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ABSTRACT

This study attempts to explain how the living conditions of children in Semen Mazegaja
and Kolfe arcas of Addis Ababa are affected and how they cope with the situation. In the
process, it tries to identify factors affecting the coping of AIDS affected children with
their inflicted problems. Social capital and available care options are among the factors
identified. Our knowledge of these children, considering the effects of HIV/AIDS as well
as the strategies and factors (social capital, traditions of orphan care, external agency
based interventions, etc.) used to cope with their situation, enables us to understand their

needs and priorities as well as potential indigenous aspects that work for their wellbeing.

The findings of the ficldwork, in which different research methods were applied, reveal
that various and interrelated problems are inflicted upon AIDS affected children as the
result of HIV/AIDS. However, AIDS affected children of different age, gender, orphan
status, residence settings, household economic status, and family social network strength
enjoyed social capital unequally, and faced different problems with different severity.
These children employed different strategies, but not in all cases, to cope with their
problems, in which community resources, individual learnt experiences, economic
activities of the community, and the children’s social capital were the basis for the

various coping strategies respective to the strategies employed.

The other outcome of the study is that the local tradition of orphan care, particularly the
tradition of fostering orphans primarily within the extended family proved to be essential
in assisting AIDS orphans with their various needs. Although the impacts of HIV/AIDS
weakened the social capital of the communities under study both at the household and
community level, AIDS orphans from houscholds with strong social capital operating
through their relationships with extended kin, community members, and informal and

formal community organizations were able to receive care as well as pool resources.

Moreover, the investigation showed that external agency based interventions, although

their numerous limitations and difficulties were identified, were of assistance to AIDS

Vil



affected children they sclected. The intervention agencies the researcher identified
utilized the social capital of the community for they provided community based support,
in which AIDS orphans in houscholds with stronger social capital benefited more from
the services provided. In general, the findings fit with the conceptual framework upon

which the research is based.
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CHAPTER ONE

INTRODUCTION

The wrath of some human catastrophes is distinctly felt in the beginning: natural disasters
such as earthquakes, volcanoes, tsunamis, drought, and so on; technological disasters like
the nuclear meltdown in Ukraine; political disasters like the genocide in Rwanda;
biological disasters like the Ebola virus in Democratic Republic of Congo. But others
begin slowly and quietly, their full impact masked until they become too large and too

complex to be addressed as the case of HIV/AIDS.

The focus of the media has been on the instant impact of disasters rather than on that of
catastrophes with a slow impact. Public health officials’ concern has been on the
prevention of HIV transmission while researchers, physicians, and service organizations
focus on people who are ill and dying of HIV/AIDS. HIV/AIDS in relation to children
has been seen in the context of mother to child transmission and pediatrics, which is only

part of the problem they encounter.

The impact of HIV/AIDS on children is seen most dramatically in the wave of AIDS
orphans, currently to be 15 million as projected in 2003 for Africa (Stine, 2003: 373).
Ethiopia being one of the Sub-Saharan countries holds a major share of the orphan

problem.

The trend of HIV/AIDS orphaning is so high that the traditional protective network of the
extended family in Ethiopia, apparent in Addis Ababa, is reaching its saturation point.
The epidemic is also killing adults that are contributing to the wellbeing of children's
livelihood. Many teachers, health workers and other adults on whom children rely are
also dying. Moreover, because of the time lag between HIV infection and death from
AIDS, the crisis will worsen for at least the next decade. Keeping in mind the social
consequences of the orphan crisis, the problems the orphans themselves encounter ought

to be given priority.



The concept of orphan is a cultural construct, thus its definition varies across societies.
United Nations Programme on HIV/AIDS (UNAIDS) reports orphans as children who
have lost their mothers or both parents, and limits its estimates to children below age 15.
On the other hand, the United Nations Convention on the Rights of the Child defines
children as girls and boys below the age of 18, unless the age of adulthood is reached
under national law. For the purpose of this research, girls and boys under the age of 18

are referred as children and a child who has lost either or both parents is referred as an

orphan.

This study aims to investigate into the emotional, economic, and social effects of
HIV/AIDS on children. The study also aims to understand the opportunities and obstacles
children face in coping with their situation especially in view of the contributions and
weaknesses of currently available care options in caring for children affected by
HIV/AIDS in urban Ethiopia. The study aims further to look for successful experiences,
if possible, indicate solutions to the problems. Due to the time limited to the study,

samples will be limited to two areas, whereby the central and outskirts of Addis Ababa

will be used.



1.1. Statement of the Problem

The HIV/AIDS pandemic has disrupted and will progressively disrupt the demographic
structure of many societies leaving orphans among the most affected groups. Orphans
are often referred to the silent legacy of AIDS. Until 2002, 13.2 Million children in
Africa lost one or both parents due to the AIDS epidemic before the age of 15. Though
many AIDS orphans are deceased, many more are living with or without HIV/AIDS, of
which 95% currently live in Africa. MOH’s sixth Report indicates that, in 2005, there
were 744,088 AIDS orphans in Ethiopia, In 2003, 63.6% of AIDS orphans were
estimated to live in urban areas. It was estimated that in 2005 the biggest metropolis,
Addis Ababa, held 109,130 AIDS orphans. Making matters worse, it has been projected
that the number of children orphaned by AIDS will rise dramatically in the next ten to

twenty years. (UNAIDS, 2000: 27-8/ MOH, 2003/ MOH, 20006)

Orphans are not only affected indirectly by HIV/AIDS; some are also infected. To date
over 90% of all children, infected through mother to child transmission, live in Sub-
Sahara Africa. From 1995 through 2002, on average 600,000 children were born with
HIV infection annually, meaning about 1600 per day. Out of these, in 2002, 8§7% lived in
sub-Saharan Africa. Moreover, it has been estimated that 38% of the children in the
southern and eastern African countries could be orphaned because of parental HIV/AIDS
by the year 2010. (Stine, 2003: 374). Whether in real or relative terms, the proportion of

orphans in the overall population is more critical than plain numbers.

Orphans are part of all societies. The orphan phenomenon has been and will always be
experienced by all societies. In rich countries institutions are available that are capable to
take in orphans. In poorer countries, orphans are routinely taken in by their extended
families. The extended family in Ethiopia has been serving as traditional safety net for
orphans. Many argue that orphans growing up in countries disrupted by the epidemic are
more likely to cope if they can live in surroundings that are familiar, stable and as

nurturing as possible. The consensus in this regard is that orphans should be cared for in



family units through extended family networks, foster families, and adoption. At the very

least, siblings should not be separated. (Barnett and Whiteside, 2003: 196)

However, AIDS is generating orphans at such a high speed that the traditional coping
mechanisms seem to be collapsing. (Ibid) Many families and communities are already
impoverished and have difficulties to support themselves, let alone care for additional
children. A question often asked is, to what extent do non-kin take care of children when
the resources of the extended family are exhausted. Even if the extended family is
supported by the state, the community or other institutions, such support can only serve

as part of the solution in regards to the massive scale of the AIDS orphaning.

In response to the large numbers of orphans generated by AIDS, some calls are made,
demanding an increase in institutional care for orphans as an alternative solution.
However, in Ethiopia it was estimated that, in the year 2000, to keep a child in an
orphanage costs between US$ 300 and US$ 500 a year, over three times the national per

capita/ income per person (UNAIDS, 2000).

So far, authors such as Barnett and Whiteside (2003) have given much emphasis to social
break down, cultural collapse and other costs to wider society due to the prevalence of
HIV/AIDS and increasing orphans. Nevertheless, great concern has to be given to the
effects of HIV/AIDS on the wellbeing of children and those who are deprived of their
childhood. And, the fact that some of those HIV/AIDS orphans have lost their lives not
even living beyond early adulthood has to be given due consideration. Though some
have to face this tragic fact, orphans remain among the most affected and vulnerable

groups running greater risks of many kinds.

Poor households affected by AIDS become poorer when able and productive household
members are affected or die. The consequences of an adult death are manifested in the
changed life chances of the child, even though only 30% of children born to infected
mothers have will be infected in turn (Essex et al., 2002: 15). The time and energy a

mother can devote to her children, the conditions at home, her material resources, her



skills and knowledge determine a child’s passage from childhood to maturity socially,

physically, and emotionally.

Keeping in mind the various effects of HIV/AIDS, its impact of poor nutrition, poor care,
and poor or little schooling affect children in interrelation. Children from AIDS affected
housceholds tend to be poorer and less well nourished and have therefore a greater chance
of being stunted or wasted. Stunting has long-term effects. The ability of children to
benefit from education and to function socially and economically later in their lives will
be affected by their poor physical condition, their compromised immune system, and

defected mental functioning. (Barnett and Whiteside, 2003: 201-202)

When a child is taken into another household, the problems are worsened as the child is
not one of their own given the tradition of caring for orphaned children within the
extended family. Community based care appear to be the most cost efficient where
poverty prevails in HIV/AIDS stricken communities. However, where there is no
appropriate resource allocation the basic needs of children may not be effectively met.
Besides, children may be subject to abuse and ill-treatment where effective monitoring

mechanisms are not available. (Ibid: 208-209)

HIV/AIDS affected and infected children are struggling with the aforementioned
problems or other uninvestigated problems. Amidst such situation, the impact of
HIV/AIDS on the wider society and the wider future consequence of HIV/AIDS
orphaning are given more concern by authors and in earlier and some current efforts to
mitigate the prevalence of AIDS orphans. However, the direct and indirect problems of
children’s livelihood caused by HIV/AIDS has to be given priority and should be
researched further giving due consideration for children’s point of view in order to
improve the care options provided in order to avert the foreseen breakdown of family and
social structures they tend to seek refuge to. Thus, the research questions of this study
are:

e What happens to girls and boys who, due to HIV/AIDS, lose one or both

parents?



e How are their living conditions (school, social contacts, economy, health etc)
affected?

e How do they cope with the situation?

1.2. Objective of the Study

1.2.1. General Objective

The general objective of this study is to understand what happens to children in Addis
Ababa whose lives directly or indirectly are affected by HIV/AIDS and how they cope

with the situation.

1.2.2. Specific Objectives

e To explore the nature of psychological, physical, economic, cultural, and social
problems of children exerted by HIV/AIDS

e To investigate the impact of current care options and external interventions
provided to children affected by HIV/AIDS

e To identify relevant and successful coping mechanisms applied by children and

propose ways of inducing these mechanisms

1.3. Significance of the Study

Traditionally anthropological research has been conducted in rural settings. Nowadays
more anthropological studies are emerging in urban contexts. In Ethiopia, most
anthropological studies are still conducted in rural areas but my argument in this study is
that we should also use anthropological methods to study urban problems. Thus, in this
study I shall use anthropological methods to investigate the problems of HIV/AIDS
affected and infected children in Addis Ababa.

Researchers have given a special attention to the inevitable social structure following the

highly increasing numbers of AIDS orphans. While emphasis is given to the projection of



the saturating and collapsing social structure, and violence, the everyday problems of
these children are laid aside. This study, therefore, maintains in-depth understanding of
their problems in order to search for solutions, keeping in mind that it is one way of

preventing the chaos of the wider society.

Furthermore, the study will contribute its findings to existing researches. In addition to
understanding the level and nature of these children’s problems, in order to find
solutions, the gaps of existing care options will be identified, and relevant and helpful

coping mechanisms from the experience of the children themselves will be learnt.

1.4. Research Methods
The research basically employs qualitative research methods and assesses both primary
and sccondary sources. A quantitative research method was also applied to support
qualitative rescarch findings as backgrounds to the communities under study. The
ficldwork of the study took place between the beginning of February and the end of June.
In order to examine the issue, the following strategies of qualitative research methods
were applied in Kolfe and Semen Mazegaja areas in Addis Ababa, which were considered
for this study because of their high prevalence rates of HIV/AIDS as inferred from the
Sixth Report of MOH:
e Participant Observation

Participant observation was applied in the daily work of external care providers

maintaining possible invisibility. The difficulties, strength, and weakness of

existing care options were observed. In the process, the interactions between the

children and the care providers and the responses of the children will be observed

and the effect of these relationships in a constructive or harmful outcome was

analyzed. Participant observation of children in their homes and observation at

‘Woizero Kelemework’ and Meserete Idget Schools was made in ‘Semen

Mazegaja’ and ‘Kolfe’ areas respectively. It was possible to observe their daily

lives by tutoring them at their homes and through observations in the classrooms

and at the playgrounds of these schools.



e Interview
Detailed in-depth interviews were held with individuals from different groups;

- Orphans and vulnerable children of HIV/AIDS both on and off the streets were
interviewed

- Parents and guardians of orphans, related and unrelated to the orphans, were
interviewed

- Concerned government and non government officials were interviewed

- A chairperson of a Community Based Organization was interviewed

- Active community members were interviewed

_ School teachers from different schools of the sample area were interviewed

e Group Interview
Group interview was identified to be necessary in order to find out about the
support networks of children. It was held with orphans living with guardians. The
interview was conducted using cards on which the orphans state their responses.

e Focus Group Discussion
Focus group discussions were separately held with 5 to 8 boys and girls aged
seven to sixteen, mothers, and women guardians of orphans.

e Diaries
Twenty orphans in guardian households were made to record a diary of their daily
activities in detail for a month. In addition other twenty orphans in guardian
houscholds were made to record the types of food they eat at each meal with the
respective time of feeding for a month. These diaries were utilized in order to fill
in for the gap for settings of the children’s daily lives that were difficult to
observe.

e Case study
Case studies of children affected and infected by HIV/AIDS are included to

enrich the study and comprehend the modus operand.

The quantitative research method is applied via structured questionnaires in both ‘Semen

Mazegaja’ and ‘Kolfe’ areas. In ‘Kolfe’ area, Kolfe Keranio Sub-city Kebele 09 (the old



Woreda 24 Kebele 09), and in ‘Semen Mazegaja’ area, Arada Sub-city Kebele 08 (the old
Woreda 09 Kebele 11 & 12), were selected with purposive sampling. The following
assumptions were made to determine the minimum sample size required for the study: a
50% proportion, a 95% confidence interval and a + 5% deviation from the population,
which is considered as infinite population. 184 and 200 sample households are selected
from Kolfe Keranio Sub-city Keble 09 and Arada Sub-city Kebele 08 respectively.
Stratified systematic sampling method is used to identify the sample households. The
houscholds in each Kebele are stratified based on ownership of housing units; self owned,

Kebele owned, and owned by Agency for Rented Houses.

Based on the above sampling criteria, the data collection instrument used is a pre-tested
standardized questionnaire, and data collectors were assigned. The data collectors were
trained with basic survey methods prior to the data collection. Respondents were
informed about the purpose of the study and their consent was considered. Members of
houscholds knowledgeable about their respective houschold were selected to be

respondents.

Following the data collection, data editing and coding was carried out. Responses of the
structured questionnaire were given codes. The data were entered using Microsoft Excel
2003. In order to reduce data entry error, all data have been reentered and verified for
accuracy. Then, all required tables were generated using SPSS version 10 and 14. Finally,
analysis was made using appropriate statistical methods based on the generated tables and
results. Descriptive and analytical methods were employed in the presentation and

analysis of data.

In the process of understanding multiple conditions that work against or enable children
affected and infected by HIV/AIDS in overcoming problems inflicted on them by the
epidemic, selected demographic and economic variables of the selected households were
considered in the questionnaires, which would serve as background information that

support the qualitative findings of the fieldwork.



CHAPTER TWO
Literature Review

2.1 HIV/AIDS in Ethiopia

Ethiopia is identified as one of the countries to detect the HIV virus among the
population, in 1984, at the early stage of its discovery. However, HIV/AIDS surveillance
activities began five years after its detection in the country. Since then the HIV epidemic
has been steadily increasing in the country to an alarming prevalence. In 2000, Ethiopia
was among the highly affected countries, ranking with number of reported people living
with HIV in the world next to India and South Africa. The total number of people living
with HIV as estimated by (MOH, 2006) was 1.5 million in the year 2005. In 2003 it was
estimated that children aged below 15 years living with HIV/AIDS were 96,000, and the
adult HIV/AIDS prevalence for women was estimated to be 5% whereas it was 3.8% for
men. This prevalence is projected to be 5.7% and 4.4% for women and men respectively

by the year 2008.

Various social, cultural, and economic factors are stated to be responsible for the spread
of the virus. So far known risk factors, according (MOH, 2004), are sexually transmitted
infections, multiple sexual partners and harmful traditional practices, of which multiple
sexual intercourse is the most contributors for the transmission of the virus. And, mother
to child transmission contributes to the second highest number of new HIV infections to

heterosexual transmission each year. (MOH, 2004)

The prevalence of children born and infected with HIV/AIDS and children orphaned by
AIDS as well as the extent of the problems exerted upon them are related to the adult
HIV/AIDS prevalence. The adult HIV prevalence in the country is 4.4%. The prevalence
is far greater in urban areas than rural areas — 12.6 in urban and 2.6% in rural areas.
However, the highest prevalence rates are concentrated among the 15-24 age groups.
Within the 15-24 age groups, prevalence among females is three times greater than

among males, due to social and biological reasons.
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Far more children are orphaned by AIDS than infected to HIV. Though significant
numbers of children are infected, most are orphaned themselves. The cumulative number
of AIDS orphans aged 0-17 years in the country is estimated to be 744,100. Of this total
number of AIDS Orphans, 529,777 are maternal, 464,506 paternal, and 250,195 double
orphans. Furthermore, there are indications that the number of AIDS orphans in Ethiopia
would increase at an alarming rate. Accordingly, by the year 2010, the estimated number

of AIDS orphans will reach 43% of all orphans. (MOLSA, 2003/MOH, 2006)

The alarming spread of the epidemic is disrupting the country’s efforts in social and
cconomic development, for it is taking its toll on large segment of the population,
especially the potential age group for development both in rural and urban areas. In
2001, 16.8% of the adult and youth population was estimated to be infected by
HIV/AIDS. In 2005, it is estimated that there were 134,450 AIDS deaths (368 deaths per
day) in the country, of which 20,929 were children. Moreover, according to FHI (2002),
from 1986 up to 2000, the cumulative numbers of deaths of AIDS were estimated to be
1.2 million, and are projected to be 5.2 million by the year 2014. Out of the estimated 5.2
million AIDS deaths in the country, 554,000 will be in Addis Ababa. Furthermore,
around 17% of the adult population of the city is already infected, a rate of infection
higher than most parts of the country. This significant number of deaths projected and
adult infection rate estimated in the capital city reveals unfortunate social wellbeing

prediction for the crowdedly populated metropolitans. (MOH, 2002/ MOH, 2006)

However, according to UNAIDS press release (2004), the prevalence of HIV had
declined in 2003 from a peak of 24% in mid 1990’s to 11%. HIV prevalence in most
cases declines when increasing number of people living with HIV/AIDS die of it,
offsetting the prevalence rate as well as creating behavioral change among people
witnessing the consequences. In the case of Addis Ababa, the level of decrease in HIV
prevalence is not only as the result of the aforementioned cause, prevention efforts that

have been made have a stake in the decrease as well.

11



2.2. The Overall Impact of AIDS

A. Economic Impact

African Context

It may be felt obvious that HIV/AIDS affects the economy of a county at all levels;
individual, household, community, and macro level. However, how an assessment of an
economic impact is considered may provide answers to questions such as: what
percentage of its GNP should a government spend on combating AIDS?; and how should
governments and international donor agencies balance their efforts in combating AIDS
against other social investments such as infrastructure development, education and the
like? Amar et al. in Essex et al. (2002) considered static and dynamic effects of AIDS in
assessing its economic impact. Static assessments concentrate on the overall costs of
AIDS for an economy at a given time. Whereas, dynamic assessments concentrate on
significant changes of key economic variables in time paths — GNP, savings,
unemployment, food production, houschold formation, and so on. These considerations

are also useful for planning by enterprises, families, and communities.

The complex interaction between the various consequences of the costs and losses makes
quantifying the precise economic costs of the disease difficult. However, it is necessary
to assess the major losses and their interrelated consequences and assume the trends

resulting on the national economy.

The multi-sectoral impact of HIV/AIDS makes economic growth virtually impossible for
developing countries. A negative impact on agriculture, particularly for developing
countries, is directly related to the major share of their macro-economic performance as
well as the wellbeing at the household and individual level; Africa’s agricultural sector is
essential for the wellbeing of the countries as well as the continent for it accounts for
24% of the Gross Domestic Product, 40% of the foreign exchange, and 70% of the
employment. The agriculture sector suffers from the impact of HIV/AIDS as it hampers
the agricultural production activity, reducing the time spent on agriculture with its
prolonged illnesses and claiming the lives of agricultural workers. According to

UNAIDS/WHO (2003), AIDS will take its toll on more than 20% of the African
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agricultural workforce by the year 2020. Along with the deterioration of the economy of
most affected countries, AIDS affected households are likely to experience more the
suffering of severe poverty than non-affected households; income and production output
of affected households is reduced losing productive family members or caretakers for the
sick and additional expense being imposed on the houscholds for medical and other

services such as funerals. (UNAIDS/WHO, 2003)

The growth impact of AIDS, as measured by life expectancy at birth, in the absence of
feasible mitigating factors, half a century of advance in development may be expected to
be wiped out. AIDS significantly increases child mortality in countries with high
prevalence of the epidemic. Its impact on the increase of child mortality in countries with
high mortality rates in countries highly affected by the epidemic that have significantly
reduced child mortality resulting from other causes. This situation reflects the down
growth path, many countries especially sub-Sahara African countries, are imposed to

follow regarding human development. (Essex et al., 2002/ Philipos. 2002)

Ethiopian Context

Countries with high prevalence rates in Sub-Sahara Africa are experiencing a tremendous
macroeconomic impact as a result of HIV/AIDS. They are losing an average between 1%
and 2% of their annual economic growth. Preliminary result of a model developed in
2000 by UNAIDS on the macroeconomic impact of AIDS shows that the impact for
Ethiopia is slightly lower than the average for this region. It estimates the loss in GDP

growth per capita as a result of HIV/AIDS to be 0.6% by 2010 (UNAIDS/ECA, 2000)

HIV/AIDS is having a real economic impact at the household level. It is compromising
wealth of households with costs incurred on the household as the result of the epidemic
exceeding the household income. A 1993 study of 25 households found that the average
cost of treatment, funeral and mourning is several times the average income; the average
income was found to be 270-620 Birr compared to mean expenditures on treatment of
1930 Birr and on funeral of 327 Birr. This situation is exacerbated by the reduced time

spent on agricultural activities for more than 80% of the Ethiopian population. (Ibid)
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It was found out that, through a survey carried out in 1994, the mean numbers of hours
per week in agricultures per households was 33.6 hours in non AIDS afflicted households
as compared with between 11.6 and 16.4 hours in those that were afflicted. The reduction
effect on houschold labor time also has a major impact on the macro-economy with its

negative effect on agricultural production. (Ibid)

The epidemic reduces the growth rate of the labor force in general, as it primarily takes
its toll on the working age population. It is estimated that, by the year 2020, Ethiopia will
lose 10% of its labor force to HIV/AIDS. The epidemic hampers the economic growth of
the country treating the workforce of all sectors, keeping in mind the agricultural sector.
The resulting effects on government revenue and expenditure will significantly weaken
the capacity to escalate an effective response, or make progress towards the development
of every sector, in turn affecting all levels of society. (Essex et al., 2002/ UNAIDS/WHO,
2003)

HIV/AIDS macroeconomic impact could also be attributed to its economic impact on
cducation. A model developed by UNAIDS and UNICEF in 2000, reveals that increasing
mortality rates due to AIDS in Ethiopia have led to discontinuity in teaching. Many
students are losing or having a change in their teachers due to illnesses or death of a
teacher as a result of HIV/AIDS. The model shows that, of around 4.3 million primary

school students, 51,000 would have lost a teacher to AIDS in 1999. (UNAIDS/ECA,
2000)

The economic impact of HIV/AIDS on the health sector is reflected by the increase in
demand for treatment as a result of the epidemic. The health sector is dealing with
hospitals where an increasing percentage of beds are occupied by patients with AIDS
related illnesses. In the year 1999, bed occupancy due to AIDS was predicted to increase
from 5% in 1994 to 51% by the year 2004 (AACHB, 1999). According to a projection by
UNICEF (1999), by the year 2005, one third of all government spending on health sector
in Ethiopia is expected to be for treatment related to HIV/AIDS. Yet there lays a

significant resource gap to cope with the health care needs of the country. The annual

14



cost of scaling-up activities nationwide is estimated at USD$ 112 million to US$ 156

million.

B. Impact on Households

HIV/AIDS inflicts both AIDS affected and non-affected houscholds with its social and
economic impacts, but differing extent of problems may be felt by the two kinds of
households. The effects among households in highly affected developing countries are
more pronounced. The economic impact of the epidemic on houscholds can be
understood within the perspective of declining gross domestic products within these
countries, for the most part of which parades the macroeconomic effects of AIDS largely.

(Essex et al., 2002)

Households” wellbeing is in part a function of local economies, political leadership,
formal and informal education opportunity, and social and health service systems that
increasingly use community based approaches. All of these are adversely impacted by
the unusually high death rate among women and men, parents or not, in local areas.
Thus, community function may be impaired affecting both AIDS affected and non-
affected houscholds. The wealth of houscholds, particularly of AIDS affected
households, compromised for the epidemic is highly taking the lives of prime age adults.
Amidst disturbed functioning of the community, the costs related to illness and deaths of
the family members are posing more severe problems upon AIDS affected houscholds.
Apart form the economic impact felt by non-AIDS affected houscholds due to the
macroeconomic impact of AIDS, the wealth of these households is depleting as a result
of answering the need of relatives affected by AIDS. Thus, the economic safety net
provided by families and communities is being further weakened in addition to the
alarming increase in the number of AIDS orphans. The ability of these families is
becoming less to contribute in cash, in needed materials or in the provision of work to the
affected households. Furthermore, as the number of AIDS affected households falling
from poverty into destitution increases, the amount of relief that can be provide per

destitute household decreases. (ibid)
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An important aspect of the impact felt by families is the change in the houschold
structure following loss of parents. Households are consequently forced to be dissolute,
reconstituted, reordered, and disrupted in the pattern of mentoring and care and support
ouided by the household head. The distresses of these situations are obviously imposed

on the orphans generated in these households (Bicego et al., 2003).

C. Impact on Population

An important aspect through which HIV/AIDS disrupts the wellbeing of societies is its
impact on population. Due to its effect, the population size of highly affected countries 1S
and will significantly decrease, unfortunately, distorting their demographic structures.
Unless the efforts combating AIDS are dramatically strengthened, according to UNAIDS
(2004), by the year 2025, 38 African countries, including Ethiopia, will have populations
which will be 14% smaller than predicted in the absence of AIDS. Worse, the seven
countries with HIV/AIDS prevalence exceeding 20% will have projected populations

more than one-third smaller due to the epidemic (UNAIDS, 2004).

The impact of HIV/AIDS is unevenly distributed throughout national populations. It
primarily affects young adults, particularly women. This means, the epidemic is
dramatically altering heavily affected countries’ demographic  structures, and life
expectancy in many countries has declined as a result of it. AIDS is producing a new
demographic structure “the population chimney”, instead of the regular “population

pyramid”. (Essex et al., 2002)

Ten to fifteen years after the age at which people become sexually active, when those
infected with HIV early in their sexually active lives begin to die; distortion of the
pyramid occurs forming “the population chimney”. The population of women beyond
the early 20’s and men beyond their early 30’s will shrink in affected countries leading to
fewer middle-aged people. In addition, the population of children has and will further
decrease because of HIV related child mortality, premature maternal death, and reduced

fertility. (UNAIDS. 2004/ Essex et al. 2002).



The aforementioned demographic impact on population structure means that, if current
prevalence rates continue and there is no large scale treatment program, in the sub-Sahara
Africa’s worst affected countries, up to 60% of today’s 15 years olds die before reaching
age 60. The mortality rates for 15-19 years olds living with HIV in developing countries
are now up to 20 times greater than those in industrialized countries. This is attributed to

the stark differences in access to treatments of the disease. (UNAIDS. 2004).

Developing countries had extended life expectancy significantly until recent years.
However, the average life expectancy of 38 countries, including Ethiopia, has
dramatically declined primarily due to the impact of AIDS. The average life expectancy
of a person born between 1995 and 2000 in countries where HIV prevalence exceeds
20% is now 49 years — 13 years less than with the absence of AIDS. Significant decrease
in life expectancy or shortage in prime-age adults will have worse effects for next
generations of families, especially for orphans and the elderly. Increasingly, more
orphans will grow up in houscholds headed by elderly or adolescent-care-givers instead
of being cared for by aunts and uncles. Significant number of orphans will be obliged to
be heads of households or resort to streetism. Many households will be large, taking in
orphans from more than one family. Many households in an extended family will be
headed by elderly relatives. However, the elderly population will continuously decrease
as adults over 60 are not replaced because of the depletion of middle-aged population as
the result of AIDS. The loss of prime age relatives does not only impoverish their
immediate families but the whole extended family network for they are also an important
providers of material and financial support to their extended relatives, apart from being

potential care givers (UNAIDS, 2004/ Essex et al., 2002).

D. Impact on Women

The impact of AIDS on women and girls is severe, particularly in countries such as
Ethiopia where the dominant mode of HIV transmission is heterosexual sex and social
service provision is minimal. The burden of care usually falls on women and girls. A
mother is more likely than a father to continue caring for their children after a spouse’s

death and a woman is more willing take in orphans. They also carry the burden of caring
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result of HIV/AIDS, prolonged serious illness of parents including other family members
and death of the bread winner in a family often have detrimental economic consequences
for children because of high treatment costs, funeral costs, loss of income, and often loss
of family property as a result of property grabbling. When a poor household’s source of
income dries vital assets are often sold off to desperately fulfill the household needs even
if the sale will jeopardize the household’s long term development. Orphaned households’
income status is worse than those with seriously ill parents. The situation for children in

child-headed households is particularly dire (Essex et al., 2002).

Reduction or loss of household income has more consequences for children beyond
material needs. Children will become unable to get adequate food, will poorly attend
school or will be forced to dropout, will have reduced access to health services, and will
have increased vulnerability to HIV infection and other diseases. These children, mostly
those without adult care, in order to realize their basic needs, will resort to unhealthy
situations; migration, prostitution, theft, beggary, exploitative child labor etc. (Jackson,

2002).

ii. Education

A household impoverished by HIV/AIDS will have little or no money to cover education
costs such as fees, school uniforms, textbooks, etc. Where there is little money available
it is used to cover treatment costs for HIV/AIDS related illnesses of a family member.
When a parent or both parents die the financial barriers for children’s schooling gets
heightened. According to Desai (1992) in Bicego et al. (2003), orphans have lower
educational attainment than children whose parents are both living, and double orphans
have the lowest educational attainment. Furthermore, for single orphans there is a
differential impact according to whether the mother or father died. The death of a mother
will affect the child through childcare and would affect initial enrolment in school more.
The death of a father will affect the child more through financial resources and would
therefore affect continuation in school to a greater extent. However, observations made
by Ainsworth and Filmer (2001) in Bicego et al (2003) illustrate that the degree of under-

enrolment varied from country to country with orphans not always having lower
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enrolment outcomes. In addition, according to Barnett and Whiteside (2003), in a recent
analysis of 23 countries, 21 of which are in Africa, it was found that double orphan hood

affected school enrolment in most but not all countries.

The opportunity cost of schooling for children in houscholds affected by HIV/AIDS
becomes very high compared to other non-affected poor households. In households with
parents weakened by HIV related illnesses, a child, usually a girl, may need to takeover
household and care giving chores taking the time for schooling and studying let alone the
il parent/s unable to help their children with homework and supervision. The children’s
performance and achievement will be negatively affected both in the short and long
terms. When families need to generate cash, boys who have more earning power may

also be removed form school. (Barnett and Whiteside, 2003)

In a household where parents are too ill to care for the child and the income for food has
become limited, malnutrition may follow and affects school performance or leads to other

health problems. As a result, the child may be kept at home due to its own i1l health.

At times of parental sickness and death siblings usually develop psychological trauma.
The psychological traumas are also associated with ostracism, discrimination, and
stigmatism suffered by children as a result of infection or HIV/AIDS in the family
coupled with a fear that they may also be infected, making children unhappy in the school
environment and often less likely to attend. According to a study made on the
psychological impact of HIV/AIDS, it was found out that school performance of children
is negatively affected by HIV/AIDS due unresolved psychological traumas (UNAIDS,
2001/Essex et al. 2002).

iii. Health

Child morbidity and the quality of parenting are closely correlated. According to a study
in West Africa fostered children had higher mortality rates than other children, usually as
a result of poorer care, malnutrition, and reduced access to modern medicine. Ill parents

of HIV/AIDS may not be able to take care of their children. Elderly and children heading
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households, in particular, may be uninformed about good nutrition, oral rchydration

treatment for diarrhea, or about the symptoms of serious illness.

A family’s ability to feed its members is highly interfered by the epidemic. Along the
reduction of income the epidemic results in, reduction of agricultural production in AIDS
affected household is distinguished. This situation attributes to more malnourished and
most likely to be stunted orphans and children in AIDS affected households than non
affected children. However, malnutrition in orphans may result from the effects of
parental illness and household death on child rearing practices rather than from shortage

of food (Essex et al., 2002).

iv. Mental Health

The severe social and economic effects of AIDS on children in developing countries such
as Ithiopia overshadow concerns about psychological consequences of the epidemic. In
addition, psychological effects are less obvious and often unnoticed or neglected. A
child’s changed behavior may be neglected as a temporary disorder that will pass rather
than as an indicator of a psychological trauma with possible long-term implications.
However, the effects on a child’s mental health and the ability to cope resulting from
parental illness and death are complex and depend upon the child’s development, culture,

and resilience (Humuliza, 1999).

Children in AIDS affected households suffer from sequential trauma associated with
continuous traumatic stress syndrome. Many children suffer multiple losses—a father,
mother, siblings, and other relatives. Separation of siblings is also a major factor for
psychological distress among orphans. In addition, because of sibling dispersion and
migration, many children lose friends, familiar surroundings, their hopes for the future,

and their remaining childhoods. (Essex et al., 2002)
A child’s psychological reaction and health related to parental illness depends to a large

extent upon the status of the parents. Signs of a parent’s depression, guilt, anger, or fear

may be reflected in children as a changed behavior. A study made in Zambia found out
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that during parental illness, children become worried and sad, more likely become
solitary, appear miserable or distressed, become fearful of new situations, try to help
more in the home, and stop playing so as to stay nearby. Furthermore, in a study made in
Uganda, children expressed feelings of hopelessness or anger when their parents became
sick and feared that their parents would die. Most who were orphaned were depressed
and had lower expectations of the future; expectation to get a job, to be married, to have
children etc. They were found to internalize behavior changes such as depression,
anxiety, and decreased self-esteem, rather than to reveal acting out or sociopath behavior.

[t was also found out that loss of a mother is more distressing than loss of a father (Ibid).

The trauma and stress resulting from the illness and death of a parent are further
heightened by stigmatization commonly based on orphan status, discrimination,
ostracism, dropping out of school, moving away from friends, and putting up with
increasing load of household chores. Consequently, children experiencing such situations

will become subject to adverse mental health problems (Naerland, 1993/ Ntozi, 1997).

The aforementioned psychological problems stress the importance of provision of support
to children in such situations in ways that go beyond traditional psychological
interventions. In Africa, no longitudinal research has been carried out on the
psychological impact of the epidemic. But continuous traumatic stress, even of a mild
form, among children in developed countries is found to have long-term developmental
consequences. If long term effects are similar in Africa, with the increasing rate of
children being orphaned, adults with chronic traumatic stress syndromes may be
produced, and a second generation of problems may occur including alcohol and drug
abuse, sever depression, violent behavior, suicide, and purposive HIV transmission
(Essex et al. 2002). Thus, possible long-term negative consequences on society and
unpredictable societal changes have to be considered and the necessary interventions to

help children overcome psychological problems have to be timely made.
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v. Child Labor and Migration

Among many factors, economic factors and loss of care givers are common factors that
drive decisions of HIV/AIDS affected families and orphans to migrate. Rural to urban
migration often occurs when mothers are widowed and migrate with their children to
towns in search of work or partners. In contrast, serious illness often leads to urban to
rural relocation with a pattern so called going-home-to-die. AIDS affected households
and individuals often relocate within the urban or rural setting. Children from child-
headed households are significantly more likely to move within a two years period than
children from adult headed houscholds. Such intra-rural and intra-urban relocation of

orphans is observed to be to poorer neighborhoods (Essex et al., 2002/ Ntozi, 1997).

A survey made by the Central Statistics Authority in 2001, revealed an increase in the
number of working children: some 40 percent of the children moving to urban arcas were
under the age of fourteen, and most are from poverty and AIDS afflicted households.
AIDS affected adolescents and children as young as seven years old often migrate to
generate income, to towns to work as domestic servants, or, adolescents, to more affluent
farms working as agricultural laborers. Some of those involved in domestic work are
cmployed by relatives with a promise of better privileges. According to a rapid
assessment carried out by UNICEF-Ethiopia Street Children Program, domestic servant
children were paid monthly, at wages ranging as low as US$ 1.20 per month. The
children working for relatives were not given monthly wages, but were instead promised

money to visit their families in the villages.

The number of street children has increased as the result of the epidemic. UNICEF in
1993 had estimated the number of street children including those returning to their
families by night in the capital to be 40,000. Currently, most of the children who live on
the streets or street hawking by day to earn a living are either orphans or vulnerable
children. According to the aforementioned rapid assessment, 80 percent of the street
children interviewed in Addis Ababa were supporting their families, while 14 percent

were orphans who fully supported their siblings and themselves. Particularly, street girls

23



arc subject to sexual and physical abuse. Most of the street girls survive the streets by

engaging in commercial sex work.
2.3. Response to the Impact of the Epidemic

A. Available Care Options

Identification of available care option facilitates for better understanding of the problems
of AIDS affected children as well as how these children cope with their situation. There
are various care options that are and could be provided to children made vulnerable and
orphaned as the result of HIV/AIDS. In fact, the care options, to be discussed later, have
been serving destitute and orphaned children due to other causes before and after the

impact of HIV/AIDS.
Possible and available care options are stated and described as follows:

Institutional/residential care: A group living arrangement for children in
which care is provided by remunerated adults who would not be regarded as
traditional caregivers within the wider society. It covers a wider variety of
care that includes not only institutions, but also homes, schools, hospital
units, correctional and training facilities, and settings where children may be
admitted that do not technically qualify, etc. The term residential care is

preferable and is often interchangeable with “institution”. (Tolfree, 1995)

Alternative care: Care designed to avoid an institutional atmosphere; ideally,
placement within a family unit that is monitored and supported by the

surrounding community. (Ibid)

Community based care: Children are cared for by responsible adults within
their own communities and within a family or family-like setting. Community
leaders or organizations take responsibility for children and oversee their

care and wellbeing in aspects, legal, psychological, educational, material

needs etc. (Ibid)
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Group care: Small family groupings of children within a larger institution.
Households of children within a compound of such houses, set apart from the
surrounding community, under the care of an adult caretaker in houscholds
scattered throughout the community (small group care). These placement
homes become part of the neighborhood and afford children access to local
leaders, adult role model, and the everyday life other children in the area

experience. (Ibid)

Adoption: This involves a child being taken in to the care of adults other than
their parents. It is done on a permanent basis and the child legally becomes
the child of those parents. The term adoption is usually only applied where
the people ‘adopting’ the child are not relatives. Once a child is adopted, the

state usually stops being financially responsible for the child. (ibid)

Fostering: This is also involves a child being taken into the care of adults
other than their parents. 1t is usually a temporary arrangement and the state
retains financial responsibility for the child. It is a formal/ legal arrangement
and usually involves non-related adults. In many cases, people foster large
number of children. These foster homes’ are essentially small institutions
(Ibid). However, the term ‘fostering’ is also used in this paper for taking-in of

orphans by the extended families.

In addition, in most of sub-Sahara African countries, where the governments are
struggling to get out of the deep poverty they are in, financial responsibility for fostering
families is given less attention and is practically impossible with the scale of the orphan
problem in each country as the result of HIV/AIDS. Foster homes and group care are not

yet identified in practice in Ethiopia (ibid, 2003/ Bagnoud, 2000).




: Rcsidcntial/lnstitutional Care

Save the children estimates that § million children live 1n institutions world wide and the
pumber 18 growing. Though, institutional care, where available, cares for orphans
slipping through the stressing community based support, yet, there is a great deal of
evidence that institutions are not a good way of providing care for children. In developed
countries alternative care options arc being considered and many residential care
institutions have closed. In developing countries, however, institutions arc thriving and
developing where new institutions arc being built. For example, save {he children reports
that the number of orphanages in Liberia grew from 4 In 1989 to 117 by the year 2001

(Tolfree, 2003).

There are many reasons for the rise in institutional carc in developing countries that are
very less associated with finding solutions for the growing orphan problem. For
example, there is the desire in certain societies 10 control children and to prevent them
from being a nuisance. Many institutions set up for ‘street children” ar¢ based largely on
these desires rather than the best interests of children. There is also the wide spread
pelief that institutions are the best or the only way to care for children. Examples of this
include India, China, Eastern FEurope and countries of the former goviet Union where this
view is widely held. Political and public support for childcare institutions 18 another
reason. Many institutions in developing countries are supported by Jocal political figures.
This is because they are seen as a worthy caus¢ by the general public. In addition, the
general publics in developed countries have gimilar Views. This means that child care
institutions in developing countries arc able to raise funds relatively casily. Cultural
barriers 10 adoption and fostering also play a role. In many societies, there arc cultural
beliefs which make it difficult for a family to adopt Of foster a child who 1s not related to
them. Institutions may also represent an ‘casy’ option for social workers. Administrative,
legal and financial 1ssues may make it casier for a social worker 10 place in vulnerable
child in an institution rather than trying 10 support them in their extended family of

community. Moral and religious values are also 2 factor. Many institutions are run by

religious organizations who seek 10 promote particular values and beliefs. These beliefs

may include the view that certain environments are not suitable for raising children. An
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example of this is an institution run by a religious organization aimed only at children of

commercial sex workers in India (ibid, 1995).

Many studies conducted around the world revealed that residential/institutional care is an
extremely poor way of providing care for children and young people. A problem often
stated is that residential care prepares children and young people poorly for adult lives as
it places little evidence on teaching them skills they need. Besides, children in these
institutions often lack interpersonal skills. Some may develop anti-social forms of
behavior.  In addition, they fail to develop their own cultural identify. They may feel
alienated from their community. They often lack networks of friends and relatives and
may lack the social skills needed to develop these adults who grew up in institutions from
an ‘under class’ in some societies. Institutions also may promote stigma and
discrimination. Children in such institutions may be seen as ‘different’ from other
children and stigmatizes as a result. Levels of physical care above and beyond those in

the community may also promote stigma. (Ibid)

Children and young people rarely have the opportunity to participate in decisions that
affect them in residential care. Much residential care fails to meet the requirements of the
convention on the rights of the child; a convention most countries of the world including
Ethiopia have agreed upon and adopted, though some anthropologists criticize the
convention that it is based on western conceptualization of children. Furthermore

children and young people in institutions are more vulnerable to physical and sexual

abuse. (Ibid)

Institutions only provide care for a very small proportion of orphans and other vulnerable
children. Amidst the increasing number of orphans and vulnerable children as a result of
HIV/AIDS, institutions will never have the capacity to provide care for these children due
to the cost such institutions demand. The cost of providing care in institutions is
extremely high. The cost of building and establishment can be enormous in addition to
providing care for children in such settings where community resource is not shared.

Save the children estimates that the cost of providing care for children in an institution
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can be twelve times the cost of caring for that child in the community. Institutions have
been described as a ‘magnet’ of resources. They undermine community care for orphans
and other vulnerable children by consuming resources that might be available for support
to community care. In addition, institutions attract children and young people to them for
financial reasons. The higher physical standards of care may be attractive to poor
communities. Financial resources available through the institution to support a child may
relieve the financial burden on the family or community. Consequently, many children
may end up in institutions when they could be well-cared-for in communitics. For
example, Save the Children reports that 85% of the children in institutions in Uganda had

traceable relatives. (Ibid)

In addition to many problems residential care are fraught with, they are identified to lack
vision, and lack viable programs due to shortage of skilled human resource in providing
childcare. Based on evidences such as these, many countries have agreed that no new
childcare institutions should be built. However, there continues to be wide spread public
and political support for these institutions. A few organizations are moving away from

providing institutional care to supporting community-based methods of care. (Ibid)

Childcare institutions, however, will continue to exist and operate for the foreseeable
future. And, however undesirable residential care might be, there are children who need
institutional care. Institutional child care provides a timely response for emergencies and
is addressing the needs of large number of children besides saving lives and providing
direly needed protection. Nevertheless, some people argue that this should be available

as a last resort for children where no other form of care is available. (CHGA, 2004)

If their existence is allowed to continue they should be run to agreed standards to
improve services provided for children in their care. Thus, some principles are proposed

by concerned parties who refute institutions existence, but aware of their inevitable

existence in the near future.
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The proposed principles are as follows:
o No new child care institutions should be built. Current institutions should

not expand their residential facilities.

o Institutional facilities should be adapted to provide services other than
residential care. These might include day care facilities and educational

services.

o Guidelines and rules for residential care should be adopted by organizations
and countries. These should always have the bet interests of the child at their
center. Institutions should develop links with their communities and extended
Jamilies, care should be provided at a level appropriate to the surrounding
community. It should seek to provide as close to a family structure as
possible.  Children should be allowed to participate in all decisions which

affect them.

o Organizations with experience of providing institutional care should move
towards community-based models of care. Resistance from staff, donors and
children will need to be overcome. Practical steps include visits to birth
places, family tracing and payment for foster care. Experience from Ethiopia
shows that it may be bet to try to reunite children under 15with their extended
Jfamilies while trying to assist those over 15 to prepare for independent living.

(Tolfree, 1995)

ii. Child family Reunification

Organizations working with children such as the Ethiopian Orthodox Church, Pestalozi
Children Village, Radda Barner and the Jerusalem Association Children’s Home have
been reuniting abandoned children with their parents and reunifying orphans with their
relatives while the children are cared for in institutions or at home. Tracing of parents or
relatives is done first in a well planned manner, however, time-consuming that may be.

Once their parents are traced, they could be reunited with them. Reunification must
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however, be based on the willingness of both the children and their traced family
members. However, orphans who have no relatives traced or have unwilling relatives to

provide the care, still, have to resort to other care options available',

iii. Adoption

Adoption is the other alternative child care mechanism. There are many types of
adoption; cultural, local, inter-country and so on. However, the most widely practiced of
all documented adoptions in Ethiopia since the 1960s has been inter-country adoption.
The ministry of labor and social Affairs (MOLSA) has been facilitating the adoption of
children by couples and agents from Western Europe, the USA, and Australia'.
According to MOLSA, a child must meet one of the following and the last criteria to be

cligible for adoption:

o A child must be an orphan

o The child must have been abandoned by his/her parents

o A child’s parents must be terminally ill

o Child’s parents must have disappeared; and

o Child must to be within the prescribed age limit as per the Director issued

by MOLSA.

The prospective parents, too, have to have a verification of their economic status, marital

status, health and morality and furnish recommendation papers as regards of their

|
character'.

The process is quite lengthy and costly. Once the children have been taken abroad.
follow-up work to have a first hand look into the actual circumstances they are in has not

been carried out yet. In addition, AIDS orphans are unlikely to benefit from this child

' National Workshop on Orphans and Vulnerable Children affected by HIV/AIDS, Nazareth, December 13-
15,2001, Save the Children Alliance/ UNICEF
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care option. However, if encouraged, adoption by local couples may enable AIDS

orphans to benefit from adoption'.

iv. Community Based Childcare

Community based childcare is a model where orphans are mainly cared for within the
extended family and the community. The extended family has long been summoned as
the African solution to the orphan crisis. Families cope with relative’s death by ensuring
that orphans receive care from a substitute caregiver. The extended family support
nctwork functions through changes in household composition; relatives move in to
houscholds to care for children who survive their parents, or orphans move into
houscholds of one or more relatives in response to the overwhelming demands of the

epidemic. (CHGA, 2004)

Most of African extended families® sense of duty and responsibility in the past was
almost without limit. Orphans were taken in even when a family did not have sufficient
resources to care for its existing members. This was the basis for the statement that
traditionally, “there is no such thing as an orphan in Africa”. Paradoxically, Africa is
home to 95% of the children orphaned by AIDS. But, the African extended family has
proved to be effective in absorbing millions of orphans and vulnerable children. Its
effectiveness has contributed to complacency of external agencies concerning the orphan

crisis (Essex et al., 2002/ UNAIDS/WHO, 1999).

The predominant care option for orphans in highly AIDS affected communities in Africa
remains to be the extended family. Members of the extended family are responsible for
the protection of the vulnerable, the care of the poor and the sick, and transmission of
social values. Extended families involve a large network of connections among people
representing varying degrees of relationship including multiple generations and

reciprocal relations (Jackson, 2002).

' National Workshop on Orphans and Vulnerable Children affected by HIV/AIDS, Nazareth, December 13-
15,2001, Save the Children Alliance/ UNICEF
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The strength of the extended family in taking in orphans and vulnerable children is
reflected by various factors. Purposive fostering is practiced by some societies, whereby
children are fostered outside the natal family; in cultures where purposive fostering i
practiced, the relatives who have the right to claim a child have an obligation to foster
that child at times of crisis. Where contracts with relatives are maintained, orphans are
more likely to be fostered. Conversely, orphaned children of migrant workers and
commercial sex workers, groups that often have little contract with relatives, are at risk of
being abandoned. The other factor is that, where traditional bride price and widow

inheritance are practiced, orphan inheritance is common. (Essex et al., 2002)

The traditional community based care model is becoming saturated, overwhelmed, and
weakened by a combination of the high increase in the number of orphans, a significant
decrease in the number of prime-age caregivers, and a change 10 the social structure that
underpins the traditional safety net. Prior to the impact of HIV/AIDS, changes such as
labor migration, the cash ecconomy, demographic change, formal education, and
urbanization have weakened the extended families. In general, where traditional values
are maintained such as in rural communities, the extended family safety net is better

preserved, whereas in more urbanized communities it is weakened. (ibid)

Furthermore, as the impact of HIV/AIDS led to the ever increasing number of orphans
and household impoverishment, the extended families’ capacity to serve as a social safety
net is becoming saturated. The mechanism that keeps families and houscholds from
destitution in many AIDS affected communities comprises material relief, labor, and
emotional support provided by community members. A common response to economic
crisis that result from disasters such as bereavement, all community members are obliged
to participate and contribute towards funeral costs. The death of prime-age caregivers as a
result of AIDS coupled with the adverse impact upon communities and families as a

result of the widespread and progressive economic impact of AIDS is overwhelming the

capacity of the traditional safety net (ibid).



The combination of the aforementioned three factors means many orphans leak through
the overstressed safety net. They fall under the care of the poor and the elderly, especially
to women. According to a study made on five highly AIDS affected African countries,
from around one quarter of orphans in Niger to over one half of orphans in Zimbabwe
live in households headed by grandparents. This situation is actually one of mutual
support with increasingly frail grand parents being cared for by grand children. Children
as the result of the weakened traditional safety net, often end up in a variety of vulnerable
situations. Children as young as 11 or 12 years old are left to live by themselves often
heading the household. Rising numbers of orphaned children living on the street, working
children, and children dropping out of school to provide care giving or labor are all

indicators of stress on the safety net (Bicego et al., 2003 / Essex et al.. 2002).

Orphans cared in the community by prime caregivers also fall into some vulnerable
situations; sexual and physical abuse, exploitation of their labor, etc. Orphan girls are
particularly vulnerable to these situations. In situations where children are living outside
of family-care, most countries including Ethiopia have laws that allow the state to have
legal responsibility of the child. The state has to ensure that the child under care is not
abused or exploited. However, since most forms of community care are informal and not

recognized by law, it is difficult for the state to place children under its care'.

At present, External Agency based interventions of international and local NGOs, the
government, and the like have considered the strength and advantage of community
based childcare in their efforts against the epidemic, and are working to improve its
difficulties limitations in the care and support process. In various communities of Addis
Ababa, the support provided for AIDS orphans by external interventionists is facilitated

through guardians and community based organizations such as /ddirs and other

associations'.

' National Workshop on Orphans and Vulnerable Children affected by HIV/AIDS, Nazareth, December 13-
15,2001, Save the Children Alliance/ UNICEF

(U]

LI




B. Efforts
I International Level

In order to understand the current scale of problems exerted by HIV/AIDS, it is important
to assess efforts made to mitigate AIDS at all levels. The three critical cornerstones of
AIDS policy are effective prevention, care and long term mitigation of impact of
HIV/AIDS. In most developing countries the scale of response, however, remains below
what is required for the aforementioned cornerstones of AIDS policy, primarily, due to
inadequate international and local funding, weak political response within countries, and
too little human resource mobilization in a context of continuing stigma, discrimination
and abuse of human rights. It is suggested that the broad development framework should
incorporate HIV/AIDS within different sectors. Three concerns stand out above all
others regarding international and national policy on HIV and AIDS. First, mass
international and national response is required. Second, the response must be based on
within a solid human rights framework. Third, HIV/AIDS must be viewed as an
incremental development crisis, and the response must be genuinely multi-sectoral at all

levels and take a long term perspective (Jackson, 2002).

Responses made by many countries, early in the epidemic, were restrictive and
discriminatory. The Universal Declaration of Human Rights and other binding treaties
on civil rights, the rights of women, the right of children, and others, to which many
countries are signatories, are becoming taken seriously. Charters, conventions and
declarations have formed broad internationally agreed goals for incremental achievement.

However, little or no international sanction is made against failure to achieve human

rights in most areas. (ibid)

The second International Consultation on HIV/AIDS and Human Rights in September

1996 drew up 12 international guidelines that form a broad basis for international policy

around HIV/AIDS. The guidelines relate to three areas:
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o Improving the accountability and multi sectoral response of governments.

o Wide-ranging law reform and legal import services around discrimination,
privacy, criminal law, public health, and the specific needs of vulnerable groups
such as women, children, sex workers, prisoners and others.

o Helping build an effective and ethical response in the community and the private

sector. (OHCRC, 1996/UNAIDS, 1998)

In regards to children the United Nations Convention on the Rights of the Child
(UNCRC) enshrines guidelines within which countries should develop national laws and
policies that affect children. Key provisions of the UNCRC relevant to national

responses to the AIDS epidemic, among other concerns, include:

o Article 3: includes the provision that the best interests of the child shall be a
primary consideration in matters concerning children

o Article 5: recognizes the responsibility of the extended family, community or
legal guardians to provide for children in a manner consistent with their evolving
capacities

o Article 8: addresses the right of children to preserve their own identity, including
their name and family relations

o Article 12: recognizes children's rights to be heard in any proceedings that
concern them

o Article 18: recognizes the responsibility of the State to support parents and legal
guardians in their child-rearing responsibilities and to develop services for the
care of children

o Article 19: concerns the protection of children from abuse, neglect, maltreatment
or exploitation

o Article 20: concerns the responsibility of the State to provide special protection
for children deprived of their family environment

o Article 21: addresses safeguards around adoption

S
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o Article 24: recognizes the right of children to the highest standard of health and
access to health services
o Article 25: concerns the periodic review of the situation of any child placed in
care
o Article 27: recognizes the right of children to an adequate standard of living
o Article 28: concerns the right of all children to education
o Article 32: addresses the protection of children from economic exploitation
o Article 34: asserts the right of children to protection from sexual exploitation and
abuse (CYFWO, 2004)
In addition to policy makers, these provisions can assist child rights advocates, service
providers and communities in their efforts to ensure that AIDS affected children's rights

and needs are maintained.

Usually in collaboration with UNAIDS, various international resolutions, declarations,
recommendations and commitments continue to be made around HIV/AIDS by the UN,
governments, and other development partners committing to scale up funding, promote
human rights, increase openness, and to expand responses for HIV prevention, care, and

long term mitigation (Jackson, 2002).

The following part discusses the key partners involved and major initiatives set to
mobilize resources and put words into action. The initial lead agency on AIDS was
WHO, that had defined AIDS as a health concern, only later as a concern for
development. In recognition for the need for multi-sectoral and multi-disciplinary
response, UNAIDS, the joint program on HIV/AIDS, was established. UNAIDS aims to
bring together the diverse UN response to the epidemic to assist governments develop
national responses based on respect for human rights.  UNAIDS and the cosponsors also
work increasingly with the entire non-government sector, ranging from CBOs to the
private sector. The initial cosponsors of UNAIDS when it became operational in 1996

were: UNICEF, WHO, UNDP, UNFPA, UNESCO, and World Bank (Ibid).
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UNDP with a primary focus on poverty reduction and human development has long had
an HIV/AIDS development program which focuses on human rights, stigma and
discrimination. It has also supported the development of support networks of people
living with HIV/AIDS, and declaration of human rights. The other cosponsor of
UNAIDS, UNESCO, has focused particularly on the impact of AIDS on education and
on prevention programs to in-and-out-of-school youth. And, UNICEF with its right-
based focus on children recognizes AIDS as the most critical issue for children in much
of Africa. Among other efforts, UNICEF led on preventing transmission to infants
through voluntary counseling and testing in antenatal care settings and accessing
antiretroviral, as well as policy development and support around obstetric and infant
feeding practice. WHO on the other hand remains the lead organization on HIV and
AIDS surveillance, care, treatment and related medical concerns.  Somewhat with
different position from other cosponsors, the World Bank is the major international
financial lender to governments. With respect to AIDS, it has commissioned extensive
research into the macro, sectoral, and micro-socioeconomic costs of the epidemic,

amongst other efforts (Ibid).

Many other international, regional and national organizations, 00 many to enumerate,
collaborate closely with UNAIDS, and the cosponsors in various ways. Bilateral donors
and other government agencies for example, SIDA, ICASO, and USAID, have also
undertaken restructuring and changed their development focus to incorporate HIV/AIDS,
increasingly recognizing that they can not address the epidemic sufficiently form their
health desks alone. Funding for AIDS is also expanding from the private sector,

including major pharmaceutical companies.

Organizations and networks of PLWHA are playing a special role at all levels from
international policy to individual and community support. PLWHA representatives have
been particularly impressive and legitimate spokespeople for human rights and policy
issues around HIV/AIDS. Furthermore, UNAIDS (1999) pointed out that involving

PLWHA in providing a basis for partnership, mutual respect and understanding breaks



down simplistic concepts of ‘service givers’ that is the person who is not HIV-positive,

and ‘service giver’, the person who is (ibid).

Many international NGOs such as Save the Children UK and USA. Help age
International, Action Aid etc. are also increasingly involved in AIDS, some making it

their integral part of their wider development or relief focus (ibid).

The G8, the foremost powerful nations of the world, meeting in Okinawa in 2000 made a
commitment to set up what has become known as the Global Fund to fight HIV/AIDS,
Tuberculosis, and Malaria (GFATM). The Global Fund has gained wide international
acceptance with its aim to strengthen national and international responses to these
discases. In the first round submission of country applications, in March 2002, ncarly
70% of all submissions, the majority being for HIV/AIDS, were from sub-Saharan
Africa. Ethiopia, however, had received a lower award. Global funding in general has
increased from roughly USS$ 2.1 billion 2001 to an estimated US$ 6.1 billion in 2004, of
which the Global Fund contributes to more than 80% (UNAIDS, 2004/UNFPA, 2001).

Despite, some signs of progress in the international endeavor, funds for the epidemic are
still far too low than it deserves, and there is still high prevalence level of the epidemic
worldwide. If the coverage is not highly accelerated, two to three million people will die

every year for the next two years and increasing (UNAIDS, 2004).

ii. Local Level

Governments, especially developing Sub-Saharan countries, cannot tackle alone a
development crisis on AIDS’ scale, but they are critical leaders and partners in the
response to the epidemic. Governments need to act with urgency and scale of response
required, and set legal and policy framework to orientate and coordinate the response and
to ensure services are mobilized from internal and international sources. The NGO or
Private sector will not provide certain public goods that require government to commit

part of its own budget and mobilize external resources. Delate (2000) notes that the
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critical role of government includes: developing effective frameworks that ensure a
coordinated, participatory, transparent and accountable responses to HIV/AIDS;
encouraging the involvement of all ranges of non-governmental organizations and
groups; safeguard the rights of people living with HIV and those affected by HIV by
making changes to public health legislation, criminal and anti-discrimination laws; and
creating a supportive and enabling environment for women, children and other vulnerable

populations. (Jackson, 2002)

Many African countries have developed national polices around AIDS concerning
discrimination, employment and other areas most in the context of national strategic plan
on HIV/AIDS. According to UNAIDS/ ECA (2000), 16 African countries including
I:thiopia by the end of 2000, had a high level national structure responsible for leading or
coordinating the response to HIV/AIDS. Most started with national AIDS programs
based in health ministries, but while often retaining these structures, they have now
developed national structures with a much wider mandate than health services and public
health. Some have developed sectoral policies, of which health policy has generally been
the most widely developed. Military policy follows, and work place and educational
policy are the next most frequently cited arcas. In addition, strategies and priorities for
vulnerable children and orphans are set by many countries, though not formulated as

national policies.

In Ethiopia, a national HIV/AIDS policy is formulated in August 1998, and
documentation is written both in English and in Ambharic. The general National
HIV/AIDS -Policy covers all sectors. None of the specific sectors, however, has its own
HIV/AIDS policy. Although each sector in Ethiopia does not have its own HIV/AIDS
policy, the Health policy, the Education and Training policy, Developmental Social
Welfare policy, among other sectoral policies incept in their general objectives and aim to
address issues concerning vulnerable groups, especially children and women, and include

persons affected or living with HIV/AIDS in their specific provisions. (MOH, 2003)
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The developmental social welfare policy gives special attention to the welfare situation of
vulnerable groups, especially children. The policy has strategies on numerous major
issues directly concerned with the welfare situation of children. The policy considers
community based approach as the best way to implement prevention, rehabilitation and
developmental programs. The Ministry of Labor and Social A ffairs (MOLSA) asserts that
the policy is designed to coordinate the efforts of governmental as well as non-
governmental organizations, civic societies, and individuals in the efforts to mitigate and

eventually reverse social problems of vulnerable children. (MOLSA, 1996)

The main objective of developmental social welfare policy is “the creation of an
environment conducive to promote a healthy life and sustainable development of
vulnerable groups”. The policy articulates the following centers of attention that may be
beneficial to children afflicted by HIV/AIDS:
O Ensuring children’s all-round and harmonious development through
extending appropriate and comprehensive care and services
o [Facilitating conditions to enable children develop a sense of identity and
belongingness and grow up to be self-confident citizens
o Making all efforts to implement international and regional conventions and
legal instruments concerning the rights of the children
o Provision of the necessary support and incentives to the effort in the
expansion of child development-oriented daycare centers, kindergartens
o Support to any effort that is being made towards the establishment and
operation of child welfare and development organization and services by
appropriate government organs, communities, non-government agencies,
voluntary associations and individuals
o Making every effort to create an environment conducive to addressing
problems of children in especially difficult circumstances
o Facilitating conditions that will enable orphaned and abandoned children to
get the assistance they need and eventually be self-sufficient

o Making all efforts to provide protection against child abuse and neglect
(ibid)




Community participation, partnership and coordination, programs and services, social
welfare related laws, and advocacy and awareness-raising are among the major strategics
adopted by the policy to effectively implement programs and to primarily address the
problems of the vulnerable groups and marginalized sections of society. Inception of the
aforementioned impressive focus areas and strategies is a major step in government
concern and involvement. However, according to Dr. Bulti Gutema from the Ministry,
although attempts are being made to make the policy known to the public, the
organizational structure which enables concerned organizations and institutions to

address the problem and look for alternative ways together with the community is still

lacking. (MOLSA, 1996/ SCA, 2001)

The Convention on the Rights of the Child was ratified in Ethiopia on December 9, 1991,
and proclaimed in the ‘Negarit Gazetta’ (a local newspaper) on January 30 1992,
Different measures have been taken at Federal and Regional levels to realize the
commitments promised since the ratification of the convention. The convention is
translated into different languages of the country to make its basic principles known to
the public. However, although no impact assessment is made on how the translated
copies are utilized, according to various operational researches, the commitments so far
demonstrated by all concerned parties to translate and promote the convention into

tangible reality are far from expectation. (SCA, 2001)

MOLSA has incorporated the principles of the Convention on the Rights of the Child.
However, in line within its mandate, it is confined to policy issues, research and creating
cnabling environments to empower the regional bureaus and nationally based
associations to provide adequate services for its own target groups. The ministry is not
expected to involve in direct implementation of activities at the grass roots level as these
activities are relegated to regional bureaus. A number of orphanages used to be
administered by the Ministry before they were handed over to regional bureaus.
However, the Ministry engages itself in the processing of adoption services to orphaned

and vulnerable children. Concerning orphans and vulnerable children, the Ministry
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facilitates special protection supports in the form of community support, family support,

sponsorship, and reunification programs. (ibid)

The Ministry has prepared operational guidelines on CRC and on inter-country adoption,
and has prepared different alternative childcare guidelines in order to facilitate various
programs provided to OVC. Furthermore, the Ministry had participated in different
activities prior to the establishment of the National HIV/AIDS Council being a member
of the UN-AIDS Team group. In addition, it had participated in the process of the

realization of the National Council. It is still the advisory board to the council. (ibid)

In regards to health, the health policy gives special attention to the health needs of the
family, especially children and women. No. 8.3.1 of the Health Policy ensures children's
rights to enjoy the highest attainable standard of health, which is in accordance with
article 24 of the CRC. However, the health services available in Ethiopia fail to give

adequate health services anticipated by both the policy and the convention. (MOH, 1993)

The ministry works with various associations and facilitates different programs such as
primary health care, resource mobilization, prevention, surveillance and care for mother
and child etc. It supports civil societies and non-governmental organizations. It is also a
member of the National Secretariat concerned with the provision of care and support to
PLWHA. Moreover, the Ministry advocates on policy reviews and changes through a

committee. (SCA, 2001)

In regards to education, the CRC treats education, in Article 29 as a means that should be
directed towards the development of a child's talents, mental and physical ability and
personality. According to the Ministry of Education, the education policy is designed to
enable school age children acquire basic knowledge, skill and attitudes necessary for
enhancing development. Although the Ministry does not have a program that deals with
children affected by HIV/AIDS, it has a general objective of providing education to all
children, and elementary education is given for free, enabling OVC to take advantage.

Nevertheless, currently, more than 50% of school-age children are out of school due to




various challenges. By the year 2015, the Ministry plans to give free education to all

children. (MOE, 1994)

[n addition, the Constitution of the Federal Democratic Republic of Fthiopia, considers
children as groups needing special attention, and states Articles in favor of children. It
recognizes the principle of the best interests of the child in all areas of their concern. For
example, in a section of the rights of the child in the Constitution, Article 36 fully devotes
to the cause of children; it states that every child has the right to life, name and
nationality, to know and be cared for by his/her parents or legal guardians, not to be
subject to exploitative labor practices, neither to be required nor permitted to perform
work which is hazardous to his/her education, health, or wellbeing, to be free of corporal
punishment or inhumane treatment in schools and other institutions responsible for the
care of the children. Moreover, according to Article 90 of the Constitution, policies shall
aim to provide all Ethiopians access to social welfare services to the extent the country's

capability permits. (SCA, 2001)

In Ethiopia the foremost non-governmental agencies working with the government are
bilateral NGOs such as DFID, EEC, JICA, USAID etc. Since the early nineties, they have
been working with the Federal Government forming partnerships. The partnerships have
been working on sectoral development programs, which are believed to play a vital role
in the development process of the country as well as the welfare of children. The
programs mainly include development of the educational sector, health sector, and
infrastructure. Besides, these organizations have been extending their efforts in
combating HIV/AIDS through allocating funds to and building the capacities of
organizations working at the grassroots level, including those working with OVC. Most

international NGOs too, are working in partnership with grassroots implementer

organizations, associations etc., restraining themselves from direct implementation, in

belief that implementer parties close to the community yield better results. (van Diesen

and Walker, 1999)




At the grassroots level, few international NGOs, most of the local NGOs. Community

Based Organizations such as Iqubs and Iddirs, other associations. support groups, and
clubs are identified to work with orphans and vulnerable children. Most of the children
who are cared for are children orphaned and made vulnerable as the result of HIV/AIDS.
According to organization profiles of 11 sample NGOs and CBOs in Addis Ababa by

Selamawit (2005), the following major provisions were made to OV(:

o Community based support

o Basic necessities - food and shelter
o Educational materials, school uniforms, school fees, skill training
o Health care service

o Recreational service

o Counseling and guidance

o Tutorial service

o Group home provision

o Institutional care

o Home based care

o Prevention and control of HIV/AIDS
o Promoting rights of AIDS orphans

o Legal service, and

o HIV/AIDS education

In order to scale-up the protection of children from various forms of abuse and
exploitation, the Police Commission has been working with non-governmental
organizations working with Orphaned and Vulnerable Children. In 2001, Child Protection
Unit Program was operational in ten Woreda Police Stations in Addis Ababa. Five other
units have also been established in three regional cities. The unit has members from the
police, social workers, and volunteers. The program does not directly address the
problems of HIV/AIDS. However, it has provided substantial support especially to OVC.
It deals with those who are afflicted by HIV/AIDS among other children orphaned and

made vulnerable due to other causes in instances when children are sexually abused,
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AIDS orphans are left without a caregiver, AIDS orphans' legal rights are denied by care
takers, displaced children need referral to rehabilitation centers and places where they can
get help, and police patrol is carried out in the places where street children spend the

night (SCA, 2001).

The step taken by the police is an impressive step in the efforts to protect children
orphaned and made vulnerable as the result of AIDS. However, problems such as lack of
a legal entity that follows up cases of AIDS orphans in regards to their inheritance and
other legal rights, difficulties to undertake mandatory test for sexual abusers for
HIV/AIDS, absence of free medical checkup for both sexual abusers and victims etc. are

obstacles in the endeavors of protecting children's rights. (ibid)

2.4. Theoretical Framework

Social Capital: Assistance to Children Affected by HIV/AIDS

According to Hunter (2003), the many streams that come under the auspices of the broad
concept of social capital show its ‘many-headed’ nature.
It is seen as a public good that is under-invested in the communitarian
tradition. For Coleman (1988), it is close to a private good. While for
Portes 1998; Portes & Landolt 1996 it assumes a resemblance to a club
good. Woolcock (2001) documents how social capital has been re-
invented many times in many different guises. Clearly, social capital is a
multifaceted concept that opens the possibility of understanding social

problems and rationalizing policy action at a number of levels.
(Hunter, 2003)

Social Capital Theory, according to Bordieu (1993) and Coleman (1988), can be defined
broadly as networks of social relations which are characterized by norms of trust and
reciprocity and which lead to mutually beneficial outcomes (Hunter, 2003). According to
Putnam, from his study and comparison between North Italy (economic growth and

democracy) and South Italy (where the Mafia rules), social capital is incorporated in the
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trust people feel vis-a-vis each other and the social, economic and political systems in
which they are involved. Trust can develop if people often meet and can do things together.
Through all interactions, the citizens will learn to trust each other. They become
interdependent in the sense that “if I do what I am supposed to do for you, you will also do
for me what is expected from”, a kind of balanced reciprocity. When this goes on for a long

time — several generations — trust develops (Putnam, 1993).

According to Woolcock (2000), social capital arising from social networks has been
classified into three types: bonding, bridging, and linking. Bonding social capital is said to
exist in dense or closed networks (e.g. among immediate family and friends), and helps
people to ‘get by’ in life on a daily basis. Bridging social capital involves overlapping
networks that may make resources accessible across various networks. ‘Linking’ social
capital is a concept that involves social relationships with those in authority or positions of

power, which is also useful for securing resources. (Hunter, 2003)

In understanding the effect of HIV/AIDS on children and these children coping with their
situation, this paper attempts to understand the role of social capital at the individual,
family, and community level in relation to children’s wellbeing. Coleman, the forefather of

social capital theory, defines social capital:

. a particular kind of resource available to an actor, comprising a variety of
entities which contains two elements. they all consist of some aspect of social

structures, and they facilitate certain actions of actors ... within the structure

(Coleman, 1988: 98)

Therefore, it is through the interplay of the individual and the group that social capital can
be created and actualized, thereby potentially increasing one's well-being. It should be

noted, that well-being can be defined by any of a number of indicators. (Bassani, 2003)

In his later work, Coleman defines social capital more specifically in terms of children:
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What 1 mean by social capital in the raising of children are the norms, the social
networks, and the relationships between adults and children that are of value for
the child's growing up. Social capital exists within the family, but also outside the

family. (Coleman, 1990: 334)

Although he stated that the vital relationships, through which social capital is built, exist
between children and family members as well as with adults outside the family, an
important relationship that Coleman did not discuss is that between peers and siblings,

both of which have impacts on the child's well-being. (Bassani, 2003)

One can distinguish between the structural and cultural aspects of social capital.
Connections or networks are seen as structural whereas the cultural aspects of social capital
are defined in terms of the norms, manners and customs related to these networks. While
(his distinction offers the prospect for refining the conceptualization, it is also necessary to
be clear whether social capital is the ‘property” of individuals or is a collective good, by
definition available to every citizen. Whether, the view of social capital is either collective
or individual in nature is heavily influenced by disciplinary perspectives. Woolcock (2001:
12), a sociologist with the World Bank, claims that whereas human capital resides in

individuals, social capital resides in relationships. (Hunter, 2003)

Another approach has been to advocate a leaner conceptualization of social capital that
focuses on sources of social capital (i.e. networks). Before providing a theoretical
framework for this paper, it is important to outline briefly the various streams of thought in

social capital theory.

Woolcock (2000) describe several conceptualizations of social capital. The communitarian

perspective equates social capital with such local organizations as clubs, associations, and

civic groups. (Hunter, 2003).

The nerworks view of social capital stresses the ‘importance of vertical as well as

horizontal associations between people and of relations within and among such

organizational entities as community groups and firms’ (Ibid).
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The institutional view of social capital emphasizes the role of political, legal and
institutional environment in determining the vitality of community networks and civil
society (Ibid). (Hunter, 2003) asserts that there is still a role for institutional factors to
explain the efficacy of social networks in achieving certain goals even if certain macro

aspects of social capital are drained off under the banner of ‘social capabilities’.

Woolcock (2000) advocate a synergy view that combines the institutional and network
approaches to social capital. They dismiss the difficulties in reconciling the macro and
micro aspects of these two largely competing views of social capital. They suggest that the
central task for policy analysis is to show how to transform situations where a community’s
social capital substitutes for weak, hostile, or indifferent formal institutions into situations
in which both realms complement one another. Nevertheless, Hunter (2003) criticized this

view for being easier said than done, while being a laudable goal. (Hunter, 2003)

Coming back to the approach of linear conceptualization of social capital, we find Portes’
(1998) four (sociological) sources of social capital. (see Fig. 1). Value introjection is a
source of social capital that comes from shared values or cultural beliefs. An example of
this source is what Hunter (2003) described as a commonality, the importance of kin
among the heterogeneous Aboriginals. Bounded solidarity is another source of social
capital springing from like people being in like circumstances. The third source of social
capital mentioned by Portes is the reciprocity of exchanges. The final source of social
capital mentioned by Portes is that of enforceable trust. This is the mechanism that rrust

maintains the reciprocal obligations and social norms existing within a community. (ibid)
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Fig. 1. A sociological perspective on the dynamics of social capital

Source: (Hunter (2003), adapted from Portes. 1998: 8).

Sources: Definition: Consequences: Examples:

Value introjection = (1) Crime, violence
Positive .
control

(1) Social control
\ B (2) Sharing, child
Bounded solidarity / (2) Family support care

(3) Network mediated

Ability to benefits (3) Acces: 1o
secure benefits resources
through in times of need
membership in .
networks and
other social
structures Negative | (1) Poor education,
5 labour market access,
(1) Rcslrxclu(ll .:u'ccxs to use of health services
o opportunitics
Reciprocity of L. (2) Obligations of care
= / G ' (2) Restrictions on
Exchanges SlsE x NG R ,
individual frecdoms < (3) “Growing up
) . . children, demand
(3) Excessive claims on sharing
Lnforceable Trust group members
(4) LLower aspirations,
(4) Df)W“W““I levelling crime and alcohol as
of norms ‘norm’

Iig. 1 also documents both the positive and negative consequences of social capital. The
first positive effect of social capital is its impact on social control, often found in bounded
solidarity or enforceable trust. Here, the community acts as an informal disciplinary
mechanism that maintains social control through the threat of community action. The
second positive effect of social capital is that it is a source of family support. Sharing is
recognized as a direct means of family support by cushioning the impact of financial
constraints through the distribution of collective resources (monetary and non-monetary).
The final positive effect of social capital is that it secures network-mediated benefits
beyond the immediate family. In addition, Portes’ review teases out the four major negative
consequences of social capital. They are the exclusion of outsiders, excessive claims on
group members, restrictions on the freedom of individuals, and the downward leveling of
norms (ibid). I hold that this approach may support in the purpose of this paper in

understanding how social capital at the community level helps AIDS affected children in

coping up with their problems, however, it fails short in explaining clearly how individuals

within the same social network utilize social capital differently.
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Later, the concept of social capital has been used for individuals. This strand was
developed by especially Bourdieu. The understanding is that some individuals have more
social capital than others do. This refers to their position in the society’s social structure.
According to Lin (2001), providing a summary of the formation and utilization of social
capital, within society an uneven distribution of social capital develops through the
combination of individual (one's position in society) and group (shared assets that are
accessed via participation in social networks) capital. This formula accounts for the
disproportion of social capital between individuals, for social capital is uniquely
constructed based on the specific circumstances. It is important to indicate here that

incquality is a fundamental component of the theory. (Bassani, 2003)

According to Bassani (2003), within a child's social network, he or she may attain social
capital directly or indirectly via an adult or his or her peers. The younger the child, the
more likely that he or she will depend on indirect forms of social capital which are
brought into the child's social networks by adults, for children do not have the social or
cconomic resources that are essential for the creation of social networks. As children
enter into adolescence, they are exposed to more social networks due to their own social
exploration of their community and peers. Peers play a fundamental role in accessing
forms of social capital, for children learn and are socialized by peers in addition to the
adults in the networks to which they belong. As stated previously, social capital can
indirectly be passed through to the child via adults who are intimately tied to the child,

such as parents, family members, and teachers. (Ibid)

Lin (2001) distinguishes three basic levels of social networks that the child may develop
in: the micro, mezzo, and macro. The child and his or her family comprise the micro level
network; the family can also be viewed as one of the five mezzo networks that influence
the child's well-being, as it interacts with other families in its mezzo level network, which
consists of the community, the school, parental work, and leisure networks. Holding
together the mezzo sphere are the macro networks, which include government, tradition,
and media. These three levels of social networks are intricately intertwined and
interdependent on one another. Bassani (2003) states that these three basic levels of

theorization always exist irrespective of the country or culture that the child is born into.
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Due to time and page limitations I leave this argument to contests with further rescarch.
and this paper will focus more on social networks that exist between children themselves.
children and their parents, other family members, the community, the school, and other
networks of their parents. It will look at how children’s networks at the houschold and
community level, and the networks of their parents be it relatives or non-relatives assist
them in coping with problems inflicted by HIV/AIDS, and relate the problems faced by

orphans with their social capitals that are unequally utilized and distributed among them.

Taking the discussion to the focal point of the paper’s issue, social capital at different
levels can have impacts in mitigating the effects of HIV/AIDS on children. On the
contrary, social capital can be weakened by the impacts of HIV/AIDS in assisting
community members with their felt problems. The illness and death of houschold members
can disrupt a household's links to their extended family and the larger community. In arcas
where cultural practices limit women's participation in formal organizations outside the
home, the death of a male breadwinner can seriously impair a houschold's ability to access
community resources or even receive family support. Nonetheless, studies indicate that
households affected by HIV/AIDS draw their support primarily from family, neighbors,
community institutions and informal organizations (Mutangadura et al. 1999). Thus, the
social capital of households operating through their relationships with extended kin and the
community is critical to their ability to recover from the illness and/or death of a houschold
member due to HIV/AIDS. The social capital linkages that support AIDS affected and
infected children and that can be affected by HIV/AIDS include; relationships with
extended family members, linkages to formal and informal community organizations
(social support groups), community labor sharing for housework and/or child care,
extended family and/or community willingness to foster orphaned children, community

willingness to support educational and nutritional needs of orphaned children (school fees,

uniforms, supplemental feeding, etc.) (Shannon, 2003)

Likewise, a community's level of social capital can have major impacts on mitigating the
effects of HIV/AIDS. Communities with high levels of social capital can provide affected

households with a variety of social support activities that permits families to adjust to the

o
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illness or loss of members. Conversely, communities with low levels of social trust and
solidarity can leave households and families to fend for themselves or even to isolate and
ostracize those households afflicted with HIV/AIDS. The strength of social ties, social trust
and relationships within a community, the sense of collective responsibility and common
outlook, all influence a community's willingness and ability to organize and support
affected households. In view of the epidemic, some communities have provided a variety of
support and mitigation activities. Some have organized community-based childcare,
including cooperative day care and nutrition centers to permit women to work outside the
home. Others have provided nutritional and educational support to orphans, home carc and
visitation programmes for orphans and HIV/AIDS patients, apprenticeship projects in
marketable skills for orphaned adolescents, labor sharing arrangements and credit schemes
for funcral benefits, among other activities (Mutangadura and Jackson, 1999). With
increasing prevalence of HIV/AIDS in a community, the question arises as to how long
even those communities with substantial social capital can continue to offer such support to
affected individuals, families and households. The impact of HIV/AIDS also weakens the
social capital at the community level. Among the social capital effects within a community

as the result of HIV/AIDS are:

Change/disruption of kinship and extended family ties in the community

Change/disruption of formal and informal organizations in the community

.

« Changes/disruption in labor-sharing arrangements

« Increase in demand for community care for sick and dying members

o Increase in demand on community social support and self-help

organizations

« Increase in demand for child fosterage within the community

Increase in demand for child care within the community

Community ~disintegration (breakdown  in socialization, cultural

transmission (Shannon, 2003)
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CHAPTER THREE

3. Background of the Studied Areas
3.1. Background of Arada Sub-city, Kebele 08

Kebele 08 is one of the seventeen Kebeles administered under Arada Sub-city. It is
situated in the northern part of Addis Ababa commonly known as “Semen Mazegaja™,
approximately two and a half kilometers away from an area known as “Giorgis™ where
high urban activity is observed. According to the 1994 census report Kebele 08’s total
population size was projected to be 17452 by the year 2004, of which more than half,
9450, are females. The report also indicates that there are 2543 houscholds, of which

most are women headed houscholds.

According to the archive of the Kebele Administration, there are 2312 housing units n
the Kebele, of which 1386 (60%) are Kebele owned with monthly rent ranging from Birr
I up to Birr 100, 692 (29.9%) are privately owned, 104 (4.4%) are owned by Rental
Houses Administration, and 128 (5.5%) are commercial facilities, of which some arc

used for both commercial and residential purposes.

In regards to access to education, the results of the survey reveal that there are four
preschools, two elementary schools, and one high school in the Kebele. The preschools
and one of the elementary schools incur monthly school fees ranging from Birr 30 up to
Birr 100. Two of these preschools are privately owned and the other two are owned by

Catholic Missionaries. The elementary school with monthly tuition fees is a public

school, and the other elementary school and the high school are government owned only

with an annual registration fee of 20 Birr. There are 448 pre students, 2499 elementary

students, and 1951 high school students in the Kebele. The archive of the Arada Sub-city

reveals that there are thirteen high schools with 13209 students in the whole Sub-city.

According to the Report on Welfare Monitoring Survey, 2000, 95.3% of households in

Addis Ababa can get health assistance i a distance of less than 3 kilometers. In the



Arada Sub-city there are three government owned health centers, one private clinic, two

govcmmcnl owned hospitals, and four government owned health posts.

3.2. Background of Kolfe Keranio Sub-city, Kebele 09

Kebele 09 is one of the sixteen Kebeles administered under Kolfe Keraino Sub-city. Itis
situated in the outskirt of the northwestern part of Addis Ababa in an arca commonly
known as “Kolfe”. According to the 1994 census report Kebele 09’s total population size
was projected to be 17,854 by 2004, of which 8408 are females. The report also indicates

that there are 2543 households.

The archive of the Kebele Administration reveals that there are 2458 housing units in the
Kebele, of which 474 (19.3%) are Kebele owned with monthly rent ranging from 1 Birr,
744 (30.3%) are private owned, 356 (143.5%) arc owned by Rental Houses
Administration, 73 (2.96%) are commercial facilities, of which some are used for both
commercial and residential purposes, 316 (18.34%) are unregistered houses, and 316
(12.85%) are in the Federal Police Training Camp. The camp residents are not included
in the sample because of their temporary residence status. Alike Kebele 08 of Arada
Sub-city, most of the housing units in the Kebele arc observed to be in a dilapidated

condition and lack basic facilities such as toilet, waste disposal system, kitchen etc.

Lducation access wise, there are four preschools, and two clementary schools in the
Kebele, and two government high schools and missionary high school outside the Kebele

and in the Sub-city. The preschools and one of the elementary schools incur monthly

school fees ranging from Birr 30 up to Birr 100. Three of these preschools are privately

owned and the other one is owned by Catholic Missionaries. One of the clementary

schools is a public school. The aforementioned preschools and primary schools incur

monthly tuition fees, similar with Kebele 08 of Arada Sub-city, ranging from 30-100

Birr. The other elementary school and the high schools are government owned only with

an annual registration fee of 20 Birr. And, there ar¢ a total of 484 preschool and 7301

elementary school students.



3.3. Demographic Structure, Education, Employment, and Income of
Sample Households

Survey was carried out on selected sample households of both Kebele 08 in Arada Sub-
city and Kebele 09 in Kolfe-Keranio Sub-city in order to appraise relevant information
about the people and households in both communities that would serve as background
information for further findings as per the objectives of the study. Thus, demographic
social and economic indicators of the households relevant to understanding the status of
the communities where AIDS affected children and orphans may face problems and cope

with the problems.

3.3.1. Arada Sub-city Kebele 08

A. Age and Sex Composition

Of the total sample households, table 1 indicates that 56.7% are female while the
remaining 43.3% are male. About 7% are children under 10 years of age and 1% s
infants 1 and below years old, where as about 26.6% are children below 18 years old
which could be obtained computing the cumulative percentage for the age groups below
18 years. The youth between 19 and 24 years old account for 18.3%. Within the age
group 25 — 35 and 36 — 55, women account for the majority 51.8% and 66.8%
respectively. On the other hand the elderly above 55 years old account for 9.4% of the

sample population, of which, 47.6% are women.

Table]. Sex and Age Composition of the Sample Households

Sex Total

Male Female

Count | Row % | Count | Row % Count | Row% | Col%
0,
=il 3 273% | 8 727% | 11 | 1000% 1.0%

210 | 34 | a93% | 35 | s07% | 69 | 1000% 6.2%
118 | 99 | a56% | 118 | 544% | 217 | 1000% 194%
19-24 | 77 | 376% | 128 | 624% | 205 | 1000% 18.3%
2.5 | 150 | 482% | 161 | 518% | 311 | 1000% 27.8%
%.55 | &7 | a02% | 135 | 668% | 202 | 1000% 18.0%

sor | 55 | 524% | 50 | 476% | 105 | 1000% 9.4%

0%
| Tol | 485 | 433% | 635 | S67% 120 | 100.0% | 1000%




B. Family Size of the Sample Households

As can be seen from the table below, the majority of the sample households have a family
size between 3 to 7 persons, the mode being 6 persons accounting for 16.2 % of the
sample households. In some households, the number of household members goes up to

12 to 14 persons.

Table 2. Number of people in a household

Number of People in

a Household Frequency Percent
1 5 2.5
2 11 55
3 25 12.6
4 29 14.6
5 30 15.2
6 32 16.2
7 27 13.6
.8 16 8.1
9 9 4.5
10 4 2.0
11 6 3.0
12 2 1.0
14 2 1.0
Total 198 100.0

C. Marital Status

In regards to marital status, the following results were obtained.

Table 3. Marital Status of the Sample Households

Marital Status
Count %
Single 646 62.8%
Married 289 28.1%
Divorced 25 2.4%
Partner 69 6.7%
Deceased

Based on the findings from the survey, marital status was computed only for members of

the sample households above 9 years old. As can be seen from the table about 28% of

members of the households are married while the majorities 62.8% remain single. Those

4% of the sample population where
pared to the total married population,

. as the widowed
who are divorced account for 2.

account for 6.7%. This figure is noteworthy com

indicating the significant number of orphans and evident vulnerability for the households



especially for orphans in these households due to losing a parent.

Table 4. Age and Marital status of the sample house holds.

Marital Status Total
Single Married Dworced | Widowed _
Count % Count % Count % Count T '% Count %

AGE 10-18 218 33.7% 4 1.4% 1 4.0% 223 21.7%
19-25 234 36.2% 19 6.6% 2 8.0% 1 14% 256 24 9%

26-35 171 26.5% 66 22.8% 6 24 0% 4 58% 247 24 0%

36-45 20 3.1% 64 22.1% 8 32.0% 19 27.5% 1" 10 8%

46-60 3 5% 97 33.6% 4 16.0% 31 44 9% 135 13.1%

61-75 36 12.5% 4 16.0% 13 18.8% 53 52%

76-< 3 1.0% 1 1.4% 4 4%

Total 646 100.0% 289 100.0% 25 100.0% 69 100.0% 1029 100.0%

The results of the survey reveal the existence of child marriage in the community.
Marricd children represent 1.4% of the married population, which is noteworthy.
Moreover, there is moderate increase in the numbers of married persons with the age
group 19 — 25, followed by more increasing shift of the numbers of married persons
within the successive age groups. Likewise, divorce increases gradually along the
successive increasing age groups up 10 age group 46 — 60 where the number decreases.
Widowhood is evidenced to be the highest among the age group 46 — 60 followed by the

age groups 36 — 45 and 61 —75.

D. Headship structure of the sample house holds.

Table 5. Age, sex and headship structure of the sample households

Dependents in Households Heads of Households
/’1——/“— N omale | GroupTotal
Age Male Female Group Total Male Female roup Total
Count | %Col. | Count | % Col | Count | %Col Count ] % Col
y | 1.7%
10-18 03 312% | 122 | 249% 255 | 215% .
2%
o5 | o5 | oman | 15 | aiaw | B0 ) N e
19.3%
635 | 102 | 30e% | 107 | 2te% | 29| 255% .
3645 15 4.5% 45 9.2% 60 7.3% 23.2%
46-60 8 2.4% 52 | q08% | 60 | 7% 32.6%
61-75 7 24% 7 1.4% 14 1.7% 16.7%
76-< - . 1 2% 1 A% 1 .3'/7.#
53 | 100% | - 100%
Total 330 100% 489 100% | 819 | 100% 125 g
100%
% Row | (40.3%) (59.7%) (100%) (53.6%) (100%) o
et 819 233 | Total
(17.9%) (22.1%) l (:ggm
g0 A
L,__L____L,_—L—_L__.L—J—,
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Members of households computed for headship structure were those above 10 years old,
basing from the results of the survey. Headship is determined, according to this survey,
by one’s parental role in care-taking as well as in resource control in the houschold. As
indicated in the table, of the total sample households considered only 22.14% are heads
of their households, which signifies more than 77% prevalence of dependents. Of the
22.14% of heads of households, 46.35% are females. Head of houschold children aged
below 18 years account to 1.5% of their age group and 1.7% of the total heads of
houscholds, 75% of the child heads of households being girls. On the other hand, clderly

heads of households aged above 60 years old account to 18% of the total houschold

heads.

E. Educational status

Educational status of members of the sample house holds by age and sex

Keeping in mind the proper age for school enrollment being 5 years, only members of the
sample households above five years old were considered eligible and were selected for
computation of educational status.

Results of table 6 reveal that 12.9% of the sample population represents those who are
never enrolled in any level schooling. Of these proportions the 77.5% are girls and
women. However, the table indicates that completion of grades above grade 1 up to grade

12 among women and girls out weighs that of men and boys in each grade strata. On the

contrary, in regards to tertiary level education; certificate, diploma, and degree, men arc

the majority completers than women, accounting for 60.0%, 55.6%, and 81.3% in each

respective tertiary education level.



Table 6. Educational status of the members of the sample house holds by age

AGE Sex

59 1018 | 1925 | 26-35 | 3645 | 4660 | 61-75 | 76< Male |Female| Total

% % % % % % % | % % % l\ %

Highest grade K.G 13.6% A% 66.7%! 333%‘\ 8%
L ompleted  No level completed 159%  48% 38% 6.3% 219% 368% 358% 750% 225% 7/5%’1; 12.9%
Grade 1-3 523% 104% 279  A7% 35% 103% 169% 250% 365% 63 5% 67%

Grade 4-6 182% 303% 9.2% 7.1% 21.1% 162% 208% 46.9% 531% 15.9%)

Grade 7-9 307% 2527 19.3% 149% 162% 113% 424% 576% 20.8%

Grade 10-12 7% 510%  496% 316% 176% 75% | 47.8% 522% 345%

Certificate ] 3w 94 | | 60.0% 400% 1.4%)

Diploma 3 7% 44w 7% | 55.6% 444"/] 3.3%

Degree TO% 20% 18%W 7% 57 81.3% 166% 1.5%
Postgraduate 5% 50 O%l 500% 2%

Table Total 100.0% 100.0% 100.0% 1000%] 100.0% 100.0% 1000% 100.0% 43 4 56 ‘3"/1 100.0%

When we look at school enrolment of children between S to 9 and 10 to 18 years old,
15.9% and 4.8% of the children in their respective age group have never enrolled to any
educational level. The high prevalence of non-enrollment among children aged between 5
and 9 years and the decrease in the number among the age group 10 to 18 indicates the
wide existence of late age school enrollment. However, from the age group 10 -18 along
the successive age groups the number of persons never enrolled in any education level
inereases. Moreover, the result for children above ten years old whose highest grade
completed is grade 1 to 3 and KG, accounting for 10.1% and 0.4% of their age group

respectively, indicate below the appropriate age-grade-level within the age group.

F. Economic Activity of members of the sample house holds

Unemployment Rate

Unemployment rate in this survey is defined as the percentage of unemployed to the total

economically active persons. And persons of ages 26 up to 60 years old are considered

economically active for the survey’s purpose. Each member
ctive work during most of the last 12

of the sample houscholds is

considered employed if he/she was engaged in produ
months, and unemployed if he/she was not working even if he/she had work. (CSA.

1999)
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Employment by age and sex

Table 7. Employment by age and sex

'—’T . Employment
il Employed ~ Unemployed J
~ Male Female Group Total Male ___ Female Group Total |
Count | Row%| Count| Row%| Count| Row%| Count| Row%| Count| Row%| Count [ Row % ‘\
79 2 6.9%) 2 6.9% 13 44.89 14 48.39 27 93.1%
10-18 2 9% 3 1.3% 5| 224 02| aasd 12| s33% 224 978%
19-25 22 8.4% 20 7.6% 42 16.09 80 30.59 140 53.49 ??Ol 84 0%
26-35 55 21.79 36 14.29 91 35.89 72 28.39 91 35.89 163 64.29
36-45 31 27 29 21 18.49 52 45.69 1 9.6% 51 44 79 62 54 4“)
46-60 30 22.1Y 16 11.8Y 46 33.8Y 16 11.8Y% 74 54 4% 90 66 ?'J
61-75 11 20.89 2 3.8% 13 24.59 21 39.6Y 19 35.89 40 75 f:"%
76-< 2 50.09 2 50.0% 4| 10009
@al 151 14.09 100 9.3%) 251 23.2Y 317 29.39 513 47 5% 830 76 ﬂ")q

If the unemployed number of people is computed from the above table for the
cconomically active population; ages 26 up to 60 years, the total unemployment rate for
this Kebele is 62.5%. Of those unemployed, 68.5% are women. These figures are very
high compared to the total unemployment rate of Addis Ababa, 37.7%, indicating the
arca among areas with the highest unemployment rates in the Capital (CSA, 1999).
Besides, the result gives an initial indication of the gender differentiation of domestic and

non-domestic role of members of the sample households, which more men are engaged in

income generating activities than women.

The data for children engaged in employment show that a significant proportion of

children aged between 7 and 9 years and between 10 and 18 years are employed

accounting for 6.9% and 2.2% respectively of their respective age group. If employment

for both age groups together (7 to 18 years old) is computed, 2.7% of the children are

employed, without including street children. Of these employed children, 5/7 are girls.
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i Age
Type of Employment 10-18 | Table 8. Type of employment, children
Col %
Self employed (formal) 14.3%
Self employed (informal) 3% | As can be observed from the table, 57.14% of the
Employed by private formal sector 14.3% .
e Ry PSEE ° | employed children, 7 to 18 years old are employed as
Employed by private informal sector )
Employed by public sector household servants being residents. The rest 28.6%
Employed by NGO - ; i
mployed by are self-employed in the formal sector and informal
Employed as household servant 57.1%
Unpaid family worker sector accounting for 14.3% with equal proportions in
Cihers both sectors. Moreover, the other 14.3 % are
Total | 100.0% . i
employed by the private formal sector.

G. Income of the sample households:

Table 9. Monthly income of the households

Income of Cumulative
Households Frequency Percent Percent

<= 50 25 14.7 147

51 -150 48 28.2 429

151 - 300 46 27.1 70.0

301 - 500 26 153 85.3

501 - 750 11 6.5 918

751 - 1000 1 6.5 98.2

1001 - 2000 1 6 98.8

2001 - 2464 1 6 99.4

2501 - 3000 1 6 100.0

Total 170 100.0

N Minimum Maximum Std. Deviation
Household Income 170 10 3000 349.372

There is a wide range in monthly income of the sample households; 2990, the minimum

being 10 birr per month and the maximum being 3000 birr per month. The majority of the

households (70%) earn monthly incomes less than 300 birr per month. Those who earn
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below 150 birr per month account for 42.9%, inclusively, those who earn below 50 birr
per month account for 14.7%. On the other hand, of the 30% of housecholds who earn
above three hundred birr per month, 15.3% of the households earn monthly incomes
between three hundred and five hundred birr. Thus, those who earn above 500 birr per

month account for only 14.7%.

3.3.2. Kolfe-Keranio Sub-city Kebele 09

A. Age and sex composition

As can be seen in table 10, 52.6% of the total sample household members are women and
pirls while the remaining 47.4% are men and boys. If the results of the table are further
computed to include together children below 18 years old, it turns out that about 39.4%
are children up to 18 years old, of which 52.2% are girls. Furthermore, the youth between
19 10 25 and 26 to 35 years old account for 23.0% and 19.5% respectively, whereas

approximately 3% are elderly, 61 years old and above.

Table10. Sex and Age Composition of the Sample Households

Female Male Total S
Row Row Row T
Age Count % Count % Count % Col %
<1 12 50.0% 12 50.0% 24 100% 2.2%
29 75 50.3% 74 49.7% 149 100% 13.7%
10-18 137 53.5% 119 46.5% 256 100% 23.5%
19-25 144 57.4% 107 42.6% 251 100% 23.0%
26-35 105 49.5% 107 50.5% 212 100% 19.5%
36-45 37 457% 44 54.3% 81 100% 7.4%
46-60 47 56.6% 36 43.4% 83 100% 7.6%
61-75 12 44.4% 15 55.6% 27 100% 2.5%
76-< 4 66.7% 2 33.3% 6 100% 6%
Total 573 52.6% 516 47.4% 1089 100% 100%

B. Family size of the sample households

The average number of people in a household is around six people with a 2.4 standard
deviation. The majority of the sample households have a family size between 3t08
people, the mode being 5 people accounting for 18.5 % of the households. In some

households, it goes up to14 persons.
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Table 11. Number of people in a household

Number of People in
a Household Frequency Cumulative Percent
Biaconale

1 2 11 11
2 8 43 54
3 18 98 15.2
4 25 13.6 288
5 34 18.5 473
6 30 16.3 63.6
7 22 120 755
8 21 114 87.0
o) 9 49 918
10 8 43 96.2
11 3 1.6 978
12 1 5 98.4
13 2 11 99.5
14 1 5 100.0
Total — L 184 100.0 -

(. Marital Status of Sample Households

Based on the findings from the survey, marital status was computed only for members of

the sample households above 9 years old.

Table 12. Marital Status of the Sample Households

Marital Status Frequency Percent
Single 560 61.1
Married 293 32.0
Divorced 15 18

Partner Deceased 48 52
Total 916 100.0

likewise, Kebele 08 it is indicated that

whose partners are deceased compared to the total married popul

high level of orphan hood. However, compared to tl

fewer divorcees that account for only 1.6%.

there is a significant proportion (

) of persons
ation. which indicates

he results of Kebele 08, there are
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Table 13. Age and Marital status of the sample house holds.

Marital Status Total
Single Married Divorced Widowed B
| Age Count Col % Count Col % Count | Col % Count | Col% | Count Col %
10-18 249 44.5% 5 1.7% 2 4.2% 256 57 9:/(
19-25 212 37.9% 33 11.3% 3 | 20.0% 3 6.3% 251 27.4%
26-35 88 | 15.7% 115 | 39.2% 5 | 33.3% 4 8.3% 212 | 23.1%
36-45 8 1.4% 65 22.2% 1 6.7% 4 14.6% 81 8.8%
46-60 2 4% 57 19.5% 4 | 26.7% 20 | 41.7% 83 9.1%
61-75 1 2% 16 5.5% 2 | 13.3% 8 | 16.7% 27 2.9%
76-< 2 7% 4 8.3% 6 7%
Total 560 100% 293 100% 15 100% 48 100% 916 100%

As can be seen from the above table, married children aged up to 18 years account to
2.7% of their age group. Moreover, there is a significant increase of married persons
among the successive age groups starting from the age group 19 -25 up to the age group
26 — 35, and it starts on decreasing among the age group 36 — 45 and keeps decreasing
among the successive age groups. Remarkably, widowhood is witnessed in all age

groups.

D. Headship structure of the sample house holds.
Age, sex and headship structure of the sample households

Headship, according to this survey, is determined by one’s parental role in care taking as

well as in resource control in the household.

Table 14. Age, sex and headship structure of the sample households

Dependents in Households Heads of Households __Total_

Female Male Female Male o
Age Count Col % Count Col % Count Col % Count Col °/Z Count Coj ;
10-18 135 | 32.0% 117 | 38.4% 2 3.1% 2 1 60/0 256 2; o
19-25 140 | 33.2% 98 | 321% 4 6.3% 9 7.2% 251 | 27.4%
26-35 9 | 232% 71 | 23.3% 7 | 109% 36 | 28 8:/5 212 22 ; /
s 20 47% 10 3.3% 17 | 266% u | 2r2% :; o
46-60 23 5.5% 7 2.3% 24 37.5% 29 23 2°/° s : 9:
511G 4 9% 1 3% 8 | 125% | 1 ;n/e é ox
gy 2 5% ! = . oy : 100;° 916 1OC°:
Total 422 100% 305 100% 64 100% 125 b 3

64



Based on the finding of the survey, members of households considered for the headship
structure computation were those above 10 years old. As indicated in the table, of the
total sample households computed 20.6% are heads of their houscholds. which signifies
more than 79% of dependents. Of the heads of households, 33.86% are women and girls.
However, among heads of households, balance of proportions is witnessed between the
sexes along the age groups, except for the age group 26 — 35 (10.9% are female and
28.8% are male). Moreover, about 1.6% of the children up to 18 years old are heads of
households, where as, 13.2% of the total household heads are the elderly aged above 60
years. The table indicates that the majority of the dependents are found for both sexes in

the age groups 10 — 18, 19 — 25, and 26 — 35 with more of equal proportions.

E. Educational status

Educational status of the members of the sample households by age and sex

Keeping in mind the proper age for school enrollment being 5 years, only members of the
sample households above five years old were considered eligible and were selected for
computation of educational status. Table 15 indicates that 14.9% of the sample
population computed for education status represents those who are not enrolled in any

level of education. Of these proportion girls and women are minority accounting for

29.8%.

Table 15. Educational status of the members of the sample house holds by age

AGE
5-9 10-18 1925 | 2635 | 3645 | 4660 | 6175 | 76~ Total
Col% | Col% | Col% " Col% | Col% | Col% | Col % | Col% | Col%
highest grade  K.G 22.2%) ] 1 ‘ > 2%,
completed No level completed 20.2% 63%’7371"71’WT/"_’19T*“W ) iw,l 1000% 13 9%
Grade 1-3 49.5% 12.9%,55%’?"7‘:’@ sq 1L 12 8%
Grade 4-6 71%  359% 12.0%’1:?5%’1_83%”‘—@; R
Grade 7-9 10% 31.7% 5074 179% 222 16.9% m(j,,
Grade 10-12 30 39.0W  40.1%  222% S'Wf B 7_47(:,.
Certificate | 48% 4 12% 12%«#" B 1
Diploma —— 7294 75W 1114 3.6% 3791#“‘7}7” “
Degree T 3W 144 12%4 12 ™
Postgraduate 44——_—_—’4"70_’2_8“’7: 2.5% . [ 1 (lj,.
[2ble Total 100.0%W'W'W T000% 1000% 1000% 1000%  1000°4




When we look at school enrolment of children between 5 to 18 years old, 7% of the
children from the sample households have never enrolled to any educational institutions
Moreover, of the children between the ages 5 to 9 and 10 -18 those who have never
enrolled account for 20.2% and 6.3% respectively. This increase in enrolment at a later
age for children is an indicator of late age school enrollment. Similarly with Kebele 08,
the high prevalence of non-enrollment among children aged between 5 and 9 years and
the decrease in the number among the age group 10 to 18 indicates the wide existence of
late age school enrollment. However, from the age group 10 -18 along the successive age
groups the number of persons never enrolled in any education level increases. Morcover,
the result for children above ten years old whose highest grade completed is grade 1 to 3,

accounting for 12.9% of their age, indicates below the appropriate age-grade-level within

the age group.

F. Economic Activity of members of the sample house holds
Employment

Table 16. Employment by age and sex

Employment Total
Employed Unemployed
Age

Female Male Group Total Female Male ___Group Total

Row Row Row Row Row Row
Count % Count % Count % Count % Count % Count % Count
-9 1] 17% 1] 1.7% 25 | 43.1% 32 | 55.2% 57 | 98.3% 58
10-18 8 | 3.1% 4| 16% 12 | 47% 129 | 50.4% 115 | 44.9% | 244 | 953% | 256
19-25 28 | 11.2% 30 | 12.0% 58 | 23.1% 116 | 46.2% 77 | 30.7% 193 | 76.9% 251
26-35 30 | 14.2% 75 | 35.4% 105 | 49.5% 75 | 35.4% 32 | 151% 107 | 50.5% 212
36-45 22 | 27.2% 39 | 48.1% 61 | 75.3% 15 | 18.5% 5| 62% 20 | 24.7% 81
400 13 | 15.7% 29 | 34.9% 42 | 50.6% 34 | 41.0% 7| 84% a1 | 49.4% 83
B8 11 | 40.7% 1 |407% | 12 | 44.4% 4 |148% | 16 |593% | 27
b= 1 |16.7% 1]16.7% 4 |66.7% 1 ]16.7% 5 | 83.3% 6
Total 102 | 10.5% 189 | 19.4% | 201 |209% | 410 [421% | 273 28.0% | 683 [ 701% | 974

If the unemployed number of people is computed from the above table for the

o 60 years, the total unemployment <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>