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Executive Summary


Purpose of Site Visit (Section I of Main Report)

The World AIDS Day release of Children on the Brink represented a “wake up call” for the international development community on several levels.  First, the report estimates that there will be more than 40 million orphaned children in the 19 Sub-Saharan African study countries by 2010, largely due to the AIDS epidemic.  In addition to detrimental impacts on adult and child health in the region, the report anticipates the deleterious socio-economic impacts of  increased AIDS mortality over the next 20 to 30 years.  Children on the Brink portrays the scale and urgency of this demographic event in an unprecedented fashion, a clear picture of the massive impact the pandemic will have on children, families, societies, and economies in Sub-Saharan Africa through the first third of the next century.

Following the World AIDS Day release of the report, UNICEF Headquarters’ management team decided to assess and intensify its programming efforts in this area, and in January, 1998 engaged two consultants to develop a strategy to accomplish this goal.  Among the objectives of the strategy is to document programming efforts to date, develop tools to intensify programmes, and initiate or expand them to scale in 19 of the most heavily affected countries in the region.  Realisation of this goal will require the combined efforts of country governments, non-governmental and religious bodies, UN agencies, donors, and the research community in developing programmes sustainable for the next two to three decades.

UNICEF has been programming for families and children affected by HIV/AIDS  at the international and country level since 1989.  Several Sub-Saharan African countries are recognised as having developed laudable and replicable programmes for assisting families and children affected by AIDS (Malawi, Uganda,  Zambia, Zimbabwe).   Other offices, such as Botswana and South Africa, have Child Protection projects or activities which are now expanding to include activities for orphans, and can benefit from insights in project development of more experienced countries.  The consulting team which visited the UNICEF/Zambia office completed assessments of the Malawi and Uganda offices in February, and  also worked with UNICEF staff in the South Africa, Zimbabwe and Botswana offices to draft assessments of activities in those countries in June, immediately before visiting Zambia.  

In developing the assessment exercise with UNICEF/Zambia staff, the consultants reviewed programming with UNICEF staff in all sectors; discussed current programmes and opportunities for expanded programming with government personnel, non-governmental organisations, businesses and private sector associations, other UN agencies, and bilateral donors operating in Zambia; and reviewed extensive literature and documentation.

Orphans and Care Givers in Zambia (Section II of Main Report).


The AIDS epidemic in Zambia is among the most serious in the world, and the proportion of children under age 15 who are orphans (missing one or both parents) is the highest of any of the countries included in Children on the Brink, which estimates the current proportion of children to be 23%.  Earlier studies have estimated the national rate at 13 to 51%, so while the exact rate is unknown it can be assumed to be high and increasing.  The proportion of children orphaned by the epidemic will continue to increase through at least 2010.  If seroprevalence levels by 2000 as expected by the National AIDS, STD, Tuberculosis and Leprosy Programme (NASTLP), the proportion of children who are orphans will remain unusually high through at least 2030, if not longer.  The interaction between HIV and tuberculosis is causing TB to skyrocket, and may increase adult deaths and infection rates among children.

The vast majority of orphans in Zambia are still being absorbed by the extended family, although the number of street children is estimated at 90,000 and growing, some 50% of whom are orphans.  Almost three-quarters of all Zambian families include at least one orphan.  Their care takers are predominantly women.  A national study of poverty noted that poor women and children tend to have poorer nutrition and health status, and have less access to and suffer discrimination at the hands of the educational system.  

Support for families assisting orphans comes primarily from the private NGO sector, which includes an array of NGOs, community based organisations, and church groups.  These are often linked to health facilities, public or private.  National governmental safety nets which might contribute to their support and guarantee access to education and health services reach an estimated 2% of the needy.  Chronic malnutrition is pervasive in Zambia, and there is some evidence that infant and child health is declining, partly due to HIV infection and partly due to gaps in coverage of the health care system.  

The community school movement in Zambia has widened school access for many children, and accommodates a large number of orphans.   But access to regular primary education and secondary education is lower for these children.  There is some evidence that they are discriminated against in terms of labour and responsibility in the household.  A study of physical and sexual abuse in homes and schools is now being completed, and signals that abuse is high and common for stepchildren.


Many Zambian leaders in public and private organisations are deeply concerned that Zambian children, especially those ages 0 to 7, are extremely vulnerable to increased demographic pressure from high AIDS mortality because existing environmental and economic conditions have already placed them at very high risk.  Now that the epidemic reducing parental protection, it is essential that other forms of care and protection be devised to ensure the safety and well being of these children.  

Programming Constraints (Section III)

Development of policies and strategies to increase the ability of Zambia’s institutions to respond to the epidemic are hindered by a number of constraints.  Many are environmental constraints linked to poverty, structural adjustment, and limitations of existing social services, and others are weaknesses in current programming:


1. High Levels of Poverty.  Extensive and period surveys in Zambia show that poverty remains high.  Almost 70% of households in Zambia are poor, 53% extremely poor.

2.  Malnutrition is Pervasive and Chronic in Zambia.  Half of all Zambia children are stunted, 18% severely stunted.

3.  Declines in Child Health.  Recent surveys document increases in infant and child mortality.  Infant mortality is estimated at 109 deaths per 1000 births, and under 4 mortality at 197 per 1000 live births.

4.  Access to Educational Services is Limited.  Overall, the net primary school attendance rate is 69%, the net secondary school attendance rate is 20% .  Poorer households have substantially lower rates.  Early childhood education or pre-school services are utilised by a very small fraction of children.

5.   Public Safety Nets.  While an estimated 53% of Zambia’s households are classified as extremely poor, only 2% receive any assistance from the Public Welfare Assistance Scheme (PWAS), which is under-funded and currently operating at a relatively low capacity.

6.  Child Abuse.  Sexual and physical abuse of children is common, particularly in the school system.

7.  NGO Programme Coverage.  NGOs are very active in supplementing public programming for the poor, for AIDS affected families, and for orphaned children, and Zambia has many innovative programmes.  However, coverage is estimated to be  only 10%.  Development of a national strategy which specifically attempts to increase coverage is limited by lack of information on coverage gaps.

8.  Poor Rural Coverage.  It appears that rural areas, which are more vulnerable on a number of measures, are less well served than urban areas.

9.  Protection of Very Young Children.  Programming gaps for school age children are being developed.  Unfortunately, the extent of protection of children ages 0 to 7 by health, education, and welfare systems is unknown.

10.  Ministry Capacity.  Ministries show considerable concern for and awareness of the increasing vulnerability of children.  It is likely that their capacity could be increased in a variety of ways, most readily through improved links with the private sector.

11.  Co-ordination of National Response.  A variety of national actors are interested in improving mechanisms to co-ordinate the national response and develop a consistent strategy for addressing programme and geographic gaps in coverage.

12.  Monitoring Systems.  Monitoring systems for vulnerable children needs reviews.  Many systems could play a role in ensuring that extremely vulnerable children are identified and protected.

13.  Commercial Private Sector Involvement.  There is evidence that the commercial private sector is providing some prevention and care services, but their nature and extent is not widely known.

Programming Strengths (Section III)

Programming strengths in Zambia are numerous:

1. Good Data on Needs.  Zambia has especially good data describing the extreme vulnerability of children and their families.  This has increased awareness of the dangers posed by the AIDS epidemic and the increasing numbers of orphans.  It is also the first step in developing needs based planning.  Many neighbouring countries are probably experiencing similar problems but they have as yet to describe their severity.

2.   Committed Communities.  Zambia has been a leader in the development of community based responses, and in the co-ordination of public and voluntary private sector responses through churches, NGOs, and community based organisations (CBOs).  Even the poor are ready to contribute to protection of vulnerable children in their midst.

3.  NGOs/CBOs Are Increasing.  The number and capacity of NGOs and CBOs concerned with 

the welfare of families and children affected by HIV/AIDS is increasing, and needs documentation

4. Churches Are a Strong Resource.  Zambian churches of all denominations are providing services to children and families.

5.  National Co-ordinating Body.  The Children in Need Network may serve as the nucleus of a national strategy making organisation which also improves the management, marketing, and community mobilisation of its members.  

6.  Commitment to National Strategy Development.  Donors and agencies working in the field have expressed interest in developing a national strategy, and initiated the first steps in its development.

7.   Government Commitment.  Several of the relevant Ministries (Health, Education, Community Development, Sport and Youth) have indicated strong commitment to improving programming for families and children affected by AIDS.

8.  Policy and Law Review.  The Ministry of Sport, Youth and Child Development is undertaking a national policy review to consolidate and examine child law.

9.  Public Welfare Assistance Committees.  The Ministry of Community Development and Social Services is strengthening community public welfare assistance committees, and these may prove a viable mechanism for child protection and family assistance in areas where coverage is low.

10.  Community School Movement.  There are now more than 150 community schools in Zambia which provide alternative schooling to thousands of pupils, a large proportion of whom are orphans.

11.  Donor Support and Interest.  Donor interest in and support for improving child health and well being in Zambia, and, more particularly, in helping families and children affected by HIV/AIDS through public and private initiatives is large.

12.  Income Generating Activities.  Donor interest in supporting income generating activities through community based initiatives is large, and can be linked to programmes to assist families affected by AIDS.

13.  Mapping Experience.  NGO groups in three provinces of Zambia have undertaken preliminary mapping exercises to determine the extent of their coverage.  This can provide the basis for widespread activities which identify and address geographic and programming gaps.

14.  National AIDS Plan.  The National AIDS, STD, Tuberculosis and Leprosy Programme is currently engaged in a cooperative strategic planning exercise to identify programming opportunities for the 1999-2003 period.  This is an opportunity to engage other UN agencies, donors and NGO/CBO groups in strategy identification for children orphans and their care takers.

Strategic Recommendations

Discussion of the findings of this consultancy with the UNICEF/Lusaka’s Child Protection and Education staff has yielded a number of recommendations for immediate action.  These are based on the concern, shared by staff and many of the actors visited during this consultation, that children in Zambia are extremely vulnerable, and that their vulnerability is increasing rapidly as a result of high AIDS mortality.  In addition, there is a shared conviction that immediate action is needed to review the extent of existing protection mechanisms and supplement them to prevent a sudden and further deterioration in child health and well being as a consequence of the extreme demographic pressure on families and communities which results from high AIDS mortality.  


1.  Pursue Co-ordination with Government and Donors.   UNAIDS, UNICEF,  UNAIDS, and the NASTLP have agreed to begin meeting regularly to pursue improved co-ordination, development of national policy, awareness raising, data collection and research needed to improve national networks of protection.  UNICEF staff are committed to supporting and encouraging this effort.  The group has already agreed to review the draft of this report as soon as possible; to review PCI’s findings on Best Practices and Lessons Learned and also the results of their recent rapid needs assessment exercise; 

2.  Map the Availability of Services.  UNICEF will work with other organisations to map the geographic and programmatic coverage of agencies providing services to families and children affected by HIV/AIDS.  

3.  Review Protection Mechanisms for  Children 0 to 7.  The availability of programmes to protect the health and well being of Zambia’s youngest age group appears to be limited and the extent of their coverage is not known.  UNICEF staff in child protection and education will co-ordinate research and fact finding to determine the extent and coverage of existing mechanisms for protection of the health and well being of this group, including the contribution of local health clinics, baby friendly programmes, nutrition schemes, community based schools, public assistance committees, other government mechanisms, NGOs, CBOs, and church related groups.  Special attention will be given to coverage in rural areas, where initiatives have not been as strong over the past 5 years.  In addition, attention will be given to the identification of 

This will be co-ordinated with the group noted in recommendation 1 above, and joint funding will be sought to support and promote the study.  A consultant will be engaged in the very near future, so that findings will be available before the end of the year.  Findings will be presented in a national workshop for strategy development which will include all actors identified in the research.  This will improve UNICEF programming in 1999 and subsequent years, and is likely to lead to a series of recommendations for improving “safety nets” of all kinds which can be discussed by the wider group of cooperating agencies; 

4.  Early Childhood Education.  Related to the above, UNICEF will be determining the willingness and ability of community schools to provide auxiliary programmes in early childhood care or nutrition for children 0 to 7 years old.  It will also examine the support mechanisms available to ensure on-going viability and resiliency of community schools as a preliminary step in expanding services if that is shown to be a viable alternative.  Results of the work will be shared with other UNICEF offices at the Regional Programme Consultation on Orphans in October.

5.  Monitoring and Evaluation.  A number of agencies are interested in combining efforts to identify indicators for the evaluation and monitoring of community based initiatives.  UNICEF and USAID will be working together to generate a discussion paper which identifies process, outcome and impact indicators for community based programmes to assist families and children affected by HIV/AIDS.

6.  Grief Counselling.  UNICEF’s new programme to train counsellors in physical, sexual and psychological abuse will be expanded to include grief counselling for children and adults as a way to strengthen their ability to cope;

7.  UNICEF’s Programme Streams.  UNICEF staff in child protection will co-ordinate with staff in other programme areas to identify all programmes currently being supported for orphans and other vulnerable children.  Where possible, funding and beneficiaries will be identified for each. This will be an initial step in reviewing the adequacy of UNICEF programming for this target group, and may serve as the basis for an attempt to review cost effectiveness.  Progress on this effort will be presented to UNICEF’s Regional Programming Consultation on Orphans, tentatively scheduled to be held in October of this year.

8.  Child Rights and Protection Model.  UNICEF/Lusaka will explore, with its partners, how the vulnerabilities of children and their rights vary by circumstance and cause of vulnerability.

Incorporation in UNICEF/Zambia’s Programming (Sections IV and V)
UNICEF/Zambia’s child protection activities are included in the Programme for Advocacy, Planning and Action for Women and Children, which added a full time Child Protection Officer in February, 1998.  Major lines of action in that Programme include support for community-based responses for children in need, strengthened capacity  to monitor child vulnerability, and strengthened capacity for policy analysis and development.  Programming for orphans is also included in the Primary Health Care and Education Programmes.  Through the activities recommended above, the office will be identifying and examining opportunities for expanded programming activities within all of the programmes.  

Funding Development (Section VII)


Until additional programming opportunities are identified, current programme resources are sufficient for the target groups.  Programme support dealing specifically with orphans is now received from general resources and supplementary funds ($43,000).  These are described in Section VII.

Best Practices and Lessons Learned (Section VIII)
Best practices and lessons learned from communities, government, NGOs and CBOs, donors, and UNICEF in Zambia are listed in Section VIII.

Recommendations for Programming (Section IX)
Programming Information Needs in Zambia

1. Data
       - Coping Strategies in Rural Areas

       -  “Absorptive Capacity” in Rural Areas

       -  Migration of Children Between Families and Settings

       - Cost and Quality Data

       - Investment Data

       - Resources for Protection of  Children 0  - 7

2.  Long Term Estimates of Aggregate Programming 

     Needs
3.  Integration into Long Term Development Planning

4.  Training Needs
      - Training for Districts and Communities

      - Training for Social Welfare Officers

      - Training for Health Care Providers

      - Training for Primary and Secondary School Teachers

      - Sensitising Children

      - Training in Other Sectors

5.  Community Resource Access, Especially to Micro Credit
6.  Volunteer Development

7.  Research Needs
     - Research Capacity

     - Models for Evaluating Community Response Over 

        Time

      - Models for Community Participation in Research

      - Urban/Peri-Urban/Rural Models

      - “Grand” or Second Generation Orphans

      - Child and Community Vulnerability Indicators

8.  Programme Planning, Monitoring, and Evaluation

9.  Articulation of a Private Sector Strategy

10. Estimate of Additional Resources Needed for 

      Expanded Programme Development
Recommendations concerning specific programming needs in Zambia,  summarised in the box to the right, are contained in detail following each section of this report and consolidated in Section IX.  Major groups of needs can be identified:

1. Data

2. Aggregate Impact

3. Integration in Planning

4. Training

5. Community Access

6. Volunteer Development

7. Research

8. Planning, Monitoring and Evaluation

9. Private Sector Strategy

10. Resources Needed for Programme Development

Addressing these needs is the work of government and the private sector, but UNICEF/Zambia can advocate and assist in meeting these needs.  Without them, achievement of other recommendations will be more difficult.

I.  Purpose and Nature of Site Visit


A.  Schedule
The site visit team arrived in Zambia on July 5, 1998 left Zambia on July 17, 1998.  A timetable for their activities is shown in Appendix 1.  A summary of the persons they interviewed, meetings attended and focus group discussions conducted is shown in Appendix 2.  

Key documents reviewed during the site visit are listed in Appendix 3.

B.  Consultants
Two international UNICEF consultants participated in the site visit:

Susan Hunter, Ph.D.   Dr. Hunter has been working with UNICEF on the development of programmes for families and children affected by HIV/AIDS since 1989, when she worked with the Kampala office to develop the first prototype programmes for the region.  Two of the Ugandan programme members assisted Malawi Task Force members in the development of the 1992 “Policy Guidelines for the Care of Orphans in Malawi and Co-ordination of Assistance for Orphans”.  Since then, she has worked for UNICEF and USAID at headquarters level and on residential and short term missions to Ethiopia, Malawi, Tanzania and Zambia for programme development in this area.

Deguene Fall, MS is a CEDC consultant with UNICEF/New York, and has worked in the CEDC/Child Protection section systemising global comparative information from UNICEF country offices on best practices in all areas of child protection.  She has a background in international economics, and brings to HIV/AIDS issues the wider vision of child rights protection.


The consultants worked closely with Stephan Dahlgren, UNICEF/Lusaka’s new Child Protection Officer, who made all appointments, arranged logistical support, and co-ordinated the national programme consultation July 15-17.  They were also guided by Marashetty Seenappa,  Programme Officer Clare Blankensop, Advocacy Programme Officer, Harriet Miyato, Education Project Office, Marcus Bertts, Evaluation and Monitoring Officer, and by Kiyoshi Nakamitsu , Assistant Evaluation and Monitoring Officer.

C.  Objectives
The objectives of the site visit to Zambia were as follows:

1. To understand and document the status of programming for families and children affected by AIDS in Zambia;

2.
To assist staff in developing a programming assessment for Zambia;

3.  
To investigate the potential for regional network development and identify 

persons and institutions which might be resources for inter country                         consultation;

4.     To assist UNICEF/ Zambia in assembling the plans and resources needed to            expand their current programmes if needed;

5.     To participate in a national programme consultation on child abuse, orphans           and street children held in Zambia July 15-17, 1998.

Objective 1, Programming in Zambia.  For the purposes of completing this objective, the consultants conducted interviews and attended meetings with a variety of local, district, and national actors (government, NGO, UN agency, and donor representatives), including:

1. Meetings with top staff of all related Ministries (Health, Sports, Youth and Child Development, Community Development and Social Welfare) to discuss programming in Zambia;

2. Meetings with WHO and UNAIDS representatives/deputy representatives to discuss co-ordination of programmes in Zambia;
3. A discussion with a group of donor representatives which included a presentation of Children on the Brink and preliminary findings on Zambia;
4. A meeting with UNICEF/Zambia staff members to present Children on the Brink , preliminary findings of the assessment, and discuss their implications for programming in all sectors;

5. Site visits and meetings with officials in government and NGO activities in Lusaka and Chikankata;

6. Meetings with USAID and its implementing agency, Project Concern international

7. Presentation of Children on the Brink to a national , 3-day consultation on orphans, street children and child abuse in Lusaka.

In addition to personal interviews and meetings, documented in Appendix 2, the consultants reviewed available written documentation on the status of the epidemic in Zambia, the status of orphans of the epidemic and children generally, national policy and strategy development, donor activity and strategies, and UNICEF programming (listed in Appendix 3).

Objective 2,  Programme Assessment.  As part of their work on international programming for the UNICEF Headquarters in New York, the consultants are visiting UNICEF country offices in all parts of Sub-Saharan Africa to work with local staff in developing a programme assessment that has several purposes:

1. To stimulate and accelerate programming in these countries where the epidemic has 

      produced large numbers of children orphaned by the AIDS epidemic;

2. To provide donors and other interested parties with a description of programming by UNICEF and other actors in Sub-Saharan Africa;

3. To assist staff in developing funding proposals for programme expansion where required.

Objective 3, Regional Network Development.   In each country visited, the consultants investigate the potential for regional network development and identify persons and institutions which might be resources for inter country consultation.  This process was accelerated by discussions with government and non-government actors  in Zambia throughout the week.  

Objective 4:  Expanding Programming in Zambia.  Among the objectives of the new UNICEF Headquarters’ programme for families and children affected by HIV/AIDS is to assist heavily affected countries interested in assembling the plans and resources needed to expand their current programmes.  UNICEF/Zambia programmed the issue in its 1997 – 2002  country programme, which includes a number of established programmes on this issue, is currently expanding  programming with regular programme funding.

II.  Situation of Orphans and Care Givers in Zambia



A.  The Situation of Orphans in Zambia

Orphan Estimates in Zambia, Year 2000

Children Under 15 Orphaned

                   Children on 

Official 

                   the Brink

Estimates

                   Estimates   

Zambia NACP

                   (All Causes)

(AIDS Only)

Mother or Both
   745,492

500,000+

    Parents Dead

Father Dead
    911,157

Not Available

Total Orphans         1,656,649

Not Available

1.  Current and Future Estimates of Orphans in Zambia

Zambia has had an active National AIDS, STI, TB and Leprosy Control Programme (NACP) since 1986, following diagnosis of the first case of AIDS.  It has produced an impressive body of documentation on epidemic growth and impact in its first decade of operation.  Despite heroic efforts to stop the epidemic in Zambia, it has deepened inexorably in the country, and its effects on families and children, coupled with economic problems, has 

been devastating.

The box above juxtaposes the estimate of children orphaned by AIDS provided by the National AIDS Control Program in the Plan (right hand column) and the number of orphans estimated for Zambia in Children on the Brink (left hand column).  As can be seen from the table, US Census Bureau estimates and official government estimates for maternal and double orphans are different.  This is primarily because the official estimates include only orphans of AIDS, while the Children on the Brink estimates include orphans of all causes of deaths.  For 2010, the number of maternal and double orphans is estimated by official sources to be 1,013,000, close to the estimate contained in Children on the Brink.  

The National AIDS/STD/ TB and Leprosy Control Programme has not developed estimates for children who are paternal orphans, children who have lost their father to AIDS or other causes.  As a consequence, there are no comparable official estimates of paternal orphans to those contained in Children on the Brink.  This is an important estimate because such children may be de facto double orphans (missing father and mother both) due to a variety of cultural reasons.  However, the ratio of orphans by type (maternal/ double/ paternal) reported by recent situation analyses in the country support the estimates for paternal orphans made in Children on the Brink.
Beyond 2010…

Zambian health authorities assume that HIV seroprevalence peaked in Zambia in 1997 because of significant behaviour change reported in adult surveys.  They also project that the number of infected adults will remain relatively constant through 2010, which means that orphan populations will not peak until 2020.  As a consequence, Zambia will have a high orphan population, as a proportion of children under 15, through at least 2030.
The chart above shows the proportion of children under 15 who will be missing one or both parents for five year intervals through 2030.  The estimates for 1990, 1995, 2000, 2005 and 2010 come from Children on the Brink, and show breakdowns of orphans by type and total.  The estimates for 2015 to 2030 are derived from projections of numbers of infected persons made by the Ministry of Health in their 1997 analysis of serodata, HIV/AIDS in Zambia.  The Ministry anticipates that numbers of infected adults remains fairly constant through 2010, on the assumption that prevalence rates peaked at 19.9% of adults in 1997.  If they start to drop after 2010, then the proportion of children under 15 orphaned will begin to diminish after AIDS mortality peaks (2020), and fewer new orphans are born.  The mushrooming of the orphan population which will occur in the next 20 years is due to the typical result of the exponential growth of AIDS infections and death in Zambia and its neighbours in East and Southern Africa. 

In understanding the orphan data, it is important to separate the estimates of children who are in single parent households from those who are orphaned, whose parents are dead.  Children on the Brink and other orphan estimates do not include parents who are not dead although they may not reside in or provide support to the households. The estimates of orphans in Zambia contained in Children on the Brink also do not include any children born HIV positive.  This group is subtracted because, without treatment, these children are likely to die before their second year of life.  

Deaths of HIV positive infants and children will substantially curb overall growth of the under 15 population in Zambia.  As a result, by 2010, the under 15 population of Zambia is anticipated by U.S. Census Bureau estimates to be only 5,402,402, 26% more children than Zambia had in 1990. In addition, these infant and child deaths will increase infant and child mortality and lower official estimates of life expectancy in Zambia by more than 20 years.  This does not mean, of course, that HIV negative adults will live shorter lives, but on the average, when additional child deaths are included, life expectancy is reduced.

While they are not included in the model, HIV positive children will number in the hundreds of thousands and present a substantial burden of care for families, communities, health facilities and health and social workers.  Between 2000 and 2010, there are expected to be 1.1 million infected persons in the population, roughly 84% of whom will be adults 15 and above, if estimated on the basis of current AIDS case data.  As a rough estimate, 176,000 children will be infected.

Zambia’s sentinel surveillance system began in the early 1990’s, and 1994 was the first and only year for which data was available from all sites. Data collection did not occur in 1996 although it was scheduled.  However, Zambia is unusual in having had population based serosurveys in 1995 and 1996.  In September, 1997, data from these surveys was used by an Expert Group Meeting convened by the Central Board of Health to correct the biases in the surveillance system data, drawn from antenatal clinics only.

The epidemic in Zambia is among the most severe in the world. HIV infection is currently estimated at 19.9% in persons above age 15, where it is assumed to have peaked because the rising number of deaths has begun to balance the number of new infections.  Adult seroprevalence varies somewhat among provinces, with the concentration of infections in the urban areas of the Copper Belt, Central Province and Lusaka.  According to the 1997 Ministry of  Health analysis, “Prevalence rates appear to be modestly lower in Northern, Eastern, Southern and Western Provinces and lower still in North-Western.  The differences are not the important story, however.  Much more important is the fact that reported rates are extremely high everywhere in the country.  The HIV/AIDS epidemic has left no corner of Zambia untouched.”  

Zambia successfully controlled tuberculosis until the late 1980s, when the interaction of tuberculosis and HIV infections contributed to an almost five-fold increase in the TB rate.    According to the NASTLP, two-thirds of TB patients may be HIV positive, and TB cases will increase rapidly, reaching at least 50,000 per year 2005, and possibly more because of emergent drug-resistant strains.  TB in HIV positive people can be transmitted through casual contact, threatening even further growth. Lastly, TB treatment is expensive and fills hospital beds, according to the Ministry of Health.  As a result, deaths in adults may be even higher than that projected for AIDS alone, with obvious implications for orphan rates in Zambia.

2.  Estimates of Other Vulnerable Children in Zambia

AIDS, Families, and Economics in Zambia

   “In Zambia, estimates of the numbers of street children have swelled from 35,000 in 1991 to over 75,000 in 1996, numbers of children in primary schools declined… , chronic child malnutrition (stunting) increased from 40% in 1992 to 53% in 1995 and known cases of child abuse (sexual and physical) are now beginning to be discussed in public.   The breakdown of families as a result of AIDS – NASTLP estimates 500 new infections per day in Zambia – and the disintegration of economic and social coping mechanisms is placing increasing stress on ‘traditional’ extended family coping strategies.

   “Continued austerity measures, implemented by the government in line with obligations under economic and structural adjustment programmes, have hampered government efforts to provide adequate and timely social welfare assistance to families and children in need.   Communities have been taking proactive measures to respond to the problem, through NGOs and community-based organisations, but their resources and reach are limited by the sheer volume of children and families affected by HIV/AIDS and chronic poverty.  Research conducted in 1996 estimated that 72% of households in Zambia are home to at least one orphaned child and that 54% of all children in Zambia have lost one or both parents.

UNICEF Programme -  Inter-office Memo, 1997

It is widely accepted that children orphaned by AIDS and other causes do not constitute the only group of vulnerable children in Zambia, and that through their life cycle, children may move in and out of various categories of vulnerability as their life circumstances change.  In fact, UNICEF/ Zambia has been contributing to a national debate about the usefulness of highlighting the vulnerability of orphans as a target group which merits a special and specific national care policy for several reasons:

1.  The vulnerability of all children in Zambia is very high because of  worsening economic and agricultural conditions (see box at left).  

2.  The proportion of children orphaned is so high that considering them a target group is not useful.  A 1996 study in four Zambian communities found that 51% of children were orphans, one quarter of whom were double orphans; 

3.  Discrimination against orphans was argued to be low, although the research figures supporting this judgement can be interpreted to signal the potential for substantial discrimination.  The study cited “slight” discrimination against orphans in distribution of  food and clothing, no discrimination with respect to education, but a tendency to exploit orphan labour in rural settings.  Since the proportion of orphans is increasing and will continue to do so for at least the next 10 years, it would not be unreasonable to assume that “slight” discrimination could become more pronounced as family and community resources are strained even further than they are at present.  

Zambia Will Rank First Among Sub-Saharan African Countries with Large Orphan Populations by 2010

In Order of Magnitude by Percent of Children Under 15

Zambia


Rwanda

Botswana

Uganda

Zimbabwe

Burkina Faso

Malawi
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Source: Children on the Brink
The Lusaka office of UNICEF sponsored a national consultation July 15-17, 1998  highlighting three groups of children with high vulnerability for which new data are available:

Orphans.   UNICEF has partnered with a number of important NGOs as well as the government, and both sectors have partnered to promote community based responses to the epidemic.  Estimates of orphans are described above.

Street Children.  This group of children is estimated to include 75,000 to 90,000 children, and is growing rapidly, largely due to the AIDS epidemic.  Research in 1996 determined that half of the street children were orphans, 25% of whom were double orphans;

Children Who Are Physically and Sexually Exploited.  Formal estimates of this group of children are just being made available through a UNICEF-sponsored situation analysis of over 1,000 in school and out of school urban youth.  Preliminary results from the first 300 questionnaires show that sexual and physical abuse is common.  Since results for orphaned and non-orphaned children are not separated, it is as yet impossible to know if children lacking parental protection are more subject to abuse, although reports of abuse by step parents are common.  The overlap of these two vulnerable populations is probably high, and may grow as the number of orphans increases and adult supervision declines.

Of the first 300 respondents, who included in and out of school youth, 31% report being beaten excessively, 12.7% report being caused other physical injury, 28% report being overworked, 19.3% being deprived of food, 26.7% deprived of money, 12.7% deprived of new clothing, 7.7% being locked out, 6.7% report having to sleep on the floor and not their usual bed, 6% being deprived of sleep, and 6% report being turned over to the police for beating.  Some 58% report being shouted at and insulted, 31% report being humiliated in front of others, and 10% report being forced to live with relatives away from home.

Physical abuse was more common in school than in the home.  Some 36% report being beaten, 6% being chased from class, 5% being made to work at a teacher’s house, and 3% report being excluded from examinations.  Of the 36% who reported having been beaten, 77% were beaten by teachers or prefects, and 12% by family members.  Many were beaten with objects such as whips, belts, hose pipes, canes, pieces of wood, and electrical cable, almost one-fifth in the face, and the beatings resulted in bleeding in almost one-third of the cases.

A variety of sexually abusive situations were reported, including abuse with contact and penetration by approximately 20% of the sample included in the initial analysis.  More girls reported being exposed to pornography, and fondling, while boys were as likely as girls to report unwilling penetrative sex and oral sex.

Child Labourers.  This group is likely to be large because of the extent of poverty in the country, and will increase as AIDS related mortality grows, and the proportion of children entering the formal work force increases due to losses of adult labour.  The 1996 National Living Conditions Survey reported that 3% of children 5 to 11 years old were involved in income generating activities outside the home.  Since this was a household survey, it probably underestimates economic activities of children who do not live in an established home, or whose homes are not permanent or stable.

Disabled Children.  Estimates of this group may be available from the national Census or from NGOs and specialised organisations.  The National Living Conditions Monitoring Survey reported that 2% of respondents were disabled but did not provide age breakdowns.

The last cause of childhood vulnerability, war, has not been an issue in Zambia. 

3. Evidence from Other Data Sources
Census Data.  Data from this source are lacking, but the Zambia government may decide to collect data on orphans in its next Census, scheduled for 2001.   It will be important to encourage the Ministry of Finance and Development Planning to collect data on orphans and release preliminary reports as quickly as possible so planning for their welfare will not be delayed. The 2001 data will also provide definitive data on increases in adult mortality  due to AIDS.

Several countries in the region have routinely collected information on parent’s deaths for all children, including Malawi, Kenya, Tanzania, Uganda, and Zimbabwe.  As part of its expanded programme for orphans, UNICEF is urging other governments to follow these examples and collect this data in the next round of national Censuses.


National Living Conditions Monitoring Survey.  The 1996 national survey contained extensive information on orphans, reported in the sections on needs and geographic distribution below.  A total of 13% of all children in the survey were reported to be single or double orphans.  This extensive household survey has several limitations.  It does not include institutional populations, and would also not include children who have no permanent home or whose homes are unstable.


1996 McKerrow Survey.  A large scale survey by Neil McKerrow in 1996 conducted in collaboration with UNICEF, CHIN, the Salvation Army and the CINDI Project found that 51% of the children surveyed were orphans, and 71.5% of the households included at least one orphaned child.  The survey focussed on the Copperbelt and Southern Provinces, where seroprevalence is high and is not nationally representative.

Demographic and Health Survey Data.   Zambia’s second Demographic and Health Survey, ZDHS, conducted in 1996, provides helpful data on maternal and child health, connective use, and fertility.  The first DHS, conducted in 1992, was not as comprehensive as the second round survey.  If the surveys include a household schedule which included information on parental death status of all children in the household, DHS could give an indication of the level of orphaning and the distributions of orphans by geographic area.  It might also yield data on guardianship.  Special tabulations of this data can be obtained on request from the sponsoring organisations.

Why Malawi and Uganda’s Orphan Registrations Were Abandoned

-- Registrations were too costly

-- They raised false expectations of assistance

-- The numbers produced were unreliable

-- Registrations could not be maintained or updated once community members learned they were not going to receive assistance

What Is Now Recommended
-- Small area, pilot registrations for specific programmes

-- District registrations by Village Orphan Committees which will be maintained and coordinated with local assistance programmes

Registration Data.  Many organisations in Zambia have conducted enumerations of orphans and other vulnerable children using District and local personnel.   While these can be compiled, they often show great variation in data, even between adjacent areas, depending upon local perception of need.  Although enumerations may be a good exercise for specific programmes of assistance, centrally directed enumeration exercises have several drawbacks.  The numbers will expand or contract given economic conditions, so that difficult circumstances may encourage families to identify more children as orphans.  Lastly, national enumerations stimulate family expectations of assistance.

4.  Data on Geographic Distribution
HIV Seroprevalence Rates Found in the 1995/96 Zambia Population-Based Survey
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26.5%


Copperbelt

23.4%


Luapula


22.8%
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20.8%
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18.9%
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17.5%
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16.8%


Eastern


14.7%


North-Western

11.0%

Because it is essential to needs based planning, it is fortunate that 1996 Zambia Living Conditions Monitoring Survey  collected data on the geographic distribution of orphan rates by province.  Geographic data on HIV seroprevalence and AIDS cases is also available in Zambia.  Seroprevalence estimates from the 1995/96 population based surveys are shown at right (not all sites are included).  The distribution of orphans is likely to follow the distribution of seroprevalence, although some children may be returned to relatives in rural areas following their parents’ deaths.  If it is possible to estimate the distribution of orphans by area, District planners can more successfully estimate numbers of children in need of assistance and include these in their annual estimates of support.

Distribution of Orphans by Geographic Area, Zambia, 1996

Number of 
% of Children

Type of Orphan

Children <18
< 18 Orphaned      Maternal
Paternal  Double

Province
   Central

497,000

13%

     22%

68%
  10%


   Copperbelt

868,000

12%

     17%

65%
  18%

   Eastern

657,000

11%

     25%

65%
  10%


   Luapula

334,000

14%

     24%

61%
  15%

   Lusaka

715,000

18%

     18%

63%
  18%

   Northern

626,000

12%

     20%

71%
    9%

   North-western

270,000

11%

     23%

69%
    8%

   Southern

659,000

13%

     26%

62%
   12%

   Western

346,000

18%

     28%

55%
   17%

Urban


1,806,000
15%

     19%

65%
   17%

Rural


3,166,000
13%

     24%

64%
   12%

All Zambia

4,972,000
13%

     22%

64%
   14%

Source:  National Living Conditions Monitoring Survey, 1996

The survey demonstrates that orphaning is slightly higher in urban than in rural areas, as would be anticipated from the serodata.  It also demonstrates important differences between provinces.  In areas where the epidemic is more advanced (urban areas, Lusaka and Copperbelt Provinces), the proportion of double orphans as a percent of total orphans is increasing because sufficient time has elapsed for both parents to die, while in areas where the epidemic is less advanced (rural areas, Eastern, Northern, North-western and Western Provinces), the proportion of double orphans is lower. 

These differences have important implications for staging programs geographically and programmatically, also suggest that monitoring and evaluation of by areas might reveal important geographic differences in family and community coping strategies over time.

5. Variation in Orphan  Needs

The needs of orphans are the needs of households in poverty (food, shelter, bedding, clothing), the needs of children generally under age 15 (health, schooling), and the needs of children for access to work (age 15 and above).  A consistent picture emerges from Zambian data, which is corroborated by data from many similar surveys in other Sub-Saharan African countries.  Major material needs include food, health services, education, and protection.  School aged orphans have higher rates of non-enrolment compared to non-orphans.  In urban areas, 32% of orphans are not enrolled compared to 25% of non-orphans, while in rural areas, 68% of orphans are not enrolled, compared to 48% of non-orphans (Rossi and Reijer, 1995; Webb, 1996).  Other types of discrimination in treatment between orphans and non-orphans are not detected in Zambian surveys (Poulter, 1996; McKerrow, 1996).

Studies in other countries have demonstrated that maternal (mother dead) and double orphans (both parents dead) under 5 are at higher risk for sickness and will be less likely to get immunisations, while paternal orphans (father dead) of school age would be more at risk for lack of education.  Double orphans are potentially the most vulnerable, but maternal orphans left with little or no resources following the death of their father, will also face serious disadvantages. 

Why Paternal Orphans – Children Whose Father Has Died – Are Vulnerable

     -- In patrilineal groups in Zambia, as in most countries in the region, when a child’s father dies, the child is in fact a double orphan because the mother is not living with the father, is sent away or leaves to remarry elsewhere.

       --Often, both parents are infected, which means that the child will eventually become a double orphan, that is, with both parents dead

       --Children over the age of 5 need the cash support most often provided by fathers for education and health care

        --The vulnerability of families and communities is related to the overall number of adults and children living, so that a community with large numbers of single or double orphans may have reduced productive capacity
Studies in Zambia suggest that there is little difference in treatment of orphans by type, but more work may be necessary to determine if this is the case.  In addition, treatment of orphans may deteriorate in comparison with other children as caretakers assumed additional children and the conditions of these households become more impoverished.  

Key Determinants of Variation in Orphan Needs
--Age and Sex of Child

--Age of Guardian

--Relationship of Guardian to Child

--Number of Parents Dead

--Matrilineal or Patrilineal Kinship

--Proportion of Children Orphaned 

in Area

-- Inclusion/Exclusion of Orphaned

Children in Family and

Community Life 
The needs of orphans, just like other children, vary by their age and sex.  In addition, prior research studies have demonstrated that orphans’ needs can vary by the type of orphan, that is, the needs of a child missing its mother are quite different from the needs of children missing their father or both parents.  Death of the mother is more critical for children below the age of 5, while death of the father has a greater effect on the develop opportunities of older children.  A child missing both parents is generally the most vulnerable of all types of orphans.  

The mix by type changes as the epidemic grows in a country.  In most Sub-Saharan African countries, men are dying first, followed by their infected wives and partners.  This means that over time, more children become double orphans.  However, many single orphans, with only one parent missing, are in fact double orphans long before the other parent dies because of cultural practices.  In Zambia, where such a large proportion of women are supporting children on their own, the proportion of children who are “de facto” double orphans is likely to be higher than in other countries in the region.

Parental death status will also be a predictor of which family member will be the child’s guardian, or if the child has any guardian at all.  Children staying with their grandparents, especially an elderly grandmother, are often very vulnerable.  Step children are characteristically treated more harshly than biological children.  Children who are taking care of children are even more vulnerable, and child headed households become more common as a greater number of potential guardians succumb to AIDS or other causes of death.

For the most part, studies have shown that orphans are evenly distributed by gender in Sub-Saharan African countries.  The U.S. Census Bureau has detailed estimates of orphans by age for Zambia as part of the estimates generated for Children on the Brink, and these can be obtained through USAID.  Typically, the proportion of orphans in the 0 to 4 age group is lowest (about 1/6th of total), orphans age 5 to 9 represent 1/3rd of the total, and orphans age 10 to 14 represent the remainder.  If  the Zambia Census gathers data on orphans, it will provide detailed data on and age, sex,  parental death status, and guardians.  Data on guardians will also be available from village enumerations.  These patterns are likely to vary greatly, even within small areas, and villagers, who are most intuitively sensitive to the demands created by these variables, can use them to inform the decisions of their village committees.

B. Situation of Care Givers in Zambia

1.  Care Givers and Guardianship in Zambia

Guardianship Arrangements for Zambian Orphans, 1996

Results of Three National Surveys




Percent of Orphans
Guardian 

McKerrow      Webb/Nkamba Serpell

                                                                                      Chikankata    Lusaka
Surviving Parent

50.2%
             45.5%

26%
          63%

Grandparents

27.3%
             28.3%

57%
          23%

Extended Family 

15.6%
             19.6%

14%
          10%

Elder Sibling

  5.0%
               5.6%

  3%
            4%

Unrelated
  
  1.9%
               1.0%

  0%
            0%

Orphan Placement Arrangements Preferred by Zambian Families

Immediate Family


31.2%

Extended Family


12.0%

Friends



  2.2%

Community


  7.9%

State



13.8%

Other



  4.3%

Don’t Know


28.7%

Unwilling to Separate Siblings
92.7%

Stay in Their Own House

63.1%

Within Their Community

24.7%

Source: McKerrow, 1996

Recent Zambia small area survey data shows that nearly half of the guardians for paternal orphans are their mothers, while surviving fathers are unlikely to be caretakers (6.3% in one national survey, 4.3% in a second).  Almost all maternal orphans are cared for by other relatives.  Caretaker arrangements from two 1996 surveys, one national and one confined to Lusaka, are shown in the box above.  According to McKerrow, there were only 18 adoptions finalised in Zambia in 1996.

Over time, as more adults die, fewer children will have a surviving parent on whom they can depend.  In addition, grandparents will age and die, so more children will probably end up in the care of other extended family members, or decide to care for themselves.  For his national sample, McKerrow reports that most families expect to provide care for orphans within the immediate family.  However, a significant proportion expected State assistance or that the government would provide shelter (box at left).  While Zambian families would prefer to shelter the children within their own house or community, 48.9% of McKerrow’s respondents expected day to day care would be provided by an orphanage.  Presumably, some type of collective day care is implied.

Currently, a very small proportion of orphaned children are cared for in orphanages (residential facilities providing complete care for children), although crowding is reported at all official facilities and proliferation of informal orphanages is also reported.  Historically, orphanages were established to care for children whose mother had died, and only up to the age of 3, when the father or other extended family members were expected to care for them in the home.  During the second Republic, most orphanages were closed except the country’s largest, Kasisi in Lusaka.  This measure was taken to encourage extended family members to assume responsibility for care.  

Estimated Number of Zambian Orphans in Alternative Living Arrangements, 1996

Living Situation
 

Number of 

Percent of




Orphans

Total

Orphanages


5,000 - 9,000

.03 - .05%

Living/Working on the Street
70,000 - 150,000

4.20 - 6.7%

Individual Caretakers


    (Families, Neighbours)

1,547,000

95.77 -   93.25%

One respondent indicated that there are 15 officially recognised orphanages in Lusaka, but at least 15 others which are ad hoc and unlicensed.  It is not known if these are true residential orphanages or day centres.  Care is also provided in child care centres or day centres by several NGO groups, and these are sometimes referred to as orphanages or children’s homes.  One of the founders of Kwasha Makwenu indicated that their day centre cares for nearly 400 children.   It was not possible to verify these numbers during this consultancy, but official capacity should be known by the Social Welfare Department of the Ministry of Community Development and Social Services.  

Although exact numbers are not known, a current capacity in official facilities cannot exceed 9,000 children (30 facilities multiplied by 300 children per facility) and is probably closer to 5,000.  Capacity in child care centres probably ranges between 3,000 and 5,000.  While these numbers need verification, it is obvious that capacity would meet the need of only .05% of HIV negative children who are currently orphaned in the country.   It is possible to estimate the number of orphans who are in alternative living arrangements using this data, although there may be some overlapping in the categories because some street children are living with relatives but working in the streets and are not orphans, and many children in residential orphanages are HIV+ and are not included in the Census Bureau total of 1.656 million orphans in Zambia.  Despite these limitations, these estimates give a clear picture of where the current burden of care is being born:

2.  Poverty in Zambia

Official estimates place the proportion of households in poverty at 60 to 70%.  The 1996 Zambian Living Conditions Monitoring Survey of the Central Statistics Office demonstrates that a large number of households in Zambia are living in extreme poverty.  For example, the proportion of households which reported food shortages in last 12 months was 54% overall, and was higher in female headed households and in rural households (at left). 

Proportion of Zambian Households Reporting Food Shortages in 1996

Type/Residence

% With

% Reporting Starvation 

                              Food Shortages      for More than One Week

Male Headed

52%

    
67%

Female Headed

61%


75%

Urban


47%


63%

Rural


58%


59%

Total Zambia

54%


69%

According to the National Living Conditions Monitoring Survey, 69% of Zambian households are poor, and 53% of households are extremely poor.  Poverty is higher in female headed households, which were also more likely to report their living conditions had deteriorated in the last 12 months.  Poverty increases with age of household head, with those over 50 having the highest incidence, depth and severity of poverty, and with size of the household.  Poverty is more extensive in rural areas, where 83% of households are poor and 84% of households are extremely poor.  By contrast urban poverty is reported for 46% of households, 27% of which are classified as extremely poor.  Poverty is declining slightly in rural households and increasing slightly in urban settings.  The most common cause of poverty in rural areas was reported to be lack of agricultural inputs, while in rural settings it was lack of work.

3.  Rural Access

A total of 68% of the Zambian population age 12 and above is in the labour force.  Labour force participation for males and females 12-19 is highest in rural areas, and increases radically for all groups above age 19 except urban females.  Some 74% of the employed are in the informal sector.  The rural informal sector accounts for a larger proportion of the employed (84%) than the urban (48%) because the category includes subsistence farming.  Unemployment rates are high in urban areas, especially among youths age 12-24 (60 - 70%).

One-quarter of all persons interviewed in the 1996 Living Conditions Monitoring Survey reported an illness in the two weeks prior to the survey, 42% of whom sought treatment.  Of these three quarters sought help at a government institution.  Secondary rural and urban care seeking patterns differed slightly in that 13% of rural residents sought care from mission facilities, while 11% or urban residents sought care from industrial sources.   A small proportion of urban residents (8%) sought care from a private source, four times as many as in rural areas.  Traditional sources were four times as popular in rural areas (4%) as in urban.

For Zambia overall, approximately two-thirds of all school aged children are attending school.  Attendance rates are higher for males than females at the secondary school level, and gross attendance rates are higher in urban populations, especially after Grade 7.  Urban school attainment is higher than rural, which drops radically after primary school.

Easy access to primary school facilities (within 5 kilometres) is about equal in urban and rural areas, but access to secondary schools is much higher in urban areas.  A large proportion of rural residents (48%) are more than 5 kilometres from their nearest health facility, while no urban residents are more than 5 kilometres distant from health services.


An estimated 95% of all Zambian households are within 1 kilometre of their main source of water, but access for urban households is much greater. Rural residents are much more likely to use unprotected sources than urban, but less likely to treat or boil their drinking water.

A comparison of households and services between urban and rural areas shows that rural households are likely to be poorer, older, experience more food shortages, be female headed, have lower access to services and safe drinking water and sanitation.  Infant and child health status is poorer in rural areas, and school attendance lower.

Proportion of Households Using Various Coping Strategies, 1996

Strategy


Urban
Rural
Total
Food Strategies
  Reduction of Food Intake
52%
58%
56%

  Substituting Snacks for Meals
32%
58%
41%

  Eating Wild Food Only

  2%
14%
10%

  Obtaining Relief Food

  9%
  2%
  6%


Reductions of Expenses
   Other Household Purchases
46%
48%
47%

   Pulling Children Out of School
  4%
  4%
  4%

Doing Additional Work
   Piecework on Farms

  6%
30%
23%

   Other Piecework

16%
21%
21%

   Exchanging Work for Food
  4%
30%
22%

Sale of Assets


  9%
12%
11%

Borrowing
   Formal


 8%
  5%
6%

   Informal


32%
18%
23%

Charity
   Church


  3%
  4%
  4%

   NGO



  1%
  3%
  2%

Begging
   From Friends


31%
29%
30%

   On the Street


  0%
  1%
  1%

The majority (65%) of Zambians believe boys should be given priority in schooling , compared to 5% who say girls should have priority.  This bias is much stronger in rural areas (71% compared to 55%), and about equal between males and females, but diminishes with increased education.  Violence against women is condoned.  Some 31% of all Zambians believe a man is entitled to beat his wife.  This variable shows the same variation as beliefs about gender priorities in schooling.

4.  Household Coping Strategies

According to the 1996 Living Conditions Monitoring Survey, most Zambian households rely on other households for support, with about half giving and half getting support. Important coping strategies for households include borrowing, reduction of food intake, and begging from friends.  Reliance on charity assistance is very low.  Male headed households are more likely to give support than female headed households, and urban households more likely to give support than rural.

Households rely on the labour of children between 5 and 11 extensively for cleaning, food preparation, child care for siblings, gathering food and firewood, carrying water, and for farming tasks (Living Conditions Monitoring Survey, 1996).  Twice to three times the proportion of girls as boys are required to do household chores, with the exception of farming activities, gathering and chopping of firewood, tending livestock and hunting.  Few young children attend to the sick (6% of boys and 8% of girls), although rural children are twice as likely to help in this manner.

5.  Psychosocial Needs

Common Problems of Orphans and Their Families Found in Malawi, Uganda, Zambia Surveys and Studies

--Large Numbers of Orphans Per Family

--Increased Poverty

--Lower Nutritional Status in Fostering Households with Large Numbers of Children.

--Increased Labour Demands on Children

--Reduced Access to Education

--Harsh Treatment and Abuse from Step/Foster Parents

--Less Attention to Sickness in Orphans

--Segregation and Isolation of Orphans at Meal Times

--Loss of Property and Inheritance

--Forced Early Marriage of Female Orphans

--Higher Child Mortality

--Abandonment

--Lack of Love, Attention, Affection

--Grief for Parents, Separated Siblings

--Defilement of Female Orphans

In Malawi, the MOWYCS conducted a needs assessment of children and families affected by AIDS and a situation analyses of orphans in 1994.  These surveys were similar to surveys conducted in many countries at that time, and showed that orphans had similar basic needs as all poor children (food, clothing, shelter, education). They also showed that “property grabbing” was the norm in Malawi, that is, children whose fathers had died could expect the father’s relatives to strip them of all or most of their property and inheritance.  

Findings of more recent surveys in Malawi, conducted by Chancellor College’s Centre for Social Research and Department of Psychology in Zomba, in collaboration with Victoria University in British Columbia, Canada, the MOWYSC, UNICEF, SCF/US, and World Vision, and funded by the ISRC, were reported at the Best Practices Conference (February 10-13, 1998, Mangochi).   Four areas of Malawi were selected to represent cultural differences.  Researchers found that property grabbing was most typical of patrilineal ethnic groups in Malawi, and was not found in the country’s matrilineal groups.  

The Malawi survey team also investigated community responses and found that many families were stressed by the addition of foster children.  In many communities, family members were unwilling to absorb any additional children because of economic and psychological stress.  However, once the villagers met their needs for psychosocial counselling and support in the development of income generating projects and increased agricultural productivity, they reassumed their traditional responsibility of caring for orphaned children within the extended family.  

This research suggests that introduction of community and family support programs -- psychosocial, organisational and economic -- can determine how great a social problem Zambia will face in the coming years in managing the growing numbers of orphans in the country.  To date, the number of street children is relatively small compared to neighbouring countries, suggesting that families are coping.  

However, families will exhaust their capacity to absorb additional children with their current range of technologies and resources.  Accelerated introduction of support programmes through a variety of agencies may be the key to determining the long run success of family and community response in Zambia.  Through these programmes, the skills and productivity of the community can be expanded so that diminishing numbers of adults can support greater numbers of children, a finding with substantial development implications for the country.

Findings of the Chancellor College Study in Malawi

   -- The situation of orphaned children varied dramatically between matrilineal and patrilineal kinship groups. 

     --Communities were near breaking point and refusing to absorb additional children until they

      -- Received psychosocial counselling

      -- Were assisted in the development of income generating activities

C.  Progress Toward World Summit Goals: The Status of Children in Zambia
Many studies of HIV/AIDS in Sub-Saharan Africa have noted that increasing numbers of orphaned children and mother to child transmission of HIV may contribute to reductions in gains made in infant and child health in Africa over the last two decades.  Specific studies of the health of orphans have shown that these children are disadvantaged in terms of access to health care, immunisation, and nutrition, even after they reach the age of 5.  A longitudinal study in Kagera Region, Tanzania showed increased nutritional deficits in both orphans and non-orphans who were HIV negative because families were unable to successfully support larger families resulting from increased fostering and adoption.  

According to the NASTLP, the adverse effects of HIV/AIDS on child health is already being seen in increases in infant and child mortality rates.  Coupled with high rates of malnutrition and poverty, achievement of  world summit goals may be undermined in Zambia by 

the impact of HIV/AIDS.  


D.  Vertical Transmission and Orphan Programmes

The response of governments around the world to success of trials of AZT in Thailand in reducing mother to child transmission at birth has been immediate.  For the first time, it is possible for governments to act to prevent increases in infection rates among at least one vulnerable group. Unfortunately, the unanticipated rapidity with which results were reported has created a policy dilemma for governments at the same time that it has brought promised relief from an unrelenting pandemic.  Among the policy concerns are the possibility that successful prevention of some cases of transmission among infants will create a new, and extremely vulnerable, group of children who will become orphans once their mothers have succumbed to the AIDS, a process hastened by pregnancy.  The ethical implications are enormous, and are only overshadowed by the practical implications of providing sufficient care for these children until they become adults.  International organisations are still debating the challenge, and it is likely that in the short run, each country will have to review its own case without clear guidance from those sources.


Many governments, are struggling with the decision to allocate resources to AZT for pregnant women given indecision about results for children. Some of the implications have already been worked out and estimates established, but is likely that the number of children orphaned for this reason may be smaller than first assumed.  First, only 30 to 40% of the infants of HIV positive mothers seroconvert, or become positive themselves.  This means that the current orphan estimates already include 60 to 70% of these new-borns.  Secondly, AZT reduces transmission in 40 to 50% of pregnant women, so a considerable number of the infants born to HIV positive mothers will still become HIV positive.  While it is little comfort that orphan estimates account for many of the contingencies created by these new developments, policy decisions may be simplified slightly by these considerations.

E.  Conclusions

Conclusions concerning the situation of orphans and other vulnerable children in Zambia and their caretakers are as follows:

1.   Census Estimates.  The 2001 Zambia census can provide definitive data concerning the numbers of orphans, their locations, ages and sex.  Since it is the only reliable data on the issue, it is very important UNICEF advocate that the government include measures of parental death status in the census.  In addition, the Census will provide definitive data on adult mortality in Zambia, which will assist planners at all levels of government with estimates of need for services and demand for human resources in sectors such as health and social welfare.  It will also be helpful if preliminary census results are released as quickly as possible.  In Uganda, preliminary results by district were released within 6 months of completion.  They were labelled clearly as preliminary, and in the end turned out to be very close to the final official numbers.  For purposes of assessing overall need, such figures would be more than adequate, and finer geographical breakdowns can be used later.


2.  Enumerations.  While Census data is far superior data to any which can be generated by enumerations, enumerations serve more than one purpose and could be encouraged in areas where projects are starting or in areas where District Social Welfare staff are enthusiastic about organising local responses and building more insightful District Development plans.  It would be useful for the Ministries to collect the results of as many of these enumerations as they can to build a comparative data base.  In addition, while they are collected, discussions can be held to gather information on what methodologies are being used, how they are being updated, how they are being incorporated in District planning.  Active and concerned village development committees or village health committees might be encouraged to participate, and be assisted and trained in enumeration techniques.  Their cooperation in other countries has stimulated community based responses, and has formed the first step in galvanising community response.  

It is also important that enumerations be conducted on a sample basis only so that caretakers are not encouraged to believe that immediate assistance will be forthcoming from national sources as a result.  Enumerations can lead to unfortunate politicisation of responses and can also lead to considerable political controversy if a government is not fully prepared to respond.  This was the case, as noted above, with enumerations undertaken on a national scale in Uganda.

3.  Up to Date Situation Analyses.  Information on the situation of families and children affected by HIV/AIDS is relatively extensive in Zambia.  However, data on the availability of services to assist families or provide safety net for children under 7 is thin.  UNICEF’s decision to undertake an assessment of the situation in Zambia is timely, and will begin to fill the gap on data.  Studies suggest that the situation of these children and their guardians is worsening as their number increases which suggests that some simple and inexpensive monitoring systems would be appropriate.

4.  Community Data Collection.  Additionally, if the adaptive process of communities and their activities of support were tracked, important design and organisational data could be generated by the Districts and local committees useful for formulating their plans. This might be a useful way to involve District planning and social welfare personnel, non-governmental organisations, and village committees in gathering data in their areas.

5.  Periodic Updates.  When the numbers and status of orphaned and other vulnerable children are measured only once in a decade, it becomes impossible to know if their needs are being met.  Periodic measurement might be useful approach to ensuring that precarious increases in vulnerability are not anticipated.  

6.  Demographic Health Survey.   As mentioned above, this data set might contain household information useful to the orphan issue.


7.  Poverty and the Implications for Orphan Care.  Official poverty studies in Zambia indicate that female headed households – likely to be providing a larger proportion of orphan care -- are poorer than male headed households.  These households are more likely to suffer poor nutrition and health. 

            8.  Targeting Assistance.   Zambia has in place many useful tools with potential for targeting assistance to needy families and children, and to poor households generally.  These include the Public Welfare Assistance Program if deficiencies in implementation are corrected, the home health care programmes for the chronically ill, community based schools, and health clinics. With the basic framework in place, however, demand for benefits is likely to increase, and administrators need to be better equipped with budgeting and programming tools.  In addition, human resource needs will increase in the health sector and the social welfare sector if these needs are to be met in a timely fashion.

III.  Status of Response


Proportion of Households Which Experienced at Least One Death

During the Prior 12 Months
                                Proportion 
Number 

                                            Surveyed

All Zambia
8%

1,552,000

Urban

7%

1,062,000

Rural

9%

   491,000

Source: Zambian Living Conditions Monitoring Survey, 1996

A.  Response at Family and Household Level

About one in 10 Zambian households had experienced at least one death during the 12 months preceding the Zambian National Living Conditions Survey in 1996, slightly more rural than urban households.  Of these, 54% were among children under 5.  However, a significant proportion, 18% were of persons age 25 to 44.  Rural areas experienced more deaths in younger age groups and in those over 65, while urban areas experienced more deaths in ages group 25 to 64.

Sources of Support for Families Caring for Orphaned Children

Zambia, 1996

Source


% of Households

                              Receiving Support

Family


      47.4%

Friends, Neighbours
      12.3%

Community

         3.4%

Church


         8.8%

State


         2.2%

Other


       14.9%

None


       11.0%

Source: McKerrow, 1996

The proportion of households caring for a chronically ill person was estimated at 6.5% in 1995 by a national survey (Sichone et al, 1995), which also showed that most patients and caregivers preferred home care to hospital care.  In a nation where hospitals overburdened with AIDS-related cases, this finding is very positive.   Unfortunately,  access to outside sources of assistance was low and patients and caregivers were dissatisfied with the quality of care being provided at home.

The situation for families caring for orphaned children is similar.  It is estimated that only 14% of families caring for orphans receive assistance from a formal community, NGO, or government programme.  The majority of orphans are cared for within families, and the majority of Zambians preferred to take care of orphans within the family, but were afraid because of economic limitations that they would not be able to (Webb, 1996).  Access to a variety of sources of support, most of it from family members, neighbours, friends and other community members, is reported by families caring for orphaned children.  

While almost half of all families receive support from family members, many families use the opportunity of an illness or death to take advantage of their relatives.  Many individuals interviewed by the consultants reported that “property grabbing”, when in-laws remove all or some of a widow’s property following the death of a spouse, as a common practice.   Widows’ legal rights to inheritance are often violated, they are left impoverished but with the responsibility of caring for their children.  YWCA has a Legal Aid Initiative whose director reported that most women are unaware of their legal rights, and also stated that a majority of Lusaka judges who review such cases are unfamiliar with estate law.

Problems faced by care givers providing support to terminally ill patients are simple:  lack of food, water, clothing, and drugs. Similarly, in a recent appraisal by Project Concern International, care takers of orphans reported that their top needs were basic (food, clothing, shelter, money).  However, access to education was reported to be the second most difficult problem faced by these care takers.

Problems Experienced and Sources of  Support for Immediate Care Givers of Terminally Ill Patients

Zambia, 1995

Problem/Source

  % 
Problem
   Food


  71%

   Water


  28%

   Clothing

    8%

   Drugs


    9%

   Financial Problems
  22%

   No Problems

    9%

Sources of Support
   Relatives

   48%

   Friends

   34%

   Churches

   21%

   Home Based Care 
     0%

Preference for Home Care
   Patients

   77%

   Immediate Care Givers
   71%

Home Care Patients 

Reporting Inadequate

Care


   73%

% Heard of Home Based

    Care Programme
  16%

Ever Been Visited 
    4%

Trends to nuclearization of family responsibility in both urban and rural settings were reported by informants, who said that new, surrogate or informal “extended families” (with neighbours and friends) are being formed by families to replace assistance from the extended family.

Types of Informal Support Provided to Zambian Families Caring for Orphans

% of Households 
% of Households

Type of Assistance
Provided Support
Willing to 

                                                                           Provide Support

Advice


35.6%


51.7%



Labour


11.0%


36.7%

Material

18.7%


35.6%

Child Care

16.4%


43.9%

Personal Needs

16.3%


27.9%

None


  2.1%


 8.0%

Source: McKerrow, 1996

A wide variety of informal support was available to families who are able to access support from their families, neighbours and friends.  It varied between the four communities included in the study, largely due to differences in their economic circumstances, so persons planning support services need to review the full report (McKerrow, 1996).  For the four communities as a whole, one third of households providing support gave advice, and well over half of the households included in the study were ready to provide this support.  While only 11% contributed labour, over one third of households were ready to help in this way.  Close to 20% provided material support, and over a third were prepared to do so.   Almost half were ready to assist with child care although only 16% were actually doing so.  Slightly more than a quarter said they were willing to provide personal care, with only 16% actually doing so.  Only 8% of households said they did not want to provide support, while only 2% were actually providing no support at all.

While national survey data is available supporting these trends, information on special purpose communities (commercial farms, mining communities, large employers, the military) is not separated in the reporting.   However, other sources of data indicate that support systems are developing and can be stimulated in these settings (Mano, 1996).  A recent NASTLP meeting with the Zambian National Federation of Employers found that employers are willing to provide resources both for AIDS prevention and impact mitigation programs, but would welcome technical direction in their establishment (Government of Zambia, NASTLP, 1996).  Finally, Project Concern International (PCI) reports that the military currently has no formal support programs, but has expressed interest in starting them.

In the National Living Conditions Monitoring Survey, a number of households reported moving household members to other families as a coping strategy for economic problems.  Unfortunately, the study did not provide details on the ages of members who were transferred.

B.  Community Response
NGO, CBO and governmental assistance programs for families and children affected by AIDS are probably more numerous in Zambia than in any neighbouring country.  Although their coverage seems to be low (see above), most are highly localised and somewhat informal in their operations.  

A 1994 study of home based care in Zambia reported that in 1992, there were 47 registered home based care programs in the country (Chela et al, 1994).  The study recommended that additional training be provided to health service providers and to families caring for terminally ill patients and community volunteers, and that community members be stimulated to start home care programs and establish linkages with health care facilities for support.  It also suggested that the drug distribution system in the country be strengthened so that home care givers could have increased access to medical supplies.

The Government of Zambia has formally endorsed a home care strategy and encouraged District Hospitals to work with Health Centres to establish formal hospital to home referral systems and to engage in case finding.  Some of these have expanded their mission to include orphan monitoring and support for families caring for orphaned children.  In 1986, the Church Medical Association of Zambia (CMAZ) adopted home based care in its strategy to mitigate the impact of AIDS on affected families.

Data collected by PCI during 1996 meetings in three districts and with the military reveals a strong community based response.  Data collected by the consultants in Lusaka during their study supplement PCI findings for Lusaka, where PCI is now initiating co-ordinating activities. 

IDS Service Organisations in Three Districts of Zambia

District                    Organisations 

Number Supporting PLWHAs, Families and Orphans

Kitwe


8

4  Central Hospital, 18 Health Centres,  Society for Women and                                                              
AIDS in Zambia (SWAAZ)

Ndola


20

4  Central Hospital, 12 Health Centres, Ndola Catholic Diocese (4                                                           
areas), Child Adoption Society of Zambia (CASZ)

Livingstone

21 

3   Central Hospital, Health Centres Coordinated by Sepo, 






Catolic Diocese, World Vision

Lusaka

Total Unknown

Total Unknown;  Central Hospital, Health Centres, SWAAZ in 4                                             
areas, CINDI, SKI, YWCA, Tasinta, CASZ, Fatima Home                                                       Based Care, Kasisi and other orphanages,  Catholic                                                                   Diocese, other churches, CARE; CHIN coordinates the                                                             work of 51 organisations in Lusaka and the Copperbelt

Monze

Total Unknown

Total Unknown;  Central Hospital, Health Centres

Chikankata
Unknown

Total Unknown; Central Hospital, Health Centres in Chikankata

Nchelenge
Unknown

No formal home care or orphan support  programs identified 

Sources: Chela et al, PCI, consultants’ data collection

Observations About Community Response in Zambia

Positive Indications of Support

-- Active and Expanding Church Based Activities

--Private Sector Interest 
--Functioning Public Assistance Committees

-- Strong NGO Responses 

-- Training by the Social Service Department for PWAS Targeting

-- Variation in Settings Has Yet to be Explored

--Provision of Minor Support May Encourage and Sustain Community Responses

Constraints on Community Support
--  Government Support Non-Existent

-- Poverty and Unemployment Among Care Takers

--Links with IGA Assistance Need Strengthening

-- Drought, Difficulty in Farming

--Availability of Education Services

--Availability of  Counselling and Advice
UNICEF will be working with government, UN agencies, donors, NGOs and CBOs, DHMTs, PWAT committees, and others later this year to conduct formal inventories of AIDS Service Organisations in Zambia.  This will enable them to identify the small, community based, volunteer organisations which could not be identified for their initial planning meetings, which may be proliferating in urban areas.  

Community willingness to absorb and care for orphaned children in Zambia is unquestioned by most sources.  However, significant constraints on the community’s altruism and self-reliance exist:

1. Government safety nets extend to only a tiny proportion of the needy, making their use as interim measures impractical;

2. High levels of poverty and unemployment are already challenging coping mechanisms;

3. Programmes of assistance are not linked to income generation;

4. Drought may be a more frequent occurrence, and many households reported that they couldn’t afford agricultural inputs needed to increase productivity;

5. Schools in many rural areas are not accessible, and where they are, many families cannot afford fees, uniforms, and other expenses.  Although community schools are being formed to meet the need for education, more are needed;

6. Many communities need counselling and assistance in shaping their energy into useful support mechanisms.

On the other hand, other findings of this assessment, although limited, suggest that community commitment is extremely strong in Zambia:

1. Churches are harnessing local, voluntary support for persons affected by HIV/AIDS.  This support includes assistance with care to the ill and dying, and provision for protection of the property of widows and orphans;

2. Village public assistance committees are functional in some areas, and have undertaken projects for self improvement;

3. In areas with community schools, community members have joined together to build structures and organise and maintain community organisations;

4. NGO success has been strong in areas serviced by these organisations;

5. Private sector support for prevention and care programmes has been demonstrated, although its extent could not be determined in this assessment;

6. The Social Services Department will undertake training for community public welfare assistance committees to improve identification and targeting of the welfare scheme;

7. Settings and context may condition community responsiveness.  Households in urban settings may be less likely to respond than those in peri-urban or rural settings.  Variation in response is unknown and studies to determine variability have not been conceptualised.

      If community support is limited, it can be harnessed in other ways.  For example, the education, health care and social welfare systems will need to be expanded considerably over the coming decades.  While it may be impractical to expect that volunteer programmes can be successfully substituted for paid services, given high levels of poverty and unemployment in Zambia, the need for additional personnel could be met by developing lower levels of less skilled but paid personnel in the health and social  welfare sectors.  This could respond to the need for employment and the need for care, and should be considered as an alternative to less than full scale expansion of the Public Welfare Assistance Scheme coupled with mediocre volunteer response.

As noted in the previous section, the Chancellor College research in Malawi found that communities were approaching “burn out”, where the size of the orphan population had grown so large that it was difficult to absorb additional children without changes in community organisation.  The research also demonstrated that community capacity to absorb children could be expanded and sustained through introduction of two key elements, psychosocial counselling, and technical assistance to encourage community organisation and continued innovation.  Zambia could make both available through social welfare, health, and community development channels.

C.  Government Response

Zambia has been a pioneer in developing multisectoral government responses to the AIDS epidemic, and many Ministries in Zambia have been increasing their capacity to include HIV/AIDS-related issues in their planning, including Health, Finance and Planning, and Agriculture.  UNAIDS has scheduled planning exercises in all relevant Ministries over the coming months as part of the development of the 1999 0 2003 strategic plan, and is working with a number of Ministries on pilot projects to strengthen responses.   

The issue of orphans is recognised as needing multisectoral policy attention in Zambia because many sectors provide assistance of one type or another to children, including health, education, sports, youth and child development, community development and social services, and nutrition.  The Ministry of Health also remains involved in the issue of orphan care through the NASTLP in several ways:

1.  By maintaining official orphan estimates.  These are more easily generated by the NACP because they maintain surveillance data on which the estimates are based;

2.  Orphan care is included in the NASTLP’s overall co-ordination role;

3.  Orphan care is often an extension of home based care programmes, being developed with Ministry of Health assistance in many areas.

The overlap in lines of authority and responsibility lead to some diffusion of activity, typical of countries in Zambia’s stage of response.  A national co-ordinating mechanism to better strategize government and private sector (church, NGO, CBO, commercial firms) response may strengthen responses and improve coverage.

D.  Policy Development

While the Ministry of Community Development and Social Services is responsible for implementation of programmes for vulnerable children and adults through social welfare and implementation of the Public Welfare Assistance Scheme, responsibility for policy development seems to be lodged in the Ministry of Sport, Youth and Culture.  Zambia does not have a specific National Orphan Policy as is found in Malawi, nor does it have a single, consolidated Children Statute, such as that found in Uganda.   

However, efforts are underway in the Ministry of Sports, Youth and Child Development to review, revise and consolidate key laws and regulations to ensure that they provide adequate support to families interested in providing foster care.  Among the legal provisions relevant to child care and well being are the:

1. Juvenile Act, which includes child maintenance, protection and care, control of children’s home and placements;

2. Adoption Act;

3. Affiliation and Maintenance Order Act, providing for provision of support to children from their biological fathers;

4. Inheritance Act, to protect the property of dependants;

5. Public Welfare Assistance Scheme, providing direct aid to women and children, the elderly, handicapped and chronically ill, including direct payments, rents, food, school fees, medical costs.  The scheme is administered through local committees, but provision of assistance is drastically limited by the size of the fund;

In addition, Zambia ratified the Convention on the Rights of the Child, and has adopted a National Plan of Action for Children.  When legal review is undertaken to modernise and consolidate laws,  the current and pending situation of families reconfiguring in response to increased AIDS mortality will be considered.  For example, access of minors and child headed households to public welfare assistance needs consideration.  In addition, it may be useful to look at whether laws and policies in related sectors (health, education, taxation, and NGO functioning) are promoting or inhibiting access  and child protection.

Elements of Malawi’s Orphan Care Policy

1.  Community based approaches to orphan care are primary.  The government will co-ordinate service providers to support and enable communities

2.  Formal foster care will be expanded as the second source of care.

3.  Institutional care is the last resort, although temporary care may be needed for children awaiting placement.

4.  Hospitals should record next of kin so relatives can be traced if children are abandoned.

5.  Birth and death registration should be revitalised to monitor orphans

6.  Government will protect the property rights of orphans, and these should be widely publicised.

7.  Self help groups should be developed to assist families with counselling and other needs.

8.  NGOs are encouraged to set up systems of community based care in consultation with the government.

9.  The needs of all orphans should be included regardless of cause of death, religion or gender.
10.  The National Task Force will continuously plan, monitor and revise programmes and policies

11.  Government will solicit donor support for resources for capacity building.

12.  The Ministry of Women, Youth and Community Services is the lead government body on these issues.
Data from situation analyses and small surveys in Zambia may provide sufficient fuel to suggest more comprehensive review of policy and provision of care and protection.  Several countries in the region have consolidated policy review for child protection in response to the AIDS epidemic (Malawi and Uganda), and several others have acknowledged the need for such reviews (Botswana, South Africa and Zimbabwe).

Malawi was the first country in the region to create a National Task Force on Orphans (NOTF).  The body was established in 1991 within the Ministry of Women, Youth and Community Services, and includes national and district government representatives from the MOWYCS; the Ministry of Health through the NACP; key NGOs and Community Based Organisations (CBOs); major religious bodies; and representatives of key UN agencies.  Members of the National Task Force, in consultation with advisors from the Ugandan government and NGOs, developed “Policy Guidelines for the Care of Orphans in Malawi and Co-ordination of Assistance for Orphans” in 1992.  

Malawi was a pioneer in this regard; few if any other countries have specific orphan programme and co-ordination guidelines, although many are beginning to see the importance of such a policy instrument.  The Malawi guidelines are simple and brief, and are often used by the government as programme development guidance for groups interested in developing orphan care programs.  In addition, organisations which are not so familiar with the intricacies of orphan programming can understand and follow the principles they put forward.

Malawi’s NOTF is committed to continuing review and update of these policy guidelines along with co-ordinated legal review.  It develops joint training programmes, has undertaken joint situation analyses, co-ordinates programme implementation by government and member organisations, is completing a national service inventory, and conducting joint strategic planning to ensure national coverage of the response. The MOWYCS, through the NOTF, is also responsible for administration and review of Acts of Parliament designed to protect the welfare of children, including the Adoption Act, the Children and Young Persons Act, the Affiliation Act, the Maintenance of Married Women Act, and the Wills and Inheritance Act.  In addition, it monitors foster care and adoption services, residential institutions for children, and administration of short term assistance and relief.  

E.  Planning Considerations

National co-ordinating groups in other countries function to:

1.  Continuously monitor and assess the status of orphans;

2.  Strengthen capacity in government and NGOs to support community based care                programmes;

3.  Strengthen family and community capacity;

4.  Support appropriate, low cost solutions;

Key Planning Considerations for a National Orphan Assistance Strategy

Characteristics of Problem
Programme Response
20 or 30 Year Life

 Long Term

Large Numbers of Children
 Large Scale

Community Based

Systematised

Infrastructure

Integrated

Low Cost

Sustainable

Extreme Vulnerability

Protection and Care

    of Children

Number of Orphans Predictable
Plan Programme Scale

   Is Predictable Over Time
 and Inputs Over 



  

Time   

Orphan Needs by Age Group
Predictable Programme 

   Are Predictable

  
 Design

Project Impact is Measurable
Determine Success and

   Adjust Programming

5.  Increase co-ordination among implementing agencies and donors;

6.  Encourage community participation and support;

7.  Mobilise donor resources and make their administration more flexible;

8.  Monitor and evaluate implementation of a national strategy.


In the planning process, certain key facts about the orphan situation, listed in the box on the preceding page, should be considered. Most importantly, the strategic orientation of any programme should emphasise development, not charity.  This will only be possible if sufficient assistance is available to communities before they reach a stage of exhaustion and burn out.

In the short term, a national orphan programme requires investment in a planning and monitoring system, which will be maintained to co-ordinate and guide programme implementation. In the long term, implementing agencies should integrate family and community support programmes into health, education, agriculture, water and sanitation sectors, the key sectors determining Zambia’s progress in meeting the World Summit goals.

F.  Planning Data

Several vital pieces of information are as yet unavailable in Zambia which are essential for strategic, long term, needs based planning:

1.  Orphan Prevalence. First, reliable demographic data from the National Census concerning the extent and prevalence of orphans by geographic area will be essential. 

National Service Delivery Networks in Zambia

-- Government networks:   District Health Management Teams, PWAS, Agriculture

--Government Hospitals and Health Clinics

--Primary and Secondary Schools

--Zambia Community Based Schools Network

--Religious Organisations

--NGO Networks

--Business Groups and Service Organisations
2.  Coverage of Responses.   An inventory of programmes in Zambia which updates information on the extent of coverage of assistance programs provided to families and children affected by HIV/AIDS would be useful.   Planning at district level  could be encouraged.  Co-ordinated identification of resources might be a first step in bringing partners together and assessing local possibilities and constraints.   

G.  National Infrastructure and Networks
Zambia has several national infrastructures which may provide services and help to build community responses:

1.  Government networks in many sectors, including health, education, community development and social services, agriculture;

2.  Government hospitals and clinics, which provide temporary shelter for abandoned children, home care services, and outreach workers;

3. School systems, formal and community based, which provides skilled personnel and could be developed to create more conducive environments for needy and orphaned children.  Through independent initiatives, teachers and students are receiving sensitisation concerning the situation of orphans and vulnerable children.  In addition, Zambian student organisations are socialised to provide volunteer assistance to and greater compassion for, children in need and orphans.

4.  Religious organisations of all denominations, which are instrumental in mobilising community support and encouraging co-ordination in several areas of Zambia.   

4.  Non-Governmental Organisations (NGOs), organised through the Children in Need Network, a relatively new NGO association which is vitalising co-ordinated prevention and care activities, and developing needed capacity building resources;

5.  Business Groups and Service Organisations, such as the Zambian Commercial Farmers’ Union, and Rotary International, are active and mobilised in Zambia, linking with community and church based programmes to provide professional assistance and fund raising support.

H.  Programming Needs
Through conversations with actors at all levels of  Zambia’s orphan programme, the consultants have identified the following programming needs:

1.  Data.  As noted above, data is needed on the geographic distribution of orphans and coverage of responses in order to facilitate a needs based implementation approach.  Data is being gathered in both areas, and will be available within the next two years.  Data is also needed in three other areas:

Programming Needs in Zambia

1. Data
       - Number and Distribution of Children and Families 

               Affected by HIV/AIDS

       - Coverage of Existing Support Programmes

       - Needs of Children, Families and Communities in Urban            
and Rural Areas

       - Cost and Quality Data

       - Investment Data

2.  Long Term Estimates of Aggregate Programming 

     Needs
3.  Integration into Long Term Development Planning

4.  Training Needs
      - Training for Districts and Communities

      - Training for Social Welfare Officers

      - Training for Health Care Providers

      - Training for Primary and Secondary School Teachers

      - Sensitising Children

      - Training in Other Sectors

5.  Community Resource Access
6.  Volunteer Development

7.  Research Needs
     - Research Capacity

     - Models for Evaluating Community Response Over 

        Time

      - Models for Community Participation in Research

      - Urban/Peri-Urban/Rural Models

      - “Grand” or Second Generation Orphans

      - Child and Community Vulnerability Indicators

8.  Programme Planning, Monitoring, and Evaluation

9.  Articulation of a Private Sector Strategy

10. Estimate of Additional Resources Needed for 

      Expanded Programme Development
a.  Needs of Children, Families and Communities.  As the needs of children, families and communities evolve, new instruments will be needed to gather information on organisational needs and emerging issues.  These will require regular, periodic surveys of a nationally representative sample of communities and organisations. 

b.  Cost and Quality Data.  Costing data is unavailable from most organisations at the present, but would be useful to compare implementation approaches.  This could be coupled with the collection of data indicating the quality or effectiveness of support services provided to implementing communities.

c.  Investment Data.  Data is also unavailable which describes the contribution of various sectors to programme implementation.  It would be desirable to know the investments being made by government, donors, and communities are making to ensure the welfare of orphans and other vulnerable children.  Cash and in kind contributions need to be evaluated to fairly represent the balance of investments and to evaluate their sustainability. 

2.  Long Term Estimates of Aggregate Programme Needs.  National policy development would be facilitated by the development of a framework describing gross sectoral needs to meet the requirements of children for basic services.  These might be developed in five year increments corresponding to projections of orphan populations.  Data such as this would be useful in mobilising donor response and national policy making in areas other than social welfare.

3.  Integration into National Development Planning.  Implications of a variety of demographic events related to the AIDS epidemic have as yet to be integrated into national development planning in a number of sectors. U.S. Census Bureau estimates on a number of population factors indicate that:

a.  Zambia’s dependency ratios will change over time;

b.  The number of children will be much lower than currently projected;

c.  The aged population will be proportionately large and without the support of their children, at least for the coming decade; 

Each of these has implications for implementation of strategies in all sectors.  For example, the number of school facilities needed may be much lower than projected, and at the same time skilled labour and trained personnel in all sectors will be reduced in numbers, possibly as much as 50% in urban sectors.

4.  Training Needs.  A variety of training programmes are needed to build capacity, all of which will have to be updated and scheduled on a periodic basis as the epidemic and community response evolve:

a.  Training for Communities.  Psychosocial training and community organisation are two high priorities, and other needs will emerge as the epidemic progresses.

b. Training for Social Welfare Officers.  Training programmes for Social Welfare Officers will have to be updated periodically.

c. Training for Teachers.   Training programmes for primary and secondary school teachers can be continued and expanded to support community response, and can also be used to encourage organisation of students to assist vulnerable children in their midst.

d.  Training in Other Sectors.  With the encouragement of multisectoral planning and management of implementation, selected training opportunities might be useful to equip officers from other Ministries to participate more fully.

5.  Community Resource Access.  There may be a need for a systematic way to promote community access to resources in such areas as credit for income generating activities, agricultural technology, and skills in small business development.  This information will encourage sustainability and can be integrated into community development modules.

6.  Volunteer Development.  Implementation organisations employ a variety of volunteers.  It may be easier to sustain their interest and commitment with training programmes which build their competency and endow them with semi-professional status, similar to that implemented by the CINDI project in South Africa.  This is likely to improve volunteer retention and increase the availability of semi-skilled personnel over the coming decades.

7.    Research Needs.  A variety of research needs can be identified:

a.  Research Capacity.  It may be desirable to cultivate a research capability within Zambia which can be called upon to undertake short term, operational research and produce quick, easy-to-understand reports for use by the National Orphan Task Force.  The Malawi Sharing from Strength Partnership model is excellent for linking researchers to communities and to technical assistance outside of the country.  Additionally, it may be necessary to orient developing academics to aspects of this problem and to encourage them to pursue the issue in their training.

b.  Models for Evaluating Community Response Over Time.  The impact of the AIDS epidemic on communities in Zambia over time has yet to be described or measured.  It will be important to track this development, especially in heavily affected areas.  

c.  Models for Community Participation in Research.  Participation of community members in design as well as data collection will encourage communities to satisfy their own research needs and improve long term sustainability.

d.  Urban/Rural/Farm Models of Care.  Implementation will vary by community type.  These variations might be systematised into urban, rural and farm models by such factors as population density, resource availability.  Approaches are being systematised in Zimbabwe along these lines so that implementation is facilitated by type.

e.  “Grand Orphans” or Second Generation Orphans.  Given the early age at which many women in Zambia begin childbearing, the birth of children to orphans may create considerable family and community stress.  Care taking patterns for these children could be researched.

f.  Child and Community Vulnerability Indices.  The development of indices or checklists of criteria to assist communities in assessing the vulnerability of their children.  It may be possible to develop indices with universal applicability across communities; however, these will vary considerably by such factors as population density, socio-economic status, and variable access to resources. It may be advisable to research the ways in which communities establish their own criteria for vulnerability and apply them given the community’s resources.  

8.  Programming Planning, Monitoring, and Evaluation
a.  Programme Planning.  Need for data for national programme planning has been described above.  Additional needs are likely for the development of planning and data collection tools for use by NGOs, CBOs, and religious organisations.

b.  Programme Monitoring.  The need for the systemisation of monitoring tools and for community participation in their development and use could be considered.  

c.  Programme Evaluation.  Consistent development of programme evaluation tools will be important.  A vital need in programme development is in indicator development, where there is little guidance.  Process indicators are needed in the early stages of programming to measure progress of programme implementation, functioning, and sustainability of community organisations.  Impact or outcome indicators, which measure the success of programmes by their ability to support family and community survival and maintenance of child well being and health are more useful in later stages of programme development.  These measures will be necessary to attract and maintain funding from donor and private sector agencies.  It might be useful to begin more serious investigation and development of these measures.  Their development is vital to guide programme design, implementation, and evaluation design.

9.  Articulation of a Private Sector Strategy.  In Zambia, the private sector has responded in an organised fashion to the AIDS pandemic through the provision of AIDS prevention, community based care, and support for orphans.  These programmes have been initiated by churches and by business organisations. UNICEF/ Zambia needs to consider working with these groups to develop a strategy which promotes involvement of the private sector.

IV.  Incorporation in UNICEF LUSAKA Programming (to be finalised by stephan)


A.  Current Staffing and Organisation, UNICEF LUSAKA


Programming for orphans is the responsibility of the Programme for Advocacy, Planning and Action for Women and Children.  The team will be augmented through the use of short term consultants to carry out additional activities to better define orphan programming in the Lusaka office.  

B.  Mainstreaming of Orphan Programmes 
UNICEF/ Zambia will identify activities which target orphans and families affected by HIV/AIDS in each of its projects, identifying funding and beneficiaries, and developing a preliminary cost effectiveness analysis.

C.  Programming Resources and Funding
The principle donors for the Advocacy Programme are xxxx, which have provided UNICEF/ Zambia with $xxx for implementation of the programme in 1998 . 

V.  Expanded Programming (to be finalised by Stephan)


Need for Programme Expansion
Since UNICEF/Zambia has just begun full scale implementation of its Advocacy, Planning and Action Programme, the need for programme expansion will be considered in the context of the development of  its 1999 work plan. 

VI.  Funding Development


Indigenous Sources of  Support for Orphan Programmes in Zambia

--Government of Zambia

--Communities

--Religious Organisations

--Commercial Private Sector

--Community Fund Raisers

--Small Contributors
A.  Indigenous Sources of Support
Indigenous sources of support for orphan programming may be available from several sources:

1.  Government of Zambia.  The Government of Zambia supports orphan programmes through the Ministry of Community Development and Social Services Public Welfare Assistance Scheme.  As noted in earlier sections of this report, implementation of this programme is hindered and the programme is thought to reach few of the beneficiaries it is intended to target. The Ministry will be training local committees to improve need identification, and this exercise could highlight the growing needs of families and children affected by AIDS.  PWAS might prove a viable rural safety net, however, as the number of orphans increases through 2010, the viability of such support should be examined.  The government also contributes to the welfare of children through health clinics and nutrition programmes.

2.  Communities Themselves.  Relative to their asset base, communities may well be encouraged to provide a large share of support for programmes in their areas through cash and in-kind contributions of material and labour.

3.  Religious Organisations and Hospitals.  Both groups are providing organisational skills, staff, and material resources to community based home care and orphan programmes.  This contribution might also be included in the analysis of resources available to the national programme.

4.  Commercial Private Sector.  As the participation of this sector in programming grows, a model for evaluating its contributions and payback can be developed.  This would not only provide better estimates of overall national investment, but would also be useful in attracting and sustaining participation by private sector organisations.

5.  Community Fund Raisers.  Community fund raisers can be conducted to raise small amounts of money for support.  Organisations might be encouraged to develop credit programmes to ensure sustainability of their support.

6.  Small Contributors.   Extended philanthropic efforts are also being cultivated, including sponsorship by the local branches of civic improvement organisations, such as Rotary. In addition, these organisations may be able to provide technical assistance to organisations and communities, as noted above.

B.  External Sources of Financing and Donor Interest
The consultants had the opportunity to discuss programme funding with USAID and NORAD representatives, who were interested in close collaboration on development of a national strategy for orphans.  Other donors include CIDA, and xxx.  Churches and business organisations are known to get small amounts of funding from their congregations in North America and Europe.

VII.  Support for Programme Development


A.   UNICEF Headquarters
As noted in Section I of this report, UNICEF Headquarters is providing technical assistance to country offices, helping to build or expand resource networks, and developing funding streams at the international level for expanding programme development.

B.  Existing Regional Networks
Zambia’s Child Protection Officer is a member of UNICEF/ ESAR’s Child Protection Network, which includes UNICEF programme and project officers from Eastern and Southern Africa who are working in the area of child protection. The Network has been active in all areas of child protection, and is expanding its treatment  of  issues related to orphans or children without parents or guardians. ESAR’s HIV/AIDS Network has been primarily focused on life skills education, adolescent sexual health and prevention. The Child Protection Network is organising a programme consultation in Nairobi at the end of September.

C.  Revolving, Subregional “Best Practices” Network
UNICEF/Zambia held a national consultation on vulnerable children July 15-17, 1998.  The majority of the participants were from organisations in Zambia at all levels of service delivery: district and village development volunteers, volunteers from small, community based organisations across the country, church related organisations, business groups and Ministries. 

VIII.  Best Practices



A. Best Practices

1.  Communities
-- Many communities have active development and health committees which could be used as a basis for expanded programming.

-- Preference for absorbing children in extended family and foster family settings is still strong.

-- Enthusiastic development of more than 150 community based schools in Zambia. signals community willingness to fill gaps in government service provision.

2.  Government
-- Strengthening of the Public Welfare Assistance Schemes through decentralisation and community participation

-- Review of policy and guidelines affecting children to be undertaken by the Ministry of Sports, Youth, and Child Development.

-- Organisation of a National Consultation on Children in Especially Difficult Circumstances in cooperation with UNICEF and NGOs. 

--Decentralisation of planning and decision making for health and welfare.

-- Multisectoral participation and co-ordination of AIDS activities.

--Provision of free/low cost health care to children.

--Eagerness to learn from the experience of one another and from other countries.

--Development of research on key national issues, such as poverty.

--Strong sentinel surveillance system.

3.  NGOs/CBOs
--Strong responses in many areas.

--Openness and collaboration.

--Development of a national co-ordinating body (CHIN).

4.  Donors
--Constructive support for the development of orphan care programmes in Zambia.

--Sensitivity to the problems created by demographic crisis in Zambia.

--Interest in developing community based programming.

5.  UNICEF
--Support for the national Children in Need Network (CHIN).

--Support to Chikankata and church based models in Ndola. 

--Support for national consultations, co-ordination, and strategic planning.

--Development of special orphan programmes while mainstreaming orphan concerns                        in other programmes.

--Debate on targeting programmes for orphans.

--Support for development of community based schools.

--Willingness to re-examine their programme design in response to socio-economic changes in Zambia.

--Enthusiasm in involving donors and government in planning co-ordination.

--Plans to develop monitoring and evaluation mechanisms.

B.  Lessons Learned
--Need for better data on the distribution of services and safety nets for vulnerable children.

--Need for improved collaboration between Ministries, donors, and NGOs.

IX.  Programming Recommendations


A.  Data and Research Needs
Recommendations for data and research needs are identified at the end of Sections II and III, and include the following:

1.  National orphan estimates will be updated most reliably in the upcoming Census, and preliminary results should be sought as soon as possible;

2.  Estimates of other categories of vulnerable children should be improved;

3.  An inventory of service providers and service populations should be completed as quickly as possible;

4.  By combining the estimates of orphans and inventory of services, a national needs based plan can be created to guide resource allocation;

5.  Occasional sample surveys on the needs of families and children affected by AIDS might be considered in collaboration with District planning exercises;

6.  Models of community coping strategies are needed to guide support strategies; 

7.  Guidelines to assist communities in accessing resources of other programmes, especially income generating projects, would be essential;

8.  Data describing community contributions and investments in programming would be useful in describing programming to donors and partners;

9.  Integration of research findings into training for service providers and volunteers should be pursued;

10.  In all cases, community participation in research and data gathering should be encouraged.

B.  Policy Development
Recommendations for policy development are identified at the end of Section III, and include the following:

1. Efforts by the Ministries of Health, Community Development and Social Services, Sports, Youth and Child Development to define a new agenda for policy development and continuously review its strategies need to be continued;

2.  These efforts might be expanded and co-ordinated with related Ministries, minimally, Health and Education, and Agriculture;

3.  National aggregate estimates of impact and needs based on national orphan estimates and service provision data would promote conceptualisation of a wider variety of responses;

4.  The Ministry of Education and the Ministry of Health could  promote Early Childhood Education and day care centres which serve a vital community care and child protection role for very young children;

5. Guidelines for vulnerability assessment may be useful in urban, rural and farming settings;

6.  Development of indicators of programme achievement and success should be a high priority;

7.  Development of models of cost and investment data describing the contribution of communities and sectors to programme implementation could be encouraged;

8.  Cooperation and participation of the private sector should be encouraged.  

C.  Capacity Building
Recommendations for developing community support networks are described in Section III, and include the following:

1.  Development of additional planning capacity at national levels would  help to visualise epidemic impact and strategies;

2.  District planning would be informed through cooperative development of estimates of vulnerable children and inventories of services provided;

3.  National policy development would be facilitated by the development of a framework describing gross sectoral needs to meet the requirements of children for basic services by the Ministry of Finance and Development Planning;


4.  Implications of a variety of demographic events related to the AIDS epidemic have as yet to be integrated into national development planning in a number of sectors;

5.  A variety of training programmes are needed to build capacity, all of which will have to be updated and scheduled on a periodic basis as the epidemic and community response evolve.  

6.  It may be easier to sustain volunteer interest and commitment with training programmes which build their competency and endow them with semi-professional status.

D. Research Capacity
A variety of research needs were identified at the end of Section III:

1.  It may be desirable to expand a research capability within Zambia which can be called upon to undertake short term, operational research and produce quick, easy-to-understand reports for use by concerned bodies;

2.  The impact of the AIDS epidemic on communities in Zambia over time has yet to be described or measured;

3.  Participation of community members in design as well as data collection will encourage communities to satisfy their own research needs and improve long term sustainability;

4.  Variations in community response might be systematised into urban, rural, and commercial farm sectors by such factors as population density, and resource availability;

5.  Given the early age at which many women in Zambia begin childbearing, the birth of children to orphans may create considerable family and community stress;

E.  Programme Planning, Monitoring, and Evaluation  

Recommendations for planning, monitoring and evaluation described at the end of Section III may be summarised as follows:

1.  Need for data for national programme planning has been described above.  Additional needs are likely for the development of planning and data collection tools for use by NGOs, CBOs, and religious organisations;

2. There is a need for the systemisation of monitoring tools and for community participation in their development and use;

3.  Evaluation schemes for programmes of assistance are few. Another vital need in programme development is for indicator development.
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Appendix 1:  Timetable of Zambia Site Visit


Wednesday 8 July 1998

08:15
Meeting with Peter McDermott, UNICEF Representative

08:30
Briefing by UNICEF and UNAIDS (Marashetty Seenappa, Clare Blenkinsop, Stephan Dahlgren, Oyvind Thiis, and representatives from all UNICEF Sections)

10:00
Meeting with Mr. Phiri Central Board of Health

11:30
Meeting with Dr. Boayue, Chair of the UN Theme Group on HIV/AIDS  
12:30
Meeting with Mr. Simpokolwe,  Permanent Secretary, Ministry of Sports, Youth,  and Child Development 
14:00
Meeting with Mr. Banda, Deputy Permanent S ecretary, Ministry of Community Development and Social Services
Thursday 9 July 1998

09:00
Meeting with Mr. Vincent Musowe, Head of Planning Section on Central Board of Health

10:45
Meeting with CHIN including Mr. John Musanje

11:30
Visit to Kwasha Mukwenu 

14:00
Meeting with Mr. Paul Zeitz, USAID 

16:00
Meeting with Ms. Robbie Siamwiza, USAID/ PCI
Friday 10 July 1998

08:00
ZOCS, Ngombe Community School

10:00
Briefing/Debriefing by HQ Team at UNICEF 

Attendance: Donors (USAID, SIDA, Netherlands Embassy, NORAD, DFID, UN-agencies (UN Theme Group, UNAIDS, Central Board of Health, Ministry of Health) 

14:00
Debriefing with UINCEF Staff

Monday 13 July 1998

6:65
Departure to Visit offices of the Chinkankata Project.  Meeting with Mr. Simon Mutonyi.  
Programme Manager, the Salvation Army

Wenesday 15 July to Friday 17 July 1998

Partcipation to the National Consultation on children in Escpecially Difficult Circumstances in Zambia

Presentation of “Children on the Brink”

Appendix 2: Persons Interviewed, Meetings Attended, and Focus Group Discussions


	Name and Title
	Date, Length of Session
	Topics

	Meeting with Peter Mc Dermott 

Representative – UNICEF Lusaka
	8 July, 1998

30 mn
	Briefing on the objective of the mission and discussion on UNICEF overall strategy in dealing with children and families affected by AIDS.

	Meeting with UNICEF Luska Staff

UNAIDS (Oyvind Thiis)

 
	8 July, 1998

I hour
	- Structure of the country programme

- Acheivements of year 2000 goals

- Discussion regarding the diffirent programmes and how HIV/AIDS and orphans is being mainstreamed.

	National AIDS Control Programme

Lusaka - Zambia

Mr. Clement  MwaleProgramme Coordinator

Mr. Nicolas Mpiri

IEC Officer


	 8 July, 1998

1hour 30mn
	- Structure and functionning of the National AIDS Control Programme.

- The programme is composed of several units: Counselling, TB, Laboratory Services, and Blood Bank (it is not functionning for the moment because of lack of funding).

Activites: collaboration with WPF to supply NGOs, CBs, and churches with food so that they can support orphans. “Youth Corners” => peer education and counselling.  Reproductive health. The programme received funds from UNICEF to undertaken activites in 5 districts on: maternal screeening training, and training in syndromic management.

- Working with the disticts, the programme is currently undertaking a needs assessment within the communities. 

- The Programme has finished its first phase of strategic planning.  A meeting to formulate the second planning phase (1998-2003) is underway.  Relevant ministries, NGOs, and donnors will be involved.  The programme aims to:

a) Strengthen maternal creening and expand its coverage into 10 districts (funds will come from SIDA); b) complete guidelines and policy document on IEC and counselling; d) implement projects that target commercial sex workers; e) strenghthen treatement guidelines.

- Major strenghts: development of strong units, strong political support, and strong collaboration with NGOs, CBOs, traditional healers and chiefs, partnerships with private sector e.g. Barclays Bank, Shell, BP, and some mining companies.



	Dr. Buyoue

WHO Representative

Luska - Zambia
	8 July, 1998

1h 30mn
	- Restructuring of the WHO programme which is very much influenced by the health reform in Zambia.  

- The health reform in Zambia started in 1991 with the vision to repond more effectively to health problems.  The reform resulted to the following main activities: creation of the Central Board of Health, decentralization at the dsitrict level, and integration of vertical programmes. 

- In collaboration with government, WHO is currently exploring integrated mechanims to respond to the HIV/AIDS pandemic.  The team went to Uganda to look national responses. 

Collaboration between UNICEF and Who has been very good.



	Mr. B.M. Simpokolwe

Deputy Permanent Secretary

Ministry of Youth, Sports, and Child Development
	8 July, 1998

45mn
	- National Plans of Action.  It is being chaired by the minsitry.  All minsitres providing asssitance to children are part of the NPA.

- The minsitry is delaing with child advocay, development and policy. In this context activties such as the children Summit, the day of the African Child is organized by the ministry.

- Collaboration with the Ministry of Community Development and Social Services in the area of informal education (techinical and vocational training).

- A review of legal provisions affecting children is underway. The needs of orphans, physically and sexually abused chldren, and other vulerable children will be considered during.  Funds for this undertaking will come from the British Council.

- The ministry is also in the process of setting up a national Child Commission.

	Minsitry of Community Development and Social Services

Mr.  Banda

Permanent Secretary

Ms. Grace Muzyamba

Director of Social Services

Ms. M zyambo

Acting Assistant Secretary
	8 July, 1998

1h 30mn
	- Decentralisation of public welfare systems committes to the district levels.  Training in order to build up districts’ capacity is underway. 

- Redefinition of strategy to see how assitance can be chanelled so that it can lessen dependency syndrome.

Activities:

- Repatriation of as part of the social welfare sheme.

- Programme agianst manultrition.

- Micro-credit as part of the poverty eradication programmes (UNDP).

- Provision of grants to NGOs, and instutions that take care of orphans.

55% of the population is extremely poor (had core poor), the ministry can only respond to the needs of 2% of the population.

- Studies to identify best approaches within communities to assist needy children are underway.  There is also a study to identlify areas where the youth can be assisted  in life skills (funding from USAID)

Establishement of drop-in centres targetting street children in Garden Compounds.

- Strenghening of community schools (collaboration with UNICEF).



	Children in Need Network (CHIN)

Mr. Louis Mwema

Mr. Vincent Musanje 
	9 July, 1998

1 hour
	- Research Study on Models of Care (MOC) for oprhaned children in four centres in the Cpperbelt and Southern Province (collaboation with UNICEF and the Salvation Army). 

- Skills training workshop on ‘how to mamage Community Based Orphan Care.  

- Evaluation of the (MOC) and documentation of expereinces and lessons learned.

- Strengthening and replication of the existing models of care, Rainbow Project”.  It has 4 components: community awareness, publicity, psychosocial counselling, and children’s basic needs.

Trainig of social workers by the government.



	Kwasha Mukwenu = “Help  your Friend”

Ms. Ngoma, Chairperson

Other members of 
	9 July, 1998

1 hour
	CBO that was created in 1991 by women to asssit orphans (20500 in the Matero district in Lusaka.

Objective of Kwasha Mukwenu: act as caregivers of orphans by proving meeting their basic needs, food, clothing, and education; protecting orpahns rights; training orphans in life skills and and vocational education.

Activities: inocme-generating activties (tailoring, tye-dye cloth making, baking, etc.)  feeding programmes for orphans education and health support, and vocaltion skills training.

Sources of Funding: membership contribution, income generating activties, NGOs such CHIN, the Mininistry of Community Development and Social Services. 

  

	USAID

Mr. Paul Zeiths
	9 July, 1998

1 hour
	- HIV/AIDs prevention => PCI

- Maping exercise to dtermine coverage of home-based care in Ndola.

- Development/expansion of partnerships with international community, NGOSs, CBOs, churches, private sector etc…

 - Designing of a Model of Care for scaling up.

- Mirco-finance access project in Kitwe and Livington is underway.  This will develop the economic capacity of caregivers.  (Training in community in business management)



	USAID/PCI

Robbie Siamwizi and Team
	9 July, 1998

1 hour
	- Policy study on people living with AIDS (PLA) in order to identify needs.  PLA conercn may be out into a framewrok in terms of access to health, education, shelter etc…

- Inventory of service providers.

	Zambia Open Community School (ZOCS)

Ng’ombe Community School, Lusaka
	9 July, 1998
	-Frist Zocs school started in 1992 in oder to provide edcuation to vuleneable children.  Today, 24 schools are running  (students: 1600 boys, 2311 girls, and 1172 oprhans).

- The Ng’ombe Open Community School began in 1994 with one class in a room in a private school which was given free of charge.

With the assistance of ZOCs, the Community School Committee is building a school.  The committee collects contribution from parents in order to help build the school.  It is composed of 10 members (all women).  They are assiting in building the shools by fetching water, breaking stones, and preparing building foundation.

	Mr. Simon Mutonyi

Programme Manager

The Chikankata Salvation Army

Mazabuka, Lusaka


	13 July, 1998
	History of the Chikankata Community Dased Orphan Support Project (CBOSP).  The project started in 1996.  UNICEF agreed with the Chikankata Salvation Army Hospital and the community to manage the growing problem of orphans through awareness raising, enumeration and registration of orphans, and income generating projects.  The goal was to integrate needy oprhans into a community support.  (Phase I) Identication of priorities by the community.

Formation of village committees (CHIN) and sub-committees. 

CHIN committes were trained in project management and proposal writing.

Project acheivements: Renovation of two schools in Ngangula and Nameembo, school fees exemtion (160 orphans were assisted), and health exemption for all registered orphans in their local clinics.

Phase II: UNICEF received 2 proposals from the CBOSP for the construction of hammermills in the 2 communities.  Concern were raised over UNICEF’s change of policy in supporting income- generating prrojects.  UNICEF and the Chikanta team agreed to conduct an evaluation to to determine best ways to proceed with phase II.  

	
	
	


Appendix 3: Essential Documents, Botswana Orphan Support Programmes


Planning Documents
Government of Zambia and United Nations System, 1996, Prospects for Sustainable Human Development in Zambia: More Choices for Our People.

Government of Zambia and UNICEF/Zambia, 1997, Master Plan of Operations and Programme Plans of Operations: For a Programme of Cooperation between the Government of the Republic of Zambia and UNICEF for the Children and Women of Zambia 1997-2001.

Government of Zambia and UNICEF/Zambia, 1996, UNICEF Annual Report.

Government of Zambia and UNICEF/Zambia, 1997, UNICEF Annual Report.
Planning Documents
Government of Zambia and the United Nations System in Zambia, 1996, Prospects for Sustainable Human Development in Zambia: More Choices for Our People, Lusaka.

Hunter, S. and J. Williamson, 1997, Children on the Brink: Strategies to Support Children Isolated by HIV/AIDs, Washington: USAID.

Webb, D., 1996, “The Socio-Economic Impact of HIV/AIDS in Zambia”, SafAIDS News, December 1996, Vol. 4, No. 4.

Webb, D., 1997, “The Sexual and Economic Politics of Reintegration: HIV/AIDS and the Question of Stability in Southern Africa”, in Simon, D., Ed., Reconfiguring the Region: South Africa and Southern Africa, London.

Webb, D., and G. Nkamba 1997, “Profile of Households Affected by Early Adult Mortality in Lusaka, Zambia”, Draft, Lusaka.

Policy Documents
Foster, S., No Date, “Cost and Burden of AIDS on the Zambian Health Care System: Policies to Mitigate the Impact on Health Services”, London.

Government of Zambia, National AIDS/STD/TB and Leprosy Programme, 1996, “Food Aid in Mitigating the Impact of HIV/AIDS in Zambia: Draft Proposal to the World Food Programme (WFP), Lusaka.

Government of Zambia, National AIDS/STD/TB and Leprosy, 1996, “HIV/AIDS in Zambia: A Policy Maker’s Perspective”, Lusaka.

Kalumba, Katele, 1997, Towards An Equity-Oriented Policy of Decentralisation in Health Systems Under Conditions of Turbulence: The Case of Zambia, Discussion Paper No. 6, Forum on Health Sector Reform, World Health Organisation, Geneva.

HIV/AIDS in Zambia

Central Board of Health, 1997, HIV/AIDS in Zambia: Background, Projections, Impact and Interventions, Ministry of Health.

Fylkesnes, K., H. Brunborg, and R. Msiska, 1994, “Zambia: The Current HIV/AIDS Situation -- and Future Demographic Impact”, GMZ Ministry of Health, Lusaka.

National AIDS/STD/TB and Leprosy Programme and UNICEF, 1996, HIV/AIDS Bibliography: An Annotated Review of Research on HIV/AIDS in Zambia.

UNAIDS, 1998, “UN Coordinated Response to the National HIV/AIDS Programme in Zambia: 1998-2000”.

The Situation of Children and Care Givers in Zambia

Central Statistical Office, 1996, Zambia: Demographic and Health Survey.

Central Statistical Office, 1997,  “Zambian Living Conditions Monitoring Survey, 1996”.

Central Statistics Office, 1997, Living Conditions Monitoring Survey Report, 1996, Lusaka.

Lungwangwa, G. and M. Macwan’gi, 1996, “Street Children in Zambia:  A Situation Analysis”, UNICEF.

Macwan’gi, M., M. Sichone, and P. Kamanga, 1996, Women and AIDS in Zambia: Situation Analysis and Options for HIV/AIDS Survival Assistance, NASTLP, Lusaka.
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Constraints and Weaknesses in Zambia’s Orphan Programming





Environmental Constraints


High Levels of Poverty 


Pervasive, Chronic Malnutrition


Declines in Child Health


Access to Educational Services  Needs to be Increased


(Primary, Secondary, Early Childhood)


Weakness/ Low Coverages of Public Safety Nets


       (High) Incidence of Child Abuse





Programming Weaknesses


Extent of NGO Program Coverage Unknown


Poor Coverage in Rural Areas


Resources for Protection of Children 0 – 7 Not Well Known


Ministry Capacity Needs Strengthening


Coordination for National Response Needs to be Built


Quality of Monitoring Systems Needs Review


Commercial Private Sector Involvement








Programming Strengths and Opportunities





Good Quality Data to Describe Overall Vulnerabilities


Committed Communities, Spirit of Altruism


NGOs/CBOs Increasing in Number


Churches Have Strong Sense of Responsibility and Programmes


Nascent National Coordinating Body


Interest and Commitment to Coordination and Strategy Development


Government Committed to Improving Programming Capacity


Law/Policy Review in Process


Public Welfare Assistance Committees as Rural Mechanism


Community School Movement Growing


Donor Support and Interest


Income Generation Support Available


Some NGOs with Mapping Experience


New National AIDS Plan Being Developed





Recommendations for Action





Expand Coordination with All Partners


Map Availability of Services


Review Protection Mechanisms for Very Young Children


Review Community Schools Programme and Its Potential as a Platform for Early Childhood Care


Build Monitoring and Evaluation Approaches


Grief Counseling


Programming Streams


Develop Child Rights and Protection Model





Estimates of Orphans by Type and Year for Zambia


Number of Orphans and Percent of Children Under 15





	Mother/Both 	       Father


Parents	Dead             Dead		    Total	     


	(Maternal/Double)     (Paternal)		     Orphans


Year	#	    %		#	%	     #	     %





1990	311,045       7.8%	      577,655	14.5%	   888,700       22.3%





1995	514,104	    11.6%       771,156	17.4%	 1,285260       29.0%





2000	745,492	    15.4%       911,157	18.9%	 1,656,649      34.3%





2005	968,786      18.9%      968,786	18.9%	 1,937,572      37.7%





2010	1,145,892   19.7%       937,548	17.4%	 2,083,440      38.6%





Source:  Children on the Brink








� EMBED MSGraph.Chart.8 \s ���





The Stress on Zambian Families





   “There will be a tremendous strain on social systems to cope with such a large number of orphans and provide them with needed care and supervision.  At the family level, there will be increased burden and stress for the extended family, which has the traditional responsibility to care for orphans.  This surge in the number of orphans comes at a time when the traditional roles of  the extended family have already been breaking down with urbanisation and prolonged economic pressures.


   “Many grandparents will be left to care for young children.  Other families are already headed by adolescents and the number of these households is increasing.  At the community and national level, there will be an increased burden on society to provide services for these children…Many orphans will never receive adequate health care and schooling, increasing the burden on society in future years.  The number of street children in urban areas will rise, and child labour will become more common as orphans look for ways to survive.





Ministry of Health, 1997








Summary of Stattistics on Children in Zambia





Infant Mortality Rate		108/1000


Child Mortality Rate		192/1000


Maternal Mortality Rate		649/100,00


Moderate Malnutrition		42%


Exclusvie Breatsfeeding, 6months	23%


Percent Under 2 Fully Vaccinated	78%


Gross Primary  School Attendance	69%


Access to Safe Water		82% urban				22% rural


Access to Safe Sanitation		98% urban				64 % rural


Percent given ORS/home solution	50%


	















































The Severity of the Epidemic in Zambia





   “In 1997, the estimated HIV adult prevalence rate for the entire country was 19.9 percent.  Prevalence rates are about twice as high in urban as in rural areas.  The overall rate is exceedingly high and shows that Zambia is undergoing one of the worst HIV/AIDS epidemics in the entire world.  It means that among those Zambians now over the age of 15, one out of five will probably die at a young age from this disease, mostly  over the next 3-10 years. This statistic does not even include those present adults who will become infected in coming years.  The picture is even worse if we consider the lifetime risk that a person will eventually die from AIDS. Were prevalence to continue at current levels, then 50 percent of all newborns would eventually die from AIDS.  Some would die in infancy, others in adulthood, but overall half would die from AIDS rather than from other causes.”





Ministry of Health, December, 1997








Impact on Child Survival





   “[Infant and child mortality rates in Zambia] seem to have either stagnated or declined only modestly for several years, instead of declining steadily as might have been expected.  This trends is largely due to the impact of AIDS on child survival.  





   “Beyond the direct impact of AIDS on infant and child mortality, children who have lost one or both parents to the epidemic are likely to be more susceptible to malnutrition and other childhood disease.  Consequently, child mortality is also likely to rise from non-AIDS cases with the rapid increase in the number of orphans.”





Ministry of Health, December, 1997





How the Epidemic is Distributed in Zambia





    “About 84% of AIDS cases are found among adults between the ages of 20 and 49…the most economically productive segment of the population.


    “About equal numbers of male and female cases have been reported.  This suggests a mature epidemic that has existed in Zambia for some time.”


    “The population based surveys actually show higher proportions of women infected in both urban and rural areas….Young women ages 15-19 are much more likely to be infected than young men in the same age group.”


   





Urban/Rural Differentials in Zambia





			Urban 	Rural


% of the Population	37%	63%


% < 18 Orphaned		15%	13%


% Extremely Poor	54%	87%


% Female Headed	19%	27% 


Average HHld Size	5.3	4.8


% w/Food Shortages	47%	58%


Infant Mortality		91.9	117.9


< 5 Mortality		173.3	204.5


% < 5 Stunted		43%	54%


% Fully Vaccinated	83%	75%


% w/Diarrhoea		 9%	14%


% w/Safe Water		82%	28%


% w/Safe Sanitation	98%	64%


<5 Clinic Attendance	49%	44%


% Girls 14+ in School	22%	32%
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