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Abstract
Many people are reluctant to access voluntary counselling and testing services for 
fear of stigma and the implications of death often associated with a positive HIV 
diagnosis. This study however noted how Tonga females residing in Binga, one of 
Zimbabwe’s poorest and most food insecure districts, were eager for an HIV posi-
tive result in order to secure food handouts from Non-Governmental Organisations. 
Using a conceptual framework developed by Weiser and colleagues for understand-
ing the bidirectional links between food insecurity and HIV/AIDS linkages, this 
paper explored the relationship between food insecurity, gender roles and HIV/
AIDS. Qualitative in-depth interviews, participant observation and focus group 
discussions were conducted with 53 caregivers and four healthcare personnel. 
Data were analysed using content analysis. The findings show the interrelationship 
between food insecurity, gender roles and HIV/AIDS entwined in a vicious cycle 
that heightens vulnerability to and worsens the severity of each condition. The find-
ings from this study can help in informing policy interventions geared towards HIV/
AIDS, gender inequality and food insecurity.
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Introduction

Food insecurity and HIV/AIDS remain global, social and public health challenges 
(Masa and Chowa 2017). The reciprocal relationship between food insecurity and 
HIV/AIDS has been well documented as a leading cause of morbidity and mor-
tality in many settings in Sub-Saharan Africa (Weiser et  al. 2015; Vogenthaler 
et al. 2013; Tsai et al. 2011). Despite this, mechanisms through which food inse-
curity can lead to HIV are less explored (Weiser et al. 2011). Research has found 
that improvements in household food security and nutrition are associated with 
women’s access to income and their role in household decisions on expenditure 
as women tend to spend a significantly higher proportion of their income than 
men on food for the family (Hyder et al. 2005). Despite women being the key fig-
ures in agriculture and food security, gender inequality is holding back progress 
towards ending hunger, poverty and creating sustainable food systems (FAO et al. 
2018). Thus, empowering women has the potential to bring major gains to society 
at large, because it can increase production, improve food security and nutrition, 
boost the economy and improve human capital of future generations, thereby fos-
tering long-term economic growth (Saunyama 2017).

Food insecurity is the limited or uncertain availability of nutritionally ade-
quate, safe foods, or the inability to acquire personally acceptable food in socially 
acceptable ways (Fawole et  al. 2015; Frimpong 2013; Anema et  al. 2009). The 
definition incorporates overlapping challenges, including insufficient quantity, 
poor quality, limited diversity, or compromised safety of food; inadequate access 
of food, leading to hunger and anxiety; and the need for socially unacceptable 
procurement of food, including begging, relying on charity, exchanging sex for 
food, stealing food, and other activities (Anema et al. 2009).

There is more than enough food in the world to feed everyone yet estimates 
indicate that between 2012 and 2014 at least 805 million people experienced 
extreme chronic malnourishment, 60% being women and girls (FAO et al. 2014). 
Worldwide, and in Africa in particular, women traditionally play a critical role 
in securing food for their families despite major constraints to meet basic family 
survival needs. Evidence shows a strong correlation between gender inequality 
and food nutrition insecurity (FAO et al. 2014). Women’s own food security and 
nutrition needs—and often those of their daughters, are being neglected at the 
household level, where discriminatory social and cultural norms prevail (Brody 
2015). Gender inequality both leads to and is a result of food insecurity that 
increases the risk of HIV through risky coping strategies and on the other hand, 
HIV heightens vulnerability to food insecurity by limiting household income and 
food production (Kadiyala and Rawat 2013; Weiser et al. 2011).

Food insecurity is hypothesized to increase sexual vulnerability, especially 
among women living in poverty and who are often dependent on others for food 
and other resources, and whose human rights are inadequately protected (Miller 
et  al. 2011). Women have historically been largely landless, most owning little or 
no land themselves resulting in a gender gap in access to land (Agarwal 2012). 
Weaver and Hadley (2009) found a strong association between food insecurity and 
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increased mental illness symptoms such as anxiety and depression among mothers 
with children in food insufficient situations. These inequalities result from a variety 
of causes, including low level of female autonomy, unequal control of resources and 
household food allocation (Weiser et al. 2015; Susser 2009). Thus, food insecurity 
and HIV/AIDS are highly gendered phenomena that needs to be explored in order to 
get an in-depth understanding of the interrelationship. Data is from an ethnographic 
study undertaken among the Tonga of Binga in Zimbabwe.

In Fig. 1, the Weiser et al. (2011) conceptual framework shows how food inse-
curity and HIV/AIDS are intertwined in a cycle through nutritional, mental health, 
and behavioural pathways. The framework spans three levels of determinants; com-
munity, household and individual. Broader structural factors influence food insecu-
rity at the community level. These include climatic features (e.g. drought, flooding), 
socio-economic factors (e.g. poverty, access to education), social factors (e.g. gender 
equality, health related stigma) and local food availability. Food insecurity typically 
operates at the level of the household, and is influenced by other household factors, 
such as family structure and social support. Specifically, food insecurity can lead to 
macro-nutrient and micronutrient deficiencies, which can affect the transmission of 
HIV, and can also contribute to immunologic decline and increased morbidity and 

Fig. 1   Conceptual framework for understanding the bidirectional links between food insecurity and HIV/
AIDS. The figure was provided by Dr. Sheri Weiser
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mortality among those already infected (Weiser et al. 2011). Food insecurity in turn 
shapes individual behaviours and HIV/AIDS outcomes through nutritional, mental 
health and behavioural pathways. The framework also portrays the reciprocal rela-
tionship between food insecurity and HIV/AIDS acquisition and transmission.

Food Insecurity and HIV/AIDS in Binga

The food security situation in Zimbabwe is positioned as part of a larger economic 
decline with low agricultural productivity, deteriorating standards of living, gov-
ernment corruption and policy inconsistencies (ZCAWD 2014). As a result, most 
households in rural areas buy food, because they cannot produce enough to meet 
their daily needs (Ncube 2016). Such a situation exacerbates food insecurity and 
the HIV epidemic, which are inextricably linked and perpetuate each other. About 
80% of Tonga people residing in Binga suffer from high levels of poverty and most 
households face chronic food shortages that threaten their everyday lives (Rural 
Poverty Portal 2015; Mudimba 2015; Cumanzala and Muleya 2010). Politics also 
plays a huge part of food inefficiency as the government is known to withhold food 
aid from the Tonga communities (Muderedzi et al. 2017).

The Tonga situation is not only about limited food access but a complex context 
in which malnutrition feeds a vicious cycle made of poor diet and lack of incomes 
to diversify the diet. Average annual yields per household range from two to three 
bags of millet on the allocated five acres of arable land, which is far from being 
sufficient for domestic consumption (Agriculture Extension 2004; Mwaramba et al. 
2001). Despite external food aid, the communities remain vulnerable to drought and 
poor soils. Out of the ten provinces in Zimbabwe, Matabeleland North where Binga 
is situated has the second highest HIV prevalence for adults at 17.6% and the highest 
among children under 14 years old at 3.2% (ZDHS 2016; Zimphia 2016).

Gender Roles, Food Insecurity and HIV/AIDS

Culture includes everything that is learnt in a society. It is a transfer from collec-
tive to the individual and is not static, but in constant flux (Ncube 2016; Haralam-
bos and Holborn 2008). Cultural traditions and social structures across the develop-
ing world often lead to women being more affected by hunger and poverty than men, 
even though women, particularly expectant and nursing mothers, often need special 
or increased intake of food (FAO 2011). Women are more vulnerable due to their lack 
of access to and control over resources including land, employment and money (UN 
DESA 2015; Miller et al. 2011). As a result of the inability to procure food, in socially 
or personally acceptable ways, food insecurity also contributes to risky sexual prac-
tices and enhanced HIV transmission (Weiser et al. 2011, 2012; Miller et al. 2011).

In many parts of Africa, men and women make unequal use of public health 
facilities with women having more contact with health facilities mainly through 
reproductive and child health services. As a result of this gender disparity in health 
care, men have fewer opportunities and disproportionately poorer access to HIV 
testing, prevention, care and treatment services (van Rooyen et al. 2013). The fear 
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of knowing one’s HIV status has been shown to originate from perceiving an HIV 
positive result as a death sentence and from the anticipation of severe stigma (Jur-
gensen et al. 2012; De Wit and Adam 2008). However, women attending ante-natal 
clinics (ANC) are more inclined to get tested due to their concern for the health of 
the expected baby, self-perceived HIV risk, and knowledge of medical intervention 
to reduce disease symptoms or prevent vertical transmission (Basilwizi Trust 2012; 
Cumanzala and Muleya 2010). Various studies in Sub-Sahara Africa have reported 
men shunning HIV testing for different reasons such as gender norms and ideas of 
hegemonic masculinity where toughness and self-reliance are valued (Van Rooyen 
et al. 2013; O’Brien et al. 2005). This can be seen as culture creating male vulner-
ability to HIV/AIDS.

Aim of Research

This paper utilizes the Weiser framework on food insecurity and HIV/AIDS to 
explore the mechanisms by which food insecurity, gender roles and HIV/AIDS are 
linked at community, household and individual levels. The aim is to generate knowl-
edge that can contribute to develop effective interventions to reduce food insecurity, 
address gender—based inequities and reduce HIV/AIDS acquisition and transmis-
sion, depending on our understanding of these multifaceted relationships.

Study Context

Binga district in Matabeleland North province is situated in the northwest of Zimba-
bwe with the Zambian border. The district consists of twenty-one wards with a total 
population of 139,092 (Zimbabwe Population Census 2012). It is geographically, 
socially and politically marginalised within Zimbabwe (Mudimba 2015; Munsaka 
and Charnley 2013; Cumanzala and Muleya 2010). Minimal healthcare, education 
and development to the district persist (Mudimba 2015; Mashingaidze 2013). For 
more details of the history of Tonga vulnerability and forced displacements from the 
Zambezi valley, see Muderedzi et al. (2017).

For HIV/AIDS services, the whole district relies on one Opportunistic Infec-
tion (OI) clinic at the district hospital. The primary clinics collect Anti-retroviral 
(ARV) medications from the OI clinic, when available. Adding to this, a few Non-
Governmental Organisations (NGOs), such as the Zimbabwe Association of Church 
Hospitals (ZACH), assist the communities with Voluntary Counselling and Test-
ing (VCT), ARVs and food aid. Unfortunately these services cannot be accessed by 
communities in remote areas due to lack of road infrastructure. This situation can 
be attributed to government discriminatory policies, such as withholding food aid 
during election times, and general lack of development to the district (Munsaka and 
Charnley 2013; Currey 2009; Tremmel et al. 1994).

The Tonga are known to guard their culture and traditions which they still prac-
tice today (Cumanzala and Muleya 2010; Currey 2009; Tremmel et  al. 1994). A 
combination of the patriarchal system, Tonga matrilineal lineage and clan along 
with polygynous marriage systems are seen as assets that facilitate broad social 
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networks and flexible systems of resource access, helping people meet material 
needs (Mudimba 2015; Haller and Merten 2013). However, those same systems can 
foster conditions in which people may be at increased risk for HIV and particular 
kinds of social inequalities and often placing men in privileged roles (Ncube 2016; 
Malungo 2010). Tonga cultural practices, traditional beliefs and customs continue to 
greatly influence the organisation and functioning of Tonga communities today and 
most have had minimal influence by modernization (Ncube 2016; Munsaka 2012).

Methodology

This paper emanates from a larger study on vulnerability, disability and structural 
violence among the Tonga of Binga in Zimbabwe (Muderedzi et al. 2018). Inform-
ants were purposively sampled because they possessed characteristics in which we 
were interested (Silverman 2013). In this case, this was Tonga informants with disa-
bled children (birth-13 years) residing in Binga. While the main focus of the larger 
study was on how society deals with disability, the centrality of HIV/AIDS issues 
in particular for women, emerged during data collection. Respondents for this paper 
consisted of 53 caregivers (33 females and 20 males) and four healthcare profession-
als (two males and two females) from the OI clinic at the district hospital.

The study used a triangulation of qualitative data collection methods namely 53 
in-depth interviews, participant observation in 20 households and 10 focus group 
discussions, as well as notes and secondary data (documents). In-depth interviews 
were conducted in the language ChiTonga (the mother tongue of all informants), 
took place at informants’ homesteads and lasted for approximately an hour. In-depth 
interviews were chosen due to their non-standardised, open-ended and in-depth 
approach. Open-ended questions allowed participants to include more information 
such as feelings, attitudes and their understanding of HIV/AIDS. Participant obser-
vations were of 3 days duration at each homestead whereby the researchers stayed 
with the family and were involved in activities of daily living (ADL), including 
community activities. Focus group discussions were also used to verify data authen-
ticity after data analysis to ensure the reliability of the identified themes after back 
translation from English to ChiTonga. Field notes and secondary data (documents) 
were incorporated to add more clarity and validity to the data collection techniques. 
Data saturation was reached. Four in-depth interviews and one focus group discus-
sion yielded data from the health professionals.

The researcher, who is Zimbabwean had a fairly good command of chiTonga and 
the research assistant was a Tonga rehabilitation technician and researcher with over 
30 years of experience working at the district hospital’s rehabilitation department 
and in the community.

Data were transcribed verbatim and translated into English. The data were 
labelled through open coding, using conceptual categories to develop the codes (Sil-
verman 2013). The codes were derived both from the literature and the actual data 
(Corbin and Strauss 2008). Transcripts were read several times and factors that were 
associated with food insecurity, gender inequality and HIV/AIDS were identified.
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Ethics

Ethical approval was obtained from the Medical Research Council of Zimbabwe 
(MRCZ—Ref. MRCZ/B/286) and the Regional Medical ethics committee (REK—
case 2015/397) in Norway. The aim of the study was explained to the informants 
who gave their consent by signing a consent form or putting an ‘X’ as signature. 
Informants were identified by numbers so that anonymity and confidentiality was 
maintained. A thank you token of USD 5 was given to each family after in-depth 
interviews. Informants who took part in participant observation received USD 10 
worth of groceries as they hosted the researchers for 3 days. The researchers pro-
vided child care information and handling techniques. Disabled children were shown 
how to carry out activities of daily living techniques such as washing, dressing, 
feeding and mobility. Referrals to specialists or provincial hospitals were not feasi-
ble due to informants’ economic hardships.

Results

The themes that emerged from the data analysis were (a) informants’ awareness and 
risk of contracting HIV, (b) the relationship between HIV/AIDS and food insecurity 
(c), gender roles and culture. The relationship between the Weiser et al. framework 
(2011) and our data analysis is that the structural drivers such as ecological, eco-
nomic, social and political factors were manifested in food insecurity, which in turn 
resulted in HIV/AIDS acquisition and transmission. These links can be reversed, 
e.g. HIV/AIDS or disability in an adult can cause food insecurity in a household in 
the sense that household labour is reduced, which in turn has economic and social 
consequences. Furthermore, the three themes bring out a strong gender factor in the 
exploration of the interrelationship of food insecurity and HIV/AIDS.

Awareness and Perceived Risk of Contracting HIV

Both male and female informants were aware of HIV/AIDS. However, during focus 
group discussions, it was noted that more women than men (3:1) had taken the HIV 
test through VCT services or the district hospital. Several NGOs in the area provide 
food aid to people who are HIV positive. As a result, many of the women had taken 
numerous tests in anticipation of an HIV positive result in order to receive food aid 
so as to feed their families. Consequently, women were more knowledgeable about 
causes and risks of HIV/AIDS than their male counterparts since they received 
information from these places.

More than half of the males who had tested had not collected their results, stating 
that they would do so later. Some male informants living in remote mountain areas 
where VCT services were not available reported not being at risk since they were 
far away from villages that were active in occupations such as fishing and travelling 
to and from the nearest towns of Hwange or Victoria Falls. They cited fishing com-
munities as highly susceptible to HIV due to factors such as fishermen staying away 
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from home for longer periods without their wives, engaging with fish traders from 
other areas, have access to cash income and a ready availability of commercial sex.

The fishing industry in the area attracts many fish traders from outside the district 
resulting in a lively ‘sex for fish’ trade (prostitution) in the fishing camps such as 
Siachilaba and Binga. Such communities have been identified as among the highest 
risk groups for HIV infection.

Despite being aware of this risk, one female informant stated;

I am aware of the disease but our families need food so we go to the fisheries 
to buy fish
(28 year old female)

A large part of the district is unreachable due to lack of road infrastructure, wild 
animal attacks, extreme high temperatures and remote mountain areas. Conse-
quently, these communities were not receiving VCT activities, resulting in lack of 
knowledge and HIV testing.

This lack of knowledge is reflected in the statements by informants below:

My wife and child died but I do not know if it is really the HIV. It could be 
witchcraft (30 year old male)
There is no risk for us. Where will the disease come from? You say it comes 
from outside—where? My wives do not go to the fisheries or Hwange where 
there is prostitution (45 year old male)

The communities in and around the district hospital as well as around health cen-
tres had access to HIV/AIDS and general reproductive health information from dif-
ferent additional sources such as NGOs, AIDS service organisations, peer educators 
and the media. As a result, in study areas located near health facilities, informants 
displayed better knowledge and understanding of HIV/AIDS. Most of the study 
areas, however, were located further away from health facilities, and informants 
in these areas displayed lower levels of knowledge and awareness. Having been 
exposed to HIV, for instance through the illness or death of someone close to them, 
also seemed to increase people’s awareness of the disease. One male informant 
stated;

Yes. I am aware of the epidemic and that one can contract the disease. My two 
brothers, three children and one of my wives died from the disease (62 year 
old male)

HIV/AIDS and Food Security

In Zimbabwe the routine for food aid linked to HIV positive individuals takes place 
among food insecure communities who cannot access ARVs and is administered 
by NGOs. Individuals are supposed to go through the VCT process and only those 
who test HIV positive and are put on treatment receive food aid. In Binga, ZACH 
was one of the main organisations offering these services. Due to lack of road infra-
structure development, many parts of the district were unreachable, cutting off these 
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communities from this and many other aid services. This resulted in a large number 
of women walking for miles to access VCT services citing lack of the staple food of 
maize/sorghum and surviving on wild leaf okra without the starch.

In focus group discussions, several men said that ‘banakazi batesitilwa kulya’ 
meaning that ‘women get tested in order to get food’. The women did not dispute 
that stating that they had the duty to feed their families.

When asked why they were not afraid of getting tested, the female informants 
explained that if they had enough food to feed the family, they may be reluctant to 
get tested. However, most of them struggled to find enough food, and testing HIV 
positive would provide them with an opportunity for receiving food aid. One 40 year 
old female, for instance stated;

Fear to be tested is when you have food to feed the children at home.

Adding to this, to the women, HIV was said to be ‘one of those things that hap-
pen in life. It is not a crisis’. Many women walked distances of forty kilometres or 
more to and from their homes to the VCT meeting points or the district hospital to 
get tested for HIV. When asked why they were so eager to be tested, they stated that 
‘Ndatestwa ndiyanda kubona bumi bwangu’ translated to: ‘I want to get tested so as 
to know my status’. HIV was seen as more or less the same as hypertension or diabe-
tes mellitus; a chronic illness that needed medication to survive. The women pointed 
to their swollen feet and ankles stating that they needed to get tested in case they 
were positive, and then they would get food aid and treatment. On further probing, 
they stated that if they receive a negative result, they return after a few months for 
another test. One 28 year old female stated;

I have been tested three times now. First by the VCT people and twice at the 
hospital when I brought my sick child to be treated.

This was also confirmed by the nurses at the district hospital (OI clinic) who 
noted how the women would ask for testing numerous times especially when they 
brought their sick relatives to the hospital. One nurse stated;

We do not refuse to test the women who ask to be tested several times since it 
is our job to test anyone who asks for the test.

When asked whether service users received enough counselling, the nurses stated 
that counselling was given to all the clients who attended the clinic, but hunger 
among the villagers made them return for more testing in anticipation of a positive 
result.

Stories of women asking their husbands to be unfaithful to bring home the virus 
were occasionally told to the researchers during women only activities, such as 
fetching water or firewood. This was also confirmed by the females during focus 
group discussions. The researchers witnessed women breaking down crying after 
receiving a negative result and stating, ‘There is no food at home. What will I feed 
my children with?’ Old ladies were seen to be begging VCT personnel to be regis-
tered as positive to access food aid for themselves as well as the grandchildren they 
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were looking after stating, ‘I am the only one in the village who is not getting food 
aid’.

Gender Roles

Tonga cultural factors were highly rated in the spread of HIV/AIDS. Polygyny, mar-
riages between young girls and elderly men as well as widow inheritance are widely 
practiced. Women and girls are marginalized, hence early pregnancies and prostitu-
tion are quite prevalent. Widow inheritance and sexual cleansing are customs where 
a widow is inherited by her in-laws after she has sex with one of her deceased hus-
band’s male relatives. The ritual is said to free the widow from her husband’s ghost, 
and if not done, the widow can go mad or die.

The factor most commonly associated with the spread of HIV/AIDS was inherit-
ance of deceased relatives’ wife or wives together with sexual cleansing of widows. 
This was followed by polygamous marriages inclusive of forced marriages of young 
girls to older men. Extra marital affairs achieved the lowest rate. The health pro-
fessionals reiterated the same cause and hierarchy as the informants but seemed to 
think that extra marital affairs were rampant coupled with promiscuity among young 
adults.

Polygyny, the practice of having several wives, is common among the Tonga. 
From the men’s point of view this practice was said to give respect to the man and to 
ensure that he is always looked after properly.

Polygyny is Tonga culture. That is who we are. I have four wives and 15 chil-
dren. I am well respected by the community (69 year old male)
We are following in our fathers’ footsteps. It helps when one wife is ill or is 
away, one still has his conjugal rights. It is good to have many wives and chil-
dren (22 year old male)

From the women’s point of view, the practice of polygyny was said to provide 
them, their children and their clan with better security:

Many children get sick and die. So the clan can still survive when there are 
many wives (60 year old female)

Inherited widows indicated that they were happy to be able to stay at the home-
stead of their in-laws looking after their children instead of having to move back to 
their maiden villages. This was noted to be a common practice and appreciated by 
many. The reasons given by the women of why they were satisfied with this arrange-
ment were;

It is good for the children to grow up with their siblings (30 year old female)
I do not want to be a burden on my brothers back in my village (40 year old 
female)
In ChiTonga, my brother-in-law is my husband (70 year old female)

A large number of female informants agreed to the practice of sexual cleansing of 
widows whilst a smaller group was not so sure. The smaller group consisted mainly 
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of young females who stated that they were worried of contracting HIV since the 
men were not forthcoming as the females to get tested.

Discussion

The Tonga situation must be seen as a result of historically produced social con-
ditions of poverty, subordination of women, structural violence and environmental 
factors. Theirs is a culture of poverty in which the individual is preoccupied with 
survival in the present and where any effective concern for the future is missing. 
Binga district falls into the very low food security label meaning food insecurity 
with reduced food intake, disrupted eating patterns and hunger. Poverty traps of nat-
ural resources such as land and water, bad governance in the form of lack of devel-
opment to the district and cultural practices such as polygyny created a situation 
of absolute poverty that rendered them not able to generate income or possess the 
necessary resources to survive. Our findings show a clear interrelationship between 
food insecurity, gender roles and HIV/AIDS, entwined in a vicious cycle that height-
ened vulnerability to and worsened the severity of each condition.

Traditionally Tonga females were the ones that were fishing, owned the land 
and were responsible for growing crops. These aspects of their matrilineal culture 
changed when they were displaced by the construction of the Kariba dam, aspects 
that reduced their access to resources and food security. As a result, gender poverty 
and inequality were taking place in this patrilineal system where women’s access to 
land was through their husbands who had permanent rights to land. Despite the fact 
that males had the right to land, lack of resources, insufficient rains, poor soils and 
wildlife resulted in extremely poor perennial harvests. Lack of economic power and 
livelihoods resulted in men not being able to produce or purchase food. Both Tonga 
men and women seemed to be unable to challenge the constraints in their daily lives. 
Labour was the only available factor of production that both sexes had but unfortu-
nately for them, the absence of livelihoods and development to the district resulted 
in food and healthcare deficiency. As a result, food gathering had been totally left 
to the females as noted by the VCT attendances and men’s statements that females 
access VCT for food aid. Gender inequality both led to and was a result of food 
insecurity.

Vulnerability describes the Tonga situation that threatened whole communities. 
This was noted by the coping strategies employed by families and individuals as 
well as their inability to plan for the future. The four dimensions of food security; 
access, availability, stability and utilization were missing in these communities. 
As a result, a situation of not knowing where one’s next meal will come from was 
a cause of stress that affected mainly the women who had to adopt different cop-
ing strategies to obtain food to feed their families. Such a dire situation resulted in 
females resorting to sexual or non-sexual coping strategies in order to access food. 
For instance, teenage marriages largely forced on young girls to elderly men resulted 
in health issues such as increased risk of sexually transmitted diseases, HIV/AIDS, 
death during childbirth as well as risks of premature birth and death of offspring. 
Many of these young females knew about these health issues from siblings, friends 
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and neighbours’ experiences but the need for food was a priority for them and their 
families. Similar sentiments were stated by older females on the issue of polygyny 
and widow inheritance, factors that were in one way sustainable while at the same 
time providing a risky environment for HIV transmission. They reiterated that HIV 
came with food meaning that being HIV positive was not as important as the need 
for food. Women’s lack of economic power and livelihoods as well as cultural prac-
tices impinged on their rights, responsibilities, opportunities and access to and con-
trol over resources.

In their case, access to resources was critical for their survival. The fact that most 
of them had malnourished under-five-years-old children suffering from diarrhoea, 
skin diseases, fever and needing healthcare, drove females to adopt poor coping 
strategies. Persistent malnutrition left particularly disabled children weak, resulting 
in delayed development milestones, stunting, cognitive problems and emaciation 
amongst other problems. Children were noted to be vulnerable and less able to fight 
common childhood diseases such as diarrhoea, respiratory infections, malaria, mea-
sles, and consequently death. This could have resulted in a precarious situation that 
exacerbated the high infant mortality and morbidity situation among these commu-
nities. Reports of high infant mortality and morbidity from village health workers, 
as well as the highest child HIV prevalence in Zimbabwe could be a result of such 
a situation. School going children were also not spared the harsh realities of food 
insecurity that included withdrawal from school or participation in fetching forest 
foods. In some cases such activities resulted in disabilities sustained from tree falls, 
snakebites or marauding wild animals. Insufficient quantities of food also subjected 
the families to resort to unorthodox foods such as boiled ashes with reports of feel-
ings of anxiety and shame. Such a situation shaped individual actions and health 
outcomes through nutritional, mental health and behavioural pathways.

The study shows gender roles as one of the social determinants affecting food 
insecurity and HIV/AIDS. Gender roles posed obstacles to women’s economic 
development resulting in a situation of gender inequality, insufficient food and the 
acquisition of HIV/AIDS. Therefore, an understanding of the complex linkages 
of HIV/AIDS, gender roles and food insecurity is critical for the integration of 
food and health programmes as well as safe cultural practices. Equity in access to 
resources by women to produce food and purchasing power to buy food where it is 
not produced will enhance their potential to generate food security.

Although both men and women experienced poverty, women were noted to be 
poorer than men, making the issue of poverty and gender inequality a social and 
economic problem that demands attention. What was needed was simply nutritious 
food and adequate health services for all, hence the pursuance of multiple HIV tests 
for food aid as well as cultural practices that put them at risk of HIV/AIDS. Accord-
ing to the adults, HIV/AIDS was not a crisis but ‘one of those things that happen 
in life’; a situation which they could cope with since it was coming with treatment. 
Such an attitude could result in a caretaker’s acquisition and transmission of HIV/
AIDS resulting in a negative household food security situation affecting food pro-
duction and preparation due to illness, disability or death.

The vicious cycle of food insecurity, gender roles and HIV/AIDS needs to be bro-
ken for it affects people for a lifetime. This is evident in the case of young orphans 



1143

1 3

Exploring the Relationship Between Food Insecurity, Gender…

who are growing up without parents, the acquisition of HIV/AIDS, forced unhappy 
marriages, child and adult temporary/permanent disabilities as well as a high mor-
tality among the communities. Poverty, dependence on others for food security and 
resources as well as unprotected human rights all need social justice at the individ-
ual, household and community levels. In the case of the Tonga, it is important to 
know who is affected, why and how in order to devise ways to lessen the vulner-
ability of these communities, families and individuals, especially the autonomy of 
women which has been credited with containing the spread of HIV.

Strengths and Weaknesses of the Study

Measures to avoid bias were taken in the form of participants’ reviewing the results 
and data verification with other data sources such as Tonga HIV/AIDS research pro-
jects by (Ncube 2016; Basilwizi Trust 2012; Cumanzala and Muleya 2010). The 
study was not intended to be representative for the entire Binga district. However, 
the theoretical backing through utilizing the Weiser et  al. (2011) framework may 
have produced rather robust results that have relevance to the entire Tonga com-
munity. For further research in this field, representative data is called for. A com-
parative study would have highlighted disability specific challenges, as well as chal-
lenges that are more common across the population.

Conclusion

The understanding of the complex linkages between food insecurity, gender roles 
and HIV/AIDS can help in government policy interventions towards HIV/AIDS and 
in addressing the role of gender inequalities and food insecurity. There is need to 
address broader gender based inequities that force females to engage in risky behav-
iours due to hunger. The government needs to prioritise short term food assistance 
as well as long-term development strategies. An adequate response to HIV/AIDS 
prevention and treatment is a must for the Tonga of Binga, considering the high 
prevalence of HIV/AIDS in the district. The issue of gender inequality and cultural 
practices as risk factors need to be tackled by both the government, Tonga gatekeep-
ers, and other stakeholders such as researchers and various other institutions includ-
ing the international community working among the Tonga communities. These 
cultural practices can be influenced in positive ways through sensitive approaches 
that promote participation, communication and dialogue (Sikwibele 2010; Jackson 
2002). Safety nets such as social services at the individual, household and commu-
nity levels must be put in place.
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