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population lives below the poverty line. In the project 
areas, health-related expenses are a primary cause of 
poverty as families use their scant savings, sell their 
land and other possessions, and borrow money to pay 
for poor quality health care. 

The goal of the HIV and AIDS Livelihoods Project is to 
help improve the livelihoods of HIV affected families 
in Svay Rieng and Prey Veng provinces. CRS provided 
technical, financial, and administrative support to 
four partners in 88 villages. The project began in 2005 
through funding from USAID and CRS private funds.

The project used an integrated farmer group model. 
Through the HIV and AIDS Livelihoods Project, 
awareness of HIV and anti-stigma messages were 
spread among farmer groups and group leaders 
with support of our partners. The project reinforced 
the groups practice of to welcoming HIV-affected 
households into their groups for support. HIV-
affected members were provided revolving funds 
and loans from the group to help get them started 
with composting, vegetable production, and chicken 
and pig raising. HIV-affected households experienced 
increased support and improved livelihoods. Orphans 
and vulnerable children have improved school 
attendance as a result of the livelihood projects.  

CRS in Action:  
Junior Farm Field  
Schools (JFFS) in Zimbabwe
Zimbabwe is in a state of political, economic, and 
humanitarian crisis, a situation compounded by an 
HIV prevalence of 15.6 percent. The country has the 

world’s highest number of orphans per capita and the 
fastest shrinking economy outside of a war zone. The 
cost of food and other basic necessities is increasingly 
out of reach for the average Zimbabwean. There are 
shortages of food staples, fertilizer, and spare parts, 
among other items, due to a lack of foreign currency to 
pay for imports and the impact of government-imposed 
price controls. More than two out of three Zimbabweans 
are not formally employed. Food insecurity across the 
country is increasing because of a severe shortage of 
supplies in most markets, very high market prices, and 
the continued erosion of people’s purchasing power. 

CRS has been working to implement the Protecting 
Vulnerable Livelihoods Program (PVLP) since 2004 to 
reduce the proportion of Zimbabweans who suffer 
from hunger and extreme poverty. PVLP supplies basic 
agricultural input, promotes innovative and appropriate 
agricultural strategies, strengthens community and 
household safety nets, improves access to community-
managed water and sanitation, and mitigates the 
negative impact of HIV. Farmer Field Schools were 
developed as local centers of agricultural learning and 
seed production, and provide drip irrigation kits and 
seeds for community nutrition gardens. Junior Farm 
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Field Schools (JFFS) target OVC who may not be able 
to receive agricultural knowledge from a parent, as 
would traditionally occur. In addition to learning about 
cropping, soil conservation, and small livestock, JFFS 
participants also receive information on HIV prevention. 
JFFS also act as centers for training in the Participatory 
Health and Hygiene approach, to help reduce water-
borne diseases inthe community. 

JFFS have not only benefited OVC by improving their 
food security and livelihood but also by providing 
excellent social interaction to encourage collective 
discussion about social problems such as HIV. 

Pheanh Rong, 29, lives in Svay Rieng 
Province and is married with one 
young son. Both Rong and his wife 
found out they were living with HIV 
two years ago. Both receive care 
and treatment and have stayed 
strong over the past few years. 
They are working hard to support 
their family with the assistance of 
RADE, CRS’ partner in Prey Veng. 

Once Rong discovered he was 
living with HIV, only his very 
close relatives visited his family. 
Neighbors and other farmers no 
longer contacted him; he was not 
involved in any social support 
groups or committees in the 
community. He had to spend a lot 
of money to travel to the referral 

hospital to receive care. In 2006, 
RADE began implementing HIV 
prevention and anti-stigma and 
discrimination awareness with 
community farmer groups, as 
well as mobilizing communities 
to understand, help, and care 
for vulnerable households facing 
challenges like HIV, TB, and extreme 
poverty. Rong and his family were 
invited to join the farmer group 
in his village to help him regain 
his livelihood and receive social 
and economic support from his 
community. Now, Rong explains 
that since joining the farmer 
group, “I have many people come 
to visit my family and help care 
for us and now we all understand 
clearly about preventing HIV and 

how HIV is transmitted. I have also 
learned about animal raising and 
seed production, as well as other 
support; we are now growing 
vegetables from seeds supported 
by the group revolving fund for 
eating.” Rong and his wife received 
support and technical assistance 
from the farmer group leader and 
other members, including vital 
encouragement and support. 

Additionally, RADE has helped 	
the family continue to send their 
son to school by providing a 
uniform, school bag, and soap. 
Rong and his wife hope to “find 	
a good future for [their] child” 
and continue to live a healthy 	
life with HIV.

LIVELIHOODS
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Injecting Drug Use
Injecting drug use is a risk factor for HIV. It poses a threat 
to the injecting drug user (IDU) population, where HIV 
is spread quickly due to sharing injecting equipment 
in a close IDU community. However, HIV is also a threat 
to the partners and children of IDUs. Drug users tend to 
be a marginalized group with complex needs and have 
poorer access to life-saving interventions. They are also 
more likely to be infected or co-infected with tuberculosis, 
which presents other life-threatening challenges. 

The HIV Epidemic in IDUs
Global trends illustrate that there are two broad 
patterns of HIV epidemics: generalized, sustained in 
the general populations of many sub-Saharan African 
countries, and concentrated, found among populations 
most at risk, such as men who have sex with men, IDUs, 
and sex workers and their sexual partners. The HIV 
epidemic in some parts of Southeast Asia and Eastern 
Europe is largely attributed to IDU. Interventions that 
target the IDU population include drug rehabilitation 
programs, education for IDUs and their families, 
increased access to care, and treatment and support 	
for IDUs and their families. 

CRS has responded to the HIV crisis in the IDU population 
by providing holistic programming, including nutrition, 
education, and psychosocial support to IDUs and their 
partners and families. CRS programs help reduce the 
stigma around HIV in this population so more people 
are encouraged to get tested and gain access to care 
and treatment. CRS has involved local and faith partners 
to acknowledge the epidemic and helped build their 
capacity to respond. 

CRS in Action:  
PANI, Northeast India
It is estimated that national HIV prevalence in India is 
approximately 0.36 percent, which corresponds to an 
estimated 2 to 3.1  million people living with HIV, due 

to the large population in India. In recent years, the 
epidemic has stabilized, but there is still great variation 
between states within the country and certain population 
groups. Surveillance data from 2006 show an increase in 
HIV infection among several groups at higher risk of HIV 
infection, such as IDUs, men who have sex with men, and 
sex workers. In northeast India, more than 50 percent of 
the HIV infections are attributed to needle and syringe 
sharing among IDUs. Northeast India is also home to a 
mobile population and displacement due to civil unrest. HIV 
spreads rapidly in IDUs since this group is often connected 
through tight networks that share injecting equipment. 
IDUs continue to represent the group with the greatest risk; 
however the virus is also spreading rapidly in the general 
population. Unemployment and few income generating 
or career opportunities feed into the elevated rate of drug 
use. All of these factors highlight the need for a holistic 
approach to HIV prevention, care, and treatment among 
this population. 

CRS’ Preventing AIDS in Northeast India (PANI) project 
operates in four northeastern Indian states: Manipur, 
Nagaland, Mizoram, and Assam. The goal of the project 
is to contribute to the stabilization of HIV prevalence 

IDU Facts

�Globally, 2.5 million IDUs are infected with HIV.•	

�In many countries of East Asia and the Pacific, •	
IDUs constitute a large proportion of people 
living with HIV, ranging between 38 percent 	
and 77 percent. 

�WHO estimates that 15 percent of the people •	
with TB/HIV are living outside sub-Saharan 
Africa, many of these associated with injection 
drug use. Among the estimated 33.2 million 
people living with HIV, TB is one of the most 
common AIDS-defining conditions and the 
leading cause of death.

INJECTING DRUG USE
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among women and youth and improved health 
condition of IDUs and HIV and AIDS-affected and infected 
groups in NE India. The project has worked to increase 
access to HIV prevention, care, and support, while also 
increasing the capacity of local and faith-based partners. 
After three years of implementation, the PANI project 
contributed to improved quality and access to HIV 
care, improved quality of life, decreased stigma and 
discrimination, the formation of several support groups 
for people living with HIV, and improved awareness and 
capacity among partners. 

PANI Facts

4,845 PLHIV registered for care and support services.•	

640 Children living with HIV on antiretroviral therapy.•	

1,181 Adults living with HIV on antiretroviral therapy•	

�Education on HIV and stigma reduction provided to •	
35,141.

HIV in Northeast India

�In Manipur, estimates from 2002 demonstrate an HIV •	
prevalence of 55 percent among IDUs.

�In Manipur, it is estimated that 10.5 percent of women •	
who visited sexually transmitted infections clinics and 
1.8 percent of women who visited antenatal clinics were 
living with HIV.

�HIV prevalence among the non-injecting wives of male •	
IDUs increased from 6 percent in 1991 to 45 percent in 1997. 

�More than 50 percent of IDUs in Manipur were between •	
the ages of 26 and 35 in 2002.

INJECTING DRUG USE
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Mother-to-child transmission of HIV may occur during 
pregnancy, labor, delivery or breastfeeding. United 
Nations Children’s Fund (UNICEF) and the World Health 
Organization (WHO) are working with agencies to build 
capacity and expand prevention of mother-to-child 
transmission (PMTCT) service delivery points, strengthen 
referral linkages, and model integration of PMTCT 
services within existing services, maternal and child 
health and community level structures and activities 
around the world.
 
CRS is working in concert with global PMTCT goals to 
effectively promote primary prevention of HIV in women 
of childbearing age, prevent HIV transmission from a 
woman living with HIV to her child, and provide ART, 
care, and support to women living with HIV and their 
families. CRS is working with national governments 
to build effective PMTCT strategies and programs, 
strengthening health systems to provide HIV care and 
treatment for pregnant women and their children, and 
helping to promote HIV testing for all pregnant women. 

PMTCT Facts

�An estimated 370,000 children under 15 years were •	
newly infected with HIV in 2007, nearly 90 percent 
of them in sub-Saharan Africa. Without treatment, 
an estimated half of these infected children will die 
before their second birthday.

�Effective interventions are able to bring the risk •	
of children infected through mother-to-child 
transmission to less than 2 percent. Without 
intervention, between 20-45 percent of infants 	
may become infected. 

�In 2007, only 33 percent of pregnant women in 	•	
low- and middle-income countries accessed HIV testing.

�Of HIV infected pregnant women in 2005, only 34 •	
percent received PMTCT antiretrovirals.

�Of pregnant women who receive counseling for •	
PMTCT, there is near universal acceptance for 	
HIV testing.

CRS in Action:  
The Maryknoll Program, 
Cambodia
The Royal Government of Cambodia has had a successful 
response to HIV, including extraordinary prevention 
efforts, the rollout of a national treatment program, and 
increased availability of voluntary testing and counseling. 
All have led to a decline in new infections among 
Cambodian adults (from 1.2 percent among adults aged 
15-49 in 2003 to 0.9 percent in 2006) and the provision 
of ART to almost 30,000 adults and children. However, 
women were almost four times more likely than men to 
be among the newly infected, with 40 percent of new 
infections occurring among monogamous women. This 
shift in the gender distribution of HIV, where the epidemic 
existed previously among males who engaged in high 
risk injecting drug use and sex, has caused an increased 
emphasis to be placed on access to HIV services for women 
and children. PMTCT programs that focus on increasing 
mothers’ access to comprehensive care and treatment are 
needed to minimize vertical transmission of the virus from 
mother to child and to reduce orphanhood. 

PREVENTION OF  
MOTHER-TO-CHILD 

TRANSMISSION
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The Maryknoll PMTCT program began in 2002 in response 
to the expressed needs of mothers in other Maryknoll 
HIV programs. The program, originally an offshoot of 
the Little Sprouts pediatric program, has grown into a 
highly respected program that offers comprehensive 
services. The Maryknoll PMTCT program complements the 
Cambodian National PMTCT program by providing much-
needed social support. The national program provides 
ART for mothers living with HIV according to national 
protocol. Maryknoll provides extensive services to more 
than 120 women per year in four main areas: 

�Counseling and training for pregnant women and •	
their partners about HIV testing, nutrition, safe infant 
feeding, and hygiene

�Home visits before and after delivery to ensure •	
adherence to treatment, support infant feeding and 
prepare women for birth

�Direct assistance for antenatal care and delivery fees, •	
transportation, food and lodging

�Training and resourcing PMTCT and other facility-•	
based staff to enable them to carry out their functions 
effectively and safely. 

Maryknoll PMTCT Facts

�In 2007, the Maryknoll program assisted the National •	
Maternal Child Health Program in bringing PMTCT 
services to 24 percent of all mothers living with HIV who 
were successfully delivered at PMTCT facilities that year.

�In 2007, the Maryknoll program reduced infant deaths •	
to 0 from 3% the previous year.

�In 2007, infected infants fell from nearly 7% in 2006 to 4%. •	

PMTCT
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CRS works to raise awareness about key issues that 
affect the poor overseas. Our policy positions are based 
on Catholic teachings and informed by extensive 
consultation with our partners overseas and in the 
United Sates.

In the United States, our advocacy is undertaken 
directly in dialogue with decision makers in the 
United States government, including Congress, and 
international organizations. We engage Catholics in 
the United States to use the power of their citizenship 
to alleviate human suffering, remove its causes, 
and promote social justice. We also support local 
communities overseas as they engage in advocacy to 
address policies and practices that undermine justice. 

HIV and AIDS  
Policy and Advocacy
Our HIV and AIDS policy and advocacy work in the 
United States has focused on ensuring a comprehensive 
and morally appropriate response to global HIV and 
AIDS. CRS advocacy positions are fully in keeping 
with Catholic moral teaching, focusing on providing 
adequate treatment for those infected, preventing 
the spread of disease through education and behavior 
change, and assisting communities devastated by 	
the disease. 

Advocacy in the countries where we have programs 
is a key element of CRS strategy to promote solidarity 
and stop the spread of HIV. CRS works to increase the 
capacity of local community organizations—including 
the regional and local church—to address both the root 
causes and the human, economic and political impact 
of the HIV pandemic. 

The HIV pandemic is not just a health issue, it is also a 
development and security crisis that impacts every facet 
of human survival, especially in the poorest countries. 
The sizes, spread, and impact of the HIV pandemic on the 
economic, social, and political structures of developing 

nations make it a priority policy issue for CRS. Therefore, 
we work with our overseas staff and partners to identify 
priorities and assess how to shape our HIV and AIDS 
policy in connection with other sectors, including food 
security, health, and education initiatives. 

CRS in Action: PEPFAR
The Catholic church is the largest provider of care for 
people living with HIV in the world. CRS alone is helping 
millions of people living with and affected by HIV across 
Africa, Asia, and Latin America. CRS is helping to save 
lives by providing ART to more than 140,000 people 
living with HIV worldwide as part of a large grant 
funded by President’s Plan for Emergency AIDS Relief 
(PEPFAR). CRS staff members have witnessed firsthand 
how women and men near death have returned to 
normal lives, and are now caring for their children and 
contributing to their communities.

CRS was active in advocacy to influence the PEPFAR 
reauthorization in 2008. The United States Conference 
of Catholic Bishops (USCCB) and CRS welcome the 
passage of a new five-year version of the PEPFAR, 	
a 48 billion U.S. dollars five-year commitment that 	
will help alleviate the suffering of some of the world’s 
most vulnerable people. PEPFAR reauthorization 
contains the following principles, which were 	
advocated by the CRS community: 

�Strengthens food and nutrition programs that are •	
vital for treatment and care of HIV and AIDS patients, 
orphans and vulnerable children

�Invests in building up the healthcare workforce in •	
countries with PEPFAR programs

�Retains a strong “conscience clause” that allows •	
religious organizations such as CRS to refrain from 
participation in activities that conflict with their 	
moral teachings

�Ensures that abstinence and be faithful programs to •	
prevent HIV infections receive balanced funding. 

HIV and AIDS  
POLICY AND ADVOCACY
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CRS in Action:  
Africa Rising, Hope and Healing
For years, advocacy groups, church leaders and 
humanitarian organizations like CRS have been calling for 
increased attention and funding to fight the pandemic 
ravaging sub-Saharan Africa. Until 2003, the United States 
government was only spending 1 billion USD annually 
against the AIDS pandemic.

In 2001, CRS launched African Rising, Hope and Healing 
(www.crs.org/africa/campaign/), a campaign to bring 
attention to HIV, AIDS, peacebuilding, and poverty in 
Africa. Through the campaign, CRS promotes advocacy 
with the United States government, international financial 
institutions, and corporations to pursue policies that 
support the continent’s development.

Africa Rising, Hope and Healing demonstrates our 
commitment to the African people and reinforces the call 

from United States Catholic Bishops in “A Call to Solidarity 
with Africa” to join “our voices…with others to encourage 
a sustained, just and comprehensive engagement of the 
world’s vast resources to generate lasting solutions that 
respect the full, human dignity of our brothers and sisters 
in the poorest countries of Africa.” 

Many dioceses, parishes, national Catholic organizations, 
and Catholic colleges and universities have held prayer 
services and discussion roundtables, published news 
articles and organized fundraising drives, and planned 
Africa-themed celebrations. 

Most importantly, through the establishment of CRS’ 
legislative network (http://actioncenter.crs.org/site/
PageServer?pagename=ac_homepage), Catholics in 
the United States are communicating directly with their 
elected officials in Congress and the legislative branch to 
ask for greater United States involvement in addressing 
the issues facing Africa—particularly the HIV pandemic. 

“I would also like to urge all people of good will to multiply their efforts to prevent the spread of 

the HIV virus, to oppose the contempt that often affects those who have the disease and to care 

for the sick, especially when they are still children.” 
— Pope Benedict XVI, November 28, 2007

ADVOCACY

Photo by Doug Kapustin/Baltimore Sun
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Catholic Relief Services began its work in 1943, resettling 
the refugees of war-torn Europe. More than 60 years 
later, our mission continues to focus on the poor 
overseas, using the teachings of Jesus Christ as the 
foundation of our mission.

As the official international humanitarian agency of the 
United States Catholic community, CRS provides relief and 
development assistance to over 100 countries around the 
world. Our original mission of disaster relief has expanded 
to focus on helping individuals and communities build a 
stronger future. We reach more than 70 million people 
with initiatives that address:

Agriculture•	

Community Health•	

Education•	

Emergency Response•	

HIV and AIDS•	

Microfinance (savings and credit programs)•	

Peacebuilding•	

Water and Sanitation•	

CRS programs teach communities how to become self-
sufficient and plan for future emergencies. We continually 
seek to help poor and marginalized populations 
throughout the world, providing assistance on the basis of 
need, without regard to race, creed, or nationality. 

Expanding Reach and Focus
As Europe regained its balance in the 1950s, CRS began 
to look to other parts of the world, seeking out those 

A Brief History of CRS
ANDREW MCCONNELL
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who could benefit from the assistance of Catholics in the 
United States. For the next five decades, CRS expanded 
its operations, opening offices in Africa, Asia, and Latin 
America. In the 1990s, Catholic Relief Services worked in 
the aftermath of natural disasters like Hurricane Mitch in 
Central American and man-made tragedies like the war in 
Kosovo. And in just its first few years, the new century has 
brought hurricanes, flooding, more conflict, and the great 
Indian Ocean tsunami that CRS has responded to with 
temporary shelters, medicines, food aid, and hope.

During our expansion, CRS build on a tradition of 
providing relief in emergencies and began seeking ways 
to help people in the developing world break the cycle 
of poverty. By building community-based programs that 
are sustainable over the long term, CRS can ensure that 
local residents are the central participants in their own 
development and that projects can be accomplished 
through the efforts and resources of local communities. 

Today these programs include agricultural initiatives, 
community banks, health education, and clean water 
projects. In addition, our justice and peacebuilding 
initiatives support our strategy of solidarity by addressing 
issues of mutual understanding and by supporting 
individual and community healing.

Looking to the Future
With more than a half-century of experience overseas, we 
understand that rebuilding societies requires more than 
mortar and bricks. Through our work, CRS seeks to foster 
within the United States Catholic community a sense of 
global solidarity—providing inspiration to live out our 
spiritual tradition of compassionate service to the world. 

As we step into the next millennium, we renew our 
commitment to the most vulnerable members of our 
human family, mindful of the principles of Catholic 
teachings and the foundation upon which our work is built. 
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