanza that small scale agriculture, livestock keeping and fishing are important economic 
activities also in Mwanza. Since Mwanza is situated by Lake Victoria fishing is of specific 
importance. Most of the participants in my study did not receive their main income from 
agriculture although some of them had small plots (shambas) or kept some livestock (like 
chicken and goats). A few of them also worked, or had worked, as fishermen. In addition to 
agriculture there are some industries in Mwanza, including fish processing and mining. There are 
also a number of NGOs (Non Governmental Organisations) and institutions located there. 

Still, most people in Mwanza, as in many other African cities, lack employment in the 
formal sector and are instead engaged in the informal sector. (Cadstedt 2006: 40-46). Most of the 
participants in my study worked in the informal sector, which comprises many small scale 
income generating activities. The participants in my study were for example working as vendors, 
tailors, carpenters, guards, masons, drivers, waiters, shopkeepers, fishermen, etc.  It is not 
uncommon for people to have more than one income generating activity. Even those who 
described themselves as housewives often had a “biashara ndogo ndogo” (Kiswahili for: a small 
business) along with their domestic work. They could, for example, sell fruits and vegetables.  

Compared to people in the rural areas the urban population generally needs more financial 
capital in order to secure their livelihood. For instance, most of the respondents in my study were 
tenants and thus had to get money to pay the rent. They also have to pay for food, water, 
transports, etc. This makes the household dependent on income generating activities. This 
dependency on an income makes the households vulnerable to changes such as losing a job or 
not being able to work anymore. The social security for people in the informal sector is poor. For 
people working in the formal sector there is at least some form of social security, like pensions 
from the age of 55, while people working in the informal sector have to rely on relatives and 
friends or NGOs/CBOs to get support when faced with financial troubles. (Länder i Fickformat, 
Tanzania 2007: 30).  

In Tanzania men generally have a stronger position in society than women. Women, for 
example, do not enjoy the same formal rights to inheritance and ownership as men do. (ibid: 31). 
Political positions are also mainly held by men and polygamy still occurs. In an analysis and 
survey made by the City Council for their Strategic Plan in 2000 it was found that males had 
better access to services than women and that men were more satisfied with the service provision 
than women.  
 
3.1.3 Areas of the study 
Since it wasn’t possible to do interviews with people from all parts of the town I chose to focus 
on specific areas. The interviews with PLHIV were conducted in Mabatini (in Mbugani Ward) 
and Mahina, and the survey and interviews with unaffected households were made in the Mtaa 
Mkudi A, which is situated in Nyamanoro Ward. All these areas are located outside the City 
Centre and are unplanned areas characterized by a high mobility and many tenants, and with 
many of the inhabitants working in the informal sector. Choosing location for the interviews, I 
also took these factors into consideration. I wanted to make the interviews in rather “normal” 
areas – i.e. not too fancy or too poor areas – in order for the selection to be as representative as 
possible. Most time was spent in Mkudi A where I both made a survey and conducted 
interviews. The interviews with organisations, politicians and public servants were however 
conducted in different places all over the town. 

Mwanza has a rather small city centre with paved roads, houses, shops, etc. The city centre 
is situated on flat land surrounded by rocky hills. The hills closest to the city centre are covered 
with houses, the ones further away becoming increasingly exploited as time goes. According to 
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the master plan from the early 1990s the hills were supposed to be planted by trees but houses 
have been built there anyway. This has created tensions between the dwellers and the local 
government (Cadstedt 2006: 150ff). Otherwise the city mainly grows along the three bigger 
roads that lead in to the city: the Nyerere road that goes up to Musoma and Nairobi, Kenyatta 
road going south to Shinyanga and the Makongoro road that leads to the airport north of the city. 

Mkudi A: The Mtaa Mkudi A is situated along Makorongoro road (the airport road) on the 
north side of the city and belongs to Nyamanoro Ward. The Mtaa borders two roads (the airport 
road and a smaller one) and along these roads there are some houses with higher standard and 
also some shops. Inside the Mtaa there are mainly houses and some smaller shops and 
businesses, such as carpeting and welding. There were no NGOs or CBOs situated in the Mtaa 
although some organisations had activities there. According to the Mtaa-leader there were 95 
houses and approximately 700 inhabitants in the Mtaa. Most of the houses were regular Swahili 
houses in which a large household (or several households) could live. The Mtaa-leader also 
described that many of the inhabitants were tenants and only lived in the Mtaa for a shorter 
period of time. (Interview with Mtaa-leader, 13/6-07). The Mtaa is situated relatively close to the 
City Centre and due to its proximity to the airport road, transportation is available. The growth of 
the city has made Mkudi A a central and attractive area and that development will probably 
continue as the city continues to expand.  

Mabatini: Most of the interviews I did with PLHIV were made in Mabatini that is located 
about 2 km east of the City Centre and belongs to Mbugani Ward. Mabatini is one of the oldest 
unplanned areas in Mwanza. It is densely populated and hilly. The area consists of a number of 
Mitaa. I did not focus on any specific Mtaa, however. The organisation (jiko la jamii - Kivulini) 
that helped me arrange the interviews had an office in Mabatini and the interviews were either 
conducted there or in the home of one of the persons working there. The respondents came from 
different parts of Mabatini. Some of the people I interviewed had lived in Mabatini for a long 
time while others had moved there fairly recently. 

Mahina: Some of the interviews with people living with HIV were conducted in Mahina 
Ward. These interviews were also arranged by Jiko la Jamii, who recently had started to 
distribute the nutritious milk there as well. Like Mabatini Mahina is located along the Nyerere 
Road, but further away from the city centre. Mahina is not as densely populated as Mabatini and 
Mkudi A although it is an area that probably will grow in the future. According to the Ward 
leader Mahina had fairly recently been made a Ward and comprised a rather large geographical 
area. I made the interviews at the place where Jiko la Jamii distributed the milk. 

 
3.2 HIV/AIDS in Tanzania and Mwanza 
It is well known that sub Saharan Africa is the region that has been most severely hit by the 
AIDS-pandemic. Around two thirds of the PLHIV are found there, and in 2007 more than three 
quarters of the AIDS-related deaths occurred there. This is the only region where more women 
(61 per cent) than men are infected. (AIDS Epidemic Update 2007: 15). Still, there are great 
regional differences within sub Saharan Africa; the worst affected countries in southern Africa 
have HIV-prevalence above 20 per cent while most countries in Western Africa have prevalence 
rates below five per cent. East Africa has been hit fairly hard and the prevalence in Tanzania 
was, according to 2006 estimates from UNAIDS, approximately 6.5 per cent for the population 
between 15 and 49 years. According to the same estimations around 1.4 million people are living 
with HIV in Tanzania (although many of the official documents from the Tanzanian government 
state that over 2 million people are HIV-positive).  Approximately 1.1 million children have 
been orphaned because of AIDS in Tanzania.  

The first occurrence of AIDS in Mwanza was reported in 1985 and the epidemic has been 
growing steadily ever since. Because of insecure data the exact prevalence rates are difficult to 
discern. According to official statistics – presented in the Mwanza City HIV and AIDS profile – 
there were 2 194 persons living with HIV/AIDS (PLWHA) in December 2006. In the same 
document it was reported that the number of AIDS-related patients had grown from 1 130 in 
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2002 to 2 611 in 2005. (Mwanza City HIV and AIDS profile: 1). The real number of PLHIV is, 
however, probably much higher. According to statistics from UNAIDS the HIV-prevalence in 
Tanzania is twice as high in urban areas than in the rural ones. This would mean that the 
prevalence in urban areas is above ten per cent. The Lake Victoria Region is said to be more 
affected than the rest of the country, which would suggest that the prevalence for Mwanza ought 
to be high even for an urban area. The general perception among the interviewed organisations 
working with HIV and AIDS related issues was that the official estimations were low. One 
explanation to the low estimations is, according to those organisations, that many people still do 
not get tested for HIV. 

The consequences of the HIV-epidemic are visible in statistical measures such as life 
expectancy and dependency ratios. As shown in figure 3.1 the life expectancy in Tanzania has 
dropped from 55 years in the early 1990s to 46 years in 2005. Except for the countries that have 
been worst affected by HIV/AIDS (i.e. countries in Sub-Saharan Africa) life expectancy have 
been increasing steadily in all parts of the world. (see Malmberg 2007: 11). As Neumayer (2004: 
729) points out one of the reasons that HIV/AIDS has such an impact on life expectancy is 
because it mainly affects younger people. The fact that many young people die also shows in the 
dependency ratios, i.e. the ratio of the dependent part of the population (children and elderly) to 
the productive part of the population. According to the demographic theory of development a 
lowering of the dependency ratios is crucial for economic growth to take place. The theory state 
that development and economic growth will come when a country reaches a demographic 
transition, i.e. a transition from a stage of high mortality and high fertility to a stage of low 
mortality and low fertility. In this process of transition the dependency ratios will decrease which 
means that a big part of the population are in productive ages. (Malmberg 2007). HIV/AIDS has 
a negative impact on dependency ratios which might lead to slower economic growth and 
development. 

 
Figure 3.1. Life Expectancy, Tanzania. (Source: Population, Resources, Environment and Development: The 2005 
Revision. Database available at www.unstats.un.org.) 

The consequences of HIV/AIDS are acknowledged in policy documents at international as 
well as national and local level. In a policy document from the City Council in Mwanza it was, 
for example, stated that “as more people are infected with HIV/AIDS, the city will see decrease 
in labour productivity, increased demand for services, low capacity of users to pay for services, 
greater household vulnerability and increased number of absolute poor e.g. orphans and people 
living with HIV/AIDS.” (Mwanza City HIV and AIDS Profile: 3). 

 
4. Consequences of HIV/AIDS on Household Provision  
Mary6, a woman in her late fifties, moved to Mwanza from the nearby district Magu after she got married in 1968. 
In 1975 she and her family moved to Mabatini Ward, where she still lives and also owns a house. She and her 
husband had five children who now are grown up. When the children were young Mary’s husband worked as a 
cargo loader in the harbour while Mary was a housewife and mainly occupied with domestic work. In 1991 she 
also started to sell tomatoes and vegetables in order to bring in some extra money to the household.  Although 
both she and her husband worked they never had any abundance of money; as she explains it, it was always a 
struggle to make ends meet. The situation got worse when her husband was infected with HIV and in 1998 later 
died of AIDS. In addition to the emotional burden connected with losing a family member this also meant that the 
household had lost an important source of income. In 1999 Mary also fell ill and went to the hospital where she 

                                                 
6 As I described in chapter one I haven’t kept the real names of the respondents. 
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was tested positive for HIV. At that time ARVs were expensive so she only got treatment for the opportunistic 
disease and after recovering she continued to work as much as she could. In 2005 she heard that it was possible to 
get ARVs from the hospital free of charge, so she took the HIV-test once again and this time received ARVs. Since 
a lot of time had elapsed since she got infected her immune system was weakened and she got tuberculosis (which 
is a common opportunistic disease). The doctors told her that she couldn’t continue selling tomatoes and 
vegetables since the dusty environment at the place where she had her business was detrimental to her health. 
Having lost her income she went to NGOs to try to get some help. Eventually she and three other women got some 
money to start a café where they now sell chai and mandazi (tea and bread/cake). She now lives with three of her 
children and two grandchildren. Except from support from some of her children she stresses that she doesn’t get 
any support from other relatives or neighbours. She doesn’t have the energy to work every day but works as often 
as she can. It is a day to day struggle to get by but with the income from the café she manages for now. 
 
Mary’s story exemplifies the impact HIV/AIDS can have on a household and how livelihood 
strategies may have to be revised as the disease progresses. This chapter will focus on the impact 
HIV/AIDS brings to the society for both afflicted and affected households. With afflicted I refer 
to households in which (at least) one of the household members is HIV-positive and with 
affected those households that have helped relatives/friends financially, taken care of orphans, 
etc. The chapter is divided into four sections. The first three focus on afflicted households and 
the forth on affected households. The first three sections will hence deal with the first aim that 
was formulated in the beginning of the essay, i.e. how livelihood strategies change when a 
household member is infected with HIV. The first section will deal with the question of what 
impact HIV/AIDS has on the afflicted households and what factors the impact depends on. The 
impact can, as for Mary’s household, be stretched over a long period of time. The consequences 
will also differ depending on factors such as household composition and gender. When Mary’s 
husband fell ill she had to start working in order to provide the household with an income and 
HIV/AIDS often makes the households change their livelihood strategies in similar ways. In the 
second section of this chapter I will analyze the livelihood strategies with help from the 
livelihood framework that was presented in chapter two (with the focus on the different types of 
assets that were highlighted there). One strategy mentioned in the literature on HIV/AIDS and 
provision, but not so much in the livelihood framework, is return migration. Mary, like so many 
other people in Mwanza, has migrated from a rural area. Although it hasn’t been an option for 
her to return to the countryside it might be an option for other afflicted households. The third 
section of this chapter will focus on return migration and other aspects of urban-rural 
connections and differences. The forth, and final, section will deal with the second aim that was 
formulated in the beginning of the essay and hence focus on affected households (according to 
the definition above) and the question of how HIV/AIDS affects society at large. Many 
households are affected by the AIDS-epidemic although they aren’t afflicted. This is the case 
especially for the households that have taken care of orphans. Still there is a debate on how 
severe the AIDS-pandemic really is and some think that there is an “HIV-exceptionalism” that 
takes focus from other important issues.  

The main source for the sections on afflicted households has been the sixteen interviews 
that were made with PLHIV in Mabatini and Mahina. Using these interviews as an only source 
would be problematic due to the limits they pose. I could, for example, interview only one 
person in the household at one particular time and could not follow the household over a longer 
period. Since issues concerning HIV/AIDS are often sensitive I also avoided asking some 
questions and if the respondents didn’t want to answer a particular question I didn’t push them to 
do so. Topics that I avoided for example included whether their children worked and exactly 
how their family situation was. As a complement to these interviews I therefore use the 
interviews that were made in Mkudi A as well as the interviews with organisations and 
politicians. For the purpose of hearing different sides – and get more than one perspective – I 
asked these respondents partly the same questions as the PLHIV. The material gathered in Mkudi 
A, and the interviews with organisations, are also the main sources for the section about affected 
households.  
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4.1 The impact of HIV/AIDS on afflicted Households 
That HIV/AIDS affects household provision is not hard to imagine. But what kind of impact 
does it have and what factors does this impact depend on? In this section I will focus on how the 
consequences might differ depending on the household composition, on what phase of the 
disease the household currently is in and whether the HIV-positive person is a man or a woman.  

As noted in the literature review in chapter two, one obvious consequence the disease 
might have on provision is that it could affect the working capacity of the afflicted person and 
hence have a negative impact on the household economy. According to the livelihood framework 
HIV/AIDS would thus mainly have an impact on the human capital (which included health status 
and working capacity). Given the fact that HIV/AIDS mainly affects people of productive ages it 
might have a more profound impact on the household economy than other diseases (that mainly 
affect children and elderly). Another consequence that I referred to in the literature review was 
that costs tended to increase after someone in the household had tested positive. These 
consequences could indeed be found also among the PLHIV that I interviewed. A clear majority 
of them had quit their jobs, or changed jobs, after they tested positive and all of them claimed 
that the disease had affected their ability to make a living. Many of them also declared that their 
costs had increased. The factors that I will elaborate on below have been highlighted in previous 
research and I have chosen to use this research as a point of reference.  
 
4.1.1 Household Composition 
The interviews with PLHIV have been made with individuals but the research question is how 
HIV/AIDS affects the livelihood strategies of households. The reason for focusing on 
households, and not only individuals, was the assumption that most people in fact live in 
households with a shared economy and that disease thus affects the whole household – especially 
if a breadwinner falls ill. But the households are not identical and the impact will differ 
depending on the household composition. In previous studies this has been stressed in different 
ways, but with the tendency to see the household as more or less identical with the nuclear 
family. Barnett & Blaikie (1992: 87) for example concludes, in their influential study from rural 
Uganda, that the impact of HIV/AIDS on the household will depend on where in the 
“demographic cycle” they are. According to them the household is usually formed “with a young 
couple; then children are born, grown up and leave to form new households; and so the 
demographic profile of a household is constantly changing.” (ibid.). Barnett-Blaikie then divides 
the households into three categories: “young” (where head of household is thirty years or 
younger), “mature” (with head of household between thirty and fifty years old), and “declining” 
(with head of household over fifty-five years).  

The PLHIV that I interviewed were between 22 and 55 years old and they were all “head 
of the household”. Thus, according to Barnett-Blaikie’s categorisation, the households forming 
my corpus would be both “young”, “mature”, and “declining” (a majority of them were however 
between 30 and 55 years old). Barnett-Blaikie based this categorisation on their research in rural 
Uganda, but is the categorisation valid and useful also in an urban context? My hypotheses going 
into this field study was that it would be more or less valid, but the household composition 
turned out to be more heterogeneous than I had expected. The first thing that surprised me was 
that only two out of the sixteen PLHIV that I interviewed said that they were married. HIV/AIDS 
was one contributing factor to that since five of them had been widowed because of AIDS. In 
addition to that HIV/AIDS was an indirect cause since two of them had been abandoned by their 
spouses after having tested positive for HIV and one woman - who had lived in a polygamist 
marriage – had left her husband after he became HIV-positive7. Still, six of the sixteen PLHIV 
stated that they neither were, nor had been, married. Is this significant for Mwanza as a whole? 
Or is it just less common for PLHIV to be married or is my sample simply biased? 33 of the 45 
                                                 
7 According to the 2009 UNAIDS Epidemic Update (p.22) individuals who are divorced, separated or widowed 
tend to have significantly higher HIV prevalence. This is especially true for women who are often divorced 
because of their HIV status and many individuals have lost their spouse to AIDS-related illness. 
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participants in the background survey that I made in Mkudi A, stated that they were married. 
Almost all of the respondents, both in Mkudi A (41 of 45) and among the PLHIV (15 of 16) 
however had children. This material is of course too small for drawing any statistical inferences 
but it still suggests that not everyone lives in a nuclear family and that the household 
composition is heterogeneous. This could maybe partly be explained by the fact that  definitions 
and connotations of marriage differ but also that it might be more common (and accepted) for 
people in urban areas to be “single”, to divorce and to live together without being married.  

The fact that the majority of the PLHIV were unmarried, and thus didn’t live in a nuclear 
family, does not imply that they didn’t live in a household.  On the contrary none of them lived 
alone. Most of them lived with their children and some also lived with grandchildren, siblings, 
other family members or friends. The household composition also seemed to be flexible as 
members could “come and go”. Two of the PLHIV had, for example, moved to Mwanza after 
they tested positive for HIV and now lived with their sisters. Some of the people I interviewed 
had sent their children to the countryside to stay with their grandparents and go to school there. 
This mobility shows that households not are isolated islands but rather connected to bigger social 
networks, where especially the extended family is important. It also shows that not just the 
“demographical profile” of the household changes over time, but also who currently is a member 
of the household. Exactly how the relations between the grown up members were organised was 
however hard for me to discern. Are people, for example, obliged to have a shared economy 
because they “sleep under the same roof” and/or “eat from the same pot” or is each adult 
ultimately responsible for his or her own provision?  

According to Barnett-Blaikie the “younger” households were more vulnerable than the 
“mature” and “declining”. Considering that the “younger” households most often have small 
children that they have to provide for this is not hard to imagine. Because of the small sample, 
and because the household compositions were so heterogeneous, it is however difficult for me to 
state what type of household was the most vulnerable in Mwanza. The youngest of the PLHIV 
that I interviewed was a 22 year old woman who lived in Mabatini. Although she was only 22 
years she was already a widow and lived with her three children in an apartment that she rented. 
Her husband had worked as a driver while she had been at home taking care of the children. 
When her husband died she had to start working and her uncle helped her get a job in a small 
business. Both of her parents were dead but her uncle and his wife had helped her – both 
financially and with taking care of the children. The oldest of the PLHIV was a 55 year old man 
in Mahina. He was a widower with grown up children who had moved out. One of his daughters 
had died from AIDS and the grandchildren now lived with him. He himself tested positive for 
HIV in 2003. Although he had been ill he now received ARVs and felt strong enough to resume 
his work as a tailor. His grown up children lived close to him and also helped him take care of 
the grandchildren.  

Both of these households had clearly been affected by HIV/AIDS and struggled to make 
ends meet. If there are any differences between younger and older households it might be that 
more of the older people own their houses and that they also might have a more influential 
position in society. The 55 year old man in Mahina had for example started a micro-lending 
network for PLHIV and had connections with the local government. Still, there are of course 
other factors that influence how vulnerable households are. It seemed to me that the most 
vulnerable households were those that didn’t have big social networks around them and this was 
especially the case for those who had been rejected by their families.  
 
4.1.2 Phases of the disease 
The impact of HIV on the household will also differ depending on how long the household has 
been afflicted. Since HIV is a disease with a long incubation time the impact on the household is 
stretched over a vast period of time and continues also after the death of the afflicted person. 
Mary’s household had, for example, been afflicted since her husband was infected more than ten 
years ago. For them the consequences started when he got weaker and wasn’t able to work as 
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much as he used to. After he died Mary had to provide for the household by herself and therefore 
started to work. She later found out that she also was HIV-positive and now struggles with her 
health.  

Some of the other households that I interviewed had been afflicted more recently. One 
example of such a household was John’s. John was 37 years old and lived in Mahina with his 
wife and two children (eleven and four years old). In 2006 he had been ill for some time and 
eventually went to the hospital where he tested positive for HIV. He used to work as a fisherman 
but after he tested positive for HIV he quit his job because he didn’t feel strong enough to work. 
After receiving treatment and ARVs he regained strength and eventually started to work as a 
mason instead. As he explained it was better to work as a mason because he could be absent 
those days when he was too sick to work. John’s wife was not HIV-positive and she worked as a 
tailor. Although John’s household had gone through hard times it had been afflicted rather 
recently and both John and his wife had an income. According to John he earned less money 
now than he did before he was infected, but he also stated that they manage to make ends meet 
and that they also try to save some money for the future.  

The differences between Mary’s and John’s households’ points at the difficulties in making 
a snapshot picture of how a household is affected. Much of the literature therefore stresses the 
importance of following afflicted households over a longer period of time. This wasn’t possible 
within the scope of this field study but it is still important to reflect on. Gow & Desmond, who 
studied the consequences of HIV/AIDS on rural provision in South Africa, categorises the course 
of events into three phases: “illness”, “death” and “long-term aftermath”. From their research 
they concluded that each phase causes specific challenges to the households. What they found 
was that the income tended to fall in the illness phase as the ability to work decreased and costs 
increased. They also found that death, in addition to being a tragedy to the household, was a big 
expense because of the traditions that were connected to funerals. In the long run the death of a 
breadwinner could have severe economic consequences on the affected households and the 
income of the deceased has to be compensated. The result of this can for example be that 
children are taken out of school and that more people in the household have to work. (e.g. Foster 
2003; Odiwuor 2000). It could also lead to disintegration of the household. 

According to these distinctions all of the interviewed households were in the illness phase 
(although some of them, like Mary’s household, also were in the “long-term aftermath” phase). 
But also the illness phase can differ. One thing that differentiated Mwanza from the previous 
studies that I have referred to is that ARVs were provided for everyone who was willing to 
commit to a program that included regular medical exams, a special diet, etc. How has this 
affected the illness phase? And does a positive HIV-test really have to make such a big 
difference initially? Since the ARVs only have been provided since 2005 it is difficult to say 
how they have affected the illness phase. Some of the persons I interviewed were in a rather 
good shape and were healthy enough to work. ARVs might be one, but hardly the only, reason 
for this. Several of the organisations that I spoke to were concerned about what they considered 
to be an over belief in the ARVs. They had for example experienced cases where people thought 
that they had been cured and therefore stopped taking the medicines.  

In spite of the fact that ARVs are more available, and that people can live with HIV for a 
longer time, almost all of the PLHIV that I interviewed had quit their jobs after they tested 
positive. All of them also claimed to have been affected financially. This could maybe be 
explained by a pattern that could be discerned in my, admittedly small, sample. Like John that I 
mentioned earlier, most of the PLHIVs had been sick for a while when they went to the hospital 
where they were tested for HIV. For most of them it then took a while until they were feeling 
strong enough to work again. During this time many of them quit their jobs and when they 
regained their strength they had to find a new job. People can live with HIV for several years 
before they develop AIDS and hopefully even longer when they receive ARVs. Although the 
immune system is weakened for those who are HIV-positive, and that they therefore are more 
susceptible to opportunistic diseases, most of them are still able to work until they develop 
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AIDS. None of the HIV-positive persons that I interviewed had developed AIDS, although some 
had lived with HIV for a longer time and said that they didn’t have as much strength as they used 
to have. Those who have developed AIDS will need care and support and this will put the 
households in a strained condition.  

Like much of the literature Gow-Desmond’s categorisation is based upon a situation where 
the household is more or less identical with the nuclear family and where the household 
composition is rather static. As I mentioned in the previous paragraph most of the PLHIV that I 
interviewed weren’t married and members could “come and go”. This means that also those who 
had been abandoned by their partner, or those who for other reasons are single parents, have to 
provide for their children by themselves. They were thus in a similar situation as those who were 
in the long-term aftermath phase. Widows and widowers might also remarry and form new 
households. The long-term aftermath phase will be discussed further in chapter 4.4.  
 
4.1.3 Gender differences  
HIV/AIDS is in many ways tied to questions of gender. Gender and power relations are crucial 
both for the understanding of how the virus is transmitted and for how the households are 
affected. In sub-Saharan Africa HIV is mainly spread through heterosexual relations and in many 
places women don’t have the right to say no to sex within marriage or to demand the use of 
condom. Since women easier get infected the number of HIV-positive women in Africa is higher 
than that of HIV-positive men. When it comes to the consequences on provision several studies 
have shown that women have to carry a particularly heavy burden. This has to do with gender 
roles that stipulate that women are responsible for care and domestic work. In studies on the 
consequences for household provision the focus has often been on nuclear families and the 
differences between if a man or a woman is infected. The studies have shown that if the husband 
falls ill the wife has to take a great responsibility for both the domestic work and for bringing in 
money to the household. If the woman falls ill someone will have to take over their domestic 
responsibilities and this task is often laid upon daughters. (e.g. Gow-Desmond 2002: 113; 
Odiwuor 2000: 127ff; Harpham-Grant 2002: 174). 

As I’ve mentioned this picture where the households are identical with nuclear families 
wasn’t quite true for the PLHIV that I interviewed. I did, however, ask the respondents in Mkudi 
A whether they thought that there would be differences between the situations of a man being 
affected and those of a woman being affected. The first reaction tended to be that it was a big 
problem for the household both if a man or a woman fell ill – especially if they were 
breadwinners. When I asked them more about gender roles they however confirmed that men 
and women have different roles and that women for example are responsible for taking care of 
children and people who are sick.  If a husband in a family fell ill they said that the wife would 
take care of him, but if the wife fell ill they explained that it was common that she would be 
nursed by her children, parents or siblings (sisters). They also said women generally take care of 
orphans – especially grandmothers and aunts.  

Since as many as eleven of the sixteen PLHIV that I interviewed were women, women 
were clearly overrepresented among the PLHIVs. It is of course difficult to draw inferences from 
such a small sample but some interesting trends could still be noticed. First of all, as I’ve 
mentioned, two of the men were currently married but none of the eleven women. When 
discussing this with organisations who worked with supporting AIDS-afflicted households they 
explained that it was uncommon for a man to live alone, and especially for him to take care of 
children by himself. According to them a man would either remarry or receive help from sisters 
or other relatives if he became a widower. One reason that they pointed at was that it wasn’t 
expected of a man to do domestic chores. Since none of the HIV-positive women that I 
interviewed were married, they both had to take care of domestic chores and earn money (only 
one of the women that I interviewed was not engaged in any income generating activity). This 
means that a larger number of the HIV-positive women work than women in general and they do 
so although their health is weakened and in addition to their domestic responsibilities. These 
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women will also be vulnerable when they develop AIDS and need care. 
That women as a group are more vulnerable and have a lower position in society doesn’t 

imply that all men have influence and are well of. One of the men that I interviewed had for 
example been abandoned by his wife when he tested positive for HIV. He now declared that he 
took care of his five children by himself. Although he worked as a mason he explained that he 
didn’t earn enough money to pay the school fees for all of his children. He also told me that he 
had gone to an NGO to ask if he could get some support but was told that they only helped 
women. I also met some grandfathers who took care of their grandchildren (often with help from 
daughters or other relatives). 

In the livelihood framework the stress is on the strategies that households use. By 
combining different assets the households form livelihood strategies. As I mentioned in chapter 
some feminists have criticized studies that focus on human- and social capital because they focus 
on the rationality of the household and not on the structures that uphold power relations and 
gender roles (e.g. McDowell 1999; Radcliffe 2004). To me it seemed clear that gender roles exist 
and that they can hinder the households from making the most rational choices. To act against 
the gender roles did not seem to be an option and people even laughed when I tried to discuss 
this. Some of the organisations however thought that this might change as the epidemic proceeds 
and that more men will have to take greater responsibilities.   
 
4.2 Livelihood Strategies for coping with HIV/AIDS 
So far I have discussed the impact that HIV/AIDS can have on the afflicted households, now the 
attention is turned towards the strategies for mitigating that impact. In this section I will focus on 
the assets that were stressed in the livelihood framework, i.e. the different forms of capital that 
households combine in order to form livelihood strategies. A central thought in the livelihood 
framework was that the strategies should be sustainable, and for them to be sustainable the loss 
of one particular capital will have to be compensated with another. As I have shown so far 
HIV/AIDS affects the working capacity of the infected and thus affects the human capital of the 
household. I will, however, argue that HIV/AIDS also might have a negative impact on the 
social capital. 

I am not aware of any studies on the consequences of HIV/AIDS on household provision 
that have used the livelihood framework. The studies I have found have instead categorised the 
strategies in different ways. Gow & Desmond (2002: 115) for example divides the long-term 
adjustments (as they call it) into four different types of strategies; (i) doing nothing, (ii) 
withdrawing savings or selling assets, (iii) receiving assistance from other households, (iv) 
altering household composition. Barnett & Blaikie (1992: 93) considers the most relevant 
resources to be labour (differentiated by gender), land, cash reserves, skills, income-earning 
activities, and the wealth of close relatives. These strategies can perhaps be formulated using the 
terminology of the livelihood framework. Using savings, selling assets and doing agriculture is, 
according to the framework, to use financial-, physical- and natural capital. To receive assistance 
from other households or the extended family is using social capital, and using talents and work 
is human capital. Not doing anything can be a strategy in an initial phase if the consequences for 
the household aren't severe. Altering household composition can be both a strategy and a forced 
step for households when the consequences are withstanding and is also often connected to 
migration. This will be elaborated on later on; the continuation of this section will focus on the 
assets that were emphasized in the livelihood framework.  

 
4.2.1 Human Capital 
In the livelihood framework human capital is defined as the labour resources available to the 
household. The labour resources will differ depending on education, talents and health status of 
the household members but also on the number of household members that are working. Human 
capital is of course vital for the household and both wage work and domestic work is necessary 
in order for the household to function. Urban households are generally more dependent on 
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monetary income than rural households that also can draw on agriculture. As I described earlier 
most of the PLHIV I interviewed explained that their income had decreased since they got 
infected. Still almost all of them worked. They earned less money now because many of them 
had changed from full time jobs, such as housemaid, in the harbour, etc. to different forms of 
small scale vending or other jobs where they didn’t have to work full time. To continue working 
thus seemed to be the most common strategy for the PLHIV. 

An overwhelming majority of the respondents in Mkudi A also believed that the most 
common strategy for PLHIV is to work as long as they can. For households that have been 
afflicted for a longer time it can also be necessary that more of the household members work. 
This was, for example, the case for Mary and the other women who had become widowed. They 
had started to work when their husbands fell ill. In the literature it has been noted that children 
often have to take on a heavy work load in afflicted households. Since it is a sensitive subject I 
did not ask the PLHIV if their children were involved in income generating activities. I did 
however discuss child labour with the respondents in Mkudi A and the organisations. Some of 
the respondents in Mkudi A knew, or had known, families where children had had to quit school 
to help bringing in money to the household. According to them the boys would work with things 
like carrying sand and water or as “houseboys” or vendors, while the girls mainly were involved 
in domestic work. One woman in Mkudi A however knew of a more extreme case, a family 
where the daughters had started to work as prostitutes after their parents fell ill. This of course 
doesn’t say anything about how common it is that children in afflicted households work. The 
organisations that I interviewed confirmed that children could be forced to work and that it 
especially was common for girls to quit school and take over domestic responsibilities. Although 
I did not ask the PLHIV if their children were involved in income generating activities many of 
them complained about the costs for keeping the children in school. School fees and other costs 
associated with school was one of the main concerns and expenses for the afflicted households. 

People who are HIV-positive can still work and this also seemed to be the main strategy of 
the afflicted households. The real impact on the household comes when the afflicted person 
develops AIDS and cannot work anymore. When the households reach this phase it can force 
other household members to start working, to use other resources or to disintegrate.  
 
4.2.2 Natural-, Physical- and Financial Capital  
Capital in the form of tangible resources such as money or items that can be sold are of course 
useful to households faced with difficult circumstances. Since this study focuses on the urban 
poor my presumption going into the field study was that financial- and physical capital would be 
rather scarce. This presumption was also validated in my interviews with PLHIV. Most of them 
seemed to live on a day to day basis and only one of them explained that he had some savings. It 
is of course easier for richer households to absorb the economic impact of HIV/AIDS. Although 
HIV/AIDS also exists in richer households it tends to be suppressed and therefore to be invisible. 
I didn’t interview any richer households but some of the respondents in Mkudi A knew about 
such households and according to them they could go on living as normal even if someone in the 
household was HIV-positive. Not many of the PLHIV had savings but some of them were 
members of networks that provided micro loans. Through these networks they had received 
loans that enabled them to start small businesses. However, the attitudes to these micro lending 
networks were diverse. To be a member of the networks it is required that the participants save 
money regularly and not all of the PLHIV were able to do so. The idea of these networks is also 
foremost to provide loans for starting a business and not all of the PLHIV had enough energy for 
doing that. Some of them also complained about the harsh conditions of interest and repayments.  

Also physical capital can be an asset for the afflicted households to draw on. People can 
for example sell items when they are in urgent need of money or use productive assets that 
generate money. A study made in Tanzania showed that ownership of radios increased in 
unaffected households but decreased in households where a household member had died (Gow-
Desmond 2002). None of the PLHIV that I interviewed seemed to have any extensive properties. 
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Three of them however owned their houses. To own a house can be an important asset since it 
also can generate money through having tenants. However, only three of the sixteen PLHIV 
owned their houses and this was a lower percentage of house ownership compared to the survey 
in Mkudi A. All those who owned their houses were older than 50 years. Some owned 
“productive assets” such as sewing machines and tools. One woman also had a hair salon. These 
assets are important since they are useful for generating money. If the households are forced to 
sell these assets they will free some money temporarily but it will affect the possibly to earn 
money in the future (Gow-Desmond 2002: 115ff). 

Although natural capital, i.e. access to land for growing crops and raising livestock, ought 
to be a more important asset to the rural population, my presumption going into this study was 
that it could be an asset also to the urban population. The presumption was grounded on the fact 
that many of Mwanza’s inhabitants have migrated fairly recently and thus still might have access 
to land in the rural areas. Agriculture however did not seem to be a vital source of income for 
any of the PLHIV that I interviewed for this study. Although some of them owned land in rural 
areas none of them stated that they were involved in agricultural activities there. When I asked 
why they didn’t grow any crops there they gave reasons like that it was too far away, that they 
didn’t have the energy to cultivate the land, that other family members used it instead, and so 
forth. Selling the land was not always an option since it was to be used within the family. Urban 
agriculture was however of some importance as some of the PLHIV had small plots where they 
could grow some vegetables and keep livestock such as chicken or goats. This was a help for the 
households but insufficient for making a living on. 

Financial-, physical- and natural capital are of importance. For the urban poor these 
resources however tend to be scarce and only constitute a temporary buffer. Most people will 
instead have to rely on their social networks and connections when they are faced with urgent 
financial problems. 
 
4.2.3 Social Capital 
Since the public social security in Tanzania is very limited most households in need of financial 
support will have to rely on their own social networks and influential connections. All of the 
PLHIV that I interviewed had at some point relied on support from social networks. But what 
kind of networks and connections are the most important? As I mentioned in the literature review 
studies on rural areas have mainly focused on the role of the extended family and the support 
structures of mutual obligations that are inscribed in the traditional society. Urban studies tend to 
focus more on other forms of social capital such as participation in networks and connections to 
influential individuals. In this paragraph I will initially discuss support received from the 
extended family, friends and neighbours and then look at support given by organisations and 
networks. Lastly I will address the negative impact stigmatisation might have on social capital. 

As I mentioned in chapter two, social capital is an ambiguous concept that has been used in 
many different ways. The definition that I found most useful in a livelihood context was the one 
provided by Philips (2002: 133) who defines social capital as the “relationships and networks 
developed and drawn upon by the urban poor to survive and improve their livelihoods.” This 
definitions stresses that the focus here will be on social capital on a micro-level and that it is a 
resource connected to the pursuit of livelihoods. 

 
(i) Family, Friends and Neighbours 
The first form of “relationship and networks” that I will address is support from family, 
neighbours and friends. I made interviews with different types of households (i.e. afflicted- as 
well as affected- and non-affected households) in order to hear different sides and get more than 
one perspective. The answers and experiences differed depending on what type of household I 
interviewed. Most of the respondents from Mkudi A (both the affected and the non-affected 
households) considered the family to be the prime source of support for AIDS-afflicted 
households. A couple of them had themselves taken care of people who were ill, of orphans 
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and/or helped afflicted households financially. At the same time many emphasized that not all 
families actually help and that they knew of PLHIV who didn’t receive any support from their 
families. As they explained many families themselves live on a day to day basis and don’t have 
vast amounts to spare. Another reason mentioned was that of stigmatisation.   

The general perception among the respondents in Mkudi A was still that most families at 
least try to help. The experiences of the PLHIV were more negative. Only a few of them 
admitted that they had received support from family, neighbours or friends. They especially 
stressed that they didn’t receive support from neighbours. Almost everyone that I spoke to 
(afflicted, affected and non-affected households) laughed at the idea that neighbours would give 
support. One explanation could be the fact that cities are characterised by a high mobility which 
makes it difficult for people to develop social bonds. Somewhat more surprisingly most of the 
PLHIV stated that they didn’t receive any considerable financial support from their families 
either. From their stories it however seemed obvious that most of them in fact had received 
support, albeit to different extent. One thing to keep in mind is that the interviewed PLHIV 
might have perceived me as someone who could help them and might thus have downplayed the 
support they received. Their needs might also have been bigger than the support that they 
received. Although some of the PLHIV had received money, this did not seem to be the only, or 
most important, form of support. When they received money from their family or friends it was 
mainly for specific needs and not regular support. Still, many of them received other forms of 
support such as food, help with child care, housing and so forth. Two of the HIV-positive women 
that I interviewed had, for example, moved to Mwanza after they tested positive for HIV and 
now stayed with their sisters. When they moved they joined the households of their sisters and 
they could stay without having to pay rent (although one of the women worked as a vendor and 
contributed to the household economy).  

Some of the PLHIV had, however, not received much support. This was especially the case 
for those who lived far away from their families and for those who had been stigmatised. One 
example of a household that had received fairly little support was Esther whom I interviewed in 
Mahina: 

Esther was 32 years old and lived with her four children in a rented house in Mahina. She was originally 
from Magu, but she and her family moved to Mwanza in 2002 because her husband found a job there. During 
that time Esther was a housewife and took care of the children. In 2005 she tested positive for HIV and her 
husband left her when he found out that she was HIV-positive. This meant that she had to find money to 
support her family. As a first step she went back to her family in Magu and asked if they could help her. The 
family gave her 10 000 shillings (approximately 80 Sek) to help her start a charcoal business (i.e. selling 
charcoal). She also got a loan from a micro lending network which enabled her to start her business. The 
business gave her an income but it wasn’t enough to meet her needs. One of the biggest expenses she had 
was the house rent and she hadn’t been able to pay it in time. The rent was due for six months in advance but 
she did not have that money so the landlord allowed her to pay for just one month in advance. After missing 
one payment the landlord once again demanded payment for six months in advance and since Esther didn’t 
have the money she was running the risk of eviction. She also had to make repayments for the loan that she 
got from the micro lending network and she complained about the loan conditions. She knew about one 
organisation that supported PLHIV and she had received some food and medicine from them earlier but 
according to her it was not possible to get regular support or financial aid. She explained that she wanted to 
stay in Mwanza but that if she didn’t get enough money she might have to move.  

Esther’s story is not unique. She got some money from her family but not enough to meet her 
needs. The main reason why she didn’t receive more money was probably because her family 
didn’t have that much money to spare. Since her family lives far away it is also difficult for them 
to support her in other ways. As I mentioned in chapter two, one explanation of the relation 
between social capital and the AIDS-epidemic was that the epidemic initially strengthens the 
social capital because of the increased dependency, but that it later declines as the epidemic 
progresses (Misselhorn 2005; Mtika 2001). Several of the PLHIV had brothers and sisters who 
also were HIV-positive and it is of course difficult for the extended families to give financial 
support to several family members.  

None of the people that I interviewed had developed AIDS and - with only one exception - 
everyone still worked. When people develop AIDS they will need more support and many 
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extended families take care of orphans. I will discuss this further in chapter 4.4. 
 
(ii) Organisations/Networks 
Family and friends seemed to be the first, and most important, safety net for most of the 
afflicted. Another source of support - often mentioned in discussions on social capital - is 
membership in organisations and networks in civil society. In Mwanza there are actually quite a 
number of organisations focusing on HIV-related issues. Accordingly I had no problem finding 
the ten organisations that I interviewed for this study. I was therefore surprised that many of the 
PLHIV had a very limited knowledge about these organisations. Some of them even said that 
they didn’t know of any organisation that provided support for PLHIV. One reason for people to 
say so could of course be that they thought that I could give them money or that I would start an 
organisation. Although this might have been true for some of them, most of them still seemed to 
be genuinely ignorant and were happy when I gave them some information. Although there were 
organisations very close to Mkudi A only a few of the people that I interviewed there were aware 
of their existence. The fact that only a few people knew about the organisations suggests that it 
takes an effort to find them. 

Most of the PLHIV who had received support from organisations had experiences similar 
to Esther’s, i.e. they had received some help but it was too little, and to sporadic, to make any 
significant difference. The support included supplies such as flour, sugar, beans, kerosene and 
medicine. The organisations had, more or less, the same aims and activities but their ability to 
implement them differed. I interviewed two catholic NGOs – Shalom and Uzima Care – and they 
had greater resources than the other organisations and hence more ability to provide regular 
support. The catholic organisations also had requirements, e.g. that the participants should be 
committed, that they followed the recommendations from the doctors and that they participated 
in networks with other PLHIV. In spite of their ambitious, and admirable, work people’s 
attitudes towards the catholic organisations varied. The interviewed PLHIV who received 
support from them complained that it was too little, while some of the relatives to PLHIV had a 
more sympathetic attitude.  

In order for PLHIV to get support from the catholic organisations (and many of the smaller 
organisations as well) they had to prove that they were HIV-positive and then submit to the rules 
of that particular organisation. The organisation then gave (more or less) the same amount of 
support to everyone. The resources of the organisation thus had to be shared by all of the 
participants and depending on the resources of the organisation the share might be rather small. 
A couple of the HIV-positive women that I interviewed had, however, received larger sums of 
money from NGOs after they tested positive. They got the money from organisations that 
weren’t focused on HIV/AIDS and they were given the money because they already had 
connections to these organisations. This shows the importance of having connections to the 
“right” people and how those connections can be a resource. Most of the PLHIV, however, 
lacked such connections and many of them also lacked the knowledge of how to get support 
from organisations that could have helped them. 

So far I have discussed organisations. When social capital is promoted in development 
discussions the main focus however lies on membership in networks. Different types of networks 
(both formal and informal) existed in Mwanza. Some of the PLHIV were for example members 
of micro lending networks that specially focused on HIV-afflicted households. The main purpose 
of these networks was to provide micro loans enabling people to start businesses. One of these 
networks was situated in Mahina and according to the founder they sometimes also give money 
to people with particular needs. The limited budget, however, didn’t allow them to give away 
any greater sums. Otherwise the networks were based on savings in the form of monthly deposits 
by the members. After having saved regularly for a while the members could get loans. The 
intention of the loans was to provide people wishing to start businesses with an initial capital. A 
couple of the PLHIV that I interviewed were members of micro lending networks and had 
received loans for starting businesses.  It was small scale businesses in the informal sector, e.g. 
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small shops, tailoring, etc. Although the loans had enabled some of the PLHIV to start a business 
the experiences were still mixed. Like Esther, some complained about the loan conditions and 
about the interest that had to be paid. One of the respondents stated that she had chosen not to 
join the networks because she thought that the conditions were too harsh and that she wouldn’t 
manage to make the repayments. The micro lending networks focus on providing money for 
starting businesses and not all of the PLHIV were in good enough health for doing that. In the 
development discussions micro lending networks have been promoted as a solution to poverty 
reduction. But is it also a solution for PLHIV? The fact that people hesitated to become 
members, that they didn’t have the strength to start a business and that they were worried about 
repayments suggests that it may be less of a solution for afflicted households than for others. For 
the afflicted households, that already are pressured, the loans can be yet another burden.  

There were also other types of networks from where the afflicted households could get 
support. Especially churches and other religious groups seemed to be of importance. One woman 
that I interviewed for example explained that her church had helped her when she was at the 
hospital; they gave her food, helped her take care of the children and gave her some money. Also 
some of the respondents in Mkudi A, who themselves were church members, explained that they 
helped fellow church members who were HIV-positive. 

Membership in networks is often said to be an important aspect of social capital. People 
who are part of networks - like a church group - can get support from them and maybe also get 
information how to get additional support. Connections to important persons and institutions 
could also be important. Through these connections people can acquire financial support and/or 
information about how they can get support. Although several of the organisations formally were 
open to all PLHIV some of the PLHIV that I interviewed had experienced problems with 
acquiring support and some of them even lacked information and knowledge about the support 
that they could get. Social capital in the form of networks and important connections thus 
seemed to be an important asset that many of my respondents lacked. This also shows that it 
might be difficult for the organisations to reach the most vulnerable persons, i.e. those who lack 
knowledge and connections. 
 
(iii) Stigmatisation and Social Capital 
Social capital is an asset that some have more of than others. One thing that, however, seems to 
single out HIV/AIDS from other diseases or calamities is that it, because of stigmatisation, can 
have a negative impact on the social capital. Stigmatisation is a general problem in society, but it 
is especially a problem for the PLHIV who are rejected by their families and friends. That 
HIV/AIDS is a sensitive issue to talk about and that people are being stigmatised was confirmed 
by most of the people that I spoke to. Several of the respondents in Mkudi A knew of people 
who had been treated badly because they were HIV-positive. One woman in Mkudi A, for 
example, told me about a HIV-positive neighbour who didn’t receive care from her family when 
she was sick because they were afraid of being infected. When the woman died nobody wanted 
to take care of the body. Another woman in Mkudi A had a brother who lived in the countryside 
who didn’t dare to go outside the house because of what other people said about him. Many of 
the PLHIV said that they had experienced stigmatisation, for example that people talk behind 
their backs and that it is considered their own fault that they have been affected. Some had also 
been rejected by their families; one telling example of this was Rachel whom I interviewed in 
Mabatini:  

Rachel was 35 years old and lived in Mabatini with her three children. She had moved to Mwanza after her 
husband died of AIDS in year 2000. She moved because she needed a job and in the beginning she worked 
as a “house girl” in an Indian family. When she tested positive for HIV in 2003 she had to quit her job 
since she wasn’t able to work there full time. After recovering from a period of illness she started a small 
business where she sold vegetables. When her family heard that she was HIV-positive they, according to 
her, didn’t want to see her. When Rachel moved to Mwanza she stayed with a relative but after she tested 
positive for HIV she had to find a place of her own. Her family in Magu explained that they did not want 
her to come there and they did not give her financial support although she would have needed it. Her 
younger sister was suffering from another disease and she was supported by the family. As Rachel 
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explained it, the worst thing was that she couldn’t even come and see her sister when she was terminally ill.  
Although not all of the PLHIV had experienced as much stigmatisation as Rachel, her story 
shows that, for some people, HIV/AIDS can have a severe impact on the social capital. I only 
heard Rachel’s side of the story and there might of course be other reasons for her family to act 
like they did but the fact that her sister got support suggests that Rachel was stigmatised because 
she was HIV-positive. Since support from family and friends is an important safety net it means 
that the PLHIV might be more vulnerable than other people in poverty. Another consequence of 
stigmatisation can, according to some of the organisations that I spoke with, be that people don’t 
want to test themselves for HIV although they are sick. This means that they won’t get the 
treatment and medicines that they otherwise would have received. According to the organisations 
this was a problem particularly in rural areas and it was described in words like that people “just 
died”.   
 
4.3 (Return) Migration as a livelihood strategy 
One central theme of this essay has been the connections and differences between urban and 
rural areas. Here I will mainly focus on return migration as a livelihood strategy (or forced step) 
for afflicted households. As mentioned research has shown that return migration can be a means 
for households to lower their costs (e.g. Andersson 2002: 34-35; Harpham-Grant 2002: 167-176) 
and since Mwanza is a city with a high population growth – mainly caused by migration – many 
of the inhabitants ought to have connections to the rural areas from where they migrated. Most of 
my respondents had in fact migrated. This was, e g, evident in Mkudi A where only ten out of 45 
respondents were born in Mwanza. 

In the second paragraph I will discuss differences between urban and rural areas. This is 
mainly intended as a discussion with previous studies on rural areas and to connect this study to 
an analytical context. The sources of this section mainly consist of my interviews with PLHIV as 
well as the interviews that I made in Mkudi A. But also the interviews with organisations and 
public servants will be used. 
 
4.3.1 (Return) migration 
In the literature it has been stressed that return migration can be a choice of the household in at 
least two different situations. Firstly the PLHIV themselves might migrate as a means of 
lowering their costs, and secondly other members of afflicted households might migrate, e.g. 
children that are sent to the countryside where schooling is cheaper. Children who have been 
orphaned might also have to move to relatives in the countryside. Return migration could thus be 
a strategy (or forced step) for the households to make use of in different phases of the disease. 
But, was return migration a common choice of afflicted households in Mwanza? The PLHIV that 
I interviewed had of course not moved and since I didn’t make any interviews in rural areas, nor 
had access to any statistical material, it is difficult to say exactly how common return migration 
is. Most of the PLHIV had moved to Mwanza and still had family who lived in the countryside. 
Some of them even had access to land in rural areas. Still, none of them had considered moving 
back to the countryside and they did not seem to regard that as an option. On the contrary most 
of the respondents in Mkudi A considered it unusual for the PLHIV to return to the countryside 
voluntarily. If they did return it was, according to them, because they were too ill to argue and 
then were taken there against their will. This was described with words like that they “just are 
taken there to die”. One woman in Mkudi A for example told me about a HIV-positive neighbour 
who was forced to move back to the countryside when she couldn’t pay the rent. Shortly after 
her return to the countryside, she was reported dead.  

The conclusion that I could draw from my interviews was that people who had moved to 
Mwanza were disinclined to return to the countryside. This was true for the PLHIV as well as for 
my respondents in Mkudi A. According to the organisations, with which I discussed this issue, 
one possible reason was that returning would be seen as a failure. In addition to that it is more 
difficult to get medicines, health care and nutritious food in rural areas. It is not necessarily the 
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PLHIV themselves, or entire households, that migrate. Children staying with their grandparents 
in the countryside was the most common form of migration that I noted. According to the 
organisations this was a fairly common way for afflicted households to lower their costs. One of 
the PLHIV had for example sent his oldest children to the countryside to stay with their 
grandparents and go to school there. As he explained he sent them there because it was cheaper 
for the children to go to school in the countryside. He paid for school uniforms and books and 
sent some money to his parents.  

Return migration seemed to be of less importance than I had expected, it seemed more 
common for PLHIV in rural areas to move to Mwanza. As I have mentioned earlier this was, the 
case for two of the PLHIV that I interviewed. They both came to Mwanza because they were ill 
and wanted to see a doctor. At the hospital they tested positive for HIV and after that they 
remained in Mwanza where they resided with their sisters. The organisations had experiences of 
people coming to Mwanza to seek treatment and aid from organisations, and they thought that 
this was more common than for PLHIV to return to the countryside. According to the 
organisations the affected persons´ motives for coming to Mwanza was the easier access to 
medical treatment and aid, and that the stigmatisation in the countryside hindered them from 
being open with that they were HIV-positive. People in rural areas might have to travel a long 
distance to reach one of the hospitals that can give ARVs and not everyone can afford the 
travelling costs. One woman in Mkudi A who had recently moved to Mwanza from the 
Sengerema district explained that many people in her village were ill but that they don’t go to the 
hospital – either because they don’t want to or because they can’t afford it. As she explained, 
people tend to die quickly because they don’t get medicines and treatment (this was true for all 
diseases and not just HIV/AIDS). Others who had experiences of rural areas explained that 
HIV/AIDS by some are seen as a curse and that people “just wait and see what happens” or go to 
see “witch doctors”. According to the organisations the stigmatisation in the countryside is one 
reason for them to come to Mwanza and they knew of people that had come to Mwanza to get 
tested for HIV although they had hospitals nearby. 

In order for people in the countryside to be able to move to Mwanza they, however, need a 
livelihood strategy and somewhere to stay. This is of course a hinder for those who don’t have 
relatives or friends that they can reside with and this also shows that it is important for people in 
rural areas to have connections with inhabitants of the towns. Everyone that comes to Mwanza to 
seek help cannot afford to stay there. One man in Mkudi A, e.g., knew of people who had come 
to Mwanza to get medicines and support from NGOs, but had returned when they realized that 
they couldn’t get that much support. 

Return migration is not the only connection between urban and rural areas. Other forms of 
connections include seasonal migration and businesses. One of my respondents, for example, 
sold fruits and vegetables that came from his family in a nearby rural area. A couple of the 
respondents in Mkudi A also had access to land in a rural area. This issue would, however, 
demand a more stringent focus on urban-rural connections.  

 
4.3.2 Urban-rural differences 
I haven’t made interviews in rural areas and therefore I don’t have the material for making 
comparisons between urban and rural areas. Neither has this been the aim of this essay. But since 
the literature available to me focuses on rural areas I still believe that it is interesting, and 
possible, to reflect upon things that might differ. My intentions are thus to place this essay in an 
analytical context rather than to make a stringent comparison.  

Going into the field study some of the questions that I brought with me were if there were 
differences when it comes to livelihood strategies, household composition and social capital and 
how this affected the ways that households dealt with HIV/AIDS. I could indeed find differences 
when it came to these aspects and I have already mentioned some of them. To recapitulate 
briefly, the livelihood strategies are different since the urban population is less dependent on 
agriculture than the rural population, but instead they have to rely on different types of wage 
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work (mainly in the informal sector) to a higher extent. This dependency on human capital 
makes the urban population vulnerable to changes in health status, maybe even more so than 
rural households that still can draw on the natural capital. One of the most striking differences 
between my study and the research on rural areas was the household composition. In the studies 
on rural areas it was more or less taken for granted that the household would be identical with a 
nuclear family, i.e. husband, wife and children. This was, however, not the case with the PLHIV 
that I interviewed since as many as nine of sixteen never had been married. I found that the 
household composition was diverse and included many constellations. When it comes to social 
capital the studies on rural areas showed the importance of support from the extended family. 
Although there was a debate in the literature on how much these traditional safety nets could 
endure, there seemed to be a consensus on that they are important. The literature on social capital 
in urban areas focuses more on membership in networks and connections to influential people. 
To my respondents support from the extended family and friends still appeared to be the most 
important safety net. But due to the greater number of organisations and other types of networks 
in urban areas, there are more alternatives available to the urban population. It is apparent that 
the rural population does not have access to these facilities, since people came from rural areas to 
seek help.  

One of the most significant differences between Mwanza and the previous studies on rural 
areas was that ARVs were provided in Mwanza free of charge. Much of the health care and other 
medicines were also provided, either for free or at a reduced price. As a consequence of the 
ARVs, infected persons can live longer and have better health and therefore also work longer. 
Since the medicines are provided free of charge the costs associated with HIV/AIDS ought to 
decrease. The provision of ARVs was fairly new and the effects will probably be more visible in 
a couple of years.   
 
4.4 Affected Households 
So far the focus has been on afflicted households, and it is obvious that disease affects the HIV-
positive and their households.  The fact that many of the afflicted households draw on social 
networks, family ties and so forth implies that also other households are being affected. This is 
especially true for households that have taken care of orphans or helped afflicted households 
with time and/or money. In this section I want to shift focus from afflicted- to affected- and non-
affected households. A good definition of what I mean by “AIDS-affected” was provided by 
Barnett-Blaikie (1992: 86) who defines it as households “affected by the disease either through 
the death of a family (not necessarily household) member who was contributing cash, labour or 
other support, or because the death or illness of a family member has meant that, for example, 
orphans have come to join the households”. No classifications are entirely watertight and 
households where a member already have died of AIDS might be classified both as afflicted and 
affected. According to Gow-Desmond’s categorisation these households were afflicted and in the 
“long-term aftermath” phase. How to classify these households is not the most important 
question but since I haven’t highlighted these households before I will do so now.  

As I have mentioned before the AIDS-epidemic is often described as something that 
affects entire societies and a problem that has to be dealt with on every level. The general aim of 
this essay is to situate the AIDS-epidemic in a socio-economic context and to get a broader 
understanding of how it affects society. A risk with solely focusing on afflicted households is 
that they become detached from the society at large and that it conceals other households that are 
affected. This has also been pointed out in the literature; Murphy et al. (2005) for example 
conclude that: 

“[s]tudies must not only use better indicators, but should capture those who are not affected as well as the 
affected, and the full continuum. "AIDS affectedness" is a complex phenomenon that belies capture by a 
single indicator; furthermore, we must question the "homogenous conceptualization of 'affected 
households'" (Mather et al. 2004b). Much early research was initially weak in this matter, aiming to 
channel resources specifically into understanding AIDS-affected cases; more recent studies achieve this 
and can better "put AIDS in its place." 
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In the last paragraph of this section I will discuss this “continuum” of AIDS affectedness, 
whether there are unaffected households and in what way HIV/AIDS can be said to affect the 
whole society.  
 
4.4.1 Affected Households  
(i) “Long-term aftermath phase” 
As described in the beginning of this chapter HIV/AIDS is a disease that is stretched over a long 
period of time and affecting the household differently in different phases. Gow-Desmond divided 
the course of events into three phases: the illness phase, death and the “long-term aftermath” 
phase. According to them the most vulnerable households were those in the long-term aftermath 
phase and one consequence of the death of breadwinners can be that the households are forced to 
disintegrate. 

One weakness of Gow & Desmonds categorisation is that it conceals the fact that 
households can be both in the “illness” and the “long term aftermath” phase at the same time. 
This was, for example, the situation of the five HIV-positive women that I interviewed, who had 
been widowed because of AIDS. These women had to deal with their own disease as well as 
bringing in money to the household. The deaths of their husbands had forced them to find a way 
to get an income. Mary (that I described in the beginning of the chapter) is one example of such 
a household. She had to start working when her husband fell ill and has continued to work even 
after she herself tested positive for HIV. 

Due to the practical difficulties, and because I hadn’t thought of it beforehand, I did not 
make specific interviews with households in the long-term aftermath phase. I did however meet a 
couple of such households in Mkudi A and I also spoke with organisations that had experiences 
of households in this phase. The organisations supported households where one parent had died 
of AIDS. According to what they said these households are vulnerable and often need support. 
Still, most of them manage to get by. In their experience many widows and widowers also 
remarry and this was especially the case for men who had lost their wives. As they explained it 
men are reluctant to do domestic work and they are expected to remarry. The organisations also 
pointed out that it was uncommon that only one spouse in a marriage was infected.  Both spouses 
being infected often resulted in disintegration of the households, either at their death or when 
they became too sick to support the household. Generally this means that orphans will have to 
move to other households. This forced disintegration of households distinguishes HIV/AIDS 
from other threats; it changes the household compositions which of course affects the livelihood 
strategies. It also affects the households that take care of the orphans. As the epidemic proceeds 
an increasing number of households will be in the long-term aftermath phase and the 
consequences of AIDS will be visible even after the epidemic has reached its peak.  

 
(ii) Family/friends 
All of the PLHIV that I interviewed had received support (emotional and financial) from social 
networks (mainly the extended family). This means that also these households that have given 
support have been affected. Given the high prevalence rate most households ought to have some 
friends or relatives that are HIV-positive. It was, however, clear to me that some households 
were more affected than others - the most affected being those who take care of those who are 
sick and/or orphans. In Mkudi A I met households that, although they themselves weren’t 
afflicted, had been very much affected by HIV/AIDS. One of these households was Grace’s: 

Grace and her husband were in their late sixties and lived in Mkudi A in a house that they owned. The 
house was rather big so they also lent some rooms to tenants. They were both retired – Grace’s husband 
had worked as a cab driver – but for the purpose of earning some extra money they had a small business 
where they sold vegetables. They had moved to Mwanza from Ukelewe in 1990 with their three children. 
One of their sons – and his wife – died of AIDS a couple of years ago and left one child who came to stay 
with Grace and her husband. They supported their son’s household when he was ill and then took care of 
their grandson when his parents died. The grandson was also HIV-positive and died after a couple of 
years.  
   Grace also had a brother and a niece who were HIV-positive. She had helped them with money and 
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practical things like telling them which hospitals to go to and which NGOs that could help them. According 
to her experience it was difficult for afflicted and affected households to get support from organisations. 
This had led her and some of her friends to start a network for people affected by HIV. The network 
received 600.000 /- from the government as a starting capital. The network now supports women (widows, 
grandparents who take care of orphans, etc.) and children. 

Grace’s story is not unique. Everyone that I spoke to stressed that grandparents had to take great 
responsibilities for orphans and it isn’t hard to understand why HIV/AIDS sometimes is referred 
to as “the grandmother’s disease”. The people in Mkudi A could tell of many grandparents 
caring for orphans. The most extreme case that I heard about was from a woman in Mkudi A, 
whose 80-year old mother had 15 grandchildren living with her. The grandmother lived in the 
countryside and several of her children had died of AIDS. Initially my interviewee in Mkudi A 
took care of the children of one of her deceased sisters.  Considering the higher expenses in 
urban areas she however decided to send them to her mother in the countryside, where she could 
support them at a lower cost. As one of the organisations pointed out the grandparents, in 
addition to taking care of orphans, also lose their “retirement plan” when their children die. 

I also met, and heard about, households who had taken care of diseased siblings or let them 
stay with them for free, households that sent money to sick relatives, households that had helped 
friends who were HIV-positive and so forth. I found it difficult to discern how the networks were 
constituted, what kind of people the non-afflicted households would support and what kind of 
people they wouldn’t. Quite naturally the majority supported members of the close family but 
some also gave support to more distant relatives or to friends. Some of the people that I talked to 
said that it is impossible to help everyone that asks for help and that many of the PLHIV were 
“beggars”. 
 
(iii) Orphans 
The ever increasing number of orphans is perhaps the most visible, and acknowledged, 
consequence of the AIDS-epidemic in sub-Saharan Africa. The death of their parents does not 
only imply an emotional loss, it also leads to an entirely new livelihood situation – whether the 
children move to another household, to an orphanage or support themselves (i.e. form child-
headed households). Due to the special difficulties focusing on orphans would pose, ethically, 
practically and methodologically, I have chosen not to focus on them and I haven’t done any 
interviews with children. I do, however, believe that a household perspective would be a fruitful 
way of analysing their situation and I made visits to, and interviews at, orphanages and 
organisations that worked with orphans and discussed this issue with them. 

 The orphans most noticeable to an outsider are probably those living in orphanages and 
other institutions. Those children do, however, only constitute a minority of the orphans and the 
outspoken goal from the government as well as from the organisations is that orphans should live 
with relatives. This is why I believe that a household perspective better captures the situations 
for orphans, i.e. their relations to social networks and society in general. Studies only focusing 
on orphans otherwise run the risk of over-generalising their situation and seeing them as 
detached from the rest of the society8.  

It is hard to say exactly how many orphans there are in Mwanza and it is even more 
difficult to say how many that have been orphaned because of AIDS. According to the HIV-
Coordinator for Mwanza there were 2.476 orphans in 2005. According to the same statistics 
there were 10.720 children who were “most vulnerable” (i.e. children living in extremely poor 
households) and 1.942 widows. Before starting the organisation Samaritans in Nyamanoro Ward 
the initiators gathered information about the situation in the Ward and according to their research 
there were 399 “most vulnerable” children in Nyamanoro at that time. It is of course difficult to 
know the exact numbers and there might be a number of unrecorded cases. Also the definitions 
vary; the standard definition of an “orphan” is that the child has lost one of his/her parents. 

                                                 
8Some criticize concepts such as “AIDS orphan” because they focus the attention on the individual rather on the 
family or the community (e.g. Foster 2003, Jackson 2002).  
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According to this definition the number of orphans would probably be much higher and the 
children of the widows that I interviewed would subsequently be defined as orphans. All orphans 
might not be visible and therefore not included in the statistics. 

According to the HIV-Coordinator and the organisations most of the orphans who have 
lost both of their parents stay with relatives – in particular with grandparents and aunts/uncles. I 
have already mentioned grandparents who have taken care of orphans. Almost everyone knew of 
some grandparents that cared for orphans, one woman in Mkudi A could even think of six such 
cases. Aunts and uncles also take care of orphans although I met few such households. Almost 
every organisation that I interviewed supported orphans in one way or another, e.g. helping with 
food, school fees and child care/activities during day time. They also visited the orphans in their 
homes. Although they in general considered it better for the orphans to stay with relatives they 
also voiced concern about how some of the children were treated. They told about cases where 
the relatives took the food or money designated for the orphans and they knew of orphans that 
were working. They stated that it was less common for orphans to go to school, that orphaned 
girls tend to marry early since this is a way for the grandparents to save some money, etc. The 
organisations also knew about child-headed households where older children took care of 
younger siblings. In these households it was common that at least some of the children worked.   
 
4.4.2 Unaffected Households? 
As I have shown so far there are afflicted and affected households in Mwanza. But how common 
is it for households to be affected and are there households that are completely unaffected? Or, to 
put it differently, does HIV/AIDS really affect the entire society as it is often stated in policy 
documents. These questions have been debated in the development context where some 
researchers stress the importance of being aware of HIV/AIDS and how it affects every aspect of 
development (e.g. Barnett 2004), while others  consider that this focus on HIV/AIDS leads to an 
“HIV-exceptionalism” resulting in a lack of attention to other important issues. One of the 
arguments for acknowledging HIV/AIDS as a special concern for development is its 
withstanding consequences for the entire society and for the ability of countries to develop. 
Murphy et al. (2005) for example claim that “[t]he impacts of the HIV/AIDS pandemic in sub-
Saharan Africa range far beyond individual infection, illness, and death; the pandemic is 
evidently undermining social structures that sustain […] livelihoods.”  

When you walk around in Mwanza (or any other African city) you will not see dying 
people lying around in the streets. As a matter of fact most people are not HIV-positive, but the 
prevalence is so high that everyone ought to know someone who is. I was therefore surprised to 
find as many as 13 of the 45 participants in the background survey stating that they didn’t know 
anyone who was HIV-positive. Since I found this mysterious I went back to make further 
interviews. Although no one refused to be interviewed I noticed that some of the persons who 
had claimed not to know anyone who was HIV-positive, avoided answering the questions and 
then I didn’t push them to do so. Making this claim might have been their way of saying that 
they didn’t want to talk about that particular issue. One man explained that he had heard rumours 
that certain people were HIV-positive (including his brother) but that he didn’t know if they were 
true. Others stated that they had heard about HIV/AIDS but that they didn’t know anyone who 
was infected.  

The other respondents in Mkudi A (i.e. those who knew someone that was HIV-positive) 
thought that almost all extended families include someone who is HIV-positive or who has died 
of AIDS. But they also mentioned that some persons don’t want to tell their families about their 
disease and consequently people die of AIDS leaving the families ignorant of the true cause of 
their death. 

In the beginning of this section I quoted Murphy et al. (2005) who said that studies must 
capture “the full continuum” of “AIDS affectedness”. Murphy et al. stress that everyone is 
affected by the AIDS-epidemic and not just the afflicted households. This is probably true to 
some extent; the consequences on a macro level can be noted in measures such as life 
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expectancy and dependency ratios and on development in general. Still, it was clear to me that 
some households are more affected than others. The afflicted households have of course been hit 
most hardly; especially since it is common that more than one person in the household is HIV-
positive. Also those who take care of orphans and/or those who are sick carry a heavy burden. 
The majority of those who knew someone who was HIV-positive were not affected in this way 
however. Some of them gave support to afflicted households in different ways but they 
emphasized the fact that they couldn’t support everyone. On a micro-level it was also clear that 
some households were unaffected.  

This raises one inevitable question, how come that some households give support but not 
others? One probable answer is that willingness to help mainly depends on the ties between the 
supporting and the supported households. Grandparents are for example expected to take care of 
their grandchildren when they are orphaned. People are probably also more inclined to support 
the close family than more distant relatives or friends. Still, the exact ties between supporting 
and supported households were difficult for me to discern. Rural studies emphasize the bonds of 
mutual obligations that are inscribed in the traditional society. These bonds are being remodeled 
because of urbanisation and modernisation and many people in the cities live far away from their 
extended families which make it difficult to get support. New networks are formed in the cities 
but how these networks are constituted would require more attention. 
 
4.5 Concluding Discussion 
As shown in this chapter social capital is a vital resource for households in an informal economy, 
especially when they are in need of support. As a conclusion of this chapter I want to reconnect 
to the theoretical discussion on social capital that was presented in chapter two. First of all the 
fact that social capital is an important resource accentuates the shift in focus from economic 
poverty to vulnerability that was mentioned in the theoretical framework. Although many of the 
PLHIV that I interviewed probably would be characterized as poor according to a traditional 
poverty measure, there were still differences in their ability to deal with changes in their 
livelihood condition and some were clearly more vulnerable than others. Stigmatisation can also 
increase the vulnerability to PLHIV.   

Secondly, social capital might not only be a positive asset. As Patterson states“[i]ndividuals 
who participate in and adhere to institutions do so because they believe themselves to be better 
off with them than without them.” (Patterson 2006: 16). What Patterson is suggesting is that 
although social networks are not necessarily only positive (they might for example include 
power relations) they can still be a resource for particular individuals.  

A third theme that has been discussed is how much pressure the social networks can endure.  
Mtika (2001) for example claim that the traditional networks are unable to handle extreme 
situations such as the AIDS-epidemic. According to Mtika the social networks consist of people 
and households who themselves struggles to secure their livelihoods and that lack the capacity to 
provide extensive support. Others (e.g. Foster 2003) have a more positive view of the capacity of 
the social networks. I believe that this question cannot be answered without more extensive 
empirical research. As Murphy et al. (2005) points out there are no systematic studies on social 
capital and how it is being depleted or strengthened through HIV/AIDS. Some of the respondents 
in Mkudi A expressed that there are many people that need support (not just because of 
HIV/AIDS) and that they cannot help everyone. Still, there were households that gave support to 
several HIV-positive persons while others didn't support anyone. What is needed in order to 
answer this question is a better understanding of how the networks are constituted in urban areas. 
There are many views on how the safety nets in a “traditional society” ought to function but what 
is needed is a better understanding of how they actually work. In urban areas people do not 
necessarily have strong connections to their neighbours. It is therefore hard to say that the social 
capital for Mwanza in general has reached a threshold level although it might have done so for 
some extended families/social networks. 
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5. Actors Involved in mitigating the impact of HIV/AIDS 
The first cases of AIDS in Tanzania were reported in the early 1980s and the first government 
response was formulated by the Ministry of Health in 1985. Since then policy and programs on 
how to treat, prevent and mitigate the impact of AIDS have come and gone. The purpose of this 
chapter is to identify and discuss policy and the role of different actors when it comes to 
mitigating the impact of AIDS. The sources are the national policy documents that have been 
published as well as interviews with politicians, public servants and organisations.  
 
5.1 Government – TACAIDS (Tanzanian Commission for AIDS) 
Until 2001 AIDS was mainly seen as a health issue, and was subsequently dealt with by the 
Ministry of Health. In the last ten years policy and action on HIV/AIDS have been “scaled up” 
and it is now seen as a problem that affects every aspect of society and that has to be dealt with 
on every level. In 1999 the then sitting president Benjamin Mkapa declared HIV/AIDS a national 
disaster and in December 2000 the Tanzanian Commission for AIDS (TACAIDS) was 
established as a governmental institution with the aim of coordinating and strengthening the 
efforts to fight HIV/AIDS. TACAIDS is an independent department under the Prime Minister’s 
Office and their functions include formulating policy guidelines, coordinate action, promote 
research and distribute resources.  

The first policy document – National Policy on HIV/AIDS – was published in 2001, and a 
second document – National Multi-Sectoral Strategic Framework on HIV/AIDS 2003-2007 
(NMSF 2003-2007) – came in 2003. The most recent policy document – The Second Multi-
Sectoral Strategic Framework on HIV/AIDS 2008-2012 (NMSF 2008-2012) was published after 
the completion of my field study. TACAIDS also distributes resources. According to statistics 
from UNAIDS the total sum that was available for fighting HIV/AIDS in Tanzania in 2006 was 
45 million dollars9. A bulk of this money – 85 % in 2006 - came from external donors. (NMSF 
2008-2012: 32). 

In this section I will first address the policy documents and try to identify what they say 
about the impact of AIDS on provision, what actions they suggest in order to mitigate this impact 
and which the actors that are responsible for implementing the proposed actions are. The second 
part focuses on what is being done by governmental institutions.   
 
5.1.1 National Policy on HIV/AIDS  
The analysis of how the AIDS-epidemic impacts society is similar in all of the policy documents 
but the suggested solutions differ. Already in the foreword to the first policy document from 
2001 the sitting President Benjamin Mkapa declares that the consequences of AIDS on society 
are massive and that this especially is true since AIDS mainly affects people of productive ages. 
He concludes that “[t]his is the most productive age group upon which families and the nation 
depend for sustenance, production, and development indeed, the very future of families and the 
nation.” (National Policy on HIV/AIDS 2001: v). Mkapas ideas are developed in the opening of 
the policy document where it is stated that the “high cost of care and burials leave a heavy 
burden on the already overburdened households, orphans and dependants, People Living with 
HIV/AIDS and vulnerability to HIV infection.” (ibid: 1). This view of the problem of HIV/AIDS 
is confirmed in the policy document from 2003 where the Prime Minister Sumaye for example 
says that “[t]he devastating impact of HIV/AIDS epidemic is now being experienced throughout 
our society. AIDS is now the major cause of illness and death in all sectors and at all levels. It 
causes prolonged human suffering, depriving parents of their children and children of their 
parents, and destabilizing family structures. It is depriving families, communities and the entire 
nation of the young and productive people.” (NMFSF 2003-2007: v). Both of the first two policy 
documents hence describe the consequences of AIDS on societies in general and on household 
provision in particular and it is the consequences that motivates the “scaling up” of actions. Both 

                                                 
9 According to the 2006 Report on the global AIDS epidemic, available at www.unaids.org 
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of the policy documents also emphasize the need of having a “multi sectoral” approach to the 
fight against AIDS and that it is a problem that concerns every aspect of society and not just the 
health sector. 

In spite of these similarities the proposed actions differed between the first two policy 
documents. In the first document there were very few suggestions as to how the impact should be 
mitigated and none of the specific objectives directly addressed the consequences of AIDS on 
households. The focus was instead on issues such as prevention, care, financing and research. In 
the National Multi-Sectoral Strategic Framework from 2003 more attention is given to mitigating 
the consequences of the AIDS-epidemic and one of four thematic areas explicitly address social 
and economic impact mitigating, following the analysis from the first policy document it is 
stated that: 

”With the progress of the epidemic, there are many indications that communities, families, and individuals 
hardest hit by HIV/AIDS face enormous difficulties to secure their survival. Loss of breadwinners in the 
family, female- and child-headed households are some of the consequences of the AIDS impact.” (NMSF 
2003-2007: 49).  

The strategic goal formulated in the document is to “secure the basic livelihood of persons, 
families and communities who are hardest hit by the impact of the epidemic.” (ibid.). As 
opposed to the first policy document the National Multi-Sectoral Framework also gives 
suggestions as to how this goal should be achieved. The general aim is poverty reduction which 
could include: “new regulations like adopted health insurance schemes, social security measures 
and even direct assistance including provision of food […].” (ibid.). Another measure that is 
promoted is research with the aim to: “study the quantitative and qualitative issues related to the 
basic livelihood conditions of affected persons and communities.” (ibid: 50). Special attention is 
also given to the situations of orphans and it is stated that the traditional safety structures are 
insufficient when it comes to responding to the vast numbers of orphans. (ibid.).  

The strategic goals of the second policy document were ambitious and to implement them 
would require vast resources as well as a developed public sector. No health insurances or direct 
assistance have been provided by the government so far. In 2008 the second Multi-Sectoral 
Strategic Framework on HIV/AIDS was published. As the title suggests it is a continuation of 
the previous Multi-Sectoral Framework and it follows the same structure and has the same 
thematic areas. The document also provides an evaluation of the period for the previous Multi-
Sectoral Strategic Framework, i.e. the time between 2003 and 2007. When it comes to the efforts 
of mitigating the impact of the epidemic, the evaluation concludes that increased support was 
provided for orphans and other vulnerable groups, and that PLWHA had been more involved in 
advocacy. (NMSF 2008-2012: xviii). One important way of mitigating the impact of HIV/AIDS 
was poverty reduction in general and the government had developed a program (MKUKUTA) 
with this aim. The evaluation is, however, critical as to how the poverty reduction program has 
been carried through and emphasizes that the programs have failed to reach district, Ward and 
Mitaa level. (ibid: 16). Also in the NMSF for 2008-2012 the consequences of AIDS on 
households are stressed: “The economic status of a large number of affected households has 
been in the decline for many years, affecting the lives and well-being of both current and future 
generations, while social capital, so important in effective livelihood strategies, is also 
substantially weakened.” (ibid: 27). The goals are, however, more generally formulated than in 
the previous policy document.  It is also stated that the NMSF is no operational plan but rather 
provides a “broad orientation and principles that guide the National Response to HIV and AIDS 
in the coming five years.” (ibid: xxviii). 

As a conclusion of the policy documents a first thing to notice is that one of the main 
motivations for fighting the AIDS-epidemic is the impact it has on society in general and on the 
affected households in particular. In the first policy document this was not visible in the 
proposed actions. The second policy document (the NMSF 2003-2007) formulated more 
ambitious and concrete goals on how the impact should be mitigated. These goals included 
systems for public security and direct assistance with food, etc. These goals were ambitious but 
were not realized within the time frame of the policy document.  
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Although the consequences of the AIDS-epidemic have been stressed this has not been 
visible in the implementation. A striking proof of the low priority given to impact mitigation is 
the fact that only two percent of TACAIDS’ budget for 2006 was spent on it10. (NMSF 2008-
2012: 34). The suggestions on how to mitigate the impact of HIV/AIDS were not as ambitious in 
the second Mult-Sectoral Framework as in the first. But still they would require great resources 
and someone to be responsible for their implementation. The general approach when it comes to 
service delivery is for the government to support actors in the civil society, e.g NGOs, CBOs and 
FBOs. Still, proposed measures like social insurances probably have to be provided by the state.   
 
5.1.2 Governmental institutions 
TACAIDS is the governmental institution responsible for issues concerning HIV/AIDS, e.g. 
policy, distribution of money and monitoring. The emphasis on the need of a multi-sectoral 
approach also means that all governmental Ministries, Department and Agencies are obliged to 
have a HIV-programme. The programmes are supposed to include strategies for how to prevent 
and counter the negative effects on the workforce as well as having an AIDS-angle on their field 
of responsibility (NMSF 2008-2012: 16). The role of the government was presented by Prime 
Minister Sumaye in the National Multi-Sectoral Framework 2003-2007: 

“The Government will continue to provide an enabling environment for strategic leadership in multisectoral 
response including effective coordination, advocacy, resource mobilization, monitoring and evaluation and 
provision of the right information to the public.” (NMSF 2003-2007: vi).   

The official role of the government is thus mainly to coordinate, monitor and evaluate. When it 
comes to livelihood support the object for TACAIDS is to “provide support to NGOs, CBOs, 
Faith-based organisations and other agencies providing economic, social and spiritual support to 
affected persons and communities.” (NMSF 2003-2007: 50). There are subsequently no 
governmental programs for supporting afflicted or affected households.  

Although TACAIDS doesn’t provide any direct assistance to afflicted households there are 
other governmental institutions that, directly or indirectly, deal with issues concerning 
HIV/AIDS and provision. One such institution is the Department of Social Welfare. According 
to the NMSF 2008-2012 the Department of Social Welfare “is in the process of developing a 
minimum package of support focused on those most in need, along with standards for service 
provision.” (NMSF 2008-2012: 76). In Mwanza I made interviews at the Regional Welfare 
Office. Their main task was to counsel families with conflicts, e.g. issues dealing with custody or 
parent responsibility. But they also dealt with orphans to help them get a family to live with or 
(as a last resort) find a place for them at an orphanage. According to the Regional Welfare 
Officer they didn’t specifically deal with HIV-related issues but in some extreme cases they gave 
some financial support for households to buy school uniforms, pay school fees, etc. But since 
their budget was small the Welfare Officer stated that they couldn’t do that much. (Interview 
with Regional Welfare Officer 29/6-07). The main task of the Department of Social Welfare is 
also to “oversee the expansion of services in a coherent fashion” (ibid.). The implementation is 
(so far) left to other actors such as Local Government and Civil Society Organisations.   
 
5.2 Local Government 
The governmental level hence mainly deals with policy, distribution of money and monitoring. 
The policy documents, however, stress the importance of the local government´s involvement in 
the fight against AIDS and the need of “enhancing the role of local authorities”. (NMSF 2008-
2012: 27). This is consistent with Tanzania’s general goal of having a decentralised development 
and the intention that “impact mitigation will work through decentralised institutions, and [...] to 
enable these institutions to better respond to the many challenges they face” (ibid.). The Local 
Government has several levels that all are supposed to have a HIV-coordinator and a HIV-
committee, the levels are: City Council, Wards and Mitaa. I made interviews with the HIV 

                                                 
10 64 percent of the budget was spent on Care (including ARVs), 14 percent on Prevention, 8 percent on Cross-
Cutting Issues and Multi-Purpose and 4 percent on Policy and Administration. (NMSF 2008-2012: 34). 
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Control Coordinator at City Council, with the Principal Health Officer in Nyamanoro Ward, with 
the Mtaa-leader of Mkudi A and with the Mtaa Executive Officer of Mkudi A (she was also the 
executive officer of ten other Mitaa).  

At City Council there was a HIV-committee commissioned to coordinate and monitor 
action on different aspects of issues concerning HIV/AIDS, such as preventive action, HIV-
testing, care and impact mitigation. The committee was involved in providing guidelines for 
“best practice” and in distributing money from TACAIDS to different actors in civil society 
(together with the Regional Facilitator TANESA). Also at Ward and Mtaa level there were 
supposed to be a HIV-committee. According to the Principle Health Officer in Nyamanoro Ward 
the HIV-committee was mainly involved in education and prevention. In Mkudi A a HIV-
committee formally existed but according to the Mtaa leader it wasn’t active for the time being.  

Except for monitoring and coordination the Local Government doesn’t carry out any 
activities designed to promote impact mitigation. The City Council, together with TANESA, 
helps distributing the money from TACAIDS to Civil Society Organisations. At the Ward and 
Mtaa level there is no budget for supporting affected households. When someone asks for help at 
the Ward or Mtaa level they are being directed to the organisations. The Wards and Mitaa were, 
however, more involved in other projects such as education, information and prevention. 

In the NMSF 2008-2012 it is stated that only a low proportion of the HIV funding has 
reached District, Ward and Village levels. (ibid: 48). This indeed seemed to be the case for the 
Wards and Mitaa that I interviewed. Their resources seemed to be moderate and impact 
mitigation was not a prioritised issue. More energy and resources seemed to be spent on other 
issues such as prevention, education, HIV-testing and so forth.  
 
5.3 Between Government and Civil Society 
The money from TACAIDS is being distributed through different “Regional Facilitators”. The 
idea of using this channel was to enhance the involvement of the communities, and the Regional 
Facilitators were supposed to provide technical and financial support to community based 
initiatives. (NMSF 2008-2012: 16). The Regional Facilitator in Mwanza is TANESA (Tanzania-
Netherlands Project to Support AIDS Control). TANESA thus works as a link between the 
government and the civil society; together with City Council they distribute money from 
TACAIDS to CBOs, NGOs and Faith-Based Organisations and they also oversee monitoring and 
evaluation. According to the director, the organisations have to make a formal application in 
order to get financial support. If their application is granted they are called to a course on how 
the money should be used and reported. The money is not distributed proportionally to the 
thematic areas but is apportioned among the organisations that apply for it.   

In a different way also the Illemela Civil Society Network worked as a link between the 
Local Government and organisations in the Civil Society. The network was founded in 
1992/1993 (but not officially registered until 2004) with the aim of coordinating the response to 
the AIDS-epidemic. At the time of the field study the network consisted of twenty-five 
organisations, whereof approximately fifteen were working with care and support. The network 
was supposed to meet every three months to share experiences and come up with “best practice” 
that subsequently was presented to the City Council. The chairman of the network also 
represented the Civil Society at City Council. According to the chairman the idea of the network 
was to increase the transparency between the government and Civil Society. (Interview with 
chairman 3/7, meeting with secretary 11/7). 
 
5.4 Organisations in the Civil Society 
Since the government doesn’t have any activities or programs themselves, a big responsibility 
for achieving the goals of the policy documents is laid upon different actors in the Civil Society. 
The Civil Society is seen as an important arena for the fight against AIDS and this seems to be 
true particularly when it comes to impact mitigation. In the NMSF for 2003-2007 the main 
strategy was to “support NGOs, CBOs and Faith-based organisations in developing and 
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sustaining support activities where ever possible in close relation with existing traditional family 
and community systems” (NMSF 2003-2007: 49). This is also the main strategy in the NMSF for 
2008-2012 although it also mentions that the coordination must improve, it states for example 
that: “[...] PLHIV groups and NGOs are still not well organised and there are certain tensions 
between different networks, despite efforts by TACAIDS to coordinate the various groups into 
one national functional body.” (NMSF 2008-2012: 25).  

There are several organisations and networks that work with mitigating the impact of 
HIV/AIDS in Mwanza. For this study I made interviews with eight of these organisations. Two 
of the organisations (STAREHE Children’s Home in Mkolani Ward and Hands of Mercy 
Outreach Tanzania in Nyakato Ward) were orphanages. The orphanages did not exclusively take 
care of children who were orphaned because of AIDS, but that was one of the main concerns. 
The Jiko la Jamii was a part of the Women’s Right Organisation Kivulini. Its only activity was to 
dispense nutritious milk. Through the Jiko la Jamii that I came in contact with PLHIV. The 
remaining five organisations all gave support to PLHIV and their households. Of these 
organisations two were catholic NGOs (Shalom in Nyamanoro Ward and Uzima Center in 
Illemela Ward). The other three (Mwanza Samaritans Association in Nyamanoro Ward, Umoja 
Group in Mkolani and Watoto Outreach in Nyamagano) were smaller CBOs that were initiated 
by people in the local area. The five latter organisations all gave support - including food, 
medicine, school fees and so forth - to afflicted households. Their budgets and consequently their 
ability to implement their programs however varied.   

Most of the organisations were fairly new, only a few of them had existed for more than 
ten years – the oldest one being Shalom that was founded in the early 1990s. As far as I could tell 
the organisations that were started by external agents (i.e. STAREHE, Shalom, Uzima and Hands 
of Mercy) had a better financial situation and also seemed to be more autonomous and less 
dependent on support from TACAIDS. Although most of the organisations received at least 
some financial support from TACAIDS none of them considered what they got to be enough and 
complaints were raised about the small sums they received and that the requirements for getting 
financial support frequently changed which made it difficult to maintain consistency.  

The organisations had remarkably similar intentions but the resources, and hence the 
results, differed. The organisations that didn’t receive support from external donors had scarce 
resources which made their activities rather sporadic and somewhat arbitrary. Those with the 
greatest resources were the catholic organisations Shalom and Uzima Center. These 
organisations were situated in two different Wards but their activities and procedures seemed to 
be almost identical. Persons who wanted to apply for support first had to bring the hospital card 
showing that they were HIV-positive. They also had to bring a person that should be able to 
serve as a contact and support. The applicants are then required to attend a support meeting once 
a month and to follow the doctor’s prescriptions when it comes to medicines and so forth. If they 
agree to do this they receive counselling, nutritious food, vitamins (sometimes even antibiotic as 
prophylaxis), etc. The organisations also have daily activities for orphans. 

The organisations were all based in a specific location and most of them focused on one 
part of the city (e.g. a Ward), although some of them wanted to expand.  None of the 
organisations considered the cooperation with others to work very well. A few of the 
organisations were part of the Illemela Civil Society Network, but according to what they said 
the network didn’t contribute that much to the cooperation. Some of the other organisations 
hadn’t even heard of the Illemela Network. I also noted that many of the organisations had scarce 
knowledge of the other organisations that worked with similar things. The cooperation was 
mainly done with organisations focused on other things than support, like for example HIV-tests.   
 
5.5 The Politics of HIV/AIDS and Livelihood 
The policy documents are clearly influenced by the neoliberal discourse that stipulate that the 
state shall withdraw from the public sector and service delivery. This work is instead supposed to 
be done by different actors in the civil society. In the neoliberal discourse the civil society is seen 
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as an “intermediate associational realm between state and family populated by organisations 
which are separate from the state, enjoy autonomy in relation to the state and are formed 
voluntarily by members of society to protect or extend their interests or values.” (White 1994: 
379). In the international discourse it has often been emphasized that the civil society is an 
important arena for the ”fight against AIDS”. In an anthology from SIDA Bertil Egerö (2003: 
216), for example, states that donors gradually have “come to respect and support actors in civil 
society, especially the so-called NGOs.” And that “[i]f they were prepared to take a few steps 
more and relate unconditionally to ‘the thousand flowers’ of actors and potential synergy effects 
displayed […] a much more dynamic front against the epidemic could develop.” (Egerö 2003: 
216). In the NMSF for 2008-2012 the Civil Society Organisations are said to play a double role 
in the National Response: “On the one side it complements the public sector in delivering 
services to the communities and families and on the other side it plays the role of a ‘watchdog’ 
by society as part of an ongoing process of democratisation and participation by citizens in 
public affairs.” (NMSF 2008-2012: 104). 

In the NMSF for 2008-2012 there is, however, a criticism of the way that the civil society 
had worked up to then. The criticism was mainly levelled against the occurrence of tensions 
between the organisations, the bad organisation of the NGOs and the lack of cooperation 
between them. (NMSF 2008-2012: 25). “Despite their numbers, the capacity and the quality of 
services and interventions which these CBOs provide vary tremendously. Adherence to national 
guidelines and better integration into community and district plans are additional challenges 
which need to be addressed.” (ibid: 31). This critique seems to be valid for Mwanza since the 
cooperation between the different organisations and between the organisations and local 
government was failing. But in spite of this critique the civil society organisations are still seen 
as the most appropriate actors for providing support and service for afflicted households. There 
are problems however connected with only dependence on the civil society for service provision. 
Several of the goals stated in the policy documents focused on social security and other rights of 
the citizens. This raises the question of who that is responsible for implementing these rights. As 
Patterson (2006: 181) points out non-state actors are ultimately “accountable to group members 
or to donors that provide their funding, but they do not have to respond to the broad citizenry like 
elected democratic leaders or even traditional rulers do.” (ibid). The organisations do a great job 
but as long as no one is responsible and accountable for providing support it isn’t possible for the 
afflicted to count on the support. Neither can they claim their rights or demand equal treatment. 
As it is today the support doesn’t reach everyone that needs it (as I found out when interviewing 
PLHIV). To get the support people must have knowledge about the organisations and sometimes 
also connections to the “right” people. People lacking knowledge and connections will be 
vulnerable. This once again shows that social capital is an important asset.  
 
6. Concluding Discussion 
My intention with this concluding discussion is to summarise the central themes of the essay, to 
discuss some problematic aspects and to lift issues and questions that have emerged.  
 
“Putting AIDS in its place” 
In this essay I have tried to “put AIDS in its place”, i.e. to situate the AIDS epidemic in a 
specific socio-economic context. The focus has been on the consequences of HIV/AIDS on 
household provision. I wanted to keep the aim rather broad in order to get a more thorough 
overview of the impact that HIV/AIDS brings instead of focusing only on some (tragic) cases. 
This has, however, meant that details have been omitted and that new questions have emerged. I 
chose to study the consequences on a micro-level and to relate to a theoretical framework 
focusing on livelihood provision in an informal economy. The purpose of studies on a micro-
level is often to see how structural and political processes affect people in their everyday life. 
Consequently the issue of this essay has been how HIV/AIDS affects people in a context of 
urbanisation and informalisation. It would, of course, have been possible to relate to other 
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theoretical concepts and to use other methods and in this concluding discussion I also intend to 
discuss the success of the theoretical framework.  

One reason for focusing on a specific socio-economic context was to get a geographical 
angle. This perspective is lacking in much of the literature where generalizations tend to 
dominate, which leads to a neglect of regional differences and place-specific factors. Place is 
important in several fields of HIV-research, e.g.  to understand the routes of transmission as the 
virus generally is easier transmitted in places with high mobility such as cities and trade routes. 
Unlike natural disasters HIV/AIDS does not affect a place per se. Only humans are HIV-
positive. Humans, however, live in particular places and place matters, for example in the 
understanding of how networks are constituted. This is particularly true for the relations between 
urban and rural areas. Contrary to what I believed going into the field study, return migration did 
not seem to be a common (or attractive) option to the PLHIV. The fact that people wanted to stay 
in Mwanza (and that people migrated to Mwanza after testing positive) can partly be attributed to 
certain “place specific factors” for Mwanza. These include the fact that ARVs were provided 
free of charge and that there were relatively many organisations situated there.   
 
The Livelihood Framework Revisited 
To concretize the general aim of situating the AIDS epidemic in its socio-economic context I 
formulated three more specific aims. The first of these aims was to examine the impact of 
HIV/AIDS on the afflicted households and what strategies that are used to compensate for this 
impact. The second aim was to examine the “wider spectra of AIDS-affectedness”, i.e. to see 
how other (non-afflicted) households were affected and how the AIDS epidemic affects society 
at large, and the third aim was to identify actors involved in mitigating the impact of AIDS and 
to examine the politics surrounding these issues. These aims were formulated from the context of 
the livelihood framework. To recapitulate briefly, my conclusion from the interviews with 
PLHIV was that HIV did affect their livelihood strategies. These households were already poor 
before they were affected and since they had very little to spare they had to revise their 
livelihood strategies to keep a sustainable income. Working capacity was very important and 
with only one exception all of the interviewed PLHIV worked. Social capital was another 
important asset, especially for the households that had been affected for a longer period of time. 
If the households lack other resources (such as savings, insurances and so forth) their social 
networks might be their only possibility to get support.  

Some of the central assumptions in the livelihood framework were that the household 
should be the central analytical unit, that the households make their living in a context of 
informalisation, and that they actively find ways to secure their livelihoods, i.e. that they form 
strategies. These concepts have influenced the research questions as well as my interpretation of 
the results. As mentioned in the theoretical discussion these concepts have been debated and it 
might now be relevant to come back to them and to discuss how successful the use of the 
livelihood framework has been. All of these assumptions can of course be questioned and are, 
like most concepts in social science, simplifications. I do however believe that they are relevant. 
Mwanza is indeed characterized by a big informal sector and this was evident in the interviews 
as none of the PLHIV had a formal employment. This doesn't mean that a formal economy is 
nonexistent, but it is small and a majority of the population is excluded from it.  The interviewed 
PLHIV also actively used the assets they had and were not only passively waiting for what was 
going to happen. The alternatives available to them were not equal but all made active choices 
from the alternatives they had. If the households for some reason cannot keep a sustainable 
livelihood strategy or (e.g. because of disease) cannot make active choices they will probably 
have to disintegrate or rely on support from their safety nets. This was not true for the PLHIV 
that I interviewed, but the organisations knew of such cases.  

The most controversial, and problematic, assumption is probably that of the household as 
the central analytical unit. Critique towards focus on the household was lifted forward already in 
chapter two. Some scholars stress the fact that focus on the household might conceal the 
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relations between individuals within the household and some stress the fact that the household 
belong to wider networks and that there are no clear borders between households within these 
networks. Through the field work it became clear to me that the household isn’t a fixed unit and 
that there indeed are complex relations between household members and between households 
and wider networks. One discovery was that the household compositions were more complex 
than I had expected. Studies on rural areas tend to describe a household composition that consists 
of a nuclear family with strong connections to the extended family in a system of mutual 
obligations governed by traditions. Only a few of the PLHIV that I interviewed in Mwanza lived 
in nuclear families and people from other households could join their household for a period of 
time. Urban studies have shown that cities comprise different types of households and that the 
household structure often is fluent (e.g. Meikle 2002: 41-42). This however raises some 
questions that would require more research to answer: how are the relations between the 
household members? Do, for example, the ones who join the household for a shorter period 
always share in the economy?  

HIV/AIDS can also contribute in destabilizing the household structures since households 
can be forced to disintegrate or merge with other households because of disease and death. The 
households belong to different networks and the impact of HIV/AIDS on society in general has 
to do with how the networks are constituted. Because of the rapid urbanisation and mobility of 
the population the inhabitants in Mkudi A were not acquainted with all their neighbours and their 
social networks were geographically scattered. It is therefore, for example, difficult to say how 
HIV/AIDS affects a certain Mtaa. It is probably more valid to talk about how it affects certain 
networks. Because of the limited time available for the field study it wasn't possible to further 
investigate how the networks were constituted. This left some questions unanswered. For 
example, do all urban households have strong connections to their extended family or are the 
traditional safety nets remodelled because of urbanisation? Does everyone belong to a network 
and how are the networks constituted? These questions are important for the understanding of 
the impact of HIV/AIDS. Much of the research based on rural areas take things for granted that 
cannot be applied to an urban context. 

Although there are problems with the concept of household as the central analytical unit I 
still believe that it is the most useful unit to focus on.  Much of the discourse on HIV/AIDS 
focuses on the afflicted individual, e.g. the stress on prevention, care, medicine, etc. There are of 
course reasons for focusing on the HIV-positive persons but one consequence can be a neglect of 
other people who are affected. The stress on the household pinpoints the fact that the PLHIV are 
situated in a social context where the household members are socially and economically 
dependent on each other. Most people do in fact live in households although the household 
composition differs. The alternatives to using the household as the central analytical unit are to 
focus on the individual or the family. Using these concepts as analytical units would pose even 
greater problems. Studies that focus on the household should however be aware of the relations 
both between the members of the household and between wider networks. Otherwise the 
household may be treated as a “black box” and a more stable unit than it actually is. As I 
mentioned in the theoretical discussion in chapter two concepts such as the household, 
individual, family, networks and so forth could be seen as relational, i.e. that they are formed in 
relation to each other (e.g. Massey 2004). Future studies should be aware of this relationality. 
One way of studying the households could be to follow them over a longer time period to see 
how both the impact of HIV/AIDS and the household composition changes.  
 
Political Implications 
There are several political debates connected to issues concerning livelihoods. In the livelihood 
framework the political context is highlighted as a boundary that the households have to relate 
and adjust their strategies to. Policies, institutions and processes will decide what livelihood 
strategies will be possible. The political context in Tanzania (and Africa in general) is influenced 
by neoliberalism. This is visible in policies as well as in implementation of programs on 
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HIV/AIDS. The neoliberal discourse advocates a minimal public sector and the actors involved 
in mitigating the impact of HIV/AIDS in Mwanza are therefore mainly Civil Society 
Organisations. 

Social capital is one of the central concepts that have been highlighted in the political 
discussion on HIV/AIDS and livelihood provision. Advocates of the neoliberal politics stress 
that social networks together with civil society organisations are sufficient for meeting the needs 
of the affected. Foster (2003), for example, states that the traditional safety nets consist of strong 
mutual ties and that no one in Africa lives alone. This, however, presupposes that the traditional 
safety nets are as strong in the cities as they are in rural areas, that they can support many people 
and that no one is excluded. My conclusion from the field work is that social capital is an 
important – but also an unevenly distributed – asset. Some people lack access to important 
networks and because of stigmatisation HIV/AIDS sometimes even weaken the social capital. If 
people are unable to obtain support from their social networks they have to rely on support from 
civil society organisations. Many of these organisations indeed do an admirable job in spite of 
limited resources and there are probably more organisations in Mwanza than in many other 
African cities. Still, some of the interviewed PLHIV didn't know about the organisations, some 
complained that they didn't get support and some stated that they couldn't rely on the support 
because it was arbitrary. Those who have connections with people that have knowledge of and/or 
influence in an organisation will find it easier to obtain support while those who lack these 
connections and other networks are vulnerable.    

The emphasis on the importance of social capital and measures for increasing social capital 
fits in the neoliberal discourse since it stresses the importance of internal factors, i.e. that the 
problems can (and should) be solved in the civil society without interference from the state. But 
on a micro level it is clear that there are great differences between people and that some are 
excluded from important networks. It is important to identify the most vulnerable people, to 
understand how the networks work and why some people are excluded. Without this knowledge 
impact mitigation programs will fail to reach the most vulnerable groups.  

The general political discussions on HIV/AIDS tend to centre on other issues than impact 
mitigation. The main focus lies on identifying factors for successful measures against AIDS. 
Success is here mainly seen as a decline in HIV-prevalence but also in distribution of ARVs and 
medical care. These are of course crucial issues but what they have in common is that they all 
focus on the afflicted individuals. By using a household perspective I have tried to show that 
HIV/AIDS not only affects the PLHIV themselves but also their household and the networks 
they belong to. The fact that impact mitigation and other issues concerning the consequences of 
HIV/AIDS are marginalised in the AIDS-discourse makes them almost depoliticized. In contrast 
to other issues impact mitigation is left to voluntary forces within the civil society. As many 
scholars and critics have pointed out this leads to a neglect of issues of democracy and rights of 
the affected. Patterson (2006: 174-176) for example notices that elections in Africa not have 
been a means of holding governments responsible for AIDS policies and that there is no 
guarantee that those who are most vulnerable to HIV – e.g. children, women and migrants – will 
be represented in policy decisions. As Biekart (1999) points out the organisations also have a 
democratic problem since most of the people who receive help not are members and therefore 
cannot influence or hold the leaders accountable. There are many people affected by HIV/AIDS 
who cannot influence their own situation. Instead they have to rely on their own abilities, social 
networks and the benevolence of organisations to secure their livelihoods. Many views on the 
impact of HIV/AIDS and how people deal with it seem to be based on ideology rather than 
empirical evidence and this should motivate more research on empirical ground.  
 
Concluding Remarks 
Unlike many other disasters the impact of HIV/AIDS comes gradually and will remain even after 
the epidemic has reached its peak. As Neumayer (2004: 729) points out the number of AIDS 
related deaths will reach its climax when the epidemic has come to a later phase. The AIDS 
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epidemic in Tanzania shows both positive and negatives tendencies. In the 2009 Epidemic 
Update (p. 9) from UNAIDS Tanzania is highlighted as one of two countries that have shown a 
statistically significant decline in new infections. A lot of progress has also been achieved when 
it comes to providing ARVs and medical treatment for the PLHIV. At the same time the HIV 
prevalence in Tanzania is still relatively high (especially in some areas11) and the financial crisis 
has led to reductions in the AIDS budget12.  

There are different views and prognoses on the future of the epidemic. Malmberg stresses 
that “despair is not the most adequate reaction to the HIV epidemic.” and that it rather “seems 
that this is an epidemic that could be controlled given that there is a continued and even stepped-
up commitment to the task.” (Malmberg 2007: 14). Hopefully this scenario is true. But even in 
this scenario there will - on a micro level – be many afflicted and affected households also in the 
future. These households (and individuals in these households) are hampered in many ways and 
long-term consequences might include lower education for children and other disadvantages 
compared to people in unaffected households.  

In recent years there has been a “scaling up” of measures against AIDS and the policies 
promote a “multi sectoral approach” that should involve the whole society. Still, the knowledge 
of the impact of HIV/AIDS on society is scarce and much of the policies in this area are based on 
ideology rather than empirically grounded research. Impact mitigation and livelihood security for 
afflicted and affected households is not a prioritized issue in the discourse on HIV/AIDS. This is 
more or less evident in every policy document, the latest example of this being the 2009 
Epidemic Update from UNAIDS13. One reason for this neglect of the consequences might be that 
it does not directly deal with medical or epidemiological issues and therefore is seen as 
something that should be dealt with separately (e.g. in the general development discourse or in 
poverty reduction programs). The consequences of HIV/AIDS form one of the most important 
motives for scaling up efforts and a holistic view of the “measures against AIDS” should include 
impact mitigation and the rights of the affected. Increased poverty is one of the consequences of 
HIV/AIDS and poverty has proved to be one of the driving forces for the spread of HIV and this 
is one additional reason for promoting a more holistic view on the “measures against AIDS”. 
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