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SUMMARY

The focus of this dissertation is on exploring the needs of and services provided to
orphaned and vulnerable children (OVCs) in Richmond, KwaZulu-Natal. This
research is based on the findings from in-depth face-to-face interviews, and the
focus group discussion conducted with key informants and primary caregivers of
OVCs, respectively. The findings underline that although the needs of OVCs are
similar to those of all other children, OVCs face unique challenges. It further shows
that the government of South Africa has been responsive in developing relevant
legislation, policies, and programmes that attempt to address the needs of OVCs.
The findings also revealed that the services provided are coordinated, to a limited
extent, through the Flagship Project led by the office of the Premier and. that
coordination and integration of activities rendered by various stakeholders is crucial

to a positive impact, and in increasing the accessibility of these services.

KEY WORDS: orphaned and vulnerable children, needs of OVCs, services provided
to OVCs, community development approach, integrated development approach,
child-headed households
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CHAPTER 1
ORIENTATION TO THE STUDY

11 INTRODUCTION

The growing population of children who are orphaned mainly because of AIDS-
related deaths, is a serious concern that presents major challenges. Millions of
children have been orphaned or made vulnerable by Human Immunodeficiency Virus
(HIV) and Acquired Immune Deficiency Syndrome (AIDS). Children who have lost
parents are not only affected because they have lost their parents; they are also
vulnerable from the onset of their parents’ illness, and they have to take care of the
sick parents. These children are further made vulnerable when being discriminated
against because a family member is living with HIV or AIDS; or because they
themselves are living with HIV or AIDS (Salaam: 2005:10).

The majority of children who are orphaned due to AIDS-related deaths are raised by
their relatives or by extended families. In most cases they live with their
grandparents, who depend on their older-persons’ grant to make ends meet.
Grandparents face the problem of having to adjust to the extension of their own
family and of again raising children. Grandparents are often unprepared for this
emotionally, physically, and financially, they being in their old age (Tshenkeng
2009:20). In many cases, these grandparents face poverty and diminished physical

and emotional health.

Some orphaned and vulnerable children find themselves in child-headed households
(CHHSs) in which they take care of themselves and live together as siblings without
the direct supervision of an adult (Smart 2003:7). These children often are at risk of
being exposed to exploitation by neighbours and family members. For example, they

might be expected to perform duties for neighbours in exchange for food or money.

In response to the many challenges facing orphaned and vulnerable children
(OVCs), the South African government and non-governmental organisations (NGOSs)
have initiated a number of programmes aiming at providing assistance to OVCs and

their primary caregivers. However, these programmes are often not implemented in



an integrated or coordinated fashion. Often, providers of services to OVCs are
operating in isolation, which results in services being duplicated and not reaching as
many children as it would if service delivery were integrated and coordinated. In this
study, the needs of and challenges faced by OVCs, as well as the extent to which

the services rendered to OVCs are integrated and coordinated, will be explored.

This chapter presents the research problem of the study. The chapter first describes
the research problem and the focus of the study, offering the research objectives and
research questions. This chapter further presents the rationale for the study and
describe the research setting. The research methods used in collecting and
analysing the data is also briefly described, as well as the theoretical framework that
guided this study. The chapter concludes by defining the key concepts used in the
study.

1.2 THE RESEARCH PROBLEM

This sub-section of the dissertation provides a brief introduction to the study.
Secondly, it states the research problem and clarify the focus of this study.

121 Background of the study

The number of orphaned children in most developing countries has increased
dramatically since the onset of the AIDS pandemic. Before the onset of HIV and
AIDS, it was not common for a child to have lost both parents. However, the AIDS
pandemic has changed this scenario. The number of orphaned and vulnerable
children has increased drastically with the increase in the number of people dying of
AIDS-related diseases, before antiretroviral treatment (ART) was widely available.
As a result, large numbers of children were left without either one or both parents.
Estimates by the Joint United Nations’ Programme on HIV and AIDS (UNAIDS),
United Nations’ Children’s Emergency Fund (UNICEF) and the United States Agency
for International Development (USAID) suggest that 2,2 million South African
children (13% of all children) had lost one or both of their parents by the end of 2003
(Ndinga-Muvamba and Pharoah 2008:148). UNICEF states that in 2011,
approximately 17,3 million children worldwide under the age of 18 had lost one or

both parents to AIDS, with a vastly increased risk of poverty, homelessness, school
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dropout, discrimination, and loss of life opportunities (http://www.childinfo.org/hiv_-
aids.html).

OVCs are generally regarded as those children who have no parents or who do not
stay with their mothers and/or fathers and have become vulnerable due to the
circumstances in which they find themselves (McKerrow, Smart and Snyman 1996).
The Department of Social Development (DSD) defines a “vulnerable child” as a child
whose survival, care, protection or development may be compromised due to a
particular condition, situation or circumstance; and which prevents the fulfiiment of
his or her rights (DSD 2010: 9). Vulnerable children, according to the DSD include:

o Chronically and / or terminally ill children;

. Orphaned children;

o Children with physical disabilities and incurable diseases;
o Children infected and affected by HIV and AIDS,;

J Children from dysfunctional families;

o Children in homes headed by other children;

o Children in poor households and communities

Smart (2003:7) refers to OVCs as those children who are at risk of orphanhood; are
living in poverty; or who are abused, neglected, abandoned, displaced, or destitute.
Definitions of vulnerability, and of OVCs in particular, vary from one country to
another. Smart (2003, cited by Skinner et al. 2004:3) studied vulnerability in a
number of African countries. Findings from this study are summarised in Table 1

below. The table indicates the factors relating to vulnerability.

Table 2 below indicates that the number of orphaned children in some sub-Saharan
African countries is reported to be more than a million in 2009. In some countries,
children who have been orphaned by AIDS-related deaths account for half or more
of all orphaned children, nationally (http://www.avert.org/-aids-orphans.htm -
accessed on 05/04/2011).
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Table 1. Definitions of vulnerability in different countries

COUNTRY

FACTORS RELATING TO VULNERABILITY

South Africa

Children who are neglected, destitute, and abandoned
Children with terminally ill parents

Children born to single mothers

Children with unemployed caretakers

Children abused or ill-treated by caretakers

Disabled children

Botswana

Street children

Child labourers

Children who are sexually exploited
Children who are neglected
Children with handicaps

Rwanda

Children in child-headed households
Children in foster care

Street children

Children in institutions

Children in conflict with the law
Disabled children

Children affected by armed conflict
Children who are sexually exploited or abused
Working children

Children with parents in prison
Children in indigent households
Refugee or displaced children

Children who married before the age of majority

Zambia

Children not at school

Children from female/disabled-headed households
Children whose parents are ill

Children from families where there is insufficient food

Children who live in poor housing conditions

Source: Smart (2003 cited by Skinner et al. 2004:3)




Table 2: Number of children orphaned due to AIDS, in 2009

COUNTRY NO OF ORPHANED | CHILDREN ORPHANED OWING

CHILDREN TO AIDS AS PERCENTAGE OF
ALL ORPHANED CHILDREN

South Africa 1,900,000 56%

Uganda 1,200,000 44%

Kenya 1,200,000 46%

Zimbabwe 1,000,000 71%

Malawi 650,000 65%

Zambia 690,000 53%

Source: http://www.avert.org/aids-orphans.htm (accessed on 05/04/2011)

Table 2 above further indicates that in 2009 South Africa had the highest number of
orphaned children (1.9 million children) compared with five other African countries.
The table further indicates that 56% of these children were orphaned because of
AIDS-related deaths; also, that in almost all of the above countries, more than 50%
of children are orphaned because of AIDS-related deaths. Zimbabwe has the highest
percentage of such children, who account for 71% of the total number of OVCs in

Zimbabwe.

UNICEF states that in 2011 approximately 17,3 million children worldwide under the
age of 18 have lost either one or both parents to AIDS, with a vastly increased risk of
poverty, homelessness, school dropout, discrimination and loss of life opportunities
(http://www.childinfo.org/hiv_aids.html). This UNICEF report further states that it is
estimated that in 2011, 230,000 children under 15 years of age died of AIDS-related
deaths worldwide. (The UNICEF site was last updated in November 2013).

A number of studies conducted on OVCs confirm that the majority of children who
are orphaned or made vulnerable by HIV and AIDS are living with a surviving parent,
or within their extended family, often with the grandmother. Most OVCs grow up with
their grandparents, who use their older-persons grant to raise these children.
Extended families have always been perceived as the traditional “social security

system” in which family members are responsible for the protection of the vulnerable,
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and care of the indigent and the sick (Ziver 2008:23). Although many orphaned and
vulnerable children live with their extended family, they still face a number of
challenges, such as securing funds to pay for essentials such as school fees, food
and clothing. Furthermore, in some cases, CHHs do not receive support from
extended families owing to the stigma associated with HIV and AIDS (Tshenkeng
2009:19).

Beard, Dimmock and Sthreshley (2001) describe how extended families are
struggling to cope with problems related to orphaned children owing to the escalation
in AIDS cases, AIDS-related deaths, and family disintegration. Due to social and
economic challenges, some extended families are no longer coping or managing to
take care of OVCs. This is because these extended families are also struggling with
conditions of poverty and deprivation within their own families; for instance, they may
have to provide for their biological children’s needs. In some cases, families have
been known to take on orphaned children merely to benefit from government social
grants, such as the child support and foster care grants (http://www.avert.-org/aids-
orphans.htm). The social grants received are then used to feed the whole family: in
some cases the members of extended families themselves are unemployed, hence

live under severe financial constraint.

However, it was estimated in 2005 that 5% of children affected by HIV and AIDS
worldwide have no support, and are living on the street or in residential institutions
(Salaam 2005:3). The DSD (2010:14) states that girl-children are especially
vulnerable in the context of HIV and AIDS and child-headed households (CHH).
Owing to gender-based discrimination, girl children are most likely to take care of a
terminally ill parent or family member. This deprives them of the right to education.
They may also be further subjected to child labour. Orphaned girls are also
especially vulnerable to sexual exploitation and trafficking.

The effect of the AIDS epidemic on children and families is incremental, as cited by
Munyathi (2005:2). He explains this view by pointing out that those OVCs worst hit
by HIV and AIDS live in communities characterised by inadequate infrastructure and
limited access to basic services. It is these children whose family and household

conditions will further deteriorate under the impact of the AIDS epidemic. These
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conditions have also resulted in the emergence of child-headed households. Ndinga-
Muvamba (2008:151) argued that the death of parent(s) and migration of parents
often result in the creation of CHHSs.

Child-headed households are commonly defined as households in which all
members are younger than 18 years of age (Magoko and Dreyer 2007:723).
Children in child-headed households live in conditions that are, on average, worse
than those in mixed-generation households, having to provide for themselves with
limited assistance or without any assistance from an adult. Children in child-headed
households are less likely to live in formal dwellings, or to have access to adequate

sanitation and water on site (Maqoko et al. 2007:724).

1.2.2 Problem Statement

Due to changes in the social conditions in South Africa, such as a high
unemployment rate, high levels of poverty, and an increase in the number of
household dependants, some extended families cannot afford to raise and care for
OVCs (UNICEF 2007). The question of who should bear the cost of raising OVCs
and who should take the responsibility for OVCs, therefore, becomes critical. If the
support that is provided to OVCs does not assist these children to have an
opportunity to live a “normal life” with prospects of a brighter future, a vicious cycle
could arise in which the children of OVCs will also grow up under similar conditions.

This will result in greater numbers of children in distress.

Since many extended families are not managing to raise the OVCs in their care on
their income, as indicated above, it is important that other measures are put in place
to support OVCs. For instance, governments and civil society must strengthen the
support they are providing to OVCs. Government departments should consider
mainstreaming all their programmes, ensuring that they address issues of OVCs.
This implies that the challenges faced by OVCs are to be prioritised, becoming an
integral part of the various programmes implemented by all government
departments. For example, the SA Department of Human Settlements could facilitate
its systems and policies to allow OVCs access to Reconstruction Development
Programme (RDP) houses. The SA Department of Home Affairs could ensure that



OVCs are given preference when processing applications for birth certificates and
identity documents. Mainstreaming of OVC programmes could also ensure that the
services provided to OVCs (such as social security grants in the form of child support
grants and foster care grants) are provided to all eligible primary caregivers of OVCs
(USAID 2005).

Gow & Desmond (2002:60) argued that by 2011, 56% of the population will live in
households in which at least one person is living with HIV, or has died of AIDS-
related illnesses. This will impact on the well-being of children in the affected
households. This is because the financial burden of HIV and AIDS adversely affects
the living standards and quality of life of all household members, leading to food
insecurity, among other factors. Furthermore, competing priorities for limited
resources in these families contributes to children in households with members living
with HIV and AIDS often being unable to afford school uniforms, school fees, school
books and stationery — the latter are prerequisites for school. The combined socio-
economic consequences of HIV and AIDS on households with children living with
HIV are far-reaching, which leads to these children having a reduced opportunity for

personal growth and development.

Currently, there are a number of services provided by the SA government which aim
at mitigating the impact of orphanhood. To mention a few, the Department of Social
Development is providing various social security grants, such as the child support
and foster care grants, to support OVCs. The Department of Health is providing
nutritional supplements to OVCs, which includes fortified porridge and vitamin
supplements. The Department of Education is implementing the school fee
exemption policy, which is also targeting OVCs. (These will be discussed in detail in
chapter 3). All these programmes aim at providing some sort of a relief in dealing
with the challenges faced by the primary caregivers of OVCs.

However, a major challenge seems to be that the services provided by various
government departments are not fully integrated and coordinated. Lack of, or limited
integration of services, often results in the duplication of services, government
departments and non-governmental organisations providing services to the same

children. This result in services being available to only a few OVCs, usually those
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who are easily accessible geographically; those in rural areas are usually not

attended to.

1.2.3 Focus of the study

This study focuses on exploring the needs of OVCs and their primary caregivers;
and the services provided by government departments and non-governmental
organisations (NGOs) to orphaned and vulnerable children. With regard to service
provision, the study will, in particular, focus on services provided by (a) three
government departments, that is, the Departments of Health, Social Development,
and Basic Education (b) a non-governmental organisation known as the Thandanani
Children’s Foundation (TCF) and (c) the Richmond National Integrated Project (NIP)
Site. This study further aims at investigating the degree to which the services
rendered to orphaned and vulnerable children are provided in an integrated and
coordinated fashion. In other words, it aims at exploring whether the services are
implemented according to the principles of the Integrated Development Approach
(IDA). An integrated development approach emphasises community participation in
identifying the needs of the OVCs, and in developing long-term solutions to their
problems (Beard, Dimmock and Sthreshley: 2001).

1.3 THE OBJECTIVES OF THE STUDY
The main objectives of the study are:

1. To explore the needs of, and challenges faced by, children orphaned and
made vulnerable by HIV and AIDS in Richmond, KwaZulu-Natal;

2. To explore services provided by key stakeholders rendering services to
children orphaned and made vulnerable by HIV and AIDS in Richmond,
KwaZulu-Natal,

3. To explore the extent to which the process used by service-providers in
identifying children who are orphaned and made vulnerable by HIV and AIDS
facilitates the inclusion of all affected children in Richmond, KwaZulu-Natal;

4. To explore the degree to which programmes implemented by various service
providers targeting children who are orphaned and made vulnerable by HIV

and AIDS, are integrated in Richmond, KwaZulu-Natal.
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1.4 THE RESEARCH QUESTIONS

The critical research questions to be answered by the study are:

1. What are the needs of children orphaned and made vulnerable by HIV and
AIDS in Richmond, KwaZulu-Natal?

2. Which services are provided to children orphaned and made vulnerable by
HIV and AIDS in Richmond, KwaZulu-Natal and by whom?

3. Does the process used by service-providers in identifying children orphaned
and made vulnerable by HIV and AIDS facilitate the inclusion of all affected
children in Richmond, KwaZulu-Natal?

4. In which ways do the various role-players work together to ensure that the

outputs of their programmes are integrated?

15 RATIONALE FOR THE STUDY

It is important to conduct this study because it should sensitise service-providers
providing services to OVCs, such as government departments and NGOs, in terms
of the needs of and existing challenges faced by OVCs and their primary caregivers.
The study could also make these service providers aware of other providers who are
working with OVCs, and with whom resources could be shared to support OVCs.
This, should it not yet exist, could initiate a working relationship among the various
service-providers. It should encourage the pooling of resources. The study could
also provide such service-providers with information on where gaps exist, for

instance, areas where services are not provided.

In addition, this study could increase the awareness levels of service providers about
the importance of co-ordinating their activities and services. If the services rendered
by service providers are co-ordinated and integrated, it could impact positively on
service delivery and minimize the duplication of services. This is especially relevant
in cases where two organizations are providing similar services to the same group of

OVCs, while other OVCs are not receiving any support from any organisation.

It is therefore felt that the study’s findings could enhance what can be considered an
effective and efficient way of rendering services in an OVC domain and context, by

10



providing integrated services to OVCs. Furthermore, the recommendations made on
the basis of the findings of the study could potentially impact on policy development,
particularly if a model for integrated services is accepted as an innovative way to
provide services to OVCs and their primary caregivers.

The value of this research, therefore, lies in the identification of the critical needs of
OVCs, the challenges faced by OVCs and their caregivers, the key service providers
that are rendering services to OVCs, as well as the manner in which these services
are provided. The core objectives of this study are of significance because of their
possible contribution to enhancing the care provided to OVCs. For instance, the
study emphasises the community development approach in the provision of services
to OVCs, which is based on the assumption that service providers should focus on
building capacity within communities so that the latter are able to identify the
challenges they face and develop their own strategies on how to address these

challenges, in this case, the challenges faced by OVCs and their primary caregivers.

1.6 RESEARCH SETTING

The study was conducted in the Richmond Local Municipality, which is one of seven
local municipalities under the Umgungundlovu District Municipality. Richmond is a
rural area situated approximately 45 kilometres south of Pietermaritzburg, which is a
capital city of KwaZulu-Natal (KZN). The size of the Richmond Municipality is
estimated at 1 232 square kilometres of land with an estimated population of 56 772
and 12 679 households (Richmond IDP 2010:15).

The majority of the population of Richmond resides in areas which are predominantly
rural and are characterized by low levels of basic service provision, such as with
regard to water and electricity (Richmond IDP 2010). The research setting of this

study is described in detail in section 4.3 of chapter 4.

1.7 RESEARCH DESIGN AND METHODOLOGY

A qualitative research design was used to conduct the study and qualitative methods
were used to collect and analyse data. Qualitative research methods give the
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researcher an opportunity to understand the research participant’s experiences,
interpretations, and the meanings s/he attaches to these experiences, by focusing on
the context of people’s everyday lives (Barbour 2008:12). A qualitative approach is
appropriate in the case of this study as the study focuses on gaining deeper
understanding how OVCs are defined by different service providers, as well as what

is perceived as the needs of and challenges facing OVCs.

To collect data, individual interviews were conducted with five key informants who
represented the Departments of Social Development, Basic Education and Health,
the Thandanani Children’s Foundations (TCF) and the Richmond NIP site. The TCF
is a non-governmental organisation operating in the areas of Richmond and in some
areas of Pietermaritzburg, in KwaZulu-Natal and the Richmond NIP site is situated in
a rural area of Richmond called Ndaleni Mission. Data was also collected from
thirteen primary caregivers, through individual in-depth interviews and focus group

discussion.

Content analysis was used to analyse the collected data. The process of analysing
data involved identifying relevant themes and sub-themes from the transcribed
interviews and focus group discussion. The methodology of the study is discussed in
detail in Chapter 4.

1.8 CONCEPTUAL FRAMEWORKS

The theoretical frameworks that were used to guide this study are the Community
Development Approach (CDA), the Integrated Development Approach (IDA) and the
Social Network Theory and are discussed in detail in chapter 3. These three
theoretical approaches define the role that communities need to play in order for

their development to be effective.

The CDA aims at building active and sustainable communities by capacitating
communities to address and respond to their own challenges. It states how
community members can work together to deal with the challenges facing their

community, and also define the role of other stakeholders. The CDA argues that the

12



role of government departments and NGOs is to provide resources and training so

that communities take responsibility for their own development (Lombard 1990:73).

The integrated development approach (IDA) takes the community development
approach to another level, since it argues that community development should be
done in an integrated fashion. The IDA is based on the principles of Integrated
Development Planning (IDP), which facilitate co-ordination and integration between a
variety of role-players in order to set strategic priorities and specify how to deliver
services to communities (Ambert 2004:9). For instance, according to the IDA, service
providers that are supporting communities with resources and skills should integrate
their services to avoid the duplication of services. The IDA therefore lobbies for the
pooling of resources so that programmes and support are available to the greater

community.

The Social Network Theory (SNT) on the other hand explains how networking within
communities can stimulate new ideas and opportunities to bring about change and
development. SNT argues that open networks are more likely to introduce positive
change in the community. The SNT further regard propinquity and homophily as the
strengths of the community, where propinquity is defined as being in the same place
at the same time and homophily is defined as having one or more common social
attributes (Kadushin 2004:6). The SNT is therefore relevant to community
development as community members are in the proximity of each other and usually

share the same goal.
1.9 DEFINITION OF KEY TERMS

In the context of this study, the following definitions of key concepts will be used:

1.9.1 Orphaned Child

The definition of an “orphaned child” varies from country to country. In South Africa
there are two main criteria that are used when defining an orphaned child (Smart
2003:3). These variables are:

(i) age, which refers to children who are below the age of 18 years, and
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(i) parental loss, which refers to the loss of a mother, father, or both parents
through death.

The DSD (2010:13) defines an orphan as a child who has lost one or both parents.
Hunter et al. (1998:2) on the other hand, classify orphaned children into three types:
(i) Maternal orphaned children, which refers to children under the age of 15
years whose mothers have died.
(i) Paternal orphaned children, which refers to children under the age of 15
years whose fathers have died.
(iif) Double orphaned children are those children under the age of 15 years

whose mothers and fathers have both died.

For the purposes of this study, an “orphaned child” is therefore defined as a child,
under the age of 18 years, who has no surviving or present biological parent caring

for him or her (Department of Social Development 2005:5).

1.9.2 Vulnerability

“Vulnerability” is a complex concept to define, as it is used by different people in
different ways. This term does not only refer to orphaned children only but often
includes destitute and disabled children as well. According to Smart (2003:6), in
South Africa, a child that is defined as “vulnerable” is one who:

(i) is orphaned, neglected, destitute, or abandoned;

(i) has a terminally ill parent or guardian;

(i) is abused or ill-treated by a guardian or relatives;

(iv)is living with a parent who does not have income-generating

opportunities;
(v) is born of a teenage or single mother.

193 Orphaned and Vulnerable Children

For the purposes of this study, “orphaned and vulnerable children” will therefore be

defined as children who have no parents or who do not stay with their maternal
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parent and as a result have become vulnerable because of the negative

circumstances in which they find themselves.

194 Child

According to the South African Constitution, a “child” is any person who is under the
age of 18 years. In most international and national reports, children are defined as
boys and girls up to the age of 18 years (Smart 2003:3). The age of 18 years relates
primarily to the generally accepted age of being an adult, where for instance a
person may be legally married without the consent of a parent/guardian or can

consent to medical treatment without the presence of a parent or guardian.

The Children’s Amendment Act No 41 of 2007 allows for a child of 14 years of age to
give consent to some types of medical treatment, such as taking an HIV test without
getting permission from a parent or guardian. However, for the purposes of this
study a “child” will refer to any person who is under the age of 18 years, which is in
line with the Children’s Act No 38 of 2005.

195 School-going children

For the purposes of this study, “school-going children” refers to children who are still
attending primary school, that is those who are in grades 1 to 7. This means that the
focus will be on the services provided to children who are between the ages of about
7 and 15 years, but limited to those who are still in primary school.

1.9.6 Child-headed households

According to the amended Children’s Act 38 of 2005, Section 137 stipulates the

following:

“The provincial head of Social Development may recognize a household as a Child
headed household if —
(i) the parent, guardian or caregiver of the household is terminally ill, has

died or has abandoned the children in the household;
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(i)  no adult family member is available to provide care for children in the
household;

(i)  a child over the age of 16 years has assumed the role of caregiver in
respect of the children in the household; and

(iv) itis in the best interest of the children in the household” (Children’s Act
38 of 2005)”.

Maqoko et al. (2007:723) define child-headed households (CHH) in the following
way, “CHH are generally considered to be those households where the main primary
caregiver is younger than 18 years of age” (Maqoko et al. 2007:723). The former
definition by Maqoko et al. will be used for the purposes of this study.

1.9.7 Primary Caregiver

A “primary caregiver” is defined as “a person who has the parental responsibility or
right to care for the child and who exercises that responsibility and right”

(Department of Social Development 2005:5).

1.9.8 Community Caregiver

A “community caregiver” is defined as “a person who regularly and voluntarily assists
a household whose members are related or not related to him/her in terms of doing
household chores, giving advice and giving spiritual, psycho-social and material
support” (National Department of Health: 2002:15). A community caregiver is also
defined as “an individual who provides most of the care to a person living with HIV
and AIDS or to an OVC, usually a relative or someone who lives in the same
residence” (USAID: 2006:5).

1.9.9 Service Provider
For the purposes of this study, a “service provider’ refers to the identified

government departments, NGO and Richmond NIP site that participated as key

informants in this study.

16



1.9.10 Residential Care

“‘Residential care” is defined by the Department of Social Development (DSD) as the
care of children that is provided in a children’s home (DSD 2000:20). The Children’s
Amendment Bill (DSD 2006) defines “children’s home” as a residential care

programme established in terms of the Child Care Act for children in need of care.

Naidoo (2007:37) defined “shelter” as a facility located at a specific place, which is
managed for the purpose of providing basic services including overnight

accommodation and food to children who attend the facility voluntarily.

1.9.11 Child Care Forums

“Child Care Forums” are defined as community-based structures focusing on the
needs of OVCs in the community, which ensure that these needs are met (Naidoo
2007:34).

1.9.12 Integrated Development Approach

The “Integrated Development Approach” refers to the integrated planning that
involves relevant stakeholders in finding the best solutions to achieve long-term

development.
1.9.13 Community Development

“‘Community development” is defined as a process of organisation, facilitation and
action that allows people to create a community in which they want to live through a

conscious process of self-determination (Maser 1997:101).

1.9.14 Social Assistance

“Social Assistance” is defined as an income transfer in the form of grants or financial
award provided by government. Grants in South Africa include the following:
disability grant; a grant for the aged; war veteran's grant; grant-in-aid; foster child

grant; care dependency grant and child support grant (DSD 2009).
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1.10 OUTLINE OF THE STUDY

The outline of the study is as follows:

e Chapter 1 aims at situating the research problem by contextualising the
challenges and problems faced by children orphaned and made vulnerable by
HIV and AIDS. The chapter starts by providing background on the OVC crisis and
then sets out the problem statement and the focus of the study. Thereafter it
presents the research objectives, the research questions, the rationale for doing
this study, summarises the setting of where the research was conducted, the
research methodology and the conceptual frameworks that guided this study. It
also provides definitions of the key terms used in the study and finally presents

the outline of the research.

e Chapter 2 provides an overview of studies that have been conducted on the
needs of and the challenges faced by OVCs, as well as the impact of HIV and
AIDS on children, families and communities. This chapter concludes by
attempting respond to questions such as who should take the responsibility of
caring for OVCs. .

e Chapter 3 presents policy and legislation that guides OVC programmes in South
Africa as well as the support services available for OVCs. The chapter further
discusses three theoretical frameworks that were used to guide the study, that is,
the Community Development Approach, the Integrated Development Approach

and Social Network Theory.

e Chapter 4 describes the research design and methodology that was followed and
used in this study. The processes that were followed to gather and analyse the
data are described in detail. The themes and sub-themes that were identified
during the analysis of the data gathered from the individual interviews and focus

group discussion are also identified and described in this chapter.

e Chapter 5 presents the findings of this study. It firstly describes the biographical

characteristics of participants of this study, that is (a) the five key informants who
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participated in the individual in-depth interviews and (b) the primary caregivers
who participated in the focus group discussion as well as in the in the individual
in-depth interviews. It also presents the findings of the research in terms of the
themes and sub-themes identified during the analysis of the gathered data.

e Chapter 6, the final chapter of this dissertation, presents a summary of the
research findings, and articulates the recommendations and limitations of the

study.

1.11 CONCLUSION

The increase in the number of orphaned and vulnerable children poses a major
challenge to the growth and development of communities owing to the limited
resources that are available to support these children. It is therefore critical that
government departments and non-governmental organizations providing services to
OVCs, work together to integrate the services they are rendering for OVCs to ensure
that there is positive impact on the lives of OVCs and that services are not

duplicated.

This chapter outlined the critical questions to be tackled by the study. It presented
the research problem, objectives, and rationale for conducting the study. It further

defined the research setting and the key terms that are used in the study.

In the next chapter the literature that is available on orphaned and vulnerable
children is reviewed, by first looking at the extent of the OVC problem, focusing on
the international, sub-Saharan African, and the South African contexts. Secondly,
policy and legislation supporting the OVCs in South Africa is explored. Lastly, the
chapter sets out the living conditions and main needs of OVCs, and challenges faced
by OVCs.
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CHAPTER 2
LITERATURE REVIEW

2.1 INTRODUCTION

The HIV and AIDS epidemics are creating orphaned children on an unrivalled scale.
Orphaning caused by AIDS-related deaths is increasingly becoming a long-term
problem, affecting mostly poor communities throughout Southern Africa and sub-
Saharan Africa at large (Smart 2003:5). However, orphaning is not the only way that
children may be affected by HIV and AIDS. A number of children are made
vulnerable by HIV and AIDS when their parents suffer from HIV-related illnesses or
when they are discriminated against because their parents have died of AIDS-related
illnesses. Consequently, responses to HIV and AIDS should not only single out

orphaned children, but should target both orphaned and vulnerable children (OVCs).

Although the overwhelming majority of OVCs are living with surviving parents or their
extended family, many of them are being cared for by a remaining parent who is sick
or dying; by elderly grandparents, who themselves are often in need of care and
support; or by impoverished relatives who are struggling to meet the needs of their
own children (Smart 2003:7). Increasing numbers of children are living in child-
headed households (CHH), with minimal or no adult supervision or support. This
results in children being at an increased risk of not having adequate shelter, not
having the opportunity to attend school, and not receiving adequate health care and
nutrition. Meeting these needs is important for the growth and development of

children.

The chapter will focus on the extent of the OVC crisis, focusing on the international,
sub-Saharan African and South African contexts. Furthermore, the impact of HIV and
AIDS on children, families, and communities is discussed, as well as needs of and
challenges faced by OVCs. The chapter concludes by exploring responsibility for
taking care of OVCs.
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2.2 EXTENT OF THE OVC CRISIS

In order to discuss appropriate social responses to the needs of orphaned and
vulnerable children, it is important that an assessment of the extent of the OVC crisis
is conducted. The extent of the OVC crisis will therefore briefly be looked at in terms
of three contexts, that is, the international, sub-Saharan African, and South African

contexts.

2.2.1 International Context

It is imperative that the number and profile of OVCs is understood if successful
strategies for provision and care for them are to be developed. Globally, in 2011, 151
million children had lost either one or both parents owing to every possible cause;
17.3 million children under the age of 15 years had lost either one or both parents
(UNICEF 2013). UNICEF (2013) further states that in 2011 there were 3.5 million
children whose parents had died because of AIDS: 2011 (www.childinfo.org/hiv_-

aids.html). Despite a modest decline in the adult HIV prevalence rate worldwide, and
despite increasing access to treatment, the total number of children aged 0-17 years
who have lost their parents owing to AIDS-related illnesses has not yet declined
(UNAIDS 2010:112). According to this global report prepared by UNAIDS, the
number of orphaned children has increased from 14.6 million in 2005, to 16.6 million
in 2009, the majority (90%) of these children living in sub-Saharan Africa. The figure
for children (under 18 years of age) who have lost one or both parents due to AIDS
globally in 2012 is estimated at 17,8 million, according to a UNICEF report published
in 2013 (UNICEF 2013).

A strategic framework for the protection, care and support of OVCs was developed
to target action areas and provide operational guidelines to governments and other
key stakeholders in this regard. This strategic framework was developed during the
first Global Partners’ Forum, which was convened by United Nations Children’s Fund
(UNICEF), and supported by UNAIDS in 2003. It identified the following five key
strategies for accelerating the response to the OVC crisis (UNICEF 2004:5):
e Strengthening the capacity of families to protect and care for OVCs by
prolonging the lives of parents and providing support to OVCs and their
families;
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e Mobilising and strengthening community-based responses, to provide
assistance to vulnerable households;

e Ensuring access to essential services for OVCs, which includes health care
and education;

e Ensuring that government protects the most vulnerable children through
improved, relevant policy and legislation; and

e Raising awareness to create a supportive environment for children affected by
HIV and AIDS.

Table 3: Summary of the actions identified by the Interagency Task Team

BROAD POSSIBLE INTERVENTIONS

STRATEGIES

Policy and e Laws protecting the rights of children, which will promote
strategies equality and prohibit discrimination and stigma

e National policy and guidelines for OVCs, which will define the
problem; putting in place structures for overseeing the
planning, implementation, and monitoring of the services and
support available for OVCs

e National HIV and AIDS strategies that include an explicit focus
on OVCs

e Clear support from national government

Advocacy e Targeted issues-based advocacy, to raise awareness and
identify policy actions that are essential in supporting OVCs;
and to address stigma and discrimination

Multi-sectoral |e A multi-sectoral OVC structure, which includes representation
structure of all relevant stakeholders, and with clearly defined roles and
an official mandate

e Regular consultation with relevant stakeholders

Monitoring e Monitoring of policy implementation

Source: Smart 2003
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The Interagency Task Team (ITT) on OVCs was convened by UNICEF. It comprised
representatives from UNAIDS, UNDP, UNFPA, World Food Programme, Save the
Children Alliance, USAID, and the International Federation of Red Cross and Red
Crescent Societies (IFRC). This task team met for the first time in 2002 to deliberate
on possible interventions and support for OVCs made vulnerable by HIV and AIDS.
This task team further identified several practical actions (refer to table 3 above)
which aimed at providing assistance to various countries on how to move forward the

policy process of addressing OVC issues (Smart 2003:14).

In addition to the above, there are remarkable interventions aiming to respond to
HIV-related challenges globally. These interventions include the development of
systems and networks, both formal and informal, that support children orphaned by
the epidemic (UNAIDS 2012:112). Figure 1 below indicates that in 2009 more than
50% of caregivers interviewed in Cameroon, Kenya, Malawi, Nigeria, South Africa
and Uganda were caring for and providing school-related support to orphaned
children. More than 40% of caregivers in the mentioned countries assisted orphaned

children to elicit bursaries which would pay school fees.

Figure 1: Types of care and support work for people living with HIV

Source: Com pensation for Contributions: report on interviews with volunteer caregivers in six
countries. Huairu Com m ission and Com m umity Agency for Social Enquiry, Sept 2009,

] 20 40 o0 a0 100

Source UNAIDS 2010:113

The UNAIDS Global Report on the AIDS Epidemic also reported a narrowing of the

difference in school attendance between orphaned and non-orphaned children, as
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one main achievement of this response. The report further indicates that most
households caring for children affected by HIV still do not have access to any

external care and support services (UNAIDS 2012:112).

A United Nations General Assembly high-level meeting, held in June 2011,
mandated the UNAIDS to support countries in reporting on progress made in the
implementation of the 2011 UN Political Declaration on HIV and AIDS (UNAIDS
2013:7). In this regard, the United Nations (UN) General Assembly convened a
special session on HIV and AIDS at which 189 UN member states signed a
Declaration of Commitment towards achieving a set of goals and targets in order to
intensify international action to fight the AIDS pandemic, mobilising the necessary
resources (UNICEF 2005:25). The Declaration reflects global consensus on a

comprehensive framework to reverse the HIV and AIDS epidemics by 2015.

It further states that special attention must be paid to children orphaned and made
vulnerable by HIV and AIDS. The member states of the UN agreed to review and
regularly report by 2015 against a set of standardised core indicators, on their
progress in realising universal access to HIV prevention, treatment, care and
support. The number of countries providing reports on the implementation of the
Declaration of Commitment increased to 186 (96% of UN Member States) in 2012
from 53% in 2004. The percentage of countries reporting on support for children
affected by HIV and AIDS also increased from 8 in 2006 to 42 in 2010 (UNAIDS
2013:9).

Table 4 below further indicates the progress made by these countries with regard to
two general population indicators relevant to OVCs, which are (a) support provided
to households caring for orphaned and vulnerable children aged 0 to 18; and (b)

school attendance by orphaned and vulnerable children.

The table below shows that the number of responding countries reporting on support
provided for children affected by HIV and AIDS increased from 8 in 2006 to 42
countries in 2010. There was also an increase in the response rate from 4% in 2004
to 22% in 2010. It further shows that in 2008, 50 countries started reporting on
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school attendance by OVC and non-OVCs, although in 2010 there was a decrease

to 46 countries.

Table 4: Response rates on general population indicators related to OVCs
(2004 - 2010)

Indicators Measurement 2006 2008 2010
Support provided for Number of responding | 8 36 42
children affected by HIV countries
and AIDS

Response rate 4% 19% 22%
School attendance by Number of responding | N/A 50 46
Orphaned and Vulnerable countries
Children

Response rate N/A 26% 24%

Source: UNAIDS 2010

2.2.2 Sub-Saharan African Context

In response to the AIDS epidemic, the “First Ladies” of the African Countries
established an organisation called the Organization of African First Ladies against
HIV/AIDS (OAFLA) in partnership with UNAIDS, in 2002. The aim of the OAFLA is to
address HIV and AIDS related issues in Africa (UNAIDS 2013:33). The organisation
started with 37 First Ladies in Africa in 2002, and the membership has increased to
40 by 2013. The 37 African countries include Algeria, Botswana, South Africa,
Cameroon, Mozambique, Swaziland, etc. OAFLA members advocate for
programmes to eliminate new HIV infections among children, promote efforts to
mobilize resources for the AIDS response and to improve access to HIV treatment,
care and support services on the continent. The OAFLA has further launched many
high-impact campaigns, including “FLAME”, in nine countries in 2011 to promote
both the virtual elimination of new HIV infections among children and keeping their
mothers alive (UNAIDS 2013:33).

In November 2003, the USAID, UNICEF, UNAIDS and the World Food Program
(WFP) launched a Rapid Country Assessment, Analysis and Action Planning
(RAAAP) initiative for OVCs in 17 sub-Saharan countries (Policy Project 2005:1).
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These countries included Botswana, Central African Republic, Céte d’ Ivoire,
Ethiopia, Malawi, Kenya, Lesotho, South Africa, Swaziland, Zambia, Mozambique,
Namibia, Nigeria, Rwanda, Tanzania, Uganda and Zimbabwe. The aim of the
RAAAP project was to assess the levels of support and care provided to OVCs. The
report indicated that in 11 of the 17 countries, more than 15% of all children under 18
years of age, could be classified as OVCs. RAAAP refers to OVCs as children who
are below the age of 18 years and who have lost either one or both parents (Policy
Project 2005:1).

Given the high estimated numbers of OVCs, all role players should consider the level
and extent of the need for support for OVCs, as well as the capacity required for
addressing the challenges faced by OVCs when designing relevant programmes, so

that these will be able to cater for the increase in the number of OVCs.

The OVC RAAAP initiative was developed to provide a policy and programmatic

framework which would unify and scale-up multi-sectoral national responses to the

OVC crisis in each of the 17 identified countries in sub-Saharan Africa (Policy Project

2005:2). This initiative involved the development of assessment tools that were used

for a rapid assessment of current levels of care and support for OVCs in the 17

countries. The findings of these assessments were analysed, and plans of action

developed on the basis of these analyses. The assessment tools included the
following:

e A situational analysis of the OVC crisis, which included an analysis and summary
of existing quantitative data on OVCs in the 17 countries;

e A contextual assessment, which provided an overview of the needs and issues
affecting the lives of OVCs and families. It also highlighted the challenges facing
the government, communities, and families, in responding to the needs of OVCs;

e A response assessment, which identified (a) the various service providers
rendering services to OVCs, and (b) the services they provide to OVCs. It also
highlighted current OVC interventions afforded by the identified service providers
in rendering services to OVCs; and

e An assessment of community responses, which offered information on the
existing community responses to OVCs, including support provided by extended

families, neighbours, and the community at large.

26



The data collected through the above assessment tools was then analysed by the
national OVC steering committees of the 17 countries. Reports on the findings were
compiled and used to prepare national OVC action plans. The national OVC action
plans identified the financial and technical support required to scale up the
implementation of OVC programmes in these countries. The recommendations of
the RAAAP initiative, which correspond to the strategies developed by UNICEF
indicated in section 2.2.1 above, included the following strategy frameworks and key

activities:

Table 5: Summary of the RAAAP Initiative Recommendations

Framework strategy Key activities to be conducted

Strengthen the capacity of e Prevention of HIV infection and progression

families to protect and care for to AIDS, to avoid increase in the number of

OVCs children orphaned owing to AIDS-related
deaths

e Establish and implement age-specific HIV
prevention programmes, which should be
accessible to the most vulnerable youth

Mobilise and support e National OVC strategic planning and

community-based responses resource allocation needs to be centred on
the community level

e Integrating poverty reduction strategies
(focusing on community economic vitality)
with an OVC policy and goals that recognise
communities as principal beneficiaries and

implementing forces

Ensure access to essential e Establish monitoring and evaluation systems
services for OVCs to track OVCs receiving support, which will
facilitate an increase in access to essential

services
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Development of policy and
legislation for OVCs and

channelling of resources

e Funding should be linked to systems that

can be replicated rapidly, which also

reinforce a shared learning environment

among service-providers for OVCs

Framework strategy

Key activities to be conducted

Create supportive environment
for OVCs through awareness

campaigns

e Establishment of national OVC ministry to
be responsible for establishment of clear
advocacy and mobilisation plan

Source: Policy Project (2005)

However, no significant decline in the number of OVCs seems to have occurred.
According to the United Nations (2010) (http://www.avert.org/aidsorphans.htm) the

number of orphaned children living in sub-Saharan Africa in 2009 was estimated at
14,8 million. It further states that the highest numbers of orphaned children are found
in countries with the highest HIV prevalence or those that have recently been

involved in armed conflict, for instance, Zimbabwe.

Figure 2: Number of orphaned children in sub-Saharan Africa, in 2011 (in 1000)
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Source: The Stephen Lewis Foundation: 2012 (www.stephenlewisfoundation.org)

The number of children orphaned owing to AIDS-related deaths in six African

countries (that is, Kenya, Nigeria, South Africa, Uganda, United Republic of
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Tanzania, and Zimbabwe) was recorded in 2009 as more than 9 million, with Nigeria
alone counting 2.5 million orphaned children owing to AIDS-related deaths (UNAIDS
2010:112). The report further states that more than 10% of all children aged 0 —17
years have lost either one or two parents owing to AIDS-related illnesses in
Zimbabwe (16%), Lesotho (13%), and Botswana (12%) and Swaziland (12%)
(UNAIDS 2010:112).

Figure 2 above indicates that in 2011, Southern African countries such as South
Africa, Tanzania, Kenya and Uganda had the highest number of orphaned children in
sub-Saharan Africa. The figure shows that the lowest number of orphaned children
were found in Swaziland, Namibia and Botswana (The Stephen Lewis Foundation

2012: http://www. stephenlewisfoundation.orq).

2.2.3 South African Context

The National Strategic Plan for HIV and AIDS and STI 2007 — 2011 (NSP) (2007:34)
reported that in 2007 in South Africa, children under the age of 18 years accounted
for 40% of the population. Table 6 below shows that in 2011, the total number of
children in South Africa was 18, 541 million (Stats SA 2012).

Table 6: Distribution of children in South Africa, by province: 2011

Province 2011 %

Eastern Cape 2 687 000 14%
Free State 1 060 000 7%
Gauteng 3 336 000 18%
KwaZulu-Natal 4213000 23%
Limpopo 2 241 000 12%
Mpumalanga 1473 000 8%
Northern Cape 435 000 2%
North West 1 282 000 7%
Western Cape 1814 000 10%
Total 18 541 000 100%

Source: Children’s Institute (2013)
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The table above shows that the majority of children are found in the provinces of
KwaZulu-Natal (4.2 million), followed by Gauteng (3.3 million) and the Eastern Cape
(2.6 million).

Half of the children in South Africa live in three of the nine provinces, that is
KwaZulu-Natal (23%), Gauteng (18%) and Eastern Cape (14%). Provinces with the
lowest number of children include Northern Cape (2%), Free State (7%), North West
(7%), and Mpumalanga (8%).

The NSP 2007 - 2011 (SANAC 2007:34), developed by the South African National
AIDS Council (SANAC) indicates that in 2004, it was estimated that there were 2.2
million orphaned children, meaning 13% of all children under 18 years had lost either
a mother, a father or both parents. The NSP 2007 — 2011 further states that nearly
half of all orphaned children in SA were estimated to have lost parents as a result of
AIDS-related ilinesses. In 2009, the number of orphaned children in South Africa was
estimated by UNICEF (2010) to be 3.7 million. This UNICEF report indicates that half
of these orphaned children have lost either one or both parents to AIDS-related
deaths; and 150,000 children are believed to be living in child-headed households
(http://www.unicef.org/south-africa/protection_6633.html).

Figure 3: South African orphaned children count by Province: 2011 (in 1000)
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Figure 3 above indicates statistics on the number of orphaned children in 2011 in
South Africa, as indicated in the Children’s Institute (2013). The figure shows that the
majority of orphaned children in South Africa are from KwaZulu-Natal with 304 000
children who are double-orphaned; followed by the Eastern Cape with 186 000
double-orphaned children. The two provinces had 190 000 and 108 000 maternal-
orphaned children, respectively. The provinces with the lowest number of double-
orphaned children are Northern Cape with 17 000, and Western Cape with 40 000
(Children’s Institute 2013: 88).

Table 7 below and Figure 3 above further show that in all the provinces orphaned
children have lost paternal parents more than maternal parents. For instance, in KZN
there are 658 000 paternal-orphaned children compared with 190 000 maternal-

orphaned children.

Table 7: South African orphaned children count by Province: 2011 (in 1000)

PROVINCE MATERNAL PARTENAL DOUBLE

Eastern Cape 186 108 405
Free State 73 44 149
Gauteng 94 63 320
Kwa-Zulu Natal 304 190 658
Limpopo 87 47 288
Mpumalanga 79 66 168
Northern Cape 73 39 152
North West 17 23 44
Western Cape 40 32 99
TOTAL 953 612 2 283

Source: Children’s Institute (2013)

Furthermore, the SA government and civil society are concerned about the number
of children living in child-headed households. This figure is escalating as the number
of orphaned children increases owing to the AIDS-related deaths of their parents
(Children’s Institute 2013:89). Child-headed households are generally defined as
those households in which the main caregiver is younger than 18 years of age
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(Maqoko et al. 2007:723). Figure 4 below indicates the number of child-headed
households (CHHs) in South Africa from 2002 — 2011, per province. The total
number of children living in child-headed households in South Africa decreased from
118 000 in 2002 to 82 000 in 2011 (Children’s Institute 2013: 89).

Figure 4: Number of children living in child-headed households in South Africa
by Province: 2002 and 2011 (in 1000)
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This figure further indicates that the numbers of children in CHH declined in all
provinces, with the exception of Mpumalanga, which had an increase from 8 000 to
9 000. The numbers dropped from 46 000 to 16 000 in Eastern Cape, and from
18 000 to 16 000 in KwaZulu-Natal. The drop in the figures may indicate that the
interventions on OVCs are yielding positive results. For instance, the OVCs could be
living with relatives or have been placed in orphanages. The above figure shows that

the number of children living in CHH dropped in 2011, compared with 2002.

According to the Children’s Institute (2006), the majority of children living in CHH are
not orphaned children; their parents are alive but are living elsewhere

(www.buanews.gov.za/dsd.htm). The Children’s Institute further states that about
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90% of the total number of children in CHH in 2009 were located in three provinces
of SA, which are KwaZulu-Natal, Limpopo, and the Eastern Cape. The report also
indicates that the majority (88%) of CHH have at least one child older than 15 years

of age.

Figure 5 below indicates that the majority (61%) of children living in CHH have two
living parents; 80% having a living mother. According to the Household Survey
conducted by the Children’s Institute (2006), 8% of the children in CHH have lost

both parents, and 12% have lost their mothers (www.buanews.gov.za/-dsd.htm). The

majority of children living in CHH are therefore not orphaned children, as the study
above indicates that the parents are still alive. These children may have been

abandoned by their parents.

Figure 5: Status of orphaned children living in child-headed households
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2.3 THE IMPACT OF HIV AND AIDS ON CHILDREN, FAMILIES AND
COMMUNITIES

The impact of HIV and AIDS on children is complex when their parents become ill
and die, as children are affected and made vulnerable by HIV and AIDS long before

they are orphaned. When a parent develops HIV infection-related symptoms,
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children often take on the role of a caregiver. Caring for, and the death of sick

parents, costs of funerals and loss of inheritance may result in financial problems

and psychosocial distress. The challenges faced by OVCs and the possible absence

of adequate adult care may also lead to an increased risk of discrimination and

exploitation.

When a family member becomes infected with HIV, the family often rapidly descends

into poverty (Govender 2007:14). Additional funds are required to care for the sick

person, pay for their medication, the transport costs of travelling to health facilities,

and the expense of providing them with nutritious food.

Table 8: Impact of HIV and AIDS on Children, Families, and Communities

IMPACT OF HIV AND AIDS ON

CHILDREN

FAMILIES

COMMUNITIES

Loss of family and identity

Loss of family members

Labour pool is reduced

Psychosocial distress

Changes in households

and family structure

Poverty increases

Increased malnutrition

Family dissolution

Infrastructure deteriorates

Loss of health care,

including immunisation

Lost income

Access to health and

education is reduced

Increased demands for

Impoverishment

Mortality is elevated

labour

Fewer opportunities for Lost labour Community has fewer
schooling and education resources

Loss of inheritance Forced migration Communities suffer a

general loss of resilience

Forced migration

Grief

Homelessness

Stress

Exposure to HIV infection

Reduced ability to care for

children and elderly

household members

Source: HSRC (1996)
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Once these adults start suffering from AIDS-related illnesses, and cannot work,
healthy adults have to divert their productive energy, becoming caregivers and
looking after the sick. Walker et al. (2004) state that the loss of income owing to
prolonged illness and medical and funeral expenses, often depletes the resources of
an already destitute family. This is because the family has to spend most of the little

money that they have on medical expenses.

Table 8 above, compiled by the HSRC, indicates the impact of HIV and AIDS on
children themselves, their families, and the community at large. It shows that children
are placed in vulnerable situations, whereby their chances of a brighter future are
minimised. Again, because of poverty, they are at risk of HIV infection, for instance,

should they become sexually involved with older partners as a means of survival.

2.4 THE NEEDS OF AND CHALLENGES FACED BY OVCS

The main needs of OVCs, as indicated in a study conducted by the HSRC, include
food, shelter, and clothing (HSRC 2007:12). This study indicates that poor families
have found it challenging to provide for the basic needs of OVCs, such as food,
clothing, shelter and education. In most cases, taking care of OVCs is an additional

responsibility, the families having their own dependants in their care.

Maslow’s theory of a hierarchy of needs identifies the needs of individuals,
categorising them into five levels, which are set in a hierarchical order (see figure 6

below) (http://www.netmba.com/mgmt/ob/motivation/maslow). This theory states that

basic needs, that is, physiological needs, must be satisfied first before the higher-
level needs can be satisfied. The same theory may be applied to OVCs, their needs
being similar to those of all other people.

Figure 6 below indicates that physiological needs are the most critical, in that these

are required for sustaining life. Such needs include food and water; these must be

fulfilled first, before the following needs are met.
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Figure 6: Maslow’s Hierarchy of Needs
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Source: http://www.netmba.com/mgmt/ob/motivation/maslow

The next level in the hierarchy refers to the safety needs, meaning the need to live
in a safe area, and to have medical insurance and job security. Next in the hierarchy
are social needs, which include the need for interacting with other people, such as
belonging to a group, and having friends. According to Maslow’s theory, it is only
when these first three essential levels of needs are met, that the esteem and self-
actualisation needs can be met. The esteem needs refer to a person’s self- respect,
and a need to be recognised, whereas the self-actualisation need is the need to

reach one’s full potential as a person (http://www.netmba.com/mgmt/ob/motivation/-

maslow).

Although it can be argued that OVCs have the same needs as other people, they
often experienced severe challenges when attempting to meet their needs. The
challenges that are experienced by OVCs may be explained in terms of three broad

categories, which are social, psychosocial, and financial challenges.

2.4.1 Social Challenges

The illness or death of a mother or caregiver can jeopardise the meeting of a child’s
most basic needs, such as access to adequate health care, sanitation, and nutrition.

Stigma associated with HIV and AIDS may put children at risk of further
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discrimination, isolating them from their communities. Often OVCs themselves are
perceived by their peers and community members to be living with HIV, which may
not necessarily be the case. Other children from their communities and schools may
not feel comfortable playing with them, fearing becoming infected with HIV. Some
children are teased by other children and community members; others lose their
friends, who assume that when they get close to such children they will become
infected with HIV. Stigma and discrimination thus also contribute to the challenges
experienced by OVCs. The rejection starts as early as when their parents fall ill with
AIDS-related illnesses (Salaam: 2005:10).

Furthermore, when parents have died, and there is no support from others, the
burden of running the household falls on the children. In such instances children live
alone in ‘child-headed households’, without the supervision of any adults. In some
cases there are adult caregivers in these households, who are terminally ill, and
unable to take care of themselves or their families. In these instances, the older child
often takes the responsibility of heading the family; hence these households are
regarded as child-headed households. There are also cases in which the heads of
CHH are school-going older siblings, who are supported by an adult from another
household (Maqoko et al. 2007:723).

Walker et al. (2004) state that in CHH, children as young as five years old perform
household chores such as cooking meals, taking care of crops, and collecting water
and firewood. The older children often leave school early to support their siblings.
They bring in money by begging or by performing menial tasks such as washing cars
and cleaning neighbours’ houses. These children still have to carry out the tasks of
managing the family resources and running the home, however, their ability to
maintain and repair their homes is minimal. This has resulted in these children being
exposed to the risk of losing schooling opportunities, proper and adequate shelter,

as well as other possibilities for growth and development.

OVCs are also made more vulnerable by HIV and AIDS because they may become
exposed to abuse and exploitation. OVCs can easily be abused or exploited, having
no one to protect or defend them, thus they are easily targeted. The report on the

research conducted on OVCs in Botswana, edited by Tsheko (2007:18), revealed
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that OVCs were generally subjected to physical and sexual abuse by older
community members, whether or not relatives. It further states that OVCs were

forced to do all the undesirable jobs at home, such as making and selling beer.

Maqoko et al. (2007) further state that the heads of CHH have the same
responsibility as all other heads of families. They have to work to financially support
the family and siblings; they have to provide food, clothing and shelter for the
siblings, and to deal with the emotional well-being of their siblings. OVCs in CHH,
therefore, are faced with a serious challenge or threat to loss of education if they
have to drop out of school to find “piecework”. They are also faced with the
psychological trauma of witnessing a parent’s illness, or dealing with the death of a

parent and then the absence of adult guidance and mentoring.

2.4.2 Psychological Challenges

The loss of a parent can deprive a child of a family environment crucial to the
development of a positive self-identity and self-esteem. Separation from biological
parents and family at a young age leaves children with unfulfilled psychological and
emotional needs. Psychological support is defined by Naidoo (2007:11) as: “the
interventions and methods that enhance children’s families’ and communities’ ability

to cope in their own context, and to achieve personal and social well-being”.

OVCs experience many negative changes in their lives; and, as a result, are victims
of neglect, which includes emotional neglect. In a study conducted in Uganda in
2005, high levels of psychological distress were found in orphaned and vulnerable

children (http://www.avert.org/aids-orphans.htm). The report shows that anxiety,

depression, and anger were more common among OVCs than among other children.
The report further shows that 12% of the OVCs interviewed affirmed that they wished
they were dead, compared with 3% of other children. These psychological problems
threaten to become more severe if they are not addressed, for instance, through

counselling.

On a psychological level, children become traumatised by the illness of their parents,

which is also exacerbated by the stigma and discrimination attached to such a
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circumstance. Because the burden of care and responsibility is likely to fall onto the
children in the case of a sick parent or death of a parent, these children experience a
loss of childhood (Maqoko et al. 2007:719). Moreover, with the death of their parents
they suffer profound loss, hopelessness, grief, fear, and anxiety, which may also not
be dealt with appropriately (Smart 2003:8). This exposes them to various forms of
trauma. In other words, they can no longer play or rest, and they lose the opportunity
of participating in community, religious, and cultural activities, and in sport. Children
who have lost one or more parents experience grief and loss that may not be

adequately dealt with in an environment lacking psychosocial support.

Dropping out of school can result in emotional distress and social isolation:
interaction with peers will become limited. Emotional distress and isolation is
worsened by the shame, fear, and rejection that often surrounds people affected by
HIV and AIDS (Maqoko et al. 2007:720). Mpontshane (2008:13) argues that being a
child living in poverty often means having no access to health services, education,
and shelter, often being exposed to abuse, exploitation, and discrimination, which all

result in emotional distress.

Psychosocial distress also results from economic and financial challenges owing to
the death of parents. Because of these financial challenges, OVCs often end up
withdrawing from school, no longer being able to pay school fees or to buy

necessary school materials.

2.4.3 Financial Challenges

Financial challenges result mainly from the loss of income when parents or
caregivers become sick or die because of HIV. The cost of AIDS-related illnesses
and death can be high enough to send a household into permanent poverty, or from
poverty to destitution (Naidoo 2007:9). HIV can therefore be regarded as
perpetuating a cycle of poverty, which results in an inability to access food, clothing,
and shelter. Because of this, children have to forego education; instead assuming
the adult role of providing for their families. Further pressure may be exerted by

increased health-care costs, and eventually funeral costs.
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Owing to HIV and AIDS, OVCs are increasingly pressured to contribute financially to
their homes. This forces them to go onto the streets, to seek food for their families,
and to escape their daily challenges. Whilst on the streets, they are exposed to many
forms of exploitation, such as drug-abuse, child labour, child prostitution and rape,

which makes them more vulnerable to contracting HIV.

The report (Tsheko 2007:18) further indicates that a number of OVCs are exploited
by the local business community, who hire them as labourers to do various heavy
and hazardous jobs. OVCs are then often grossly underpaid at the end of the job, or
in some cases are given food as a form of payment. Usually, business people
engage OVCs as daily-paid labourers instead of appointing them as permanent staff
(Tsheko 2007:18).

The results of the study conducted by Kuo and Operario in KwaZulu-Natal (date
unknown) indicates that HIV perpetuates a cycle of poverty and unemployment,
linked to an inability to access food, clothing, and shelter (Kuo et al. [sa]: 4). The
study also indicated that parental deaths result in changes in households, which may
exacerbate financial challenges. For instance, this occurs when the income that was
brought in by parents disappears after the death of the parents, particularly when
they were doing “piecework” or other informal work.

Some of the factors contributing to financial challenges were reported in this study as
administrative and eligibility barriers in the state-supported social grant system (Kuo
et al. [sa]:4). The documents required by the Department of Home Affairs and the
Department of Social Development for processing applications for social security
grants, are not always available. For instance, in some cases, the caregivers or
guardians do not have parents’ death certificates; or the children themselves do not
have birth certificates, which are required by the DSD for the processing of social

grant applications.
Furthermore, socio-economic consequences include HIV and AIDS-related illnesses

and deaths among adults in their productive years, which impacts on the economy

through a high rate of absenteeism and reduced productivity.
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Children between the ages of 6 and 14 years old are supposed to be at school,
however, owing to the living conditions of OVCs in CHH, this is not always possible.
It is anticipated that, for approximately 5% of these children, obtaining sufficient
basic resources will be a significant challenge (TCF 2003). For instance, they do not
have money to buy school uniforms or stationery, nor to pay school fees. This is
indicated in the unpublished research which was conducted by the Thandanani
Children’s Foundation in 2003 in South Africa. Their findings indicated that OVCs

lack basic resources such as clothing, school uniforms, and food (TCF: 2003).

In another study conducted by Mahati et al. (2006:26) in two districts of Zimbabwe
(Bulilimamangwe and Chimanimani), it was found that the housing conditions of
OVCs were generally fairly good, most of them living with their extended families or

neighbours.

Figure 7: Problems among children and families affected by HIV and AIDS
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Figure 7 above indicates various problems and challenges experienced by children
and families affected by HIV and AIDS. It also shows the way in which the impact of

living with HIV causes social, psychological, and financial distress.

By contrast, the research conducted in 2007 by the HSRC in Central Eastern
Botswana indicates that the majority of households consisting of OVCs were
reported to lack necessities such as housing, proper sanitation, and water. The
house structure was also reported as of concern, housing being an important factor
in caring for OVCs. Some OVCs were reportedly living in incomplete housing
structures or in overcrowded houses or in houses lacking hygienic conditions (HSRC
2007:14). Often homes leak during heavy rains: it could be unsafe to live in these
houses. The death of parents was cited as the key factor which impacts negatively
on the living conditions of these children. The HSRC study (2007:15) also found that
there is a significant number of OVCs living under difficult conditions, with no food,
proper clothing, and other necessities of life. In these cases the OVCs looked

malnourished and wore ragged clothing (HSRC 2007:15).

In such situations it is unlikely that many of the needs of the OVCs will be met. It is
therefore essential that appropriate social and material support for these families and
their communities is provided, if the needs of orphaned and vulnerable children are

to be adequately addressed.

HIV and AIDS and poverty are placing the extended family network traditionally
existing in Africa and South Africa under severe strain (Smart 2003:7). As indicated
above, after the death of their parent(s), OVCs are likely to be cared for by their
grandmothers, a situation which has led to an increase in the number and size of

extended families.

2.5 RESPONSIBILITY FOR TAKING CARE OF OVCS

As stated above, children affected by HIV and AIDS are at an increased risk of losing
the care of their parents, even before one or both parents have died. They are more
likely than other children to be living with a step-parent, within an extended family or

with a biologically unrelated family. While these traditional community coping
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mechanisms are often protective, studies have shown that children living in these
arrangements are less likely to receive an equal share of the household resources,
the biological children of the primary caregivers often being favoured (UNICEF
2007:16). This is particularly the case when resources are scarce and are not

sufficient to cater for the direct family of the primary caregivers.

The task of caring of OVCs is affected negatively during and after a parent’s illness,
the OVCs being expected to take the responsibility of caring for their sick parents or
their siblings. Girls often take on significant responsibilities in the running the
household when their parents become ill. Boys are taken out of school in order to
take piecework from community members, such as washing cars and helping in the
local shops. Children who have lost their parents are also more likely to be
separated from their siblings, compounding their sense of loss, displacement and
emotional distress, often being placed in some or other form of institutional care
(UNICEF 2007:16).

The question of who should bear the cost of raising OVCs and who should take care
of them therefore becomes critical. However, there is no convergence of views on
the most appropriate approach to this matter. While there are many perspectives,
they generally fall within two broad categories, the first being that OVCs should be
the responsibility of the government; the alternative view being that extended
families should shoulder the responsibility of taking care of OVCs. There is also a
belief that OVCs should grow up in their communities of origin, and that supporting a
community-based approach could be cost-effective (Salaam et al. 2005:3).

After the death of the parents, OVCs are often “informally” adopted by relatives or
neighbours. The extended family generally constitutes the major resource for caring
of OVCs (Foster et al. 2005:241). The role that is played by extended families is
often overlooked, this being an informal and spontaneous form of fostering. The
studies conducted by several researchers indicate that living with extended families
is often preferred by OVCs themselves, as they are usually not isolated, but
“informally adopted” and accepted as part of the “whole family” (Foster et al.
2005:243).
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In a study conducted in Zimbabwe (Mahati et al. 1996), the caregivers (most of
whom were not related to OVCs) mentioned two main reasons for taking care of
OVCs. The first reason was that their parents were deceased, and therefore the
children had no one else to take care of them. Secondly, these children were being
neglected as their extended families could not provide care for them. As a result of
poverty, relatives fail to adequately provide the children with basic necessities such

as food and clothing.

In sub-Saharan African societies and communities, the role of women as primary
providers of care within the family and community is prominent, a role that is often
underestimated (Muller 2005:53). Muller points out that the roles of women in the
household include collecting wood for fire and water, food production and
preparation, cleaning the house, taking care of children and socialising with
community members. Within the HIV and AIDS context, there are additional activities
that women are expected to do, which include bathing the affected person, cleaning
up after him/her, feeding those who are too ill to feed themselves, escorting the sick

person to and from the toilet or clinic, and providing emotional support.

Furthermore, it appears that the majority of OVCs are accommodated within their
communities; very few are housed in places of safety, owing to lack of sufficient
resources. However, the traditional extended family system that used to take care of
orphaned children is in many instances disintegrating; households are becoming
more nuclear-family centred. This has at times led to children being forced to take
care of their own siblings in CHH, after losing their parents, not having adult relatives
to care for them (Muller 2005:55).

2.6 CONCLUSION

Children who are orphaned and vulnerable are faced with number of challenges. The
various studies discussed above have highlighted the immediate needs of OVCs as
being food, clothing, and shelter. However, most OVCs are struggling to meet their
needs. They are growing up in difficult conditions, which results in some of them
having no access to food at least once a week. The increase in numbers of

orphaned children has also resulted in a number of children living in child-headed
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households. The death of parents, owing to AIDS-related illnesses and poverty has
augmented the number of children who are orphaned, as well as those who live in
CHHs.

The following chapter will focus on the policies developed and implemented by
various government departments, aimed at addressing the challenges faced by
OVCs; also the various services provided by government departments and civil
society. The chapter will further discuss three theoretical frameworks that will guide
the focus of the research, that is, Integrated Development Approach, Community

Development Approach, and Social Network Theory.
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CHAPTER 3
SERVICE PROVISION TO OVCs

3.1 INTRODUCTION

The South African government, through its departments as well as non-
governmental organisations (NGOs), has developed a number of policies aimed at
addressing the AIDS epidemic. In addition, a number of services are rendered by the
government departments and NGOs which tackle the needs of, and the challenges
faced by OVCs. The services rendered include providing material, financial, and
psychosocial support to OVCs and their primary caregivers. However, these services
are not always integrated or coordinated, which hinders their effectiveness at
community level. Often, service providers target the same communities, and the

same OVCs, duplicating the services.

There are several theoretical frameworks that guide qualitative research, depending
on the focus of the research. For the purposes of this study, the conceptual
frameworks that will be discussed, which are relevant to the study, are the
Community Development Approach, the Integrated Development Approach, and the
Social Network Theory.

This chapter will therefore focus on various policies and legislations guiding the
implementation of OVC programmes in South Africa. It further examines services
provided by government departments and civil society to OVCs and their primary
caregivers. The chapter concludes by outlining the three theoretical frameworks that

will guide the study.

3.2 POLICY AND LEGISLATION SUPPORTING OVCs IN SOUTH AFRICA
3.2.1 Policies supporting OVCs in South Africa

The South African government has put in place a number of policies and certain
legislation which provide guidance on the way in which issues affecting OVCs in the
country should be addressed. These include guidelines on the response of

organisations and government departments providing services to OVCs to the
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challenges faced by OVCs. Each of these policies has built-in mechanisms to ensure
that the rights of children in general, and OVCs in particular, are protected (DSD
2005:27).

3.2.1.1  Department of Social Development National Action Plan (2209 -2012)

The aim of the National Action Plan for the Department of Social Development (2009
— 2012) (NAP) is to define the roles of various stakeholders (which includes
government departments and civil society) in addressing the social impact of HIV
and AIDS in general (DSD 2009:3). This National Action Plan also stipulates
interventions to reduce the impact of HIV and AIDS on OVCs. The NAP articulates
clearly the key interventions for each of its strategic goals, and the monitoring
indicators for each intervention. The six strategic goals of the NAP, which overlap
with the RAAAP’s strategy framework and the UNICEF’s strategy discussed in 2.2.2

of chapter 2, are as follows:

= Strategic Goal 1: Strengthen and support the capacity of families to protect and
care for OVCs

The NAP intends to enhance the early identification of OVCs, child-headed
households and their families who qualify for care and support services. The
identification process should involve harmonising and standardising the database of
OVCs receiving care and support services from government departments and the
NGO sector. The NAP stipulates the care and support services that are to be offered
to OVCs, which should include nutritional support, material support, psychosocial
support, social security, educational support, and shelter (DSD: 2009).

The NAP further identifies interventions regarding the improvement of psychosocial
support provided to OVCs, which include training community caregivers (CCGSs),
health-care providers, educators and primary caregivers on psychosocial issues. The
NAP also intends to strengthen household economic capacity through food security
by strengthening school nutritional programmes and by linking households to
sustainable development (DSD 2009:20).
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= Strategic goal 2: Mobilise and strengthen community-based responses for the

care, support, and protection of OVCs

The NAP aims at increasing the mobilisation of community-based responses for the
care, support, and protection of OVCs, in order to develop competent communities
able to provide support, protection, and care to OVCs. This also involves facilitating
the participation of local authorities in the care and support of OVCs and
strengthening the capacity of NGOs, FBOs, and CBOs, so that they are able to
provide improved services to OVCs (DSD 2009:21).

= Strategic goal 3: Ensure that relevant legislation, policy, strategies, and

programmes are in place to protect the most vulnerable children

The NAP aims at enhancing the comprehensive protection of OVCs through policy
and legislation by reviewing current policies, developing relevant guidelines, and by
the dissemination of these policies and guidelines to all government departments
and organisations providing services to OVCs. Strategic goal 3 further seeks to
strengthen the referral system that will result in OVCs’ accessing relevant services
and support (DSD 2009:22).

= Strategic goal 4: Ensure that OVCs have access to essential services

This goal seeks to increase OVCs’ access to essential services through capacitating
educators and other community structures with regard to the identification of OVCs
and the provision of care and support programmes targeting OVCs (DSD 2009:23).

= Strategic goal 5. Raise awareness about and advocate for the creation of a

supportive environment for OVCs

The NAP intends to facilitate awareness of the rights of OVCs at every level of
society through the implementation of a communication and advocacy strategy. The
aim of awareness campaigns is to increase the number of organisations and

community members who will be aware of the rights of the OVCs (DSD 2009:24).
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This will result in community members being able to take OVCs in their own

communities.

= Strategic goal 6: Strengthen mechanisms which drive and support the

implementation of the NAP

This goal aims to improve the evaluation of OVC programmes through conducting
operational research on programmes implemented for OVCs, conducting impact
evaluations that will inform policies guiding programmes for OVCs (DSD 2009:25).

3.2.1.2 The National Integrated Plan for Children and Youth Infected and
Affected by HIV and AIDS, 2000

The National Integrated Plan for Children and Youth infected and affected by HIV
and AIDS (NIP) (DSD 2005:32) was launched in 2000, with the aim of ensuring that
individuals (especially children), households, and communities affected by HIV and
AIDS, have access to an appropriate and effective integrated system of prevention,
care, and support services at community level. The NIP is a joint venture between
the Department of Health (DOH), the Department of Social Development (DSD) and
the Department of Education (DOE). Services rendered to OVCs as a result of this
venture are provided at NIP sites — also known as “drop-in centres”. The objectives
of the NIP sites are to strengthen the capacity of families by providing support
services to families and communities. These services include the identification and
referral of OVCs to appropriate government departments such as Department of
Home Affairs (in the case of those children who do not have birth certificates) and

assisting primary caregivers of OVCs to obtain social security grants (AFSA [sa]:8)

The DSD is responsible for coordinating the operations of the NIP sites. The
coordination of the efforts and expertise of government departments and civil society
is critical in addressing the needs of and reaching the majority of OVCs, avoiding

duplication, and ensuring the optimal use of available resources (DSD 2005:16).

The NIP further facilitates the provision of relevant services to OVCs by each of the

three mentioned government departments. For instance, the DOH is tasked with the

49



provision of HIV and AIDS counselling and testing (HCT), basic health care which
includes health education, bathing of patients at home, and assisting patients at
home with taking medication. The DOE is tasked with providing life skills and HIV
and AIDS education in primary and secondary schools. The DSD, on the other hand,
has been mandated to assist families with social-grant applications, psychosocial
support and capacitating community members so that they are able to deal with
challenges related to OVCs. The DSD also has to facilitate the development and
growth of community-based organisations through training sessions and workshops
(DSD 2005:32).

The NIP facilitates the provision of relevant services to OVCs by the three
departments through providing financial, material, and human resources to NGOs or
CBOs. Services provided at the NIP sites are implemented by local NGOs. For
instance, the DOH provides funding to NGOs which covers the salaries of staff, the
purchasing of groceries to feed OVCs and which covers administrative costs. The
funding provided by the DSD is set aside for the procurement of furniture and
equipment for the NIP site, the salaries of staff, and the purchasing of food parcels to
be distributed to OVCs (AFSA [sa]:8).

The NIP aims at ensuring that structures of coordination are developed at all levels,
that is at provincial, district and local level. For instance, it suggests that forums be
established that consist of representatives from the DSD, the DOH, the DBE, civil
society, and the community. Through these forums, the participation of
representatives from the three above-mentioned government departments, as well
as relevant community organisations and leaders, are to be regulated and
coordinated (AFSA 2004:11). In other words, the role of these coordination
structures is to oversee the operation of the NIP sites, ensuring that all the planned

services are available.
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3.2.1.3 The National HIV and AIDS and STI Strategic Plan for South Africa
(2007 - 2011) and the National HIV and AIDS, STl and TB Strategic
Plan for South Africa (2012 — 2016)

In response to the HIV and AIDS epidemics, in 2007, the SA government launched
the National Strategic Plan for HIV and AIDS and STI 2007 — 2011 for South Africa
(NSP 2007 - 2011), which aimed at providing guidance to relevant stakeholders such
as government departments and civil society, on the way in which to address issues
relating to HIV and AIDS. The development of NSP 2007 - 2011 is led by the South
African National AIDS Council (SANAC) under the supervision of the Deputy
President of South Africa. The Department of Health provides secretariat services to
SANAC.

The NSP 2007 - 2011 has allocated various tasks and activities to different
stakeholders. It clearly identifies relevant stakeholders in the management of HIV
and AIDS, as well as the roles and responsibilities of all role players. There are two
primary aims of the NSP 2007 — 2011. The first aim is to reduce the number of new
infections by 50% by 2011. Secondly, it aims at reducing the impact of HIV and AIDS
on individuals, families, communities, and society, by expanding access to treatment,
care and support by 2011 to 80% of people infected with HIV (SANAC 2007:10). The
NSP 2007 — 2011 has structured possible interventions in terms of four priority
areas: many of the important issues related to OVCs are covered under key priority

area 2: treatment, care, and support.

The NSP 2007 - 2011 (SANAC 2007:83) identifies the DSD as the leading
government department in issues concerning OVCs; thus tasking this department
with facilitating the strengthening of the implementation of OVC policy and
programmes. For instance, the DSD is tasked with developing mechanisms for
identifying, tracking, and linking OVCs to available support services, as well as with
monitoring the implementation of the National Action Plan for OVCs. The aim of this
intervention is to increase the proportion of OVCs who are able to access social

grants and other support services.
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Goal eight of the NSP 2007 — 2011 addresses the mitigation of the impact of HIV
and AIDS and the creation of an enabling social environment for treatment, care, and
support, through strengthening the implementation of OVC policy and programmes.
The interventions indicated in the NSP 2007 — 2011 include the monitoring of the
NAP as it relates to the OVCs, identification of OVCs and CHH, and increasing

access to services targeting OVCs.

After the expiry of the NSP 2007 — 2011, SANAC led and coordinated the process of
developing the National Strategic Plan for HIV and AIDS, STI and TB 2012 — 2016
(NSP 2012 - 2016), which was launched in December 2011 by the President of
South Africa. This plan is driven by a long-term vision for the country with respect to
the HIV and TB epidemics. The NSP (2012 - 2016) is based on a twenty-year vision,
with the following objectives:

e Zero new HIV and TB infections;

e Zero deaths associated with HIV and TB; and

e Zero discrimination associated with HIV and TB

The NSP 2012 — 2016 has included TB in its mandate. This stemmed from the high
co-infection rate (co-infection rate refers to people who are infected with both HIV
and TB) (SANAC 2011: 9). The NSP 2012 — 2016 further identifies OVCs and youth
as among the key population groups targeted for HIV and TB interventions. These
interventions aim at mitigating the impact of HIV and TB, as well as breaking the
cycle of ongoing vulnerability (SANAC 2011:24).

The NSP 2012 — 2016 defines specific interventions aimed at mitigating the impact
of HIV and AIDS on those people who are infected and affected by HIV and AIDS.
These interventions are critical in providing relevant support to the affected
individuals and communities, and in breaking down the vicious cycle of ongoing

vulnerability and infection from generation to generation (SANAC 2011:30).

The strategic objectives and interventions relevant to OVCs, as indicated in the NSP
2012 — 2016, may be summarised as follows:
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Table 9: Summary of strategic objectives, interventions, and key activities
targeting OVCs in the NSP 2012 - 2016

STRATEGIC OBJECTIVES 1: Address Social and Structural Drivers of HIV,

STl and TB Prevention, Care and Impact

KEY INTERVENTIONS

KEY ACTIVITIES

Mitigate the impact of
HIV, STIs and TB on
orphans, vulnerable

children, and youth

Scale up interventions targeting OVCs and youth

Strengthen community initiatives for the

protection of rights of OVCs
Involvement and participation of mental health in

the provision of support services targeting OVCs

Reduce HIV- and TB-
related stigma and

discrimination

NSP 2012 — 2016 proposes the implementation
of a stigma-mitigation framework, which provides
guidance to government departments, civil
society and communities on how to reduce

stigma

Strengthen community
systems so as to expand

access to services

Tasking provinces to implement strategies by

which to support municipalites and local
communities, stating that these strategies should
be reflected in the Integrated Development Plans

(IDPs)

Support efforts aimed at
poverty alleviation and
the enhancing of food

security programmes

CHH to be prioritised for poverty alleviation
programmes, ensuring that needs such as food,
shelter, and access to health and social services

are fast-tracked

Strategic Objective 2: Prevent New HIV, STl and TB Infections

Reduce by 2016, the
transmission of HIV from
mother to child to less
than 2% at six weeks
after birth and less than
5% at 18 months of age

To facilitate provision of appropriate treatment,
care, and support to mothers and their infants
living with HIV

To establish appropriate referral mechanisms for

care services to OVCs and women

Source: SANAC 2011
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Table 10 below indicates the core indicators, relevant to OVCs, which will be
implemented and monitored under the NSP 2012 — 2016. The table further identifies
key indicators that will be used at national level to measure the implementation and
outcomes of programmes and services aimed at OVCs.

Table 10: Indicators monitoring OVC programmes, identified by the NSP

Strategic Core Indicators Definition Target for
Objectives 2016
Address Social % OVCs aged 0-17 Coverage of OVC 90%

and Structural whose households Programmes

Drivers of HIV received free basic

and TB external support in

Prevention, Care | caring for the child

and Impact Current school Progress towards 100%
attendance among preventing relative

both OVCs and non- | disadvantage in school

OVCs aged 10-14 attendance among
OVCs, versus non-
OVCs
Ensure the Human rights and Proportion of cases on Not
protection of equality violations abuses of human rights | specified
Human Rights, and gender equality
improving finalised by the relevant
access to Justice body
Number of people Progress in accessibility | Not
accessing legal to legal supports specified

services targeted at
women and children,
and victims of sexual

violence

Source: SANAC 2011
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3.214 National Guidelines for Social Services to Children infected and
affected by HIV and AIDS

The National guidelines for social services to children infected and affected by HIV
and AIDS were developed by the Department of Social Development in the year
2000. The aim of these guidelines is to assist relevant organisations and individuals
providing services to children infected and affected by HIV and AIDS. These
guidelines assure that the provision of community-based care and support takes into
account community needs and cultural practices, and that the rights of children are
protected (DSD 2005:33). The guidelines provide information on the way in which to
establish and implement special programmes, including home and community-based
care and support which also caters for OVCs. It therefore serves as a step-by-step
guide on how to develop community-based structures, which will also strengthen

poverty-alleviation programmes in affected areas.

These national guidelines (DSD 2000:1) are used as an instrument for:

e the development and implementation of approaches that mobilise and
capacitate children, families, and communities to address the effects of the
HIV and AIDS epidemics;

e strengthening access to integrated services that address the basic needs of
OVCs, which include basic health care, education, protection from abuse and
exploitation; and

e the development of an inter-sectoral strategy facilitating proactive responses,
which focuses on the rights and needs of children infected and affected by
HIV and AIDS.

3.2.1.5 The National Policy on HIV and AIDS for Learners and Educators in
Public Schools

In September 1999, the then Department of Education (DOE) launched a national
policy on HIV and AIDS for learners and educators in public schools. The policy
emphasised non-discrimination and the equality of learners, stipulating that learners

living with HIV may not be unfairly discriminated against, but should be treated in a
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just manner (DOE 1999:7). This means that learners and students who are living
with HIV and AIDS have the right to attend any school, as is the case for any other
child.

The policy further states that learners living with HIV may not be denied admission to
or continued attendance at school on account of their HIV status (DOE 1999:7). The
policy also prohibits the HIV testing of a learner as a prerequisite for admission or
continued attendance at school. No learner is compelled to disclose his or her HIV

status to the school.

3.2.1.6  HIV and AIDS strategy for the Department of Basic Education

The Draft Integrated Strategy on HIV and AIDS 2012 — 2016 of the Department of
Basic Education (2010:19) proposes that the Department’s policies targeting
vulnerable children aim at mitigating barriers to retention of learners, and
achievement in school for learners infected with and affected by HIV and AIDS. The
Department of Basic Education argues that policies targeting vulnerable children
could have a positive impact in that such policies could ensure that OVCs remain n

in school.

This strategy document further aims at facilitating access to universal primary
education, which is the target of the Millennium Development Goals (MDGSs). This
MDG aims at instituting care and support programmes for OVCs, such as school
feeding and no-school-fee programmes. The school feeding and no-school-fee
programmes are expected to improve enrolment numbers and the retention of
learners (DBE 2010:19).

3.2.1.7 National Health Insurance in South Africa — Policy Paper (DOH 2011)

The aim of the National Health Insurance (NHI) is to provide improved access to
quality health services of all South Africans irrespective of whether they are
employed or not (DOH 2011:18). The DOH (2011: 4) indicates that the NHI will be
phased-in over a period of 14 years, and that implementation of the NHI will result to

all members of the community accessing a defined comprehensive package of
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health services at all levels of care. This also includes orphaned and vulnerable

children, as members of the community.

The NHI will be implemented in three phases as follows:
e Phase 1: Pilot phase in 10 districts (2012-2015), this phase also include the
strengthening of the health system
e Phase 2: Phasing-In of National Health Insurance — Second Phase (2016-
2020)
e Phase 3: Phasing-In of National Health Insurance — Third Phase (2021-2025

The NHI (DOH 2011:24) further indicates that primary health care services shall be

delivered according to the following three streams:

a) District Clinical Specialist Teams

District-based clinical specialist support teams are responsible for supporting the
delivery of priority health care programmes at a district level. The role of the District
Clinical Specialist Teams is to provide clinical support and oversight particularly in

those districts with a high disease burden

b) School-based Primary Health Care services

The NHI (DOH 2011:25) indicates that school health services will be delivered by a
team that is headed by a professional nurse. The services will include health
promotion, prevention and curative health services that address the health needs of
school-going children, including those children who have missed the opportunity to

access services such as child immunization services during their pre-school years.

The other areas of the school health programme will include a focus on child and sex
abuse, oral health services, vision screening services, eradication of parasites,
nutritional services, substance abuse, sexual and reproductive health rights including

family planning services, and HIV and AIDS related programmes (DOH 2011).
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¢) Municipal Ward-based Primary Health Care Agents

The NHI will further facilitate that health services are available at a ward level. A
team of health workers, called PHC agents will be deployed in every municipal ward
to provide health care services to allocated families in the community. At least 10
people will be deployed per ward, which will be led by the health professional
depending on availability. Each member of the team will be allocated a certain
number of families (DOH 2011).

The teams will collectively facilitate community involvement and participation in
identifying health problems and behaviours that place individuals at risk of disease or
injury; vulnerable individuals and groups; and implementing appropriate interventions

from the service package to address the behaviours or health problems (DOH 2011).

3.2.2 Legislation supporting OVCs in SA

The following legislation contains sections that protect the rights of children in South

Africa.

3.2.2.1  The Constitution of the Republic of South Africa, 108 of 1996

The Constitutio