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It is difficult to conceive of a greater issue facing the planet than the 13
million children who have lost one or both parents to the AIDS virus in sub-
Saharan Africa alone.  This constitutes an international crisis with potentially
catastrophic impact.  It calls people right across the ‘global village’ to respond
with compassion, creativity and resolve.

The notion of a joint SACBC and HopeHIV conference on the care of orphans
and vulnerable children was born over coffee one morning at Johannesburg
airport in January 2003.  However, it quickly gathered a momentum of its
own and culminated in 185 delegates from 15 countries coming together for
3 days in Bronkhorstpruit in November 2003.

The object of the exercise was threefold:

� To encourage and strengthen the resolve of dedicated people working in
the field with OVC’s, some in quite isolated and dangerous situations;

� To share good practice and critically evaluate each other’s work;
� To build networks and strategic alliances which will enhance and enrich

the work already going on, encouraging ongoing synergies, information
exchange and peer evaluation.

Delegates from partner organisations of both HopeHIV and SACBC were
subsidised to attend and many prepared workshop presentations and
displays for the benefit of the rest of the conference body.  Keynote speakers
challenged and inspired delegates and the level of interaction and cross-
pollination of ideas and views was enriching for all.  Many strong friendships
and working contacts were made and people went away encouraged and
renewed.

Especially powerful was the sense of ecumenism as people from different
faith traditions joined together in solidarity for this most compelling of
causes.  Theological and historical differences were put aside as we
celebrated that which joins us together and calls us to action.

This was an historic occasion and its impact will be felt for months to come.
Thank you to all who made it possible and participated so warmly and
wholeheartedly.  This report seeks to capture and record something of both
the content and spirit of the event.  May it also remind us of the
commitments we each made and stimulate us into action again and again.

Russell Davies (HopeHIV) Sr. Alison Munro (SACBC)
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SUNDAY  9TH NOVEMBER

Arrival, registration

16h00 Registration Sizanani Conference Centre

18h00 Dinner Restaurant

MONDAY 10TH NOVEMBER

07h30 Breakfast Restaurant

08h15-08h45 Morning prayer (optional) Chapel
Meble Birengo (Salvation Army, East Africa)
Late registrations

09h00-09h30 Opening of Conference Auditorium
Session Chair: Russell Davies (HopeHIV)
Welcome: Sr Alison Munro (SACBC),
Rabia Mathai (CMMB),
Annemarie Reilly (CRS),
Ann Smith (CAFOD)

09h30-10h30 Opening address – Phil Wall (Founder: HopeHIV)
Children’s Message – Priscilla Themba & children

      (South Africa)

10h30-11h00 Tea Garden

11h00-12h30 Policy makers, UN Auditorium
Orphans and Vulnerable Children:
the challenge for Africa
Session Chair: Sr Alison Munro (SACBC)
Bishop Kevin Dowling (SACBC)
Rina Gill (UNICEF, South Africa)
Respondents:  David Kabiswa (ACET, Uganda),

Andy Sexton (Oasis Global, Uganda),
Abigail Ngoako (Kimberley, South Africa),
Phangisile Mtshali (BMS, South Africa)

12h30-14h00 Lunch Restaurant

14h00-15h30 WORKSHOPS 1

A. Psychosocial support:  A skills workshop Auditorium
Facilitator:  REPSSI (REPSSI team)

B. Residential care:  Palliative care Conference Hall 2
Facilitator: April Foster

· ‘Every child deserves love and dignity!’ - effective palliative care for HIV
positive children – Dr Vaughan Stannard (Beautiful Gate, Cape Town, South Africa)
· Nazareth House, Cape Town, holistic care for HIV+ children – Sr Margaret
Craigh (Cape Town, South Africa)

C. Essentials of home-based care:  A skills workshop Conference Hall 3
Facilitator: Project Gateway

· Project Gateway CCP team (Pietermaritzburg, South Africa)

D. Home-based care:  Community responses Conference Hall 4
Facilitator:  Thoko Maponyane

· Home based care for children – Sr Priscilla Dlamini (Eshowe, South Africa)
· Orphans at home – Philemon Manenzhe (Kurisanani, Tzaneen, South Africa)

E. Prevention/education Conference Hall 5
Facilitator:  Andy Sexton

· Moving from awareness to behavioural change – David Kabiswa (ACET, Uganda)
· Communicating with young children – Deborah Gregory (Ukuthasa, Lwandle,
South Africa)
· Love Matters: Towards an AIDS free generation – Fr Francois Dufour
(Johannesburg, South Africa)
· Education for Life: SA experience – Sr Bernadette Duffy (South Africa)

F. Urban responses Auditorium 2
Facilitator:  Sr Joan Mumaw

· Breaking the cycle: Sustainable interventions with urban street kids – Aloys
Opiyo (Undugu Society, Nairobi, Kenya)
· Holistic day care in an urban setting: Lizonobanda - Sr Brenda McCall (Cape
Town, South Africa)
· Sizanani: Caring for children – Priscilla Themba (Sizanani, Gauteng/Mpumalanga,
South Africa)
· Othandweni: Working with street children – Kgomotso Msimango/Sr Mandisa
Koboka (Hillbrow, Johannesburg, South Africa)
· Zenzeleni Wellness Centre: Day care for orphans in an urban setting – Abigail
Ngoako (Kimberley, South Africa)

15h30-16h00 Tea Garden

16h00-17h30 Workshops 2

G. Psychosocial support: A skills workshop (repeat)Auditorium
Facilitator: REPSSI (REPSSI team)

H. Psychosocial support: Conference Hall 2
Scaling up PSS and OVC programmes
Facilitator: John Donahue

· Scaling up PSS and OVC programmes – Stefan German (REPSSI, Zimbabwe)
· A Namibian example: Scaling up orphan care – Lucy Steinitz (Catholic AIDS
Action, Namibia)

I. Psychosocial support: Conference Hall 3
Using arts based therapies
Facilitator:  Linda Souchon

· Arts based approaches to PSS – Linda Souchon and Kirsten Meyer (Zakheni Art
Therapy Foundation, Johannesburg, South Africa)
· Drama and play therapy in a community setting – Lesley Bester (Cape Town,
South Africa)

J. School-related issues Conference Hall 4
Facilitator:  Annemarie Reilly

· Home based care as an entry point for OVC care and school fees – Mdudusi
Shongwe (The Salvation Army, Swaziland)
· Ndumo Schools Orphan Programme – Donatus Mthembu/Agnes Ndlazi (Ndumo,
KZN, South Africa)
· Bursary programme to keep children in school – Anne French (CIE,
Johannesburg, South Africa)
· Vocational training for older orphans – Sophie Kafeero (AFSS, Uganda)

K. Models of Care Conference Hall 5
Facilitator:  Rabia Mathai

· St Kizito’s orphan and vulnerable children: a SA model – Sr Aine Hughes (DWA,
Pretoria, South Africa)
· ‘Mobilising church congregations to care’ – Major Lenah Jwili (The Salvation
Army, Southern Africa)
· Orphan and Vulnerable Children: A model of care – Nyasha Mayanga (Catholic
Relief Services, Zimbabwe)

L. Rural responses Auditorium 2
Facilitator: Bishop Frank Nubuasah

· Holistic care in a rural setting – Cecile Manhaeve (HIV/AIDS Prevention Group,
Warmbaths, South Africa)
· Rural day care centres for HIV+ children – Molly Eriki (Mildmay International,
Uganda)
· Holistic care in a rural setting 2 – Sally McKibbon (Shongwe, Mpumalanga, South
Africa)
· Orphanaid – Joe Mamba (Swaziland)

M. Leadership seminar I Bar
· Leading yourself and others – Phil Wall (Signify Ltd / Founder of HopeHIV)

18h00 Braai/Barbecue at the Pool
Relaxed evening:  visit the orphan care bazaar, network with new friends,
chat in the bar…

19h00 –21h00 Satellite Meeting
(Catholic Funders and Invited Partners)

Conference
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TUESDAY 11TH NOVEMBER

07h30 Breakfast Restaurant

08h15-08h45 Morning prayer (optional) Chapel
Elizabeth Schilling (Sizanani, South Africa)

09h00-10h30 Government, UN, Auditorium
Orphans and vulnerable children:
the needs of families and communities
Session Chair:  Russell Davies (HopeHIV)
Stefan Germann (REPSSI)
Dr Maria Mabetoa (Chief Director, Children, Department
of Social Development, South Africa)

Respondents: Thuli Mzamane (CATHCA, South
Africa)
Aloys Opiyo (Undugu Society, Nairobi, Kenya)
Major Lenah Jwili (Salvation Army, Southern
Africa)
Sr Immaculate Ndlovu (Duduza, South Africa)

10h30-11h00 Tea Garden

11h00- 12h30 Workshops 3

A. Psychosocial support:  A skills workshop (repeat)Auditorium
Facilitator:  REPSSI (REPSSI Team)

B. Residential care: Conference Hall 2
Towards adoption and foster care
Facilitator:  April Foster

· ‘Back to the community’ – managing sustainable transitions into adoption
or foster care –  Melanie Streicher (Lambano Sanctuary, Johannesburg, South Africa)
· Blessed Joseph Gerard Centre: Residential institutional care – Clare Kalkwarf
(Mandini, KZN, South Africa)

C. Essentials of HBC: A skills workshop (repeat) Conference Hall 3
Facilitator:  Project Gateway (Project Gateway CCP team,
Pietermaritzburg, South Africa)

D. Home-based care: Community responses (repeat) Conference Hall 4
Facilitator: Ricardo Walters

· Home based care for children – Sr Priscilla Dlamini (Eshowe, South Africa)
· Orphans at home – Philemon Manenzhe (Kurisanani, Tzaneen, South Africa)

E. Prevention/Education (repeat) Conference Hall 5
Facilitator: Ann Smith

· ‘Moving from awareness to behavioural change’ – David Kabiswa (ACET
Uganda)
· Communicating with young children’ – Deborah Gregory (Ukuthasa, Lwandle,
South Africa)
· Love Matters: Towards an AIDS free generation – Fr Francois Dufour
(Johannesburg, South Africa)
· Education for Life: SA Experience – Sr Bernadette Duffy (South Africa)

F. Urban responses (repeat) Auditorium 2
Facilitator:  Andy Sexton

· Breaking the cycle: Sustainable interventions with urban street kids – Aloys
Opiyo (Undugu Society, Nairobi, Kenya)
· Holistic day care in an urban setting: Lizonobanda – Sr Brenda McCall (Cape
Town, South Africa)
· Othandweni: Working with street children – Kgomotso Msimango/Sr Mandisa
Koboka (Hillbrow, Johannesburg, South Africa)
· Sizanani: Caring for children – Priscilla Themba (Sizanani, Gauteng/Mpumalanga,
South Africa)
· Zenzeleni Wellness Centre: Day care for orphans in an urban setting – Abigail
Ngoako (Kimberley, NC, South Africa)

G.  Leadership seminar II Bar
· Building and sustaining a team – Phil Wall (Signify Ltd / Founder of Hope HIV)

12h30-14h00 Lunch Restaurant

14h00- 15h30 Workshops 4

H. Psychosocial support:  A skills workshop (repeat)Auditorium
Facilitator:  REPSSI (REPSSI team)

I. Psychosocial support: Conference Hall 2
Scaling up PSS and OVC programmes (repeat)
Facilitator:  Ann Smith

· Scaling up PSS & OVC programmes – Stefan Germann (REPSSI, Zimbabwe)
· A Namibian example: Scaling up orphan care – Lucy Steinitz (Catholic AIDS
Action, Namibia)

J. Psychosocial support:  Using memory Conference Hall 3
Facilitator:  Linda Souchon

· Healing the wounds of the past – Patrick Vorster (St Philomena’s, Durban, South
Africa)
· Memory Box: Communication with young children – Br Philippe Denis
(Pietermaritzburg, South Africa)

K. Sustainability and Advocacy Issues Conference Hall 4
Facilitator:  Bishop Frank Nubuasah

· Advocacy Issues: Accessing resources; Child care grants in SA; Legal issues –
Surprise Phetla (Justice and Peace, Rustenburg, South Africa)
· Advocacy Issues – Emma Mortimer (Thandanani, KZN, South Africa)
· Micro-credit/income-generating schemes in the context of OVC care – Oswald
Malunda (The Salvation Army, Tanzania)

L. Rural responses (repeat) Conference Hall 5
Facilitator: Ruth Stark

· Holistic care in a rural setting – Cecile Manhaeve (HIV/AIDS Prevention Group,
Warmbaths, South Africa)
· Rural day care centres for HIV+ children – Molly Eriki (Mildmay International,
Uganda)
· Holistic care in a rural setting 2 – Sally McKibbon (Shongwe, Mpumalanga, South
Africa)
· Orphanaid – Joe Mamba (Swaziland)

15h30-16h00 Tea Garden

16h00-17h00 PMTCT, Vaccination, Treatment issues  Auditorium
Session Chair:  Sr Alison Munro
Dr Glenda Gray (Perinatal HIV Research Unit, Chris Hani
Baragwanath Hospital, Soweto, South Africa)

18h00 Conference Dinner Restaurant

WEDNESDAY 12TH NOVEMBER

07h30 Breakfast Restaurant

09h00-10h30 Recommendations from workshops, and wrapping up
Thanks: Annemarie Reilly (CRS),

Russell Davies (HopeHIV),
Sr Alison Munro (SACBC)

10h30-11h00 Tea Garden

11h00-13h00 Ecumenical healing service (optional)Chapel
Fr Craigh Laubscher (SACBC) and HopeHIV,
Bishop Frank Nubuasah and Conference Delegates

13h00 Lunch and departure
(except for CAFOD partners)

14h30-17h30 Meeting of CAFOD partners Auditorium 2

18h00 Dinner and departure

Programme
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“States Parties recognise the
right of the child to the highest
attainable standard of health and
to facilities for the treatment of
illness and rehabilitation of health.
States Parties shall strive to ensure
that no child is deprived of his or
her right of access to such health
care services”.

Noble aims and words from
“The Convention on the Rights of
the Child”, article 24, section 1, of
the United Nations, to which almost
all nations on earth have subscribed
– naturally. How could anyone not want to protect and care for our little ones?

But what do we actually encounter? Just ten days ago I spent a morning
with one of our home-care teams in an informal shack settlement next to a
mine shaft just north of Rustenburg, where we have been involved as a Church
in AIDS ministry for more than 6 years. At one point I found myself sitting
among a group of children, laughing, playing – except for one. I gently gave
this little boy my hand, and his tiny hand weakly entwined itself around my
little finger. Eunice, a home-care nurse sitting next to me, confirmed what I
already sensed. Little Mpho (a Setswana name which means “gift”) was very ill
with AIDS. She also told me his mother had died of AIDS a few weeks ago –
and he had no one. The physical symptoms were obvious. But it was the face
that remains in my memory – it almost haunts me. I called his name gently.
And that little face stared at me; his almost lifeless eyes looked so, so sad. He
just held my finger so weakly, and did not say a word.

After a while I walked on a little further, but I was drawn to look back.
There he was: the symbolism spoke powerfully. He stood apart from the group
of kids, alone, looking after me, the sad little face - and no response when I
waved to him. When I came back from visiting people in the shacks he was
gone.  I found myself wondering: what was going on in the heart and spirit of
Mpho? My only consolation was that I knew that Eunice and the other home-
care workers were trying to care for him, watch over him, in the face of
tremendous odds – starting with their own struggle just to survive in those
inhuman conditions.

One story among so many others which have been experienced all around
this country and in other nations – stories as unique as they are poignant. In
the mountains above Umzimkulu, three toddlers crawl around the floor of an
isolated hut. They know that their mother has been lying in bed for quite
some time. Today, they do not understand why she does not move, or make
any sounds. By the time they are discovered by neighbours, they had been
sitting in the locked hut with the dead body of their mother for more than
three days (cf. Johan Viljoen).

Moving from these particular stories, moving from the micro to the macro
level. The World Bank has predicted the possibility of a failed state in South
Africa within three generations, based on the socio-economic consequences of
the HIV/Aids pandemic. It is somewhat remarkable that the analysis of mere
mortals like AIDS activists on the ground has now been confirmed by the
World Bank. For those of us at the coalface, it was clear some time ago that the
toll exacted by sickness and death associated with AIDS could, if not dealt with
comprehensively, cause the disintegration of the South African society itself.

Hopefully, the powers might reflect on this analysis of the World Bank - if they
don’t want to listen to those who experience the reality every day.

 What challenges me in terms of the issue of orphans and vulnerable
children in the AIDS pandemic is, firstly, the global structural or systemic
issues/policies which need to be dealt with if sustainable creative solutions are
to be developed. For example, international debt repayments, unfair trade
barriers, huge agricultural subsidies in Europe and the USA, and so on, keep
underdeveloped nations, in Africa and elsewhere, perpetually impoverished
and unable to fully realise the potential of their own human and natural
resources. That is quite simply a structural justice issue at global level – or
rather, structural injustice. Then, moving to the community level, besides the
growing and heartrending phenomenon of child-headed households, a rapidly
developing norm is that grandmothers are being forced by circumstances to
care for orphans and vulnerable children in communities.

Surely that cannot be tolerated in the medium- or long-term as a
“solution” to the orphan crisis or challenge. The grandmothers are tired,
overwhelmed by the demands made on them, so often impoverished at every
level of their being, and are coming to the end of their days in a situation
which is anything but what they deserve at this time in their lives. Again, the
devastation of poverty, misery and death in families is so great that often
there are very few people left in the generation following that of the
grandmothers.  Heroic responses to this reality, particularly by women, are to
be found in so many places – responses that truly are a presence of a higher
power at work in humans who respond to the cry of the poor through “eyes
that can see” and “ears that can hear”. That is a hope that burns brightly,
despite all the odds.

How can one describe the responses of faith-based and community
organisations to date? Perhaps I can give a personal view from the perspective
of the Catholic Bishops’ Conference AIDS Office and the programmes we are
managing in 5 countries. (I will not focus on education and prevention
programmes, but on the “caring” aspect of our response). I see this as a
“journey” (a long journey) in which we are learning on the way, because our
carers are indeed “seeing” and “hearing”. Firstly, the ever increasing number of
sick people led us to recognise that our main focus had to be on home-based
care, which in turn needed to be holistic, i.e. responding to the whole person
in the totality of their home situation, whatever that might be. This required
not only health care, counselling, trying to access sustainable food
nourishment, and so forth; it also meant spiritual care and accompaniment,
and an inclusive response to the needs of all the members of the household.

In time, the adults in the home-care system began to die, leaving the
little ones behind – and to whom could they turn? Only to the same home-
carers. This led us to incorporate orphan care as a component in almost all our
home-care programmes, and the training and enabling of increasing numbers
of volunteers to fulfil that caring ministry, e.g. the St. Kizito programme at
parish level. (In passing, the issue of the sustenance of volunteers also has to
be addressed). And, we also had to recognise that particular situations may
demand that we even train, enable and support small children to care for their
own terminally ill parents or guardians. Related to all this, the need to deal
constructively with the issues of stigma and discrimination in communities.

But also in terms of other responses – the awareness that institutional
centres cannot possibly care for the sheer number of orphans being
encountered. Our own existing institutions are moving towards alternative
models such as homes with adult house fathers and mothers, to emphasise
the family, cultural and community dimension so crucial to the wellbeing of
our little ones. Consequently, the recognition that whole communities must
begin to change their fundamental attitudes and perceptions, so that they
begin to accept, indeed affirm, that all these orphan children out there are “our
children” who belong to this single community, our community, little ones
who need to be fostered by us. However, the poverty of so many communities
inhibits or almost entirely prevents adequate care being given to the orphans.

Policy makers, UN, Orphans and
Vulnerable Children:
The Challenge for Africa (1)
Bishop Kevin Dowling (SACBC)

KEYNOTE PRESENTATION
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A possible response? Other models of orphan ministry like day-care
centres to which orphans are brought from homes during the day and given
proper food, medical care, and basic education, and taken home in the
evening; or groupings of foster homes where people work the land to provide
nutrition and to promote greater economic self-reliance.

And then - simple, human and creative projects like the “Memory Boxes”
whose purpose is to hold what HIV positive parents wish to leave to their
children as they come to the time of saying goodbye: special and personal
memories, information, important advice, and above all, a feeling of personal
love and care that hopefully will endure.

However, I believe there is something more required in conjunction with
all these creative, very special responses. It is at the level of policy and policy
makers. It seems to me that it is the systemic, structural issues which inhibit or

even block creative projects, initiatives, and really viable
responses attaining the scale and sustainability that is required in
this pandemic.

And it is precisely the scale and sustainability of programmes
that is crucial to the discussion and discernment in which we are
engaged here. One key dimension is the large-scale provision of
anti-retroviral treatment, including PMTCT and paediatric care,
supplemented by nutritional programmes, formula feeding (with
all its attendant challenges), and so forth, as a vitally important
sustainable solution to the crisis facing us. This will enable
guardians and parents to live longer and to be able to care in a
positive manner for the children; and, on the other hand,
treatment of HIV-positive orphans creating the hope that they
can grow to maturity and acquire an adequate education, and so be able to
provide for themselves and those for whom they are responsible.

The provision and management of anti-retroviral programmes requires, on
the one hand, a global response, i.e. a serious commitment on the part of the
developed world to capacitate the human resources of the underdeveloped
world, and to make the price structure of the drugs not only affordable, but a
minimal part of the overall strategy. But it will also require sustained
commitment to partnerships between governments, pharmaceutical
companies, and the whole civil society sector. No one group on its own can
respond to the enormity of the challenge.

But, while we wait for government policies and countrywide programmes
to be introduced and managed with real commitment in the long-term,
millions of our children on this continent, and many thousands in South Africa,
are living in trauma – and dying! They have been cruelly robbed not only of
their guardians and parents, but also of the celebration of their childhood. The
very possibility of a hope-filled future seems to be disappearing for them as
quickly as a rain shower on the parched earth of our African landscape –
except for the heroic response of people and communities on the ground.

It has to be asked how can this be happening in 2003, when billions of
dollars can be found to finance an ongoing war in Iraq, or countermeasures

against terrorism, when the myth of “national security” opens doors to every
conceivable option without counting the cost - but closes doors to the survival
of humankind, to a very basic quality of life for the poorest of the world, to the
protection of the little ones in what should be a global village? These are the
global systemic issues which, for me, demand a carefully co-ordinated local,
regional and international advocacy and lobbying network in which we must
engage as Church and faith-based organisations, together with our NGO
partners and other community structures – in view of changing what is
unjust, and developing policies which will empower and sustain initiatives
that will make a difference. It can be done!

It seems that in this very real globalised world, motivated by self-interest,
we cannot simply highlight this human catastrophe, and give examples of the
misery we see, to those in power positions. To have an effect, it seems that this
pandemic has to be convincingly portrayed as a threat to international and
national security. It has to be shown that it could result in a destabilization so
great that it will create fertile seedbeds for terrorism. Conclusive
argumentation has to be advanced about long-term economic consequences
to the developed world, and damage to its prospects for investment, trade and
growth. It seems that only in the face of such considerations, well argued, will
the world powers perhaps be moved to respond to this human tragedy.

I move now towards my concluding section. People and groups can be
motivated to engage in this issue from different perspectives and points of

view. Some of us here will find motivation in the faith dimension of our lives;
others from a different source. For me personally, one question weaving
through the theme of this conference is: what common ground, in terms of a
motivating vision, can bring together faith communities, NGOs and
community-based organisations, governments, if not to all humankind, in a
co-ordinated response to the challenge before us?

The word in the Christian scriptures, I believe, can be one point of
reflection in achieving a co-ordinated and common vision and plan of action.
Here we find a clear emphasis on the primacy of the poor, the weak, the
underprivileged, and the marginalised. The people of Israel are challenged to
care for precisely these disadvantaged ones in their midst. True religion is not
to be confused with adherence to rituals and laws; a religious spirit will be
recognisable through one’s response to those who are excluded in any way, to
the marginalised groups in society, and especially “the orphans, widows and
strangers” (cf. Old Testament _ Deuteronomy 24). God’s word is unambiguous.
This is not only a matter of kindness or charity towards others; it is a matter of
justice.

What should characterise a co-ordinated response to the issue of orphans
and vulnerable children is a passion for the justice of this cause, a commitment
to advocacy and lobbying around the systemic policy issues in society which

KEYNOTE PRESENTATION
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Disasters are always – and
often appropriately – measured in
statistics. And I don’t need to tell
anybody here how alarming those
statistics are when it comes to
children affected by HIV/AIDS. But
behind the statistics lie some of the
saddest stories in the world.

Babolo, a 12 year old boy, told
the National Children’s Forum on
HIV/AIDS in Cape Town,  how
difficult it had been to watch his
mother’s illness, to see her
screaming in pain as nurses cleaned
and washed her, and to deal with her sudden absence from home when she
went to hospital. It was only then that he learned from his friends that his
mother had AIDS. He told the Forum: “They discharged her and she was better.
I was happy and in the morning I go to school and at school I play with my
friends. They asked me about my mom and I said she is well. I go back at home
and she was sick again. She goes back to the hospital and they said she will be
well but she didn’t and she passed away and I think that I am lost.”

No region in the world has been more severely hit by HIV/AIDS than sub-
Saharan Africa. It is estimated that there are over 34 million orphaned children
in the region today, of whom 11 million have been orphaned by AIDS. Already,
in 10 countries in the region, there are indications that more than one in five
14 year olds is an orphan. Researchers warn that by 2010, a devastating 20
million children under the age of 15 years will have lost one or both parents.
The figures give us the length and breadth of the overwhelming impact of
HIV/AIDS. But to plumb its very depths, we need only to listen to the voices of
our children.

The epidemic has put unbearable pressure on the once resilient extended
family system. Aphiwe, who was 13 years old when she told her story to the
National Children’s Forum on HIV/AIDS, put it like this: “My sister is 6 years old.
I must look after her. And after school, I must go to fetch firewood at the veld.
My sister must come with me on my back because there is no one to watch her

when I go.  I don’t have parents; it’s just me and my sister. There
are no grownups living with us. My aunty comes over but she
stays far (away) by her work, I only see her sometimes. People
don’t say anything but just gossip behind your back… I need…
clothes and shoes. And water also, inside the house. But especially,
someone to tuck me and my sister in at night time.”

Many of these children speak in voices of quiet desperation.
They are shouldering enormous responsibilities, often under
conditions of great and increasing poverty. They do the
housework. They nurse their sick parents. They care for their
grandmothers. They raise younger children, many of whom are
suffering from AIDS and will die in their care. They have to cope
with anxiety, loneliness and hunger. And they suffer from the
trauma and awful grief and fear that accompanies the death of a
parent.  Worse still, they experience stigmatisation and abuse,
often from the very people from whom they seek help: their
teachers, their friends and their communities.

It is too easy to lose sight of the emotional needs of these

Policy makers, UN, Orphans and
Vulnerable Children:
The Challenge for Africa (2)
Rina Gill (UNICEF, South Africa)

condemn them to exclusion from the resources which will mean life to them,
literally life; and a compassionate heart and spirit which feels their pain, their
isolation, their fear, perhaps their loss of hope – and which then responds so
that their cries may not be in vain. Rather, that those cries, even silent ones like
that of little Mpho in that shack settlement which I visited – will motivate our
human responses.

Faith-based organisations, like other groups in this field, obviously can
have a substantial influence on their communities and followers. Spiritual
leaders are considered to possess a “power” to bring about positive change in
response to HIV and AIDS. Yet, it has to be humbly recognised that these same
leaders and their organisations may also be part of the problem at times,
indeed a source of stigma and discrimination, through their silence and denial.

Can we “enable” or implement a shared vision? This must flow from a
discernment process in which we try to interpret the “signs of the times” in the
human realities we face. In other words, not only a process of reflection on
diverse experiences, analysis of causes and problems, strategies and planning
in the light of chosen priorities, action plans and evaluation – all of them
immensely important. Each phase of that process must ‘breathe’ with a vision
and spirit, a spirit which motivates us for the long haul which will be a feature
of this pandemic. And that vision and spirit has to do with the way every life,
and every human being – but especially the most vulnerable in society – is
looked at. Is that life of indescribable value, and if so, what are we going to do
about everything which diminishes that life?

Interpreting, discerning the “signs of the times” in this way – I suggest
that is the vision, the spirit which must breathe through all our projects,
programmes and responses. It is a recognition of, and an alertness to the
reality that we are being personally invited and challenged in all this: in the
sad and frightened face of an orphan child; in the conditions which condemn a
young mother to prostitution as the only way to survive in misery and poverty
so that she can live a little longer for her little ones – as I have personally
experienced where I minister; in the policies or lack of policy of governments
and the powerful ones of the world who debate in 5 star luxury (e.g. at the
World Trade Organisation meetings) and postpone urgent decisions until the
next big roundtable meeting next year – and in so doing, condemn a few
hundred thousand more to a painful, horrible death.

That situation speaks to us, pleads with us. Therefore our responses, our
strategies will, indeed must take on a qualitative difference by the way we
arrive at co-ordinated planning and action, by our capacity to walk the extra
mile, by our perseverance against all the odds, and by our willingness to suffer
anything so that our vulnerable, precious little ones can live and die with the
dignity that is theirs by right – and this because of what we do, and because of
all we are to them. �
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children, overwhelmed as we are by the more visible, practical problems they
face. Yet a moment’s reflection tells us that the death of a parent strikes at the
very heart of a child’s being, often resulting in post-traumatic stress and other
mental illness.  The trauma is complicated by the fact that parents very often
do not tell their children that they have AIDS and that they might die. This
increases the confusion, fear, grief and deep-rooted anxieties that overwhelm
children as they try to make sense of their lives.

Seven-year old Busiwe expresses her grief for her mother and her
alienation from her community in the only way she knows. She asks for a doll,
“because then I can play with my doll in my mother’s room and near her grave.
The doll will be my friend because I don’t have friends because they say I am
dirty”.

12 year old Wendy, seems to express the fundamental despair of a
continent in deep distress … “I am asking for flowers”, she says. “When I die
you’ll put them in the coffin box with me.”

Our commitment to the underlying values of the United Nations
Convention on the Rights of the Child makes it imperative that all countries
take action to help children affected by HIV/AIDS.  However, in sub-Saharan
Africa, many governments have been slow to react. Today, only 6 of the 40 sub-
Saharan countries with generalized epidemics have a national policy on
orphans and other vulnerable children. Eight of these countries are in the
process of preparing plans. Twenty-six have no national policy in place.

The international community has, through the United Nations, made clear
its enormous concern about the plight of orphans. In June 2001, the UN
General Assembly Special Session on HIV/AIDS adopted a Declaration of
Commitment, setting itself specific goals over the subsequent five years. These
commitments were reiterated at the May 2002 Special Session on Children.

They include the following:  First, to develop by 2003 – and to implement
by 2005 – national policies and strategies to build and strengthen
governmental, family and community capacities to provide a supportive
environment for orphans and girls and boys infected and affected by HIV/AIDS.
This includes, among other things, protecting orphans and vulnerable children
from all forms of abuse, violence, exploitation, discrimination, trafficking and
loss of inheritance.

Second, the General Assembly pledged itself to ensuring non-
discrimination and full and equal enjoyment of all human rights through the
promotion of an active and visible policy of de-stigmatisation of children
orphaned and made vulnerable by HIV/AIDS. Finally, it urged the international
community to support programmes for orphans and vulnerable children in
affected regions and in countries at high risk. It asked for special assistance to
be directed towards sub-Saharan Africa. For a comprehensive response to the
issue of children orphaned or made vulnerable by HIV and AIDS, it is generally
agreed that strong action on five fronts is essential.

1 We need to strengthen the capacity of families to protect and care
for orphans and other children made vulnerable by HIV/AIDS.

2 We need to mobilize and strengthen community-based
responses.

3 We need to ensure that orphans and vulnerable children have access
to essential services

4 Governments must protect the most vulnerable children.
5 We need to raise awareness to create a supportive environment

for children affected by HIV/AIDS.
Let me elaborate:
The first call is to strengthen the capacity of families. It is commonly

recognised that institutional care often fails to meet the developmental needs
of children. And institutional care is, in any case, beyond the means of the
majority of developing countries. It is critical, therefore, that we support these
families so that they can protect and care for orphans and other vulnerable
children. There is no doubt that the support we give to families is the first,
most important, most sustainable, and probably the most cost-effective

response we can make to ensure that these children receive the nurturing and
support they will need in the many, long years to come.

From a medical and socio-economic point of view, the goal must be to
improve the health and prolong the lives of parents through clinic and home-
based care, the treatment of opportunistic infections, nutritional support and
anti-retroviral therapy. From an economic point of view, families must be
helped with the means to survive.  We also need to constantly remind
ourselves that emotional support is as important as physical support. Children
react to stress in different ways. Many find it difficult to talk about their
worries. They may internalise their feelings and stress, believing that they are
abnormal in some way, and may suffer from low self-esteem, depression or
anxiety. Or they may become aggressive, abuse drugs and alcohol, or engage
in anti-social behaviour. Children and their caregivers need psycho-social
counselling and assistance so that they can be helped to cope with the trauma
they are experiencing.

We also need to help strengthen young people’s life and survival skills to
protect them from HIV infection, and to equip them for newly acquired
responsibilities.  Linked to this, since the epidemic is being fuelled by gender
disparities and gender-based violence, we need to change concepts of
masculinity and femininity, of fatherhood and motherhood.  To lessen the
impact of shock and grief, we need to support succession planning by
empowering parents to prepare wills, identify caretakers and provide psycho-
social support to their children.

In Kenya, Malawi and Uganda, the Trickle Up Program provides extended
families with additional income to support children orphaned by HIV/AIDS.
This helps them to preserve or build assets while also paying for medical care
and school fees. Even households that are close to destitution may be able to
rebuild their capacity with the help of a small grant. In Uganda, the
international non-governmental organization, Plan International, has
supported programmes of succession planning. This includes counselling for
parents on the disclosure of their HIV status, training for standby guardians,
and the creation of ‘memory books’ – journals of facts and memories that
enable children and parents to create lasting records of their life together.

Liberia, who lives in northwest Uganda, lost both parents at an early age.
She said, “When my mum and dad were dying I felt like dying before them, so
that they wouldn’t leave me here. What I liked most about them was the kind
of advice they gave me. They told me not to do wrong things, especially not to
fight or lie to others. I always remind myself of them with their photograph”.

And Nthabiseng in South Africa says:  “This is the envelope that gives me
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strength. This envelope encourages me to do the right thing and to have
power. Inside this envelope is a letter, a ring and a will from my mother. She
passed away because of HIV/AIDS. When I look at it I feel like I am with her.”

The second general front for action is to mobilise and strengthen
community-based responses. There is a need to engage local leaders –
including traditional and religious leaders – by  sensitising them to the
impact of HIV/AIDS and the circumstances of orphans and other vulnerable
children. A dialogue on HIV/AIDS must to be opened in communities in order
to dispel myths, and to raise awareness and engender compassion.
Misinformation, ignorance and prejudice about HIV/AIDS limit the willingness
of a community to provide for the needs of those who are affected by the
disease. 14-year old Morene believes that, “Church is a good place where you
can teach a lot of people. People don’t come if you invite them to other places
… If the preacher can ask them they will come, because most of the
people… love him.”

As we have seen, children and young people are sharply aware of the
issues and can be important participants in opening a community dialogue.
Youth clubs, religious groups, schools and other community structures are
possible venues for sharing information and for dialogue.

There is an urgent need to promote and support community care for
children who do not have any family support. This will become increasingly
critical to an effective response as the orphan crisis worsens. Fostering,
adoption and other types of care must be expanded. In Tanzania, for example,
villagers have set up ‘Most Vulnerable Children Committees’ that mobilize and
distribute villagers’ donations of food and funds and also organize income-
generating activities and other forms of support.

Thirteen-year old Tiko told the National Aids Forum in Cape Town that an
NGO helped him when he wanted to kill himself: “They showed me love,” he
said. “They brought sunshine into my life. I could say the storm is over now and
I can also smile like other children.”

The third general platform for action is to ensure access to basic social
services for orphans and vulnerable children. First, birth registration is
essential. Children have a fundamental right to a name and to a nationality. A
child who is not registered becomes invisible and may be left outside the
purview of basic services, and may be denied access to social grants. Birth
registration is high on UNICEF’s list of programme priorities. Second, children
must have access to basic health care and nutrition services, as well as the
special care they need if they have AIDS. Third, children must have access to
education. Schools can provide a safe, structured environment, the emotional
support and supervision of adults, and the opportunity to learn how to
interact with other children and develop social networks. Fourth, and perhaps
most importantly, orphans and vulnerable children desperately need
psychosocial support. The loss of a parent or parents is traumatic and stressful
and early intervention is vital. Fifth,  strong and independent judicial systems
can help protect orphans and vulnerable children from abuse, discrimination
and property grabbing.

The fourth general front for action is to ensure that governments
protect those children who are most vulnerable. Orphaned children are
disadvantaged in numerous and often devastating ways. In addition to the
trauma of witnessing the sickness and death of one or both parents, they are
likely to be poorer and less healthy than non-orphans. They are more likely to
suffer damage to their cognitive and emotional development, less likely to go
to school and more likely to be subjected to the worst forms of child labour.
Children with disabilities who are affected by HIV/AIDS are doubly
disadvantaged. Often abused or ridiculed for their disability, they may now
experience the additional stigma of HIV/AIDS and lose caregivers who are
essential to their survival. We must also remember that, while older children
can speak of their experiences and communicate their despair, children three
years old or younger are extremely vulnerable - both physically and
emotionally. Yet all too often, we overlook their experiences and needs,

because they are effectively “voiceless”.
When parental care fails, national governments are charged by the UN

Convention with ultimate responsibility for the care and protection of children.
This means that governments need to review and revise existing laws, policies
and structures to reflect current international standards and to address the
challenges posed by HIV/AIDS. Areas to be addressed include discrimination,
foster care, inheritance rights, abuse and child labour.

The fifth general front for action is to raise awareness in order to create
a supportive environment for children affected by HIV/AIDS. In sub-Saharan
Africa and elsewhere, HIV/AIDS is accompanied by denial. This leads to
ignorance amongst those who badly need information.  It also leads to silence
and inaction by those responsible for providing support and services. The
result is stigma, discrimination and abuse against people with HIV/AIDS and
their families. Children affected by HIV/AIDS are paying a harsh price for this
failure to act. Human beings evolved not as individuals, but as communities.
Children belong to the community; they are entrusted to parents. By letting
down parents, we let down children. Parents and families need information,
resources and social and emotional support to help them optimise their
children’s potential.

We are all, all of us, responsible for dealing with HIV/AIDS. It is a shared
responsibility. It is a responsibility that must be reflected at the individual and
community level and at the level of the international community of nations.
Presidents, prime ministers, youth leaders, entertainers, sports figures,
religious leaders and other influential people must have the courage to talk
openly about HIV/AIDS. In countries where strong political leadership has
fostered openness and wide-ranging responses, such as Brazil, Senegal,
Thailand and Uganda, clear successes are being achieved.

The orphan crisis in sub-Saharan Africa has implications for stability and
human welfare that extend far beyond the region, affecting governments and
people worldwide. Wealthy nations
have a vital role to play in
accelerating the response to the
orphan crisis. Not only is it their

duty as signatories to the UN
Convention on the Rights of the Child – it is also in their own interest to help
contain what has become a monumental crisis in developing countries.

I would like to give the last words to the children, who in so many
instances display a wisdom and compassion from which we can all learn. Here
are a few quotations:

“Centres and NGOs should be supported by government because these
places make it better for us as children to be less sad. And the sick person
doesn’t get to be alone and suffer by himself”.

 “I need love and care, and school shoes, and money and food, and a place
to stay.”

 “I think government should tell people not to keep this disease a secret,
because the more you keep it a secret, the more you die”.

The last word goes to 11-year old Tebogo who expresses the spirit to
which I believe we should all be responding:“I want to be a social worker
when I grow up. I have to work hard and be educated in order to be a social
worker. I’ll also have to have a good heart, be patient with people. I also have
to love people.”  �
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The Helpless Victim Approach –
Importance of youth leadership
and participation in OVC
Responses
� Ask all < 25 year old to stand up
� We are participating in a great,

unique conference but in the
area of youth participation we
have to admit collective failure.

� Illustration – The Broken Bridge
(Plot – Twist in the story)

� Leadership & Youth leadership in
particular is about changing the
script – it is a major twist.

� Youth Leadership: How many represented here have programmes in which
youth below <25 years are actively involved in policy development,
planning and managing implementation or have a youth programme
advisory board operational.

� Today is the start for us to change the script: from youth not participating
to youth actively participating

� One of the demographic impacts of HIV/AIDS on society will be the creation
of a leadership gap over the next 20-30 years.

� We are facing a leadership crisis at all levels, main factors that hinder
scaling up of OVC responses at all level are not financial resources but the
lack of experienced leaders to see beyond the current responses with
abilities to forge strong partnerships with governments, civil society etc.

� Children must participate at all ages, but their participation has to be age
appropriate. Getting 10 –15 years old into a conference like this, if they are
treated like any other adult delegate, will swiftly bore them into sleep.

� We then plan for children to give a poem, a dance or a drama. This is
tokenism and not genuine participation.

� We then excuse ourselves saying that child and youth participation is
difficult and don’t do it as a result.

� It is a question of methodology, we have to plan for it, budget for it and ask
youth themselves how best they would like to participate and them
negotiate together the best way forward.

� Example of Zimbabwe National OVC Stakeholders Conference towards a
National Plan of action 250 delegated, 50 youth, youth facilitators pre
trained etc. STRIVE CRS part of process

� CAA in Namibia committed to increased youth participation, YOCIC supports
NGOs and donors to increase youth participation and the setting up of
meaningful youth programme advisory boards.

Part 2
� Phil challenged us yesterday: How do we see orphans and other vulnerable

children?
� Our responses to OVC are often very crisis reactive and service provision

focused. We often see OVC as helpless victims who “suffer for their parents
misdeeds”

� Children are passive recipients of our hand outs and services. Even
communities with whom we work are often mere implementers of our
services but not owner of the care response.

� There is need for a fundamental shift, some call it a ‘paradigm shift’
Government department of social development, Dr Mabotea, NGO’s
Churches etc. We need to shift from being direct service providers to be

Youth Participation – Make a
difference
Stefan Germann (REPSSI)

facilitators of community owned responses, towards increased and
sustainable community care capacity. Question: Are the volunteers in your
programme seen as your volunteers or are they appointed by community
leadership and therefore ‘owned’ by the community. Fundamental
difference.

� It will have long term, severe implication if we fail to see children and
communities as active participants and owners of our responses.

� With up to 25 % of all children orphaned by year 2010, we might actively
contribute to the creation of a fully dependent adult population who for
the rest of their lives feel entitled for handouts and support, with low self-
esteem and no pride in their own ability to care for themselves and their
families, unable to contribute to national development and growth. Is this
what we want?

� Feeding program example: agree we cannot expect a 5 year old to look for
his /her food. But children can in age specific ways participate in food
production, storage, preparation, processing etc. Give example of school
feeding programs.

� Psycho-Social support for children affected by AIDS is a critical “golden
gate” for increased child & youth participation. PSS looks at children’s own /
internal resources and strengthens them from within. Succeeding in life is
primarily a mental issue.

� Examples of Psycho-social support and youth participation e.g. expanded
HBC teams

� Youth leadership in PSS and OVC programming is a critical youth HIV/AIDS
prevention strategy. Many youth leaders are OVC themselves breaking the
cycle of HIV/AIDS and second generation of orphans is critical as they will
have no caregivers left.

Part 3 – Youth Leadership example in Botswana – Desmond Lunga
� Closing Reflections – linked to Youth Leadership and participation:
� Youth leadership & participation in OVC responses is critical
� In South Africa, too many OVC responses are initiated and managed over

years by white people in black communities. Issue of ownership. Plan your
exit, become a mentor, coach. Youth leadership is a pathway to more
sustainable owned programs. It is not about our own ‘feeling good’ but
about a national response.

� Programme – Donor relationships: many of us behave
like ‘beggars’ in these relationships. Circular attitude,
if we are like ‘beggars’ we will support our children in
our programs like ‘beggars’. Unconscious ripple effect.

� We need to be ‘hard talk’ negotiators with our donors,
funding cycles of 1-3 years in OVC programming is a
joke (tell UNICEF..), we need 5-10 years program
cycles in partnerships and collaborations of different
agencies, e.g. youth organizations.

� Donors want to see quick results, business people
often tell that to people in the social development field. E.g. Bone Welding,
product development takes years without assurance for market success. But
people at times think that OVC programming is simple, just “stuff an apple
into the mouth of the child” kind of approach. No, OVC programming is
complex, multi sectoral and it takes time to develop youth leadership and
community ownership in programmes.

� The choice is yours. 1 minute reflection on how do I personally see children
and youth? As active participants or cute & helpless?

� Closing stories. Your choice in how you see the children & how you program
will directly determine which of the two following story script a child will
follow in life.

� Philani – CHH ending up in youth militia terrorizing communities
� Bevan – CHH, camper, youth leader, in process to set up OVC program for

18,000 children, district wide response 20 years old
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Government, UN, Orphans and
vulnerable children:
The needs of families and communities
Dr Maria Mabetoa (Chief Director,
Children, Department of Social
Development, South Africa)

Images of the HIV epidemic
� Many of the most striking

images of the HIV epidemic are
of families in distress

� a grandparent surrounded by
grandchildren

� adolescent-headed families,
often siblings and cousins
bonded together

� dying adults tended by their
children and communities as
families

� hungry and poverty stricken
families

� children out of school

Children
� One million orphans (under 15) in SA by 2005
� 9-12% orphans (1.5m) by 2010
� Poor nutritional status
� Many children (especially girls) will grow up illiterate
� Children’s rights generally at stake
� Discrimination and stigma at community and service level

Needs of children
� Basic needs such as food, clothing, shelter, and general care
� Medical care
� Education
� Protection from discrimination, abuse and exploitation
� Psycho-social support
� Alternative care – preferably community based

Principles for children
� Child Rights’ based

– Protection
– Development
– Non-discrimination (no labelling)
– Participation

� Access to services
� Family life
� Accountability
� Individual developmental needs
� Involvement of the community and families
� Normal life
� Appropriateness
� Keeping siblings together
� Keeping children in their families and communities

Crucial Services
� Early identification of children and families in need

� Addressing the needs of child-headed households and granny households
� Ensuring that the basic needs of families, children and sick parents /

guardians are met, e.g,  food, shelter, education and  alternative care.
� Providing counselling to address the psychological needs of children and

their families
� Addressing discrimination, stigmatisation and disclosures
� Address capacity building needs of families and children
� Ensuring co-ordination of the entire programme
� Addressing burial costs especially for poor families of the deceased

Existing services
� Drop in centres
� social security
� services at schools
� coordinated action
� cluster homes
� Community based child and youth

care workers
� home based community care and

support
� food security programme
� poverty alleviation projects
� Child care forums
� service delivery involving the

community
� alternative care options

Challenges
� Most children who are affected by HIV/AIDS are not accessing services
� The identification of children is not systematic
� Some children and their care givers are unable to access social security

because of
– lack of information
– not having the correct documents e.g. ID’s and birth certificates

� School requirements such as school fees and uniform prevent children from
accessing education

� Difficulties experienced by NGOs and CBOs in accessing government and
donor funding

� Capacity building and continuous support to stakeholders
� Absence of a children’s forum
� Realisation of all children’s rights-application of the rights-based approach

What has been done
� Integrated plan for children infected and affected by HIV/AIDS –Home

based community care
� NACCA
� Conference on coordinated action for children affected by HIV/AIDS
� Education conference
� Regional conference in Namibia
� Research – situational analysis and rapid appraisals
� Child Care Forums
� Practice models
� Community initiatives
� Registration campaigns
� Children’s Bill

What is to be done
� Co-ordination structure at all levels of service delivery
� develop policy to ensure co-ordinated action and access to services by

orphans and their families
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� National and provincial process of identifying orphans and duty bearers and
creation of a database

� Fast track the process of accessing social grants-involve civil society
� Create awareness about available services
� Fast track home based community care
� Identify and capacitate NGOs and CBOS
� Promote children’s rights

Involvement of Civil Society
� More than 400 NGOs, CBOs and FBOs delivering services to orphans and

vulnerable children are funded by government from the HIV/AIDS, poverty
eradication and food security funds

� Services are available nearer home
� Guidelines have been made available to all stakeholders
� Most stakeholders provide shelter, food, counselling, health services and

opportunity for children to attend school and access to grants

Involvement of stakeholders
� Government offers capacity building on child care services and policies
� Capacity building in managing programmes
� Monitoring and evaluation

Other Stakeholders
� Business:
� International: UNICEF, Save the Children, Embassies: French and Dutch
� National NGOS
� Nelson Mandela Children’s Fund
� NCRC

Children’s Bill
� The protection of child headed holds will further be ensured when the

Children’s Bill is implemented.
� The Bill provides for the appointment of a state organ or non-

governmental organisation to collect or administer the social grants or
other assistance for child headed households.

� The Bill also makes provision for kinship care, to formalize the foster care
placement of children with relatives.

STAKEHOLDERS
� SOCIAL DEVELOPMENT
� HEALTH
� EDUCATION
� AGRICULTURE
� JUSTICE
� LOCAL GOVERNMENT
� HOME AFFAIRS
� HOUSING
� NGOS / CBOS / FBOS
� OFFICE ON THE RIGHTS OF

CHILDREN

PROGRESS
� Situation analysis
� Rapid appraisal
� Guidelines
� Tools for reporting
� Manual HBC and support
� Manual on child care forums
� Funding
� 370 sites established and supported

� Care Givers trained and their services engaged
� Involvement of NGOs,FBOs
� Monitoring and evaluation
� Capacity building
� Manage conditional grants
� Coordination Nactt
� Technical support

Progress on Indicators
� 314 centres/sites  for home/community-based care and support were

supported
� 29 612 additional children orphaned or vulnerable due to HIV/AIDS were

identified and the following services were provided
– psycho-social support, provision of  day care and after school centres/

drop in centres, placement of children in foster care and addressing the
education and health needs of children

– 75000 children identified and assisted since 2001
– 13061 food parcels  ranging between R154  and R350 per parcel were

provided
� 1213 care givers received stipends, between R225 and R500
� 20695 families received support such as food parcels, assistance with

funerals, linking families up with income generating projects
� 1990 volunteers were recruited and trained
�  41 Child Care Forums have been established in some parts of the country
� 85 Support groups for PLWAs  are being  provided with both financial and

professional support

Principles of Community-based Care
� The Impact is understood within the context of the community
� Programmes are developed and implemented with the community
� Empowerment of the community
� Early identification of the most vulnerable is facilitated
� Family and community integration/preservation is encouraged- alternative

care in the community
� Care givers and volunteers come from the community
� Accessibility
� Indigenous practices are reclaimed and utilised for appropriateness
� Networking among CBOs,
� Integration - Poverty alleviation
� Intersectoral collaboration
� Resources benefit the whole community
� Effectiveness, efficiency and accountability
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PMTCT, Vaccination, Treatment issues
Dr Glenda Gray (Perinatal HIV Research
Unit, Chris Hani Baragwanath Hospital,
Soweto, South Africa)

Global burden of AIDS
Africa = 25.3 million
Rest of the World = 10.8 million

Why we need to increase access
to PMTCT
� 1900 -2200 infants per day are

estimated to be infected via
MTCT

� YET only 3% of HIV infected
pregnant women in Africa access
these programmes

What is possible: MTCT in the
developed world
� less than a decade ago, PACTG076 demonstrated the efficacy of a 3-part

antenatal, intrapartum and 6 week infant ZDV regimen

What is possible: MTCT in the USA
� 10 years ago, ~6000 HIV infected women gave birth and1600 infants

became infected annually
� Within 1 year of 076, MTCT rates decreased from 25% to 8%
� Further, with access to  HAART and C/S, MTCT rates are less than 2% pa
� <400 infants are born per annum in the USA

What made the difference?
� An effective regimen that reduced MTCT by 70%
� Widespread incorporation of this regimen into clinical practice with access

to guidelines and universal VCT
� Post-natal transmission minimised by safe replacement feeding

In contrast… in the developing world
� By 2002, ~3.2 million infected children (most via MTCT), of which more

than 90% were in resource poor settings
� Since 1999, 7 large randomized controlled studies have been conducted in

these settings (5 of which involved breastfeeding populations)
� These studies which involved short and inexpensive regimens confirmed

nearly 50% efficacy in reducing MTCT even in the presence of breastfeeding

What do we need to do to control/eradicate pediatric acquired HIV
infection?
� Broader access and improve coverage
� Optimize regimens
� Better drugs
� Individualise/tailor prophylaxis
� Maximise the reduction in transmission rate
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From research to implementation
� Operational challenges associated with introduction of antiretrovirals

include:
– Delivery of voluntary and confidential counselling and HIV testing

(VCCT)
– Drug supply and logistics
– Revised obstetric practices
– Safe infant feeding practices

� All these require extensive capacity building, infrastructure development,
improved management and community mobilisation

FIRST LESSONS LEARNT FROM PILOT COUNTRIES
� Need for community mobilisation targeting especially men,  mothers-in-

law, health workers
� Need for placing increased emphasis on improving acceptability of  VCT
� Need for provision of counselling and support to HIV-positive mothers for

infant feeding options
� Continuous and needs-based psycho-social support to HIV-affected families

CHALLENGES FROM PILOT COUNTRIES
� Acceptance of counselling remains low in some programmes (overall

African figure: 62% of women attending ANC). This drop is still mainly
attributed to understaffed health centres, poorly motivated health workers
or both.

� HIV testing (overall African figure: 70% of women counseled).
� Less than 50% of women who have been HIV tested and found to be HIV

positive, have received appropriate antiretroviral treatment (AZT or NVP).

Possible reasons for low testing and treatment rates:
� poor quality of counselling
� lack of trust in the health care system
� stigmatisation
� low levels of community awareness and mobilisation

Successes:
� Numerous programmes have started
� We know what to do and we are learning how to do it

Elements of success:
� A well managed health care centre

KEYNOTE PRESENTATION
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KEYNOTE PRESENTATION
� supplies and services are consistently available
� trust of the community in the health care centre and its staff
� An upgraded ANC delivery system integrating HIV prevention interventions
� An effective communication strategy to raise community awareness and

mobilisation
� A model for counselling that provides adequate information in the most

time effective manner
� The use of rapid testing kits with immediate results provided to the

patients
� A support system for HIV infected individuals and families, including

nutritional, psycho-social and clinical support

We have failed to translate our scientific progress into action
where it is most needed….this is global injustice.…it is a

travesty of human rights.
Nelson Mandela

Paris IAS, 2003

HIV Vaccines: what are the
challenges in for children
and adolescents?

Challenges facing HIV Vaccine
Research in RSA
� Adolescent and paediatric

involvement
� Involvement of minorities
� Adequate consultation with

communities

Regulatory Challenges for
testing in children and adolescents
� Increasing requirements from FDA to include paediatric testing

Challenges for HIV Vaccine Trials: why involve children & adolescents
� Role of HIV Vaccination to prevent MTCT especially BF transmission
� As part of EPI to prevent heterosexual transmission as adolescents?
� Vaccination of older children before they become sexually active
� Vaccination of adolescents as they become sexually active

Challenges for MTCT HIV Vaccine Trials
� Current phase I/II HIV Vaccine Trials focus on adults and do not yet address

children let alone infants
� Do we target pregnant women or  newborns?
� Passive/Active immunisation probable strategy
� HIV vaccination in pregnant women will raise new challenging ethical

questions, in particular whether the benefit to the child and mother is
greater than potential risks

Adolescent Participation
� Need a clear strategy to involve adolescents in vaccine trials
� Ethical issues regarding informed consent, consultation with parents and

HIV testing of minors need to be addressed urgently
� Adolescents may need to be involved in safety trials

ARVs: why we should be providing them

Provision of Antiretrovirals: top priority
� AIDS related care is a vital & powerful investment that directly benefits

PLWHIV/AIDS, reduces the social and economic impact of the epidemic and
boosts prevention efforts

� The provision of ARVs should be seen as an essential element in the
response to the epidemic
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KEYNOTE PRESENTATION

Burden of disease in SA and ART: rationale for treatment
� 20% receiving ART: can defer 293 000 deaths
� 50% receiving ART: can defer 733 000 deaths
� 100% receiving ART: can defer 1.7 million deaths

Why treat in poor resource settings?

Orphans
� Without ART: 1.8 million orphans between 2003-2010

� With ART: 20% coverage would reduce orphans by 140 000 children
� With ART: 50% coverage would reduce the number of orphans by 350 000
� With 100% coverage: reduce the numbers of orphans by 860 000

What are the barriers?
� Cost
� Complexity
� Patents
� Political will

Benefits of the intervention
� Lives saved
� Morbidity averted
� Improvement of quality of life
� Decreased or increased burden on family and community?

Psycho-social
� Sharing of drugs
� storage
� disclosure
� changing caregivers

Ethical/Constitutional/Legal issues
� Programme should meet the needs of people in desperate need: poor and

sick
� Rural programmes should not be delayed
� Clear, transparent and reasonable plan which is flexible
� Phased implementation
� Ultimately everyone should have access
� Rationing on patient characteristics is discriminatory

We can’t afford to be conducting a debate while our people
are dying. We have to concentrate on ensuring that our

people are given the drugs which are going to help them.
This is a war.

Nelson Mandela
2002 Nelson Mandela Health and Human Rights Award Ceremony

February 2002
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Psycho-Social Support – Using Memory
Good Practice
� Sharing of knowledge and techniques.
� Participation in arts-based activities, camps etc., result in faster recovery

from trauma
� Ongoing development and improvements in techniques
� Use of pre and post-tests (measures)
� Mentoring programmes
� Courses implemented for foster carers
� Training in the vernacular
� Support given and monitoring done by other faith based organisations
� Networking : working creatively in the way the community becomes

empowered
� Building up the internal resources of the children and adolescents in order

to cope
� To add to the body of research about the link between Art & Drama Therapy

& Trauma
� Documenting the processes and identifying best practice

Challenges
� Meeting the unlimited and overwhelming needs
� Training in how to deal with disclosure
� Training teachers
� Developing and funding a resource booklet to help those wanting to work

with the ARTS in their own programmes
� Supporting and training parents and care workers on how best to deal with

disclosure, loss, bereavement etc.,

Recommendations
� Scaling-up for

skills transfer;
needs
personpower and
funds

� Sustainability
� Finding the best

models to work
with – long term
interventions are
necessary

Themes
� Disclosure
� Long term interventions
� Referrals
� Addressing the stigma
� The importance of support groups for the care workers

Recommendations
� Resource book and training
� Support groups
� Long-term psycho-social interventions

Residential Care (Palliative Care;
Towards Adoption & Foster Care)
“We are not a one way road – every child goes home in one way or another”

“Residential care acts as a safety net – but does not replace what already
exists”

Recommendations
1. De–institutionalise children whenever and as soon as possible through

tracing families, host families, foster family, adoption, community homes
etc.,

2. Psycho–social support needed for the ‘carers’ of OVC’s
3. Human and financial resources needed for community homes for OVC’s –

shifting from institutionalised settings to communities
4. Role and place of residential care needs to be acknowledged and supported

(e.g. safety net, channelling children back to communities, training and
support of foster care parents, resource units to stimulate community
capacity.)

5. Those involved in residential care need to take an active role in advocacy for
change of government policies around OVC’s (e.g. – scaling up of social
welfare department capacity – ID /Birth Certificates policy…)

6. Preparation of children within residential settings in values and sexual
health education for prevention

7. Overseas volunteers to residential centres should give a minimum of 1 year
– stable and consistent role models needed in children’s lives

8. Government support needed to its own systems (e.g. social workers,
distribution systems, etc.,)

9. Re-testing of HIV positive babies easy to avoid incorrect diagnosis and open
options for foster care and adoption early.

10. Residential settings to document child’s life / background early as a priority
in order to share with children later in life.

11. Residential care givers to recognise capacity within families / communities
to participate in the care and support of OVC’s.
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Home Based Care – Community
Responses
Lessons Learned / Principles
� Children are not only poverty – stricken, they have nursed parents & seen

them die (Need support through grief & mourning)
� Children have dreams about their future & need support to realise them
� Community have capacity to care and change
� Work with families
� Ownership is the key to sustainability (community)
� Accompany orphans through relationship
� Communities are able to contribute
� What are the entry points?

– Approach – “What do u need?”
vs

– “ How can we support to strengthen?”
� Communities can find ways of motivating their own volunteers

Examples of good practice
1. Involve local people (leaders –political/traditional), pastors in the area for

smooth running of the programme
2. Provide volunteers with means of transport
3. Volunteerism works and must be sustained despite problems
4. Put volunteer contract in place to show what they have to do
5. Attach volunteers to a good programme that trains them in the end to

make them work professionally
6. The people must own the programme
7. Documentation of all practice
8. Need for networking
9. Don’t give too much of scarce resources too soon
10. Always build relationships with the families you work with and go at their

pace
11. Capacitate your home-based carers and build support groups among them

Important questions / themes
� How to stimulate community participation?

Legal Docs
� Advocacy

Access Grants
� Who is “Community”?
� Entry points into community?
� Volunteers:  What are the issues?
� Volunteers morality
� Volunteers burnout
� Ownership /community participation
� Motivation
� Economic means
� Community response vs organisational response
� Who covers costs for community-initiated response?
� How well are we planning /co-ordinating?

Challenges and constraints
� Keeping data up to date
� Youth participation
� Coverage – large area
� Working relationship with social workers
� Securing food for food parcels
� Maintaining reliable volunteers
� Donor-determined community responses

� Donor-limited community responses
� Reporting/ documentation
� Lack of medical care at the clinics
� Issues of volunteerism
� Funding
� Lack of implementation of policies
� Overwhelming poverty in the communities
� Difficulty in sticking to set boundaries as a result of increasing needs
� Creation of increased fatherless generations – who are role models for

orphans?

What are the signs of authentic community responses?
� Neighbours take responsibility for each other, not “volunteers”
� People feel compelled to respond to community concerns /issues
� Orphans are included in the meetings; emotional issues are explored and

engaged
� Change & response is sustained
� Willingness to sit together and talk/debrief/ listen. Learn from each other
� Not dependent on external resources – community shares what they have
� Communities can determine what they need & negotiate how to access

that.
� Visit/meet regularly
� Explore issues; not just needs
� Assess existing structures: national – local – community

     Leadership
� First impressions count!!
� Appreciate strength & resources
� Organisations need to be supportive as opposed to directive
� Youth participation requires investment
� “Volunteers” language changes perceptions
� Small teams are effective
� Not everyone involved

Recommendations
� Issues of volunteers should be looked into – paid or unpaid?
� Home-Based Care must be linked with Orphan and Vulnerable Children Care

and Training
� Measures must be put in place in programmes for monitoring and

evaluation
� Home-Based Care programmes must make use of medical personnel

(nurses, doctors etc) retired or working
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HIV Prevention / Education
Issues /Challenges:
1. How do small-scale projects influence/contribute to long-term official

practices & strategies? e.g. how does an innovative training approach
carried out with 1 teacher have an impact on a government “life skills”
school curriculum?

2. FBO Prevention Messages:
a. How to promote ideals without being moralistic or exclusive of

the many who cannot/do not live these?
b. Language & attitudes can convey a fundamentalism that is

inappropriate & counter productive
c. How to reconcile ideals with the fact that personal behaviour is

complex. People do not make choices in a vacuum
3. The contentious issue of condom use:

a. Education/prevention that is focussed on condom use is fallible:
i. Can’t protect one’s heart and mind with a condom
ii. Failure rate of condom use among young people is higher than in

adults
iii. Other behaviour change options are more effective

b. Misinformation & polarisation of choices is harmful
i. Dismissing condoms as unsafe is distorting the accuracy of

information offered to young people
ii. ABC message is not an either/or division. All are risk reduction

strategies.
4. Programmes can’t “de-sex” young people who are already sexually active. So

what risk reduction strategies or protection options can be offered to them?
5. Should programmes like “love matters” be regarded as valuable support

mechanisms for those who’ve chosen abstinence rather than
comprehensive prevention strategies?

6. Leadership from government/Church is essential but is equally important
that leaders have a clear, informed, accurate & relevant message.

Recommendations
1.   Information isn’t enough to bring about behaviour change that is

sustainable. Preventive programmes will only be effective only if they :
a. Empower & enable individuals, (through increased understanding, skills
& resources) so that they make the choices that are possible & suitable for
their situation & for the stage “ they are at”.
b. Address structural issues at a micro & macro level, including economic,
social, cultural, political, gender issues that make people vulnerable to HIV

2. Churches need to address such issues of vulnerability.
3. Prevention must be seen as a long-term undertaking & not reduced to one-

off activites. This requires consistent follow-up and a mechanism for
monitoring the impact of the programme. Some of the best ways of
providing follow-up are through mentor/role models/accompaniment.

4.   Programmes need to establish good referral systems e.g if a child / young
person discloses they have been raped, a programme must have policies in
place to deal with this & know who to refer the child to for expert help.

5.   Education /Prevention must include psycho-social support.
6.   Prevention programmes should take a holistic approach, looking at the

wider issues, concerns & aspirations of the whole person & being flexible to
adapt to changing personal & social issues.

7. It is imperative to recognise VCT as an essential component of prevention.
Within this, VCT services need to provide support & counsellors skilled in
working with young people & post-test support clubs.

8. Preventive programmes need to present all risk reduction options so that
people can make informed choices appropriate to their context. Within this
type of approach programmes such as Education for Life & Love Flatters can

be important empowerment tools
9. Prevention programmes need to look to the needs of men who have sex

with men, especially because this is such a taboo subject in so many
countries.

10. Prevention programmes need to look to the needs of growing number of
people with physical or mental disabilities. Because of their disabilities they
are particularly vulnerable to sexual abuse & HIV infection.

11. Prevention programmes must stop seeing children & young people as
passive recipients or as victims. Young people have lots of strengths so
programmes should recognise these & work to them.

Rural Responses
Good Practice
1. Community involvement is key to success of interventions.

a. Best if involvement is tangible – participation in activities, provision
of  food etc.,

b. Involvement of beneficiaries

Challenges
1. High expectations of communities
2. Challenges around volunteerism – incentives, stipends etc.,
3. Defining a common standard of care – establishing “minimum standards”

for good practice
4. Increasing number of both PLWA & OVC
5. Denial, stigma and discrimination
6. Lack of skills at the local level

Recommendations
1. Lobby government for practical solutions to poverty, especially in the rural

areas
2. Involvement of political leaders – both at local & national levels –

especially in rural areas. Greater disclosure by national & local figures.
3. Give children a voice. Create a platform to listen to children
4. Further explore ways to measure quality care
5. Continue to train lay people to provide basic medical care to people in their

homes.
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Urban Responses
Best Practice
� Where community, parents and caregivers are involved from beginning
� OVC integrated into family & community
� OVC remain in school & taught numeracy, literacy & skills for employment
� Advocacy with government essential
� Basic needs essential
� Family preservation / family integration approach
� Documentation of OVC for accessing grants

Challenges
� Sustaining volunteers  - morality of non-payment; need for government

stipends
� Care for carers – need for debriefing, retreats
� Funerals for OVC – cost versus indignity of pauper burials
� Registration of grants – government obstacles
� ARVs -  can orphans & street children comply with regimen?
� Need for infrastructure to deliver at scale needed versus small personalised

projects
� Stigma and denial
� Impact of poverty on all children & not just those with HIV
� Poor support from Government structures at all levels
� Parents who abdicate responsibility for children
� Children who do not want to go “home”
� Sustainability of OVC programmes – ‘aren’t children meant to be

dependent?’
� Distribution of resources to small projects ( e.g., Rustenburg diocese)
� Assisting smaller CBO’s to document a part of their best practise
� Keeping childheaded household youth at school and developing their

capacity to survive

Sustainability and Advocacy

Emerging Themes
� Need to have a consolidated relationship with Department of Health and

Social Welfare and Development
� A need to reconsider helping orphans with their tertiary education

Recommendations
� Projects should stop depending on governments and begin innovative ways

of assisting orphans
� A need to mobilise communities around lobbying and advocacy issues
� Structures existing in the diocese should liase with government institutions

to assist orphans in need of furthering their education at tertiary level

� Co-ordination of all efforts into a massive lobby for issues of OVC
� P.S.S systems comprehensive in OVC projects
� Government responses too slow !!!
� Bridging the gap between orphans (better –off) & other children

Recommendations
� Develop a vehicle for networking among small private initiatives
� Need for advocacy regarding government implementation of programmes
� Community – based approach
� Build capacity of CBO’s & FBO’s to access funding & to be accountable
� Advocacy with governments for a pro-OVC policy
� Network with civil society organisations (larger & better resourced)
� Declare crisis for children in Africa – put children on the agenda of

politicians/elections
� Advocate for safety net for children – long term
� FBO focus on well-being of children
� Give children a voice – create a platform to listen

Best Practice
� Alternate report process for UNCRC - acknowledge grassroots participation
� Documentation of reports /statistics in all the presentations
� Economic empowerment of caregivers coupled with orphans’ knowledge of

rights and developments
� Community–based intervention with participation of people in decision–

making most effective; involvement of beneficiaries.

Issues
� Documentation of children for grants
� Stigma & Denial
� Poverty
� Scale of problem – NGO / FBO
� Volunteers, Incentives and Motivation
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School Related Issues
1. Examples of Good Practice
� Headmasters in deep rural areas working together with church to develop

and implement a program to support and feed orphans and other needy
children

� Vocational training programs for older orphans
� Program to identify special needs children in the communities, including

the deaf and addressing their educational and social needs
� Educational access program to keep children in school by paying school

fees, uniforms, transport, etc., while at the same time assisting schools to
cope with the impact of AIDS on the learners

� Community based orphan support program developed out of a home-
based care program, which helps children remain in community through a
variety of support activities including paying school fees

2. Examples of Challenges Faced
� Children come to school hungry
� Children turned away from school because they can’t pay school fees or lack

a uniform
� Teachers lack training in HIV/AIDS and not able to identify (or not sensitive

to) vulnerable children and unable to get help for them
� Children perform poorly due to malnutrition, illness or disabilities
� Children lack birth certificates and identification documents
� Special needs children in community not identified and needs not

addressed

3. Emerging Themes
� Need to take action to make school a place of safety and care
� Hunger: There is a need for school feeding schemes, including breakfast
� Poverty: Programs and activities need to embrace all destitute children, not

Models of care
Good Practice
� Seeking appropriate responses to the crisis of HIV/AIDS
� Establishment of proper structures in the community to carry out their

activities i.e. HBC, Orphan Care
� Building of programs based on community needs or assessment
� Joint ventures between traditional healers and local practitioners to avoid

double diagnosis
� Creating a haven of hope

Challenges
� Tracking mechanisms to monitor distribution of food parcels to orphans
� Working with faith based organisations with less skilled staff
� Decisions taken at an organisational level not at community level i.e.

macro- micro disconnection
� Mobilisation of Churches

Emerging Themes
� Need to remunerate volunteers

Recommendations
� Funders need to re-think their policies regarding remuneration of

volunteers
� Capacity building

only those identified as infected or affected by AIDS. Need to address
poverty

� Need to support teachers so they can support students
� Need for community involvement to identify and help children with special

educational and social needs
� Need for more school/community advocacy with government and

involvement with government agencies. Home Affairs for birth and death
certificates; government clinics for health services

Recommendations
1. Mobilise church leaders to declare that children are in crisis and that urgent

action is needed.
2. Introduce school feeding into every school, including breakfast.
3. Develop programs and projects that are inclusive for all destitute children,

not just those identified as being infected or affected by AIDS.
4. Programs and projects should continue to work with government structures

to access available resources.
5. School-based committees should be formed to advocate with Home Affairs

to secure identification documents for the children.
6. Programs should co-operate and co-ordinate with schools, as these have

such an important role in the life of the child.
7. More emphasis should be placed on training teachers about HIV/AIDS and

sensitising them to the needs of affected children, including psychosocial
support.

8. Basic psychosocial and occupational health interventions need to be “de-
professionalised” and made more available to children with special needs in
school settings.

9. More involvement of schools in the community so that children who have
special learning needs can be identified and helped and so that the
community can be mobilized to assist in meeting the educational and
social needs of the learners.



WORKSHOP SUMMARIES

THE CARE OF ORPHANS AND VULNERABLE CHILDREN
21

REPSSI Team: Skills Building Workshops
Examples of Good Practice
1. Group Interventions: These were identified as being effective ways of

meeting the psychosocial needs of children. Most examples given alluded
to allowing children with similar problems to come together and share with
each other the various ways that they cope with their situations. Group
interventions included camping activities, art therapy sessions,
bereavement counselling support groups and other peer to peer
counselling activities e.g. Ethiopia

2. Working With Carers: There were good practices shared around not only
focussing PSS interventions on children but also working with guardians,
and caregivers. It was acknowledged that caregivers have issues that impact
negatively on their capacity to care for children.

3. Good practices are shared that involve innovative ways of engaging children
and creating an environment for self-expression. Giving children
opportunities to express their feelings, emotions and personal realities was
identified as key in the process of resilience building. Self-expression leads
to increased self-love and acceptance as well as increased self-control. The
use of ART & PLAY were some of the identified good practices

4. Traditional Approaches to providing PSS were brought out in the
discussions as being very important and thus needed to be encouraged if
communities are to fully embrace the concept of PSS. Cultural songs, dances
and story telling practice in traditional set ups were identified as worthy of
encouragment in addressing grief & bereavement. This also includes rituals
that facilitate grieving in a healthy way.

5. Programming that looks into the diverse needs of a child i.e. holistic
approach to meeting children’s psychosocial needs (e.g. CAA Namibia)

Examples of Challenges
� Identifying indicators
� Reporting and record keeping methods
� Monitoring and evaluation
� Discussing emotional issues is still a challenge for communities

Emerging Themes
� Sustainability
� Psycho-social support works and people see results but there is still

challenge in terms of documenting impact
� The need to care for carers
� Our perceptions about OVC’s are still victim oriented

Recommendations for the future
� Communities should be custodians of psycho-social support
� There is a need to work with infected children and their caregivers (at

moment there is little focus on this)
� There needs to be research that looks at psycho-social support indicators.

Research should also look at impact of PSS programming
� Increased age appropriate child and youth participation
� Co-ordinate activities to avoid duplication

Scaling Up PSS & OVC
1. Key Issue: Volunteerism – The whole range of issues faced by FBO’s is

magnified by the need for significantly larger numbers of volunteers
Recommendation:  Development of best practice guidelines that provide a
clear, consistent and fair approach that could be adopted by organisations
across the region.

2. Key Issue: Difficulty of small FBO’s that do not scale-up to access funding
from donors, which usually prefer larger FBO’s
Recommendation: Pursue options that include
� Small FBO’s form a network that can access donor funding for its

members collectively, or to identify foundations that specialize in
small grants to organizations

� Use intermediary organisations that attract donor funds and which
may also provide technical assistance to small FBO’s

3. Key Issue: Youths in OVC programme, who provide homecare are at risk of
cross infection from parents or relatives
Recommendation: Include care-giving training in OVC programmes

4.   Key Issue: Difficulty for small FBO’s to make best strategic decision on
whether or not, or to what extent to scale-up.
Recommendation: Access to professional technical assistance, along with
comprehensive guidance and tools on the critical decision

5. Key Issue: Successful approaches to building capacity for advocacy and
fundraising
Recommendation: Build and document excellence in technical quality, and
communicate it effectively. “Be the best you can, and share it.”

6. Key Issue: Additional examples of approaches to scale-up.
Recommendation: A variety of approaches including:
� Rolling Approach: FBO phases out of some communities in which they

have achieved self-management of programme, and phases into other
communities. In this case, the FBO stays the same size, but adjusts to
new communities by changes to internal management,

� Use existing platforms reaching OVC and integrate PSS, for e.g.
– Schools, including boarding & hostels
– Churches with youth programmes

7.    Key Issue: Managing the challenges of institutional care for orphans
Recommendation: Transform institution into base for expanded community
response

8.    Key Issue: Destructive authoritarian attitudes towards children
Recommendation:  Develop programs to change authoritarian attitudes
especially schools and other institutions that are critical for PSS & OVC

9. Key Issue: Elderly are often ill prepared to deal with complexity of PSS OVC
issues and HIV/AIDS
Recommendation: Develop linkages to technical expertise in PSS that target
the elderly

10.  Key Issue: Difficulty in scaling-up in resource poor communities
Recommendation: Focus efforts on community animation that includes
problem solving skills, innovation and creativity and drawing on sources of
spiritual support

11.   Key Issue: Magnitude of the HIV/AIDS crisis is overtaking the capacities of
communities to cope with OVC
Recommendation: Address this HIV/AIDS shock to communities at all levels:
� Declare this a regional disaster for children and women
� Advocate for global responsibility for the disaster
� Improve ways of getting resources that are available down to the local

community
� Develop better methods of measuring and strengthening community

resilience to shocks such as HIV/AIDS
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FINAL RECOMMENDATIONS

Believing inherently in the capacity of communities, families and the young people

themselves to respond, delegates at this conference commit themselves corporately

and individually to support and prioritise:

� The participation, in age appropriate ways, of young people at all levels of our

response, with particular emphasis on training and leadership development

� The scaling out of psycho-social support

� Advocating for the rights of orphans and vulnerable children to birth certificates,

inheritance of property and access to basic services such as health, education and

government grants

� The development of effective partnerships, including those with other faith based

organisations which may cross traditional boundaries

� The effective monitoring, evaluation and documentation of all our work with

orphans and vulnerable children

� Lobbying governments to make available antiretrovirals and PMTCT medication,

accompanied by adequate distribution networks and nutritional support, at

affordable rates to all infected persons including children

� The protection and support of the most vulnerable children, especially those living

with HIV/AIDS and/or disabilities

� The essential integration of prevention with care, in particular utilising the skills

and experiences of people living with HIV/AIDS

� Breaking down of stigma, discrimination and denial

� Facilitation of community owned and directed responses

� Increased support for the caregivers of orphans, in particular the elderly

� Among other issues delegates also recognise:

– The essential role played by volunteers and will continue to grapple with how to

both sustain responses in resource poor settings and appropriately reward and

protect unpaid labour

– The important but changing role of residential care in the face of limited

resources and an increased emphasis on community based responses

Southern African Catholic Bishops’ Conference and HopeHIV have

gathered together 185 delegates representing 12 countries in Sub-

Saharan Africa to consider how better to address the care of orphans and

vulnerable children. Delegates, most of whom work in the field, have

listened to keynote speakers, participated in practice focussed workshops,

and shared their stories and experiences with each other over three days.

Clearly the situation regarding children who have been orphaned or

made vulnerable by HIV/AIDS in Sub-Saharan Africa now constitutes an

international humanitarian crisis. The number of orphans is already

around 12 million and is estimated to reach 20 million by 2010. This is in

the context of serious economic deprivation, crippling international debt,

unfair trade policies, inadequate government infrastructures and

widespread stigma, discrimination and denial around HIV/AIDS. Despite

the apathy in many parts of the developed world, faith based organisations

have the capacity and are already making a significant contribution.

THE CARE OF ORPHANS AND VULNERABLE CHILDREN
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CONTACT DETAILS
Agape (RSA)
Rose Dlamini
0723172435 031-900 0016

Bethal (RSA)
Sr. Clare Walshe
mercy@bethal.co.za
0847427125 017-6471195
Queen Mazibuko
mercy@bethal.co.za
0847427125 017-647 1195
Felicity Sibiya
mercy@bethal.co.za
0847427125 017-647 1195

Blessed Gerard’ Hospice (RSA)
Clare Kalkwarf
bbg@smom-za.org
032-456 2743 032-456 7962

BMS (RSA)
Phangisile Mtshali
phangisile.mtshali@bms.com
011-456 6440/1 011-456 6589

Boiketlo Health Centre (RSA)
Kleinbooi Mogashwa
0826918127 or 0823928684

Bosco Youth Centre (RSA)
Fr. Francois Dufour
boscoypt@iafrica.com
083 951 6522

Catholic AIDS Action (Namibia)
Lucy Steinitz
lucy@caa.org.na
264-61-276 350

CAFOD (Zimbabwe)
Sarah Godfree
sgodfree@cafod.cafod.org.zw
00-263-4-737199

CAFOD (Mozambique)
Patrick Proctor
cafodmoz@tropical.co.mz
258-82-411539

CAFOD (UK)
Ann Smith
asmith@cafod.org.uk
44 20 73265651
Jo Maher
jmaher@cafod.og.uk
44 20 73265654

Cathca (RSA)
Thuli Nzamane
development@cathca.co.za
011-433 0260 011-433 0271
Tim Smith
director@cathca.co.za
011-433 0260 011-433 0271

Centocow Mission (RSA)
Fr. Stan Dzuiba
centocow@futurenet.co.za
039-833 0033

CIE (RSA)
Anne French
annef@cie.org.za
011-433 1888
Barbara McGregor
barbara@cie.org.za
011-433 1888
Sr. Joan Mumaw
joan@cie.org.za
011-433 1888

CMMB (New York)
Rabia Mathai
rmathai@cmmb.org
1-212-6092595

Community Outreach-Mariannhill (RSA)
Ronita Mahilall
outreach@stmary’s.co.za
031-717 1024 0846161024

Cordaid (Netherlands)
Nico Keijzer
nico.keijzer@cordaid.ul
06 317031364070

Chris Hani Baragwanath Hospital (RSA)
Glenda Gray
gray@pixie.co.za
011-989 9702

CRS (RSA)
Ruth Stark
rstark@crsrsa.co.za
0824628107 011-326 9000
Janet Glover
jglover@crsrsa.co.za
0824120840
Annemarie Reilly
areilly@crsrsa.co.za
011-884 1535
Thoko Maponyane
tmaponyane@crsrsa.co.za
0837782555

CRS/ZIM (Zimbabwe)
Nyasha Mayanga
nmayanga@crszim.org.zw
263-4-736728/40

CRS/SARO (Zimbabwe)
Backson Muchini
bmuchini@mweb.co.zw
263-4-745772-4
John Donahue
jdonahue@mweb.co.zw
263-4-745 304

Dominican Sisters (Zimbabwe)
tarisai@domgen.co.zw
253-4-701414

DWA-SNT (RSA)
Sr. Aine Hughes
ahughes@sacbc.org.za
012-323 7010/25 012-323 7617

DFID (RSA)
Mzi Mtuli
mzintuli@dfid.gov.uk
012-431 2129 012-342 3429

Diakonia (RSA)
Thuli Thabethe
thuli.thabethe@diakonia.org.za
031-310 3552
Daphne Eckersley
eckersley@telkomsa.net
031-310 3552

Diocese of Francistown (Botswana)
Bishop Frank Nubuasah
nubuasah@botsnet.bw
267-241 3601

Duduza Care Centre (RSA)
Khethiwe Mbatha
034-651 1722
Sr. Immaculate Ndlovu
034-651 1722

Education for Life (RSA)
Sr. Bernadette Duffy
bduffy@sacbc.org.za
012-323 6458 012-326 6218

HAPCSO (Ethopia)
Eshete Ephrem
hacso@telecom.net.et
251-1-726164

Home and Family Life Foundation (RSA)
Fisane Nene
031-709 2977 0833922503
Jennifer Boyce
031-709 2977 0837146417

Hope for Children (Ethopia)
0922-8711
hopeforchildren2001@yahoo.com

Holy Cross Hospice (RSA)
Sr. Priscilla Dlamini
priscil@mweb.co.za
035-337 4118t/f

Interdiocese-KZN (RSA)
Marie Daniels
iacc@absamail.co.za
031-903 1085 0824949792

JHB Municipality (RSA)
Renata Steinkopf
rs2121@webmail
011-726 8523 0829306943

Kurisanani (RSA)
Philemon Manenzhe
0828711936 015-307 4233

Lesotho Bishops’ Conference (Lesotho)
Mahabofane Fosa
Isabel Qothelo
Jeanette Khalala
lcbcaids@leo.co.ls
09266-22-324502

Lizonobanda (RSA)
Sr. Brenda McCall
srbrenda@hotmail.com
021-461 1635

Mary Joy AID Through Development
(Ethopia)
Zebider Zwedie
maryjoy@telecom.net.et
251-1-792108 251-1-780113

Nazareth House (RSA)
Sr. Margaret Craigh
nazhouse@netactive.co.za
021-461 3550

Ndumo Schools Orphan Project (RSA)
Sr. Linda Danyluk
ophlabisa@metroweb.co.za
035-838 1007
Cletus Shabalala
035-591 0788 0828541732
Donatus Mthembu
035-838 1007

Orphanaid Programme (Swaziland)
Fr. Larry McDonnell
bishop@africaonlionr.co.sz
268-505 6900 268-602 1779
Joe Mamba
orphanaid@realnet.co.sz
268-505 2972

Othandweni (RSA)
Sr. Mandisa Koboka
othandweni@mes.org.za
011-725 6531
Kgomotso Msimango
othandweni@mes.org.za

Paulines Multimedia (RSA)
Lerato
Sr. Yuki Ueama
011-622 0488

Photographer & Rec. (RSA)
Theo Geldenhuys
012-329 4704

Pinetown Child Welfare (RSA)
Priscilla McKay
pmckay@mweb.co.za
031-701 3288 012-701 4338

Rustenburg J&P (RSA)
Surprise Phetla
Kenny Skhosana
014-573 3703 014-517 6902

SACBC (RSA)
Fr. Solly Mathibela
sebothomam@sacbc.org.za
Fr. Craigh Laubucher
craigh@sacbc.org.za
012- 323 6458 012-326 6218

Sithandizingane Care Project (RSA)
Sr. Mary Tuck
Ntsiki Simayela
thabong@global.co.za
011-7389306

Sinomlando Project (RSA)
Br. Philippe Denis
denis@nu.nc.za
033-260 5511

Sinosizo (RSA)
Sandy Naidoo
sinosizohbc@iafrica
031-903 1046
Elizabeth Schilling
sizanani@gmx.net
013-932 1904 082 686 1888

Priscilla Themba
sizanani@gmx.net
013-932 1904 082 686 1888

Social Development (RSA)
Dr. Maria Mabetoa
maria.mabetoa@socdev.gov.za
012-312 75545 012-312 7763 082 809
0675
SOS Children’s Villages  (RSA)
Dudu Skhosana
dudu@sosmamelodi.org.za
012-801 1001 012-801 4907

St Philomenas (RSA)
Patrick Vorster
stphils@astronet.co.za
031-208 4187

Thandanani (RSA)
Emma Mortimer
emma@thandanani.org.za
033-345 1857

Thembalethu (RSA)
Sr. Sally McKibbon
smck@worldonline.co.za
0826888472
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Tirisanyo (Botswana)
Mrs. Makunga
smjgarcia@info.bw
09267-395 6970

UNICEF (RSA)
Rina Gill
rgill@unicef.org
012-354 8201

Zenzeleni Wellness Centre (RSA)
Abigail Ngoako
0828407798

ACET (Uganda)
David Kabiswa
kabiswa.david@acetug.org
Opio Richard
acet@afsat.com
256 41267826

African Family Support Services (UK)
Sophie Kafeero
sophie@afss.org
44 208 974 9993

Barnabas Trust (South Africa)
Darren Gough
darreng@absamail.co.za

Beautiful Gate Ministry (South Africa)
Vaughan Stannard
medical@beautifulgate.org
Mrs. Francis Herbert
headoffice@beautifulgate.org
27 21371 7107

BelaBela Project (South Africa)
Cecile Manhaeve
Bertha Hilangweni
thusanan@pop.co.za
27 14 737 8196

DFID (South Africa)
Mzi Ntuli
m.ntuli@dfid.gov.uk
27 12 342 3360
Tim Martineau
t-martineau@dfid.gov.uk
27 83 326 9234

God’s Golden Acre (South Africa)
Kim Young
gga@wandata.com
27 31 782 1417

Gozololo (South Africa)
Miriam Cele
smgreeff@worldonline.co.za
27 84 738 7245

HopeHIV (UK)
Russell Davies
russell@hopehiv.org
44 208 8288 1196
Phil Wall
phil@bsignificant.com
Sarah Jane Henshall
sarahjane@hopehiv.org

Izandla Zethemba (South Africa)
Susannah George
susannahg@mweb.co.za
27 21 710 5770
Nomvula Ndzuzo
Izap@mweb.co.za
27 21 637 3460

CONTACT DETAILS
Jajja’s Home, Mildmay International
(Uganda)
Margaret Awori Oketch
Molly Eriki
jajjashome@mildmay.org.ug
256 (0)41 200813/4/6

KingsWay Orphan Project (Zimbabwe)
Cath Oldreive
agriway@mweb.co.zw
263 11 602627

Lambano Sanctuary (South Africa)
Riekie Van Der Berg
Justus Van Der Berg
justus@mweb.co.za
27 12 342 3937
Dr.Flip Buys
flip@mukhanyo.co.za
27 13 947 2179
Melanie Streicher
melanie@lambano.org.za
27 83 2284903

Lesley Bester Drama and Play
Therapist (South Africa)
Lesley Besterlesleybester@iafrica.com
27 (0) 21 424 7772

Mildmay International (England)
Selina Palm
selina.palm@mildmay.org
44 1702 394452

Oasis Trust - Bambejja Project (Uganda)
Ceri Duncan
Florence Aidika
oasis@infocom.co.ug
256 77552334

Oasis Global (Uganda)
Andy Sexton
andysexton@oasisglobal.org
256 41 510800

Oasis Trust (Zimbabwe)
Stephen Jack
oasistrust@hms.co.zw
263 4 795988

Oprah Winfrey Foundation (USA)
Dr. Michael W.Hudson
mykulh53@netscape.net
1 312 587 0728

Project Gateway (South Africa)
Helen Sutherland
bethanyh@futurenet.co.za
Benson Okyere -Manu
bensons@iafrica.com
Rob-Ng-Yu-Tin
info@robdeb.com
27 33 3943342

REPSSI (South Africa)
Ncazelo Ncube
ncazelo@yahoo.com
Faith Mmola
mmola@mweb.co.za
27 11 794 2002

REPSSI - Salvation Army Africa Regional
Team (SADC Regional - Zimbabwe)
Stefan Germann
stefan@repssi.org
263 9289 462

St.Mary’s Project (Kenya)
Angus Parkinson
angusjamesparkinson@yahoo.co.uk
254 721 429939

Starfish (South Africa)
George Snyman
handsatwork@worldonline.co.za
27 13 751 2341
Anthony Farr
afarr@iqgroup.net
27 82 493 7622
San-Marie Greeff
smgreeff@iqgroup.net
27 83 380 7406
Sunette Pienaar
sunette@heartbeat.org.za
27 83 258 7769
Tracy Webster
27 82 549 9417

The Amos Trust (South Africa)
S’fiso Mdadane
hewitt@saol.com
27 73 133 1744

The Salvation Army (Zambia)
Miss Betty Muleya
Miss Kate Eardley
elaine.eardley@zam.salvationarmy.org
260 1 238291
Alice Mutinta Mankomba
chikankata@zamnet.zm
260 1 222060

The Salvation Army (Tanzania)
Oswald Malunda
Pamela Tingo
Joyce Gideon
Frederick Urembo
oswald_malunda@tnz.salvationarmy.org
255 22 2850468

The Salvation Army (Regional AIDS
Team)
April Foster
ajfsareg@maf.or.ke
254 722 561 422
Ricardo Walters
outofphase@mweb.co.za

The Salvation Army (Mozambique)
Tony Auld
Nerida Auld
Armando Licoze
tonyauld@virconn.com
258 (0) 82746820

The Salvation Army Community Care
Programme (Swaziland)
Sebenzile Thwala
Mduduzi Shongwe
salvationarmy@africaonline.co.sz
268 404 8665

The Salvation Army East Africa
(Kenya)
Meble Birengo
mvilika@hotmail.com
0722 734213
Isaac Libiala
kenya_aids@eaf.salvationarmy.org
0733- 889051
Mark Mutungwa
mkbness@yahoo.com

The Salvation Army Masiye Camp
(Zimbabwe)
Don Tarukwana
masiyeca@telconet.co.za
263 9 880834

The Salvation Army Southern Africa
Territory THQ / Ethembeni Children’s
Home (South Africa)
Richard Welch
richardw@sasaf.org.za
27 11 718 6779
Sandra Welch
sandraw@sasaf.org.za
27 11 718 6747
Stacey Dlamini
staceyd@sasaf.org.za
27 11 718 6714
Heather  Rossouw
ethembeni@icon.co.za
27 11 402 8101
Robert Hendricks
robh@sasaf.org.za
27 11 718 6722
Lenah Jwili
lenahj@sasaf.org.za
27 11 718 6724
Joyce Mnisi
carlsithole@lantic.net
27 11986 7417

The Salvation Army Western Cape
(South Africa)
Tyrone Africa
Cindy Africa
wcape_dhq@saf.salvationarmy.org
27 21 555 1213

Ukuthasa (South Africa)
Rachel Allan
Sindiswa Blouw
ukuthasa@netactive.co.za
27 21 852 7748

Undugu Society (Kenya)
Aloys Opiyo
Salome Chiira
 undugu@insightkenya.com
254 2 535985

Unsung Heroes / Provision (South
Africa)
Julie Peters
 julie@unsungheroes.org.za
Lance Carr
lance@provision.org.za
27 11 452 4613

Waterberg Welfare Society (South
Africa)
Mary Stephenson
Paulina Mokwena
maryinafrica@hotmail.com
27 11 402 8101

Zakheni ARTS Therapy Foundation
(South Africa)
Kirsten Meyer
kirsten@africa.com
27 83 600 2453
Linda Souchon
ilinarts@iafrica.com
27 11 787 6068


