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BACKGROUND 
The Consortium for the Southern Africa Food Security Emergency (C-SAFE) is currently implementing 
the final year of a three-year ‘developmental relief’ program. C-SAFE’s strategic objectives include: 1) to 
improve/maintain nutritional status; 2) to protect productive assets; and 3) to support households and 
communities to strengthen their resilience to current and future food security shocks that affect their well-
being and livelihoods1. C-SAFE’s Learning Spaces initiative provides a vehicle for learning among 
consortium members and other stakeholders on key themes such as HIV/AIDS and food security, food aid 
targeting, nutrition and supplementary feeding, the concept of developmental relief, and lessons learned 
from working in a consortium format. 
 
Over the past two years, C-SAFE has struggled to find effective and appropriate indicators for measuring 
the effect of food assistance on chronically ill beneficiaries. C-SAFE has experimented with the use of 
food security and livelihood indicators in lieu of nutrition indicators, and has included indicators such as 
‘eating more types of food’; eating more often; HH spends less money on staple food; ill members are 
able to return to work; caretakers of ill members are able to work; orphans can go to school instead of 
work and/or beg’ in the Post Distribution Monitoring tool in Zambia. In Malawi, C-SAFE has used focus 
groups to gauge the effect of food on chronically ill individuals and households affected by chronic 
illness, relying again mostly on food security and livelihood indicators to measure progress. However, 
there has been a growing awareness of the challenges inherent in measuring the effect of food on the 
primary beneficiary (the ‘patient’), especially in the context of a household ration or where a nutrient-
dense commodity (such as Corn Soy Blend [CSB]) cannot be provided.   
 
Several of C-SAFE’s members have recently engaged in linking targeted food assistance to medical 
interventions such as TB-DOTS2 and Antiretroviral Therapy (ART).  While it has been a relatively 
straightforward task to target individuals engaged in these two forms of treatment, it is not clear how well 
C-SAFE is monitoring their progress or to what extent C-SAFE should make use of existing mechanisms 
(i.e. clinic staff/records) for that purpose.  The clients are being weighed regularly, and a range of 
indicators are being used by clinic staff to assess progress, but C-SAFE staff have not, in general, taken 
advantage of this information, nor have we systematically applied other (livelihoods or nutrition) 
indicators.  The most common measure of ‘success’ has been attached to program adherence, as indicated 
by checking the individual’s treatment card and verifying adherence with the treatment supporter. 
 
To assist Consortium members to begin to ‘unpack’ this complex issue, a study was commissioned by C-
SAFE Learning Spaces in November 2004. This paper presents findings of a review of the literature 
conducted in December 2004, aimed at identifying current knowledge and practices of assessing the 
effect of Targeted Food Assistance (TFA) on people living with 
HIV/AIDS (PLHA).  Field interviews were subsequently 
conducted in February 2005 in Malawi, Zimbabwe and Zambia 
to complement the review. Recommendations for monitoring 
and evaluating TFA are provided based on the literature review 
and preliminary analysis from the fieldwork. The focus of this 
study was on four particular sub-groups of PLHA. These are: 1) 
Chronically Ill (CI), which is used by C-SAFE and WFP as a 
proxy for symptomatic PLHA (i.e. people with AIDS); 2) 
women engaged in PMTCT programs; 3) PLHA on ART; and 4) 

The term Targeted Food Assistance 
(TFA) can be interpreted in many 
ways, to include individual or 
household rations, dry or wet 
distribution methods, and 
includes/overlaps with ‘supplemental’ 
and ‘complementary’ feeding. For the 
purposes of this paper, ‘TFA’ is used 
to refer to any kind of food aid 
delivered to a targeted population. 

                                                 
1 The Consortium is operational in Lesotho, Zambia and Zimbabwe, and consists of three core NGO members, (CARE, Catholic 
Relief Services (CRS) and World Vision) with an additional member (ADRA) in Zambia. C-SAFE is a three-year program and was 
also active in Malawi for its first two years (FY03-04) of operations. For this reason, Malawi was covered in this study. C-SAFE 
Malawi has since transitioned to a Developmental Assistance Program (DAP). 
2 TB-DOTS refers to Directly Observed Treatment, Short-course, for Tuberculosis 
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PLHA on TB treatment. 
 
OBJECTIVE 
Although there is a growing body of knowledge on the link between nutrition and HIV disease 
progression, little is known about the effect of TFA on PLHA.  Food aid targeted at a variety of 
population groups such as children, the chronically ill, and people on TB-DOTS or ART has, generally, 
been based on need, although ‘need’ has been defined by many different stakeholders and in many 
different ways.  
 
The objective of this research was to investigate current practices for measuring effect of TFA on PLHAs 
through a review of the literature followed by interviews and observational visits of PLHA food aid 
programs in Malawi, Zimbabwe and Zambia. 
 
METHODOLOGY 
The literature review included a search of PUBMED, AEGIS, the Cochrane Database of Systematic 
Reviews and the search engines of major food relief and development agencies.  Agencies reviewed 
included The World Bank, FAO, IFAD, World Food Program (WFP), FANTA, USAID, AED, Save the 
Children and IFPRI.  The following key word combinations were used in combination with HIV/AIDS: 

 Food and medicine 
 Food relief 
 Food supply 
 Hunger and medicine 
 Medical and interventions and food and relief 
 Nutrition and medicine 
 Nutrition and surveys and medicine 

 
Searches were further refined through the screening of reference lists for relevant papers. When saturation 
of the literature was achieved, each paper was scrutinized for information on nutritional status and the 
effect of TFA in the context of HIV/AIDS.  Since the literature is limited in this area, a wider review of 
literature was then done, including disease progression and nutrition, effect of treatment, and psychosocial 
issues.  
 
In the field, information was gathered from a review of the literature, key informant interviews, group 
discussions, observational visits and collection of current monitoring and evaluation tools. In each study 
country, a local representative identified appropriate field sites to visit and stakeholders to interview.  
During the visit, the researchers pursued some additional interviews and site visits as time allowed.  A 
total of 66 individuals from 29 different agencies were interviewed across the three countries. 
  
RESULTS  
This work highlights the paucity of studies addressing providing TFA to HIV related target groups.  
Although HIV-related confidentiality and stigma are extensively discussed, practical tools to assess 
TFA’s effect on households and ultimately nutritional outcomes for PLHA are not widely available.  
Field work revealed that effect is going to vary considerably depending on quantity, quality and delivery 
method of the food ration; and the initial nutritional status, stage of disease, treatment interventions and 
symptoms experienced by the PLHA participating in the program. In addition, key stakeholders were very 
clear that a ration provided just to an individual will be shared amongst household members and thus the 
potential effect on the PLHA decreased.   
 
During the review of literature (ROL), a total of 58 documents were reviewed from a wide variety of 
sources.  The review began with AEGIS.COM news briefs from June 2002 (Wall Street Journal, 
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Associated Press, UN, BBC News, South African Sunday Times, Reuters, Inter Press Service and the 
International Federation of Red Cross and Red Crescent) [1-16].  Common themes included: 

 Food relief (supplements) as long-term care or recovery  
 The concept of a “new variant famine”  
 Chronic illnesses’ negative impact on household food security 
 The unmet needs of Orphans and Vulnerable Children (OVC) 
 Multiple targets and entry points  
 Issues of denial and stigma  
 Gender inequity (women as caregivers, girls leaving school to care, etc.)   

 
While many organizations advocate for incorporating HIV/AIDS into programming, there is a serious 
lack of empirical evidence on how best to monitor and evaluate the effect of programs on HIV and AIDS 
participants [18,21,24,25,34].  In the context of HIV/AIDS and TFA, programming effects can be defined 
as ‘significant changes – positive or negative, intended or not – in people’s lives, brought about by the 
provision of food assistance and other program interventions3.  General principles, which apply to all food 
assistance programs, should apply within an HIV/AIDS context as well, as shown in Box 1.  
 

 
DO 
Ensu

WA
 

Adap
HIV/

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Despite the lack of exp
participants, this litera
M&E system. These p
Malawi, Zimbabwe an
Findings have been ge
 
1. Assessing Individu
 
a) Nutrition status: T
of assessments and are
Anthropometric measu
tracked over time, can

                                
3 Roche, C. Impact asses
Guidelines, 1999. 
BOX 1:  Principled Care: Food Assistance and HIV/AIDS 

NO HARM 
re that food security and HIV/AIDS programs do not:  
1. Exacerbate community divisions, or 
2. Create  

 Dependency  
 Disincentives to local production and markets,  
 Disruption of traditional safety nets and support systems  
 Stigma and community resentment 

  
TCH WHAT WE DO 
1. Ensure thorough M&E including coverage, progress and outcomes 
2. Document lessons learned  
 
ted from J. Canahuati, Basic Principles for Food Assisted Programs in the context of 
AIDS 
erience in how to monitor and evaluate the effect of TFA on HIV&AIDS 
ture review has identified a number of important starting points for creating an 
oints have been further validated in a recently completed field investigation in 
d Zambia with C-SAFE TFA participants, C-SAFE partners and other stakeholders. 
ared to two levels (Individual and Household) and are outlined below: 

al Effect 

raditional anthropometric measures (weight, height and age) are important aspects 
 one of the few quantitative measurements that are practical for field measurement.  
rements give evidence on the nutritional status of someone with HIV/AIDS and, 

 show nutritional improvement or decline.  For example, Van der Sande MAB et al 

                 
sment for development agencies: learning to value change. Oxfam Development 
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have shown that body mass index (BMI) is a viable predictor of mortality and CD4 count.4  Research 
done in Malawi by Zacharias et al on the effect of food aid on TB patients showed a significant decreased 
in mortality within the first four months of treatment5. Anectodal information from the field also supports 
the prediction of increased weight and improved health with increased food consumption. One young 
mother expressed that when started simultaneously on ARVs and TFA, her weight increased from 45kgs 
to 61 kgs.  However, despite remaining committed to her daily ARV regimen, since the withdrawal of the 
TFA program, her weight had since plummeted to 47kg.      
 
The literature does provide guidance on how best to use anthropometric measures.  Miller (2003) suggests 
that nutritional status can be basically assessed through vigilant monitoring of weight status and that 
disease progression can be monitored through serial measurements of MUAC, triceps skin folds and other 
anthropometry[36].  These recommendations are supported by the HAART and HARVEST program in 
Kenya which monitors weight in an effort to link food security with antiretroviral therapy (ART) 
outcomes[31].  Other anthropometric goals gleaned from the literature include preserving lean body mass, 
maximizing nutritional repletion during infection, and minimizing symptoms of malabsorption [28].   
 
Key stakeholders in the field consistently gave body mass index (BMI) and weight measurements as 
examples of indicators to use in measuring TFA program effect and felt that it was something that either 
was already being done, or could be introduced into program data collection.  Recent discussions with 
TFA and ART recipients demonstrated people’s willingness and desire to discuss their weight and to be 
weighed.   
 
However, in addition to normal issues related to interpretation of anthropometrics, HIV/AIDS brings 
additional problems in interpretation and accuracy of measurement that compromised the value of 
traditional measures as exclusive indicators of the effect of TFA programs.  For example, it is known that 
even in ideal conditions where HIV positive children receive well over the recommended daily allowance 
(RDA) of calories and protein, inferior growth may be seen.  Also, HIV positive adults with no enteric 
pathogens have shown diminished skin fold thickness and lower weight than HIV negative adults despite 
equal food intake [36]. Without substantial years of data to refer to, it is difficult to interpret 
anthropometric measurement trajectories.  Lipodystrophy as a result of ART make mid-upper arm 
circumference (MUAC) an unreliable measurement for PLHAs on ART.  Decreased intake of food can be 
caused by many factors unrelated to food security, such as discomfort (e.g. mouth sores, side effects of 
HAART) and fatigue, so even if food aid is provided, it may not have the anticipated effect. In addition, 
nutritional status and growth may be impaired because of malabsorption and a metabolism which can 
exceed one’s ability (or appetite) to consume. Therefore, traditional measures such as MUAC may not be 
recommended as a gross assessment of nutritional status, but may be helpful in assessing disease 
progression. Anthropometric indicators generally show change subsequent to other subclinical measures 
of health, so by the time there are measurable changes, other important health changes have already 
occurred. Miller provides an extensive review of the nutritional implications of HIV disease that would 
have to be considered when interpreting anthropometric data on PLHAs (see Box 2). 
 
In consideration of the above, the ROL and field research results show that anthropometric measurements 
are useful components of a tool to measure effect, but used in isolation would not provide the level of 
understanding needed to assess a TFA program. Solely measuring physical changes would fail to capture 
the full complement of responses to HIV disease thus an assessment framework comprised exclusively of 
                                                 
4 Van der Sande, MAB et al. Body mass index at the time of HIV diagnosis: a strong and independent predictor of survival. 
Journal of Acquired Immune Deficiency Syndrome 37, 1288-1294, 2004. 
5 Zachariah, R, Spielmann, MP, Harries, A. D. and Salaniponi, F. M. Moderate to Severe Malnutrition in Patients with 
Tuberculosis is a Risk Factor associated with Early Death. Transactions of the Royal Society of Tropical Medicine and Hygiene. 
2002 May-Jun; Volume 96, Number 3: 291-4.  
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anthropometric measures would fail to capture the full potential effect of a TFA intervention.  Clearly, 
what is required are program indicators that are sensitive to a variety of HIV/AIDS impacts[17].  
 

BOX 2:  A summary of HIV nutrition implications 
Weight 
 Weight loss increases infectious complications in people with AIDS  
 HIV-1 is associated with nutritional disorders; decreased nutrient intake and GI malabsorption  

 
Increased nutritional requirements or tissue catabolism specific to children 
 A high HIV-1 viral load is associated with an increased risk of growth failure  
 Lower CD4 T-cell count, exposure to ART associated with growth problems  
 Delays in weight and height  
 Severe wasting with normal height 

  
NB: there is conflicting literature on whether pattern is more cachexia (wasting muscle over fat) or “normal”
weight loss (loss of fat over lean body mass). 
 
Body Mass 
 There is a progressive decline in lean body mass over time  
 Fat stores remain constant but low  

 
CD4 count 
 CD4 cell count correlated with energy intake 
 Nutrient intake positively associated with CD4 count 
 Inverse relationship between CD4 cell count and weight and risk of AIDS, BMI and arm muscle

circumference   
 
Body fat distribution 
 HAART may lead to a clinical syndrome of body fat redistribution and metabolic changes. Primarily 

seen in adults, this includes a syndrome of peripheral insulin resistance, hyperlipidemia, and 
lipodystrophy [truncal obesity, dorsocervical fat pad, extremity and facial wasting]  

 
Adapted from Miller (2003). Nutritional aspects of HIV-infected children receiving highly active antiretroviral therapy 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
b) Strength and stamina:  The return of strength and ability to be involved in income generating 
activities are possible general indicators of TFA impact [22].  As with other measures, it would be 
important to control for the availability and use of medical treatment including ART, tuberculosis (TB) 
treatment and for the treatment of opportunistic infections.  
 
In recent field interviews in Malawi and Zimbabwe, TFA beneficiaries commonly mention the return of 
strength as a major effect of TFA.  In addition to the ability to return to activities of daily living and 
“going to garden,” the beneficiaries mentioned the decreased care-giving that they need from others.  One 
young severely wasted man expressed both joy and relief that with his response to improved nutrition and 
tuberculosis therapy, his parents were able to get outside the house, to go to the fields and to seek gainful 
employment. 
 
c) Disease incidence and/or symptoms: Disease incidence is another indicator mentioned in the 
literature [27] as a proxy measure of overall good health and improved food security. Many beneficiaries 
mentioned the reduction in symptoms such as cough with improved food security, though the biological 
plausibility of this effect (as a direct result of food aid) was questioned by some stakeholders interviewed 
in the field.   
 
d) Treatment uptake and efficacy: For PLHAs on TB treatment or ART, a commonly mentioned effect 
of TFA programs was an increase in treatment uptake and a decrease in default rates.  Program managers 
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and field workers often mentioned that they felt if food aid is given to people receiving various lengthy 
drug treatments, there would be an incentive to participate, to regularly attend appointments and that the 
drugs would be absorbed better.  However, the latter was disputed in relation to ARVs in Malawi as the 
drugs in the ART program in Malawi are particularly chosen because they don’t have to be taken with 
food (personal communication with Dr. Libamba, MoH, Malawi).  Field interviews also encountered 
strongly held beliefs, among staff and stakeholders at many levels, that targeted food assistance alongside 
of treatment improved the treatment outcomes.  While this makes sense at an intuitive level, there is still a 
lack of empirical evidence to support this belief. Attaching food aid distribution to other HIV/AIDS 
related interventions such as PMTCT and psychosocial support groups was also predicted to create an 
effect on increased enrollment and attendance.  When food aid was cut in October 2004, the matron 
reported a drop in attendance in the HIV positive support group at St. Paul’s hospital in Musami, 
Zimbabwe and reportedly, a visible decrease in weight among the participants.
 
e) Quality of life (QOL):  Current literature abounds with studies on quality of life amongst PLHAs and 
recent interviews with health workers and TFA field staff support exploring the use of QOL as a measure 
of the effect of TFA.  Quality of life is a multi-faceted concept, which considers the impact of 
impairments, function, perceptions and social opportunities [42]. Quality of life measures may prove 
promising in the assessment of improved food security.  Numerous studies have been done using QOL 
measures with HIV positive persons, [47-49] and a number of tools exist [44-46].  Unfortunately, 
however, there are no published studies that look directly at the effect of food assistance on QOL for 
PLHAs.  One unpublished pilot study has been done in South Africa on QOL and food, while another has 
looked at ARV-related nutritional problems and QOL [50]. 
 
Reduced QOL has been associated with such variables as increasing age, gender (female), race, drug use, 
income, and CD4 count (lower).  Lower CD4 count (in one study) was most strongly associated with 
lower QOL, yet taking ARVs was not associated with a difference in QOL, even when CD4 count was 
considered [43].  QOL measures offer a richer assessment of the effect of TFA, including physical, social 
and psychological components.  These benefits will need to be weighed against the time needed to 
complete QOL assessments (minimum 20 minutes) and the level of translation and training required. 
 
Managers of TFA programs, field staff, and health workers identified quality of life as a measure they feel 
would be worthwhile and relevant to measure effect of TFA programs.  They felt it would be accepted by 
program beneficiaries and easy for home based care workers and other field staff to include in routine 
data collection.  A number of stakeholders were eager to learn more about this measure and its potential.   
 
2. Assessing Household Effect 
Known household responses to HIV/AIDS could potentially be used to track program impact such as sale 
of assets (both productive and non-productive), dietary changes, hiring out of household labor, and 
withdrawal of children from school [29]. Other household measures mentioned were acceptability of 
support, intra household dynamics, and stigma associated outcomes [26].  Swindale has identified 
multiple household measures such as food security, dietary diversity, asset retention, as well as 
anthropometry, demographics and disease incidence [27].  
 
Another distinction which could be made would involve categorizing households based on the type of 
AIDS impact, i.e. chronic illness or death or support of orphans. This could be further broken down into 
impacts on human, financial, social, physical and natural capital [32].  Three tools (described in Box 3) 
which may be useful are: the Experiential Household Food Insecurity Scale (EHFIS), Household Dietary 
Diversity (HDD) and Household Asset Index (HAI)[27]. Indicators that are already included in many data 
collection tools measuring food security include such indicators as number of meals eaten per day, 24 
hour food recall, dietary diversity indices, consumption of luxury items, amount of land planted, and 
expenditure on food could be used to look at household impacts of PLHA TFA programs.   
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BOX 3:   Summary of three household food security indices. 
 
TOOL  MEASURES
 
EHFIS  Worry about running out of food 

Insufficient food intake / rationing. 
Decreased dietary quality &/or social acceptability 
Coping strategies to increase household resources1 

 
HDD Indicator of per capita consumption and caloric availability 

(10% increase in HDD associated with increased consumption and increased caloric 
availability) 

 
HAI  Productive assets2 (e.g. oxen) 

Easily acquired and liquidated assets (e.g. kitchen utensils) 
Luxury items 

 
1 Coping strategies can include a variety of issues including strategies, which were disliked, 
compromise future food needs, other future needs or that of which one is now ashamed. 
2 Sale of productive assets = more severe response 
 
Adapted from *Swindale, A. (FANTA) HIV and Food Aid: Assessment for Regional Programs and Resource 
Integration. 

 
ISSUES FOR SPECIAL CONSIDERATION  
 
a.  The Bi-Directional Nature Of Chronic Illness And Food Security: Chronic ill-health may serve as 
a cause of food insecurity as well as a consequence of food insecurity [23,27,28].   HIV disease is related 
to food security at the individual, household and community levels.  For example, during times of food 
insecurity individuals may adopt survival strategies that increase their risk of HIV infection.  In turn, 
subsequent infection and illness reduce one’s ability to improve their household food security.   
 
Community involvement is affected by this relationship as well.  One illustration of such involvement is 
school attendance.  For example, when a family’s food security is compromised due to illness, then 
children may drop out of school.  Conversely, when a person is feeling better and able to support their 
children, school attendance may improve.  Additionally, specific to HIV/AIDS, the taking in of recently 
orphaned relatives may also threaten school attendance. 
 
b. Women’s Increased Vulnerability: Doull et al (2004) report on the multiple ways in which women 
and men are unequally affected by HIV/AIDS [51].   Increased vulnerability includes physical as well as 
socioeconomic and political factors.  Gender inequity, culture and economics affect the risk of HIV 
infection and subsequent care and support. However, pregnancy and lactation increase women’s 
nutritional vulnerability irrespective of HIV status.  Mother’s nutritional status has been shown to be a 
reliable predictor of post-natal death [52].  Women’s post-natal nutritional status has been assessed using 
a variety of indicators including BMI, MUAC and weight change [52-55].  WHO currently recommends 
that all pregnant women undergo a baseline nutritional assessment including weight and haemoglobin. 
Where feasible, monitoring BMI and MUAC will help classify a mother’s nutritional status [52, 56].     
 
c. Identification of Confounding Variables: Given the multi-factoral and complex interplay between 
HIV disease and nutrition, potentially confounding variables must be identified from the outset and 
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collected in baseline and monitoring tools.  Research is needed to better understand all the independent 
variables that would be relevant to collect to show causal attribution of food aid on PLHAs.  One 
potentially confounding variable is the issue of continued wasting despite use of ART [36, 38].  Other 
variables include HAART side effects such as nausea and vomiting, metabolic complications 
(derangement of lipid and glucose metabolism) of treatment [39] and prolonged recovery times [40].  
Stage of disease, food security status, age, gender, treatment methods, access to medical care, 
symptoms/disease outbreaks, CD4 count, micronutrient status, home and community support and stigma 
are also worth considering.  
 
d. Moral and Ethical Issues: The goals of TFA programming in areas where high HIV/AIDS prevalence 
and food insecurity co-exist can vary a great deal, and can include improved care and support, improved 
nutritional status, improved household food security and enhanced individual or household coping 
capabilities, to name a few. Other outcomes can be articulated in the design of the program, such as 
enhanced program uptake or improved treatment adherence.  Given the previously stated multi-faceted 
nature of HIV&AIDS and its effects on households and communities, there are many possible program 
goals, designs and ways to use food assistance. Careful program design that involves the participation of 
program participants can increase the effectiveness of the program in meeting overall goals. 
 
In a situation when many aspects of a person’s life are being negatively affected by disease, agencies 
must pay extra attention to not bringing additional harm to that person (unintended negative effects). This 
is highlighted in situations where an individual’s autonomy, freedom to work, play and interact can be 
reduced by the responses of others, and choices can be compromised by disease progression, pain and 
psychosocial factors. Sensitivity must be employed in trying to balance a family’s autonomy for decision 
making with the emotional and physical needs of their children. 
 
e. Research Priorities: 

1. Mixed (qualitative and quantitative) studies of optimal dietary advice with the outcomes such as 
quality of life, morbidity, disease progression and survival time [58] 

2. Quantitative studies of optimal nutrition support and outcomes such as body composition, 
morbidity (esp. diarrhea), CD4 counts, viral load, disease progression, survival time and MTCT 
(rate)[58] 

 
DISCUSSION 
Numerous interviews with beneficiaries of TFA have shown both a willingness and desire to report on the 
qualitative effect of food assistance.  People readily discuss weight gain, having more energy, higher 
attendance at school by children of PLHAs, having less worry and increased strength and ability to 
“return to the fields” as effects of TFA.  PLHA beneficiaries of TFA reported not having to sell small 
livestock or household assets during the period when they were receiving food assistance from C-SAFE 
partners as they have previously during times of food insecurity.  Normal effects of the ‘hunger months’ 
or times of food insecurity are compounded for PLHAs by disease progression and family changes due to 
death, illness or inheriting orphans.  As culture dictates that rations are shared amongst all household 
members, measuring the effect of TFA should not be restricted to just PLHAs, but also examine the food 
security status and risk level of the entire household. This complex web of events requires a mix of 
indicators as mentioned above to fully understand the effect of food support.  Thus, even where HIV 
prevalence is high and food insecurity low, the potential for worsening food security exists and a 
“snapshot” assessment may be misleading.   This paper [37] also supports other themes heard elsewhere 
such as the need to “First, do no harm” and the need for a focus on women who are especially vulnerable. 
 
Therefore, stand-alone measures of ‘improved’ nutritional status are inadequate, as they would fail to 
account for the multiplicity of factors (besides food) that affect nutrition and food security when an HIV 
lens is applied. Programs should be design based on our current level of understanding of these 
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interrelationships, and deliberately include operational research strategies to increase our understanding of 
these relationships. The minimum standard of “do no harm” should guide all actions.  Participatory 
planning should be used wherever possible and measures known to reduce stigma should be introduced 
and encouraged. 
 
CONCLUSIONS AND RECOMMENDATIONS 
The overwhelming majority of people interviewed felt that food aid was a desirable and worthwhile 
component of HIV/AIDS services.  Despite this sentiment, little to no evidence exists to demonstrate the 
effect of food aid on PLHAs, nor are M&E systems designed to evaluate this effect.  However, most 
service providers were very interested in this research, were very cooperative in sharing their experiences 
and willing to work together in the future to document the effect of food aid.   
 
Establishing a framework to document food aid outcomes and modify M&E systems, however, will not 
be easy as many limitations exist including institutional cultures, data collection capacity, multi-factoral 
study design and analysis, available time, financial resources and current limited understanding of the 
interplay between HIV, micro and macro nutrients.   The link between nutrition and HIV is a complex 
web of biologic, behavioral and social factors.  Understanding this complex interplay is critical to the 
valid and reliable design of any monitoring and evaluation system.  It is important to remember that 
inadequate nutritional status may continue despite TFA due to frequent infections, loss of appetite and 
disease progression.   
 
The numerous interviews and site visits conducted provided the researchers with extensive ideas on the 
perceived effect of TFA being observed in the field, and what could potentially be measured.  However, 
as limited empirical evidence exists, the need for pilot studies and clear documentation of these effects is 
needed.  Such work would further inform or modify the recommendations below.  The key areas of effect 
expected from TFA are: 

 increase in daily food consumption by all household members 
 increase in money available for other needs 
 increase in household food security 

 
These key effects generate a cascade of multiple effects such as increase in weight, energy, drug 
adherence, school attendance, immunity, medical treatment, quality of life, productivity and ultimately 
survival.  It is not feasible, however, to collect data measuring all these predicted effects.  The indicators 
that are deemed the most relevant and viable to collect (by C-SAFE or other partners) include:  

 Anthropometrics: BMI, MUAC, weight for age and % weight change 
 Treatment adherence: TB and ART drugs, infant feeding protocols 
 School attendance 
 Risky coping strategies 
 Mental health 
 Productivity 
 Return to daily living activities 
 Need for care-givers 
 Program uptake  

 
Not all of these indicators would be appropriate for every intervention or partner.  Each implementer 
would have to examine the specific program objectives, available capacities and situation to determine 
what indicators would be most appropriate.  For any of these indicators, in order to prove causal 
attribution from food aid (particularly using a cross-sectional survey design versus a baseline-evaluation 
model), it will be important to control for variables that will influence the level of effect obtained from 
TFA.  These include, but are not limited to:  

 the medical treatment the beneficiary is receiving (e.g. ART),  
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 the stage of disease of the beneficiary (determined either by CD4 count of the WHO stage 
classification), and  

 the signs/symptoms the beneficiary has experienced during the period in question.   
If these variables are not collected and controlled for in analysis, it will not be possible to determine 
which effects can be attributed to food aid, and which were due to other factors.  
 
Several of these indicators can be combined in a composite indicator looking at quality of life.  Some 
quality of life scales exist including PARSE, Medical Outcome Survey-HIV (MOS-HIV), WHO-QOL, 
and QOL by the AIDS Clinical Trial Group.  Many of these, however, are very long and/or have not been 
adapted to resource-constrained setting. The quality of life composite that seems to be the most 
appropriate and feasible for programs discussed in this paper is the MOS-HIV.  This survey encompasses:  
mental health, productivity, and return to daily living activities in addition to measuring mental 
functioning.    
 
Involvement of the community and the use of participatory approaches are critical to an M & E 
program’s validity and sustainability, and were mentioned repeatedly.  Also, the need to monitor 
households over time was mentioned as important given the multi-factoral and complex nature of 
HIV/AIDS and food security.  Although the use of cross-sectional studies may at times be warranted, 
such measures would fail to uncover the complex interplay between numerous factors.  A number of 
recurring themes have emerged from this review and are presented in the chart below. 
 

Potential indicators for measuring the effect of TFA  on PLHA 
 

 Individual Level Household Level 
Anthropometric measures  

Weight change, MUAC or BMI X  
Weight for age (child) X  

Food security 
# meals/day X X 

Food quality and acceptability X X 
Dietary diversity X X 

Agricultural productivity X X 
Quality of life  

Mental health X X 
Activities of daily living X X 

Productivity X X 
Stigma-related outcomes X X 

Intra-household/community dynamics X X 
Treatment program indicators  

Program uptake X  
Treatment adherence X  

Coping Strategies 
School attendance  X 

Asset inventory  X 
Other relevant coping strategies indicators6 X X 

Care requirements X X 
 
                                                 
6 C-SAFE uses the Coping Strategies Index (CSI), a relatively simple and efficient indicator of household food security that 
measures the frequency and severity of a household’s coping strategies for addressing shortfalls in food supply.  Information on 
the frequency and severity is combined into a single CSI score.  It corresponds well with other more complex measures of food 
insecurity.  Developed by CARE, and field tested by WFP and CARE, the CSI has been used for early warning and food security 
monitoring in eight African countries and several Middle Eastern countries.     
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SUMMARY 
Providing TFA in areas with high HIV/AIDS prevalence calls for new, creative ways of assessing food 
aid programming in food insecure regions.  As standard anthropometric indicators have not been 
extensively collected on PLHAs, evaluations of the effect of food aid on PLHAs will be fairly complex 
data collection exercises, requiring the use of variety of variables in order to control for confounding 
issues such as size/mix of ration, treatment provided for the PLHA, and initial nutritional status.   
 
Although this review found no empirical studies specific to the effect of TFA on PLHA, considerable 
information was generated on the nutritional, quality of life and psychosocial implications of HIV/AIDS.  
And as Kadiyala and Gillespie explain, “Though there is little empirical evidence regarding the 
effectiveness of food aid in responding to HIV/AIDS currently, this should not forestall action”[37, 
p.281].  C-SAFE will be reviewing these findings and, where possible, integrating the collection of 
relevant data into existing M&E systems.  
 
 
 
 
 
 

                                
                                                                                                                                                                              
 
 
 C-SAFE (Consortium for Southern Africa Food Security

Emergency) is funded by USAID’s Office of Food For Peace.
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Measuring the Effect of Targeted Food Assistance on  
Beneficiaries with Chronic Illness 12



REFERENCES 
 

1. Thurow, R. (July 10, 2003). In Africa, AIDS and Famine Now Go Hand in Hand. Wall Street 
Journal. 

2. United Nations (Februrary 24, 2003). Food and HIV Crisis Persists Despite UN Support. United 
Nations (New York) 

3. Associated Press (October 21, 2004). World Food Program: Southern Africa Needs $404 Million.  
4. Associated Press (August 12, 2004). Rights Group Urges Zimbabwe to End Secrecy on Food 

Suplies. AP 
5. BBC News (November 18, 2003). Food Aid to Target HIV Sufferers.  
6. UN Integrated Regional Information Networks (October 10, 2003). Swaziland: Aid Focus shifts 

to Mitigate impact of HIV/AIDS. 
7. Ntuli, D. (August 18, 2002). Food Shortages Amplify HIV/AIDS Scourge. Johannesburg: Sunday 

Times.  
8. Reuters NewMedia (June 11, 2002). UN Food Program Targets Zambians with HIV/AIDS.  
9. Sunday Times (April 6, 2003). Fighting disease must start with putting a good meal on the table: 

Manto Tshabalala Msimang explains the government’s emphasis on nutrition. Johannesburg: 
Sunday Times. 

10. UN Integrated Regional Information Networks (February 26, 2003). South Africa: Finance 
minister increases social grants.  

11. Quinn, A. (November 27, 2002). U.N. Envoy: AIDS Root of Africa Food Crisis. Reuters 
NewMedia. 

12. UN Integrated Regional Information Networks (February 11, 2004). Lesotho: Moutain Kingdom 
faces humanitarian calamity.  

13. Hall, J. (December 17, 2003). Rights: Child-Headed Households Growing in Swaziland.  Inter 
Press Service. 

14. Thurow, R. (July 9, 2003). AIDS Fuels Famine in Africa as Swaziland Farmers Die, Their Land 
Goes Unplanted. Wall Street Journal. 

15. Dale, P. (August 20, 2002). As Hunger Stalks Southern Africa, HIV/AIDS is the Price Women 
Pay. Inter Press Service. 

16. International Federation of Red Cross and Red Crescent Societies (July 14, 2003). HIV/AIDS is 
Unusual Business: The Need for an Integrated Community-Level Response.  

17. *FAO/WHO Living well with HIV/AIDS 
18. FAO (2003). Incorporating HIV/AIDS considerations into food security and livelihood projects. 

Rome: FAO.  
19. FAO (2003) Food security and HIV/AIDS: An update. Retrieved 12/29/04 from 

www.fao.org/DOCREP/MEETING/006/Y9066e00.HTM 
20. IFAD (2001). Participatory approaches for an Impact-Oriented Project Cycle. Rome: IFAD.  
21. IFAD (October, 2001). Strategy paper on HIV.AIDS for East and Southern Africa. : Rome: 

IFAD.  
22. WFP (October, 2004). WFP and Food-Based Safety Nets: Concepts, Experiences and Future 

Programming Opportunities. (WFP/EB.3/2004/4-A) Rome: WFP. 
23. WFP (February, 2003). Programming in the Era of AIDS: WFP’s Response to HIV/AIDS. Rome: 

WFP. 
24. FANTA (November, 2004). HIV/AIDS and Food Aid: Assessment for Regional Programs and 

Resource Integration. Washington, D.C.: FANTA. 
25. *Canahuati, J. (USAID) Basic Principles for Food Assisted Programs in the context of HIV/AIDS 

presentation at  
26. *WFP Uganda Distribution Mechanisms in HIV/AIDS Programming presentation at 

 

Measuring the Effect of Targeted Food Assistance on  
Beneficiaries with Chronic Illness 13

http://www.fao.org/DOCREP/MEETING/006/Y9066e00.HTM


27. *Swindale, A. (FANTA) HIV and Food Aid: Assessment for Regional Programs and Resource 
Integration Workshop presentation at 

28. *HIV/AIDS and Food Aid: Assessing the Potential for Food Aid Interventions in High HIV 
Prevalence Contexts presentation at 

29. FANTA (April, 2000) Potential Uses of Food Aid to Support HIV/AIDS Mitigation Activities in 
Sub-Saharan Africa. Washington, D.C.: FANTA. 

30. FANTA (October, 2004) HIV/AIDS: A Guide for Nutritional Care and Support.  
      Washington, D.C.: FANTA. 
31. FANTA (December, 2004) AMPATH- Academic Model for the Prevention and Treatment of 

HIV/AIDS. retrieved on 12/20/04 from www.fantaproject.org/events/ampath04.shtml 
32. O’Donnell, M. (August, 2004). Food Security, Livelihoods, & HIV/AIDS: A Guide to the 

Linkages, Measurement & Programming Implications. London: Save the Children-UK.  
33. Kadiyala, S. (October, 2004). Scaling-up a Community-Driven HIV/AIDS Program in Malawi. 

Social Development Notes-Community Driven Development. [SD Note No. 96]. Washington, 
D.C.: World Bank 

34. USAID-PVO Steering Committee on Multisectoral Approaches to HIV/AIDS (April, 2003). 
Multisectoral Responses to HIV/AIDS: A Compendium of Promising Practices from Africa.  
Washington, D.C.: USAID. 

35. Kikule, E. (2003). A good death in Uganda: survey of needs for palliative care for terminally ill 
people in urban areas. BMJ; 327:192-194.  

36. Miller, T.L. (2003). Nutritional aspects of HIV-infected children receiving highly active 
antiretroviral therapy. AIDS; 17: S130-S140. 

37. Kadiyala, S. & Gillespie, S. (2004). Rethinking food aid to fight AIDS. Food and Nutrition 
Bulletin; 25: 271-282. 

38. Wanke, CA, Silva M, Knox TA et al. Weight loss and wasting remain common complications in 
individuals infected with human immunodeficiency virus in the era of highly active antiretroviral 
therapy. CID 2000; 31:  803-805. 

39. Shevitz AH, Knox TA. Nutrition in the era of highly active antiretroviral therapy, CID 2001; 32: 
1769-1775. 

40. Sandige H, Ndekha MJ, Briend A et al. Locally produced and imported ready-to-use food in the 
home-based treatment of malnourished Malawian children. J Pediatric Gastroenterology Nutr 
2004; in press.  

41. *_____  Nutritional Care and Support of Pregnant and Lactating Women or Adolescent Girls with 
HIV/AIDS.  Nutrition and HIV/AIDS: A Training Manual Session 6.  

42. *Robinson, F.P. (2004) Measurement of quality of life in HIV disease. Journal of the Association 
of Nurses in AIDS Care, 15, 14S-19S. 

43. Campsmith, M.L., Nakashima, A.K., Davidson, A.J. (2003)  Self-reported health-related quality 
of life in persons with HIV infection: results from a multi-site interview project. Health and 
Quality of Life Outcomes, 1, 12.  

44. Wu, A.W., Revicki, D.A., Jacobson, D., Malitz, F.E. (1997). Evidence for reliability, validity and 
usefulness of the Medical Outcomes Study HIV Health Survey (MOS-HIV). Qaul Life Research, 
6, 481-493. 

45. RAND Health (n.d.) HIV-PARSE Baseline Questionnaire. Retrieved 12/27/04 from 
www.rand.org/health/surveys/MR342/MR342.html 

46. Webster, K, Cella, D., and Yost, K. (2003). The Functional Assessment of Chronic Illness 
Therapy (FACIT) Measurement System: properties, applications and interpretation.   Health and 
Quality of Life Outcomes 2003; 1: 79.  

47. *Jacobson, D.L., Wu, A.W., Feinberg, J., & Outcomes Committee of the Adult Clinical Trials 
Group (2003) Health-related quality of life predicts survival, cytomegalovirus disease, and study 
retention in clinical trial participants with advanced HIV disease. Journal of Clinical 
Epidemiology, 56, 874-879 

Measuring the Effect of Targeted Food Assistance on  
Beneficiaries with Chronic Illness 14

http://www.fantaproject.org/events/ampath04.shtml


 
48. Mast, T.C., Kigozi, G., Wabwire-Mangen, F., Black, R., Sewankambo, N., Serwadda, D., Gray, 

R., Wawer, M., & Wu, A. W. (2004). Measuring quality of life among HIV-infected women 
using a culturally adapted questionnaire in Rakai district, Uganda.  AIDS Care, 16, 81-94.  

49. Preau, M., Leport, C., Salmon-Ceron, D., Carrieri, P., Portier, H., Chene, G., Spire, B., Choutet, 
P., Raffi, F., Morin, M., & the APROCO Study Group (2004). Health-related quality of life and 
patient-provider relationships in HIV-infected patients during the first three years after starting 
PI-containing antiretroviral treatment.  AIDS Care, 16, 649-661.    

50. *Fields-Gardner, C. & Keithley, J.K. (2001)  Management of ARV related nutritional problems: 
Challenges and future directions.  Journal of the Association of Nurses in AIDS Care, 12, 79-84.  

51. Doull, M, O’Connor, A, Robinson, V, Wells, G, Tugwell, P. Peer-based interventions for 
reducing morbidity and mortality in HIV-infected women.  The Cochrane Database of Systematic 
Reviews 2004, Issue 2. Art. No.: CD004774. DOI: 10.1002/14651858.CD004774. 

52. WHO (2004) Nutrition Counseling, Care and Support for HIV-Infected Women: Guidelines on 
HIV-Related Care, Treatment and Support for HIV-Infected Women and Their Children in 
Resource-Constrained Settings. Geneva: WHO. 

53. Lindan, CP, Allen, C, Serfulilira, A, et al. (1992). Predictors of mortality among HIV-infected 
women in Kigali, Rwanda. Annals of Internal Medicine, 116: 320-328. 

54. Nduati, R., Rochardson, B., John, G, et al. (2001). Effect of breastfeeding on mortality among 
HIV-1 infected women:  A randomized trial. The Lancet: 357:1651-1655. 

55. Zvandasara, P, Miller, M, Mbuya, N., et al. (2002). Anemia and associated mortality among HIV-
infected postnatal women in Zimbabwe. Paper presented at the International AIDS Conference, 
Barcelona, Spain, July (Abstract Number TuPeC4782).  

56. WHO. 1995. Expert Committee on Physical Status. The use and interpretation of anthropometry. 
Geneva: World Health Organization (WHO Technical Report Series No. 854). 

57. Curtain, L. & Flaherty, M.J. (1982). Nursing Ethics: Theories and Pragmatics. London: Prentice 
Hall. 

58. CRCHS, WHO, AED-SARA Project (2003). Providing Nutritional Care and Support for People 
Living with HIV/AIDS: Guidelines for Policy Makers and Programme managers in the African 
Region, Arusha Tanzania: CRCHS.  

59. Piwoz, E. (April, 2004). Nutrition and HIV/AIDS: Evidence, Gaps, and Priority Actions, AED-
SARA Project. 

 

Measuring the Effect of Targeted Food Assistance on  
Beneficiaries with Chronic Illness 15


	ISSUES FOR SPECIAL CONSIDERATION
	b. Women’s Increased Vulnerability: Doull et al (2004) repor
	c. Identification of Confounding Variables: Given the multi-
	d. Moral and Ethical Issues: The goals of TFA programming in
	e. Research Priorities:




	DISCUSSION
	CONCLUSIONS AND RECOMMENDATIONS
	Anthropometric measures
	Food security
	Quality of life
	Treatment program indicators 
	Coping Strategies

