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ABSTRACT

The impacts of HIV/AIDS, in Africa in general, asab Sahara Africa including Ethiopia, in
particular, is tremendous. In most countries imthg Ethiopia, OVC infected and affected by
HIV are among community members who need esseati@land support serviceBespite the
efforts exerted by stakeholders that have beenviagidn providing care and support services,
one could not be naive to assume that the probéassciated with HIV and AIDS or even OVC
have been controlled. Yet, in countries such asopth, the effort that communities exert to
combat and address the problem and extent of thgorese has not been fully documented. This
thesis begins to address this gap in existing sekhlp by presenting the prevailing community
response, structures, particularly roles, challemgend prospects/opportunities of HIV/AIDS
committee. Its purpose is to collect and analyza da the responses of community and roles of
HIV/AIDS committee in the provision of care and mup with special emphasis on roles and
responsibilities of HIV/AIDS committee in caringpban and vulnerable children infected and
affected by the HIV/AIDSThe study was conducted in Fitche town of Nohtew& Zone of Oromia
Regional State. The methods employed are both itptareg and qualitative, utilizing data collection
techniques such as interviews with key informarasvd from GOs and NGOs, focus group discussion
with OVC caregivers and HIV/AIDS committee memtigelf. administered questionnaires were filled-out
by OVC. The research methods also include two tdaseviews with OVC and field observation. The
main findings suggest that HIV/AIDS problem of G¥@latively high in the study area, but respottse
the problem is low. HIV/AIDS and poverty are theirmfactors that attribute to the vulnerability and
problems of OVC and their caregivers. OVC and tleaiegivers live in abject poverty and are unalole t
meet their basic needs. The extended family aral I//AIDS projects are the main providers of care
and support to OVC in the community. Neverthels@sie initiatives, mainly donors’ support, existeTh
types of care and support provisions are mainlycational materials; other services critical minimum
services are not, generally, provided adequatehe fhain challenges that encountered in providing ca
and support to OVC care and support are stigma disgtrimination, poverty and lack of adequate

knowledge in OVC guideline and unclarity on theesohnd responsibilities of the HIV/AIDS committee.
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The research demonstrated that involving OVC adngas in the effort of alleviating their
problems is crucial. It suggests building the capaof community members to care and support
and strengthening local responses is part of thecess. The study concludes that provision of
care and support given by local projects has toticare and other new projects are necessary as
the number of OVC is increasing at a faster ra@ntithe community response. The study also
revealed that care and support alone does not @tevOVC problems in the community unless
the long lasting and sustainable well being of dtgh is secured. Some of these approaches
would be community development, community empowgrnaad community assessment,
resource mobilization that should be taken critigadnd analyzed before designing a certain
community-based intervention programs focusing OVC.
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1. INTRODUCTION

1.1. Background

The Global HIV/AIDS progress report of (WHO & UNAE) 2011), indicates that annual
number of people newly infected with HIV continuesdecline, although this varies strongly
between regions. For example, in 2010, an estimatédnillion people were newly infected

with HIV, 15% fewer than the 3.1 million people Hgwnfected in 2001 and more than one fifth
(21%) fewer than the estimated 3.4 million in 19%wever, there are variations among
regions. For example, the situation in Sub-Sah&faica shows little improvement, and it still

continues to bear a disproportionate share of kbieagy HIV burden. In mid-2010, about 68% of
all people living with HIV resided in sub-Saharafriéa, a region with only 12% of the global

population.

Despite the fact the decline in HIV/AIDS prevaleniceEthiopia, HIV has a prevalence of 2.1%
in the general population, most at risk populatian®ng the town and peri-urban areas along

the transportation corridors across the countrydagroportionately high.

The impacts of HIV/AIDS, in Africa, in general, astib Sahara Africa including Ethiopia, in
particular, are tremendous. Ethiopia has lostiitgen due to AIDS, and its struggle to come-out
of poverty has been challenged by this epidemicAFEIO, 2010 progress report towards
implementation of the UN Declaration of Commitment HIVV/AIDS indicates that HIV/AIDS
has left 5.4 million orphans and vulnerable chitdoé whom 900, 000 are from HIV/AIDS.

The situations and impacts of HIV/AIDS @romia are similar to other regions of the country.
Oromia Health Bureau coordinates the activitiesalbfactors involved in the prevention and
control of the spread of HIV/AIDS and reducing itspacts. According the report from the
region, despite the Office operates in a situatibdifficulties, resource shortages, and capacity
limitations in an environment where many people exposed to the danger of HIV/AIDS,
suffering from HIV and burdened with the impactADS, OHAPCO is working to be very



strategic in its purpose, direction and operati@nsiitigate the impacts of the virus (OHAPCO,
2009).

Despite the efforts exerted by stakeholders thet l@en involved in providing care and support
services, one can take cognizance of the fact whtht increasing incidence of HIV and the
worsening economic situation, these problems tenmetsist. However, many argue that they are
not insurmountable, as the restless efforts ofviddials and communities create a convergence
of action required to create the desired changéerlives of children, in general, and OVC in
particular (Save the Children USA, 2012).

As part of the efforts, the government of Ethiop&s issueddVC Care and Support Standard
Service Delivery Guidelindor Orphan and Vulnerable Children to ensure quadiervices to
OVC (MOWA & HAPCO, 2010). The application of theaBtlard Service Delivery Guidelines
will require, among others, concerted efforts bystédkeholders at various levels including the
federal, regional and local levels. In line withsthspecific roles and responsibilities for each
level clearly spelled-out. Accordingly, &/oredaand Kebele levels, among others, building
partnerships, coordinate and follow-up implementatof OVC programs; Creating enabling
environment for implementing partners; mobilizingnamunity and resources to support OVC

activities; building partnerships with all actorsdacoordinate OVC programs are included.

In Ethiopia, it is commonly understood and legalfined that an orphan is defined as a child
who is less than 18 years old and who has losboteth parents, regardless of the cause of the
loss. A vulnerable child is a child who is lessnHE8 years of age and whose survival, care,
protection or development might have been jeopadidue to a particular condition, and who is
found in a situation that precludes the fulfillmenfithis or her rights. The guideline developed by
(HAPCO, 2003) defines OVC in the following mannematernal orpharChildren who lost
their mother to AIDS;paternal orpharchildren who lost their father to AIDS; amdbuble
orphan-childrenwho lost both parents to AIDSulnerable childrerare those with a chronically

ill patient (mother or father) very sick for 3 oone monthsA model that apparently applies to this

research is community care where different staldghe] tend to assume major roles and respongbiliti

Comprehensive HIV/AIDEare and Support Supportive policy and Environment



Through the findings and analysis, the writer hasiaged to answer the research questions, and,

therefore, met the objectives.

The paper is divided into six parts. The first pamesents the introduction, statement of the
problem, objectives, research questions, signifieaof the study. Part two explains conceptual
and the related reviews of the study. Part thresgmts methodology of the study. The fourth
part is devoted to presentation of the findingsl part five discussions of the research findings.

The last part is used for the researcher’s conetutemarks and recommendations.
1.2. Statement of the Problem

A study indicates that, due to structural factamse in every five children under the age of
fifteen in developing countries lives under extrgnuifficult circumstances. Such children are
victims of varieties of factors, including abjeawverty, rapid urbanization, draught and famine,
trafficking, HIV/AIDS and armed conflicts. Theyeamlso consistently exposed to physical
dangers, exploitation and all forms of abuse. Thatslelren include orphans, destitute children,
unaccompanied children, victims of armed confladtused and neglected children, trafficking
children, street children, children with HIV/AIDSyrphans, child workers, youth trapped in
bondage or prostitution and juvenilia delinquer@ildren whose parents have died due to
HIV/AIDS, particularly, face stigmatization and eefion, and often suffer from emotional
distress, malnutrition, a lack of health care, pmono access to education, and most importantly,
a lack of love and care (PEFAR, 2006). Despite g¢ffert made to mitigate the impact of
HIV/AIDS on OVC, the situation has persisted, andaading to FHAPCO, 2010 progress report
towards implementation of the UN Declaration of @oitment on HIV/AIDS indicates that
HIV/AIDS has left 5.4 million orphans and vulnerabthildren of whom 900, 000 are from
HIV/AIDS.

In communities hard hit by the double hammer 0¥MAIDS and poverty, there are millions of
children who are not orphans, but who have beenenmadre vulnerable by HIV/AIDS. For

example, children whose parents are infected wi¥/AIDS might not receive the care and
support they require, and may instead become gants’ caregivers, often dropping out of
school and becoming the breadwinner (PEPFAR, 2006).
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Though projects have contributed to provide supfwdugh different interventions; and employ
different strategies, the persistent vulnerabildyHIV/AIDS of many poor families in general,
and OVC and their caregivers, in particular, remaadequately touch. The situations of OVC
and their care givers have been remain as oneeothhllenges in the attempt to overcome
poverty and maintain growth. Addressing the prolslesh OVC and their families/care givers,
will definitely improve the situation of the housdtis and ultimately contribute to the national
efforts to end poverty and ensure the realms otldgwnent (International Save the Children
Federation, 2004).

Ethiopia has a large and very vulnerable populatwith an estimated 15 percent of the
population living below the poverty line. HIV/AIDS one of the key challenges for the overall
development of Ethiopia, as it has led to a sevear-ylecrease in life expectancy and a greatly

reduced workforce.

According to February 2003 survey, the prevalenwe e@haracteristics of AIDS orphans in
Ethiopia the majority of AIDS orphans were fromea@rprimary ethnic groups Amhara (58 %),
Oromo (17%) and Tigray (9 %) (UNICEF,2003).

The towns along or close to the transportationidors to the NorthfShewa zone ofOromia
region includingFitche are economic and social “hotspots” with establishta of catering for
both travellers and residents. Young people argcpéarly at risk, as 15-24 year olds comprise
high percentage of new infections, yet they hawwelorisk perception and face greater
challenges. The HIV/AIDS prevalence @romiaregion is 1%, and NortBhewa ane of the
region has a prevalence rate of 1.5%. The impdactdl\@/AIDS on families and children are

immense.

According to the information obtained from the towealth office, the estimated number of
OVC is 1500. The HIV/AIDS prevention and care angport program that different

organizations have been undertakingitthetown is lead or coordinated by HIV/AIDS



Committees organized at town level and in fokiebeles The committees have the
responsibilities of providing care and support@vC and their guardians infected and affected
by HIV/AIDS. As social work is a profession thatasncerned in helping disadvantaged and
underprivileged members of the society, enhandmegwell being of OVC within their social
context and addressing the well-being of societyaashole, assessing the responses of the
community, in general, and the roles of HIV/AIDSwwittees in providing appropriate care and
support services to OVC, in patrticular, is veryaialito strengthen the Multi-Sectoral Response
of HIV/AIDS by identifying and addressing the cleglbes and exploiting the opportunities to
improve quality of services to OVC as prescribed\ational OVC Service Delivery Guideline
developed for the purpose. Thus, the approachesacities of HIV/AIDS committees need to
be strengthened and closely collaborate with seetak service provision organizations for the
better benefit of the community, in general, and@\n particular. This is due to the fact that in
the absence of care and support, OVC and theigiv@ms will face problems in their well being

which ultimately resulted in dysfunctional socistie

Therefore, the writer assesses the prevailing canitsnuesponse, structures, particularly roles,
challenges and prospects/opportunities of HIV/AID@nmittee inFitche town in Kebele 3
where 417 OVC residing with the belief that theessh would provide some new information

on the issues raised above through seeking answeasefully formulated research questions.

1.3. General Objectives

The main purpose of this research is to collectamalyze data on the responses of community
and roles of HIV/AIDS committee in the provisionadre and support with special emphasis on
roles and responsibilities of HIV/AIDS committee aaring orphan and vulnerable children
infected and affected by the HIV/AIDS in Fitche towand to investigate the challenges and

opportunities.

The study was guided by the literature on HIV/AIB&e and support services, in general, and

OVC care and support, in particular as well ascthrecept of care and support.



1.4. Specific Objectives
. To explore the socio-economic conditions in whicW@ orphan and their
caregivers live.
" To assess the knowledge and practices of HIV/AlD8mittees in providing
care and support services orphan and vulnerabligrehi
. To examine the kind of care and support provideddiphan and vulnerable
children through HIV/AIDS committees and others.
" To identify the challenges and gaps, and oppoiasijrevailing in provision of
care and support for OVC.
" To understand the care and support provided to @v€the implications of this
to social work knowledge and practices.
. To provide recommendations that could help in desmy of program/projects,
and strategies aim at OVC.
1.5. Research Questions
The research will attempt to provide answers ferftillowing questions.
1) What are the current socio-economic situations\6€@nd their caregivers?
2) What are the current knowledge and practices inpitwvision of care and support
services?
3) What are the services/care and support activiéedered to OVC?
4) Do OVC receive all standard services componentslescribed by OVC Care and
Support Standard Service Delivery Guideline?
5) What are the challenges and opportunities in dehg the care and support services?

6) What are the findings of the research to sociakvpwofession and/or social workers?

1.6. Significance of the study

Fitche town is centre for nortfbhewazone ofOromia region. Like other regions, ddromia
region HIV/AIDS coupled with poverty has been thaimsocial problems of the community.
There is large number of PLHIV. Even though theme heen no concrete and reliable data that
shows the number of OVC population, based on tfeermation obtained from the town relevant
offices and registrations, the number of OVC popoitais estimated to be 1500. One of the

Kebelesvhere OVC population is high ksebele3, and most of these OVC have rural origins. In
6



addition, rural — urban migration of children iserious problem that the local government and
service providers encountered since and beforadlient of HIV/AIDS in the town, in general,

andKebele3, in particular.

There is neither research nor impact assessmesttakdn on HIV/AIDS and children, families
and community irFitche town. There is also absence of organized datastiat's the number
and situation of PLHIV and OVC living in the towndKebele However, the town andebele
HIV/AIDS committees try to coordinate HIV/AIDS prewmtion and control activities. Through
existing GOs and NGOs, very few OVC and their cang get care and support services.
However, there is lack of adequate information ab@WC and their caregivers’ current
situations, or whether HIV/AIDS committee is plagiits roles in providing care and support
services to OVC. There is also lack of informatadiout the types of care and services that OVC
and their caregivers received as per the natic@aaldard set for such endeavors. At the same
time, even though the scope of intervention is ovyrsome local NGOs have implement
HIV/AIDS prevention and control activities in theown and in selectedKebele For
example, Tesfalntegrated and SWAAE have been wortimgrevention of HIV/AIDS, provide
care and support to OVC in the town, in general, iarthe selectellebele in particular. Today,
there is a general trend and paradigm shift thatnsonity care is superior to institutional care
for OVC and programs and projects which currenthplementing focus on this strategy or
approach in the believe that community care haowaradvantages including ownership and

participation, cost minimization and aboveslktainability.

According to key informants, currently, more th&s0Q OVC are estimated to live in the town,
most of who believed to be HIV/AIDS orphans. Theyalso a great hope that these OVC are
provided with care and support services availabiéh vactive leadership of HIV/AIDS
committee. Therefore, this study shows the situatinod pattern of care and support currently
underway, and also looks into the roles and respitities of the HIV/AIDS committee in the
process of care and support provisions to OVC ascgpibed by Ethiopia OVC Standard Service
Guideline. Therefore, the study gives an insigho iroles and responsibilities of HIV/AIDS
committees in providing care and support to OVQGlsb identifies the gaps and challenges, as

well as the opportunities that exist in the proce§he researcher selected dfebele,and
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analyzes the implication of the findings to the mowonal, region and national efforts in
alleviating the impacts of HIV/AIDS, in general, daproviding care and support to OVC in
particular. All stakeholders such as GOs and NQ@tuding committee can be the possible

beneficiaries of this research finding.



2. LITERATURE REVIEW

2.1 An Overview of HIV/AIDS-A Global Threat

HIV/AIDS is indiscriminately affecting human raceorldwide and has claimed the lives of
thousands millions of people across the globe.ak keft behind millions of orphans and
vulnerable children, disintegrating families, daasisg livelihoods, impoverishing communities
and destabilizing economies of nations around tlwldv Speaking from economies and
livelihoods perspectives, HIV/AIDS has long beenthaeat to the wellbeing of families,

communities, institutions and ultimately states.

The report of WHO indicates that in 22 countrieational models of HIV prevalence showed
that the incidence of HIV infection declined by mathan 25% between 2001 and 2009 —
including in some of the countries with the largeptdemics in the region: Ethiopia, Nigeria,

Zambia and Zimbabwe.

The aims to advance global progress in achievingpirg set targets for universal access to HIV
prevention, treatment, care and support and toamaltreverse the spread of HIV and contribute
to the achievement of the Millennium Developmentlgoby 2015 has been identified as
UNAIDS strategy. Among the strategy goals, creatingess to essential care and support those
people living with HIV and households affected biwHs one of them (UNAIDS, 2010).

2.2. HIV/AIDS and its Impact on Orphan and vulnéea®Bhildren
Orphans and other vulnerable children guidance goegb by United State Government in-
country Staff and Implementing Partners explairsrttagnitude of the impact of HIV/AIDS on
people in general, and children in particularays
“Because HIV/AIDS predominantly attacks people ofldbearing age, the
impact this is having on children, extended famijli@nd communities is
devastating. If a parent dies of AIDS, the childhsee times more likely to die,
even though he or she is HIV negative” (PEPFAR 6200



Most argue that the impact of HIV/AIDS on childrennot explored only due to children are
orphaned by HIV/AIDS but also the extended impactthe virus on household, community and
society at large. Children living in householdgshaone or more ill parents/caregivers are also
affected as income of the households is declinesl tduexpenditures for health care services,

which in turn affects household consumptions (Sa|d2005).

(Foster, 2000) argue that the extended family wasttaditional social security system and its
members were responsible for protection of the enalble, care for the poor and sick and the
transmission of social values and education. Exjpereds on AIDS deplete extended families
assets over a period of several years. This wfihdely increase the number of orphan which
exerts greater pressure on households. Extendeliefs, as alternative, assume responsibilities,
and later on can be over burdened. Due to pové&atygilies can slide in to destitution. This,

according to (Foster, 2002), increases the vubildsa of children to a range of problems

including illiteracy, child labor, exploitation, employment, migration, and child prostitution.

Yohanes (2006) points out that care and suppottttieaextended families declines as research
findings in Zimbabwe, Kenya and other African coied indicated. Various factors contributes
to this situation including child headed househpltie separation of siblings from each other

and their eviction from the locality for jobs seeketc.

In Ethiopia, as part of the efforts mitigating thepact of HIV/AIDS, guidelines have been
developed as a road map to direct, coordinate amdton progresses of care and support given
to those affected by the virus. Government pastirve also exerted effort to alleviate the
devastating impact of HIV/AIDS and provide care angport for those affected by the virus. A
good example is the PEPFAR funded projects thae Haeen implemented throughout the
country during the last nearly ten years, anduigejine (PEPFAR, 2006).

Parents’ death to AIDS, among other, is a factat #ggravates children’s problems including
psychosocial needs that often given less atterdiwh importance than their economic needs.
Psychosocial support, as coping mechanism, neeectve proper and prompt attention (Oak
Report, 2004). The Ethiopian society is characteriay family network and social support that
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gives care and support for disadvantages grougsding HIV/AIDS orphans. Despite the
prevailing of large number of OVC who need care sapport, there are few community-based
programs and projects operating in the country. gitegrams are not also community focused
and participatory which facilitate the participatiof all stakeholders including OVC. HIV/AIDS
orphans in Ethiopia receive limited services, jpattrly education. Base line data conducted by
World Food Program (WFP) found that an estimate&o/6f AIDS orphans were not attending
school in Ethiopia (Policy/Project, 2004)

AIDS orphan is the worst crisis as compared taidles caused by death of adults of AlIDRS.
HIV/AIDS orphan, among others, particularly, fad@matization and rejection, and often suffer from
emotional distress, malnutrition, a lack of heatiwe, poor or no access to education, and most

importantly, a lack of love and carPEFAR, 2006)The millennium Development Goals (MDGS)
and other international commitments forced the gowent of Ethiopia (GOE) to prioritize
education and health service. As a result, relgtivee vast majority of orphan and vulnerable
children (OVC) have got chances to get educatiahtealth services. However, there are a large

number of OVC who could not access the servicgmihbecause of various reasons.

2.3. Response to OVC Care and Support

Many stakeholders, directly or indirectly, both iaternational and national levels including
USAID, UNICEF, UNAIDS, WHO, the GOE, internationand local NGOs and other
international agencies are working on OVC care sugport. Declaration of Commitment on
HIV/AIDS, which forced national governments to deygeOVC policies in 2003, and implement
it in 2005 was instrumental to strengthen goverrtm@mmunity and family capacity to support
children affected by HIV/AIDS nationally (UNGASS0@1).

Ethiopia has endorsed HIV/AIDS prevention and aanpolicy in 1998. The policy indicates,
among other, the need to promote proper institationome, and community based care and
support for PLHIV and orphan; and empower womenitly@and other vulnerable groups to take
action to protect themselves against the virus (BRP1998).

The government of Ethiopia has taken various measior positively address the complex issues.
The Federal Constitution has clearly articulateglrights of children in Article 36. Ethiopia has
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ratified both the UN Child Rights Convention (CR&nd the African Charter on Rights and
Welfare of Child (ACRWC). The country has harmoxizmestic laws and policies with the
provisions of both conventions and which createsabling environment for improving the

wellbeing of OVC. MOWA is the government ministryandated to coordinate the issue of
children including OVC. FHAPCO is charged with leagand coordinating the overall multi-

sectoral response to HIV and AIDS, including theues of care and support for OVC (MOW and
FHAPCO, 2009).

The legal and policy framework created by the goresnt has enhanced the involvement of
NGOs, UN agencies, LNGOs, FBOs and CBOs in theigiav of various care and support
services to OVC. In spite of all the positive stdpsvard, there have no uniformity in the
services and support offered to OVC and their ¢aeegl Until the government of Ethiopia has
made efforts to the smooth implementation of car@ support for OVC and issu€lC Care
and Support Standard Service Delivery Guidelioe orphan and vulnerable children to ensure
guality services to OVC (MOWA & HAPCO, 2009). Sttuces through which community
responses could be obtained in the prevention aredand support has already been put in place.
The application of the Standard Service Deliveryid8lines requires, among other, concerted
efforts by all stakeholders at various including tlederal, regional and local levels. Specific
roles and responsibilities for each level cleapglied-out. Accordingly, aiVoredaandKebele
levels, among other, building partnerships, coatinand follow-up implementation of OVC
programs; Creating enabling environment for impletimg partners; mobilizing community and
resources to support OVC activities; building parships with all actors and coordinate OVC

programs are included.

While a number of policies, strategies and guidsiconcerning care, support and treatment
have been issued by the national government, atvi society organizations in Ethiopia that
have been at the forefront of providing care amgpsu services to PLHIV and OVCs (HAPCO
and GAMET, 2008).
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2.4. Systems and Structure

Roles and Responsibilities of Stakeholders

The application of the Standard Service Deliveryd8lines will require concerted efforts by all
stakeholders at various including the federal, aegi and local levels. Specific roles and

responsibilities for each level-National, region&lpreda,andKebeleare clearly identified.

The,Kebelelevel roles and responsibilities of HIV/AIDS comtag, for example include:

» |dentify partners and support the application @n8trd Service Delivery Guidelines;

* Lead the identification of OVC and organize a dassbwhich includes geographic
coverage ;

» Identify needy OVC in collaboration with key actomsobilize community resources and
coordinate the responses of various players;

* Promote and protect the human and legal rights\d€ @cluding reduction of stigma
and discrimination;

» Facilitate access to health care (issue IDs armhreeendation letter for free services)
and birth

* registration services for OVC;

* Facilitate the integration of OVC services wibbelelevel services; and

» Participate in program planning, implementationnitaring and evaluation and

reporting on OVC activities.

The very important question that comes to the miinelveryone is: Are the structures at all level

capable of discharging the roles and responsésliissigned to them?

The national guideline for OVC describes the ra@led responsibilities of the structures at all
level. The study by Yohannes (2006) has disclbisedctive roles played at local level rather

than at national level.

The structure of the HIV/AIDS includes a sub-comegtfor care and support services. This sub-
committee is expected to provide care and suppgrebple infected and affected by the virus
including OVC.
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2.5. Family-centered approach to OVC Care and Suppo

A number of OVC focused programs are aimed at riedueulnerability among OVC and their
families by strengthening systems and structureliver quality essential services and increase
resiliency. The program follows a family-centrepgpeoach and approach to child welfare
social work in which the family is seen as the miynunit of attention. Respecting,
strengthening, and supporting the family—while guméeeing child safety—are the hallmarks of
this method (PACTE, 2011).

The belief that the best approach to protect obilds to strengthen families acknowledges that
there are times in the lives of families when thegy encounter difficulties because of the stress
of poverty, inadequate housing, substance abuseest@ violence, mental illness, or other

challenges.

Why Emphasize Family-Centered Practice? Or ‘Pramitfamily/household care.” Why? In
seeking the answers for the question, it couldheesimplest question for those who live with

their parents.
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The family is generally the optimal environment forchild to develop. Assistance programs
should enable vulnerable children to remain in anig family situation in which they can
maintain stability, care, predictability, and pmien. Institutional care is not optimal for child
development, sustainability, or cost-effectivend$eere are, however, instances when residential
care could be the only practical alternative; fraraple, abandoned children, practically HIV
positive children, for whom there is no alternatievery institution that cares for children
should prioritize the maintenance of strong linkshwextended families, the reintegration of
children back into the community and securing @lstafamily-based placement. Attention

should be given to keeping sibling together.

Yet despite its familiarity, for many people theasen for the current, almost overwhelming
emphasis on family-centred practice is a mystemhe, though they can describe and may
even embrace the beliefs and principles underlgfiegfamily-centred approach, are still unclear

on how to put these concepts into practice withi@damilies.

2.6. Service components and quality dimensions

Meeting the basic needs of children and youth tsomby vital for ensuring their current well-
being, but is also critical to their future. Basic“core” needs include food/nutrition, shelter and
care, protection, health care, psychosocial supptication, economic strengthening. The
Ethiopian OVC guideline identified these core segsgi as critical minimum. Critical minimum
activities are activities that must be done by @drtners implementing services for OVC
(MOWA and FHAPCO, 2009).

The Ethiopian Government adopted the United Natldmsvention on the Rights of the Child on
December 1991 and thus becomes an integral paheofaw of the land. Furthermore, policy
documents on health, education and social welfateutate statements that uphold the
protection, care, health and optimal developmenthefchild within their sphere of influence
(UN.1989).

Given the number of OVCs, particularly in sub-SahnaAfrica including Ethiopia, and their

complex needs, the most effective responses ptandiés, households and communities at the
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center of interventions. The Ethiopian governmdsbd gromotes community care and support

approach than institutional care.

Many OVC programs exert efforts to confront and imiae the reality of stigma and social
neglect faced by OVCs, as well as abuse and eaptmit including trafficking, the taking of
inherited property, and land tenure though incoapog protection as core one of core services

to place the best interests of the child and hiseorfamily above all else.

If one considered the health services alone, theergé Health Needs of OVCs (including
HIV/AIDS prevention)should take into account to meet the general hemdds of children at

every age level.

The study on HIV by WHO (2007) disclosed that withappropriate treatment, over 50 percent
of children born HIV-positive die within the firstvo yearsProvision of HIV-related health care
to exposed or infected infants is very essential arhigh priority in OVC care and support.
When ill or suffering from the onset of AIDS, chish supported under OVC programs should
have timely access to appropriate ART. Programsildnmake available other health care for
children born to HIV-infected mothers and known Hbdsitive children, and related support
either through direct access to health providerspeferably, with arrangements and referrals
established with programs such as providers ofvatdions to prevent the transmission of HIV
from mothers to their children (PMTCT), or spedatli pediatric ART providers. ART
adherence interventions for HIV-positive OVC areoa the essential health care required for
HIV-positive children. (PEPFAR, 2006)

With regard to education support, history has shovankind the fact that education is the key to
social, economic and political development. ItI®groved that investment in education during
early childhood brings in significant long term léts for children, their families and the
society. The United Nation Child Right Conventidecastates that all children have the right to
be given the very best start in life (UN.1989). &®n the same premises, the PEPFAR and the
national guidelines include education as one ofctire services to OV.Explaining the impact

of HIV/AIDS on educational needs of orphans anchewhble children, Tania Boler and Kate

Carlloll (2003) clearly stated that millions of tdren around the world have been orphaned by
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the AIDS crisis. Aside from the emotional and psyolical effects that losing a parent can
have, there is clear evidence that orphaned childre dropping out of school at a higher rate

than non orphaned children.

However, when looking at the impact of orphan hoadeducation, it is important to consider
not only enrolment rates, but also the quality eodsistency of attendance. Anecdotal evidence
also suggests that the opportunity costs of schgaficrease and that AIDS-related stigma in the
classroom (and discrimination on the part of teeshstudents and parents) can also cause
children to drop out of school. Such stigma anccritisination in schools contravenes the
underlying principles of Education for All, and gomments must legislate against all forms of
discrimination.

In addition to providing core services to OVC, athkeholders and program implementers
should adhere to and take into account the dimeasib quality. These dimensions of quality
are not seen separately from the seven core semiieas which are considered critical
components of a set of services for Programmingetarg vulnerable children (MOH and

FHAPCO, 2009). The national guideline underline tieed to take into consideration the
dimensions of quality when providing quality seescto OVC, and urge all stakeholders and
program implementers to adhere to and take intowtdcthe dimensions of quality including

safety, access, effectiveness, technical performamrdficiency, continuity, compassionate

relations, appropriateness, participation, andasuability

2.6 Conceptual Framework
2.6.1.Community-based Care and Support
The definition of care and support is adapted feoiguideline developed by National HAPCO
for care and support to PLHIV, OVC and affected ifeas. Community- based care and support
is defined as:
The continuum of care and support that OVC andrtbaregivers receive in their
locality through the members of their communitiethiw a network of health and

welfare systems in that community (HAPCO, 2005).
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2.6.2.Care and Support Model

A model that apparently applies to this researatommunity care where different stakeholders,
tend to assume major roles and responsibilities{@ehensive HIV/AIDS Care and Support
Supportive policy and Environment.

Comprehensive HIV/AIDS Care and Support Suppopiliey and Environment

Clinical care (Medical and

Nursing)

* Preventive therapy (Ols, TB)
management of STIs

*VCT & PMTC

Socio —economic support
» Material support

» Economic security

» Food security

Psychosocial support
« Community support services
» Counseling

» Orphan care

* Spiritual support

Human Rights and Legal support

* Succession planning

« Stigma and discrimination
reduction

* PLWHA participation

Source: - HAPCO 2005 Guideline for PWHA, OVC and fAtted Families, Comprehensive
community-based Care.

The writer, largely, uses community-based care wdisoussing and analyzing the findings on
OVC care and support that the community provide®W{L. Attempts are also made to relate

the care and support with social work principled practices.

There are various definition and understanding wetard to orphan and vulnerable children
(OVC). HACI, 2004, and HAPCO, 2005 define OrphArchild who is less than 18 years of age

and who has lost one or both parents regardletfeafause of the loss.
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Vulnerable children are children who are less th&ryears and whose survival, care protection
or development might have been at stake due tatacydar condition or circumstance. These
groups of children include those whose parentseaminally ill, children who are on and off the
street, children who live in poverty, children wéaie vulnerable to HIV/AIDS an exploitation of
child labor, sexual abuse (UNICEF, 2003; HAPCO,2@bster, 2002).

Boler and Kate Caroll (2003) urge that in decording the OVC concept, the working group on
education and HIV/AIDS summarizes issues raiseoh feomeeting in London on 10 December
2003 concludes that it remains important to resmime definition of children who are affected
by the AIDS epidemic, whilst acknowledging that tingpact of the epidemic on children is
multi-faceted.

In Ethiopia, OVC context is commonly understood #&ghlly defined orphan as a child who is
less than 18 years old and who has lost one orgmo#mts, regardless of the cause of the loss. A
vulnerable child is a child who is less than 18rgeaaf age and whose survival, care, protection
or development might have been jeopardized dueptrtecular condition, and who is found in a
situation that precludes the fulfillment of hishar rights (MOW, and HPCO, 2009).

The term OVC has been coined in light of the higimber of children affected by the AIDS
epidemic. Yet the OVC category is conceptually pptatic: who should be included, and who
should not? Some argue that in high prevalencetdesnall children are already affected by the
epidemic (Boler and Kate Caroll, 200B8)owever, the writer prefers to use operationalrdedin of
orphan vulnerable children.

The Standard Service Delivery Guideline for Orplard Vulnerable Children’s Care and
Support programs, as stated in operation definioterms, apply a more inclusive definition is

used.
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3. METHODOLOGY

3.1. Organization of the fieldwork

The fieldwork for this study was conducted in Jamel until middle of July, 2012. Prior to the
fieldwork, an extensive review of the literature &fV/AIDS, especially the impact of
HIV/AIDS, in general, and OVC, in particular, waarged out, so as to obtain a conceptual
understanding of the issues. In the first weekhef tieldwork, the writer has tried to made
communication with town municipality and sectoricéf, so as to identify a potential informants
in all categories. Consequentko Letike became an assistant because his relationships wit
potential participants believed instrumental irdfirg subjects for the research as well. All prior
preparation activities were performed as per thekwglan. The study participants were
identified and schedule has been set to undert#fkeresht data and information gathering
activities. Due care has been taken to avoid apprhg of activities. In this regard, the
participants, especially HIV/AIDS committee’s memdbdave been approached through town
andKebeleadministrators, OVC and guardians through PLHIV g&sation leaders and through
direct approach through assistdretekie,who has been working in a local NGO for long time

and has adequate knowledge and information abeubtin.

3.2. Study Design

A community-based cross-sectional study design &maployed to undertake this study. The

study employed a patrticipatory research approach.

The study was sectoral-specific case study whidichHy explains the existing situations on the
study area and initiates to generate data andnaon that can be used for national-wide,
region specific studies to be conducted by intecegiroups in the future. In this study OVC,
their caregivers, community leaders, and CBOs, FB@d CSOs participated. The study
employed mainly qualitative research methods. Thidue to the fact that assessing the roles,
challenges, and prospect of the HIV/AIDS committieegroviding quality as per standard set in
OVC guideline and National Monitoring and Evaluatieramework for Multi-Sectoral Response
of HIV/AIDS in Ethiopia issued by FHAPCO care angpport services to OVC in general and
AIDS orphans in particular call for qualitative easch. Description of the situation of OVC and

the response of the community to care and supppdrted and analyzed. Direct beneficiaries
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(OVC with mixed gender) have been participantsotiyh questionnaire that was developed in
the English language and translated ilitoharicandAfan Oromadfor the purpose. Triangulation

of data and information obtained through the qoesihire and qualitative findings has been
made in order to assist the writer to gauge whdthefAIDS committee has discharged its roles
and responsibilities in coordinating the multi-eeat HIV/AIDS responses, in general, and
providing care and support for OVC in particularhether OVC are receiving all services
components or not, and the like. Case study has inetuded to triangulate the data collection

and validate the findings.

3.3. Description of the study Aréniverse of the study
Purposive technique was used to select the stugly. dihe area was selected on the basis of

providing greatest data and information about #search topic. The area was selected due to:

» Contact available in the town-the writer is workingOromiaRegion Health Bureau, and
knows the area very well.

* The writer is speakingAfan Oromofluently which is an asset to collect data and
information from participants.

* The writer interest to work in one of relativelyofib insecure areas @romia regional

state, where OVC problems also believed to beivelgthuge.

North Shewazone is one of the 18 zones@fomiaregional state. In the region, there are also 6
zonal town administrations. The habitant of the ezam estimated to be 1,388,617 people is
divided into 13Woredaand one town administratiomkitche town with an area of 3321.25
hectare is located some 110 Kms north of Addis Abdbis an administration centre of the
North Shewazone ofOromia Region. It has an estimated population 32,513 lebrw 15,295
(47%) are males and the majority 17,219 (53%) aneales residing in foukebelesThe town
hosts many nationalities and ethnic groups amonghwtominantly Oromo. Amhara, and
Guragieare also residing in the town. According to theadeom to town, the town has different
ecological zones. 4281.6 sq.km (47.63%Pmgdhigh land, 3322.58 sg.km (36.96%joyna
dega and the rest 1384.81 sq.km (15.41%Kada/low land.
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Fitcheis categorized as high land in terms of agro-egiold zone with and elevation that ranges
from 974mt to 3531mt above sea level and an avesgtll 1700 mm annually.

According to the town Health Office, the number@¥C population is estimated to be more
than 1500. In the selectétkbele the estimated number of OVC is 417 of whom 26l&reg
with the virus and the remaining is OVC affectedthg HIV/AIDS. According to the health
office representative, the number of AIDS OVC isireated more than what has been reported
as many of them is not willing to disclose theirosstatus. Some local projects run by local
NGOs (CSOs) funded by external donors provide eaek support to orphan and vulnerable
children. Communityiddirs and PLHIV association are community institutiondyich provide
care and support to orphan and vulnerable childeempirical assessments on HIV/AIDS have

not been conducted in this town.

3.4. Study Participants

Orphan and Vulnerable Children between 5-18 yedr-obregivers of the sampled OVC,
government offices heads/representatives, reprasezd from non government organizations
working with OVC, and community structures inclogiHIV/AIDS town andKebelelevel

committee leaders and members are the subjedie ctudy.
3.5. Sample Size Determination and Sampling Praeedu

The study has been involved purposive sampling, @merefore, purposive sampling was
employed to select the subject. Those participasits were believed could provide answers to
issues/questions incorporate in the study instrasnerere selected. Ten children who were
selected by th&ebeleWomen and children Affairs office, were interviewbdfore two days
which enabled the writer to pre-test the questioendfter minor modifications on some of the
guestions, questionnaires were made to be fillead-ou

Prior to interviewing the subject, verbal consennf each OVC to participate in the study, the
heads of households of caregivers of the select&d Were informed and asked their permission
to participate in the study. Children were inteweel or allowed to participate with the informed

consent supported by parental/caregiver permissidre interviewer did not precede the
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interview without the consent of the subject. Afiaformed consent with OVC and their
caregivers, an individual interview was scheduleth place and time specified. Accordingly,
60 OVC (22 male and 38 female) were selected ltodil the questionnaires. Two OVC (mixed
gender) were selected for an in-depth interviewth®/ researcher. Maintaining confidentiality

and privacy during discussion was an importantddsefore the actual interview was conducted.

The key informants were selected from governmeme ldepartments, local NGOKebele
HIV/AIDS committee. In the way focus group discuss{FGDs) participants were chosen from
OVC caregivers or guardians, and HIV/AIDS committeembers. The main criteria employed
to select these participants was mainly their keolge and experience to OVC community care
and support.

In conducting the research the writer’s relatiothwiarticipants has been brief but personal. The
issues of entry, issues of reciprocity-efficienoyterms of role, as well as interpersonal ones that
capture during the conduct of research and issfiesthical dilemmas have been carefully

maintained.

The study has been conducted according to work gdé@eloped for the purpose. The writer has
been managed to use his probing skill as much asilge so as to obtain the data and

information rigorously without prodded back intetbetting for the completion of the work.

Bearing in mind the underlined principles for swaideavors, the writer has enabled to build
trust, maintain good relations, respect the norfngeaprocity, and, more importantly, has tried
his best to be more sensitive regarding ethicakiss

3.6. Sources of Data

Primary sources, using various data collectionrumsénts including key informant interview,
focus group discussions, in-depth interview, quesiaire, and secondary sources observation
and archival data collecting methods have been @yedl as data sources. The secondary data
collection method has been employed to supplenhenptimary data with available and relevant

secondary sources embodied in the analysis toletirecstudy.
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3.7. Data Collection Techniques

A combination of different data collection techréguwere employed to collect information on
the profile and current situation of OVC, HIV/AID&vareness to the problems and the care and
support, type of care and support provisions. imftion was also collected on current care and
support services for scaling up of programs ands#hection criteria employed to include OVC.
Data have also been collected with regard to angdle and opportunities/prospects on the issues
raised.

3.8. Data Collection Tools

Key informant interview

Key informant interview method has been employed nasthod of collecting data and
information from relevant government sector offieesluding heads of Women and Children
affairs, health office, police office, labor andcsd affair office, local administrators, and non

government organizations representatives usingn&steuctured questionnaire.

Questionnaire

The researcher selected two data collectors widvipus skills of interviewing subjects as
assistants. Using availability sampling 22- malel &8 — female OVC were selected and
interviewed. To minimize bias on situational anaysf OVC, 24 OVC who currently get
services from community organization and local @ctg through SWAAE were selected assisted
by the chair person of thikebele The remaining 36 were recruited from householdste
waiting list for care and support through tkebele03. Through this technique, information
about the profile, socio-economic situation of @ps and vulnerable children and type of care
and support offered by the HIV/AIDS or communityyaienges and opportunities on caring
OVC assessed. Information on current communityaesp to care and support to orphan and

vulnerable children were also asked.

Focus Group Discussion (FGDs)

Focus group discussions have been made with tharsieipants who have been selected from

OVC caregivers and HIV/AIDS committee members. Taecus group discussions involving 16
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participants (8 in each group) drawn from caregivand HIV/AIDS committee have been
conducted. The composition of the discussion ppdits was heterogeneous in terms of
education status, age, and gender. They are hormogemth respect to their economic status.
This data collection technique was employed to tsuthisite and generate more information
about the HIV/AIDS committee response on care amgbart to orphan and vulnerable children

in the study area. The researcher and one notetadte involved in the discussion.

Case Studies of life Histories as a Methodologiazol
According to Miles (1993), life histories form thmasic component of oral history, and are

increasingly becoming popular in contemporary reseabecause they are generally seen as a
way of uncovering hidden information about the pastase study was designed to triangulate
the data collection and validate the findings. Mwéter has prepared a special guideline to
undertake the activity. The consent of the paréictp has been maintained. Both to triangulate
the findings and illustrate the situation of OV@yotin -depth interviews with orphan and
vulnerable children were conducted. The selectiofter@a include those who are
affected/infected with the virus, the parental aiton (double orphan), and children whose
parents are poor to support the child. Based onctheria two single AIDS orphans were
selected and interviewed. The gender mix of theiggaants was also maintained to see the
gender dynamic of the impact of HIV/AIDS and carel asupport services provided to OVC.
These categories align with definitions of OVC ubgdhe writer in this paper.

Observation
In the process of data collection, the researchserwed community resources available, and the

physical and emotional conditions of orphans anthemable children. The researcher also
observed the HIV/AIDS meetings and discussions anmous issues including HIV/AIDS. The
NGOs working on OVC has been observed by the resear On top of these, the researcher
observed town an#lebelelevel committee activities regarding care and supfmr OVCs as

well as association of PLHIV.

Data quality assurance
Since in qualitative study what matters most ihenticity, efforts were made to ensure that the

exact wording of the participants are transcribedtas to “give a fair, honest, and balanced

account of social life from the view point of [tparticipants] who live it every day” (Kreuger &
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Neuman, 2006)Part of the transcription that was quoted direaths given to a language expert
to ensure accuracy of meaning. The participante vedso contacted to ensure meaning. In
addition, a separate analytical memo was kept whwreresearcher had put or discussed all
thoughts and ideas about the coding process amdatite formulation (Kreuger & Neuman,
2006). The use of experienced assistant during aatection has also contributed to the data
quality.

3.9. Data Analysis and Interpretation

The data and information that has been recordetyusite book, and observation dairies were
summarized by using and categorizing the reseanclcerns according to the main thematic
issues. As the data and information collected Hamen both quantitative and qualitative, both
methods were used to analyze the result of thanfysdin terms of the roles that have been
played by the HIV/Committees, the challenges entmyed, and the prospects/opportunities.
Quantative data are summarized and analyzed usi#§SS Qualitative analysis has been,
particularly, employed to analyze information ob&d from key informants, particularly on
challenges and possible remedies and prospeatspi@ve care and support services promotion.
Due care has been taken the method of analysisresdltie address the different research
guestions and objectives by looking at differerdugrs and analyzing all information obtained
from both groups separately. Next, the informatias brought together by a method known as
the triangulation of content analysis. Conclusiang recommendations, in the context of care

and support for OVC at the community level, aresasn the overall findings.

3.10. Consent and Ethical Consideration during D@talection and Analysis

Because of the stigma and human rights, issuewdr HIV/AIDS; the highest ethical
standards were upheld during data collection aralyais. Bearing in mind the underlined
principles for such endeavors, the writer has huilst, maintains good relations, respects the
norms of reciprocity, and, more importantly, hasdrto be more sensitive regarding ethical
issues. This is because study participants mayrexympe psychological, social, physical or
economical harm during the process of data coliaatr afterwards through dissemination of the
study results. Accordingly, the informed verbal sent has been obtained from the respondents.

OVC were only interviewed or allowed to participateinterviews when supported by parental
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or caregivers’ permission. The writer has not camté instances where caregiver consented to
the interview, but the child refused to give conseffter informed consent was obtained from
the participants, the interview and FGD were comelliin a scheduled place and time to avoid
distraction and to maintain confidentiality andvay during interview and discussion. To
protect the identity of respondents, the namesadigpants including case studies participants

in the report are not mentioned or presented byqis@ames.

3.11. Operational Definition of Terms

Orphan Children- Children who have lost one or both of their biotagiparents regardless of
the cause of death.child who has lost one or both his/her parentstvV/AIDS.

Vulnerable children -Those children who are living with HIV/AIDS, patsrare sick, because
of AIDS, children under difficult circumstances, vaoty, discrimination, or
exclusion whether because of HIV/AIDS or not (UNFESE003).Is more vulnerable
because of any or all of the following factors trestult from HIV/AIDS:

e Is HIV-positive;

» Lives without adequate adult support (e.g., in asetiold with chronically ill parents, a
household that has experienced a recent deathchoomic illness, a household headed by a
grandparent, and/or a household headed by a child);

» Lives outside of family care (e.g., in residentiate or on the streets); or
* Is marginalized, stigmatized, or discriminated agai(PEPFAR, 2006)
Care and Support: - A comprehensive and inclusive program that adeésetise whole needs
of OVC such as , economic, social emotional, pskadioal and medical care of
orphans and vulnerable children and their familigsanyone of the stakeholders in

the community.
Family-centred refers to an approach to child welfare social wiariwhich the family is seen as

the primary unit of attention. Respecting, strergthg, and supporting the family—
while guaranteeing child safety—are the hallmarfkhis method.

Social Capital- In sociology, social capital is the expected cdilex or economic benefits
derived from the preferential treatment and codpmrabetween individuals and

groups.
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3.12. Limitation of the Study
The study has two main limitations, one of scopd depth. The research is confined and

conducted in on&ebeleand urban setting. It would have been better ifedion differentKebeles
of the town where comparison would be possible betwKebelesand target population.
However, this was not possible because of timefenadhcial constraints that the researcher has

encountered. In addition, it was conducted in allssaanple size of a larger population.
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4. FINDINGS AND DATA PRESENTATION

4.1. Results from OVC Respondents
4.1.1. Profile of Respondents (OVC)

Tablel:-Socio- Demographic information of OVC Respondé@NtsA17, participants n=60)
Socio-Demographic Variable Number Percent

Socio-Demographic Variable Number Percent
Sex Male 22 37
Female 38 63
Total 60 100
Age 6-10 7 12
11-15 38 63
16-18 15 25
Total 60 100
Religion Muslim 12 20
Christian Orthodox 38 64
Christian Protestant 8 13
Christian Catholic 2 3
Other 0 0
Total 60 100
Level of Education llliterate 0 0
Church 0 0
Koran 0 0
Reading & Writing 7 11
Gradel-6 10 16
Grade 7-8 28 48
Grade9-10 9 15
Grade 11 and above 6 10
Total 60 100
Status Orphan 27 45
Vulnerable 33 55
Total 60 100

More than half of the sample orphan and vulnerabié&ren respondents, n= 38 (63%) OVC
were female, and (n=22; 37%) of them were male.tMdbshe respondents (both male and
female) were teenagers whose age ranges betwe#8 §dars. The highest proportion (n=38
(64%) of the respondents are the followers of GlansOrthodox religion, while Muslim and

Christian Protestant comprises (n= 12; 20%) and;(ri3%) respectively. As to the level of
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education, all respondents are literate. AImosiCAlIC except seven respondents are currently
attending school. The majority of the orphan anbhexable children respondents, (n=28; 48%)
were attending at a level of primary school Sec@wtle Grade7-8; (n=10; 16%) attending
primary school First Cycle school and the rest §1=26%) attending their high school (third and

fourth cycle) education grade 9 and above.

According to the Convention on the Rights of thel@hhe right of children to education is one

of the measures of child welfare in any societg@nmunity. Though it is hasty to generalize to
all OVC living in the study area, it would be safesay that most OVC are attending school at
different levels. However, this does not mean thaldren who attend school are without any
problem. As indicated in the findings, this is besamost OVC and their caregivers in the study
sample live in a situation where poverty is deepted and some of the OVC orphan who live in

desperately difficult situations because of paileeath.

Almost half 27 (45%) of the sample orphan and #st 83(55%) are vulnerable children.
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4.1.2. Socio-economic Situations of OVC Respondents

Table 2 OVC (n=60)

Number Percent
Are you currently in school? Yes 48 80
No 10 17
No. reply 2 3
Total 60 100
Reason for not attending school currently Pareteath 4 50
Academic failure 1 9
Household chores 5 41
Other 0 0
No. reply 0 0
Total 12 100
With whom are you living now Parent 25 41
Relative 17 28
Siblings 9 15
Friends 5 9
Other 0 0
No reply 4 7
Total 60 100
Source of income for the household Salary 9 15
Street vendor 17 28
Daily labor 25 40
Other 0 0
No reply 1 2
No income 10 17
Total 60 100
Those not having income get assistance Relative 0 0
NGOs 6 60
Community 4 40
Other, 0 0
10 100

Respondents were asked about schooling, and th@itpygn=48 (80%) responded that they are
currently attending their education; while the (8=117%) are not attending; and two
respondents did not reply. Parental death and hoilg&hores were mentioned as reasons for
not attending school. With regard to the livinmation of OVC, from 60 OVC respondents,
(n=25; 41%) are currently living with their pareiftsey are either paternal orphans or maternal

orphans). While (n=17; 28%) are living with theelatives, (uncles /aunts and grandparents
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brothers and sisters), and (n= 9; 15%) lives wikhireg who is accountable to care for them.

Only three (n=5; 9%) of the OVC respondents liveéhwother children or adults who are not

relatives but friends helping at times of difficaitcumstances; and (n=4; 7%) did not respond.
Most caregiver respondents state that the captcityare for OVC has reached a situation such
that they cannot manage as their resources aretddplherefore, the pressure of HIV/AIDS on

families and children is paramount and multi -disienal. According to these caregiver

respondents, the financial assistance they get $emvice providers for the provisions of care to
OVC is minimal and not enough to meet the neeahibdiren.

Only five (n=9; 15%) are employed in the governmenbn-government and private
organizations operating in the community. OVC réporthat forty eight (n=40; 66%) of
caregivers of OVC are employed in the informal gestreet vendor and daily labor; and only
N=1; 2%) did not respond. They make a living by rafiag such activities as making local
drinks like “Tella:” and“Areke” and selling them to the local people. Others prepnd spin
cotton for making “Shama“(a local cloth dressing rogles and females) for sale to the local
people in rural and urban areas. It is in this \lagt they generate income to their family.
Therefore, as OVC respondents confirmed it and tagegivers alike, children are expected to
work for the caregivers when they back to home frechool. Consequently, orphan and
vulnerable children work as daily laborers, shomesis, or lottery sellers to substantiate the
family income to caregivers or OVC guardians. Imaal, the caregivers and orphan and
vulnerable children are living in destitute sitoatin which the needs of OVC are deprived and
not yet met. As it was also confirmed by female Ox&Spondents that female children are
expected to accomplish some of the household chikegleaning a house, taking care of the
infants and the elderly, housekeeping while membéra household are outside and in some
cases, even taking the whole responsibility offtmeily at early age. For example, Birkie, a 15
years female single orphan stated:

Being an orphan, | usually work domestic choresmneter | am not in school to my
grandmother who is my caregiver. During weekendslaslidays, | work outside, wash
neighbor's’ clothes, and receive money, give toegarer to support the monthly
expenditure of the family.

This is not in line with the Convention of the Riglof the Child, which Ethiopia has ratified few

years ago. It is also very clear that childremigvin this situation are subject to child labor sdbu
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and exploitation and exposed to HIV/AIDS. In additi to vulnerability and their well-being is
usually at stake. Those eight (n=10; 17%) OVC wkdatred that the households do not having
income get assistance confirmed that the souragcofme of the household derived from NGOs
and community support. None of them have repotted they have received income from

HIV/AIDS committee or Women and children Affairsf@g or other government body.

Thus, with the findings of some scholars, in magb-sSaharan African countries and the
situation in Ethiopia is similar. With few except® the traditional safety net to absorb OVC in
the community context is still taken over by theeexed family. However, the capacity of the
family structure to do so is getting decreasingha@snumber of OVC is increasing, especially in
communities where HIV/AIDS prevalence rate is higbster, 2002; UNICEF, 2003).
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4.1.3. Community Resources Mobilization, Care amgp8rt for OVC

Table 3: Orphan and Vulnerable Children in KebeB By sex, age and current situation

No | Parent situation Sex Age Total %
1 Double orphan 0-5 6-10f 11-15 16-18+
Male 2 9 10 3 24
Female 3 8 12 9 32
Total 5 17 22 12 56| 13
2 Paternal Male 3 12 26 3 44
Female 8 12 18 5 43
Total 11 24 44 8 87| 21
3 Maternal Male 8 7 11 10 36
Female 7 8 19 9 43
Total 15 15 30 19 79| 19
4 | Vulnerable Male 0 20 30 22 72
Female 0 38 42 43 123
Total 0 58 72 65 195| 47
Grand Total 31| 114| 168 104 417| 100

Source: Kebele 03 HIV/AIDS committee (M=176, F=241)
As can be seen from Table 3 above, the highestep&ge (h= 168; 40%) of orphan and

vulnerable children in the association are in tlge aange of 11-15 years. Most of the
beneficiaries (n= 195; 47%) are also vulnerablédetin. Even though the causes of death of the
parents was not defined at a time of data compiatit could be implied from the key

informants interview and focus group discussiort Hi&/AIDS claimed the lives of many of the

34



Children’s parents. This may hold true, especi&dly double orphans (n=56; 13%) in cases
where both the husband and the wife died one dfterother in the community context.
Comparing the number of maternal and paternal orphthe paternal orphans and the maternal
orphans are almost proportional (21% and 19%) cts@dy. The key informants frorKebele

03 disclosed that though most paternal orphan$wang with women headed families, they are
living in destitute conditions. Most of them areggaged in informal sector and get small amount
of income which is too small to support the househaf which a paternal orphan is a part.
Therefore, it can be argued that poverty is onéhef problems of OVC and their caregivers
living within the community.

The government offices that coordinate and fatditddIV/AIDS prevention and control
activities in general and community mobilizatiom frare and support for OVC in particular in
Fitchetown is the Health office. The Health Office cooates and facilitates, and also provides
support to community-based service providers ambdofor the benefits of OVC living in the
community. According to the health office key infaant, the effectiveness of all community-
based care and support programs and projects algaéxd periodically to identify the strengths
and weakness of each service providers. It wagstegpthat the office hold discussions on plans

and strategies issues as well.

Both focus group and key informants participantsabaded that much effort has to be exerted
by all stakeholders to change the attitude of tbenraunity towards HIV/AIDS orphans.

Moreover, if the current plights of HIV/AIDS andsitmulti-dimensional impact on the

community are to be reduced, the commitment ofdlmunity members to OVC care and
support is very essential. The participants alstedmed that the importance of the involvement
of such Associations as women'’s association, yésgociations, and other social and economic
local organizations. These community-based orgéoizaa could be seen as potential
stakeholders for future intervention that focusoophan and vulnerable children in the context
of HIV/AIDS prevention and control activities forLAIV, in general, and particularly OVC

infected and affected by HIV/AIDS in the town. Aéy informant respondents underlined the

need to strengthen the coordinating roles playedIWAIDS committees.
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4.1.3. Care and Support

The majority of the respondents confirmed that tivye received support from the local
projects operating through external donor fundst @60 OVC respondents, (n=39; 65%), of
whom the majority 24 female. get from CSOs opegpim the town, namely:Tesfaintegrated
development associatioAbebech GobendJNICEF, different churches such &alale Hagera
Sibket, Mekanyesus, Muluwongel Gectatrch,iddir, Society for Women and AIDS in Africa-
Ethiopia (SWAAE) andresfa BerhaPLHIV association. One of them from Communitydshs
Organizations (CBOs), and the other 6 OVC get eaek support from HIV/AIDS committee.
The main types of provisions are education suppoterms of educational materials support
such as exercise books, pen, pencils, bags, etoe S0=12; 20%) reported that they are
provided with health support and the rest (n=5; &t4ye got legal protection support. OVC
respondents were asked to rate the level of setiisfathey have obtained from the existing care
and support services. The result indicated edutaltisupport has been beneficial followed by
health, legal protection and psychosocial suppditie majority (n=52; 86%) of OVC
respondents prefer vocational skills training amtbme-generating activities (IGA) as sponsored

by local projects to financial and material supgorttheir subsistence.

4.1.4. Types of Care and Support Currently Rendar€aVC:

All categories of research participants have nalamunderstanding on the types of services
provided to OVC. Most of focus group discussiortipgants have no full range of services that
are to be provided to OVC. Some of them emphasizeeducational supports while others
understood a combination of education and heatthcgs. Very few of them have, essentially, a
clear understand on the full package of servicescrdwed in the national OVC guideline
described as critical services. On the other hardept the HIV/AIDS committee respondents
of Kebele 03, key informants from sector offices,the other hand, understood OVC care and
support in relation to their office mandated foFor example, key respondents from Police
department and legal services have understood pegtdction as the only OVC support service.
Similar understanding was reflected from healthiceffespondent and understood OVC support

as health support only.
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OVC respondents were asked to rate the level a$fsetion obtain from current care and
support provided to them. Respondents listed thel lef their satisfactions starting from most
satisfied to low. The ranking was labeled as: @rrhost satisfaction, 2= for satisfaction, 3=
Average satisfaction and 4= low satisfaction

Table:4: OVC services

Core Services/needs Ranking

1 2 3 4 No response
Food and nutrition 0 4 8 40 8
Education 42 11 4 0 3
Health care 15 19 17 4 5
Protection 9 17 24 4 6
Shelter and Care 6 7 114 29 4
Psychosocial support 5 4 10 33 8
Economic 1 6 4 42 7
Opportunity/Strengtheng

Table 4 shows that OVC have greater satisfactioth whe educational support they are receiving
currently. On the other hand, OVC responded they thave low satisfaction in the food and nutrition,

shelter care, psychosocial support, and economg@ngthening services.

The type of educational support offers to OVCdsaational materials by different institutions
including SWEEA which, currently, provides mainlgugation support (school uniform, pen,
pencils and exercise book). There are attemptsrdvige health services through referral to
government health care facilities. The source ofdfuthat the organization gets mainly comes
from external donors. Even though there is an @steand plan to support more OVC by CBOs,
the number of OVC supported by this organizatiomisimal when compared to existence of
large vulnerable children in the community. Keyoimhants from SWAAE were asked as to why
the organization focuses on educational materigbsu to orphan and vulnerable children living
in the town in general, arldebele03 in particular. The main reason, according ®itfiormant,

is donors’ guidelines and to comply with projectresgnent signed with the donos it is
understood from the information collected, the mamre and support providers in the

community are the extended family. Though theseaiggoof families take care of orphan and
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vulnerable children in the community, they areniyiin absolute poverty and unable to meet the
needs of children as far as their current econarajacity is concerned. The next care and
support providers irFitche town are stated by the local project operatinghi@ &rea. These
projects are mainly funded by external donors ik¢ICE, and Global Fund with the objective

of preventing HIV/AIDS in the community.

Problems and Coping Mechanisms

All respondents declared that they have encountereblems sometimes in their life. The data
from the respondents indicates the types of thblpnas in the order of ranking starting the most
problem include: food shortage for daily consumptishelter, violence or treat for violence,
health. Nearly all respondents agreed that thedtrategy to cope with their problems is through
engaging in activities like daily labor, washingttles in neighborhoods, selling lottery tickets
and street vending. For example, Tafa, a 16 yeaubld orphan stated:

| usually encounter a number problems includingdfdor daily consumption. | also

sometimes have nothing to pay for drugs prescriiyephysicians. In order to cope up

with the problems | engage in activities like dddpor and street vending. With little

amount of money | receive, | manage to buy fooddtéSometimes | share the problem

with peers, and eat food together. My caregivegeaerous person, is the one who buy

me clothe once a year. But not shoe. | remain batdbr the last many years.
Each one of the teenagers benefit by one anotheossible whenever there are economic
difficulties, counseling at times of hopelessneasd helplessness, socialization and reciprocity,
the accountability of members in groups. Other GQ3Be with problems by soliciting help from
caregivers, including extended family network arldeo social support mechanisms employed.
Another group of OVC respondents search for patérgervice providers including local
projects operating in the community especially HANJS prevention and control projects
funded by external donors such as SWAAE which riggrovide care and support for high
vulnerable children (HVC) funded by USAID througA®T-Ethiopia. One challenges that OVC
respondents are unable to cope with the stigmahegthto them by the community members and
their peers. The Psychological and emotional probl¢hat OVC experienced is so severe that

they do not want to reminded and think about ifraga

Respondents when asked to mention who has helgad When encountered problems, the

majority (n=34; 57%) responded relatives and pedpky know in the town, notably like
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teachers. Some (n=18; 30%) reported that they tsegbt supports from CSO, particularly
recently. Only n=8; 13%) of the respondents comdéid that they have received support from

HIV/AIDS committee when encountered problems.

OVC respondents were also asked to answer whatdbeyhen you encountered problems in
the household. Large proportion of the respond@its68%) responded that they run away from
the caregivers for some days. The remaining saythles will cry, search someone to help them,

asked excuse to caregivers, few of them resporsddry and/or nothing do.

Suggested solutions to the problems that OVC facene of the questions asked to OVC
respondents. Almost all respondents replied thay thre part of the solution to their own
problems. They suggested children must involvd@sé issues. For example, children should be
involved in need identifications, selection of O\W&neficiaries, and above all, in decision-
making that highly affects their lives. The mostporntant coping mechanism that OVC
mentioned repeatedly is the existence of SWAAE &asdfa Berhan SWAAE, which started
recently, is helpful in soliciting care and supportl90 OVC of which 10 (4 male and 6 female
HIV positive that could be in most cases educatiamterials support. However, so far, it is not
a forum to discuss their concerns and a source sythmlogical support when orphans
encountered problems and difficulties and in seafckolutions. There is no psychosocial and
emotional support to OVC from any of the communiiyembers except some people and
volunteers who are residents of tebele.Tesfa Berhars providing support to 26 OVC (8
male and 18 female) who are infected by HIV/AIDS.

Respondents suggest that the more responsiblédiidren’s issues are the children themselves.
Almost all respondents replied that they are péithe solution to their own problems. It was
mentioned that family and relatives, NGOs, and govent are also responsible for Children’s
issues. As far as soliciting solutions to the probof OVC is the largest proportion of OVC
respondents argue that children should be engageelfi- help activities like income generation
activities, few even continue in such manner thegtytwill not wait financial and material
support from local projects while they can work tbemselves and get one. All underlined in

their responses that the community should help @si@ and support initiatives, strengthening
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their association. They also expect moral and teehisupport from community members in
their quest to undertake income generative aawitAs to their plan in the improvement of their
life, OVC rely highly on their education, a few featerruptions because of economic and social

problems that may happen to them and their caregive

Suggested solutions to improve the current caresapgort practice in the town is one of the
guestions asked to OVC respondents. They suggekiktien must involve in the issues that
they concern them. For example, children shoulthbelved in need identifications, selection of
OVC beneficiaries, and above all, in decision-mgkihat highly affects their lives. The most
important coping mechanism that OVC mentioned reguia is the existence a OVC focused
forum that would have, among other, a role coatiom and facilitation support. It was
mentioned that the forum will assume the respolisds of solving each of the orphans
problems and difficulties and search solutions a&i.viHowever, the majority of them are in
desperate situations. There is no psychosocialeamational support to OVC from any of the

community members except some volunteers from SWAAE

The answers for the question forwarded to the mdpots with regard to care and support

services obtained from HIV/AIDS committee are altrsimilar.

The respondents declared that HIV/AIDS committeesdaot even facilitate to get supports from
other agencies. It was mentioned that, mostlytdiagn and Kebele Women and children Affairs
Offices take the initiative. All underlined in theesponses that the community should help OVC

care and support initiatives

The plan to improve their life in future in thmprovement of their life, OVC rely highly on
their education, a few fear interruptions becadsronomic and social problems that may

happen to them and their caregivers.
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4.2. Results from Key Informants and FGDs Response

4.2.1.Background information

Table 5: background information of the key inforitsan

Name of the Sex Type of Position Do you provide
Office/organization organizati OVC Care and
on Support
M| F | GO Yes No.
Law Enforcement X GO Security Information —
Processor
Labor and Social Affairs| X GO Reorganizing —v
Association
Processor
Women and children X | GO Training and
Affairs Education Processor] —¥
Health X GO HIV/AIDs P
Mobilization
Processor
Kebele3 Administration | X GO —v
SWAAE X | NGO Supervisor 4
Hiwot Integrated X NGO Community el
Development Association mobilization Officer

The Fitche town Law Enforcement, Labor and Social Affairs, Wemmand children Affairs,
Police and Health officeKebele3 Administration, SWAAE andTedfstegrated Development
Associationare entities which provide care and support to QW€ctly or indirectly. With the
exception of SWAAE andesfa Berhan Integrated Development Associatdirare government

entities.

The responses of key informants indicate that dventMayor Office, Women and Children
Office, Health Office, and Labor and Social Affaidéfice are responsible in selecting eligible
OVC for various supports. Children whose parertégd due to AIDS, high vulnerable and who
have not provide with support by another organiratvere also mentioned as selection criteria.
The committee atkebele level members comprises of Chairperson, Deputy rgbeson,
secretary, known personality, representatives frdifferent organizations and children
parliaments, and are responsible for selected OREspondents declared that priority is given

to AIDS orphans.
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With regard to care and support to OVC, the infdromaobtained from the key informants
indicates that different organizations provide eli&nt kinds of supports to OVC. The supports
are, mainly, focusing on the respective officeeschnd responsibilities and legally established
for. The services from the Law Enforcement Officaimhy focused on legal protection including
sensitizing community on child rights and protegtiesues. It also mentioned that the office is
also provide psychosocial support for those OV&dawith violence and/or treat of violence
and reported to the office(s) the case. It was ntedathat the labor and social affairs office is
organized to provides, among others, training, netecash, advice and support to OVC. The
Women and Children Office, on the other hand, e tain government office dealing with
children affairs, in general and OVC in particulanwvas reported that the office provide support
to OVC through facilitation and coordinating theppart from other government and NGOs,
provide or facilitate OVC to get educational, fogychosocial, etc. support. The respondent
from the town Police Office reported that the ddfigrovide a combination of many supports to
OVC. From ensuring the legitimacy of the selectmnOVC for support, following-up the
fairness of supports provided to OVC by variousaoigations, writing letter of recommendation
to OVC for referral services particularly for héaliervices or support. The respondent from the
Health Office has confirmed the responses of dtkgrinformants.

4.2.2. Level of key informants and focus groupudision Participants’ Awareness to the
Problems of OVC
Respondents were asked to express their level afemgss to the Problems of OVClhe
information gathered from the key informants ancLi®group discussants indicate that the level
of community awareness to the problems of orphah\arinerable children is relatively high.
However, the magnitude of stigma and discriminatonHIV/AIDS orphans is still manifested
within the community. The participants also arguledt the largest proportion of orphan and
vulnerable children are living in destitution anosalute poverty. The commitment from local
government officials and the private sectors, fample, the business community is very low to
provision of care for OVC as compared to the dagdy increment of orphan and vulnerable
children population in the town. The respondentgehétle knowledge regarding responsibility
of caring HIV/AIDS OVC. They have also little kndwow about the role and responsibilities of
HIV/AIDS committee. However, appreciation and gtyipriority to HIV/AIDS OVC has been
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the focus of the activities undertaken in the psmn of care and support to OVC and their

caregivers.

It was reported that government and NGOs includdegelesin the town have also started to
teach the community about the prevention of HIV/SI@nd care for orphan and vulnerable
children. For example, it was observed that comigwolunteers who have taken trainings on
home based care were teaching the community atzwatand support for people living with
HIV/AIDS. It was also confirmed biebele03, chairperson, vice chair person, and Women and
Children Affairs Office among the key informants tinis research thatebele officials are
organized a committee with ten members and prothden with training about issues relating
OVC care and support. They took the issue of HIXZ8lIprevention and control as one of the
agendas in their meetings and panel discussionsex@ample, in development programs, and
other similar concerns to which many of tkebelepeople participate. However, not much has
been done regarding on care and support to orphérvianerable children, when compared to
the widespread and multi-dimensional nature of pineblem in the community are social
orphans. Respondents were also mentioned the uliffiencountered in identifying AIDS

orphan due to fear of stigma and discrimination.

The other approach used to measure the level afeaswss of the community to the problems of
OVC includes the perspective of focus group disaotss Most focus group participants

conceptualized orphan children as those who lostasrboth biological parents regardless of the
causes of death. These groups of participants dédated a lot about conceptualization of
vulnerable children. Some argued that vulnerabldédmn are children whose parents are
chronically ill, live in poverty and could not caf@ them under any circumstances. And in this
case, these children could be called “social orpliarhe majority of the participants agreed that
vulnerable children are those whose parents ard dieAIDS, infected and affected by

HIV/AIDS and live in difficult circumstances. Onffigw defined those vulnerable children is a
general concept that represents those who arealoorphaned.”This literally means that those
children who have no one to care for him or heenewhen their parents are alive and live

within the community.
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There are different understandings on conceptualizaf OVC in the community which, this
greatly affects the type of criteria that would émployed in care and support provisions for
OVC beneficiaries in the community context. Mosttbé key informants and focus group
participants argued that HIV/AIDS is the main caaserphan-hood in the community. This, in
turn, is an important factor for the existence tjrma and discrimination on orphan and
vulnerable children living within the community. BG are of the opinion that community-based
care and support should be more valued than itistiai care. The rationale behind their
argument is that community resources such as \exduisin, existence of ideal community,
structures, CBOs, FBOs, and above all, OVC wouttebéearn norms, values and culture of the
community and can easily be integrated to the wislariety. They also disclosed that if
community-based care and supported with techni@ffiaancial support by service providers, it
would be cost effective and successful. Focus gparicipants has confirmed the views and
suggestions of OVC respondents that the problen@WE would be better addresses if OVC
played the leading roles and took the responséslitThey prefer community care to institutional
care because they will not feel isolated or detddhmm the community and can better socialized
with the community culture. However, current comiityicare and support for OVC is very low
for reasons that they could not explain well. Thsumption that the knowledge and attitude of
the community members about the problems of OVEitche town is beyond its infancy and,

on the other hand the commitment to care declarba fow.

4.2.3. Care and Support for OVC

The information obtained from different groups eSpondents, notably, the OVC and their
caregivers revealed that there are different, btitwell coordinated efforts made to mitigate the
impacts of OVC and provision of care and support.ekemplary work in the community that
the focus group participants repeatedly raised tvasactivities undertaken ISWAAEand the
initiatives thatTesfalntegrated Development Associatitake in orphan care and support. The
Women and children key informant stated that:

“While a number of policies, strategies and guidediconcerning care, support and

treatment have been issued by the national governraed many resources are

allocated for implementation, it is civil societyganizations in Ethiopia, such as
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SWAAE and Tesfa Integrated Development Associdltetrhave been at the forefront

of providing care and support services to PLHIV &\Cs

The selection of eligible OVC is carried out withtige involvement of all stakeholders. The
organization undertakes the selection of OVC aftssessment is made together with Women
and Children Affairs office an&Kebele HIV/AIDS committee. The organization has been
successful and enabled to support OVC including /AINS orphans. Hence, each of the
children could attend school and were supporteth Wieir ‘basic needs’. Initially, 250 OVC
were registered for support. Currently, 190 OVC amevided with education, health, food and
nutrition supports. The key informant from SWAA&ported that the health support is provided
through referral linkage with government healthilfaes including Fitche Hospital. It was also
responded that the organization has plan and buddstgienic materials such as soap and pad
and, therefore, the 190 OVC will be provided thioowgt the project period. The organization is
also working on integration of OVC with parentsémivers. Food and nutrition support has been
provided to 60 needy OVC including 10 who are itéecby the virus. Psychosocial support is
also provided to the OVC.

Similar to OVC respondents, key informants intemges identified community-centered
services as the best alternative in OVC care apdati It was also reported that the number of
OVC is known by the committee, but the difficuligd on identifying those OVC who are
infected by HIV. The committee has made effortptovide coordinated care, and, therefore,
fourteen OVC were receiving support frolAbebech GobenaNGO which has been
implementing OVC project in the town. Others weeeeaiving support fronMekane Yesus
Church, UNICEF,Iddir. Food and nutrition, education, legal protectibealth etc. supports
were provided to the OVC. Those OVC who come &Xibbelefrom rural areas have been also

provided with care and support.

Many of the focus group discussants and key infotmmeemarked that the initiatives started by
few community-based organizations likddirs and civil society associations established by
some volunteers can be taken as a model practioeeter, the commitment from local

government officials and the private sector is astexpected. The involvement of faith based
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organization like Ethiopian Orthodox Church andsic Religion to OVC care and support is
minimal though their contribution and role in tmegard was highly valued by the community

members.

4.2.4. Challenges and Opportunities in Care andg®upProvisions to Orphan and Vulnerable
Children

4.2.4.1 Challenges

Focus group and in-depth interviewee participanesewasked to identify the most critical
problems that encountered and yet not addresséd&gard to OVC care and support. The same
guestion was also raised for key informants. Tégponses of all respondents were found
similar. . The main constraints for provision carel support to OVC is the low commitment and
response of the community members towards the gmablnd needs of orphan and vulnerable
children in the community. Following this are thésaonceptions about the death of parents of
orphans that most community member believe to Bé/ADS. This is the same to Alula’s
finding in Addis Ababa for IGAs to PLWHA in raisingncome of the families (Alula, et al,
2004). Shortage of skilled professional like comityunmobilizers, social workers and
counselors and para —counselors mentioned as thefawors for this low awareness of the
community about the problems and needs of OVC.dxample, promotion of Convention on
the Right of the Child is made Wyitchetown Labor and Social Affairs at intervals whitehas

no structure or outreacat Kebelelevel. Since there is low commitment and respaofsthe
community to OVC care and support, the number oégiger volunteers, except for extend
families is very low. However, the respondents epjted the small community-based
initiatives of somaddirs commitment and plan to provide care and suppo@V€. As it is the
case in most part of the country in general @ndmiaregion in particular, the dearth of data on
the number of OVC and their current situation tt@ild be used as a basis for care and support
interventions by other stakeholders Ritche town was identified as major constraint by key

informants.

Challenges in the provision of care and suppo®YC have been also identified. Most of the
focus group participants also asserted that thexegeeat challenges while providing care and

support to OVC in the community. Some of the chmges are multi-dimensional and
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interrelated. Poverty is identified as the leadaigllenges encountered in many of the OVC
caregivers, and have reached the point in whicly #re no more able to continue support.
PEPFAR, (2006), is confirmed the poverty as ondghef main challenges in OVC care and
support and stated that communities are hard hithieydouble hammer of HIV/AIDS and
poverty. This is mainly because of the low income caregiv@rguardians of OVC generate
from the informal sector sucltas making thjera” (bread) for sale, preparing local drinks and
selling and others in street vending that providessstence life. OVC respondents confirmed
that they are living with caregivers or guardiart®wannot able to meet their daily needs. Some
of these problems are so deep-rooted that they theethvolvement of many stakeholders and
actors.

The increasing number of OVC living with the comntyrhas been also mentioned by focus
group of participants as challenge. It was mentlothat the increase is, mainly, among other,
the migration of OVC from rural t&itche town expecting better life in urban areas. Thddas
factors that push most orphans from rural areagltan areas are poverty and HIV/AIDS. On
the contrary, an increasing number of OVC poputatind less response from the community
side is also a challenge. The key informant fromkbbele03 administration also stated that the
caregiver's and guardian’s perception of orphan amtherable children as a means of
generating income from service providers was on¢hefchallenges in provision of care and
support. The existence of stigma and discriminaggainst HIV/AIDS orphans within the

community has also been identified by focus groamgigipants. This was the case an HIV/AIDS
orphan face while he started income generatingigeselling lotteries in the town. The key

informant fromTesfa Berham\ssociation stated:

There was HIV/AIDS maternal orphan who providechvgiéed money to sale home-
made bread, (Enjera famous food of Ethiopians)vexeless, the local people who
know her status did not want to buy for fear ohsmission of HIV/AIDS through the
bread. She told me the situation she was in andvtinge stories by the time | asked
her about the business and the return she hasSiet.said: “Low sale and no profit. |

think people have heard about my sero-status amdofaemand for the bread even if

| offer a great, and maintain its quality”.
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Failure to have clear and full understanding on Opicies, strategies and guidelines by
service providers working at grassroots level, enpgnters is also stated as a challenge to
provision of care and support for OVC. Less comraittnof some of HIV/AIDS committee
members to the prevention and control of HIV/AlD$general, and care and support to orphan
and vulnerable children living in the communityaisother challenge. Informants from SWAAE
and chair person dfebele03 and HIV/AIDS committee of the same also staked the higher
expectation of support from OVC is a serious clmgjéein the care and support effort in the
community. The inactive role played by the HIV/Axommittee, particularly, in leading and
coordinating care and support to AIDS orphan wastioeed as challenge. The less awareness
of the service providers on Standard Service Dglivguidelines has also been mentioned as

challenges.

In nutshell, the participation of community in gesdeand HIV/AIDs committee in particular is
inadequate. In addition, low awareness about ONC@VC care and support, failure to know
roles and responsibilities, less attention to O¥8ues, failure to conduct selection of OVC as
per the criteria set for the purpose, and turnafemembers andebeles officials capacity
constraints to fully address OVC demand for theises, dropout of schooling, the presence of
elastic demand for support, less awareness angrdailf community to provide support were
mentioned as challenges. Particularly, providilhgritical minimums to OVC care and support
is found very challenging. Opportunities for OVCpport have been also mentioned. The
awareness of the community has been improved tiatsnof GO and NGOs has been improved,
the availability of nation OVC care and supportdgline, the inclination of older OVC to
engage in IGA, and the presence of the committéesvary government hierarchy were

mentioned as opportunities.

4.2.4.2. Opportunities for OVC Care and Support
Similar to the questions regarding challenges onCQdre and support, key informants and

focus group discussion participants were asked tovige their response on  the
prospects/opportunities that are existing in primgdcare and support to OVC and their
caregivers in the community. Focus group partidipaand key informants were mentioning

some the opportunities including the existence aihmunity-based organizations and their
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interest to engage in HIV/AIDS prevention and cohtind local development activities. This
can be seen by the initiations thdtirs are showing their interests to work on HIV/AIDS
prevention and control. Moreovelddirs initiation and commitment to support OVC with
educational materials and create synergy in mabgitheir members and build better financial
capacity for care and suppokebele03 key informants stated that the decentralizagiolcy
that the government is promoting could give the mamity relatively better empowerment to
mobilize resources by its own initiatives. The sanfermants informed the inclinations of some
government offices employees to provide care apgat to OVC, in general, AIDS orphan in
particular were mentioned. The presence of SWAARch most OVC are provided with care
and support was mentioned as a good opportunite. Kéy informants also stated that the
motivation and high interest of orphan and vulnkraihildren to engage in income generative
activities as the best opportunity for care andpsupprovision. In addition, this could be good
for local projects or community-based initiativeghich have an interest to provide care and
support to OVC. Consequently, OVC would engageelh-shelp efforts to lead their own life as
was stated by the key informants of Labor and $difair and Women and children Affairs
offices in the Association. This validates the mwe of the OVC with regard to the best
alternative for care and support for OVC. The issgaof the Standard Service Delivery
Guidelines has been also mentioned as an opportopithe key informants. They mentioned
that the guideline could assist service providepriovide standardized service delivery to OVC

and to enable key stakeholders to uniformly proweeices to beneficiaries at varying levels

The other opportunity that was communicated by kbg informants of theTesfalntegrated
Development Association was the attitude of locajgrt donors like USAID, and other external
donors to fund the Association.

4.3. Case lllustrations
To triangulate the data collection and validate fimelings, and also to supplement the

information obtained from OVC respondent and to theesituation of orphan and vulnerable
children, the researcher has conducted an in-depeinview with two OVC, a male and a
female. Both in-depth interview participants aréAlorphan. For the sake of confidentiality, the

names of these children are given pseudo- nameegasaandTolosa.
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Case 1
Tolosais born to a peasant family not far frafitchetown. | had wanted to interview him about

his life, because my key informant had suggestad lle would be a good subject for a case
study. However, initially,Tolosarebuffed all my approaches to talk to him, andelaagreed
when understanding the objectivimlosas parents died when he was about ten years“bain

a 9th grade student. | have no parents. The famaity8 members Dad and Mama and 6 children
(4 male 2 female) | am the fourth child for my famiThe family was living adjacent téitche
town, and in much of the times was in absolute pgwehere some times we had no enough
food to eat, no clothing throughout the year, aras wnable to cover educational fees. The
whole family depends on such assets as a cow amdheep, and 0.75 hectare of land. The main
source of income was farming and livestock reariigpugh the land was productive; every year
less produce was gained due to decline in landifiend the size of the land. To supplement
family income, my father had been working as d&ilyorers inFitchetown. Sometimes he was
passing nights ifritche town. As many daily laborer, with the little amadwf money he got as
wage, he drank local drinks, suchTeadla andArkie. After some times, he became sick. So did
my mother. As a result, the family had encountexesrious problem. | came Fitche town
expecting better life in urban areas, but in rgalite in urban areas is very critical and
troublesome. Most of the days of the week, | wagblento feed myself with my little income |
earn from shoe shinning. The only support thatrtently get from my uncle, the caregiver, was
shelter. | dislike working as a shoe shirf#istero” Ethiopia context) but it became a coping
mechanisms and a strategy to live and be abley@®bucational materials. My uncle (brother of
my father) is a good man and who was helped meavte Bhoe-shining equipment. In this, case
“listero “and buy me other necessary material by investorgesBirr 40. | took this money on
credit basis so that | am expected to return baekday working orflestros “in my spare time
(weekends and while | return from school). My daflgome from makindlistero” was ranging
from Birr 4-8. But, very occasionally, | managed get a maximum of Birr 12 per day.
Sometimes, | came up with no income at all. | cowdtl saved money for my critical times other
than paying back my debt to my uncle who boughttheelife for shoe shining. Other than
making my living by shoe shining, | was able to @owmy educational expensive myself for 3

years. Therefore, | was a self —sponsored student.
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A critical problem | came across in my life was whiewas injured at the leg while playing
football with my peers in the neighborhood. For madtreatment, | could able to get free
medication from the nearby government health cdotethekebele03 wrote a letter that entails
my family’s poor economic background and the gitual was in. Nevertheless, at all expenses,
I was not cured from my injury and continued toeliwith a pain and even unable to attend

school. I could not continue working on shoe shmgrbecause of the illness.

Kebele03 for the second time wrote me a letter of codpardor individual contributions to get
treatment. Kebele 03 HIV/AIDS committees provide me Birr 100 and cal&cilitate the
contribution of Birr 240 from individuals that adgb to 340 birr for medical treatment to the
previous referral hospital. Although | am sufferitgm my leg injury, I was working on my
“listero” and attend school. Nevertheless, later on | wagritical psychological problem
because of the continuous illness for fear of dimgput of school for economic and academic
reasons. | had no one to help me, except a fewibations for medical treatment for my injured
leg. | was in search of any organization, individoragroup to help me and change my mind, not
to quit my education. | shared the idea to my enkle felt suddenness and told me a new story
about the death of my parent to HIV/AIDS.

It was during this time that | went to théebele office to tell them the situation | was in
including the situation | lost my parents. The Chzgrson of th&kebele after attentively listen
to me, he told me the existence of HIV/AIDS comeetiat thekebelelevel chaired by him, and

which could facilitate to get support.

He gave me appointment to come the next day teevmié a letter of support to SWAAE, an
NGO working on OVC care and support in the town.had submitted the letter to the
organization and have got supports which enabledaneontinue my education through the
educational materials received from the organimatibam now a grade 9 student. Thanks for
the Kebele03 HIV/AIDS committee, and the chair person of saene, | am continuing my part
time job-“Listero” earn income which could assist me my daily congiangpartially.
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Case 2

Lensais 11-year-old female child. She is single orpldm was born and grown up Fitche
town. She had lived for the last 2 year with hedawed father.” My father lives with us and my
elder sister preparing food. My Mama was dead leefoyears when | was 9 years old. By the
time she dead, the cause of her death has notkine&m. After a year when my father became a
TB patient, our neighbors and people living nedrbag rumors, and started to talk the cause my
mother’s death to AIDS, though they did not brougihth written evidence from the physicians.
During this time | started to work to our neighbar40 years old woman because the family was
unable to provide me with the support of food amidication materials, love and affection
because of my mother’s death. | started to ‘testeéw life which demanded to work harder. My
family comprised of five members, my father andrfehildren. One of my sisters had quitted
her education and started to work as daily labar emabled to generate income for the family,
the other married. My sister who had been workiaglaly laborer and supports the family with
the little amount of money she earns has left tiventin search of job. | was tried harder not to
drop out of school, and | had preferred to workiasl drinks Tella and Arekie and work
harder in my education. My father had passed aftay 1 year of illness. By that time, | had no

relatives around who help me.

As daily laborer, | make living and occasionallgupport my youngest brother, by buying foods.
The family of mine had neither assets nor land @sssns in rural areas to be hired or contract
out, nor a house, at least government owtkaxbele” house with low amount of monthly rent.
The person who had rented the house for my faraftgr allowing us to live free of rent for 3
months since the death of my father, requested tisd other means. With desperate situation, |
had such personal health problems as unable tp,steeonic economic problem, used to live in
the 40 year-old woman for whom | worked for. My ygest brother had got shelter in our eldest
sister who had married a person working in dairynfaear byFitche town. | face problems of
isolation, helplessness, hopelessness, and algvgyahological stress for difficulties in my life
as l1ll-year-old orphan. As a double orphan, | hadl &@& opportunity to be accessed as
beneficiary in local projects funded by externatmey, by USAID, with other fellow orphans
and started to live in orphanages for 8 monthserAdbme 8 months, that orphanage is claimed

to be dysfunctional because of administrative andnfcial reasons. Later on, a strategy was
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designed by the organization and town level HACeumify beneficiaries to foster families with
provision of 500 birr each. | was reunified to nmgmily of origin in which a married sister
husband as a head of a family. | started a stremtiar as income generative activities (IGAS).
Kebele 03 had started registration of OVC, particularlyD& orphan to provide care and
support. | know, at least heard, that my parergd th AIDS. | became a bit nervous to tell the
truth because of my “bad” luck the occasion created those days, | was so upset that |
preferred not to be registered. | planned to megtatthe nearby towmebre Tisgeand decided

to live once again as local drink house worker. dtieer alternative brought to my mind was to
drop out my education at 6th grade, and live antkwoFitche town adjacenKebele (Kebele 2)
where people did not know the cause of the deatimyparentsas a daily laborer to make a
living. The second alternative succeeded, at lgeesiretically, as a coping mechanism, | talk a
37 age woman widow who sales local drinks and ¢ehire me. She agreed. But, | became
confused, and frustrate to leave my brother. | ktteat they were not happy to leave in our sister
house, as her husband had already started commglaand was not comfort with the situation. |
finally decided to rent a low cost house and engagelling local drinks. | told the decision to
my sister, and requested her to provide me sona rinks processing materials and Birr 50.
She agreed and facilitated the situation. She haddy known her husband discomfort with us.

| succeed and started to work as | was workingiptsly. Life was continued in the same track.

The Kebele03 administration, particularly, HIV/AIDS committe@as very concerned with the
situation of we were in, and heard also my dropfaarh school. In addition, | was in dilemma
whether to continue my education or not. Thereforeyas thinking of an organization or
individual for sponsoring my education and othgsprt so that | would graduate, at least, from
high school. One day th€ebeleHealth Office head came in our house early in tloening and
told us that théebeleoffice chair person had ordered him to tell thentome in theKebele
office. We went and got advice from the chair parebtheKebele.He also told us the support
ready to us, particularly as he had informatiort the are HIV/AIDS double orphan. He finally
formed linkage with SWAAE to get care and suppMy. plan became to finish high school
education, search for job, and help myself and pyngest brother, and tlikebelechair person
and members of HIV/AIDS committee who should deseavreward for their continuous help

after my parents’ death. God knows what would happext.”
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4.4. Observation
The researcher has employed observation as a mettuidaining qualitative data. The duration

of the researcher’s with the research community wexy short. However, the researcher
manages to observe few of the practices which haveplication on HIV/AIDS prevention and

control, OVC care and support in particular. In iidd, other initiatives such as activities of
FGAE and SWAAE have been observed.

In Fitche town, the researcher has observed some of thesastoprevention and control of
HIV/AIDS. For, example irkebele03, the kebelepeople were coming to tHeebeleoffice to
request of sugar for their household consumptiocesithe price of sugar in the market was
expense to buy. Thkebeleofficials facilitate the meeting of these peopdgdther. And had
trained community home based caregivers, to infoh@ kebele people about HIV/AIDS
prevention and care and support to those affecyethd virus. Trained community home based
caregivers also teach orphan and vulnerable childb®ut HIV/AIDS prevention, risk reduction,

peer support and counseling.

The other observation that should be traced hetbei&ebele03 officials were conducting a
meeting with thekebele people. Ethiopia Orthodox Church)Voreda diocese, was also
conducting a meeting with many of the church adstiators. Priests coming from both rural
and urban parish churches attended this meetirgmidin point that the researcher is to mention
here is the potentiality and opportunity of usihgde different forums for educating the different
segments of the community on prevention and cormtfdHIVV/AIDS in general and care and
support for people living with HIV/AIDS and OVC, iparticular. These forums could also be
used as a means of resources mobilization and adydo care and support for OVC living in

the community.

The other observation was the weekly meeting th4€ @onduct in the SWAAE. These groups
of children meet together once a week (every Sundiscuss their problems, needs, and solicit
solutions. They have committees and sub committael with its own roles and responsibilities
of monitoring each OVC beneficiaries in the neigttomds and while they are in schools.

Therefore, each committee is expected to reportt laha happened for the last week. This
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opportunity can be exploited by community-basedjgmts with minimum technical and

financial back up that promotes the establishmésel-help group within the OVC groups.
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5. DISCUSSION

5.1 Understanding the situation, Causes of vulnditgband current situation of OVC and
caregivers
Implicit in the findings is the impact of HIV/AIDSn the community. It has claimed the parents
of many children. According to FHAPCO (2010), itsHaft 5.4 million orphans and vulnerable
children of whom 900, 000 are from HIV/AIDS Orphlaood is rampant within communities in
which HIV/AIDS prevalence is high coupled with sexvgoverty. HIV/AIDS has complicated
the traditional role of extended families to caoe ©OVC. In line with the findings of different
surveys (MOLSA, 2003; FHI, 2005; Policy Project0a), a significant number of OVC get care
and support from the extended family. Most of thestended family members are grandparents,
uncle/aunts sisters or brothers of children affédig HIV/AIDS .Critical problem that OVC
caregivers face is poverty and fear of HIV/AIDS aethted stigma attached to it. Most of the
caregivers are women headed households who lidesperate poverty and are unable to meet
the needs of their own children and those who astefed. These groups of women are self-
employed in the informal sector and generate melagesehold income. To fill the shortage of
income for the monthly expenditure, children in theusehold are expected to work as daily
laborers. Therefore, most of the time, children\armerable to child labor, sexual abuse (girls)
and likely exposed to HIV/AIDS. In combating HIV/BE, the issue of poverty alleviation
should come in the scene if the households’ capdoitabsorb vulnerable children is to be
practical and effective. The above case presentdllistrate and triangulate the findings as well
as the respondents of different groups indicate tthe causes of vulnerability is found to be,

mainly, poverty and HIV/AIDS.

5.2. Options to Current Problems and Sustainablgp@ese

Family-centered approach, in general, is one adiggiprinciples of many OVC programs. This
is due to the fact that the primary purpose of fgioentered approach and practice is to
strengthen the family’s potential for carrying otheir responsibilities. Family-centered
interventions help mobilize resources to maximizanmunication, shared planning, and
collaboration among the many community and/or neghood systems involved with the

family (PACT, 2011).
56



Often, programs in OVC strongly insist that indittnal care is not optimal for child
development, sustainability, or cost-effectiven@dgere are, however, instance when residential
care could be the only practical alternative.

CARE’S Model of household based intervention in cmities affected by HIV/AIDS is also
the best practice. This model is effective in maufp-Sahara countries Ethiopia, Kenya and
Malawi. It is also implementing project implememngily CARE Ethiopia where PLHIV are
making income-generating activities to sustainrthié2 (ISCFl, 2004). The main logic behind
this model is that by addressing safety net prograwthin the community, and raising the
income level of children and families, it is podsido combat the effects of poverty on
households. This, in turn, leads to reduction o¥MIDS impacts on the community. These
kinds of interventions have been replicated to wiskgments of the community where OVC
caregivers and young orphan and vulnerable childeenmake use of and improve their life by
generating income. In this regards, the PEPFARaint, in Ethiopia, such as Strengthening
Community Response to HIV/AIDEGCRHA) project funded by USAID can be a good exiamp
in employing a household centered approach. Muagteathat these kinds of initiatives have to
be technically and financially supported by differeactors operating through community
development since it focuses on holistic approaohan isolated effort that brings social change
on HIV/AIDS and OVC care and support.

Significant in care and support designing prograrthe number of child- headed households in
the community is a critical incident that should d#en as part of the process in analysis of
community care and support. Foster (2002) argued the emergence of child headed
households within the community is one of the nmestdtions of weak social bonds and less
absorbing power of the extended family than the Qdé@ulation in highly HIV/ AIDS affected
communities. Children in these communities live dgsfunctional families and become
emotionally and psychological affected which causesm to anxiety, stress, depression
hopelessness and helplessness, as the casestdlustithis research. It is also argued that the
extended family is not a sponge that absorbs OV@altime. Significant numbers of children
slip from the safety net mainly because of the elsph of resources in the extended family or

households that provide care to OVC. If the curpatterns of care and support and prevalence
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of OVC continues, the extended family no longed wity its conventional roles as far as care
and support to OVC is concerned. The role of theroanity as the next line of defense to
provide care and support to orphan and vulnerdildren is unquestionable. The proportion of
OVC population inFitche town with its multi dimensional problems is incsesy. Community

response to this problem is at its infancy but emeging as a few community-based

organizations provide care and support to OVC enttiwn as they are social capitals.

5.3. Care and support provided for orphan and vulneratiiédren

Type of care and support that OVC get currentlyraggnly educational and health care, which
are only part of the comprehensive care suppottgmes as framework of care and support and
minimum package for care support entails througé MNmational Services Standard OVC
Guideline. The guideline entails that children dHoget education, health, and protection,
economic, psychosocial and legal support. The pbit should be considered here is that care
and support, and therapeutic treatment alone demsire the well- being of those who get the
service. Prevention strategies and wider approaclO¥C problems in the community is
important. Changing the perception of the commuaitystigma and discrimination, increasing
risk perception of the community about HIV/AIDS,casses and provision of Anti-Retroviral
therapy to PLHIV and helping them live long redudbe number of OVC living in the
community by decreasing the number of deaths ofyn@midren. The roles of HIV/AIDS
committee, in this regard, found inadequate. Tloeegfintervention should focus on prevention,
care and support for OVC beneficiaries, and thaiegivers. The emphasizing should also be in
empowering and providing technical and social-ecaicosupport by implementers of certain
program or community response at the grassroo#s. |[&o achieve these objectives establishing
social and economics groups within the beneficgagied community initiatives to facilitate the
process is wider and long-lasting effect that emsustainability. Income generative schemes
through IGAs, as part of economic strengtheningpsetp is one option for this to happen and

support such a program

Orphans and vulnerable children suffer psycholddiGuma, reinforced with the illness and
death of their parents, followed by a cycle of ptyemalnutrition, stigma and discrimination.

Hence, OVC need especial psychosocial support andseling in their community context.
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Most of them have double responsibility of attelgdgcthool, working as daily laborers to back
up household expenditure and a few works on IGA#heir spare time. Psychosocial counseling
either by para —counselors trained within the comitguoutreach or professionals employed by
local projects are therefore necessary for caresapgort to OVC in the community. Before
conducting such program, needs assessment, traiamug prioritizing the needs is necessary.
This, among others, should be the responsibility HIV/AIDS committees who take

responsibility to lead and coordinate the actisitie

Orphan and vulnerable children are part of the lprabof HIV/AIDS and active members in
soliciting the solutions to address their problemberefore, involving OVC beneficiaries in
designing, implementing and evaluation of localjgets that focus on OVC welfare is an asset
to be exploited. Promoting and encouraging childnethese coping strategies would make them
more productive and lessen their socio- economiaerability. This could be witnessed in
Gardening Project and income generating activitieZimbabwe where local resources were
mobilized for OVC support. Community gardening waed for supporting OVC living in the
community (Foster, 2002). Similar strategy was eygdl in the OVC focused project funded by
USAID through Project Concern International Machew town, Tigray where schools and
household gardening were promoted to supplementriecof OVC caregivers (NPHHC, 2009).
But one thing to note here is rehabilitative progsafor OVC are interrelated and needs the
concerned effort of all actors operating in the oamity, individual, group, organizations,

schools, and other stakeholders.

The practice of most community- based programspaogbcts may achieve short-term goals and
objectives, but it frequently fails to ensure ldegm impacts and sustainable development
(Maser, 1997, Foster, 2002). Most external actaksela great deal to learn about the nature and
diversity of community initiatives including thearganization , evaluation , needs , capacity and
limitations of the community if long term and sustble change has to come (Altman,1994;
SCFI, INC, 2003). The level of awareness to thebl@mms of OVC in the community is
increasing. Nevertheless, the commitment and resspof individuals, groups and community
members in general is low. On the contrary, OVCypaipon in the community and the need for

care and support is demanding multi- dimensiongpoase. Assessments on needs and response
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of OVC in Ethiopia show that OVC are becoming theowgng burden of an already
impoverished community (HAPCO, 2006). On the otland, the commitment of local
governments to care and support to OVC is verygmBcant. The current care and support
providers are mainly local projects funded by exaéagencies. However, the majority of these
projects neither meet all needs of OVC in the comitgunor stays for relatively long period.
The other critical problem is only a few get thevgmes and many of the OVC are in need of care
and support. .This has an impact on children irfitlseplace and the whole community. Seen in
its wider perspective it may lead to social disor@eminality, and emergence of dysfunctional

families and hinder national development.

Although community response to OVC care and suppageneral is not up to standard, and in
scope, there are model practices that should Hedscg in other areas of the country. At the
center of these practices is the activities unéerteby thelddir in Dire Dawa which became
centre of excellence in local initiative regardi@yC care and support (Save the Children USA,
2009). Thelddir facilitated IGAs for older OVC and OVC guardiandewing OVC care and
support in a wider perspective, thadir is a base for development of voluntary service by

community members. This local initiative shouldrbplicate to other areas too.

The most important issue to rise and discus isstiection criteria that service provides and
community organizations deploy to the OVC benefiem The process and selection criteria are
relevant. For example, the establishment of theestng community irFitche town and its
representatives from different section of the comityus positive and transparent. However, the
selection criteria should be inclusive and focus gamder, disability, and should critically
consider age as variable because infants and ehildave no alternative than social financial
help from the community. The variable that a clslédin orphan shouldn’t always be taken as a
necessary condition for selection because, thers@ne vulnerable children who are not orphan
but live desperately living in chronic social armbeomic problems. The selection of orphans as
AIDS orphans is dangerous and unreliable critdf@. one thing, most parents did not check
their sero- status before they died. Even when tfidy they do not want to tell to anyone
including their children because of the existentstigma and discrimination in the community

as cases in this study illustrate. Therefore, titer@ set by the community are sounding with
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some modification should usually take the childeerd caregivers in context. However, if
disclosed and a reliable evidence available, spentaria should be set to give priority to AIDS

orphans. In this regards, the roles and respditigibiof HIV/AIDS should be strengthened.

Community resources mobilization is one option teatibles OVC care and support to be
sustainable and effective. The best strategy #malithtes community mobilization for care and

support to OVC is utilization of the existing sdaiapitals of the community discussed below.

5.4. Strengthening Social Capitals

It appears important that social capitals of theewnity contribute to provide care and support
to OVC, in general and AIDS orphan in particulard atrengthen collaboration and partnership
in the same. In this regard, the qualitative ddttaioed from the informants include: the family,
the NGOs, community structures and networks, gowent interventions such as education and

health, religious institutions were considered@sas capital.

Family as social institution could play in socialig young people about the problems and issues
related to OVC. As a result, there could be atiitablichanges that could be assist individual man
to take responsibilities in OVC issues, particylavith regard to caring HIV/AIDS orphan. This

had been a great concern during focus group digguss

Some NGOs such as FGAHRtche town could deal with the community norms, valueljdis

that hinder participation and partnership in OVQecand support. The strategies designed to
increase the awareness of the individuals on OV@blpms and the need to provide the
necessary care and support include discussiong aiierent forums and association such as
youth and women associationsMé&haber” and “Idder”. These approaches make the
conversations to continue both in formal gatheriagd in the neighborhood. According to the

key informants, the impact éfbebech Gobenia Fitchetown had been tremendous.

In general the Ethiopia Communities have socialicstre and net works for exchanging
information and collectively dealing with sociabptems. Although these social structures very
much used to maintain the social norms, values, arslomary practices prevailing in the
community with the aim of maintaining social harmgprould be used to create values and

norms appropriate to deal with OVC issues, suclnabilizing resources for OVC care and
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support. TheGedasystem could be serve to transmit issues thateda&ing to OVC. The study
conducted by MHRC (2004) also emphasized on the ofl Geda system in combating
HIV/AIDS among theOromo communities. On the other hand3,difachaas one of the most
important social capital has been experience®iomo culture for up bringing the OVCs in
almost all corners of the country. This practice teabe scaled up in all parts of the world where
the social problem like HIV/AIDS is affecting OVCs.

Edir, Mehabey sports and music clubs among youth can have tolgday to discuss on the

issues of OVC, and will enhance community involvatrend partnership on the issues raised.

Government interventions, especially education dmdlth services provisions, can have
contribution to bring both the desired attitudimflanges among people and create rooms for
OVC matters, as it was mentioned by the informarsehools can sensitize students to OVC

issues.

The data obtained from the key informants in thaltheoffice indicated that the maternal and
child care health department (MCH) has been progidiealth education, and the need to
provide health care services to OVC, particulaurnygest (0-5 years old) OVC. The VCT
centre, which provides services, operating in thalth centre; mainly provide services for adults
could serve to teach OVC to get HCT.

The religious structures, both Islam and Christawell as other traditional belief system such
as Wakefatacould enhance partnership different actors workingn OVC care and support.
Muslim and Christian religious as well as tBedaleaders are involved in HIV prevention, care
and support programs and activities. They worlsttgp harmful traditional practices such as
extra-marital sex, early or underage marriage, @exiolence including rape and abduction, and
also to combat the spread and impacts of HIV/AID8ese, according to the respondents,
indicated that religious and traditional institutsocould be considered as social capital towards
OVC care and support and partnership in the samiggién can be fertile ground to transmit the

messages of the advantages of OVC care and suppbpartnership.

Respondents’ views towards the efforts OVC care sumgport and partnership centered on

structural factors which broadly categorized asheaac, socio-cultural factors, such as poverty.
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Therefore, it could be helpful if any efforts wezrcreted to minimize the influences of those
factors so that the desired attitudinal changeddcachieve towards OVC care and support in
general, and AIDS orphan in particular. In thigael, the study findings showed that the social
capitals of the community could be used to pron@¥€ care and support and partnership in the
issues raised. Exploiting the social capitals @& tommunity to OVC care and support is the
issue remains adequately untouch by HIV/AIDS corteriinKebele03.

5.5.  Multi sectoral-responses-roles and responsibiliir©VC care and support
The writer has tried to assess the prevailing comiystructures, particularly roles, challenges
and prospects/opportunities of HIV/AIDS committad-itchetown in Kebele 3where 417 OVC

residing.

There has been an increasing collaboration atnatemal level with many of the organizations
such as USAID, UNICEF, UNAIDS, WHO and other intional agencies that address the
needs of orphan and vulnerable children.

Ethiopia has endorsed HIV AIDS prevention and aadrpolicy in 1998 (HAPCO, 1998). With
theme“Accelerating Access to HIV/AIDS Treatment in Efhi@ as in the case of the first Road
Map, 2004 — 2005, the second road map, 2007-2008, wihésh been developed under the
leadership of Federal HAPCO, and were instrumemtafgevention and mitigating the impacts
of the virus and provide care and support to tivase are infected and affected by the spread of
the virus.

The application of the National Standard Servicéveey Guidelines has also been instrumental
in concerting efforts by all stakeholders at vasi@ators including the federal, regional and local
levels. Specific roles and responsibilities fortesevel-National, regionaMoreda,andKebele

are clearly identified.

In some instances, the HIV/AIDS committees at déffe: levels play vital roles in preventing the
spread of the virus and provide care and supporthiose infected and affected by the virus
though the roles are varied among different levEte study by Yohannes (2006) has disclosed

the active roles played at local level rather thtanational level. The structure of the HIV/AIDS
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includes a sub-committee for care and support sesviThis sub-committee is expected to

provide care and support to people infected arettdtl by the virus including OVC.

The data obtained from the key informants indidieat children who have been orphaned by
AIDS are forced to leave school, engage in caw@dur, suffer from depression and anger, or
engage in activities (such as selling local drinkst lead them to high-risk behaviour that
makes them vulnerable to contracting HIV/AIDS. @héin who live in homes that take in
orphans may see a decline in the quantity and tguaflifood, education, love, nurturing, and

may be stigmatized.

The first and most important issue to rise anduiss the selection criteria that service providers
and community organizations deploy to the OVC biersfes. The process and selection criteria
are relevant. The key informants frodebele03 responded the existence of the criteria. The
criteria, however, are not adequately understooddither HIV/AIDS committee members nor
by Women and Children office. The most challengg the committee faced is to identify AIDS
orphans as most of them do not disclosed theiustathis created difficulties in provision of

care and support to such OVC.

Lack of adequate knowledge with regard to the tygfeservices to be provided to OVC is also
the observations and discussions indicated. Childnethis community live in dysfunctional
families and become emotionally and psychologicaffiected which causes them to anxiety,
stress, depression hopelessness and helplessadbg, @ases illustrate in this research. It also
argued that the extended families are limited.thé current patterns of care and support and
prevalence of OVC continues, the extended familyjamger will play its conventional roles as
far as care and support to OVC is concerned asdbes in the study demonstrate. The role of
the community as the next line of defense to p@wdre and support to orphan and vulnerable
children is unquestionable. Here comes the neé@ve a coordinating body, which commonly
a government structure which takes the responsdsilof leading and coordinating the efforts
made in OVC care and support activities. Key infants fromKebele 03 have repeatedly
underlined the limited capacity of the committeeténms of managing and coordinating the
activities. However, establishing linkage OVC ta fye support, providing psychosocial support

to AIDS OVC is activities to be strengthened.
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Community resources mobilization is one option thatibles OVC care and support to be
sustainable and effective. The best strategy #malithtes community mobilization for care and
support to OVC is utilization of the existing sdci@aconomic and political structures that
function within the community. Mobilization of comunity iddirs means fueling other members
of the community for many people in the community emember ofddirs .When looking at the

roles played by HIV/AIDS committee at the commumtgpbilization in the study area, already

the activity is not up to the expectation.

Mapping the available services and creating congucondition for referral services is vital in
OVC care and support. In this regards, it was fomadlequate roles played by tkebele03 in

general, HIV/AIDS committee of the same in part&ul Health service as integral part of OVC
care and support is expected to be provided throefghral services. The finding of the study,
however, disclosed that OVC are not adequatelyigeavwith health referral services. Rather

the OVC are striving to solve their health probleand needs by themselves.

In nutshell, when looking at the roles and respahises of HIV/AIDS committee, in general,
and the lenses of OVC care and support describ#teinational guideline and also stated in the
review literature in particular, in, the roles amdponsibilities of the committee are inadequately

addressed.

The Implication to Social Work Practice

Social work is a professional and academic disoplthat seeks to improve the
quality of life and wellbeing of an individual, gnp, or community by intervening
through research, policy, community organizing,edir practice, and teaching on
behalf of those afflicted with poverty or any realperceived social injustices and

violations of their human rights.( Wikipedia, tmed encyclopedia)

Social work is a profession that is concerned iping underprivileged members of the society,
enhancing the well being of people within theiriabcontext and addressing the well-being of
society as a whole. It is an empowering profestian facilitates positive change for individuals,
groups, family and communities. It is also truet thacial workers community work are devoted

to such underlying principles as social changeiatqustice, and equality of opportunity for the
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vulnerable and marginalized segments of the soanetyding OVC. If change is to come from
below at the community level, mobilizing the comrtunesources and proper functioning of

community organizations is very crucial.

In the context of this research on provision okcand support to orphan and vulnerable children
in general and AIDS orphans in particular, sociarkers can do several things. One of the
critical problems that communities face is undarigk community assessment before
intervention of any program that benefits the comityu Research in social work is often
focused on areas such as human development, spalidy, public administration,
psychotherapy, program evaluation, and internati@ra community development. Social
workers conduct research on scope and magnitu@/ef problems and distinguish the major
gaps that hinder change, identify target groups dare and support and prioritize action
accordingly. Social work educates to the needs,righd of children based on the framework of
the CRC (Convention on the Rights of the Childnether aspect of social work practice. Social
workers also could collaborate with other commuratganization CBOs, NGOs, CSOs and
FBOs in provisions of services for OVC living inetikommunity. Most OVC and caregivers are
in need of psychosocial support such as counsesimgll self- help group establishment and
facilitation of leadership and self- reliance deypghent, which are in concordance with social

group work.

The HIV/AIDS committee structure established argvgovernment hierarchy to coordinate the
social work activities for those infected and aféecby the virus including AIDS OVC, is one

example of social work practice.

Poverty and HIV/AIDS are the two most importanttéas that cause the plights of OVC and
their caregivers living in the community. This faso direct implication for social work practice
in alleviating the impact of HIV/AIDS and poverty ¢he local community in general and OVC
and their caregivers in particular. Social workdéos,example can design program or a project
that addresses and influence the problems of HIWSAIn the local context. Social workers can
use the challenges and opportunities of HIV/AID$nadttee identified through this study to
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ensure quality of care and services stated in thgoNal Service Delivery Guideline. Social

workers can follow up and monitor appropriate sexdelivery to OVC and their caregivers.

Social workers can facilitate arrangement to fostare and adoptionGudifachain local
context) for children who have no one to take @irthem in the community context. They can
also facilitate referral services to OVC benefigarwho are critically in need of care and
support. Above all, at the macro level social woskean influence policy makers and program
designers to enact of law, social policy guidelittest have direct impact on community-based
interventions for the benefit of the community iengral and OVC and their caregivers. Social
workers work on sustainability within the communigind alleviate some of the critical
constraints that hinder HIV/AIDS response to OV@ecsupport; and strengthen the prevailing
opportunities. This particular study is, therefgrast of social work efforts focusing on assessing
the responses of the community in general, andsraied responsibilities of HIV/AIDS

committee in particular, which is part of area ofial work.
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6. CONCLUSIONS AND RECOMMENDATIONS

6.1. Conclusions

The study has been aimed at assessing commungnsss to OVC in general and AIDS OVC
in particular with special emphasis exploring trides and responsibilities of HIV/AIDS
committees. In this regard, the views of OVC anelirtltaregivers, and representatives from
OVC service providers including GOs and NGOs olgidinnder the major themes. The study
also assessed the challenges and opportunitiesoindmg care and support. Therefore, the

findings of the study draw the following conclusson

Understandings the problems OVC and the means tigating the same are not found similar
among community members including service provid8esvice providers, mainly HIV/AIDS
committee, knowledge and awareness on packagenate (critical minimums) described in
the Nation OVC Standard Service Delivery Guideim&aried and also, in some cases, limited.
There is limitation, for example, on the importamdégsychological support to be provided for

OVC who faced psychological and emotional problgpasticularly, AIDS orphans.

The research highlighted economic factors suchoa®rpy could have influences on the well
being of OVC. The study pointed out that HIV/AIR®d poverty are the leading causes of
vulnerability to OVC, in general, and AIDS OVC imnmticular living in the community as the
study implicitly indicates. The prevailing of thepeoblems are not found only a cause to
vulnerability, but they complicates the communiggponse to orphan and vulnerable children.
The study confirms that though the extended famiks a safety net continue to care for
children, the capacity that these families havalsorb more OVC is limited. This is mainly
because of the prevailing abject poverty in mosusebolds and the deep-rooted stigma
prevalent in most communities. Foster's researddliffigs in Zimbabwe and Malawi also

strengthen this arguments and findings (Foster2 200

This research validates the conventional views thAedposition of many people with regard to

family and community centered OVC care and as dléstative.
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The study has also identified OVC as the primesiecimaker to become out of poverty. The
finding of the study revealed that the care andetpto OVC could sustain if OVC involve in

all project cycle- design, implementation, and aa#bn.

The roles and responsibilities of HIV/AIDS commét caring and providing support to AIDS
OVCs has been tend to be challenged through tkisareh findings. The committee has not

adequately discharged its roles and responsilsilitie

Most of the OVC and their caregivers are in smiadl meager income where they generate in the
informal sector as daily laborers, local drinkslexsl and street venders .The heavy burden on
OVC care and support lies on extended familiesvamhen- headed households and siblings of
child headed -households. This makes the concewara and support more complicated and
difficult for these groups are already under stagss socially and economically weak and unable
to meet their daily needs.

The study demonstrated that even though there igemeral, awareness to the problem of OVC
living in the community, response is generally I@&ven though insufficient and discontinued at
many occasions, local projects funded by externabds are the main actors in care and support
to OVC. The types of support that most caregiveovide to OVC are mainly education and
thus do not fit to the minimum package of care smpport and comprehensive care and support
models recommended.

In mobilizing the community resources, capitaligiaof the existing local structures such as
HIV/AIDS committees and organizations such as Worared Children affair office are very
vital since all for play to ensure ownership of O¥&e and support program. It is equally also

important to exploit the existing social capitafsfee community.

The study also revealed that care and support aloes not alleviate OVC problems in the
community unless the long lasting and sustainalei lmeing of children is to be effected. This
could be possible through integrating preventioth eare as inseparable activities. For example,

the prevention programs include prevention of motbechild transmission of HIV (PMTCT),
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ART to PLHIV, public and mass education of HIV/AID&d issues related to rural -urban
migration of OVC due to poverty.

The research demonstrated that involving OVC asnees in the effort of alleviating their
problems is crucial. Children with many problemsdalso different coping mechanisms. They
are, for example, active participants in incomeauséc schemes development such as IGAs and
work as part time, daily laborer to fill the gaptausehold monthly expenditure. They are also
part of the HIV/AIDS prevention and control effditat community exerts with the long-term
goal of reducing the impact of HIV/AIDS on childrand families.

The study suggests building the capacity of comtgumembers to care and support and
strengthening local responses is part of the peodeésr the activation and facilitation of such
efforts, scaling up of good practices to other telareas and communities is very essential. The
case in point is the practice iofdirs and OVC association, which can be taken, are goadels

that service providers can utilize for better wding of children in the community.

Currently, the provision of care and support gibgriocal projects has to be continued and other
new projects are necessary as the number of OVi{Dcigasing at a faster rate than the
community response. However, in long run side hje swith the implementation of these
projects should be community mobilization and iased community’s commitment to care for
orphan and vulnerable children. The study show that main challenges that community

encountered is its effort to provide care and supgmanated from different sources.

6.2. Recommendations
Much effort has to be exerted by all stakeholderschiange the attitude of the community
towards HIV/AIDS orphans.

Strengthen the commitment of the community memb2i®VC care and support in order the
current plights of HIV/AIDS and its multi-dimensiahimpact on the community, in general, and

OVC, in particular, are to be reduced.

Involvement of all stakeholders in OVC care and psup associations such as women’s

association, youth Associations, and other socidl @conomic local organizations is crucial to
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reach more OVC and provide quality care and suppervices. These community-based
organizations could be seen as potential staketsofdefuture intervention that focus on orphan
and vulnerable children in the context of HIV/AlP®vention and control activities, in general,
and providing care and support for infected aneéaéfd by the same in the town. Above all,
involving OVC in all aspects of OVC initiatives apdograms is crucial as they are affected by

the problem, and can be also part of the solutions.

The roles played by HIV/AIDS committees have toshengthening to coordinate and lead the
multi-sectoral response to HIV/AIDS efforts incladi providing care and support to those
infected and affected by the virus, particularhyb&l OVC.

HIV/AIDS and poverty are the leading causes of gtdbility to OVC, in general, and AIDS
OVC in particular living in the community as theidy implicitly indicates. Therefore, it would
be recommended that all stakeholders working onepgvalleviation and HIV/AIDS to

strengthen collaboration among themselves to cothleampacts of poverty.

Community development, community empowerment, anchrounity assessment, resource
mobilization should be critically analyzed beforeesadjning a certain community-based

intervention programs focusing OVC.

Community mobilization and increased community’snoaitment to care for orphan and

vulnerable children are very important.

Collective efforts of individuals, groups, commuynénd national and local governments would
solve most of these challenges encountered by INMEAHDS committee. It is also equally
important to strengthen the capacity of all actewking on OVC and properly exploit the

opportunities prevailed currently.

Hence, it appears important to conduct OVC relatady. In this regards, the study suggests that
further research on situations and issues of OV@ teir caregivers for the design and

implementations of services that focus on childseessential.
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Strengthening social work activities through invoty social workers in designing,

implementing, evaluation activities of all GOs &#@Os is vital.
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ANNEXES
Research Instruments

Consent Form and Research Instruments

Annex |
Verbal Consent Form
Introduction
My name is Ajema Gondel . | am a post graduateestufifom Indira Gandhi National Open
University. Currently, I am writing my thesis infflal Fulfillment of the Requirements for the

Degree of Master of Social Work.

I am currently collecting data and information netiag HIV/AIDS Committee(s) response to
orphans and vulnerable children in Fitchee Towre @hata and information would assist me to
write my thesis.

First of all I would like to make you clear whatriean by orphans and vulnerable children in
order to assist you to answer the questions tpoin.

“A child, 0-17 years old, who is either orphanedmade more vulnerable because of HIV/AIDS.
Orphan Has lost one or both parents to HIV/AIDS
Vulnerable:ls more vulnerable because of any or all of thevpfdhg factors that result from HIV/AIDS:

* Is HIV-positive;

* Lives without adequate adult support (e.g., in asetold with chronically
ill parents, a household that has experiencedenteteath from
chronic illness, a household headed by a grandpaed/or a
household headed by a child);

* Lives outside of family care (e.g., in residentiate or on the streets); or

* Is marginalized, stigmatized, or discriminated aghi"
Confidentiality and consent
I may ask some personal questions that some pé&agldlifficult to answer. | am not going to
talk to anyone about what you tell me. Your answaes completely confidential. Your name
will not be written on this form and will ever besed in connection with any of the information
you tell me.

You are not expected to answer any question thatdgonot know or not want to answer, and
you may end this interview at any time you want.wdger, your honest answer to these
guestions will help me better understand the ptesiimation of OVC in this town. | would like
to thank you in advance for your cooperation, apgreciate your for being one of the
respondents to this study. The interview will t&keto 45 minutes (It may depend on the type of
the method). Would you participant?

(Respondents will be asked to give informed consertially before the interview
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Annex II.
Questionnaire for orphan and vulnerable Children

I. Background information

1. Sex---- - Mad |:| Female |:|
2. Age

A.0-5 B.6-10 C.11-15 D.16-18

3. Religion

A. Muslim B. Christiddrthodox C. Christiarotestant
D. Christian Catholic E. Other, spgeH---------------------

4. Level of education

A. llliterate B. Church educatio C. Kuran  D. Reading and write
E. Grade 1-6 F. Grade 7-8 G. Grade 9-10 H. 11 and above
5. Type of respondent ----------------- Orphan ] vulnerable childreq:|

Il. Socio -economic situations of respondents

1. Are you currently in school? Yes ] No ]

2. If your answer to question (1) is No, why?

A) Parental death I:I B) academic failure |:|

C) Household chores [ | OBers (SPeCify)--------------------=-

3. With whom are you living now?

A) Parent [ ] B)Relat{ | MJends [ ] D) Other (specify)--------—----

4. How many children are living in the householdi yoe a member? ---------

5. What is the source of income for the household?

A) Salary [ ] B) Street vendo[ | C) Daily labor [ ] D) Other ( specify )----—------
E. No income

6. If your answer for question 5 is “E”, from whete you get support/ income?

A. Relative B.NGOs C.Community D. Othepecify-----------------------
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lll. Care and Support
1. Have you ever been provided with care and suggovices from any organization /institution
for the last 5 years? Yes |:| No |:|

2. If your answer to question (1) is yes, whichagrigation/institution?
A)CBOs [ ] B)NGOs. C) Govermhe [ | D) civil society Association{ |
E) FBOs [ ] F) HIV/AIDS committ{ | G. others (Specify)---------------------

3. What kind of support did you get from the orgarion you mentioned? You can answer more
than one answer

A) Food and nutriton | | B) Heath [ ] C) Education [ ] D) PsychosociaE)

Protection/Legal

F) Shelter G) All [] H) other (specify)-

4. Please rank the services you have receivedngtdrom most satisfied. Please label 1 for most
satisfaction, 2 for satisfaction, 3 Average satiibn, 4 low satisfaction

Core Services/needs Rate
Food and nutrition 0
Education

Health care

Protection

Shelter and Care

Psychosocial support

Economic Opportunity/Strengthenmg

IV. Challenges/Problems and prospects/opportunities

1. Have you ever encountered problems in the haldelyou live? Yed | Nd ]
2. Describe type of problems-

3. If you answer to question (1) is “yes”, who tepwith this?
A) Household memberd ] B) Religious leadd ] C) Police[ | D) service provel[ |
E) Relatives.[ ] F. HIV/AIDS committee[ | ~ F) Other, Specify-----------------------

4. What do you do when you encountered problentisarhousehold?
A) Runaway|[ ]| B)Cry[ ]| C)ask someftomehelp|[ ]| D) ask excuse to househd |
E)Nothing? [] F) Other specify----------

5. Whenever you face, economic problem what dodasi
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A) beg for financial support[ ] B) work as algdaborer [ ] C) work on street Vending
business [ ] D)Other ( specify )----===----------

6. Who do you suggest would be more responsibleHibdren’s issues?
A) Family and relative{ | B) commun{_ ]| C) NGOs[ | D) Governme[ | E)child[ ]
F) If you say more than one, specify---- -

7. What do you think should be improved in the eatrcare and support practice in this town?
(Prove, finical, technical, emotional support)

8. Have you or your caregivers ever received ampasd from HIV/AIDS committee Or Does
the committee facilitated to get supports?

9. Who do you think would be the most importantifoprovement of your life in the future?

(Probe relatives, friends, and service providers).

10. What is your plan to improve your life? (Probdycation, employment,)

9. Anything you want to add before we close thissgm. (Probe for general comments and
Suggestions).
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Annex IlI
Guide Line for Key Informants Interview.
I. Background information
1. Name of the organization----
2. Sex---- -- e
3. Education
4. Type of organization (Gos, NGOs CBO,) othee(sfg) --
5

. Type of program related to HIV/AIDS and OVC yauganization engaged in -------------------
6. Position of the key mformant in the organlzatcm --------------------------------------------------
7. What Kinds of Activities are undertaken by youganization?

8. Is your organization involved in care and supgpor orphan and vulnerable chlldren? If yes,
How many children benefited from program?-----—-
9. Who have been involving in selection of OVC?

A _______ ——— e ——————

B —_— e ————————

C___ _— _— e —————————

10. What are some of the criteria used for selraioOVC?
A — — — —- ——

B - ——- --- - -

C--- — - — —
11. What are the roles that have been played wgeaare and support to OVCs?

A — — — —- —— -- - ——- ---

B - ——- --- - -- ——- —-

C--- — - — — - — —
D------- ——- ——-- —-- —-- -- - ——- —--
E- —- —— - e —-- e
E- - --- — —- —- —- —-- -
12. What kind of support does your organizatiorviate to OVC caregivers?
A--—--—- —— —_—— ——— ——— - _— —_— _—
B — —_— _— _— - —_— —_—

C--- — — ——— ——— - ——— ———

13. Which one of the services is the most demanoyn@VvC-----------------
14. What selection criteria do your organizatioadir caregivers support?
i \— — —- ——- ——- -- --- ——- ---

B --- ——- --- --- -- ——-- -

C--- — —- ——- ——- - ——- S
D------- ——- ——- —- —-- -- --- ——- ---
15. What kinds of support do caregivers received?

A — —— —— ———— —— - -

B _— —— _— _— - -

C--- — - ——— ———

16.Do communlty participate in caring OVC? If yemh’

A — —— —— ———— e —————




C--- _— _— —_— e

D------- —— —— —— _— -

17. Do you provide coordinated care for OVC? Ifwih whom?

i \— — — ——- ——- -- --- ——- ---
B --- ——- --- --- -- ——-- -
C--- — —- ——- ——- - ——- ——-
18. Which organizations were your stakeholders?

A — —— —— ———— —— - _— —— _—
B _— —— _— _— - —— ——
C--- — — ——— ——— - ——— ———

19. What were the constraints / challenges youaraegtion encountered with regard to care and
support to OVCs?

i \— — — ——- ——- -- --- ——- ---
B --- ——- --- --- -- ——-- -
C--- — —- ——- ——- - ——- ——-
D------- ——- ——- ——-- —-- -- --- ——- ---
20. What prospects/opportunities do exist for gqa@VvC?

A--——-— ——— —_—— —_—— ——— - _— _—

B — —_— _— _— - —_—

C--- _— _— —_— —_— - —_— -

21. What type of care and support approach do goammended to provide quality of care to
OVC and sustain the same in the context of thiswwWhy? (Probe, family-based, community-
based, intuitional)

Y — — S —- - - e
B - — - - - — —
C--- - - — — - — —
[ — — S - - - e

22. What activities have you undertaken in pullilegources to care and support for OVCs? (
Probe the capacity

A--—--— ——— —- ——— [

B — —_— _— _— ———

C--- — — ——— e —————

D------- —— —— —— _— _—

23. What part of OVCs problems and needs aremstiladdressed?

A — —— T ———

B _— —— _—

C--- — — e ————

D------- —— —— —— -

24. Which one of the support is need due atteriborcare givers /guardians and OVC currently
in the town?

25. what strategies you suggest can improve thesmuicare and support for orphans and
vulnerable children in this town? -- mmmmmmmoeeen

26. Do you have any additional comment (s)? --
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Annex IV
Guide Line For In -Depth Interview with Orphan and Vulnerable Children.
I. Background information
. Name -------cemmmecm oo

. Age ----------m-m-
. Ethnicity-----------
. Level of education----------

OAWNPR

. Background

. What is the name of the place you are born?

. How long is the place of birth to the town yoe Aving now?
. Were your parents legally married?

. Have your parents been separated or divorckigh

. How many children do your parents have?

. Where you went when your parents divorced oarsgpd? ( probe , Father ,
Mother, relatives)

8. Were your parents from rural area?

9. What was their occupation?

10. Were they educated?

11. If your parents died, what is the cause ofldzat

~NOoOb~WNBRE

IIl Social and Economic situation

1. If your parents were rural origin, why you cameeurban area? ( probe parents death ,
education , employment ,)

2. How long you lived in this town.

4. Have you inherited resources from your parents?

6. What kinds of resources you inherit?

5. Who administer it? (Probe elders siblings, reées)

IV. Current status and future plan.

1. With whom are you living now?

2. Are you attending school?

3. Who sponsored your education? (Individuals, gspwrganizations, community, HIV/AIDS

committee)

. If you are not attending school, why not?

. If you are not attending school, what are young®

. Have you been ill?

. If your answer in question (6) is yes, what \las cause’s illness? Where did you go for

treatment? (Probe, who help you to be treated)

8. Do you have a caregiver? If so, what is youatrehship (probe, parent, relative?
adopter, foster care?)

10. Have you ever got care and support from angroegtion/ institution, for the last years? If
yes from which organization?

12. What are the most critical problems you encenaat and yet not addressed?

~N o Oorh
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Y ——

| y— - e

13. What is your plan to improve your life in theudre?
14. Anything you want to add before we close tlessgon.
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Annex V.
Guideline for Focus Group Discussion (FGD) with HIVAIDS committee Members, and
OVC Caregivers

Number of participants

Male ---------- Female --------------------

. Are there many OVC in the town?

. What are the perceived needs of OVC in this camty?

. Who in this community is providing care and suppo orphan and vulnerable children?

. What are the activities under gone to alleviageproblems of orphan and vulnerable children
in this community?

. Do OVC receive basic or “core” needs includedfoatrition, shelter and care, legal

protection, health care, psychosocial support, @con strengthening and education?

A WN P

ol

5. What are the roles played by the HIV/AIDS contedtand other agencies in providing care
and support to OVC and their caregivers?

. What were the constraints, challenges faceddwiging care and support to OVC?

. What are the prospects/opportunities in progdoare and support to OVC and their
caregivers?

. With all challenges, do you think that OVC aatisdied with the care and support given to
them?

9. What is the most important aspect of care apgart activities that need improvement?

10. What do you suggest for sustainable care gppostito OVC in this community?

~N o

0o
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