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Abstract  People living with and affected by HIV still 
face stigma, discrimination and injustice in many countries 
despite the vision of reaching to zero new HIV infections, 
zero discrimination and zero AIDS-related deaths continues 
to be high on the global agenda. Restrictions on entry, stay 
and residence for people living with HIV still continue 
globally. People living with HIV/AIDS (PLWHA) are at risk 
of getting caught in a negative spiral involving poverty, 
stigma, discrimination, impaired immune function, increased 
risk of opportunistic infections, and increased nutritional 
needs. Owing to its tenacity, AIDS has exacerbated 
livelihood problems including poverty. This paper examines 
the wider set of social and economic drivers of HIV 
epidemics and the multiple downstream impacts of AIDS on 
societies and economies. It also analyses how households 
afflicted by AIDS adapt to the impact of the epidemic and 
further suggest ways to support households recover from 
impact. 
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HIV/AIDS Prevalence 
Globally, about 34.0 million people were living with HIV 

at the end of 2011. An estimated 0.8% of adults aged 15- 49 
years worldwide are living with HIV, with varying levels of 
the epidemic between countries and regions. There is 
dramatic progress in addressing the challenge of AIDS. The 
unprecedented progress “in lives saved and new infections 
averted will inspire hope around the world” in reducing the 
number of both adults and children newly infected with HIV, 
in lowering the numbers of people dying from AIDS-related 
causes (UNAIDS, 2012). There is significant progress across 
the countries with regard to their commitments to reach the 
targets of the 2011 United Nations Political Declaration on 
HIV and AIDS.  

Countries across the world have highly varying percentage 
of people living with HIV (PLWHA). Sub-Saharan Africa is 

the world’s most affected region by the pandemic, with 
nearly 1 in every 20 adults (4.9%) living with HIV and 
accounting for 69% of the PLWHA worldwide. Although the 
regional prevalence of HIV infection is nearly 25 times 
higher in sub-Saharan Africa than in Asia, almost 5 million 
people are living with HIV in South, South-East and East 
Asia combined. After sub-Saharan Africa, the regions most 
heavily affected are the Caribbean and Eastern Europe and 
Central Asia, where 1.0% of adults were living with HIV in 
2011. Worldwide, the number of people (adults and children) 
newly infected continues to fall, that is 2.5 million in 2011, 
which was 20% lower than in 2001. The sharpest declines in 
the number of people acquiring HIV infection since 2001 
have occurred in the Caribbean (42%) and sub-Saharan 
Africa (25%) (UNAIDS, 2012). There is a decreasing trend 
in the incidence rate of HIV infection among adults 15–49 
years old, from 2001 to 2011, with 26.49% in Malaysia and ≥ 
50% in India. 

The number of people dying from AIDS-related causes 
began to decline in the mid 2000s because of scaled-up 
antiretroviral therapy and the steady decline in HIV 
incidence since the peak in 1997. In 2011, 1.7 million people 
died from AIDS-related causes worldwide. This represents a 
24% decline in AIDS-related mortality compared with 2005, 
when 2.3 million deaths occurred. The number of people 
dying from AIDS-related causes in sub-Saharan Africa 
declined by 32% from 2005 to 2011, although the region still 
accounted for 70% of all the people dying from AIDS in 
2011 (UNAIDS, 2012). Similarly, the Caribbean (48%) and 
Oceania (41%) experienced significant declines in 
AIDS-related deaths between 2005 and 2011. More modest 
declines occurred during the same period in Latin America 
(10%), Asia (4%) and Western and Central Europe and 
North America (1%). Two other regions, however, 
experienced significant increases in mortality from AIDS – 
Eastern Europe and Central Asia (21%) and the Middle East 
and North Africa (17%) (UNAIDS, 2012). 

The HIV/AIDS pandemic has emerged as a developmental 
problem, having consequences going far beyond the health 
sector. Indeed, it has become a major crisis in many of the 
developing countries and in the absence of a cure or vaccine, 
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the devastating impacts of the epidemic are far-reaching. The 
above figures may blur the true force of the epidemic, since 
HIV/AID impacts are not only felt by those affected, but 
indirectly affect a wider segment of the population with a 
significant number of orphans.  

HIV continues to profoundly affect women and girls 
across all regions, with as high as 58% of the PLWHA being 
women and bearing the greatest burden of care. A recent 
review of available data from 50 countries, which estimated 
the global HIV prevalence among female sex workers at 
12%, found that female sex workers were 13.5 times more 
likely to be living with HIV than are other women (Baral et 
al., 2012). The lower socio economic and political status that 
women are assigned, unequal access to education and 
employment and fear or experience of violence compound to 
women’s greater physiological vulnerability to HIV. Due to 
social and economic power imbalances between men and 
women, and the associated limitations in access to services, 
many women and girls have little capacity to negotiate sex, 
insist on condom use or otherwise take steps to protect 
themselves from HIV. Although the growing availability of 
HIV testing and prevention services in antenatal settings 
offers women an entry point to HIV services, the overall 
access to HIV services remains insufficient for pregnant 
women living with HIV and their male partners.  

Although PLWHA in India constitute less than 1% of the 
population, it ranks top second country in the world next 
only to South Africa in terms of number of PLWHAs in the 
world. India was estimated to be home of 5.13 million 
PLWHA in 2004 (Mehta et al., 2004). Owing to the large 
population base, a small rise of percentage points in HIV 
prevalence rates means increase of several million PLWHAs 
in India. They are predominantly men having sex with men 
(MSM), female sex workers (FSW) and recovering drug 
addicts in India (ADB, 2005). Around 8% to 32% of men 
who have sex with men are PLWHAs in Asian cities 
(Brahmam et al., 2008). 

Stigma, Vulnerability and Insecurities 
Substantial work across the world provided evidence that 

HIV/AIDS-related stigma is a barrier in HIV prevention 
work and in mitigating its impact (Mahajan et al., 2008). The 
National AIDS Control Program (NACO) of India 
recognized AIDS stigma as a significant barrier to HIV 
prevention efforts (NACO, 2006).There are several studies 
on stigma assessment (Mahajan et al., 2008) and on its role in 
hampering uptake of voluntary HIV counseling and testing 
(Day et al., 2003), adherence to antiretroviral treatment 
(Calin et al., 2007) and delaying general health seeking 
among people with HIV (Dunn et al., 2009).  

Fear, ignorance and discrimination regarding HIV 
continue to exact profound human costs, including in the 
worst forms of abusive treatment and violence. Negative 
attitudes and beliefs within communities also aggravate 
internalized self-stigma, including guilt, shame and 

alienation felt by PLWHA. UNAIDS’s report based on the 
People Living with HIV Stigma Index (PLWHSI) revealed 
that 52% of PLWHA in Zambia were verbally abused as a 
result of their HIV status and 1 in 5 PLWHA in Nigeria and 
Ethiopia reported feeling suicidal. Around 21 % PLWHA 
reported being denied health services as a result of their HIV 
infection. Another study on discrimination at work place in 
nine countries revealed that PLWHAs suffering 
discriminatory attitude among employers and co-workers 
constituted 8% in Estonia to 54% in Malaysia (ILO & 
GNPLHWA, 2012). 

Conventional perceptions about the impacts of HIV/AIDS 
predicted were intensification of hunger, dissolution of 
thousands of households and many children orphaned. 
Owing to its tenacity, AIDS has exacerbated livelihood 
problems including poverty, but it has not entirely weighed 
down the social fabric of society. Despite a widespread 
knowledge on HIV transmission and efforts to address and 
reduce stigma, in many parts of the world, PLWHA are still 
seen as shameful and irresponsible. Regardless of how 
people become infected with HIV, the assumption is that the 
infection is the result of morally questionable behavior 
because it is believed that PLWHA have brought disease 
upon themselves by having sex with many partners and are 
therefore immoral and sinners (Nombo, 2007; Azlinda 
Azman, 2010). Owing to the strong perception of HIV/AIDS 
linked with morality the affected people are subject to 
stigmatization, and ultimately excluded from the family and 
the wider community. Another disadvantage of 
stigmatization is the pressure on PLWHA to hide the 
problem and avoid seeking counseling and testing for fear of 
being stigmatized.  

Men and women experience HIV/AIDS impacts 
differently. Women experience more stigma and 
discrimination related to HIV/AIDS than men, because of 
the gendered societal perceptions on promiscuity and 
sexuality. It is accepted for men to have multiple sexual 
relationships but not for women. Social norms based on 
patriarchy accepts men to have multiple partners but women 
to be innocent, married and live with one man only, and any 
different behaviour subjects women to stigmatization. 
Because of their subordinate status in society, many women 
are stigmatized as the vector of HIV transmission. Affected 
persons are regarded unworthy by their family and in their 
community, which increases the chances of being 
stigmatized. HIV/AIDS impacts and susceptibility are 
gendered (Müller, 2005) and women and orphans are 
observed to be facing greater food shortage (Bharat et al., 
2001; UNAIDS, 1999; Gillian, 1996; ICRW, 2003). Women 
affected by HIV/AIDS suffer more due to loss of assets 
caused by disinheritance, and exclusion from kinship and 
other social networks. Women’s role in care giving and food 
procuring and preparing have not only become more critical 
in the context of HIV/AIDS but also more difficult for the 
women because of HIV/AIDS epidemic gender inequalities 
in access to resources (Niehof, 2003). 

Stigmatization as a means for production and reproduction 
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of structural inequalities intensifies impact of stigma for 
some individuals and groups (Bharat, 2011; Parker & 
Aggleton, 2003). Studies revealed that “HIV/AIDS-related 
stigma builds upon and fuels existing prejudices and 
inequities of class, gender and sexualities” (Bharat, 2011; 
Parker & Aggleton, 2003; Maluwa et al., 2002). The stigma 
surrounding HIV/AIDS leads to alienation from one’s means 
of survival and social safety nets. The stigma affects the 
individual’s and the household’s participation in work, as 
well as in “informal social networks and community groups” 
(Nombo, 2007) and thereby deprives them of the support 
structure.It plays a major role in worsening HIV infection, 
obstructing care and support to affected members in the 
households and in the community. 

Both stigma and discrimination may occur at family and 
community or at institutional levels such as workplace, 
school, or health care settings. In addition, both may take 
overt (visible) or covert (hidden) forms. Hiding HIV-status 
forms a barrier for prevention and treatment. People are 
reluctant to go for testing because the perceived advantages 
of testing are considered less significant compared to likely 
stigmatization when tested positive. Those who are known to 
be HIV-positive are an object of discussion in the 
community and are pointed at as being responsible for some 
deaths. Mariame Maiga’s study in 2010, in rural Côte 
d’lvoire revealed that PLWHA are not able to observe the 
counseling and treatment protocols because of the pressure 
to keep their affliction secretive. 

Coping Mechanisms / Resilience 
AIDS is seen as a “long wave event” taking years for the 

epidemic to spread through the society and generations for 
the full impact to be felt. Vulnerability in the context of 
AIDS has three phases: Upstream (relating to risk of an 
individual becoming exposed to, and infected with HIV), 
Midstream (individual risk of developing opportunistic 
infections after HIV infection), and Downstream (risk of 
serious impacts in households or communities living with 
HIV).  

Epidemic of HIV/AIDS has brought new challenges, 
pressures and functions to be played by the family, 
community and government. HIV/AIDS impact has varying 
implications to the community, social network and 
government agencies owing to the magnitude or percentage 
of the PLWHA households to the total population. Long term 
approach towards achieving treatment targets requires a 
nation to facilitate both formal and informal institutions to 
collectively address the challenge of HIV/AIDS. It is 
observed that a nation “has to instill a fully caring society 
and a and a caring culture, as well as a social system in which 
the society will come before self with the welfare of the 
people to revolve around a resilient family system” (Azlinda 
Azman, 2010). 

HIV/AIDS is an important health related shock that lead 

households into poverty and destitution.Households face 
severe shocks with long and expensive illness such as 
HIV/AIDS that threaten livelihood capabilities and also 
survival. Often these shocks push the households into 
chronic or long-term poverty. HIV/AIDS is also responsible 
for intergenerational transmission of poverty because of the 
loss of incomes from adult members and younger ones are 
not equipped with skills and capacity to find their own way 
out of poverty (Slater & Wiggins, 2005). Serious concerns of 
food security are observed in the context of HIV/AIDS with 
affected people losing ability to work to earn their bread. 
Post-infection longevity of the PLWHA depends on 
awareness about and access to anti retroviral therapy (ART), 
which is expensive and unaffordable for the poor. It is a 
severe concern for the poor in India because access to public 
health is grossly inadequate forcing them to depend on 
private medical practitioners (Gupta & Datta, 2003). 
HIV/AIDS induced poverty is of two types viz., ‘service 
poverty’ due to barriers in accessing services such as health 
and education and ‘resource poverty’ because of inability to 
access resources due to poverty. In some communities with 
large number of PLWHA, there is a ‘New Variant Famine’ 
growing, not by drought or conflict, but by the effects of 
HIV/AIDS that aggravates vulnerability of households to 
shocks and risk (de Waal, 2003; FANTA, 2001; WHO, 
2003).  

HIV/AIDS affects people in different spheres of their lives. 
Consequences of being affected by HIV is manifested in 
many ways such as a lower life expectancy, an increased 
economic dependency ratio, reduced productivity, increasing 
poverty and a growing number of orphans.Studies in 
Tanzania where HIV/AIDS is a serious threat revealed that 
“affected households are poorer than non-affected ones, and 
have responded to their adversity by adopting food-search 
behaviours that removes both adult and child labour from 
working on their own farms, thus leaving the affected 
households perpetually food insecure”. Households fostering 
orphans have similar problems (Tumushabe, 2005; Nombo, 
2007). 

The HIV/AIDS epidemic has adverse impact on food 
security and rural livelihoods. HIV/AIDS induced morbidity 
and mortality erodes household preparedness for “future 
shocks” and ability for livelihoods owing to loss of 
productive labour, income and food reserves (Nombo, 2007). 
Several studies have presented evidence on adverse impact 
of HIV/AIDS on livelihoods and social capital. Adult 
morbidity and mortality due to AIDS caused loss of incomes 
and livelihoods and led to food insecurities as the savings 
and assets are consumed to meet health care and food 
requirements of the households. Impoverishment and food 
insecurities due to AIDS induced morbidity and mortality 
among adults makes some households totally dependent on 
support of the community (Barnett & Rugalema, 2001). 
Problems of poverty and debt are so severe that in some 
households meeting funeral costs are also issues of concern 
(Nombo, 2007). Rugalema’s study (1999) reveals that 
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prolonged adult morbidity and mortality due to AIDS have 
adverse effects on households primarily due to their effects 
on labour availability and depletion of other household 
resources. Rugalema confirms that illness and death affect 
time allocation, change household composition, put pressure 
on available labour, divert household cash, and lead to 
disposal of a household’s productive assets and render 
survivors vulnerable. Increasing number of households and 
individuals affected by HIV/AIDS are compelled to seek 
support from the extended family, neighbours, community 
institutions and the government (Robb & Caroline, 1998; 
Rugalema, 1999; Lundberg et al., 2000; Mutangadura et al., 
1999).  

Varied agencies and institutions, both formal and informal, 
offer insights into coping strategies in communities under 
severe pressure with regard to the challenges posed by 
HIV/AIDS.Social networks between households of different 
kinds provide a sort of safety net for households that face 
various problems, which may prevent them from falling into 
poverty. Therefore social capital is an asset that can be used 
to diminish individuals and households’ vulnerability to 
poverty and a means to sustain livelihoods. Although all 
households can be affected by stress and shocks, not all 
households are equally resilient. The extent to which 
households can make claims on social networks depends on 
their ability to build up their social capital (Nombo, 2007).  

It is also found that because of AIDS, the normal 
household cycle is disrupted, resulting in a variety of 
household types in terms of composition and headship, 
including households headed by orphans, the elderly and 
widows (Rugalema, 1999; du Preez, 2011). The household’s 
asset base, gender and age of the survivors determine the 
household’s ability to mitigate the effects of HIV/AIDS.  

HIV/AIDS induced impacts are indeed a process rather 
than a final outcome. Individuals and households are not 
passive; they actively explore ways to deal with the hardship 
brought about by AIDS. The household is considered an 
arena of potential conflict because of these variations, but at 
the same time it provides the context of cooperation based on 
trust and shared values, which form the basis of joint 
household strategies. Cooperation is very important when it 
comes to coping with the consequences of HIV/AIDS. 
Rugalema (1999) and Preez (2011) showed how households 
relocate and transform their resources to cope with the losses 
induced by AIDS. The household’s ability to solicit 
resources by virtue of its membership in various social 
networks of relatives, neighbours and friends is important in 
coping with social emergencies. Thus households are not 
isolated units but maintain linkages with the wider society. 
Relations beyond the household are an important source of 
social support for most households. 

The livelihood framework applied in the context of 
households affected by HIV/AIDS examine how the five 
groups of assets being the natural capital, human capital, 
physical capital, social capital, and financial capital are 
combined in different ways to generate livelihood outcomes 
(Ellis, 2000). The vulnerability context of the affected 

groups includes impact of seasonality, shocks and trends on 
people’s assets and options available to them. Threats that 
affect vulnerability can include illness and death. Thus the 
most direct impact of HIV/AIDS on households refers to the 
loss of human capital (skills and knowledge) that is essential 
for pursuing livelihood activities. HIV/AIDS severely affects 
human capital due to morbidity and mortality of household 
members. 

The household represents ‘the arena of everyday life’ for 
the majority of people (Clay & Schwartzweller, 1991). The 
care giving to the young, sick, disabled, and old members is 
part of the function of the household. Care is especially 
important to the sick and orphaned in times of HIV/AIDS 
because of the prolonged nature of illness and ensuing 
dependence. Competencies and resources are needed to 
provide adequate care (Niehof, 2003). In highly 
HIV/AIDS-affected countries, support from outside the 
households is decreasing while care needs are increasing due 
to effects of AIDS and economic hardships. As a 
consequence of HIV/AIDS impacts, affected households 
lack the necessary resources to provide care and other basic 
necessities. Food provision to household members is an 
important aspect of care.  

The impact of HIV/AIDS on household labour availability 
is not only direct but also indirect, because productive time is 
diverted to taking care of the sick. HIV/AIDS has a greater 
impact on poor than better-off households as it forces the 
former to draw on their already limited resources in order to 
cushion the shock. This threatens their ability to respond to 
future insecurity. Although HIV/AIDS impacts resemble 
other shocks, they differ in the way they affect the labour 
potential of adults in their prime years in addition to the 
impacts being gendered. Food security is defined as access 
by all people at all time to enough food for an active and 
healthy life (World Bank, 1986; FAO, 1997). Food security 
is a basic need in human life and an important element of 
sustainable livelihood (Niehof & Price, 2001).  

According to the sustainable livelihood approach, food 
security is not just an issue of productivity but is about how 
people, especially poor, gain access to production and can 
exchange capabilities in order to get food (Swift & Hamilton, 
2001). The definition has been broadened to include 
elements of access, vulnerability and sustainability. 
However, since the household’s food security is a woman’s 
major concern, due to their gender role, women are always 
concerned about its safeguarding and will initiate coping 
strategies when their household’s food security is threatened 
(Niehof, 1999, 2003, 2010). Wisner et al., (2004) defines 
vulnerability as the characteristics of a person or group and 
their situation that influence their capacity to anticipate, cope 
with, resist and recover from the impact of natural hazards. 
Vulnerability also measures the resilience against risks.  

Adaptive capacity, defined as those characteristics of an 
individual, household, or population group that enable those 
concerned to alter or structurally reorganize their activities to 
diminish present threats to survival while enhancing its 
ability to address new risks. In most cases, the coping 

 



International Journal of Social Work and Human Services Practice   93  
Vol.2. No.3  Jun, 2014, pp. 89-95 

strategies are associated with success rather than with failure 
of livelihood systems. Coping is defined as the ability to deal 
successfully with the stress, success implying that 
individuals or households are able to escape from insecurity 
and keep their livelihoods sustainable. Not all coping 
responses that individuals or households employ are 
successful. In fact sometimes, coping could be an indication 
that things are getting worse. In the case of HIV/AIDS 
impacts, dissolution of the household is an indicator of 
failure to cope. Coping strategies and responses vary 
according to vulnerability status and are influenced by asset 
ownership. In developing countries, coping strategies and 
responses of the poor are often strained because of 
HIV/AIDS and a number of other problems. Families live 
with HIV, not just individuals (Rotheram - Borus et al., 
2005). If an individual in the household is affected, the 
impacts of the epidemic are shared through kinship relations, 
neighborhood relations and other social relations within and 
between households. As the epidemic unfolds, household 
and family structures are affected and these changes are 
extended to the community, exerting an increasing strain. 
Not all individuals and households are supported, may be 
because of their weak kinship ties or as a consequence of the 
stigma represented by AIDS. A recurrent coping mechanism 
observed in India was to pull female children out of school to 
care and maintain the family (Mukhopadhyay et al., 2001).  

Studies show that the quantity, quality and persistence of 
social interactions among neighbours, friends and members 
of groups and associations, generate social capital and the 
ability to work together for a common end, which is 
especially important for the poor (Grootaert et al., 1999; 
Moser, 1998). Wider social relationships and the degree of 
social cohesion in the community may affect individual’s 
health and feeling of safety (Wilkinson, 2002). Social capital 
is regarded as particularly important as a last resort resource 
for the poor and vulnerable. It can provide a buffer that helps 
them cope with shocks, such as death in the family, 
functioning as an informal safety net to ensure survival 
during periods of intense insecurity. Social capital provided 
by family and close friends provides assistance and care and 
also creates a sense of well-being. In HIV/AIDS situation, 
social capital has been said to facilitate households to 
respond to its impacts. When it comes to support and 
survival, personal relationships and social networks are 
crucial. Portes (1998) observes, whereas economic capital is 
in people’s bank accounts and human capital is inside their 
heads, social capital is inherent in the structure of their 
relationships. 

The combination of the conditions due to HIV/AIDS, like 
access to land as the lack of (male) labour within the family 
due to illness, and the lack of time to farm, due to the time 
that is allocated to caring for the sick, along with the related 
financial impacts severely add to the internal vulnerability, 
as it impacts on their food and livelihood security. 
Households may rely on their social capital to cope with the 
internal vulnerability. It is revealed that AIDS-related 

economic hardship impacts on social capital, as vulnerable 
households face constraints to maintain their participation in 
social networks, because they lack the resources and time to 
invest in and sustain their social capital (Nombo, 2007; 
Nombo & Niehof, 2008). 

Walker et al.,(2004), indicate resilience as ‘the capacity of 
a system to absorb disturbance and reorganize while 
undergoing change so as to still retain essentially the same 
function, structure, identity, and feedbacks’. In the literature, 
resilience captures a ‘bounce-back-ability’ (Davis, 1993). In 
a context of ill health and other adversity, resilience refers to 
people’s ability to challenge the devastating impacts of 
AIDS, i.e. improve their health and regain a certain 
well-being, in areas such as their income, education, and 
food security (Loevinson & Gillespie, 2003; Niehof, 2008). 
In Matinga’s (2008) view, resilience as the ability to bounce 
back differs from the ability to endure hardship, which she 
refers to as ‘hardiness’ or ‘toughness’. It is important to 
understand the subjective and qualitative dimensions of 
resilience, particularly how it is socially, culturally and 
institutionally embedded, and how resilience is gendered.  

Conclusions 
Overall, dealing with HIV/AIDS is very challenging for 

many individuals and families.The impact of HIV/AIDS is 
enormous as it involves not only the health conditions, but 
also the socioeconomic aspects which all affect the 
livelihood of the infected individuals.The sufferings of 
PLWHA, particularly among women and children are much 
more complex as it involves all kind of stigma and 
discriminations from the community or society. There is a 
strong need for social support for those living with 
HIV/AIDS, not only from the family members, but other 
services provided by relevant stakeholders and society. 
Continuous social support able to enhance individuals and 
families’ resiliency is dealing with the current sickness. 
However, the development and strengthening of resiliencies 
among PLWHA is very much dependent on the available 
resources as well as strong social interaction and cohesion 
that further leads to stronger social capital and social 
support.In fact, the ability to cope and becoming more 
resilience able to reduce the vulnerable PLWHA from 
continuously entrapped in many form of problems that may 
have an adverse impact on their livelihood.  
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