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INTRODUCTION
1.  This strategy paper fills the need of developing a programming strategy, reflecting UNICEF’s 1996 policy on children in need of special protection measures, for children who have suffered temporary or permanent loss of family and/or primary care givers.  While UNICEF has developed basic programming approaches in this area since 1989, the growing numbers of children who are being placed at risk by loss of care givers due to the HIV/AIDS epidemic has created the possibilities of a crisis of very large proportions for such children in the coming decade.  It is necessary to consolidate UNICEF’s work to date and to expand it to ensure that the health and well-being of these children will not be imperiled by escalating AIDS mortality.

I.  THE SITUATION OF CHILDREN WHO HAVE SUFFERED TEMPORARY OR PERMANENT LOSS OF FAMILY AND/OR PRIMARY CARE GIVERS
2.  The circumstances which cause children to be left vulnerable by the loss of their family or care givers are many.  Some, such as warfare, refugee movements, or national disasters, leave children at temporary jeopardy until they can be reunited with their families and care givers, or placed under the care and protection of foster, adoptive, or institutional care.  Permanent loss of family and care givers through death was a relatively common occurrence in developing countries, but prior to the AIDS epidemic, occurred at a sufficiently low level (approximately 5% of all children under the age of 15 in Sub-Saharan Africa and 1 to 2% of children under 15 in other regions) that orphaned children could be managed through absorption into extended family networks or institutions.  

3.  Increased adult mortality from the AIDS epidemic in many countries of Sub-Saharan Africa, the Caribbean and Latin America, and in the Asian and Pacific region over the past 10 years has left many more children without one or both parents than would normally be the case.  In some countries, current levels of orphaning are 10 to 15% and it is anticipated that this will increase to 30 to 40% in at least 8 countries in Sub-Saharan Africa.

4.  By the year 2000, 34.7 million children will have been orphaned by AIDS and other causes in 23 study countries included in a study released by USAID in December 1997.  That number is expected to increase to 41.7 million by 2010, and does not include children who are born HIV positive.  Of the 2010 total, 22.9 million will have lost their mother (maternal orphans) or both parents (double orphans) to AIDS and other causes, while 18.8 million will have lost their father (paternal orphans) to AIDS and other causes.  AIDS deaths among adults will have caused approximately 71% of these orphans.  

5.  Of the total, more than 90% will be in 19 Sub-Saharan African countries included in the study.  The proportion of children orphaned will continue to grow in most Sub-Saharan African countries through 2020, and will gradually decline thereafter.  The remaining orphans will be in other AIDS-affected countries throughout the world, where they will continue to grow as a proportion of children under 15 after 2020.

6.  HIV/AIDS also worsens the prospects of  children in developing countries in many ways.  Children affected by HIV/AIDS include children orphaned by AIDS, children who are HIV positive at birth or become so early in their lives, children living with an HIV infected parent or family members, and children living in a family which adopts orphans after another adult’s death.

7.  In countries with severe epidemics, AIDS will nearly double infant mortality according to US Census Bureau estimates.  In less affected countries, infant mortality will increase 10 to 50%.  Mortality in children under 5 is projected to double or triple in heavily affected countries, less in less affected countries.  These increases will reverse hard-won gains in child survival achieved in many of these countries over the past several decades.

8.  For every 10 children orphaned by AIDS, 3 to 4 will have died from AIDS, most by the time they are two years old.  Children in developing countries die sooner when they are HIV positive because their families have less access to health care and medication than parents in developed countries.  In addition, lack of sanitation and clean drinking water and exposure to diseases such as malaria contribute to extremely low life expectancy for HIV positive children.

9.  Additionally, at least as many children as are orphaned will be living with an infected parents or relative, for whom they may provide the bulk of the care.  Life expectancy will decline sharply in many heavily affected countries, to 40 or less in 11 Sub-Saharan African countries included in the study. 

10.  Many children will be forced to drop out of school to assist the family by working and and providing care to an HIV infected person.  Many families are reduced to destitution by the illness of a working family member and through attempts to buy medication and treatments.  Many children, especially females, are infected in their teens or earlier by exposure through sex.

11.  The bulk of the care for HIV infected persons is provided at home by female family members, a task which increases already high demands on their daily work routine and reduces their ability to provide care for their children, work on farm related tasks to provide food for the family, or work outside the home to provide extra income.  They are often frustrated in this task by lack of money for medicine, lack of information or assistance from the health care system, and lack of help from other family members.  In Sub-Saharan Africa, when a woman’s husband dies, her property is often taken by her deceased husband’s family.  Often, their children are also sent to her husband’s relatives.  When women are infected, they are often rejected by their families.  

12.  The effects of the pandemic are chronic and long term, so policy responses must match their duration.  They also vary widely among countries.  In at least 8 Sub-Saharan African countries more than a quarter of children under 15 will be missing one or both of their parents, indicating that comprehensive policy responses are critical.  For example, in one country with a very severe epidemic, more than 50,000 children are orphaned each year, creating enormous demands for social support systems. 

13.  In most of the heavily affected countries, formal support systems are minimal if not existent.  In addition, health care and education systems are also limited in these countries.  Lastly, basic public health infrastructure is not available to many of the most affected communities, including provisions for safe drinking water and sanitation.  These very systems, needed so badly by AIDS afflicted communities, could have contributed to reducing the number of HIV infections in the first place.

14.  As a comparison, it is estimated that 80,000 to 120,000 children under age 18 will be orphaned by AIDS in the U.S. in the year 2000.  This is less than 1% of the population.  Most of these children have social support, health care, and other amenities which assist their families in assuring their well being.

15.   In summary, increased AIDS-related mortality has resulted in enormous demographic pressure in many developing countries which has worsened the prospects of millions of children for healthy and meaningful lives.  Pressure at the family level has resulted in less protection for these children, increased neglect and emotional suffering, and increased exploitation of their labor and sexuality.  
16.  Certainly, the existence of orphans is not a new social phenomenon.  Human societies have coped with this problem from the beginning.   Unprecedented in human history, however, is the sheer scale of the HIV/AIDS pandemic, the number of deaths, and the vast number of orphans being left with little or no adult protection.  

II.  CURRENT PROGRAMMES FOR FAMILIES AND CHILDREN AFFECTED BY HIV/AIDS
17.  Families and Communities.  Responses have been occurring at many levels.  First, and most importantly, families and communities are adopting children and doing their best to sustain them with little or no assistance from government or charities.  Charitable non-governmental programmes, although commendable, can serve only a small fraction of the families and children needing assistance.  In one country, coverage was estimated at 6%.  

18.  Spontaneous family and community responses are the most effective, most affordable and least visible programmes currently available to assist children.  Although they have arisen in different countries and among people with different cultures, they share many common elements, including:

(a) Enumeration and needs assessment of vulnerable children and families;

(b) Targeting of assistance to the most needy by community mechanisms;

(c) Development of informal monitoring systems to prevent abuse and neglect of  vulnerable children;

(d) Voluntary, shared labor projects, like cooperative day care and nutrition centers, common agricultural fields, income generating projects, house repair, and visiting and home care programmes;

(e) Development of credit schemes by women’s groups to finance medical and funeral costs and provide capital for income generating projects;

(f) Protection of women’s and children’s property and rights;

(g) Vocational training by skilled community members for the needy;

(h) Changes in local laws and practices to alleviate costs of school and health care for the needy.

19.  Families in developing countries are becoming less able to respond.  Families are getting smaller, and parents are working harder to maintain the same or lower income standards.  Marriages are later and less stable, often due to economic stresses.  The proportion of households which are female headed is increasing, and women are emerging as the most disadvantaged, poorest members of these societies, with the least access to the resources they need to care for their children.  In many instances, grandparents are the last surviving relatives, adopting ever growing numbers of children, because their own children predecease them.  Of special concern are the growing numbers of child headed households which are resulting from family and community inability to absorb additional orphans.
20.  Governments.  Several governments have responded with major policy changes in the provision of services to children.  Uganda and Malawi, for example, have instituted free primary education as a measure to ensure that children have optimal access to this fundamental system of socialization.  In South Africa, the government is piloting a social services programme comprised of family and community “safety nets” in one province which will be implemented in the rest of the country next year.  In Zimbabwe, implementation of a pilot community based programme developed by the government using traditional systems of care is now being phased in country wide.

21.  Institutional care is severely limited in these countries, with places for fewer than 1% of the orphans being created by the epidemic.  It is far too expensive, and not preferred because it removes a child from the family, from his or her property, traditions, and community.  Most families feel it is imperative to assume responsibility for deceased relatives’ children, and do their best to support them.

22.  Donors.  For the most part, donor assistance has been focused on preventing the spread of the epidemic.  These programmes have mostly avoided providing benefits for AIDS patients, their families, or surviving children due to limited resources.

23.  In summary, despite the best efforts of families, communities, and their governments to respond to this crisis, strategic expansion of programmes is needed to assist impoverished families with large numbers of orphans, aging caretakers, and siblings who assume headship of their households when their parents die.

III.  UNICEF PROGRAMME DEVELOPMENT
24.  UNICEF was the first global organization to recognize the problems which would ensue from the growing numbers of children orphaned and affected by AIDS around the globe.  In the mid-1980s, it began to develop a strategy of awareness raising and programme development which continues unabated today.  In 1988, guided by a report of the Executive Board E/ICEF/1988/L.7, UNICEF carried out a special study of the 10 countries in Central, Eastern, and southern Africa most affected by the epidemic.  This study included the first global estimates of AIDS orphans and the first estimates of impact of the disease on infant and child mortality ever presented to the international community, and was published Children and AIDS -- An Impending Calamity.

25.  In 1990, the Executive Board approved a Global AIDS Interregional Programme with supplementary funds (E/ICEF/1990/P/L.34), and headquarters staff worked with the Uganda office to formulate a prototype programme for UNICEF offices in Sub-Saharan Africa.  The coordination and policy making mechanism created by the programme is still active in Uganda, one of the countries earliest and most severely affected by the AIDS epidemic, and was subsequently adopted by several other UNICEF offices in the region.  The programme provides support to a voluntary association of national and local voluntary organizations, who have improved their programming for families and children and act as a policy advocate for these groups and their communities at the national level.  This prototype has been a model for most of large scale efforts to assist children affected by AIDS in many other countries.

26.  In 1991, UNICEF convened key partners supporting children and families affected by HIV/AIDS in Sub-Saharan Africa to share views, develop a framework for action, and raise international awareness.  Results of this programme were published in AIDS and Orphans in Africa, which described programming in its earliest stages in affected countries.  In 1992, UNICEF published AIDS: The Second Decade — A Focus on Youth and Women, which described lessons learned from the first decade of the pandemic.

27.  In 1993, UNICEF headquarters instituted an international Technical Support Group, with members from 6 heavily affected countries, which functioned to stimulated programming to scale in the member countries.

28.  In 1994, UNICEF co-sponsored a study of effective programmes in 8 countries with WHO , entitled Action for Children Affected by AIDS: Programme Profiles and Lessons Learned.  This publication described the range of responses of families, communities, and governments, and the conditions under which each type of programme was most effective.

29.  In 1995, UNICEF representatives from the East African Region formulated a strategy to promote programming to scale in the Region’s countries.  It reiterated UNICEF’s commitment to providing sustainable and flexible support to community-based programmes, and recommended that each country conduct a thorough situation analysis and assist national governments in developing policy-level responses.  In 1995, UNICEF also convened an international working group on the issue, to review progress in heavily affected countries.

30.  With the collaboration of NGOs, UNICEF assisted in establishing community based programmes in Ethiopia, Kenya, Malawi, Romania, Tanzania, Zambia, Zimbabwe, and Thailand in addition to continued support in Uganda.  UNICEF produced the first video concerning the impact of AIDS on families and children, The Orphans’ Generation, in Uganda.  In addition, it assisted in the distribution of three others, Neria, produced in Zimbabwe, They Are All Our Orphans, also produced in Zimbabwe, and Everyone’s Child, produced in South Africa.  In addition to efforts geared toward children infected and orphaned by AIDS, UNICEF supports HIV/AIDS  prevention programmes among adolescents in many countries.

IV.  COUNTRY PROGRAMMING
31.  UNICEF offices in 19 countries in Sub-Saharan Africa have implemented programmes for children and families affected by AIDS, including offices in:

East Africa -Burundi, Ethiopia, Kenya, Rwanda, Tanzania, Uganda

Southern Africa - Botswana, Lesotho, Malawi, South Africa, Zambia, Zimbabwe

West/Central Africa - Burkina Faso, Cameroon, Central African Republic, Congo, 
Côte d’Ivoire, Democratic Republic of the Congo, Nigeria

32.  The first country to initiate programmes for children and families affected by HIV/AIDS was Uganda, which began prevention programming for youth in 1986.  Uganda was the recipient of the first supplementary funds from the Global AIDS Interregional Programme, established by the Executive Board in 1990.  Using the funds, it established a national support mechanism, now an independent NGO/CBO association still active in training, policy development, and programme implementation, to encourage community based programme development.  Since 1995, programming for children orphaned by AIDS and other children affected by AIDS has been integrated into other programming streams in health and education.

33.  Zambia established a national support mechanism for NGOs similar to that founded by the Uganda UNICEF office in 1994.  Known as CHIN, or Children in Need Network, the association fosters policy and programme development by member NGOs and CBOs.  Zambia has also conducted extensive research on the issue, and supports local NGOs providing protection and care for children and families affected by AIDS.  Like Uganda, extensive initial programme development has facilitated the incorporation of protection measures within other programme streams, including education and health.

34.  Malawi programme summary.

35.  Zimbabwe programme summary.

[Can members of the ESARO CEDC/Child Protection Network please expand this section with brief summaries of their programmes?]

V.  STRATEGY FOR INITIATING OR EXPANDING PROGRAMMES FOR CHILDREN AND FAMILIES AFFECTED BY HIV/AIDS

A.  Programming Framework
36.  UNICEF’s strategy to assist children and families affected by HIV/AIDS follows the basic  child protection strategy outlined in document E/ICEF/1977/16, “Children in Need of Special Protection Measures: Report on Steps for Policy Implementation”.  The policy sets forth a two-pronged strategy which provides for (1) adapting mainstream social services to better serve these children; and (2) targeting initiatives to reach children who are not reached by mainstream programmes.  

37.  Key Planning Considerations for an Orphan Assistance Strategy.  In formulating a strategy for children affected by AIDS at country, regional or global levels, seven planning issues ned to be taken into consideration:
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e.  Orphan Needs by Age Group
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     Are Predictable


Age Related Needs

f.  Project Impact is Measurable
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38.  Many of these planning considerations — the fact that the problem is long term, and requires responses which are large scale, systematized, integrated, low cost and sustainable, point to the importance of mainstreaming programmes to assist orphans over time, following UNICEF policy guidelines.  Others may require shorter term specialized focus, including the need to project and scale programme inputs over time, and the need to evaluate and adjust programme design over time.

B.  Country Programming
39.  Adapting mainstream social services to better serve the needs of orphans and children withut care takers.  Countries need to examine the expansion of mainstream educational, health, and social services to include and address the special needs of children without care takers, and to ensure that services are adequate to include the burgeoning numbers of children for whom such services are critical.  Without such expansion, the risk of such children being exploited, neglected or abused will increase.  
40.  For example, the provision of free, universal primary education may be necessary to ensuren ensure that children without caretakers receive the basic education and socialization which may be lacking when large numbers of children are orphaned.  Provision of local, voluntary day care or preschool centres can meet socialization, nutrition, and health needs of very young children whose care takers may not have the time or strength to provide care themselves.
41.  Health services need to improve outreach to ensure that such children receive basic immunization and health care so that their risk of premature morbidity and mortality does not increase even further.  Health programmes also work with HIV positive mothers to reduce vertical transmission, and to provide care for HIV positive infants and children.

42.  Social services, historically a weak point in many countries heavily affected by HIV/AIDS, can ensure that children who suffer a temporary or permanent loss of care taking will be protected through judicial and community protection mechanisms.  Several countries have revised their adoption, protection, fostering and affiliation laws to ensure better protection and encourage non-familial fostering.  In addition, in some areas, large efforts are underway to sensitize people to the rights of children and their needs for care.
43.  Development of water and sanitation infrastructures can be targeted at heavily affected areas to reduce labor demands on families and care takers.  This will help to ensure that children can remain in school, and also reduce the exposure of children and their caretakers to infectious diseases that increase morbidity and mortality for non-HIV positive persons in the absence of adequate care taking.

44.  Attention needs to be paid to development of income generating opportunities for fostering families, which are often unable to meet the needs of additional children and become increasingly impoverished by their efforts.  In addition, availability of micro credit to women and minors, more of whom will have to support themselves and dependent children or siblings due to loss of family wage earners, seems to be an effective strategy to avoid impoverishment and increase children’s potential.

45.  Similarly, expanding agricultural inputs available to poor families with many children contributes to increasing productivity of existing fields and labor.  In many areas with high AIDS mortality, production has declined and communal knowledge of farming practices in the next generation may be diminished.

46.  Governments must be encouraged to pursue policy development for women and children to ensure protection of their property and rights, and to facilitate their access to services, employment and economic resources without exposure to exploitation.  The 1995 UNICEF strategy formulated by representatives from the East African Region to promote programming to scale reiterated UNICEF’s commitment to providing sustainable and flexible support to community-based programmes, and avoidance of institutional solutions.  In addition, countries can be encouraged to provide fostering families with tax credits for assisting additional children, or to provide regular subsidies to fostering families.

47.  Targeting initiatives to reach children who are not reached by mainstream programmes. Mainstreaming is an effective basis for programming for children who are temporarily or permanently without family or care givers.  However, the large and growing cohorts of children who have suffered temporary or permanent loss of family and/or primary care givers due to HIV/AIDS necessitates additional programming, especially in the early stages of programme development.

48.  First, it is imperative to determine if mainstreamed programmes are reaching the vulnerable children within this large target group.  Methods, indicators and instruments must be developed to ensure that sufficient data is collected to continuously monitor the status of children and families affected by HIV/AIDS, to evaluate pogramme goals and objectives, to further foster programme integration, and to advocate for expansion of additional basic services for children over the long term.

49.  In addition, special “orphan initiatives” may be necessary in early years of programme development.  In 1995, ESARO representatives familiar with this programming noted the need for thorough situation analyses in each heavily affected country; provision of assistance national governments in developing policy-level responses; development of national associations and networks to transfer capacity to community based support organizations; capacity building in relevant ministries; development of special community volunteers to assist in protecting the rights of vulnerable children; and advocacy with governments and donors to increase support for mainstream and special programmes.  Provision of national support to expand the work of community based organizations in affected countries, and build and strengthen community partnerships in identifying and carrying out solutions is especially important in early years of programme development.
VI.  ORGANIZATIONAL SUPPORT

A.  Regional Support
50.  Regional officers are well positioned to assist countries in programme development in the following ways:

(a) Assist in the development of long term management capacity at regional and country levels to ensure that programming is sustained, periodically evaluated, and improved over the next two decades;

(b) Provide opportunity within the CEDC/ Child Protection Technical Support Networks (TSNs) to discuss programme development and strategy issues; support programme development and implementation; develop programme indicators and monitoring and evaluation strategies; create and sustain policy advocacy on a regional basis, and to meet other needs as defined by the country programme and project officers;

(c) Assist with the completion of country situation analyses by 16 field offices before the end of 1999;

  
(d) Assist in the articulation of intensified programmes in at least 8 countries most affected by the AIDS pandemic before the end of 1999;

(e) Help to identify additional countries beyond the initial target group where the problems of children affected by AIDS will be less urgent in nature for selected use of programme elements and development of monitoring capacity.  In this way, if epidemic conditions worsen, further elements of the full scale programme can be implemented in these countries;

(f) Work with the TSNs to develop issues papers which define programme development needs in the following areas, including education; gender; child survival, health and medical impact; vertical programme integration; costing of interventions; community contributions and participation; PVO/NGO/CBO best practices and roles; government leadership; indicator development and measurement tools for programme evaluation; 

B.  Headquarters Support
51. Given its mandate, UNICEF is well positioned to provide leadership in the development and implementation of comprehensive programmes for children and families affected by HIV/AIDS.  It will convene meetings and develop joint work plans and advocacy strategies targeted at most affected countries with its global partners, including UNAIDS, UNDP, World Food Programme, FAO, UNESCO, the World Bank, EU, and bilateral donors such as USAID, SIDA, DANIDA, Germany, and others which are interested in this area.

The following specific tasks have been identified for 1998 and 1999:

52.  At UNICEF Headquarters, the following activities are being pursued:

(a) Sustained development of headquarters management capacity.  A multidisciplinary Headquarters management team has been developed to draw upon the multisectoral expertise of UNICEF’s Child Protection (strengthened by a technical expert and assistant for this purpose), Health and HIV/AIDS, Nutrition, Education, Gender, Urban, Water and Sanitation, Civil Society Partnerships, Fundraising, Evaluation, Community Social Mobilization, and Communications Sections.  This team is responsible for awareness raising and partner mobilization; international advocacy; supervision of policy and strategy development; review of programme implementation; vertical integration as appropriate within existing programming; development of proposals and budgets; acquisition of funding for intensified programming; and targeting of programme funds to most affected countries and regions;

(b) Development of plans for long term programme development;

(c) Support to regional and country offices in assessment and expansion of programming for families and children affected by HIV/AIDS, including technical assistance and fund raising;

(d) Promotion, with global partners, of policies which promote the human rights and improve the situation of children and families affected by HIV/AIDS; 

(e) With global partners, development of data gathering mechanisms, methodologies, and and indicators to better define, target, and monitor programming in this area;

(f)  Compilation of a special report in 2000 that documents the global status of the HIV/AIDS pandemic and its impact on children and families; individual country situation analyses, programme interventions, and critical development issues; and UNICEF’s contribution;

(g)  International public advocacy to maintain public awareness of the critical threats faced by children and families affected by AIDS in countries with high prevalence rates.

(h)  Long term monitoring and technical support will be provided through the Technical Support Networks (TSNs) in each region, including provision of:

(1) A template for the preparation of country profiles summarizing critical data from situation analyses prepared by the country office and its partners;

(2) A series of issues papers describing more detailed aspects of policy development and programme implementation;

(3) Development of indicators and measures to guide data collection, and programme development and  evaluation;

(4) Management development and training strategies to foster sustained management support for programming in this area;

(5) Monitoring systems to supervise and encourage programme development by additional country offices.

(i)  Bulletin board for UNICEF and Internet posting on the UNICEF home page;

C.  Building Partnerships for Sustainability
53.  Partnerships on a number of levels will be critical to sustained programme success:

(a) With other global and regional organizations concerned with programme development and evaluation, including UNAIDS, USAID, UNDP, UNESCO, the World Bank, the EU, and others;

(b) With major bilateral donors to ensure continued programme funding for the next decade;

(c) By country offices with national governments and national non-governmental organizations;

(d) By country offices with local community based organizations committed to assisting children and families affected by HIV/AIDS

54.  Strategies for achieving such partnerships include advocacy, information dissemination, sharing of work plans and strategies, joint programme development and financing, training and provision of opportunities for programme ownership and participation, recognition.
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