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EXECUTIVE SUMMARY

1. HIV/AIDS prevalence has been on a steady increase since the first AIDS case was reported in Nigeria in 1986. The trend in HIV prevalence in the country shows a monotonic rise from 1.8% in 1991 to 4.5% in 1996 and 5.8% in 2001, with a considerable variation among the states of the Federation. However, the 2003 sero-prevalence sentinel survey reported median HIV prevalence of 5%, which still places Nigeria on the threshold of a major HIV epidemic, with obvious demographic, social, economic, and psychological consequences on the part of the nation, individuals and families.

2. One important indicator of the massive social change resulting from the global HIV/AIDS pandemic is the large and increasing number of orphans, children who have lost one or both parents to HIV/AIDS, and other vulnerable children such as those whose parents are sick or dying, those living in abject poverty, on the streets, or engaged in child labour, abused and exploited. The UNIADS, UNICEF and USAID Joint Report on Orphans has estimated the total number of orphans from all causes in Nigeria to be 5 million in 1990, which rose to 7 million in 2003, and is projected to increase to 8.2 million in 2010 (UNAIDS, UNICEF, USAID, 2004). In 2003 about 1.8 million of the 7 million orphans or 26 per cent are orphaned due to AIDS.

3. Until recently, the response to the crisis of orphan and vulnerable children (OVC) in Nigeria has been community driven, with the extended family providing the safety net for care and support OVC and their caregivers. For the most part, these responses are constrained by limited financial resources, limited capacity and lack of an enabling legal and policy environment. As a result, current interventions, which are NGO-driven, are limited in size and scope, and largely uncoordinated. Yet the magnitude of the OVC crisis requires a scaled-up national response led by government at all levels, and collaboratively implemented by multi-sectoral interests adapting the five UNGASS pillars as an action framework.

4. Consequently, the government of Nigeria, through the Federal Ministry of Women Affairs and in collaboration with the development partners and other stakeholders, embarked on the process of developing a Costed National Action Plan (CNAP) that provides the framework for scaling-up the national response to OVC in Nigeria, for a period of five years. The Department of Child Development and the recently established OVC Unit in the Federal Ministry of Women Affairs (FMWA), have indicated that the CNAP is an essential tool, which will be used as an advocacy and resource mobilisation tool as well as a management instrument to improve resource distribution, targeting and accountability. 

5. The national OVC Plan of Action provides key actions for accelerating support to OVC in six technical components i.e. Service Delivery Environment, Education, Health, Household Level Care and Economic strengthening, Psychosocial Needs and Social Protection and Monitoring and Evaluation Framework, 
6. In order to create a conducive service delivery environment, the following key actions are proposed: Developing and/or Reviewing Policies targeting OVC issues, strengthened coordination, supervision and management of service provision for OVC, Enhancing Community Mobilization through Advocacy and Social Mobilization Campaigns to Support Scaled-up Response for Care, Support and Protection of OVC, strengthened community capacity, both technical and economical capacity, for concerted community response to OVC, and strengthening resource mobilization, both human and material, for scaling up OVC response.

7. In the education sector, key actions includes facilitating increased enrollment of OVC at all formal education levels, pre-school to tertiary level, and reducing OVC dropout rates by eliminating all forms of prohibitive levies and fees and supporting OVC with uniforms and other leaning materials. Creating a conducive learning environment for OVC at all levels of education through awareness raising campaigns in the education sector.

8. Actions to ensure access of OVC to health promotion, prevention and disease prevention ranged from reviewing the health policy and guidelines, building capacities of OVC and significant others to take actions for health and respond effectively to ill health among OVC. Others include paying for health care services of OVC through funded programme, implementing serialized educational and skills building programmes on various aspects of health promotion and disease prevention. Addition key actions include building the capacity for prompt responses to sicknesses and promote efficient and effective management of childhood illnesses among OVC and family care givers through provision of mass education and training on management of common childhood illnesses. Effective use of Community-oriented Integrated Management of Childhood Illnesses (C-IMCI) was also to be encouraged.  Further critical actions in the component includes increasing OVC’s access to adolescent health and development services through the provision of Adolescent Friendly Reproductive Health services, Community Based Counseling Units incorporating VCT. Others include enhancing effective implementation of the prevention/control of MTCT of HIV in the community and among OVC as well as scaling up provision of home based care for critically ill adults and OVC. Immediate critical interventions identified to support OVC living with HIV include provision of resources to meet basic needs for health, providing services for home based care and treatment of opportunistic infections and provision of anti-retroviral treatment. 

9. In the aspect of making provision for household care providing/supporting households with OVC especially the child headed households, they are to be supported by improved shelter. Intermediate to longer terms interventions in this component includes ensuring food security and nutrition and good living standards of OVC by building the households’ capacity to become self supporting in food supplies, encourage adoptions of OVC and sensitization of communities on health issues. Further critical actions include protecting the inheritance rights of the OVC by providing legal support to PLWHA to assist them in will writing. 

10. Strengthening the economic capacity of the OVC and their households is planned to be achieved through facilitating organization of OVC and or their households into cooperative groups/societies for undertaking economic activities relevant in their areas/communities (rural villages/ urban streets), and provision of business grants to individuals/OVC, households (who have organized themselves into groups) to establish income generating activities. They are also to be provided with labor saving equipments/technology and inputs, micro-finance facility and supported grants to advance vocational training and apprenticeships and establishment of business ventures..

11. In improving the welfare/care of OVC through psychosocial support services in the families and communities, it is important to conduct an OVC program analysis at national to community levels.  Furthermore, given the levels of understanding and implementation of psychosocial support in the country, it would be necessary to develop psychosocial training manuals and train the main players at all levels. 

1
INTRODUCTION

1.1
Background Information

Since the first AIDS case was reported in Nigeria in 1986, HIV/AIDS prevalence has been on a stead increase
. The trend in HIV prevalence in the country shows a monotonic rise from 1.8% in 1991 to 4.5% in 1996 and 5.8% in 2001, with a considerable variation among the states of the Federation (FMH, 2004). The 2003 National HIV Sero-prevalence Sentinel Survey reported a national median prevalence rate of 5.0%, suggesting perhaps a slight decrease barring data quality. Estimates derived from this study involving women attending antenatal clinics indicate that between 3.2 million and 3.8 million Nigerian adults are living with HIV/AIDS in 2003.

The 2003 National HIV Sero-prevalence Sentinel Survey reveals that the highest age-specific HIV prevalence rate is found among women in aged 20-24 years (5.6%), followed by those in the 25-29 age-group (5.4%). These age groups are also the prime age of child bearing. However, prevalence by marital status suggests higher rates among single women (6.1%) than married women (4.8%). HIV prevalence in Nigeria varied by level of education, being highest among women with only primary education (5.9%) and those with secondary education (5.4%). Generally, prevalence rate is higher in urban areas (5.1%) relative to rural areas (3.7%), which, given the predominant heterosexual mode of transmission, is indicative of higher level of sexual networking in urban areas of Nigeria. According to the Federal Ministry of Health, the epidemic has reached all the states of Nigeria, and has also extended beyond the commonly classified high-risk groups and is now common in the general population. With adult prevalence rate at 5% or higher, the country is said to be at the threshold of an exponential growth of the epidemic.

One important indicator of the massive social change resulting from the global HIV/AIDS pandemic is the large and increasing number of orphans, children affected by HIV/AIDS, and other vulnerable children. Data on the number of orphans and other vulnerable children in Nigeria are scarce. In part, this is because the collection of demographic data in the country has been fraught with suspicion and misreporting based on social, religious, ethnic and political sentiments (Isiugo-Abanihe, 2004). Secondly, death is not a pleasant experience, and most people would rather not discuss it or be reminded of the death of dear ones, as invariably happens in data collection. Thirdly, and perhaps more importantly, the absence of a comprehensive child welfare system in Nigeria hinders compilation of data on orphans and other vulnerable children, and the development of a national database of such children.

There are now various estimates of the number of orphans as well as children orphaned by AIDS (Ssengonzi and Moreland, 2003, UNAIDS, UNICEF, USAID, 2004). The estimates and projection differ depending on the method used and the underlying assumptions and definitions applied by the specific organization. Needless to say, even the best of these estimates and projections are far from being completely accurate and trustworthy because of the varying quality of the base data, and the impossibility of accurately predicting the future course of a disease that is preventable, and ultimately depends upon altering human behaviour (Subbarao et al. 2001). The UNIADS, UNICEF and USAID Joint Report on Orphans has estimated the total number of orphans from all causes in Nigeria to be 5 million in 1990, which rose to 7 million in 2003, and is projected to increase to 8.2 million in 2010 (UNAIDS, UNICEF, USAID, 2004). In 2003 about 1.8 million of the 7 million orphans or 26 per cent are orphaned due to AIDS. It is apparent that the contribution of AIDS orphans to the total number of orphans has increased over the years. Given the slow progression of HIV to AIDS, the number of children orphaned by AIDS will continue to rise in the next decade even in the unlikely event that the transmission of the infection is drastically reduced within a short time.

Ordinarily, in the absence of HIV/AIDS, the percentage of children who are orphaned would be expected to declining due to improvements in adult survival rates as a result of better public health and medical care, nutrition and environmental situation (Isiugo-Abanihe, 2004). Instead, AIDS is causing overall orphan rate to rise or stabilize at a high level (above 10 %). Given the large number of orphans in Nigeria, and the high possibility of future increases, it is critically important and urgent to address the problems confronting orphans as a way of mitigating the short- and long-term socio-demographic and developmental crisis inherent in such large numbers.

If the precise number of orphans is difficult to estimate, the number of vulnerable children is even much difficult to know because of data inadequacy. In fact, there is no agreement on the definition of vulnerability. But from a casual observation, both in rural and urban areas, it is clear that a large number of Nigerian children are vulnerable, a group of children with a high probability of experiencing negative outcome. A large number is made vulnerable by HIV and AIDS, however, a larger number is vulnerable not because of HIV/AIDS but because their familial, social and economic realities expose them to more risks and deprivation than their peers. Orphans and vulnerable children are more likely to have low access to health care, education, nutrition, and psychosocial care. They are also more likely to engage in risky sexual behaviour and substance abuse; more likely to be subjected to exploitation, social exclusion and child labour; and more likely to live in poverty and to die younger.

Until recently, the response to the crisis of orphan and vulnerable children (OVC) in Nigeria has been community driven, with the extended family providing the safety net for care and support OVC and their caregivers. For the most part, these responses are constrained by limited financial resources, limited capacity and lack of an enabling legal and policy environment. As a result, current interventions, which are NGO-driven, are limited in size and scope, and largely uncoordinated. Yet the magnitude of the OVC crisis requires a scaled-up national response led by government at all levels, and collaboratively implemented by multi-sectoral interests adapting the five UNGASS pillars as an action framework. The process commenced in Nigeria in 2004, with the completion of Rapid Assessment, Analysis and Action Planning Process (RAAAP) for Orphans and Vulnerable Children (POLICY Project, 2004). Through this process, valuable data were collected to provide the basis for an accelerated response on the OVC situation in the country. The gaps, constraints and opportunities identified in this assessment provided useful information for a 24-month Action Plan, implemented in 12 states of the Federation.
 The rapid rate of increase in the number of orphans and vulnerable children in the country necessitates developing comprehensive and workable interventions for scaling up OVC protection, care and support. It is on this premise that this Costed National Action Plan has been developed.

Consequently, the government of Nigeria, through the Federal Ministry of Women Affairs and in collaboration with the development partners and other stakeholders, embarked on the process of developing a Costed National Action Plan (CNAP) that provides the framework for scaling-up the national response to OVC in Nigeria, for a period of five years. The Department of Child Development, and the recently established OVC Unit in the Federal Ministry of Women Affairs (FMWA), have indicated that the CNAP is an essential tool, which will be used as an advocacy and resource mobilisation tool as well as a management instrument to improve resource distribution, targeting and accountability. 

As part of Nigeria’s response to the increasing number and needs of OVC, and the need for scaling-up national response, the Ministry of Women Affairs on March 23, 2005, inaugurated the National Steering Committee on OVC. The Committee is the highest decision-making body on OVC issues, with the Minister of Women Affairs as the Chairperson. As a follow-up to the inauguration, the Ministry in collaboration with development partners, organized the Stakeholders Forum on OVC on April 26, 2005, to set up partners working groups that would provide technical guidance for the development, implementation and working of a National OVC response plan of Action.

1.2
Concepts and Definitions

1.2.1
Child

A child is defined as a boy or girl who has not reached the 18th birthday. The age of 18 years relates primarily to the generally acceptable age of majority. In Nigeria, this is the age of voting; and the official female age at marriage. In the context of HIV and AIDS, the definition of a child or the point of cut-off has particular relevance in the light of:

· The age at which compulsory education ends;

· The differences between girls and boys, for example, in relation to marriage and age of sexual consent;

· Legal capacity to inherit and to control property transactions; and

· The ability to lodge complaints to seek redress before a court or other authority.

1.2.2

Orphan

An orphan is a child under age 18 years who has lost one or both parents irrespective of the cause of death. The report, Children on the Brink 2004 (UNAIDS, UNICEF and USAID, 2004) makes distinction among the following categories of orphans:

· Maternal orphans - children under age 18 whose mothers have died;

· Paternal orphans - children under age 18 whose fathers have died; and

· Double orphans - children under 18 whose mothers and fathers have died.

The HIV/AIDS pandemic has necessitated categorizing orphans by cause of death; for example, a child orphaned by HIV/AIDS is one under age 18 years who has lost one parent to AIDS. Another cause for the increasing number of orphans is the high level of sectarian or inter-community conflicts and internecine crises that are rampant in some parts of the country; hence there is a large pool of children orphaned by conflict in some states in Nigeria, such as Plateau, Benue and Taraba in recent years. 

1.2.3

Vulnerability

The definition of vulnerability varies from society to society. In an operational context, vulnerable children can be said to be those who are most likely to fall through the cracks of regular programs, or, in line with the social protection definition, vulnerable children are those who experience negative outcomes, such as loss of their education, morbidity, and malnutrition, at a higher rate than their peers. 

According to the World Bank’s Thematic Group for the OVC Toolkit
, vulnerability, defined within a Social Risk Management (SRM) Framework, is “the likelihood of being harmed by unforeseen events or as susceptibility to exogenous shocks.” A vulnerable household is one with a poor ability: to prevent the likelihood of shocks hitting the household; to reduce the likelihood of a negative impact if shock were to hit; and to cope with shocks and their negative impact. In the perspective of SRM, vulnerable children are those who face a higher risk than their local peers of experiencing:

· Infant, child and adolescent mortality;

· Low immunization, low access to health services, high malnutrition, and high burden of disease;

· Low school enrollment rates, high repetition rates, poor school performance and/or high drop out rates;

· Intra-household neglect vis-a-vis other children in the household (reduced access to attention, food, care);

· Family and community abuse and maltreatment (harassment and violence); 

· Economic and sexual exploitation, due to lack of care and protection.

One of the major issues discussed at the Zonal Stakeholders’ Consultative meeting was the conceptualization of vulnerability within the context of different socio-cultural settings in Nigeria. As expected, the participants’ definitions of vulnerability and the categories of children who are vulnerable were similar in generality, but varied in detail. For instance, a consensus definition of a vulnerable child in the North-west zonal meeting in Kaduna is a child who, because of circumstances of birth or immediate environment, is prone to abuse or deprivation of basic needs, care and protection, and thus disadvantaged relative to his/her peers. 

In the South-East zonal meeting at Enugu, vulnerability was defined as a situation whereby the child is deprived of the first line of defense, or is predisposed to higher risk of retarded physical, mental, socio-cultural and economic personal development. The is similar the conceptualization of the South-West zonal meeting, which defined a vulnerable child is one who suffers greater deprivation than his/her peers and as a result is exposed to all kinds of danger which affect them emotionally, physically, spiritually socially and threaten national development. In general, vulnerable children are more exposed to risks than their peers

In defining vulnerability, it was stressed in all the zonal meetings that not all orphans could be classified as vulnerable. It was noted that there are several orphans with adequate provision for their welfare either in the form of wills that are adequately administered or in terms of having well-to-do relatives/caregivers who could provide the basic needs of life. 

The categories of children regarded as vulnerable by participants of the zonal workshops include the following:

· Orphans, especially those whose parents died after a protracted illness

· Abandoned children

· Children in child-headed homes

· Children on/of the street (including child hawkers)

· Children infected with HIV

· Child beggars, destitute children and scavengers

· Exploited “almajiris”

· Internally displaced/ separated children 

· Children living with terminally or chronically ill parent (s)

· Children living with old/ frail grandparent (s)

· Children, especially girls, who get married before maturity

· Child domestic workers

· Children in exploitative labour

· Child sex workers

· Children with disabilities

· Trafficked children

· Children in conflict with the law

· Children of migrant workers e.g. fishermen, nomads.
1.3
Goal and Objectives 

The main objective of the consultancy is to develop the national action plan to accelerate response for orphans and other children made vulnerable by HIV/AIDS.  The action plan covers the technical areas agreed upon by the National Plan of Action Finalization Team as being pertinent for scaled-up responses the situation of children orphaned and or made vulnerable by HIV/AIDS. These areas include Education; Health; Household level care and Household Economic Strengthening; Psychosocial needs and Social Protection; Policy and Service Delivery Environment and the Monitoring and Evaluation Framework.

1.3.1
Goal

The goal of the action plan is to accelerate the national response to OVC, building on previous and existing experiences to reach more children, with more services over a longer period of time consistently.

1.3.2
Objectives 

The overall objective is to develop a costed national plan that provides the framework for accelerating the national response on OVC in Nigeria, for use over the next five years. This involves drawing up a costed action plan for the technical components of the National OVC Plan of Action, namely policy and service delivery environment, household level care and economic strengthening, psychosocial needs and social protection, education, health, and monitoring and evaluation.

Specific Objectives

· Establish data management systems for planning at all levels and develop a monitoring and evaluation framework.

· Raise awareness of OVC issues at all levels through advocacy and social mobilization. 

· Strengthen the capacity of families and communities to support, protect and care for OVC. 

· Increase the access of vulnerable children to essential services (health, education, nutrition, medical, shelter and psychosocial).

· Enhance the capacity of OVC, especially adolescents, to participate in the process of meeting their own needs.

· Build capacity of stakeholders at all levels to coordinate, plan and leverage resources for orphans and vulnerable children’s programmes.

1.4
Methodology 

In collecting information for the National OVC Plan of Action, various processes and data collection methods were utilized. First, the consultants embarked on desk review of a wide range of literature and documents obtained from the internet, Federal Ministries and agencies, implementing organizations, OVC plan of action for other countries, and project reports of various stakeholders. Part of the process involved strategic visits by consultants to government departments, NGOs, UN Agencies and other donor partners to generate the required information. Apart from collecting available documents form these offices, in-depth interviews were conducted with relevant officials to obtain specific service delivery information.

The consultants undertook a traveling tour of Benue state to obtain state-based information and to consult with state-level project implementers, whose input was considered essential for program ownership and sustainability. Unfortunately, due to some constraints it was not possible to visit one state from each of the six zones as was originally proposed. This was, however, compensated for by the Zonal Stakeholders’ Consultative meetings on OVC, which involved participants from all the states of the Federation. Both in-depth interviews and focus group discussions were utilized to obtain information from various stakeholders in Benue State, as well as some stakeholders who took part in the Consultative meetings.

The Zonal Stakeholders’ Consultative Forum took place in Kaduna, Bauchi, Ota, and Enugu for the north-west, north-east, south-west and south-east zones respectively. The average number of participants was about 75, drawn from the Federal Government, State and Local Government Authorities, civil society organizations, community leaders, caregivers, and OVC themselves. The meetings provided opportunities for these stakeholders to participate in the formulation of the National OVC Plan of Action. Prior to the zonal meeting, a 2-day workshop of consultants took place at ENHANSE office, as a dress rehearsal of the tools and methodology of the Problem Tree Analysis designed for the Zonal consultative meetings. 

A four-day Monitoring and Evaluation Workshop took place in November 21-24, with the aim of working out a framework for tracking the activities and outputs of the OVC Plan of Action, and assessing outcomes and effects. The M&E plan focuses on activities undertaken and results achieved at all levels of the implementation of the National Plan of Action in order to improve the socio-economic conditions of OVC and their households.

The draft of the Costed National OVC Plan of Action was presented to the Plan of Action Task Force on December 9, 2005. The consultants received valuable comments from the members, on the basis of which the document was revised and presented to the National Steering Committee. Subsequently, the costing workshop was conducted following which the proposed actions and interventions were costed, and the document finalized.

2 Policy and Service Delivery Environment 

2.1
Introduction

A policy is a statement of government’s declared intensions or actions along with the goals and means to achieve them. Service delivery environment is the totality of conditions that influence (enhance or frustrate) the provision of services to orphans and vulnerable children. The development of a National Action Plan for scaling-up response to orphans and vulnerable children (OVC) in Nigeria requires a conducive and favourable policy and service delivery environment. This can only be realized through the formulation and implementation of functional policies, creation of a legal framework and establishment of OVC response coordination structures and systems to prevent and mitigate vulnerability of OVC to HIV/AIDS and poverty. This section reviews the policy and service delivery environment in Nigeria with the aim of identifying strengths and gaps in service provision and proposing interventions/actions to address the identified gaps. Issues reviewed include the adequacy of existing laws and policies, coordination, supervision, and management of service delivery at different levels; advocacy and social mobilization strategies; community capacity strengthening for OVC care and support; and resource mobilization. 

2.2
OVC Issues in the Existing Law and Policies

Until recently, the legal and policy framework for the protection of children’s rights in Nigeria has remained weak, uncoordinated and out of step with Nigeria’s obligations under the UN Convention on the Rights of the Child (CRC), the African Charter on the Rights and Welfare of the Child and other international treaties and conventions. For instance, Article 4 of the CRC and Article 1 of the OAU Charter respectively require states to undertake all appropriate legislation, administrative and other measures for the implementation of the rights recognized in these conventions. In spite of these obligations, Nigeria has been slow at modernizing its legal framework for the protection of children. In part, this is because the federal constitutional arrangement does not situate issues concerning children within the legislative purview of the National Assembly but with state legislatures, thereby making it difficult to establish an adequate legal framework applicable throughout the country. 

Since 2000, there has been a growing realization in Nigeria that a high level of national commitment is imperative in addressing the challenges faced by children generally, especially orphans and vulnerable children. A number of legislations, laws, policies, and programmes have been formulated at different levels to protect children, including OVC, from exploitative and hazardous conditions. Also a number of international declarations and commitments have been endorsed by Nigeria in relation to children, specifically as concerns orphans and vulnerable children.

The 1999 Constitution of Nigeria provides the legal framework for the protection of children’s rights in Nigeria, OVC inclusive, although the applicable provisions are indirect. Chapter II of the Constitution, on Fundamental Objectives and Directive Principles of State Policy, contains principles that are supposed to guide and direct the Nigerian state in the formulation and execution of policies. Several of these principles are important for child survival, development and protection. Similarly, among the clauses in Section 17 of the Constitution are the provision of adequate medical and health facilities for all persons, and protection of children and young persons from all exploitation and from moral and material neglect.

Unfortunately, these provisions that directly address the rights of children are non-justiciable and cannot be legally enforced in a court of law, because Section 6(6) of the Constitution prevents Courts from looking into whether or not the Fundamental Objectives and Directive Principles of State Policy have been implemented (UNICEF, 2001). Unlike the fundamental objectives, however, the fundamental human rights spanning Sections 33-44 of Chapter IV of the Constitution are justiciable. Chapter IV covers provisions on the right to life, thought, conscience, and freedom from discrimination, etc. Section 33 guarantees the right to life of all citizens, including children. Section 42(2) provides that no citizen of Nigeria shall be subjected to any disability or deprivation merely by reason of his or her birth. Although the fundamental rights apply to all citizens, a child cannot invoke them directly through legal action. If an adult does not act on the child’s behalf, the child is unable to seek enforcement of his or her rights (UNICEF, 2001). The review of the constitution should therefore consider the insertion of specific provisions embodying the rights of children, and specifically orphans and vulnerable children.

Apart from the Constitution, there are other laws, and statutory provisions adopted to protect Nigerian children. These include the following:

· Ratification of the United Nations International Conventions, especially the 2001 UN General Assembly Special Session on HIV/AIDS (UNGASS), the UN Convention on the Rights of the Child, and the ILO Convention 138 on Minimum Age, and Convention 182 on the Elimination of the Worst Forms of Child Labour.

· Enactment of the Child’s Rights Act, 2003, which recognizes the rights and responsibilities of the Nigerian child, and that the best interest of the child should be of paramount consideration in all actions at all levels.

· Enactment of the National Agency for Trafficking in Persons (Prohibition) Law Enforcement and Administrative Act, 2003, and the establishment of national Agency for prohibition of Traffic in Persons.

· Promulgation and implementation of the Universal Basic Education (UBE) Act.

· Review of the Labour Act to include child labour, HIV/AIDS and other core ILO Conventions on Fundamental Rights at Work.

· Enactment of edicts and byelaws at state and local government levels, prohibiting the use of children in hazardous and exploitative child labour.

· Promulgation of Nomadic Education Act and establishment of Nomadic Education Program.

In addition to these, several other policies and programs have been adopted by the Federal Government over the years with the declared intention of improving the well-being of children. These cover a wide range of subjects including education, health, social development, child welfare and youth. They include: 

· The Social Development Policy of 1989, which addressed the issue of child welfare as a component of social welfare.

· The National Programme for the Survival, Protection and Development of the Nigerian Child, adopted in 1992 in response to the goals set by the World Summit for Children.

· Child and Family Welfare Services, which were designed as the vehicle for protecting children and women facing situations of abuse, violence, exploitation or living in especially vulnerable conditions. 

· National Economic Empowerment Development Strategies (NEEDS) and other Poverty Alleviation Programmes.

· National Programme on Immunization (NPI), which caters for the immunization needs of Nigerian children.

· Review of the existing National Employment Policy in line with the National Economic Empowerment Development Strategies (NEEDS) and the Millennium Development Goals.

· National Policy on Food and Nutrition in Nigeria, 2001.

· National Policy on HIV/AIDS, 2003

· The draft of the National Policy on Child Labour

· The draft of the National Policy on HIV/AIDS for Education Sector

· The draft of the National Policy on the Child

Generally, these policies and programs lack specifics on orphans and vulnerable children, and some of them lack implementation strategies and/or operational guidelines, which could undermine their translation into interventions. Besides, there is a low level of knowledge of the existence of most of the policies and programs at State, LGA and community levels. This low knowledge level results in poor implementation of different activities related to children. Further, many of the policies have remained in a draft format many years after their development was initiated. For instance, the National Policy on the Child has not seen the light of the day, neither has the National Policy on HIV/AIDS Education Sector, nor has the National Policy on Child Labour been finalized years after the drafts were prepared.

Another weakness of the policy environment is the weak inter-Ministerial coordination of efforts with respect to children, and OVC in particular. The Federal and State Ministries of Women Affairs have the mandate on child welfare issues. However, other Ministries such as, Education, Health, Labour and Productivity, Youth and Sports, and Agencies such as the National Planning Commission, the Presidency, etc. also have big stakes in children issues. There is therefore need for inter-ministerial cooperation in policy and programmes development as well as coordination of activities related to OVC. 

Nevertheless, the present responses and efforts by the government are steps in the right direction and are indicative of growing political will and commitment, even though they may be coming rather late in the face of enormous challenges facing children in Nigeria. Moreover, in general, these policies and programmes have been undermined by chronic under-funding and institutional capacity weaknesses. Typically the Ministry responsible for children’s affairs suffers from low budgetary allocations and has no operational programmes for front-line delivery of social welfare or protection services to the large numbers of children in need. Only limited operational programmes are provided by the Social Welfare Departments in a few states of the Federation. Generally the provided services are marginal in scope compared to the scale of the problems confronting the most vulnerable children, particularly OVC.

2.3
OVC Issues in the Child’s Rights Act 

Nigeria ratified the United Nations Convention on the Rights of the Child (CRC) on March 21, 1991 (FMWA, 2004). Prior to the ratification of CRC, child’s rights issues were guided by various legislations at both Federal and State/Regional levels. Notable among these were the Child and Young Persons Act (1943), which dealt mainly with juvenile administration, and the Labour Act (1974), which sought to regulate child labour and to protect children from exploitative labour and abuse. In 1993, a draft of the Children’s Bill was prepared based on the principles of the CRC, but never enacted into law until the end of the military era in 1999. 

With the inauguration of democratic governance in May 1999, concerted efforts have been made to evolve a legal framework for the protection and promotion of the rights of children in Nigeria. These efforts culminated in the enactment of Child’s Rights Act (CRA), passed by the National Assembly on July 16, 2003 and signed into law by the President of the Federal Republic of Nigeria on July 31, 2003 (FMWA, 2003). Nine of the 36 states of the Federation have passed CRA as a bill, and a vigorous advocacy campaign is currently being undertaken by the Minister of Women Affairs for other states to follow suit.

Part 1 of the Child’s Right Act contains three clauses that accord paramount importance to actions or issues concerning the Nigerian child, as follows:

· In every action concerning a child, whether undertaken by an individual, public or private body, institutions or service, court of law or administrative or legislative authority, the best interest of the child shall be the primary consideration.

· A child shall be given such protection and care as necessary for the well-being of the child, taking into account the rights and duties of the child’s parents, legal guardians, or other individual, institutions, services, agencies, organizations or bodies legally responsible for the child.

· Every person, institution, service, agency, organization and body responsible for the care or protection of children shall conform to the standards established by the responsible authorities, particularly in the areas of safety, health, welfare, number and suitability of their staff and competent supervision.

Other provisions of the Act are outlined in the remaining 22 Parts, which elaborate on the broad themes of the Act and headed as follows:

1. Rights and Responsibilities of Child

2. Protection of the Rights of a Child

3. Protection of Children

4. Children in Need of Care and Protection

5. Care and Supervision

6. Provisions for Use of Scientific Tests in Determination of Paternity or Maternity, etc.

7. Possession and Custody of Children

8. Guardianship

9. Wardship

10. Fostering

11. Adoption

12. The Family Court

13. Child Minding and Day Care of Young Children

14. State Government Support for Children and Families

15. Community Homes

16. Voluntary Homes and Voluntary Organizations

17. Registered Children’s Homes

18. Supervisory Functions and Responsibilities of the Minister

19. Child Justice Administration General

20. Supervision

21. Approved Institution and Post Release Supervision, etc.

22. Miscellaneous

The provisions of the Child’s Rights Act supersede all other legislations that have a bearing on the rights of the child. Although the CRA does not have a section explicitly devoted to OVCs per se, most of the provisions are applicable to them, such as the sections on protection of children, children in need of care and protection, care and support, possession and custody, guardianship, wardship, fostering, adoption, etc. Indeed, with the Child’s Rights Act, the policy environment is supportive of an OVC-focused rights and interventions. 

Having been enacted at the national level, however, the states are expected to formally adopt and adapt the Act for domestication by the State Houses of Assembly as state laws. This is imperative since issues of child rights protection are on the residual list of the Nigerian Constitution, giving states exclusive responsibility in the matter. The challenge now is with its passage in the majority of the State Houses of Assembly; else the excellent provisions of the document would not be translated into concrete actions supportive of the intended beneficiaries. It is in this context that the current advocacy campaign embarked upon by the Minister of Women Affairs to states that are yet to pass the Act is seen as laudable, appropriate and urgent.

At the institutional level, the National Child Rights Implementation Committee (NCRIC) is the apex body charged with the responsibility of monitoring compliance with the Act. The NCRIC comprises representatives of government ministries/agencies responsible for monitoring and implementation of the rights enunciated in the Child’s Rights Act, NGOs, UN Agencies, Academia and other stakeholders. It is to advice Government on programmes and projects that shall enhance the implementation of the rights of the child, collect and document information on matters related to child rights, prepare and submit periodic reports on the Convention on the Rights of the Child, and advise the Government on how best to ensure the well-being of the Nigerian child. The NCRIC is replicated at the State and Local Government levels to ensure a holistic approach to its oversight function.

2.4
Existing OVC Service Delivery Systems, Coordination and Regulatory Frameworks

The OVC situation in Nigeria, like the HIV/AIDS pandemic, requires a multi-sectoral approach. Its resolution calls for involvement of a broad range of sectors in both the public and private arenas. A multitude of stakeholders are currently responding to the plight of orphans and other vulnerable children. The thrust of care and support provided by each organization is focused on a limited range of the OVC problems and in a limited geographical area. So far, the responses of non-state actors to OVCs have largely operated outside existing coordination structures. In addition, there is a lack of mechanisms for networking and coordination of the various partners that provide care and support to OVCs in different parts of the country. Consequently, there is a high risk of duplication and variable quality of care and support services in areas where the non-state organizations are concentrated. There is a strong possibility that the distribution of service providers is neither equitable nor balanced with the magnitude of need.

In various places in Nigeria, there are on-going intervention activities by non-governmental organizations (NGOs), faith based organizations (FBOs), community based organizations (CBOs), local government authorities, international NGOs, the UN system, bilateral and multilateral donors and State and Federal Governments. So far, these responses have not been adequately and efficiently coordinated because of the absence or inefficiency of the existing coordination structure. Service providers are providing the needed care, support and protection of OVCs in a fragmented manner.  Stakeholders use varying approaches to identify OVCs and respond to their needs for care, support and protection. Equally, fragmented approaches are involved in mobilizing and involving communities in linking with services and in the monitoring and evaluation of interventions. Consequently, the OVC response is imbalanced in terms of age, gender and by geographical location, and some approaches have not been appropriately timed or implemented.

The government, through the Ministry of Women Affairs, inaugurated the National OVC Steering Committee on March 23, 2005. The Committee is the highest decision making body on OVC issues, with the Minister of Women Affairs and the Chairman of NACA as Chairman and Co-Chairman respectively. The main objective of the National Steering Committee is to move forward the OVC agenda by developing appropriate response action plan and ensure its effective implementation, coordination and evaluation. Subsequently, the National Stakeholders Forum, comprising representatives of the line ministries and government agencies, representatives of donor agencies, international and national NGOs, civil societies and OVCs, was inaugurated on April 25, 2005. The Committee reports to the National Steering Committee on all OVC issues. These comprise the framework for overall coordination and management of OVC activities. At present, the framework is weak, a function of low commitment, inadequate capacity and lack of appreciation of the magnitude of the plight of OVC in the country.

2.4.1 
Coordination at Federal Level

The OVC Steering Committee is the highest decision making body on OVC issues in the country. At the federal level the coordination and management structure consists of the OVC Coordinating and Monitoring Unit of the Child Development Department, Federal Ministry of Women Affairs, which is also the secretariat of the National OVC Steering Committee. The aim of the Steering Committee is to ensure transparency, efficiency and partnership in all efforts to respond to the needs of OVC. The terms of reference of the Steering Committee include the following: 

· Ensure coordination, harmonization and implementation of the national response on orphans and vulnerable children in Nigeria. 

· Evolve a time frame for the development and implementation of National Strategic Plan on Orphans and Vulnerable Children and to ensure the mainstreaming of OVC into macro-economic strategies. 

· Give guidance and advice to the Minister of Women Affairs, and direct the technical working groups on all issues relating to the coordination, harmonization and implementation of national response on orphans and vulnerable children.

· Institute the formation of Technical Working Groups from the present National Stakeholders’ Forum.

· Ensure the development/review of policies, legislations and guidelines for national orphans and vulnerable children’s intervention.

· Define a national care and support package for orphans and vulnerable children in Nigeria.

· Ensure monitoring of the implementation of the national response at all levels.

· Mobilize and leverage resources for the implementation of the orphans and vulnerable children’s national response.

· Provide the required support and input to the national and six geo-political OVC Coordinating and Monitoring Units to be set up by the Federal Ministry of Women Affairs.

· Ensure effective multi-dimensional and multi-sectoral national orphans and vulnerable children’s response.

Membership of the National OVC Steering Committee include the following:

· Hon. Minister, Federal Ministry of Women Affairs – Chairperson

· Chairman, National Action Committee on AIDS (NACA) – Co-Chair

· Hon. Minister, Federal Ministry of Education

· Hon. Minister, Federal Ministry of Health

· Chairman, National Planning Commission (NPC)

· The Country Representative, DfID

· Chairman, House Committee on Women and Youth

· The UNICEF Country Representative

· The USAID/ENHANSE Project

· The World Bank Country Representative

· The Director, Action AIDS

· The Director, British Council

· The Country Director, Hope Worldwide, Nig.

· A Representative of the Academia

· Head OVC Unit - Secretary

It is noteworthy that although much responsibility is given to the OVC Coordinating and Monitoring Unit of the Ministry of Women Affairs, the Unit lacks the technical capacity and funds to effectively discharge its mandate. Currently, the Unit does not have adequate office space and lacks capacity in both personnel and materials given the enormity of the OVC activities it contends with. 

2.4.2
Coordination at State Level

Coordination of OVC activities at the State level is at present non-existent in many States of the Federation. Similar to what obtains at the Federal level, however, the State Ministry of Women Affairs and Social Development is supposed to coordinate activities related to the welfare of children, including OVC. Accordingly, the State OVC Coordinating Unit is supposed to be established and equipped to coordinate state-level response to OVC. In view of the increasing visibility of orphans and vulnerable children and increasing activities envisaged by the National OVC Plan of Action, the State OVC Coordinating Unit should be urgently set up and equipped for relevance in the new scheme of things. 

In addition, the Federal Ministry of Women Affairs has also proposed to establish Zonal OVC Coordinating and Monitoring Unit in the six geo-political zones of the Federation. The body will coordinate OVC activities among the constituent States of the Zone; it reports to the Federal Office, while the State offices report directly to it. Making the State and Zonal OVC coordinating institutions operational is a high priority, which also entails enormous capacity development.

2.4.3
Coordination at Local Government Level

At present, there is no consistent formal structure dealing with OVC at Local Government level. Some of the consequences of lack of functional structures addressing OVC at the LGA level are uncoordinated responses and structural inadequacies, which in turn lead to ineffectiveness and inefficient intervention effort. In some LGAs, however, the Social Welfare Department has taken the initiative on OVC issues. However, such actions and activities are usually sporadic and inadequate for the magnitude of the problem. The general lack of funds for LGA structures hinders the effectiveness of the Social Welfare Department and other such units that could be charged with OVC issues. It is also imperative to establish LGA OVC Coordinating Unit in the Office of the Local Government Chairperson, charged with the responsibility of coordinating and monitoring LGA-level OVC response. 

2.4.4
Coordination at Community Level

There is virtually no coordination of OVC activities and interventions at community level. Yet many non-state stakeholders are currently responding to the HIV/AIDS pandemic, particularly the plight of orphans and vulnerable children. The thrust of care and support provided by each organization typically is focused on a limited range of HIV/AIDS and OVC problems and in a limited geographical space. The actors (NGOs, CBOs and FBOs) lack mechanisms for networking and coordination of their responses within the community. This has resulted in duplication and variability in the quality of care and support services in areas where the non-state organizations are concentrated. Lack of coordination may lead to ineffectiveness and inefficient responses, and structural inadequacies lead to poor access and quality of OVC interventions.

There is therefore need for a Community HIV/AIDS Coordinating structure, which could not only monitor the activities of non-state actors, but also leverage resources or mobilize the community for care and support of OVC. To be fully engaged and operational, the Committee should respond to both HIV/AIDS and OVC-related activities within its boundaries without treating OVC issues as secondary or less important. This calls for intervention aimed at building the capacity of the Committees to perform their role effectively and efficiently. 

2.5
Existing Advocacy and Social Mobilization Strategies

Advocacy and social mobilization are essential ingredients of an effective response to OVC issues, and children’s concerns generally. At present there is lack of functional structures for conducting advocacy and mobilization, as well as lack of capacity, both human and technical. Generally, there is also poor awareness of OVC issues, and poorly identified issues for advocacy as a result of poor awareness and limited data. One important consequence of lack of advocacy and social mobilization strategies is poor and ineffective community mobilization to respond to OVC needs.

Advocacy and social mobilization strategies have been effectively embarked upon by international and national non-governmental organizations, and some community-based and faith-based organizations to achieve programme acceptability, sustainability and ownership. For instance, before implementing a community-level intervention, NGOs usually undertake advocacy visits with community leaders, local government officials, chiefs and religious leaders, whose support is considered essential for the acceptance of the specific intervention to the generality of the population. They also provide support to community-based groups, and play an important role in advocating for more effective community response to care, support and protection of OVC based on community-identified needs, resources and responses. 

Most organizations have been more successful with their advocacy effort than their social mobilization endeavours. Obviously, this is related to high level of poverty at the grassroots level, and the general lack of appreciation that the community can do something collectively to ameliorate the plight of children infected with and affected by HIV and AIDS, vulnerable children and PLWAs. However, the strategy of mobilizing community resources and responses generally has been haphazard, non-systematic and ineffective. For OVC to get adequate community support, some community structures, such as Community Welfare Committee, should be put in place to coordinate activities at local level and to ensure community ownership and continuity. Also there are a number of existing community structures in many communities that could be strengthened to integrate OVC issues. Such a committee should establish OVC welfare fund to meet immediate basic needs of OVC, such as education, medical treatment, shelter and food. Its activities should also include the identification and documentation of OVC within the communities on regular basis, and providing them with the required support. Apart from locally generated resources, through capacity building, Community Welfare Committees could leverage external fund and support for more enduring and effective intervention with respect to OVC. 

Government agencies to a certain extent have also embarked on advocacy and social mobilization with varying degrees of success. For instance, effective advocacy was mounted on members of the Legislature to ensure the passage of the Child’s Rights Act in 2003, and currently, the Minister of Women Affairs has been on advocacy visits to states that are yet to pass the Child’s Rights Act into law. Given the prevailing disposition, this is expected to bear the expected dividend with time. The social mobilization effort of the government has been nil with respect to OVC, but given the success of the recent community mobilization for child immunization, a carefully-planned and culturally-sensitive mobilization strategy for OVC would greatly enhance community awareness, consciousness and service provision to OVC.

2.6
Community Capacity Strengthening

There are at least two aspects of community capacity strengthening, technical and economic capacities, both of which are severely lacking in most communities in Nigeria, with obvious adverse consequences on OVC. Generally, there is inadequate availability of OVC technical information and ability to assimilate it. Most communities have poor knowledge base and display characteristic lack of understanding and appreciation of the OVC situation. The existing response capacity is generally low, resulting in inadequate intervention to address OVC issues.

The economic capability of the communities is hindered by high level of poverty, consequent with the low resource base of most communities. Generally, local communities lack access to savings and credit schemes; there is also inadequate capacity to undertake income generation activities for the support of OVC, caregivers and the youth. At the same time, most communities have competing priorities, with members feeling overwhelmed by the problems confronting them. Clearly, the communities are not aware of their inherent strength with respect to OVC issues due to inadequate advocacy and social mobilization and lack of coordination and management at community level.

Of course, the lack of economic capacity has many adverse consequences for the OVC course. It engenders poor access to basic needs by OVC, their caregivers and the youth, and increases their vulnerability; children suffer ill-health, hazardous situations and reduced access to health care. As a result of these, many children fail to attain their full potential, and there is increase in the number of those who are vulnerable or grow up to take to the streets or become abandoned or neglected.

2.7
Resources Mobilization 

The bulk of resources (human, funds, time, facilities and equipments) available currently for supporting OVC activities in Nigeria are sourced externally. Various actors are raising funds for supporting HIV and AIDS activities, including OVC issues, in an ad hoc manner. Fund mobilization efforts by various actors are not coordinated, which makes it difficult to determine and obtain the required or appropriate funding level for supporting, caring and protecting OVC. This has been partly due to the lack of formalized and coordinated OVC fundraising framework and strategies in the country. 

The sources of HIV/AIDS and OVC-related funding in Nigeria include the following:

· The Global Fund for AIDS, TB and Malaria, which has funded proposals for scaling up the prevention of mother-to-child HIV transmission initiatives, expansion of anti-retroviral therapy scheme, and mobilization of civil society responses to the epidemic.

· The World Bank through the International Development Association credit scheme, which commenced as part of the Bank’s Global Multi-country AIDS Assistance Project.

· International Development assistance from USAID, British Department of international Development (DfID), Canadian International Development Agency (CIDA), Japanese International Corporation Agency (JICA), European Union, the Italian Corporation, etc.

· The US Government (PEPFAR). Nigeria has benefited from the US Presidential Initiative on HIV/AIDS programming.

· The UN Agencies (including: UNICEF, UNAIDS, UNFPA, UNDP, UNIFEM WHO, ILO).

· Various international organizations, including Gates Foundation, MacArthur Foundation, Ford Foundation, etc. 

· The government of Nigeria: Through budget allocations to support Universal Primary Education, health care services, social welfare support, secondary school education, Ministry sustenance, etc.

· Some corporate and private individual funding, which is relatively low and recent, sourced by a few CSOs.

A sustained availability of adequate resources is essential for achieving a successful and sustainable scaled-up OVC response. Consequently, seeking and securing additional support - both through funding and through “in-kind” donations of resources, e.g. volunteer time, is inevitable. Apart from seeking additional resources from the Federal and State governments to support the OVC, other potential sources of resources are the private sector, the donor community (development partners) and other local and international non-state organizations, including philanthropic societies/clubs, such as Rotary, Zonta, Lions Clubs. However, a national framework is required for a coordinated and effective resource mobilization strategy. 

The Nigerian society faces inadequate advocacy and resource mobilization structures and strategies with respect to the OVC situation in the country. Generally there is lack of funds for OVC response at the community level, and ineffective fund raising coordination and resource utilization at all levels. Apart from the prevailing high level of poverty and low level of awareness of OVC issues, inadequate capacity to mobilize communities and insufficient advocacy skills by project implementers, there is low prioritization of OVC by governments at all levels, NGOs and donors. Governments at all levels lack adequate capacity to plan for OVC, and also lack political commitment due to poor awareness. Private sector or corporate participation in OVC intervention is a rarity, even though it is indeed a great potential lying dormant. 

The consequences of these problems are inadequate mobilization of resources for OVC response, poor funding by governments at all levels, and poor quality and quantity of OVC response. The failure to meet the needs and rights of OVC resulting from all the above means more vulnerability and an increase in the number of children who fall through the cracks of regular programmes or experience negative outcomes at higher rates than their peers. Therefore, there is an urgent need to revamp and strengthen existing resource mobilization structures at all levels, and establish new ones for effective OVC response. 

The following are some of the suggested components of the national resource mobilization framework for a scaled-up response to the OVC over the next six years: 

National level: 

· Government to dedicate and allocate adequate resources to the line ministries which are responsible to the care, support and protection of OVC. 

· Government to dedicate and allocate adequate resources to the State governments for supporting the OVC.

· Government to mobilize additional resources from the donor community.

· Government to mobilize additional resources from corporate bodies. 

· Mobilizing resources from the international and national NGOs and FBOs.

State/LGA Levels:

· State governments and LGA to dedicate and allocate adequate funds from their revenue to the support, care and protection of the OVC.

· Many organizations, philanthropic societies and individuals are willing to donate time, resources, equipment, and staff to causes they support. State governments and the LGA OVC Committees should mobilize such resources from local NGOs, businesses, philanthropic societies and prominent people in the State/LGA.

Community/Village Level:

· Community/Village level authorities to dedicate and allocate more funds from their revenue to the Community/village OVC fund.

· Community/Village level authorities to facilitate resource mobilization from businesses, philanthropic societies and prominent people in the community. 

· Community/Village authorities to mobilize resource from members of the community.

2.8
Gaps, Challenges and Opportunities

The foregoing review indicates that the federal government, the donor community and other actors have shown some level of commitment in addressing issues related to children, even though most of these are not specifically targeted on OVC.  Notwithstanding these laudable actions, several gaps have been identified which should urgently be addressed to improve the policy and service delivery environment for an effective multisectoral response to the OVC situation in Nigeria. These include:

2.8.1
Policy Environment

(i)
There is no national policy on orphans and vulnerable children, a huge gap in the face of high and rapidly increasing number of orphans and vulnerable children in the country.

(ii)
The National Policy on the Child, a document that has been in the offing for some years, has not been finalized, launched or published.

(iii)
The Child’s Rights Act is yet to be passed by the majority of states in the country; also the document, though comprehensive on children generally, does not have a section specifically addressing care and support for orphans and vulnerable children in the context of HIV and AIDS.

(iv)
Inadequacy of national data on OVC, or lack of OVC database, which will form the basis for policy.

(v)
OVC care and support have not been mainstreamed in the planning process and development programmes at all levels from national (line ministries) to state, local government and community levels.

(vi)
OVC care and support have not been integrated or mainstreamed into relevant policies such as National Policy on Food and Nutrition, Social Development Policy, Health and Education policies.

(vii)
International Conventions that Nigeria has ratified are not known beyond the national level; lack of knowledge of international conventions that Nigeria is obliged to implement leads to poor implementation of issues related to children, particularly OVC.

2.8.2
OVC Service Delivery Systems, Coordination and Regulatory Framework

(i)
The Coordination and Regulatory Framework in the FMWA is weak and grossly inadequate; there is inadequate coordination among government ministries and agencies with respect to services for OVC.

(ii)
There is inadequate coordination of OVC response and activities at state and LGA levels; in fact, it is virtually non-existent.

(iii)
There are no guidelines for programmes, and no regulatory or coordinating structures for services and support provided by non-state actors: NGOs, FBOs, CBOs and the private sector. 

(iv)
Lack of genuine interest and intention on the part of implementing partners at all levels; corruption and embezzlement of OVC funds.

2.8.3
Advocacy and Social Mobilization

(i)
There is a generally low level of consciousness of the situation of OVC in all parts of the country. Consequently there is a need for OVC awareness-creation campaign, identification of all OVC based on community conceptualization, and mobilization of community to provide care and support for OVC.

(ii)
Communities, including the private sector within them, have great potentials, which are yet to be tapped for care and support of OVC. 

(iii)
The Social Welfare offices are not functional in most rural communities, where the majority of Nigerians live; they can be revamped and made more proactive through capacity building, injection of funds, and supervision at the local government level.

(iv)
Lack of capacity for effective advocacy and social mobilization effort at all levels.

2.8.4
Community Capacity Strengthening

(i)
Generally, there is inadequate availability of OVC technical information and ability to assimilate it. The existing response capacity is generally low and most communities have poor knowledge base and display characteristic lack of appreciation of the OVC situation. 

(ii)
The economic capability of the communities is hindered by high level of poverty, resulting from low resource base and lack of basic credit and employment facilities in most rural communities.

(iii)
Communities are not aware of their inherent strength with respect to OVC issues due to individualism, inadequate advocacy and social mobilization and lack of coordination and management at community level.

(iv)
Poor community organizational structure and lack of effective and trusted leadership.

2.8.5
Resource Mobilization

(i)
There is a low prioritization of OVC by governments, a function of low political will and commitment to OVC issues due to poor awareness at all levels. 

(ii)
There is inadequate advocacy and resource mobilization structures and strategies with respect to the OVC situation in the country. 

(iii)
Generally, there is lack of funds for OVC response at the community level, and ineffective fund raising coordination and resource utilization at all levels. 

(iv)
There is inadequate capacity to implement projects and to mobilize communities for action on OVC issues.

(v)
Organized private sector or corporate participation in OVC intervention is a rarity, even though it is of tremendous potential (for example the multinational corporations, oil companies, national firms, etc). 

(vi)
Too many competing community development goals and self-help activities due to low government priority of rural needs.

2.9
Strategic Objectives

The key actions to be taken in order to address the above-mentioned gaps, and thus scale-up response for care, support and protection of OVC in the country, have been identified through the desk review of relevant documents, interviews with stakeholders at all levels, and deliberations at the Zonal Stakeholders Consultative Meetings. Following from these, the four under-listed strategic objectives are proposed for scaling up response in the area of policy and service delivery environment.

1. Review Relevant Policies and Acts to Mainstream OVC Issues.

· Support Constitutional Review with respect to Children’s issues

· Assess Barriers to the Ratification and implementation of the Child’s Rights Act

· Mainstream OVC issues into the Child’s Rights Act

· Review Relevant Policies so as to Prioritize OVC issues

2. Strengthen Advocacy and Social Mobilization for OVC

· Undertake Advocacy and social mobilization for OVC at all levels

· Launch Advocacy Campaign for more awareness and action on OVC issues

· Strengthen Administrative and Coordination structures for effective OVC Service Delivery

3. Strengthen Community Capacity for Concerted Community Response to OVC.

· Reorganize the Social Welfare Departments to be more responsive in OVC response
· Develop Community Structures for OVC care and Support
4. Strengthen Resource Mobilization, both Human and Material, for Scale-up of OVC Response.

· Increase Resource Mobilization Efforts, at all levels, for OVC Response

These strategic objectives, with constituent specific objectives, relevant interventions, and parties responsible for their implementation, location where action will take place, time line and output indicators are presented in Table 2.1 below. Table 2.2 presents the costing inputs for the proposed interventions.

TABLE 2.1: POLICY AND SERVICE DELIVERY ENVIRONMENT

Strategic Objective A: Review Relevant Policies and Acts to Mainstream OVC Issues

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	Objective 1: Support Constitutional Review with respect to Children’s issues 

	A1  Embark on Advocacy for Constitutional review to move children’s issues from the Residual List to Concurrent List
	A1: Organize stakeholders meetings to articulate advocacy position and memo for moving children’s issue from residual to concurrent list
	A1.FMWA, National Human Rights Commission (NHRC), National Child’s Rights Implementation Committee (NCRIC), representatives of children, lawyers and other stakeholders
	The National Parliament – the Senate and House of Representatives
	1st and 2nd quarters of 2006
	A1Constitutional review with children’s issues under concurrent list

	Objective 2: Assess Barriers to the Ratification and implementation of the Child’s Rights Act

	A2.: Assess barriers to the ratification of CAR in many states
	A2.1: Organize stakeholders meeting to review lessons learned from the ratification and non-ratification of CRA
	A2.1: FMWA, NHRC, NCRIC, representatives of children, lawyers and other stakeholders
	National Level
	1st and 2nd quarters of 2006
	A2.1: A document on lessons learned from the ratification of CRS in the states

	
	A2.2: Embark on advocacy visits to states that have not ratified CRA
	FMWA
	State Level
	1st and 2nd quarters of 2006
	A2.2: Number of states ratifying CRA

	
	A2.3: Review the Child’s Rights Act to identify gaps with respect to OVC concerns
	A2.3: FMWA, Consultant
	Federal and state levels
	1st and 2nd quarter of 2006
	A2.3: Reviewed CRA with OVC mainstreamed

	Objective 3: Mainstream OVC issues into relevant policies and services

	A3.1: Review of the existing relevant policies and strategies and identifying gaps with regard to the care, support and protection of OVC through a consultative process
	A3.1: Review existing policies to mainstream OVC issues, including: Education Policy; Health Policy, HIV/AIDS Policy; Adolescent RH Policy, Social Development Policy; National Policy on Child labour, Social Welfare Policy, NEEDS, etc.
	A3.1: Consultants, relevant Ministries


	National Level
	2nd and 3rd quarter of 2006
	A3.1: Revised policies, with OVC issues mainstreamed



	
	A3.2: Develop sector-specific guidelines for OVC for integration/coordination of OVC issues
	A3.2: FMWA, NCRIC, NHRC
	National, state levels
	2nd quarter of 2006
	A3.2: Revised Implemen-tation Plan with OVC mainstreamed; 5000 copies printed

	
	A3.3: Hold Consultative meetings with OVC to identify OVC needs, which will be analyzed against the policies reviewed in A4.1
	A3.3: A national NGO, consultants
	National level, but OVC to be drawn from all the states
	2nd and 3rd quarter of 2006
	A3.3: Report/Resolution on OVC needs as perceived them

	
	A3.4: Develop standards of practice for OVC
	A3.4: FMWA, UNICEF, USAID, Consultants, NGOs, etc
	National level
	End of 2006
	A3.4: 10,000 copies printed


Strategic Objective B: Strengthen Advocacy and Social Mobilization for OVC

	Specific Objectives
	Actions
	Actors/Responsibility
	Location/Where the Action takes place
	Time line
	Output indicators

	Objective 1: Undertake Advocacy and social mobilization for OVC at all levels

	B1: Conduct Advocacy and Sensitization on OVC at all levels, involving top functionaries of government, including the National Assembly, relevant Federal Ministries, Governors, state Legislatures, SACAs, LGA Chairmen, etc


	B1.1: The Hon. Minister of Women Affairs continues her advocacy visits to states that have not ratified CRA
	Hon Minister FMWA
	States level
	1st quarter  of  2006
	B1.1: Number of states visited, and number ratifying CRA



	
	B1.2: Follow-up advocacy visits to be led by the Permanent Secretary, FMWA at federal and state levels
	Permanent Secretary FMWA, Awareness and Advocacy Technical Working Group
	National and state Levels
	1st  and  2nd
quarters of  2006
	B1.2: Number of advocacy meetings undertaken



	
	B1.3: Provide technical advocacy training for federal and state Ministries of Women Affairs and OVC Desk Officers in Line Ministries
	FMWA and other Line Ministries
	National and state levels
	2006
	B1.3: Development of overarching advocacy plans for OVC within each ministry



	
	B1.4: Line ministries to cascade training down their structure
	Line Ministries
	State, LGA levels
	2007
	B1.4: Trained State-level functionaries and structures



	
	B1.5: Disseminate OVC Advocacy materials at state level among NGOs, CBO so that advocacy plans reach the civil society
	FMWA, UNICEF, NGOs, CBOs
	State level
	2007
	B1.5: Number of CBOs, NGOs reached with advocacy plan and materials

	Objective 2: Launch Advocacy Campaign for more awareness and action on OVC issues

	B2.: Develop Advocacy plan and materials for the national response to OVC
	B2.1: FMWA to develop advocacy plan for the national response
	FMWA, State MWA, NGOs, CBOs, FBOs, other state agencies
	National and State levels
	2006
	B2.1 Advocacy plan and materials developed

	
	B2.2: Develop and pre-test advocacy materials along thematic areas, eg. enrollment in preprimary schools, girl child rights, inheritance, increased access to services by OVC, etc.
	FMWA, NGOs, CBOs, FBOs
	National and state levels
	2006
	B2.2: Number of advocacy material developed

	
	B2.3: Finalize and distribute advocacy kits
	FMWA, NGOS, CBOs, FBOs
	State and Local levels
	2007-2008
	B2.3: Number of advocacy material and kit produced and distributed

	
	B2.4: Develop and produce radio jingles, translate into relevant languages
	FMWA, FMI, Radio Stations
	State and local levels
	2006-2008
	B2.4: Number of radio jingles produced and translated

	
	B2.5: Launch mass media campaign through phone-in-programs, TV/radio talk shows, meetings with electronic and print media executives, etc.
	FMWA, FMI, NTA, Radio House, Media Houses, etc.
	State and Local levels
	2006-2010
	B2.5: Number of different mass media programs aired

	
	B2.6: Develop theatre for development/drama through grants to NGO, CBOs and private theatre companies
	FNWA, NGOs, CBOs, FBOs, private theatre companies
	LGA level
	2006-2010
	B2.6:: Number of drama, plays developed and presented

	
	B2.7: Undertake community-based advocacy visits to LGA Chairmen, religious, opinion, traditional, women, youth leaders, etc., to mobilize community about OVC issues 
	NGOS, CBOs, FBOs
	LGA level
	2006-2010
	B2.7: Number of community-based advocacy visits accomplished

	Objective 3: Strengthen Administrative and Coordination structures for effective OVC Service Delivery

	B3: Develop the capacity of all operatives for  effective administration and  coordination OVC services
	B3: Ensure effective coordination and monitoring of  government and civil society partners at state, LGA and community levels, including purchase of computers and ICT materials for FMWA and at all levels
	B3: FMWA, UNICEF, USAID, State Ministries of Women Affairs, LGA, Consultants
	All Levels
	On-going
	B3: Effective coordination structure put in place, with requisite capacity to administer an monitor programmes at all levels.


Strategic Objective C: Strengthen Community Capacity for Concerted Community Response to OVC


	Specific objectives
	Action
	Actors/Responsibility
	Location/Where the Action takes place
	Time Line
	Output indicator

	Objective 1: Reorganize the Social Welfare Departments to be more responsive in OVC response

	C1.1: Strengthen the Social Welfare system for effective OVC response.
	C1.1: Employ, deploy and train enough Social Welfare Officers to all LGAs
	C1.1: State Ministry of Women Affairs and Social Development, Social Welfare Department, LGA Councils, Consultants


	Local government level
	2007
	C1.1: Total number of social welfare officers employed, trained and deployed

	C1.2: Strengthen the technical capacity of Social Welfare Officers for M&E.


	C1.2: Conduct computer literacy classes among SWO, to include M&E
	C1.2: Consultants, State Ministry of Women Affairs, LGA
	Local Government Level
	2008 - 2009
	C1.2: Number of SMOs who received computer literacy training 

	
	D1.3: Purchase computers and software packages for M&E
	C1.3: Donor Organizations
	Local government level
	2008 - 2009
	C1.3: Number of computer purchased

	Objective 2: Develop Community Structures for OVC care and Support

	C2: Accomplish the task of establishing Community OVC Coordinating Committees 
	C2: SWOs, CSOs to organize capacity building workshop for members of the Community OVC Committee
	C2. Social Welfare Department, NGOs, CBOs, FBOs. 
	Village/Community Level
	Ongoing Activity
	C2.1: Number of capacity building sessions/Sessions’ report

C2.2: Number of community committee formed 


Strategic Objective D: Strengthen Resource Mobilization, both Human and Material, for Scale-up of OVC Response

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	Objective 1: Increase Resource Mobilization Efforts, at all levels, for OVC Response

	D1: Print and widely disseminate National OVC Plan of Action and develop implementation plan
	D1.1 Print and distribute 5000 copies of OVC Plan of Action 


	D1.1: FMWA, International Donors
	National Level
	2006
	D1.1: Number OVC Pof A printed and distributed



	
	D1.2: Develop, print and disseminate implementation plan for the national OVC Plan of Action
	D1.2: As above
	National level
	2006
	D1.2: Extent of dissemination of the Implementation Plan

	
	D1.3: Launch the National OVC Plan of Action at all levels
	D1.3: FMWA, UNICEF, USAID
	All levels
	2006
	D1.3: National OVC plan of Action launched

	D2: Mobilize adequate resources at all levels for  scale-up response to OVC issues
	D2.1. Hold pledging meetings among inter-national donors  
	D2.1. FMWA, NACA, UNICEF
	National level
	2006-2007 
	D2.1: Number of donors pledging money for OVC support

	
	D2.2: Hold pledging meeting among potential corporate donors
	D2.2: FMWA, NACA, NIBUCAA
	National level
	On-going 
	D2.2: Amount of Pledges and contributions 

	
	D2.3: Hold resource mobilization meeting at LGA level to tap local businesses and private individual donations
	D.2.3: SACA, LACA, SWD, LGA, OVC Committees
	LGA and Community levels
	On-going 
	D2.3: Amount of pledges and contributions


TABLE 2.2: COSTING OF POLICY AND SERVICE DELIVERY ENVIRONMENT

Strategic Objective A: Review Relevant Policies and Acts to Mainstream OVC Issues

	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs


	Total Annual Costs

	
	
	
	
	2006 
	2007
	2008
	2009
	2010

	Objective 1: Support Constitutional Review with respect to Children’s issues

	A1:.Embark on Advocacy for Constitutional review to move children’s issues from the Residual List to Concurrent List
	A1.1: Organize 1 stake-holders meeting to articulate advocacy position and memo for moving children’s issue from Residual List to Concurrent List
	1.Meeting venue
	N50,000 (S385)/day
	N50,000  ($385)
	         -   
	         -
	         -
	         -

	
	
	2. Transport (round trip flight) for      10 out of 30 participants 
	10 persons@ N30,000


	N300,000 ($2,308)
	         -
	         -
	         -
	         -

	
	
	3. Accommodation and Meals and Incidental (M&I) expenses
	10 persons@N12,000 x2 nights
	N240,000 ($1,846)
	         -
	         -
	         -
	         -

	
	
	4. Lunch 
	30 persons@N1,500
	N45,000 ($346)
	         -
	         -
	         -
	         -

	
	
	5. Tea Break
	30 persons@NN750 x 2 time
	N45,000 ($346)
	         -
	         -
	         -
	         -

	
	
	6. Sub-total (in US $)
	
	$5,231
	         -
	        -
	         -
	         -

	Objective 2: Assess Barriers to the Ratification and implementation of the Child’s Rights Act

	A2: Assess barriers to the ratification of CAR in many states
	A2.1: Organize stakeholders meeting to review lessons learned from the ratification and non-ratification of CRA
	FMWA, OVC Task Force, National Human Rights Commission to undertake
	No cost
	        -
	        -
	        -
	         -
	         -

	
	A2.2: Embark on advocacy visits to states that have not ratified CRA


	Same as above


	No cost


	    -
	        -
	        -
	         -
	         -

	
	A2.3: Review the Child’s Rights Act to identify gaps with respect to OVC issues 

	1 Consultant for 15 days

Sub-total
	$250 x 15 days


	$3,750

$3,750
	
	
	
	

	Objective 3: Mainstream OVC issues into relevant policies and services

	A3 Develop implementation plan to main-stream OVC issue
	A3.1: Review existing policies to mainstream OVC issues, including: Education Policy; Health Policy, HIV/AIDS Policy; Adolescent RH Policy, National Policy on Child Labour, Social Welfare Policy, NEEDS, etc.
	1. 2 Consultants for 30 days

Sub-total
	2 consultants x $250 x 30 days
	$15,000

$15,000
	        -
	         -
	         -
	         -

	
	A3.2: Develop sector-specific guidelines for OVC for integration/ coordination of OVC issues
	1. Lunch for 35 participants
	N1500 x 35 x 3 days
	N157,500 ($1,212)
	        -
	        -
	        -
	        -

	
	
	2. Tea breaks
	N500 x 6 tea breaks 
	N105,000 ($808)
	        -
	        -
	        -
	         -

	
	
	3. Meals and incidentals for 25 participants
	25xN12,000 x 4 nights
	N1,200.000 ($9,230)
	        -
	        -
	        -
	         -

	
	
	4. Transport, 15 participant by road
	15 x N6000
	N90,000 ($692)
	        -
	        -
	        -
	         -

	
	
	5. Air Travel for 10 participants
	10 x N40,000
	N400,000 ($3,100)
	        -
	        -
	        -
	         -

	
	
	6. Print 5000 copies
	5000 x N250
	N1,250,000 ($9,615)
	        -
	        -
	        -
	         -

	
	
	7. Sub-total
	
	$25,000
	        -
	
	        -
	         -

	
	A3.3: Hold Consultative meetings with OVC to identify OVC needs, which will be analyzed against the policies reviewed in A4.1
	2. Tea breaks
	N500 x 6 tea breaks 
	N105,000 ($808)
	        -
	        -
	        -
	         -

	
	A3.4: Develop standards of practice for OVC
	1. Lunch for 35 participants
	N1500 x 35 x 3 days
	N157,500 ($1,212)
	        -
	        -
	        -
	        -

	
	
	2. Tea breaks
	N500 x 6 tea breaks 
	N105,000 ($808)
	        -
	
	
	

	
	
	3. Meals and incidentals for 25 participants
	25xN12,000 x 4 nights
	N1,200.000 ($9,230)
	        -
	
	
	

	
	
	4. Transport, 15 participant by road
	15 x N6000
	N90,000 ($692)
	        -
	
	
	

	
	
	5. Air Travel for 10 participants
	10 x N40,000
	N400,000 ($3,100)
	        -
	
	
	

	
	
	6. Print 10,000 copies
	10,000 x N250
	N2,500,000 ($9,615)
	        -
	
	
	

	
	
	7. Sub-total
	
	$34,300
	         -
	
	
	

	TOTAL For Strategic Objective A                                                                                                                             $103,281


Strategic Objective B: Strengthen Advocacy and Social Mobilization for OVC

	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs


	Total Annual Costs

	
	
	
	
	2006 
	2007
	2008
	2009
	2010

	Objective 1: Undertake Advocacy and social mobilization for OVC at all levels 

	B1: Conduct Advocacy and Sensitization on OVC at all levels, involving top functionaries of government, including the National Assembly, relevant Federal Ministries, Governors, state Legislatures, SACAs, LGA Chairmen, etc


	B1.1: The Hon. Minister of Women Affairs continues her advocacy visits to states that have not ratified CRA
	Minister or Women Affairs
	No Cost
	         -
	          -


	         -
	         -
	         -

	
	B1.2: Follow-up advocacy visits to be led by the Permanent Secretary, FMWA and Awareness and Advocacy Technical Working Group 
	1. Transport for 10
	10 x N30,000 x 2 days x 36 states
	N21,600,000 ($168,000)
	N21,600,000 ($168,000)
	$83,000
	         -
	         -

	
	
	2. M&I
	10 x N15,000 x 2 days x36 states
	N10,800,000 ($84,000)
	N10,800,000 ($84,000)
	$42,000
	         -
	         -

	
	
	3. Sub-total
	
	$252,000
	$252,000
	$125,000
	         -
	         -

	
	B1.3: Provide advocacy training for federal and state Ministries of Women Affairs and OVC Desk Officers in Line Ministries
	1. Lunch, training materials, etc. for participants
	5 days x 20 participants x 3 sessions
	N6,000,000 ($46,200)
	        -
	       -
	         -
	         -

	
	
	2 Consultants for 15 days
	2 consultants x 5days x 3 sessions
	N450,000 ($3,8000)
	        -
	       -
	         -
	         -

	
	
	3. Sub-total
	
	$50,000
	         -
	       -
	         -
	         -

	
	B1.4: Line ministries to cascade training down their structure
	
	
	         -
	No cost
	        -
	         -
	        -

	
	B1.5: Disseminate OVC Advocacy materials at state level among NGOs, CBO so that advocacy plans reach the civil society
	This is part of the Administration /Coordination budget
	            -
	         -
	         -
	        -
	         -
	         -

	Objective 2: Launch Advocacy Campaign for more awareness and action on OVC issues

	B2.: Develop Advocacy plan and materials for the national response to OVC
	B2.1: FMWA to develop advocacy plan for the national response
	Contained in Administration /Coordination budget line
	             -
	         -
	         -
	         -
	         -
	         -

	
	B2.2: Develop and pre-test advocacy materials along thematic areas, eg. enrollment in preprimary schools, girl child rights, inheritance, increased access to services by OVC, etc. 
	1. Meetings to develop message guides
	
	$60,000
	         -
	         -
	         -
	         -

	
	
	2. Pre-test 
	
	$45,000
	         -
	        -
	         -
	         -

	
	
	3. Sub-total
	
	$100,000
	         -
	        -
	         -
	         -

	
	
	
	
	
	
	
	
	

	
	B2.3: Finalize and distribute advocacy kits
	1. Production and distribution
	
	         -
	$150,000
	        -
	        -
	         - 

	
	
	2. Distribution at state and LGA levels
	
	         -
	        -
	$50,000
	        -
	         -

	
	
	3. Sub-total
	
	
	$150,000
	$50,000
	        -
	         -

	
	B2.4: Develop and produce radio jingles, translate into relevant languages
	1. Develop jingles in English + 6 languages
	7 languages x $500 x 5 jingles
	$17,500
	         -
	       -
	        -
	         -

	
	
	2. Cascade to other languages
	           - 
	        -
	$17,500
	$8,500
	         -
	         -

	
	
	Sub-total
	
	$17,500
	$17,500
	$8,500
	         -
	         -

	
	B2.5: Launch mass media campaign through phone-in-programs, TV/radio talk shows, soap operas, meetings with electronic and print media executives.
	1. Radio programs $42,000 per state for 52 weeks
	$42,000x52weeks x 37 states
	        -
	$1,554,000
	$15,400
	$1,800,000
	$20,000

	
	
	2. TV programs
	
	        -
	$2,000,000      
	$23,000
	$2,000,000
	$23,000

	
	
	3. Sub-total
	
	
	$3,554,000
	$38,400
	$3,800,000
	$43,000

	
	B2.6: Develop theatre for development/drama through grants to NGO, CBOs and private theatre companies
	1. Pilot in 6 states
	$50,000x6 states
	$300,000
	        -
	        -
	        -
	         -

	
	
	2. Add 10 states
	$50,000x10states
	        -
	$500,000
	        -
	        -
	         -

	
	
	3. Add 21 states
	$50,000x21states
	        -
	          -
	$1,050,000
	        -
	         -

	
	
	4. 37 states
	$30,000x37states
	        -
	          -
	        -
	$1,110,000
	         -

	
	
	5. 37 states
	$20,000x37states
	        -
	          -
	        -
	        -
	$740,000

	
	
	6. Sub-total
	
	$300,000
	$500,000
	$1,050,000
	$1,110,000
	$740,000

	
	B2.7: Undertake community-based advocacy visits to LGA Chairmen, religious, opinion, traditional, women, youth leaders, etc., to mobilize community about OVC issues 
	Cost included in grants to NGOs, CBOs, FBOs under Health, Psychosocial, etc.
	No cost
	         -
	         -
	         -
	         -
	        -

	Objective 3: Strengthen Administrative and Coordination structures for effective OVC Service Delivery

	B3: Develop the capacity of all operatives for effective administration and  coordination OVC services at all levels
	B3.1: Ensure effective coordination and monitoring of government and civil society partners at state, LGA and community levels, including purchase of computers and ICT materials for FMWA and at all levels
	Cost set at about 1 % of total program costs (to be determined)
	
	$7,585,600


	$17,800,107


	$18,951,792


	$14,574,702


	$17,663,056




Strategic Objective C:
Strengthen Community Capacity for Concerted Community Response to OVC


	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs


	Total Annual Costs

	
	
	
	
	2006 
	2007
	2008
	2009
	2010

	Objective 1: Reorganize the Social Welfare Departments to be more responsive in OVC response

	C1.1: Strengthen the Social Welfare system for effective OVC response.
	C1.1: Train and deploy enough Social Welfare Officers to all LGAs
	1. Transport for 20 SWOs,
	20 x N2,000 x 37 states
	        -
	N1,480,000 ($11,385)
	        -
	        -
	        -

	
	
	2. Air Fare for 2 consultants
	2 @ N30,000 x 37 states
	        -
	N2,220,000 ($17,077)
	        -
	        -
	        -

	
	
	3. Daily rate, 22 participants
	22xN7000x6nightsx37 states
	        -
	N34,188,000 ($262,985)
	        -
	        -
	        -

	
	
	4. Lunch/tea
	25xN500x5daysx37states
	        -
	N2,312,500 ($17,788)
	        -
	        -
	        -

	
	
	5. Venue
	N20,000x5daysx37states
	        -
	N370,000 ($28,462)
	        -
	        -
	        -

	
	
	6. Flip chart and materials
	N20,000x37states
	        -
	N740,000 ($5,692)
	        -
	        -
	        -

	
	
	7. Honoraria for trainers
	2xN10,000x5daysx37states
	        -
	N3,700,000 ($28,462)
	        -
	        -
	        -

	
	
	8. Sub-total
	
	
	$372,000
	        -
	        -
	        -

	C1.2: Strengthen the technical capacity of   Social Welfare Officers for M&E.


	C1.2: Conduct computer literacy classes among SWO, to include M&E
	Computer literacy part of M&E budget
	        -
	        -
	        -
	        -
	        -
	        -

	
	C1.3: Purchase computers and software packages for M&E
	1.Computer/software purchase
	$2,000x387 LGAs
	        -
	$774,000
	        -
	        -
	        -

	
	
	2.Computer/software purchase
	$2,000x387 LGAs
	        -
	        -
	$774,000
	        -
	        -

	
	
	Sub-total
	
	
	$774,000
	$774,000 
	        -
	        -

	Objective 2: Develop Community Structures for OVC care and Support

	C2.1: Accomplish the task of establishing Community OVC Coordinating Committee 
	C2.1: Organize capacity building workshop for selected members of the Community OVC Committee
	Cost included in grants to NGOs, CBOs, FBOs under Health, Psychosocial, etc.
	No cost
	             -
	             -
	              -
	             -
	              -


Strategic Objective D: Strengthen Resource Mobilization, both Human and Material, for Accelerating of OVC Response

	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs


	Total Annual Costs

	
	
	
	
	2006 
	2007
	2008
	2009
	2010

	Objective 1: Increase Resource Mobilization Efforts for OVC Response

	D1: Print and widely disseminate National OVC Plan of Action and develop implementation plan 
	D1.1 Print and distribute 5000 copies of OVC Plan of  Action


	Printing 5000 copies of National OVC PoA

Sub-total
	5000copiesxN250
	N1,250,000 ($9,615)

$9,615
	         -
	         -
	         -
	         -

	
	D1.2: Develop, print and disseminate implementation plan for the national OVC Plan of Action by expanded OVC Task Force
	1. Meeting Venue
	N50,000x3days
	150,000 (1,200)
	         -
	         -
	        -
	        -

	
	
	2. Flip chart/other materials
	N40,000
	N40,000 ($300)
	         -
	         -
	         -
	         -

	
	
	3. Lunch/Tea
	45 participants x N1700 x 3 days
	N229,500 ($1,800)
	         -
	         -
	         -
	         -

	
	
	4. Accommodation/M&I
	35 participants x N8000 x 4 nights
	N1,120,000 ($8,615)
	         -
	         -
	         -
	         -

	
	
	5. Air fare
	15 participants @ N30,000
	N450,000 ($3,5000)
	         -
	         -
	         -
	         -

	
	
	6. Road transport
	30 participants@ N6,000
	N180,000 ($1,500)
	         -
	         -
	         -
	         -

	
	
	7. Sub-total
	
	$17,000
	         -
	         -
	         -
	         -

	
	D1.3: Launch the National OVC Plan of Action at all levels
	Cost included in Administrative /Coordination budget line
	         -
	         -
	         -
	         -
	         -
	         -

	D2.: Mobilize adequate resources at all levels for  scale-up response to OVC issues
	D2.2. Hold pledging meetings among inter-national donors 
	No cost
	         -
	         -
	         -
	         -
	         -
	         -

	
	D2.2: Hold pledging meeting among potential corporate donors
	Part of Administrative/ Coordination budget
	         -
	         -
	         -
	         -
	         -
	         -

	
	D2.3: Hold resource mobilization meeting at LGA level to tap local businesses and private individual donations
	No cost
	         -
	         -
	         -
	         -
	         -
	         -


3 Education Component 

3.1
Introduction

Many studies have been conducted on OVC globally, especially within sub-Saharan Africa. Most of these studies have shown that children aged 5-17 years who had lost one or both of their parents, or who are disadvantaged in one form or another, are less likely to be in school and are more likely to be engaged in child labour. A significant gap in school attendance between OVC and non OVC is a common characteristic in most of these countries. It is observed that this gap is greatest in those countries with high prevalent rates of HIV/AIDS as a result of the large number of infected and affected children. The OVCs are also less likely to be at the correct education level. This could be attributed to poverty, lack of care and the fact that they have to spend more time at home as caregivers or on the streets as ‘workers’ eking out a living. 

According to UNAIDS and UNICEF (2004), a key strategic objective for the protection, care and support of OVC living in a world with HIV/AIDS is to ensure access for OVC to essential services including education, health care, birth registration and others. UNICEF, UNAIDS, AND USAID also developed a 4-score framework of action as follows:

· Strengthening capacity of families to provide care and support to OVC.

· Mobilizing and strengthening community based responses.

· Ensuring access to essential services for OVC.

· Ensuring that government protects OVC and raising awareness to create a supportive environment for children orphaned by HIV/AIDS.

 The response to OVC needs is therefore a national responsibility and cannot be left for the community alone or even the education sector alone. Because of the centrality of the school system in child-development, it can be used as a central place by other sectors and organizations to provide vital services to OVC. The education sector can also be taken care of through interventions in other areas like household support and psychosocial support.

The federal government of Nigeria has taken a number of initiatives to address OVC needs. In February 2004, a national conference on OVC was held after the Child’s Right Act had, been passed by the National Assembly in 2003. A country team was also constituted to coordinate the responses to OVC beginning with a national survey on OVC, and a development of a national OVC information kit. With technical support provided by USAID, UNICEF, UNAIDS, NACA, World Bank and Ministry of Women Affairs, a Rapid Assessment, Analysis and Action planning process (RAAPP) was undertaken in 2004. In all 47 communities were surveyed across the country and findings show that health, education, financial support and psychosocial needs are crucial for OVC survival. It was noted that these services are being scantily provided by some faith-based organizations, CBOs and NGOs without any proper coordination. Other national programs like the UBE and CLEDEP also address OVC needs but only in general terms. Overall, the issue of involving children in determining matters of their best interest is overlooked. 

Factors which prevent many children from having access to education include poverty, hunger, conflict, health and the spread of HIV/AIDS. The lack of appropriate curriculum and of progressive teaching methodologies as well as the lack of a conducive environment, (particularly for girls and others marginalized through stigmatization) are other factors preventing access and retention. These result from the complete failure of adult decision makers to consult and discuss reasons for children not going to school with the children themselves. For OVC, the death of one or both parents mean reduced filial care, affection and protection. This leads to many OVC not attending school or falling out of school or being irregular which results in low achievement. 

Education is a basic right for all children including the OVCs. Therefore providing basic education for them should be a primary goal for all nations-Nigeria inclusive. Education can provide knowledge and life skills which are essential for the survival of OVC. It is an essential tool in social integration and psychosocial development of a child. An educated OVC stands a better chance of facing life’s difficulties, especially of stigmatization, than an uneducated one. Education can thus improve the economic and social well being of the individual OVC. It can bring about improved health, high productivity, reduced crime and poverty, and a host of other benefits. To create access to education for all children, especially for OVC, cannot therefore be over emphasized.

3.2
The Context of OVC Support for Education

Generally, a wide range of factors limits children’s access to education. These include: poverty, distance, sex, age, attitude of parents/caregivers to the value of education and health, and non involvement of children in decision making. For OVC they are increased chances of becoming malnourished, unloved and abandoned with the result that no one really cares what happens: whether the child goes to school or not, whether he/she is performing or not, etc.

The lower school enrolment figures by OVC have been attributed to: lack of affordable schooling increased family responsibilities, family skepticism regarding the value of primary education, poor quality education, stigma and trauma, the fear of infection with HIV and sometimes lack of consultation with children to find out their opinion on educational issues affecting them.

There are many challenges for the ministries of education at the national and state levels. In a recent situation analysis (SITAN) carried out by the Benue State Ministry of Education, it was discovered that HIV/AIDS is ravaging teachers and administrators of schools, leaving the students without guidance. This finding corroborates that reported by the Role of Education in the protection/care support of orphans and OVC living in a world with HIV/AIDS. According to this later survey, government world over should consider key questions while planning, monitoring and financing education systems. These questions include; the effects of HIV/AIDSA on the supply of trained teachers and the issue of gender and discrimination. 

Findings from the consultative meetings in Kaduna, Bauchi, Ekiti and Enugu corroborate the facts reviewed in the relevant literature. Areas of divergence are rather contextual and isolated and they include: lack of policy establishing pre-primary education in our public system, ignorance of the role of vocational education among OVC and their caregivers and poor awareness of the availability of micro credit and small and medium scale enterprise scheme for graduates of vocational education. Others include withdrawal of OVC from primary, secondary and vocational programmes for marriage, withdrawal of children particularly girls to take care of sick and dying parents/other younger relations, and gender discrimination. 

The basic problem arising out of the reviewed literature and field consultations is that of lack of access to basic education and vocational training programmes by OVCs. Among the root causes identified are poverty, lack of adequate data on OVC and their caregivers, lack of policy establishing public pre-primary schools and ignorance of the importance of OVC education and vocational training. Other root causes responsible for the low enrolment of OVCs in schools include, low capacity of teachers/caregivers in guidance and counseling and other life-skills, cultural and religious barriers, lack of structure to coordinate OVC activities and low implementation of the UBE scheme among others.

Participants at the various consultative meetings agreed that the following problems could be direct consequences of OVC not having access to basic education and vocational training programmes. The consequences include increase in the rate of domestic violence and child exploitation including child labour, poverty rate, crime rate, delinquencies and in-the-street children who resort to begging and petty crime. Among other consequences of low access to education by the OVCs listed include physically stressed caregivers, derailed family values and psychologically traumatized OVCs. The table below provides details of the context of education among OVC in Nigeria, their challenges and identified opportunity.

Table 3.2.1 The Context of Education among OVC in Nigeria

	Level/Age
	What obtains
	Challenges
	Opportunities

	Day care/pre-primary

0-5 years
	i. Parents die, leaving children in need of care.

ii. Children are kin-fostered or left in orphanages, still needing care.

iii. Most pre-primary service providers are private, fee charging ones

iv. Household cash resources determine OVC's access to education at any level.


	i. Competing demands on family income reduce chances of OVC attending pre-primary education.

ii. Lack of care givers due to increased demands, deaths;

iii. Lack of physical access to day care/nursery school centers.

iv. No daycare provision at offices of working-class care-givers.

v. Lack of database on the number, spread and kind of services offered by orphanages.

vi. Changing family values with more emphasis on the nuclear family now leads to reduce the extended family members.

vii. Lack of government's commitment to establishment of pre-primary schools.

viii. No policy on fostering OVC.

ix. No adequate arrangement made for the education of OVCs with disabilities.
	i. UBE scheme has an out put to plan for impact and basic education for orphans.

ii. Orphanages provide care OVC

iii. The African family system still provides a safety rest for kin fostering.

iv. Social/welfare service provided by welfare office

v. Faith based organizations can be useful.

	Primary 6-15 years
	i. There is increased private sector participation, which dichotomizes the system with respect to quality of service and cost.

ii. Public schools are tuition free but many of them lack basic facilities and render poor services.

iii. Uniforms, books etc have to be bought.
	i. High fees charged in private schools.

ii. Lack of facilities in the public schools.

iii. Withdrawals of OVC from school due to lack of funds or to take care of a sick relation.

iv. Withdrawal, especially of girls to engage in IGA to argument family income or to be given out for marriage.

v. Lack of funds to purchase books, uniforms, school sandals etc.

vi. Lack of physical access to education.

vii. Increased workload due to death of parents

viii. OVC are sometimes care givers so there are competing demands on their labour and in mot cases, OVC of this age have to withdraw from school to be full time care-givers.

ix. Strict time/hours for school attendance

x. Cultural and religions practices that permit certain actions e.g. early marriage.

xi. No adequate arrangement made for the education of OVCs with disabilities.
	i. Some primary schools run morning and afternoon shifts giving room for flexibility in school hours.

ii. African family support system provides kin-fostering

iii. UBE to prepare them for secondary education.

	Post primary 

a. Secondary school

10-20 years.
	i. High fees are charged in both government and private schools.

ii. Levies are also charged

iii. Books, uniforms, school bags etc are needed.
	i. Fees are too high for OVC

ii. Teenage pregnancies are common to girls are consequently withdrawn.

iii. OVC care-givers are not regular in school.

iv. Some girls are withdrawn for marriage.

v. Peer pressures are most prominent at this level.

vi. Competing demands on family income reduce access to education.

vii. Rigid school hours.

viii. Lack of skill training.

ix. No adequate arrangement made for the education of OVCs with disabilities.
	i. UBE prepares OVC for secondary school.

ii. SME services provided by some NGOs and CBOs

iii. African support system provides safety nests.

iv. Some schools operate morning and afternoon shifts.

v. Increased awareness on girl- child education.

vi. Energy saving devices e.g. grinding engines etc.


3.3
Gaps in the Provision of Educational Support to OVC

3.3.1
 Gap in policy formulation and Policy Implementation 

At present, there is no educational policy that specifically addresses the needs of OVC. The National Policy on Education (NPE) provides for the establishment of pre-primary schools to cater for children aged 3-5 years, and according to the policy, “government shall encourage private efforts in the provision of pre-primary education” (NPE, 1998:7).  In the public sector, no provision is made for the establishment of pre-primary schools. By implication, OVC of between 0-5 years are automatically out of the pre-primary schools scheme since private ownership of pre-primary schools connotes inaccessibility to OVC’s because of the high fees charged.                

These facts tally with findings from the Kaduna Stakeholders’ Consultative Meeting, where the following issues were raised. 

i. No policy establishing pre-primary schools 

ii. No policy at any level specifically addressing the educational needs of the OVC

iii. No policy/provision by the law, which provides a holistic scholarship scheme for OVC in pre-primary schools. CUBE Report from Benue captured the problem created by these gaps when an orphan from Benue State stated thus:

  
     I am interested in going to school but have 

    no scholarship. I lost my father in 1992. My

  

    mother is now old and has no money … If I 

    

   have someone ready to sponsor me, I   will

   

   she grateful and willing to attend school. 

With little or no income generating activities, many OVC and their caregivers cannot access education. If, however, their parent/caregivers are empowered financially through IGA, their educational dreams such as captured above will become realities and their general well- being will likely improve. 

For primary and vocational school levels, the following gaps were identified both from reviewed literature and field findings:

i.  Lack of or inadequate literacy centres in some cases to cater for out of school OVC. Formal schooling may become too much of a luxury to some OVC who become household heads on the illness/ death of their parent(s). While parent(s) is/are sick, the workload of OVC naturally increases leading to incessant absence from school or complete withdrawal. For such OVC, literacy centres which have no time restrictions may be able to fill the gap which their absence / total withdrawal from regular school would create. It is interesting to note that the Adult & Non formal Education Units of some state MOE, e.g. in Benue state already run such literacy centers. However, inquiry shows that the cost of attending such school is even higher than that of the regular schools. According to a key informant, tuition fees for such centers are as high as N 6,000 a term as compared to N 2,000 in the regular morning schools. This situation underscores the need for a holistic scholarship scheme, as is being suggestion in this report. 

ii. Loose definition/ implementation of UBE Law: Most school-going children from primary to JSS, and through vocational programmes, are at home due to lack of resources to meet up with the demands of the “free education being offered” Holistic scholarship for OVC and a Law banning all forms of levies under the UBE scheme could ameliorate this situation. 

3.3.2
Gaps in database.

At present only very few hotch-potch databanks that provide information regarding OVC in Nigeria and their educational career exist. There is still a huge gap in knowledge on the need to provide appropriate data even when required to. Although a lot has been done through awareness creation to reduce the discrimination and stigma associated with HIV/AIDS, a lot still needs to be done to enable PLWHA as well as those affected to provide accurate data at designated centres (when such centres are created) about OVC.

Although the concept of orphanages runs contrary to African family system, there are quite a number that have been established to meet the growing needs of people. Teenage pregnancies lead to child abandonment; material mortality also leaves many children motherless. These and many others usually find their way to such orphanages. Apart from the fact that there is no clear-cut policy on OVC orphanages, there is also no database regarding the location, spread and number of such orphanages. Also lacking database are issues such as quality of care of existing orphanages particularly in the area of education. Participants at the consultative forum identified lack of established structure to co-ordinate affairs of OVC specifically as being responsible for this gap. This was also linked the low prioritization of OVC issues by government. Participants further attributed to low prioritization of OVC issues by government to lack of clear cut policy at all levels specifically addressing OVC needs including that of education. 

Participants observed that the African family system provides for informal fostering of children by relations and sometimes-even friends. In the Moslem North, Mallams (or Arabic teachers) have students (Almajiri) sent to them from even people unknown to them. There is need to consolidate on this for possible policy formulation on fostering and adoption of OVC especially HIV-AIDS orphans. In Tanzania for instance, efforts have been made through the MVC/OVC programme to formalize adoption procedures from kinship level to long distance forester care. This system ensures that among other things, educational needs of the OVC are taken care of.     

3.3.3
Gap in Access to School   

The issues of low access to school, be it at the pre-primary, primary and vocational levels, have been discussed by several literatures. Poverty has been identified as one of the major root problems confronting OVC’s educational advancement. Apart from limiting OVC’s access in terms of their ability to pay school feels/levies, examination fees, buy books/ uniforms, pay for school meals and transport themselves to and from school, poverty has led to the withdrawal of OVC from school in the light of conflicting priorities/ demands. Participants at the various meetings linked the absence of IGA for parents/ caregivers of OVC to poverty. According to the participants, the direct consequences of OVC staying out of school as a result of poverty are, mass illiteracy among OVC, expansion of poverty circle particularly among OVC and unprecedented vulnerability to high level exploitation. 

OVC are subjected to household chores, forced labor like hawking and working on farms. According to participants, some parents/caregivers use OVC as sale boys/girls in shops without any form of remuneration. Such OVC are, therefore, deprived of any form of education.  

Stakeholders in all the zones, including OVC who attended the stakeholders’ meeting in Kaduna, agreed that ignorance was a primary factor responsible for OVC’s inaccessibility to school. According to the stakeholders, ignorance both at the government and community levels leads to the relatively low priority given to matters relating to OVC’s education and lack of or low commitment to OVC’s educational issues by individuals, community and government. Psycho-social problems of the OVCs are also not readily appreciated by individuals, communities and government neither are people skilful enough to deal with such problems if and when, they arise. OVC under this circumstance are the most likely to become social miscreants. 

Most of the reviewed literature, backed up by contributions by participants at the consultative meetings, identified culture and religions as some of the factors hindering educational advancement of the OVC in Nigeria. In Northern Nigeria, which is predominantly Moslem populated, Islamic students (Almjiri) migrate from various parts of the country and even outside to study under Islamic scholars (Mallams). Apart from Quranic studies, these students are left to seek for alms on streets and markets and are therefore denied of basic education, (Kaduna Consultative Meeting).

While orphan females all over the country are the most likely to be withdrawn from school in favour of their male counterparts in the face of conflicting demands, females students/pupils who get impregnated are withdrawn and left to suffer, or at best driven into forced marriage by their parents as culture demands.

In most parts of Nigeria, females cannot inherit their parents’ property. Even males who inherit can only do so when they are of age 18 years and above. Relatives who hold deceased relations’ property in trust on behalf of underage children often times are interested in inheriting the assets and not the liabilities. Such orphans are thus left to languish in perpetual penury and spend most parts of their lives out of school. Polygamy is another practice identified as a factor limiting OVC access to school. Death by HIV/AIDS in polygamous families presents complex problem: there are the multiple deaths after prolonged periods of illness during which family income would have been spent. There are also OVC from different wives presenting complex inheritance and fostering problems. A clear-cut policy on the fostering system suggested earlier could also take care of this. 

3.3.4
Gap in the area of awareness and knowledge of OVC education needs and problems. 

Ignorance of the importance of educational advancement of the OVC, their needs and general problems is one of the gaps identified at both levels of education of the OVC. Apart from the general ignorance, caregivers, OVCs themselves and the general public are not very much aware of the Child’s Rights Act (CRA). The rights of children have been legislated upon and signed into law ushering in new initiatives both at the community, state and federal levels that would cushion problems confronting OVC generally. Unfortunately, however, the contents of this law are not widely circulated, particularly among caregivers, both within government, community and orphanages. 

The country Action Plan for OVC produced in 2002 by the National OVC Task Team gave rise to the 2004 RAAP, which culminated into a short term action plan. Being short term, the plan did not address the long-term educational needs of the OVC. The need to take a comprehensive look at OVC education and design a long-term intervention thus arises. 

3.3.5
Gaps in Religious and cultural practices Regarding OVC educational advancement.

The literature and views of participants at the Consultative Meetings are in agreement that early marriages, female genital mutilation (FGM), polygamy, the Almajiri system, and inheritance principles are some cultural and religious practices that impact directly on the education of OVC and even their caregivers. The girl child OVC is given out in marriage very early in parts of the country to either reduce the financial and social burden of the child on the caregivers, or used as a source for the family to raise fund for other family commitment including payment of educational bills for other siblings, especially the male ones. 

In families already affected by HIV/AIDS, FGM becomes even more risky as it renders the victim vulnerable to the infection. This indicates that some of the needs of the girl-child might as a matter of necessity vary from those of the boy-child. These interventions have to take cognizance of this gender front. Awareness creation on the part of Religious/ community leaders towards some cultural religious exigencies that constitute clogs in the wheel of educational advancement of OVC becomes a priority project. Enabling laws that will protect the interest of OVC as regards inheritance, FGM, hawking and child labour, early marriages etc. must be but in place. 

3.3.6
Gap in the implementation of vocational Education in the context of OVC.

Experts of vocational education extol its values in skill development for Life Skills. The three goals of vocational educational as reflected in the NPE are geared towards manpower training, provision of technical knowledge and vocational skills, and developing of life skills. All of these should take care of business, crafts, and agriculture and culminate in self-realization/ reliance. 

The government is aware of the type of resources required to start up after the skills of the OVC will have been built. Government therefore made provision for a take- off grants/ credit facilities for graduates of vocational schools. Apart from the fact that this scheme suffers from epileptic services, many OVC and their caregivers are unaware of it. Public enlightenment on the availability of this grant, their scope and monitoring and repayment system should be vigorously pursued. The grant should be community-based and community-controlled to ensure sustainability and ownership. 

3.3.7 Gap in the failure to consult children

Findings from the field and reviewed literature show that decision makers on educational matters affecting children, including OVCs, have failed to seek the opinion of children themselves. It is always taken for granted that anything offered to the children as a help is sufficient without seeking their opinion on whether they would want things done differently or whether the quality of care and support is worthwhile from the perspective of the children themselves.

3.3.8 Gaps in the poor quality of education

Quality of education acquired by children is considered to be low. Factors responsible for this include; unfriendly environment for most children ranging from gender issues like the lack of provision of separate toilets for boys and girls, to lack of adequate sporting facilities. Other factors include; poor infrastructure, lack of good drinking water and poor working conditions for teacher especially the female ones who have no residential quarters within the working environment. Most schools have no special provision made for children with disabilities thus making them the most affected children who are likely to be out of school.

4.1.
Arising critical issues: 

From the reviewed literature and field consultations, the following critical issues are identified in the education component.

i. How do we ensure access to education for the OVC by abolishing costs-including tuition and other charges/levies; establishing community support networks and also maintaining progress of the OVC through their participation in the decision making process, especially on issues affecting their educational career?

ii. How do we manage the supply of resources and ensure the quality of education by strengthening the management and information systems and building the capacity of teachers/school administrators to be better able to deal with psychosocial problems of OVC?

iii. How do we expand the role of the schools to provide care and support to OVC by establishing linkages with community social services/networks and working in partnership with other stakeholders?

iv. How do we protect orphans and other children made vulnerable by HIV/AIDS by developing polices and practices that will reduce stigmatization, discrimination, sexual abuse and other forms of exploitation e.g. child labour?  

v. How do we ensure that OVC are always consulted and allowed to participate in all education decisions that affect them?

This agenda requires comprehensive action that can be sustained, which unfortunately is beyond the capacity of the traditional scope of education and therefore requires partnership from all stakeholders, political commitment by government, resource mobilization and coordination and continued monitoring and evaluation by all to ensure that the system does not only work but is sustainable.    

4.2
Actions for Scaling up OVC Responses in the Education Component 

Based on the above, the following action points are identified.    

a) Formulate a policy establishing pre-primary education in public schools

b) Institute a holistic scholarship scheme for OVC to take care of their education needs from pre-primary through vocational education schools.

c) Empowering OVC’s parents/caregivers economically through IGA, micro-credits etc to be in a better position to support OVC

d) Provide functional literacy centers for out of- school OVC or those constrained by conflicting chores to meet the scheduled demands of formal schools 

e) Formulate a back-up law to the UBE scheme abolishing all forms of levies and forced “donations, early marriages, hawking, etc. and empower children to participate in the design and implementation of issues affecting their educational programmes.

f) Put in place a structural framework to co-ordinate activities of orphanages, maintain a strong databank, which is capable of providing the following information; Location of orphanages, population, sex of inmates, age and type of assistance rendered. 

g) Formalize adoption/fostering system in Nigeria from kinship level to long distance foster care.

h) Build parent/caregivers and teachers capacity in the area of G&C, and interpersonal communication (IPC) 

i) Conduct a sensitization drive among communities/government, and religious leaders   to articulate OVC educational needs.

j) Conduct life-skills based HIV/AIDS educational/workshop for teachers and ensure that it is taught in schools.

k) Establish a system of intervention that incorporate the rights issues of child in terms of education viz; participation, best interest and non discrimination.

As a result of the interconnectivity of the components, some of the issues raised under the education component are addressed and costed within the scope of other components. While policy and advocacy issue are costed under service delivery component for instance, the section on household takes care of issues relating to economic empowerment of OVCs and their caregivers. Most of the training and capacity building issues raised such as counseling training for teachers/care givers and curriculum development matters have all been costed under the psychosocial component. 

TABLE 3.1
SCALING-UP OVC RESPONSES IN THE EDUCATION COMPONENT

Strategic Objective: To Improve OVC Access to Education at all Levels.

	Specific Objectives
	Actions
	Whose Responsibility 
	Where 
	Time 
	Output/ Indicators 

	1
Pre-Primary:

	1. To improve enrolment of OVC in pre-primary, primary and secondary school ages schools

   
	1.1: Identify pre-school, primary school and secondary school going age OVC by community ward, LGA, State and federal levels.  
	FMWA, UNICEF0, USAID, NPC, Consultant 
	Federal, States LGA and Community levels 
	Ongoing 
	Number of Pre-primary School, going age OVC identified  

	
	1.2:  Provide holistic scholarship to OVC to cover fees, books, uniforms, exam registrations, school meal, transportation etc. where. Private pre-primary schools exist and or when public pre-primary schools are established.
	 Federal Government, State and LGA, Individuals and organizations. 
	Community level
	Ongoing 
	Number of OVC on holistic pre-primary school scholarship. 

	
	1.3: Provide holistic scholarships to OVC of primary age to cover fees, books, uniforms, exam registrations school meal and transportation.
	Federal/State/Local Government, individuals and organizations 
	Community 
	 Ongoing 
	Number of OVC on holistic scholarship at the primary school level 

	
	1.4: Provide holistic scholarships to OVC of secondary age to cover fees, books, uniforms, exam registrations school meal and transportation.
	Federal/State/Local Government, individuals and organizations 
	Community 
	 Ongoing 
	Number of OVC on holisitc scholarship at the primary school level 

	2
Vocational Training

	2.1: To support OVC interested in Vocational training to acquire vocational skills   
	2.1.1: Pay required charges / expenses for the vocational training and or apprenticeship and provide OVC with necessary allowances 
	 Community Action Group OVC Desk officers 
	 LGA and community level 
	Ongoing 
	Number of OVC at the LGA and community level willing to acquire Vocational training 

	
	2.1.2: Provide start up capital for those OVC participating in vocational training        


	WA, LGA, World banks, Federal Government, CAG, NGOs, FBOs, CBOs 
	 LGA and community level 
	Ongoing 
	OVC receiving financial / material support for vocational education or vocational training 

	2.2: To improve quality of instruction/ care under the apprenticeship Scheme. 
	2.2.1  Training of vocational trainers in order to sensitize them to OVC issues and in basic psychosocial care/support
	NGO, FBO, CAG


	 LGA and community level 


	Ongoing 


	Number of OVC accessing credit in the community within the frame work of organized cooperative societies.

	
	2.2.2 Training of NGO trainers for conducting training among vocational trade association meetings
	MOWA, Taskforce team, DFID, UNICEF, GHAIN, ENHASE consultant 
	 LGA and Community 
	Ongoing 
	Number of trainers trained in basic psychosocial care/support. 


TABLE 3.2: COSTING OF SUPPORT FOR EDUCATION COMPONENT

	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs
	Total Annual Costs

	
	
	
	
	2006 
	2007
	2008
	2009
	2010

	1
Pre-Primary, primary and secondary school:

	1. To improve OVC’s enrolment in pre-primary, primary, and secondary school age 


	1.1. Identify pre-school, primary school, and secondary school age OVC by community ward, LGA, State, and Federal levels
	Funds, Resource persons
	920N ($7.08) Per OVC
	     $3,020,564 


	      $4,346,866 


	$5,721,324 


	$7,109,867 


	$8,505,714 



	
	1.2:  Provide holistic scholarship to pre-primary school OVC to cover fees, books, uniforms, exam registrations, school meal, transportation etc. where Private pre-primary schools exist and or when public pre-primary schools are established.
	Funds
	16,500N ($126.93) per OVC
	$1,463,882 


	$1,459,310 


	$1,449,522 


	$1,431,488 


	$1,409,184 



	
	1..3: Provide holistic scholarships to OVC of primary age to cover fees, books, uniforms, exam registrations school meal and transportation.
	Funds
	12,500N (US $96.16) per OVC
	$22,006,772

 
	$33,721,900


	$45,746,095


	$57,773,387


	$69,694,412



	
	1.4: Provide holistic scholarships to OVC of secondary school age to cover fees, books, uniforms, exam registrations school meal and transportation.
	Provide levies, books, uniforms, registration, school meals, transport
	39,000N (US$300)/OVC
	$18,079,319


	$30,434,994


	$43,528,514


	$57,074,029


	$70,950,554



	2
Vocational Training

	2:1 To support OVC interested in Vocational training to acquire vocational skills 
	2.1.1: Pay required charges / expenses for the vocational training and or apprenticeship and provide OVC with necessary allowances 
	Fund and equipments
	10,000N (US $77)/OVC
	$3,350,259


	$3,470,693


	$4,301,985


	$5,885,955


	$7,513,011



	
	2.1.2: Provide start up capital for those OVC participating in vocational training.       


	Fund and equipment
	20000N (US $154”)/OVC
	$6,700,518


	$6,941,385


	$8,603,969


	$11,771,911


	15,026,022



	2.2: To improve quality of instruction/ care under the apprenticeship Scheme. 
	2.2.1  Training of vocational trainers in order to sensitize them to OVC issues and in basic psychosocial care/support
	Resource Persons  & Training Materials
	3,984,000N (US $36,831)/OVC
	US $36,831
	
	
	
	

	
	2.2.2 Training of NGO trainers for conducting training among vocational trade association meetings
	Training cost
	5,920,000N (US $45,540)
	US $45,540
	
	
	
	

	
	2.2.3 Bring/pooling of CBOs and FBOs together to train at LGAs areas
	Training cost
	 US$ 204.24/per person
	
	US$ 316,164
	US$ 100000
	US$ 100000
	US$ 100000

	
	2.2.4 Sensitization of teachers at all levels in Psychosocial issues for OVC- this will be mainstreamed into on going teachers training at zonal level
	Training cost
	US$ 1,107.7/per person/year
	
	US$ 332,310
	
	US$ 332,310
	


4
Health Care

4.1
Introduction
Organized formal health care delivery system in Nigeria had evolved through different periods of the nation’s development. Up to the point of the emergence of the Revised National Health Policy and the Development of National Health Plan of Action in 1996, the health needs of Nigerians were not sufficiently met as to reflect optimal health status. The health indicators for years showed a decline in the general health status, given a change in the trend of life expectancy that rose from 36 years in the 60s through to about 52-53 years in 1991.  The life expectancy at birth for males and females in 2003, a decade later, was put at 45 and 46 years respectively (WHO, 2005) . Focus on curative services for a long time became detrimental to health promotion and prevention services. The adoption of a three-tier comprehensive health care system at primary, secondary and tertiary levels over the years was targeted at providing effective health promotion, disease prevention, and prompt management of ill health within efficient referral systems. 

From the main focus of PHC as it relates to health promotion and diseases prevention from childhood, rapidly decreased immunization coverage, high level of preventable and non-preventable childhood illnesses, and malnutrition, poor health in the older population and increased scourge of certain fatal diseases such as HIV, among others, prompted the hosting of the National Health Summit, in September 1995, where the ABUJA HEALTH DECLARATION was made. With the declaration, appraisal of the national health system, giving considerations to the factors militating against its improvement and planning strategies for an effective, efficient and equitable health care delivery system became the target. The outcome of this and several other efforts gave birth to the production of the revised National Health Policy, the Developed Health Plan of Action and multiples of reforms that characterized the health care system in Nigeria in recent times (World Bank, 2002). 

The Health Sector Reform (HSR) Plan of Action maps out medium term objectives in seven strategic intervention areas: primary health care, disease control, sexual and reproductive health including STIs/HIV/AIDS, secondary and tertiary care, drug production and management, coordination of development partners, organization and management (WHO, 2004). As part of the emergent action to improve equity and access to health care by all Nigerians is the National Health Insurance Scheme (NHIS). The NHIS has programmes for a range of people, two of which are the children under five and permanently disabled persons (NHIS, 2005). Orphans and vulnerable children are not object of targeted social insurance programmes as young people with special health needs. The extent of access to health care by OVC within the health care system is reviewed within the context of child health in Nigeria. 

4.2 Child Health in Nigeria

The Nigeria Child Survival Programmes are targeted at health promotion, disease prevention, and appropriate responses to both preventable and non-preventable diseases. Tremendous efforts have been made in the last two decades to promote child nutrition, growth monitoring, immunization for the preventable childhood illnesses and other common childhood diseases that also account for high malnutrition among Nigerian children. Various programmes, many of which are donor driven are targeted at these focal areas of child health.  

4.2.1 Nutrition and Growth Monitoring

Nutrition of the child from birth is a primary issue in assuring appropriate growth of the child. Breast feeding in the first six months of life when it is exclusively done assures essential nutrition of the child, gives optimal energy, protein and micronutrients, protect the child against common childhood diseases, helping to prevent or reduce the severity of diarrhoea, pneumonia and others (Lusk and O’Gara, 2002). In 1998, the Government of Nigeria approved a breastfeeding policy, reviewed and amended the code on marketing breastmilk substitutes, with the objective of increasing the rate of exclusive breastfeeding. However, the risk of mother to child transmission of HIV through breastmilk has since become a new challenge that must be addressed. 

Increased mobilisation for quality childhood nutrition was demonstrated by investments into promoting The Baby-Friendly Hospital Initiatives in Nigeria in the last decade with report of slight increase in practice of exclusive breast feeding by mothers (6). In addition to the general burden associated with mixed feeding, increasing rate of MTCT of HIV to as high as 39% of children who had mixed feeding compared to 15-20 % in developed countries where most infants are formula-fed has become a major threat to survival of children in developing countries such as Nigeria (Policy Project, 2002) . As parts of improving nutrition and reducing malnutrition some programmes implemented by government and non-governmental organisations supported evidence-based micronutrient and infant feeding interventions. Basic Support for Institutionalizing Child Survival Project (BASICS/USAID funded project) for instance introduced the Essential Nutrition Actions (ENA) in 1999. As shown by reports from BASICS, the “implementation of ENA’s six priority interventions ….has proven to be effective in a range of different settings, and can reduce infant and child mortality as well as improve physical and mental growth and development”. BASICS essentially use a partnership approach engaging policy and decision-makers, health program managers at the national, state, and Local Government Area (LGA) level, and community members to improve child nutrition (Brieger, Salami, Ogunlade, 2004). 

The extent to which children made vulnerable especially before the age of five years (by the illness and or death of their mothers, or from vulnerable household poverty) benefit from nutritional support desirable for growth in the absence of breastfeeding, appropriate and adequate supplementary and complementary feeding supported within general child health programmes leaves much to be desired. Another initiative that should support growth and reduce morbidity and mortality from preventable childhood illnesses is immunization. 

4.2.2
Preventive screening and vaccination against common childhood illnesses
Vaccine Preventable Diseases (VPD) have received increased attention with many efforts at scaling up access to immunization through various innovative strategies in Nigeria. The expanded program on immunization (EPI) had gradually incorporated the strategy of special days of the months assigned for immunization with service providers reaching out through outreach programmes on National Immunization and State Immunization Days on monthly basis (NID and SID). Despite all efforts to achieve full coverage the official documented estimated percentage of target population vaccinated in 2004 was highest for BCG and this was 55% and lower for all others (WHO, 2005a). One strategic approach that had been very useful in achieving multiple results is the incorporation of the Vitamin A supplementation for children into the NID and SID programmes. Though there is extensive information on efforts at ensuring access to immunization by every Nigeria child, there is no information on the extent to which immunization needs of OVC are currently met from all literature reviewed. 

4.2.3 
Management of Common Childhood illnesses

Morbidity and mortality in children under-five in Nigeria are largely from five major childhood illnesses among which are malaria, acute respiratory infections (ARI), especially pneumonia, diarrhea diseases, measles and malnutrition. The Nigerian government, with support from WHO and UNICEF started implementation of the Integrated Management of Childhood Illnesses (IMCI) in six local government areas drawn from  the six geopolitical zones in the country in 1997 and was meant to have been expanded to 200 LGA. These are also complemented by services that enhance immunization, nutrition and malaria control in 20 local government areas from 3 states (Brieger, Salami, Ogunlade, 2004). 

Considering the causes of the high infant mortality in Nigeria in the last decade, the Federal Ministry of Health in 2000 showed that malaria accounted for the highest cause of morbidity and mortality (38% morbidity and 27% mortality) followed by diarrhoea diseases (27% morbidity and 24% mortality) followed by acute respiratory infections (15% morbidity and 22% mortality) and by vaccine preventable diseases (17% morbidity and 10% mortality). The situation is similar for the under five children with morbidity from malaria accounting for 41%, Diarrhoea 24%, ARI 15% , VPD 15% with other diseases accounting for just 5%. U5MR was also high with malaria accounting for 30%, VPD - 22%, diarrhoea diseases - 19% and ARI -16 %.( Federal Ministry of Health, 2000). 

Malnutrition is another major contributory factor to high morbidity and mortality in children in early childhood in Nigeria. Malnutrition contributes to an estimated 60% of U5MR in Nigeria. About 2 in 5 children are noted to be stunted with 50% severely affected. Vitamin-A deficiency (VAD) contributes to 25 percent of infant, child, and maternal mortality in Nigeria because of reduced resistance to protein-energy malnutrition, ARI, measles, malaria, and diarrhoea. VAD has also been implicated in restricted growth, impaired immune response, and increased susceptibility to infections among children, a situation that thus further increase higher `risks of morbidity and mortality among children living with HIV. 

Reducing IMR and U5MR from the common diseases were to be achieved through various initiatives among which the Roll Back Malaria (RBM) initiative features. The RBM programme put the challenges of controlling morbidity and mortality through the promotion of insecticide treated net (ITN), health education, chemo-prophylaxis and prompt management of sick persons due to malaria. There was increase report of more than 30% in the household coverage with ITN from 2002 in 2004 due to support from USAID and production of subsidized treated net by local manufacturers but this may not have translated to better access to the strategies to reduce the burden of the disease amongst OVC in Nigeria (Brieger, Salami, Ogunlade, 2004). 

The general state of health of the Nigerian children is captured in this summary. There is gross lack of information about state of health of disadvantaged children among whom OVC will come prominently. 

4.3
 Support for Health of Orphans and Vulnerable Children (OVC ): Gaps, Challenges and Opportunities

The health of OVC in this document is analysed from the perspectives of access to health promoting and preventive health care opportunities, opportunities for prompt responses to illness and prompt access to curative services to reduce morbidity and mortality (and specifically looking at access to HIV/AIDS prevention and care services). Information from literature review when available is complemented from findings from interactive sessions with stakeholders from all part of Nigeria in November 2005.

4.3.1 The Context of Health Support of OVC

In Nigeria, but for a few OVC who may be benefiting from some health and other assistance from some local CBOs, FBOs, and NGOs supported by some funding agencies, the health and health care needs of most children are provided by the extended family who for the nature of the economic state of the country and the increasing number of these children have been overstretched to provide standard care. Since 1999 USAID, The World Bank, and DFID have supported services to meet the education and health needs of OVC through some implementing partners among whom are FHI, CEDPA, and Africare-Nigeria. (UNICEF and Policy Project, 2004). Majority of OVC in Nigeria have limited access to resources to meet their health care needs. Very few currently benefit from health care support from about 23 local organisations and some international NGOs, mainly from UNICEF and the UN agencies working through the Federal Ministry of Health. In 2003, 1,650 OVC in Nigeria were recorded to be receiving health support (USAID, UNAIDS, WHO, UNICEF and POLICY Project, 2004).

The details of the nature of health services also provided by many support programmes are not clearly documented.  However, interacting with stakeholders gave some information in all the major areas of health care needs of OVC in Nigeria.

4.3.2
Health Promoting and Disease Preventing Programmes Targeting OVC

OVC are exposed to health risks from multifaceted factors. They face deprivation and poor access to basic needs that ensure health and maintenance of health. Compared to other children, they may have poor access to nutritious food, poor access to shelter, live in crowded residence, poor access to health promoting and disease preventing resources such as education, counselling, immunization, and insecticide treated nets (ITN).among others. They generally have heightened risk of malnutrition, morbidity, mortality, poor mental and social health. The OVC’s vulnerability becomes worse if the child is infected by HIV from birth or through breastfeeding and whether the mother (and father) is alive. Other factors that worsen vulnerability relate to whether they have relatives willing to care for them; whether they are allowed to go to school; how they are treated within the community; what degree of psychosocial trauma they have suffered from their parents’ death; and what responsibilities they are left with (i.e. younger siblings). Importantly, orphans and other affected children are more likely to be malnourished or to fall ill. They are also less likely to get adequate health care they need. Poverty, neglect and discrimination by adults in whose care they have been left are also contributing factors (UNICEF, 2002; World Bank, 2002).

There was little on health promoting and diseases preventing services targeted at OVC in all the literature available for review in child health issues in Nigeria. There is lack of disaggregated data on all health reports that pay attention to variations in access to health promoting and disease preventing strategies by vulnerable and other children. Rather, the discussion on meeting health and health care needs were only seen from meeting the medical needs of OVC. However, important information was got from the interactive sessions with the stakeholders about the extent to which health promoting and disease prevention needs of OVC are currently been met in the Nigeria social context.
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Key Findings from Consultative Sessions with Stakeholders from all parts of Nigeria in November 2005

· In the submission of stakeholders from all the zones (North West, North East, South West and South East zones,) in Nigeria, OVC experience very poor nutrition (inadequate in quantity and poor in quality) from very early age. There is high level of micronutrient and vitamin deficiencies among the OVC and there is usually differential weight gains by sex (girls received poorer nutrition especially from parents from poor social background) in some parts of the country.  They are exposed to higher rate of malnutrition and low resistance to infection, increased risks to morbidity and mortality compared to other children though the magnitude of these could not be objectively quantified. OVC and the care-givers lack access to nutritional counselling and support at the community level. This is more serious with HIV+ mothers who by choice would not want to breast feed, but, who more often than not have low access to alternatives to breast milk. For HIV+ mothers that are able to use alternatives to breast milk, poor bonding between mothers and their vulnerable children was also reported because of associated problems of feeding and caring especially from the South Western Zone.

The main problems responsible for poor access of OVC to quality nutrition for growth identified were

1. Poor access to counseling to support breastfeeding and alternatives to breast-feeding for mothers living with HIV. Absence of breast feeding support groups especially for mothers living with HIV in the light of stigma and discrimination and poor understanding of the course of HIV infection at the community level and poor support for breast-feeding initiatives at work places

2. Non-use or poor use of alternatives to breast feeding for children of mothers with HIV and young orphans related to traditional views about possible alternatives that can be considered e.g. views about artificial milk, views about possible use of other kinds of animal milk

3. Enduring effect of long term advocacy for exclusive breast feeding and condemnation of artificial milk for babies in the last decade in Nigeria through the Baby-Friendly Initiatives that has increased awareness of the benefits of breastfeeding and raise awareness of the disadvantages of artificial milk 

4. High level of poverty in many households where these vulnerable children are.

5. Poor access of OVC to family/community-oriented nutritional support for Supplementary and Complementary Feeding especially for babies of mothers living with HIV and for older OVC in poor families. 

6. Food taboos and cultural practices about alternative and healthy nutrition. 

7. Ignorance of what constitute balanced diet by household of OVC and OVC

8. Lack of basic infrastructures such as pipe-borne water in many communities

9. Absence of community-based trained personnel for nutritional support

· All these problems were rooted in other problems that need to be resolved on a larger scale. These are as related to

1. Traditional beliefs and practices associated with breast feeding, infant nutrition and child rearing.

2. Lack of community mobilisation, appropriate education, and establishment of support services to promote health promotion programmes at the community (for breast feeding and alternatives to breast feeding support, complementary feeding to meet peculiar needs of OVC at different levels of development, immunisation etc)

3. Shortage, inadequate, poorly skilled and ineffective use of community-based trained personnel for health promotion (e.g. nutrition personnel to advance nutritional support, community health nurses and social workers to advance health promotion and support programmes for OVC). 

4. High level of poverty among OVC, parents/families/guardians. 

5. Inadequate collaboration and multi-sectoral work to support nutrition of OVC by relevant agencies e.g. Ministry of Health and Ministry of Agriculture 

6. Low emphasis on funding of nutritional programmes for disadvantaged children by funding agencies and government. 

7. Inadequate, poor resources and cost-recovery programmes at the health units with no consideration for disadvantaged children

4.3.3 
Access to Safe Water and Adequate Sanitation. 

Again, access to safe water and sanitation has become an essential service linked with health and survival of OVC when considering the problems that OVC and their care givers experience in many communities. Increasing access to safe water and optimal sanitation with emphasis on appropriate training and support become key programmatic area to be included in health programming for OVC (UNAIDS, UNICEF and others, 2004).

High morbidity and mortality among children under-five are associated with many diseases related to unavailability of safe water, unhygienic behaviours, poor sanitary facilities, and poor housing conditions. Also, increased prevalence of diarrhoeal diseases, cholera, and typhoid is seen in situations of unsanitary refuse, excreta disposal, and use of unsafe drinking water. In addition, inadequate drainage and accumulated wastewater encourage breeding of mosquitoes with increased malaria attacks (the single most significant cause of death among children). The 1999 MICS reported that 54 percent, comprising 71% and 48% in urban and rural areas of the population had access to safe drinking water. The problem of poor access to unsafe water is made worse by lack of awareness of the health consequences of unhygienic behaviours, such as defecating and urinating in bushes outside houses, poor refuse disposal, and infrequent hand washing. Again, the problem of using the same water source for bathing, washing, and feeding of animals are all detrimental to health (Policy Project, 2002). 
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Key Findings from Consultative Sessions with Stakeholders

· Most OVC from all parts of Nigeria have poor access to clean and safe water. (Typhoid fever and gastroenteritis were documented as some examples of diseases that had to be treated among OVC in the Benue state project (Amolo, 2003). 

4.3.4 Access of OVC to curative services

Again, disaggregated data from Nigeria that gives objective information about variations in the occurrence of common childhood illnesses by sex and ages among OVC compared to other children was not available, but information from general literature review confirms high tendency for increased morbidity and mortality resulting from childhood illnesses among OVC. Empirical evidence affirms that OVC have poor nutritional status; receive less attention when they are sick; are less likely to be immunized, have increased vulnerability to diseases generally; have increased vulnerability to HIV and AIDS; higher exposure to opportunistic infections and higher child mortality. Despite these, they have less access to health services (Richter, Manegold & Pather, 2004).

Few funded projects supported payment for medical care of some OVC in some communities in Nigeria. Many, if not all funded projects that provide some support for health care were by USAID (USA|ID|, 2005).  In its OVC project, Family Health International (FHI)/IMPACT (funded by USAID) supported three FBO in Anambra (Justice, Development and Peace of the Catholic Archdiocese of Onitsha), Ebonyi (Methodist Care Ministry, Abakaliki) and Osun State (Methodist Women’s Fellowship, Ilesha,) in training to provide HBC to OVC and their families.,

In another project funded by USAID through CEDPA, Africare working in partnership with the Ogoni Youth Development Project supported a programme ensuring access to health care in particular for 1651 to children who have lost their parents to chronic illnesses in five local government areas of Rivers State. CEDPA also supported the Vulnerable Children’s Project by the Catholic Women’s Organization and Opiatoha Kanyin Idoma Multi-Purpose Cooperative Society between April 2003 and August 2004 to provide 1,500 indigent orphans with resources to meet their health needs. The children and their caregivers were also given psychosocial support. 

In the vulnerable children project that helped meet the needs of OVC in some communities in Benue state, 42% were said to have been supported with money for “health/medicine”. The context of this assistance classified as health/medicine covered immunisation and medical treatment in identified health care settings who had the list of the OVC benefiting from the project (Amolo, (2003). However from the analysis of the nature of illnesses for which these children sought treatment, (typhoid fever, pneumonia, gastro-enteritis, measles, chicken pox and appendicitis), many of the diseases that the OVC sought care for were also preventable. This makes demands for encouraging health promoting and disease preventing actions more desirable. This will reduce absolute cost of care in financial terms and in terms of burden of disease for the OVC.

Literature has it that acute respiratory infections (ARI), a major killer of children under five, along with VPD such as measles, diphtheria, and tuberculosis, are easily spread in poor overcrowded houses. Many of these OVC have to live in shared and overcrowded houses either with fostered parents or in other unsafe shelters. Some live in the street where they are exposed to unhygienic circumstances, eat contaminated food and drink unsafe water. From the interactive sessions with stakeholders, important information about the extent to which OVC currently have access to curative services emerged.
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· Key Findings from Consultative  Sessions with Stakeholders

· OVC suffer more from common childhood illnesses especially malaria.

· OVC acknowledge and manage common endemic diseases poorly

· They utilize health care settings poorly.

· There was a consensus on high morbidity, debility and mortality among OVC in Nigeria

·  Issues and problems identified with prompt responses to sickness and access to curative services by OVC include

1. Poor knowledge and skills in home management of common endemic diseases by OVC and carers.

2. Discriminatory expectations of responses to illnesses by male and female children (e.g. boys are not to show that they are sick), thus poor responses to ill health by male older OVC especially in the North West zone. 

3. Poor access to therapy during illness 

4. Discriminatory utilization of health care by female young children because of preferences for sons, and poor attention by parents to such infants and high dependence on home remedy when the female children are sick.  

· Problems associated with having access to health care services in health care settings when OVC take ill include

1.
Lack of information and motivation to use health settings to manage common diseases 

2.
Stigma and discriminatory treatment of OVC and carers in health care settings

3.
Lack of fund for transportation, registration, consultation and treatment especially in most health units where they operate user fees policy.

4.
Poor resources in the health care settings

5. Cumbersome process of receiving care for common endemic diseases in health care settings

· The root causes of all the experiences of OVC derived from the following observations by the participants

1. Lack of community mobilisation, appropriate education, and establishment of support services to promote self care, home-based care at the community as to be able to help OVC take actions for their health at the community level 

2. Shortage, inadequate, poorly skilled and ineffective use of community-based trained health personnel to support self care and home based care 

3. Poverty – high level of poverty among OVC, parents/families/guardians. 

4. Poor referral services between community health services and health care operatives.

5. Disintegrated School Health Service 

6. Inadequate personnel in health care settings 

7. Low level of capacity of health care providers at the community level and in many health care settings for IMCI

8. Poor or non-availability of resources to provide care at health care settings for common childhood illnesses free for OVC.

9. Health policy that do not support free services for OVC.

10. Limited availability of youth friendly services in health care settings 

11. Long distance of health care settings from where OVC can access care in many sub-urban and rural communities.

4.4
Access to services specifically to reduce the vulnerability of OVC to the burden of HIV/AIDS
Many children are made vulnerable by the HIV/AIDS epidemic through infection and death of parents or infection of these children with HIV. Other children are made vulnerable to HIV by other socioeconomic factors, most especially poverty and lack of knowledge. These are challenges for implementation of targeted HIV programmes to reduce the burden of HIV/AIDS among OVC. The extent to which such services are available to OVC are reviewed from considerations of access to VCT (voluntary counseling and testing), STI/HIV education, access to PMTCT, access to treatment of opportunistic infections and ART by OVC living with HIV and access to HBC.

4.4.1
Access to Voluntary Counselling and Testing (VCT)

One of the direct impacts of HIV on children is the risk of HIV infection and vulnerability to opportunistic infections (Richter, Manegold, and Pather, 2004). VCT is an important component of comprehensive response that seeks to promote prevention and management of HIV in the community. VCT should be available for everyone that cares to use it. Access to VCT services in Nigeria has been a major challenge (NACA, 2005). In a study of coverage of selected services for HIV prevention and care in some countries, Nigeria is documented to serve 56, 844, 000 persons in 11 VCT sites (USAID, UNAIDS, WHO, UNICEF and POLICY Project, 2004). Many VCT services are provided and supported by international agencies through non governmental organisations and these organisations most of the time service urban communities in the country. A large majority of Nigerians do not have access and are not sufficiently mobilised to maximally utilise the few ones that are available. These observations have consequences for majority of OVC who would be among the large majority of Nigerians who do not have access to VCT. As observed by Mafeni and Fajemisin, services for VCT exist on a small scale in Nigeria with most of the services standing alone and operated by NGOs in some states (Mafeni and Fajemisin, 2003). Many NGO are involved in training of counsellors to service counselling needs of people for HIV/AIDS prevention, care and support. FHI, DFID, Pathfinder, and USAID supported partners such as Engender though not in all states.

Few documented organisations provide VCT support for OVC and their families specifically. One of such is the Catholic Women’s Organization and Opiatoha Kanyin Idoma Multi-Purpose Cooperative Society as reported in the Vulnerable Children’s Project supported by USAID through CEDPA. The organisation trained 56 volunteers on counseling skills between April 2003-August 2004 (USAID, 2005). From the interactive sessions to determine the extent to which OVC have access to VCT in Nigeria the following information emerged:
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· Key Findings from Consultative Sessions with Stakeholders

1. There is poor awareness and poor access to VCT for OVC in all zones. 

2. Non availability of VCT centres contribute immensely to poor use of counseling services by OVC 

3. Lack of community sensitization and education about VCT also contribute to refusal to utilise VCT centres by OVC where they exist.

· The consequences of these for OVC are 

1. Poor knowledge of health promoting behaviour and high level of engagement in high risk behaviour by adolescent OVC leading to higher risk of HIV infection, 

2. Increase in MTCT of HIV, 

3. Increase morbidity, debility and mortality due to STIs and HIV/AIDS, 

4. Increase need for use and burden on health care systems yet accompanied by poor use of health care resources.  

5. Poor awareness and non-use of VCT are also associated with poor access and use of other resources and services that such centres could link OVC to. Among these are access to care and support, access to treatment of opportunistic infections and ART, access to counselling for positive living. 

6. Poor access to counselling is also deemed to result to decline in care seeking behaviour of OVC as well as increased prevalence of HIV among OVC.

· Considering the main reasons for the identified problems, important issues that must be resolved include

· poor policy framework that support and promote use of counselling services as an essential component of health promoting strategy as put in place by government which was held responsible for gross non-availability of VCT services in all zones. 

· Poor use of those available especially by OVC, associated with fear of stigmatisation and discrimination of OVC. 

· Inadequacy in number and quality of training of health personnel to service counselling needs of OVC. 

4.4.2
Access to services for sexual health promotion prevention and management of STD, HIV/AIDS among OVC

Awareness raising and sensitization about HIV as a sexually transmitted disease is perhaps one of the route of getting many young people to get to know more about other STIs. A lot of emphasis has been placed on the treatment of STI as a risk factor to HIV. Many centres that did not have the required facilities for treatment of STIs were assisted through some initiatives of WHO and USAID that promoted Syndromic Management of STI to further reduce the rate of transmission of HIV. These have been through mass media campaigns (using radio and television messages), telephone hotlines services and internet service. These had been supported by many of the development agencies and in recent times by NACA. Promotion of condom use and ensuring availability, affordability and utility adopting the social marketing paradigm has been supported by DFID, USAID in collaboration with NACA and Federal Ministry of Health through the Society for Family Health. There is a general notion of increasing coverage of the country and access to highly subsidized condoms, through many non-traditional media that break barriers of poor condom use ((Mafeni and Fajemisin, 2003). However, there are still problems that have great implications of access of OVC to STI prevention and care services.   

Very little information is available on specific programmes that target OVC for sexual health promotion, prevention and management of STD including HIV/AIDS though many of the earlier reported projects almost invariably include general awareness raising on these issues. However, the CEDPA supported Vulnerable Children’s Project by the Catholic Women’s Organization and Opiatoha Kanyin Idoma Multi-Purpose Cooperative Society documented training and sensitization of 60 policymakers in STI/HIV/AIDS and advocacy and training of 35 members of CBOs in HIV/AIDS prevention, care, and support for persons affected or infected by HIV/AIDS as part of its OVC focused programmes. The question however is still “to what extent are OVC benefiting from general programmes that do not give special attention to their peculiar needs derived from their vulnerable status?”

Many strategies have been proposed to increase access to comprehensive gender-sensitive prevention, care, treatment and support services for the general population, PLWAs and PABAs, including OVC by 50% in 2009 in the Nigeria HIV/AIDS National Strategic Framework (NSF) for 2005-2009 (NACA, 2005). These services are also aimed at improving accessibility, affordability and quality of STIs/reproductive health services. However, as at the time of consultations with stakeholders, perceived problems associated with access to sexual health and sexually transmitted diseases services by OVC are as presented.
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Among OVC there are

1. Low knowledge of sexual health and safe sexual health practices. 

2. High prevalence of unprotected sex resulting to high occurrence of teenage pregnancy (and abortion) and STD.

3. Poor management of sexual health problems 

· Factors identified as responsible for these include

1. Absence of sexual health promoting programmes that help OVC acquire basic knowledge and skills for life survival and appropriate management of sexual problems. 

2. Lack of youth friendly services

3. Non-friendly health care providers

4.4.3 Access to services for PMTCT

Maternal and Child health programmes should essentially target having healthy mothers and children in healthy families. The health status of the child is determined from the beginning of life from quality of care received by the mother in pregnancy, during childbirth and the care the child receives in the early and late childhood. High maternal morbidity and mortality would be associated with poor child survival.  Maternal mortality in Nigeria is high, varying between 700 and 800 deaths per 100,000 live births with wide geographical disparity ranging from 166 per 100,000 live births in the southeast to 1,549 per 100,000 live births in the northeast (UNDP, 2004). Nigeria contributes to 10 percent of the world’s maternal deaths with an average of seven for every 1,000 births.  The emergence of HIV has become a major issue in maternal morbidity and mortality and the risk of transmission of HIV from mother to child has become a big challenge to execution of programmes to reduce HIV infection of children. Between 1.4 and 1.8 million of orphans due to AIDS constitute approximately one fifth of Nigeria’s very large orphan population though the causes of such large numbers of orphans derive from different causes of maternal mortality (UNDP (2004). 

Within the context of vulnerability further imposed by HIV and AIDS, risks of mother-to-child-transmission of HIV and the consequences for treatment and care of children infected and affected by HIV are major concerns that have direct bearing with the prevalence and care of children that become vulnerable or orphaned. Access to VCT and interventions for prevention of mother to child transmission of HIV (PMTCT) becomes important challenges. 

The Nigerian government PMTCT programmes that started in 2001in six model centres and jointly managed by the Federal Ministry of Health and UNICEF increased to 11 model and 22 satellite centres (WHO, 2004). Looking at access to PMTCT services in a period of about 8 months, it was documented that 19, 229 pregnant mothers benefited from the services from eight sites. The need for a scaling up of PMTCT services is affirmed by the observation that while Nigeria has a record of 263 annual birth to HIV+ mothers, only 1% benefit from PMTCT services and a sizable number of these to not have access to ARV prophylaxis and access to infant formula even when they may have knowledge and or preference to alternatives to breastfeeding (USAID, UNAIDS, WHO, UNICEF and POLICY Project, 2004). 

As part of the PMTCT scale up services, Global HIV/AIDS Initiative in Nigeria (GHAIN), a USAID funded project has scaled up PMTCT services in six designated Centres of Excellence across the country. Services provided in the project include counseling and testing, ARV prophylaxis, infant feeding counseling and support (Family Health International, 2004). While these are evidences of scaling up access, many of these services are yet to be available to mothers in rural settings and even those in urban settings that could not afford antenatal services in many of the fee paying institutions. Poor access to services for PMTCT of HIV have great consequences for the number of children that become vulnerable through HIV infection as well as many more that would be made orphans from death of parents. For many OVC living with HIV, lack of access to services for PMTCT of HIV further compromise their well being and survival. Objective assessment of the current situation from the interactive sessions with stakeholders, gave more information as relates to OVC in Nigeria.

GAPS

Key Findings from Consultative Sessions with Stakeholders

· From the stakeholders’ meetings from all the zones in Nigeria, the consequences of poor access to PMTCT of HIV services for OVC include increase morbidity and mortality of mothers which directly affect the well being of OVC. Others include high rate of STI infection in women of childbearing age, increase risk of transmission of HIV from mother to child and increased vulnerability of children born by HIV positive mothers. Others are increased infant morbidity and mortality from opportunistic infections. Poor use of health care settings by mothers who HIV positive is another major problem identified especially from the South western zone.

· Integral to the problems identified above is non-utilisation of PMTCT services due to:

· Poor knowledge and low community mobilization for actions for PMTCT

· Poor family support for PMTCT 

· High level of stigma and discrimination against PLWHA, even amongst healthcare workers

· Inadequate, uneven, distribution of PMTCT services

· Inadequate VCT services

· Poor use of VCT services

· Cumbersome process of access to care

· Inadequate materials/equipment for services 

4.4.4 Access to treatment of opportunistic infections

Effective management of opportunistic infections in HIV is a critical factor in maintaining a healthy status and reducing rate of progression in HIV disease. The use of prophylactic drugs to reduce the occurrence of some opportunistic infections such as Tuberculosis has also become popular to enhance the wellbeing of PLWHA. However, the drugs needed to treat these opportunistic infections and other diseases are documented to be in short supply, not always affordable, at times adulterated and of poor quality. Many PLWHA are noted to patronize traditional healers to manage many of the infections with unverified therapies (Mafeni and Fajemisin, 2003). It may be expected that within the context of the general lack as seen largely in the Nigeria state, access of OVC to treatment of opportunistic infections would be worse. There were no indication in all the literature reviewed about support for treatment of opportunistic infections for OVC living with HIV, rather the usual statement is support for medical care. It may however not be ruled out that some of the OVC been supported with drugs when ill could have been benefiting from treatment for opportunistic infections. The main problems identified as related to access to treatment for OIs by OVC as identified by stake holders are as presented.

GAPS

· Key Findings from Consultative Sessions with Stakeholders

1. Poor Knowledge of OIs by OVC and care givers 

2. Poor access to resources for treatment of OIs 

3. Poor management of OIs by OVC, care givers at the community level 

4. Poor Knowledge and management of OIs  by health care providers in many health 

5. Non-availability of drugs and 

6. Low utilisation of yet unfriendly health services

· Consequences of poor access to treatment for opportunistic infections by OVC as seen by stakeholders include:

1. Increase morbidity, debility and mortality among OVC

2. Low productivity, increased absenteeism from school or work due to high prevalence of OIs.

3. Increased dependency ratio

4.4.5. ART
In April 2001 the government implemented an initiative widely known as Africa’s largest the ARV treatment program. This was aimed at providing ARV treatment to 10,000 adults and 5,000 children living with AIDS. It complements other work being done by various local and international agencies in the country (Amolo, 2003). Nigeria’s total treatment need for 2005 is estimated to be 520 000 people, and the WHO “3 by 5” treatment target is 260 000 by the end of 2005 (based on 50% of need). The government has declared a national treatment target of reaching 280, 000 people by the end of 2006. An estimated 17 000 people are receiving antiretroviral therapy, of which about 11 435 receive treatment through the government-subsidized programme. Some treatment is also provided by private pharmaceutical companies such as Ranbaxy, which is supplying 3000 person–years of treatment outside the government programme (WHO, 2004; Partners for Health, 2004). There is very little information about the extent to which OVC benefit from the little access to ART available to PLWHA in need of treatment. Information from stakeholders gave a little insight.

GAPS

· Key Findings from Consultative Sessions with Stakeholders

1. OVC have poor access to ARV (especially paediatric formula). For a few that may       

have access to free ART, they have poor capacity to manage ART and thus are poor in adherence.

2. Poor access to ART by OVC derives from low level of awareness coupled with high 

cost of paediatric formula. Long distance to site of access and poor monitoring facilities complicated by lack of trained personnel to help monitor and support OVC are sources of problems for access to ART

4.4.6 Access to Home Based Care

Home based care is an important component of comprehensive care in HIV/AIDS management. It is most suitable to provide support to chronically ill individuals and their families. It may include counseling, medical care, supplies for medical care, clothing, extra food, help with household work, companionship, financial support, legal services, training for care-givers, school fees, shelter, spiritual and psycho-social services (USAID, UNAIDS, WHO, UNICEF and POLICY Project (2004). Home-based care is provided by some non-governmental organisations, community-based or faith based organisations (NACA, 2005). Lack of co-ordination and service statistics at the central level account for poor record of the actual amount of care provided. Estimates of the number of people needing home-based care are also uncertain (USAID, UNAIDS, WHO, UNICEF and POLICY Project (2004). OVC would particularly benefit from services that can reach them in the homes and communities where they live. There is poor record of the state of HBC services in Nigeria, especially as it gives information about access of OVC to such services. 

GAPS

· Key Findings from the Consultative Sessions with Stakeholders

The issues of poorly organised and poorly managed HBC as provided by many poorly trained persons and unsupervised by trained practitioners where also raised. This was linked with poor linkages and referral protocols with health care institutions. Generally, access to HBC facilities for majority of OVC is very low.

4.5 Key Actions for Scaling Up Health Support to OVC

Key actions desirable to scale up health support to OVC are presented and prioritized within the context of those that need to be achieved at three levels. At the first level are the actions needed in the immediate, on short term basis, and are achievable within three to six months of the first year of intervention (ST). At the second level are those that should be planned to be achieved on the medium term basis within one to two years of intervention (MT) and the third level of actions that may be considered to be achieved between 3 to 5years (LT).  

4.5.1. Improving access to health promoting and disease preventive services by OVC

Actions desirable

1. Review health policy and consider providing health care services free to OVC (MT-LT) 

2. Promote mass mobilization and education about OVC issues giving attention to health needs and support that they need to stay healthy, to respond promptly and manage ill health effectively. The programme should be comprehensive enough to educate on the entire knowledge gap identified in other parts of this document. (ST-LT)

3. Build a critical mass of stakeholders to re-orientate the society about gender-related health discriminatory practices and the consequences for health of OVC (MT-LT)

4. Constitute or strengthen institutional framework (Community health Action Committee or Village/Community Development Committee), orientation of such community groups and health care providers and building their capacity to respond holistically and to collaborate on agenda to specifically meet the health needs of OVC (ST-MT).

5. Establish/improve/strengthen existing collaboration between relevant government (ministry of health, health institutions at all levels of care), non-governmental agencies and community representatives to meet health and health care needs of OVC (ST-MT)

6. Increase human resources and facilities for health promotion for child health and development at the community level (LT)

7. Increase advocacy, resource mobilisation and funding to meet basic health needs of OVC at all levels, (community and government agencies) (ST-MT-LT)

8. Facilitate health promotion outreach programmes that target OVC at the community levels (ST) 

9. Provide visual aids, and Information, Education and Communication (IEC) materials about health needs of OVC. (ST-MT-LT)

4.5.2
Improving access to services for prompt responses to sickness by OVC: Problems associated with achieving Prompt Responses to Sickness by OVC

IMCI

1. Promote mass mobilisation and education on common childhood illnesses, gender discriminatory practices in health, nutrition and health care access and strategies for change and management (MT-LT)

2. Facilitate capacity building of a critical mass of health care service providers at the community level and in health facilities to be able to use standardized protocol of treatment for common childhood illnesses. (MT)

3. Develop effective referral protocol between health care providers in the communities and health care institutions (MT-LT)

4. Resuscitate, improve the School health programme to enable children access basic health promotion and care for simple illnesses at school (LT).

5. Increase health personnel, promote volunteer services for health monitoring at the community level. (LT)

6. Upgrade existing health care settings to be youth and user friendly (ST-LT)

7. Build capacity of existing personnel in health care setting to provide youth and user friendly services through continuing/in-service training (MT-LT)

4.5.3
Improving access to services specifically to reduce the vulnerability of OVC to the burden of STIs and HIV/AIDS
1.
Increase educational activities, mass mobilisation at the community level for HIV/AIDS prevention, care and support and effective use of VCT with specific programmes targeted at OVC (ST-MT).

2.
Establish more VCT centres that are youth friendly with built in sexual and reproductive health services at the community and in health care facilities and build capacity of personnel to manage the centres (MT-LT)

3.
Build capacity of OVC, Carers, health care workers (orthodox and traditional) and community groups to respond, provide services and effectively manage STIs, HIV related diseases, especially opportunistic infections in a comprehensive manner through quality collaboration, referral and networking (MT-LT).

4.
Provide free treatment for OIs and provide ART free (MT-LT)

5.
Promote Community Ownership of HBC and provide technical support for the establishment and management of HBC with input from relevant government and non-governmental organisation. 

6.
Scale up PMTCT of HIV to all health facilities in the community (MT-LT)

7.
Build capacity of TBAs, other service providers for care and referral of mothers for PMTCT services (ST-MT).
4.5.4

Improving access of OVC to health care services generally
1. Provide policy guidelines for quality and comprehensive care of OVC (MT-LT)

2. Provide free health services to OVC at all levels of care delivery from the community through to primary, secondary and tertiary health care institutions (ST)

3. Increase staff strength, facilities and build capacity of health care workers to provide appropriate preventive, care and support for OVC and to work with appropriate referral protocols (LT)

Table 4.1:
HEALTH CARE ACTION PLAN

STRATEGIC OBJECTIVE A: ENSURE ACCESS TO HEALTH PREVENTIVE AND CURATIVE CARE SERVICES BY OVC

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	

	A1: National Health Policy to include specific statements that give guidelines to management of health and guarantees access to health care for OVC
	A1: Mobilize for policy review and mobilize for inclusion of health of OVC as a national health issue in the National Health Policy


	Federal Ministry of Women’s Affairs and Federal Ministry of Health
	National


	2006
	Records and type of mobilization activity engaged in.

	A2.: National Health Insurance Scheme (NHIS) to have focused program for OVC: OVC to be covered by special insurance program till 21 years of age
	A2.1: Include the clause for special program for OVC in NHIS Document


	Ministry of Health, Ministry of Women Affairs, National Planning Commission, Ministry of Finance

Development-oriented agencies, Non-governmental organizations, Private Sector Initiatives, Community Development Groups and Philanthropists
	National
	2006
	Input of OVC as special beneficiary in the NHIS

	
	A2.2: Pay user fees for OVC especially where other programmes  do not cover their health expenses


	Ministry of Health, Ministry of Women Affairs, National Planning Commission, Ministry of Finance

Development-oriented agencies, Non-governmental organizations, Private Sector Initiatives, Community Development Groups and Philanthropists
	National
	2006
	No of OVC that received financial assistance for health care by type of services paid for

	
	A2.3 Support vulnerable household/households with OVC with payment of health insurance
	Ministry of Health, Ministry of Women Affairs, National Planning Commission, Ministry of Finance

Development-oriented agencies, Non-governmental organizations, Private Sector Initiatives, Community Development Groups and Philanthropists
	National, State, Local government, Community levels
	2006-2010
	No of households with OVC and OVC supported with payment of health insurance.

	A3: Promote Community Actions for health of OVC through building of capacity of community to oversee health promotion and disease prevention activities for OVC through
	A3.1: Develop training manual for serialized educational and skills building programmes on various aspects of health promotion and disease prevention for OVC at different levels of development (Growth monitoring, infant nutrition and nutritional support


	Ministry of Women Affairs, Ministry of Health, Consultants, NGOs in health and development, Development agencies, Local government health authority, community leaders, CHAC.
	National, Local Government level, Wards, and Communities
	2006 and ongoing
	No and Types of training manual developed and disseminated for use

	
	A3.2: Conduct 10 days Training of Trainers of NGOs to train OVC Committees at the state level


	Ministry of Women Affairs, Consultants, NGOs in health and development, Development agencies, Local government health authority, community leaders.
	State level
	2006
	No, types and days of training conducted; No of persons trained by location

	
	A3.3: Select and Conduct 7 days Training of OVC Committees. 


	Ministry of Women Affairs, Ministry of Health, Consultants, NGOs in health and development, Development agencies, Local government health authority, community leaders, OVC Committees
	Local Government and Community levels
	2006
	No of trainings conducted; no of OVC committees established at the state/local government levels, no of OVC members trained. Nature of training conducted.

	
	A3.4: facilitate Implementation of serialized educational and skills building programmes on various aspects of health promotion and disease prevention by OVC Committees
	Ministry of Women Affairs, NGOs involved in training and service provision at the state levels.
	National, State, Local government and Community levels
	2006-2010
	

	
	A3.5: Promote formation of support groups for group-motivated actions to stimulate self and group actions for health promotion at community level
	Ministry of Women Affairs, NGOs involved in training and service provision at the state levels.
	State, Local Government and Community levels
	On-going
	Amount of resources available and nature of nutritional support services available to OVC.

	
	A3.6: Advocate and Mobilize for resources for community nutritional support, (and other needs) to support very vulnerable household of OVC
	Ministry of Women Affairs, Ministry of Agriculture, Ministry of Information, NGOs involved in training and service provision at the state levels.
	State, Local government, and Community levels
	Ongoing
	No of OVC benefiting from nutritional support services at the community level

	A4: 
Provide technical/ professional and financial support for community actions for health promotion of OVC 
	A4.1: 
Evolve Technical/professional and development partnerships for program development, planning, implementation, monitoring and evaluation to work with OVC Committees.
	Ministry of Health, Health Institutions at the community level, Specialists in Educational institutions, Ministry of Women’s Affairs, Development Agencies, OVC Committees
	Local government and community level
	2006 and ongoing
	· Technical supports provided to OVC Committees by identified technical/professional partners.

· No of proposals generated and technical reports produced by joint consultation of OVC Committees and technical partners.

	A5:
Enhance access to health services by OVC
	
	
	
	
	

	
	A5.1:
Organize outreach programmes for out-of-reach communities/OVC
	Ministry of Health, Health Institutions at the community level,  Ministry of Women’s Affairs, NACA, SACA, LACA, NGOs and Development Agencies, OVC Committees 


	At the community level.
	On-going


	No and types of outreach programmes conducted.



	
	A5.2:
Provide Youth/OVC friendly health services in all communities
	Ministry of Health, Health Institutions at the community level,  Ministry of Women’s Affairs, NACA, SACA, LACA, NGOs and Development Agencies, OVC Committees


	
	2006


	No of OVC reached with outreach programmes



	
	A5.3
Identify OVC by age using Child Monitoring Card (CMC)  and link OVC Committees and health access promoter at the community level


	Ministry of Health, Health Institutions at the community level,  Ministry of Women’s Affairs, NACA, SACA, LACA, NGOs and Development Agencies, OVC Committees 


	National, State, Local government and community levels
	2006


	No of OVC identified and linked of with OVC Committees 



	A6:
Provide appropriate equipment/materials to meet health promotion and disease prevention needs of OVC at the community level
	A6.1:
Produce information, education and communication materials in local languages (posters and leaflets) on Growth monitoring, Nutritional management, use of ITN,  
	Ministry of Women Affairs, Ministry of Education, State and Local government authorities, Development agencies, Private sectors/Food industries, Health Institution, OVC Committees,
	National, State, Local government and community levels
	2006, Ongoing
	No of Posters, leaflets and other IEC materials produced and disseminated

No of OVC and Households who are Beneficiaries of IEC materials

	
	A6.2:
Provide equipment for nutritional education/skills building and rehabilitation to relevant agencies to support OVC 
	Ministry of Women Affairs, Ministry of Education, State and Local government authorities, Development agencies, Private sectors/Food industries, Health Institution, OVC Committees,
	National, State, Local government and community levels
	Ongoing
	Types and quantity of equipment, skills building materials provided that reach OVC and their households



	
	A6.3
Provide ITN free to OVC  
	Ministry of Women Affairs, Ministry of Education, State and Local government authorities, Development agencies, Private sectors/Food industries, Health Institution, OVC Committees,
	National, State, Local government and community levels
	Ongoing
	

	A7:
Promote evidence based health promotion monitoring for OVC 
	A7.1:
Develop record keeping materials and
	Ministry of Women Affairs, State and Local government authorities, Development agencies, OVC Committees 
	National, State, Local government and communities
	2006
	No of record keeping materials produced and disseminated.

Records of health and actions for health of every OVC.

	
	A7.2:
Keep records of health and actions for health of every OVC
	Ministry of Women Affairs, State and Local government authorities, Development agencies, OVC Committees
	National, State, Local government and communities
	Ongoing
	

	A8:
Build capacity of health workers to provide and support community-oriented actions for health promotion and diseases prevention for OVC
	A8.1:
Train health workers in health care institutions  and at the community levels to acquire skills in community mobilization, community actions and partnership for health (4 days)
	Ministry of Women Affairs, Consultants, NGOs, development Agencies, Health institutions and OVC Committees 
	Local government level, community level.
	2006
	No of trainings conducted for Health workers and the number of health workers trained.

Records of plan of action of programmes of action for health promotion for OVC at different stages of development with OVC Committees.

Records of health immunization, growth monitoring records, nutrition support records, for OVC etc). 

	
	A8.2:
Evolve and implement programmes of action to meet specific health promotion needs of OVC at different stages of development in partnership with OVC Committees  (e.g. evolve protocols for complete immunization of OVC, nutritional support, growth monitoring etc)


	Ministry of Women Affairs, Consultants, NGOs, development Agencies, Health institutions and OVC Committees
	National, State, Local Government and Community levels.
	2006 - 2010
	

	A9.:
Improve access to water
	A9.1:
Construct and maintain wells for communities with poor access to water
	Ministry of Works/Water resources, Community Development Committees, Local government authorities, Ministry of Health, NGO’s, CBO’s, Private sector, Philanthropists, Corporate bodies
	Communities
	Ongoing
	No of wells drilled

No of OVC households with improved access to safe water.

	
	A9.2
Construct and maintain  wells for schools in communities with poor access to water
	Ministry of education, Ministry of Works/Water resources, Community Development Committees, Local government authorities, Ministry of Health, NGO’s, CBO’s, Private sector, Philanthropists, corporate bodies.
	Communities
	Ongoing
	No of schools with newly constructed water points

	
	A9.3:
Train OVC Committees and school committees on water point maintenance
	Ministry of Women Affairs, Ministry of Health, Ministry of Education, Mass media, NGO
	Communities
	ongoing
	Community and school committees trained on water point maintenance (1 day)

	
	A9.4:
Provide water and sanitation kits to vulnerable communities
	Ministry of Works/Water resources, Community Development Committees, Local government authorities, Ministry of Health, NGO’s, CBO’s, Private sector, Philanthropists, corporate bodies
	Communities
	On-going
	No of water and sanitation kits given to vulnerable communities.

	A11.
Educate households of OVC on hygienic practices
	A11.1:
Incorporate training on hygiene practices and infection prevention into training of OVC Committees and all community programmes


	Ministry of Women Affairs, Ministry of Health, Ministry of Education, Mass media, NGO, OVC Committees, health care institutions
	Communities
	Ongoing
	No of community workers trained on education of hygienic practices including infection prevention

	
	A11.2:
Educate households and communities on hygienic practices including infection prevention
	OVC Committees in collaboration with health care institutions 
	Communities
	Ongoing
	No of Households educated on hygienic practices including infection prevention

	
	A11.3:
Print and disseminate IEC materials on safe hygienic procedures
	Ministry of Women Affairs, Ministry of Health, Ministry of Education, Mass media, NGO, Development Agencies
	National, State, Local government, community
	Ongoing
	No of IEC materials on safe hygienic procedures printed and disseminated


STRATEGIC OBJECTIVE B: FACILITATE PROMPT RESPONSES TO SICKNESSES AND PROMOTE EFFICIENT AND EFFECTIVE MANGEMENT OF CHILHOOD ILLNESSES AMONG OVC

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	

	B1:
Build Capacity of community, care-givers and OVC for prompt response and efficient family and self-care for common childhood illnesses
	B1.1:
Conduct Consistent Mass education on common childhood illnesses and management through the media
	Ministry of Women Affairs, Ministry of Health, Local government, NGOs, Development Agencies
	Community
	On-going


	No, type and venue of mobilization programmes, numbers reached

	
	B1.2:
Train trainers for Community-oriented Integrated Management of Childhood Illnesses (C-IMCI)
	Ministry of Women Affairs, Ministry of Health, Local government, NGOs, Development Agencies
	State , Local Government and Community levels
	2006


	No of trainings and number of persons trained in IMCI

	
	B1.3:
Train OVC Committees, care givers and OVC in management and self care for common childhood illnesses
	Ministry of Women Affairs, Ministry of Health, Local government, NGOs, Development Agencies
	Community levels
	2006
	No of trainings and number of persons trained in management and self care for common childhood illnesses

	B2.: 
Build capacity of health workers to give IMCI services
	B2.1: 
 Conduct training of trainers for IMCI at the state level
	Ministry of Women Affairs, Ministry of Health, Local government health authority, Development partners, NGOs, Office of Statistics
	PHC, CHC, health Centers, Maternity centers and dispensaries 
	2006


	No of Health workers trained in IMCI case management and followed up after training, records

	
	B2.2: Train health workers at the PHC and Comprehensive Health Centre level on IMCI
	
	
	
	

	
	B2.3: Execute close follow up protocols for monitoring of IMCI at all health care units
	
	
	
	

	
	B2.4: Keep records of prevalence, management and outcome of childhood illnesses paying attention to disaggregating data for OVC by sex, age and other attributes
	
	
	
	

	
	B2.5: Develop protocol of referral between the C-IMCI personnel at community level with health care units. 
	Ministry of Health, health care institutions, Local government health authority
	State, Local government, health care units, community level
	2006
	Standard formats of referrals to and from C-IMCI team and Health care units


STRATEGIC OBJECTIVE C: TO INCREASE OVC’S ACCESS TO ADOLESCENT HEALTH AND DEVELOPMENT SERVICES

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	C1:
Provide Adolescent Friendly Reproductive Health services
	C1:
Train health workers in PHC, CHC and health centers on adolescent friendly reproductive health services with emphasis on issues specific to OVC.
	Ministry of Health , Development Agencies, NGO’s, CBO’s, and FBO’s
	Local government level, Wards and communities 


	2006 and Ongoing
	· No of Health workers trained on adolescent friendly reproductive health services with emphasis on issues specific to OVC

	C2.Provide community based counseling units incorporating VCCT
	C2.1:
Train peer educators and lay counselors on life planning skills and Adolescent sexual reproductive health (ASRH)
	SACA, LACA, Ministry of Health , Development Agencies, NGOs, CBOs, and FBOs, CHAC


	National, State, Local government level, Communities and schools 
	Ongoing
	· No of Peer educators and lay counselors trained on life planning skills and HIV prevention

	
	C2.2:
Provide facilities for counseling at the community level
	Ministry of Health , National Action Committee on HIV/AIDS (NACA), State Action Committee on HIV/AIDS (SACA), Local Action Committee on HIV/AIDS (LACA), Development Agencies, NGOs, CBOs, and FBOs, CHAC


	State, Local government and Community
	Ongoing
	· No of adolescents receiving education on life planning skills and ASRH.

	
	C2.3: Procure and supply condoms and equipment for other family planning options in all health institutions and counseling centers
	Ministry of Health , Development Agencies, NGOs, CBOs, and FBOs, OVC Committees


	National, State, Local government and Community  


	Ongoing
	C1.1(c):

· No of condoms and equipment for other family planning options distributed

· Number of  OVC consulting and using services

	
	C2.4:
Provide mobile ASRH services  
	Ministry of Health , Development Agencies, NGOs, CBOs, and FBOs, OVC Committees


	State, Local government, Communities
	Ongoing
	No of mobile ASRH services 

	
	C2.5:
Establish  community youth centers
	Ministry of Women Affairs, Ministry of Education, Ministry of Health, Ministry of Youths, Sports and Development, Local Government, Development Agencies, NGOs, CBOs
	Communities
	Ongoing
	No  of community youth centers established

	
	C2.6:
Print and disseminate IEC materials for BCC
	 Ministry of Women Affairs, Ministry of Education, Ministry of Health, Ministry of Youths, Sports and Development, Local Government, Development Agencies, NGOs, CBOs
	National, District, Communities
	Ongoing
	No of IEC materials for BCC printed and disseminated

	
	C2.7:
Conduct quarterly HIV prevention campaigns in areas of highest HIV prevalence
	SACA, LACA, Ministry of Health, Development Agencies, NGOs, FBOs and CBOs the Media and Theatre groups
	State, Local Government and Community
	Ongoing
	# of HIV/AIDS prevention campaigns conducted 

# of persons reached through HIV/AIDS prevention campaigns


STRATEGIC OBJECTIVE D: TO PROMOTE PREVENTION/CONTROL OF MTCT OF HIV IN THE COMMUNITY AND AMONG OVC

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	
	
	
	
	
	

	D1:
Improve care for HIV infected mothers enrolled in PMTCT service
	D1.1:
Provide ARV therapy to (Specify no) HIV infected mothers (PMTCT+)


	SACA, Ministry of Health, CHC, teaching Hospitals, NGOs, FBOs and CBOs 
	National, State, Local government, Communities 
	Ongoing
	No of HIV infected mothers provided with ARV therapy (PMTCT+)

	
	D1.2:
Provide health care to HIV infected mother in PMTCT services
	Ministry of Health, SACA, LACA, NGOs, FBOs and CBOs 
	National, State, Local Government, all health institutions ,Communities 
	Ongoing
	No of HIV infected mother in PMTCT services provided with health care

	D2:
Improve access to counseling information on infant feeding options
	D2.1:
Train OVC Committee and other community health workers on infant feeding counseling 


	Ministry of Health, SACA, LACA,  
	State, Local Government and Community levels
	2006
	No of Community health workers trained on infant feeding counseling 10001 

	
	D2.2:
Produce IEC materials on infant feeding options 
	Ministry of Women Affairs, Ministry of Health, SACA, LACA, Health Institutions, Development partners, NGOs
	National, State, Local government, all health institutions


	Ongoing
	· IEC materials on infant feeding options Produced

· # of IEC materials distributed

	D3:
Ensure follow up of HIV exposed child
	D3.1:
To hold consensus meeting on mechanism for identification of HIV exposed children
	Ministry of Women Affairs, Ministry of Health, SACA, LACA, Health Institutions, Development partners, NGOs 
	National
	Early 2006 
	1 Day consensus building meeting held for 30 participants

Mechanism developed to identify HIV exposed children

	
	D3.2:
All HIV exposed infants to receive a marked Child Health Monitor (CHM) card at birth following BCG vaccination
	Ministry of Health, Health Institutions, NGOs FBO’s 
	Health service delivery points
	2006-2011
	Number of HIV exposed infants who receive a marked CHM card at birth following BCG vaccination


STRATEGIC OBJECTIVE E: To improve access and quality of health services for HIV infected children

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	E1:
Improving access to Testing for HIV infected children
	E1.1:
Train health workers on VCT with special emphasis on counseling skills for disclosure and adherence to parents of HIV infected children and to HIV infected adolescents and children
	Ministry of Health, SACA, LACA, Health Institutions, Development partners, NGOs 
	Health Institutions – Teaching, State Hospitals Comprehensive, Primary Health Centres, Community health centres, dispensary
	Ongoing
	No of health workers trained on VCT with emphasis on counselling skills for disclosure and adherence to parents of HIV infected children and to HIV infected adolescents and children 1



	
	E1.2:
Supply testing kits to 2000 health facilities in areas high HIV prevalence
	 Ministry of Health, SACA, LACA, Health Institutions, Development partners, NGOs
	Health Institutions – Teaching, State Hospitals Comprehensive, Primary Health Centres, 
	Ongoing
	· No of health facilities supplied with HIV testing kits

· Number of children tested for HIV

	E2:
Improving access to Care and Treatment for HIV infected children
	E2.1:Supply co-trimoxazole for PCP prophylaxis for children infected by HIV
	Ministry of Health, SACA, LACA, Health Institutions,
	Health Institutions – Teaching, State Hospitals Comprehensive, Primary Health Centres, Health centre, Health centre, dispensary
	Ongoing
	Number of HIV infected children receiving prophylaxis

	
	E2.2: Supply ARVs for HIV infected children 
	NACA, Ministry of Health, SACA, LACA, Development partners, NGOs
	Teaching, State, Comprehensive and Primary Health care Centres
	2006 onwards, Ongoing
	· No of HIV infected children receiving ARV therapy

· No of health facilities providing ARV’s to infected children


STRATEGIC OBJECTIVE F: TO PROVIDE HOME BASED CARE TO OVC AND THEIR CHRONICALLY ILL HOUSEHOLD MEMBERS

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	F1:
Capacity Building for Health Facilities to enable support for HBC
	F1.1:
TOT training for HBC and support in 36 states including Abuja
	NACA, Ministry of Health, SACA, LACA, Development partners, NGOs, 
	National, State, Local Government, Community
	Ongoing
	 No of Health facility workers received TOT training for HBC and support

	
	F1.2:
Provide Health facility with kits for HBC ____kits/year (indicate no)
	Comprehensive, Primary health care, Health centres at the State, Local government and community levels
	Communities
	Ongoing
	Number of Health facility provided with kits for home based care

	
	F1.3:
Print and disseminate HBC monitoring tools for 500 health facilities
	NACA, Ministry of Health, SACA, LACA
	Communities
	Ongoing
	No of health facilities receiving Monitoring tool 

	F2:
Identify families of OVC and Provide Home based care especially to families with chronically ill persons
	F2.1:
Train OVC and family care providers on home based care of chronically patients and children including palliative care
	Ministry of Health, SACA, LACA, Health Institutions, Development partners, NGOs
	Local government, community level
	Ongoing
	No of Care providers, OVC trained on home based care of chronically ill patients and children including palliative care

	
	F2.2:
Printing and disseminating IEC materials on home based care
	Ministry of Health, SACA, LACA, Health Institutions, Development partners, NGOs 
	State, Local Government, Communities
	Ongoing
	 No of IEC materials on HBC printed and disseminated

	
	F2.3:
Biannual mass campaigns on stigma reduction 
	Ministry of Health, Ministry of information, Ministry of Women Affairs, SACA, LACA, Health Institutions, Development partners, NGOs, FBO, CBO Theatre groups, Media houses
	Community
	Ongoing
	 Biannual mass campaigns on stigma reduction held


Table 4.2
Costing of the Key Actions in the Health Component

STRATEGIC OBJECTIVE A&B: ENSURE ACCESS TO HEALTH PROMOTING AND PREVENTIVE CARE SERVICES  BY OVC

	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	A2: National Health Insurance Scheme (NHIS) to have focused program for OVC: OVC to be covered by special insurance program till 21 years of age
	
	
	
	
	
	
	
	

	
	A2.1: Pay user fees for OVC especially where other programmes  do not cover their health expenses


	Funds 
	$30 per OVC per year
	$4,094,554 


	$6,985,374 


	$9,975,385 


	$12,995,464 


	$14,562,730 



	
	A2.2 Support vulnerable household/households with OVC with payment of health insurance
	National Health Insurance Scheme to be scaled up to reach all households by 2010

	A3: Promote Community Actions for health of OVC through building of capacity of community to oversee health promotion and disease prevention activities for OVC through
	A3.1 Develop/Adapt training manual for serialized educational and skills building programmes on various aspects of health promotion and disease prevention for OVC at different levels of development (Growth monitoring, infant nutrition and nutritional support, common childhood illnesses, sexual and reproductive health, home based care etc)
	Consultants, fund 
	2 consultants for 40 working days @$250/day =$20,000

Travel – 4 RT flights  x 2 people x 52,000N (per flight) = 416,000N ($3200)

Technical review meeting = $9000

Printing 50,000 copies of training manual and materials = $385,000
	$ 417,200


	No cost
	$385, 000
	No cost
	$385,  000

	
	A3.2: Conduct 10 days Training of Trainers of OVC Committee members at the state level

A3.3
Train OVC Committee members and other community health workers on relevant health promotion and disease prevention strategies/ programmes on various aspects of health promotion and disease prevention for OVC 
	Consultants, Training Materials

Fund
	
	$270,000 

 
	$2,105,000


	$1,850,000
	$1,850,000
	$1,850,000

	
	A3.4: Facilitate Implementation of serialized educational and skills building programmes on various aspects of health promotion and disease prevention OVC Committee at the community levels


	No separate cost, part of integrated programme implementation
	
	
	
	
	
	

	
	A3.5: promote formation of support groups for OVC focused actions and child monitoring at community level


	No separate cost, part of integrated programme implementation
	
	
	
	
	
	

	
	A3.6: Advocate and Mobilize for resources for community nutritional support, (and other needs) to support very vulnerable household of OVC
	No separate cost, part of integrated programme implementation
	
	
	
	
	
	

	A4: 
Provide technical/ professional and financial support for community actions for health promotion of OVC 
	A4.1: Evolve Technical/professional and development partnerships for program development, planning, implementation, monitoring and evaluation to work with OVC committee.
	No separate cost, part of integrated programme implementation
	
	
	
	
	
	

	A5:
Enhance access to health services by OVC
	Advocate through social mobilization to increase demand, provide outreach activities from a health post or LGA facility, and establish a linkage between communities and NGOs.
	No separate cost, part of integrated programme implementation
	
	
	
	
	
	

	A6.
Provide appropriate equipment/materials to meet health promotion and disease prevention needs of OVC at the community level
	A.6.1 Produce OVC focused IEC materials that address OVC health related issues

(4 zonal meetings (SW, SE, North, Middle Belt) with consultant to facilitate development/adaptation of materials to 10 local languages 

(Distribution through civil society groups (support groups, OVC Committees, etc.)


	Consultants, fund. (Technical group to liaise with Ministry of Information also to translate materials into languages appropriately
	 $10 for development, field testing, and production, translation of a piece of IEC material 


	$10,000,000
	
	$2,500,000
	
	$10,000,000

	
	A6.1.4:
Provide ITN free to OVC below the age of 5 years 
	Resource persons, 
	$12 per ITN 
	$1,107,167


	$1,655,564


	$2,192,611


	$2,706,666


	$3,197,393



	A7:
Build capacity of health workers to provide and support community-oriented actions for health promotion and diseases prevention for OVC
	A7.1:
 Hold sensitization workshops for Primary Health care coordinators (at LGA level)  for social mobilization on OVC issues at community level
	Fund, Resource persons.


	Fund for workshop at $18,462 per zonal meeting (x 6 zones
	$110,770
	
	$110,770
	
	$110,770


STRATEGIC OBJECTIVE C: TO INCREASE OVC’S ACCESS TO ADOLESCENT HEALTH AND DEVELOPMENT SERVICES

	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	C1
Provide community based counseling units incorporating VCCT
	

	
	C1.1:
Train peer counselors at already-established VCT centers at community level to support OVC in facilities for counseling at the community level
	The Global Fund/PEPFAR/others is providing support for expansion of number of VCT centers nationwide.


STRATEGIC OBJECTIVE D & E : TO PROMOTE PREVENTION/CONTROL OF MTCT OF HIV IN THE COMMUNITY AND IMPROVE ACCESS AND QUALITY OF HEALTH SERVICES AMONG OVC 

	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	D1
Improve care for HIV infected mothers enrolled in PMTCT service and the infants of mothers living with HIV


	D1.1: Strengthen referrals of HIV-infected mothers to ARV, TB services, and other needed treatment services
	Funds, Human resource.
	Unit cost per OVC per year:

500,000/ OVC most in need of 4,428,909 = 11% of our OVC is HIV-infected

( 0-4years)

Full cost of childhood immunization
	0
	0
	0
	0
	0

	D2:
Improve access to Care and Treatment for HIV infected children
	D2.1:
Provide health care to HIV infected infants

 (Health care includes: immunization, 

vitamins, treatment of opportunistic infections, and breast milk substitute (BMS), water treatment (e.g., Water Guard)
	Funds and Human resource
	vitamins (A, Zinc, iron) ($10)
	$2,306,597
	$2,759,273


	$3,197,558


	$3,608,888


	$3,996,742



	
	
	
	Treatment of OI’s (oral thrush, worm infestation, diarrhea, respiratory tract infections, skin infections) average is $62
	$930,829


	$3,176,017


	$6,479,250


	$13,130,232


	$16,552,970



	
	
	
	Breast Milk Substitute – 1000N x 80 tins per year  = 80,000N  ($615) – for ages 0 – 1 years olds, maternal orphans only
	$1,068,235


	$1,059,842


	$1,049,637


	$1,033,441


	$1,013,539



	
	
	
	Water treatment – 50N/unit x 12 per year = 600N ($5) –  for ages 0-5 years
	$230,660


	$287,424


	$342,596


	$451,111


	$555,103



	
	
	
	Pediatric ARV + cotrimoxazole (PCP prophylaxis) – 0-4 years old = $1.8/day x 365 + 6000N for cotrimoxazole or $46 = $703
	$3,567,384


	$7,112,486


	$10,597,165


	$13,953,764


	$17,170,446



	
	
	
	Above 5 years old, 5-9years = $.82/day (adult formulation) x 365 + $46 for cotrimoxazole = $346
	$4,341,431


	$8,802,461


	$13,323,357


	$17,787,358


	$22,142,175



	
	
	
	10-18 years

ARV + cotrimoxazole (PCP prophylaxis) 
	$5,609,101


	$11,572,692


	$17,849,280


	$24,310,046


	$37,069,913




STRATEGIC OBJECTIVE F: TO PROVIDE HOME BASED CARE TO OVC AND THEIR CHRONICALLY ILL HOUSEHOLD MEMBERS

	Specific Objectives
	Actions
	Means and Resources
	Units and Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	F1.1:
Capacity Building for Health Facilities to enable support for HBC
	F1.1(b):Provide Health facility with kits for HBC kits/year (indicate no)
	
	$77 per kit


	  $22,748 


	 $46,569 


	$95,004 


	$144,394 


	$194,170 



	
	
	
	
	
	
	
	
	


5
Household Care and Economic Strengthening

5.1
Introduction

Poverty and vulnerability among households are some of the most critical ramifications of the HIV/AIDS epidemic in Africa. As the economically active people in the household come down with the infection or die eventually, families struggle to cope not just emotionally, but also economically. The economic impact of HIV/AIDS on the household begins as soon as a member of the household starts to suffer from HIV-related illnesses. The impact at the household level constitutes among others: 

i) Loss of income of the patient (who is frequently the main breadwinner) 

ii) Household expenditures for medical expenses increase substantially 

iii) Other members of the household, usually daughters and wives, miss school or work less respectively, in order to care for the sick person. 

iv) Death results in a permanent loss of income, from less labour on the farm or from lower remittances. Having already depleted the meager resources and savings towards costly treatment for husbands/wives suffering from AIDS and/or for funeral and mourning costs, widows/widowers suddenly find themselves deprived of labour, cash income and access to credit, inputs and support services. In widow-headed households with many young children and elderly and/or infirm family members, the impact can be devastating. 

v) Apart from jeopardizing the households’ food security and nutrition status, loss of household income weakens the households’ economic capacity and long-term development prospects. 

As household income and savings dwindle, families begin to fragment economically, socially and physically in terms of compelled separation of the members of the family from one another. One implication of this fragmentation of families is the rising numbers of orphan children in the country who are given into the custody of foster care parents, adopted or put into orphanages. 

The impact of HIV/AIDS on orphans depends on a variety of factors, including the socioeconomic status of their families, their age and the age of their siblings. The following trends are observed: 
i) Orphans are sent to live with Relatives or Neighbors 

Following the death of the head of the household, a new head of family is appointed and the future of the orphans is decided upon. If both parents have died, the orphans are dispersed to various relatives. The disintegration of the family often means that adolescents and young men and women do not receive adequate attention and guidance from relatives, particularly family life education. Grandparents in particular often find themselves unable to control and discipline adolescents. 

ii) Orphaned Children Assuming new roles

Losing a parent to AIDS means that orphans have to assume new roles and responsibilities within the nuclear as well as extended family. Traditional roles, duties and responsibilities of family members crumble, as AIDS places additional demands and pressures on orphans, particularly economic uncertainty, stigmatization and emotional insecurity. Girls often carry most of the burden within the home and are given more responsibilities and duties than the boys. They are taken out of school to work at home and on the farm and to sell produce in the market or become sex workers. 
iii) Orphans leave or are taken out of School and Sent to Work 

 Economic difficulties may compel orphans to live school or may be taken out of school by their caregivers due to the lack of money to support them in school.  

iv) Orphans are Uprooted from the Towns and Sent Back to the Villages 

Children whose parents die of AIDS in the towns are usually taken back to the village. Very often, the youths have to adjust at once to being orphans as well as to adapting to village life. In some cases, they may have never lived in the village and feel estranged from their new surroundings. In addition, the security and stability of family life is abruptly disrupted and there is no social network or mechanism to help them through this transition. Family life education often ceases, thereby increasing risky behavior among youths. 

v) Orphans run away from homes to escape the Stigma and Poverty 

In some cases, orphans run away from home or from the extended family home to escape the AIDS stigma and the poverty that AIDS-afflicted and affected families are subjected to. This has resulted into homelessness, more promiscuity and exposure to more HIV infections. 

Besides HIV/AIDS, children in Nigeria are also made vulnerable by ethno-religious conflicts, which have resulted into death of economically active adults who are the bread-earners and caregivers. Besides, some religious practices in some parts of the country have resulted into large masses-movement of children from their homes to urban localities where they live under destitution without proper parental care, food, and shelter. Furthermore, child vulnerability in Nigeria is also caused by poverty.  Most of the OVC care givers in the country are engaged in menial jobs and earning an income that is below N10,000 (US $ 77) par annum.

The increasing number of OVC in the country, who are in critical need for parental-care, food, shelter, and other household basic life necessities, provides important justification for making household level care as one of the important components for scaling up responses to OVC. 

The notions of care entail short term as well as long-term developmental aspects, especially when the focus is on caring for Orphans and Most Vulnerable Children. In the immediate sense to care for orphans and most vulnerable children is about, preparation for imminent death of the HIV/AIDS infected person (if household head) – in terms of: will making, inheritance, faith linkages, memory boxes, family lineage; as well as providing the basic life necessities such as food, clothing, shelter, and access to health care services. In the broader and longer term developmental perspective such care taking entails recognizing the OVC as young people who are persons in the making and who must recuperate the loss of one parent (if not both parents) and develop competences and capacities to manage their economic and social life as adolescents and later on as adults within the local reality. 

The objective of providing household level care and support of OVC is to improve the caregivers’ ability to provide, protect and care for their children. In this way, orphans and vulnerable children are enabled to stay within a caring family environment and their community of origin. The eligible or target household for household level care and support therefore constitutes target group of children who are:

i)  living with a terminally-ill parent (can be AIDS or another terminal illness)

ii) living with grandparents, elderly caregivers or child headed households

iii) have already lost one or both parents (due to AIDS or any other cause)

iv) destitute, homeless and living on the street

v) living in an orphan household (i.e. a household sheltering one or more orphans)

As we aim to prevent these children from losing the care of their families, this means that we work primarily with orphan households and households where children are living with terminally-ill parents. In particular, we give attention to those children within this group who are living in the most vulnerable circumstances, such as those within child-headed and grandparent-headed households. 

A home-based care and support programme comprises six major areas of response to the targeted households: 

i. supporting households for food to ensure food security and nutrition especially among the children who are HIV/AIDS infected, on TB and Anti Retroviral Treatment (ART)   and those on the PMTCT program 

ii. offering support for other material needs, such as, clothing, and basic life necessities like soap and household equipments 

iii. assisting with the care of the sick, childcare and household chores; 

iv. provision of anti-retroviral (ARV) treatment. 

v. provision of home based care and treatment of opportunistic diseases to infected children and parents. Where parents receive such medical treatment, they are likely to live longer and have a higher quality of life. This means that their children are also likely to have a better quality of life and to grow-up in a family, without becoming an orphan 

vi. Supporting the family to become self-reliant in caring for their children, e.g. promoting income-generating activities.

vii. Prevention of child abandonment and mass-movement of children. This requires implementation of social and educational programmes, to raise awareness among the people especially in the Northern parts of the country.
5.2
The Context of Household Level Care and Economic Strengthening in Nigeria

5.2.1
Household Level Care

The bulk of household level care for OVC is still provided by the members of the extended families through the informal, day to day activities of community members. The gradual collapse of the extended family system and the compounded impact of poverty and the high HIV/AIDS prevalence rates have aggravated the already precarious situation of the OVC.  Consequently, household food insecurity is increasingly becoming a critical problem among the most vulnerable households caring for OVC. 

Food security and nutrition is critically important for the OVC who are living with HIV/AIDS and those who are suffering from other diseases such as TB. Food and nutrition support is an important contribution for quick recovery, effectiveness of treatment and slowing down of disease progression among PLWHA. Similarly, household food insecurity is found to be one of the crucial problems faced by households affected by HIV/AIDS, i.e. households taking in orphans, caring for chronically ill patients and those who have experienced adult AIDS related deaths. For this reason, it can be contended that food security is an essential input in prevention, care and impact mitigation to AIDS infected and affected households. 

Besides inadequate support for food and nutrition from the members of the extended families and communities at large, the traditional structures have also failed to adequately provide support to households caring for OVC with other basic life necessities such as shelter and clothing. Improving the welfare of the OVC would necessarily require enhancing support in this aspect. 

Inheritance issues are also handled by members of the extended families. In the North men take preeminence over women in inheritance consideration and male children have larger shares than their female counterpart.  In the southwest, where women are excise relative autonomy, the belief that she would disburse the proceeds faithfully among her children is the major consideration.  The case is worse for women without male children and worst for those without any child.  Nevertheless, relatives still remain most available (but not able) backup for the OVC as soon as their parents depart. The prevailing level of education in the family kinship as well as mediation by written and implemented will, however, is today moderating these practices.  

The civil society – NGOs, FBOs, and CBOs with USAID, UNICEF, World Bank, and DFID funding are also responding in various ways to the various needs of the OVC at the household level. Using USAID funds, CEDPA’s Vulnerable Children Project has provided support for OVC in both Otukpo and Okpokwu local government areas in Benue State. Africare is also working to support OVC related activities in selected communities in Rivers State.  FHI has been providing support for OVC in eleven sites across six states including Lagos State. UNICEF has also executed a number of OVC-related projects in different parts of the country. Apart from household level care, the support provided by the civil society has also included economic strengthening of the OVC and their households through supporting them in income generating activities IGAs, though at a rather limited scale. 

5.2.2
Household Economic Capacity Strengthening

The ultimate aim of household and OVC economic capacity strengthening is to move members of the households - especially the children and the youth - from dependence on outside help, and to encourage interdependence. Building young people capacity so that they can sustain their livelihood through self-provision of their needs and those of the household. It means providing them with the tools, including information, supporting the development of lifelong self-sustaining skills and facilitating their access to micro-credit and other sources of funding. This type of support is still inadequate and concentrated in some communities with high HIV/AIDS prevalence and mainly in rural areas.  Supporting economic capacity strengthening among urban-based OVC in the country is rare at present.  

5.3
Actions for the Home Based Care and Economic Strengthening Component

5.3.1
Immediate Actions

A:
Ensuring Food Security and Nutrition

1. Provide nutrition, care and support for infants born by mothers with HIV/AIDS. Ensuring that the infants are exclusively breastfed (exclusive means no other foods, teas, water, juices, milks, or infant formula: only breast milk) for the first six months. 

2. Providing food and nutrition support to households with OVC infected with HIV using locally availably food products within the communities, to balance food and nutrition with medications against opportunistic disease

B:
Household level Hygiene and Good Living Environment

1. Provide soap to households with OVC and who are living with critically ill parents, to enhance and ensure hygienic living conditions.  

2. Providing/supporting for shelter by building dwellings in rural areas and providing house rent in urban areas; as well as helping with repairing and maintenance of the houses with OVC especially the child headed households

5.3.2
Intermediate and Longer Term Interventions

A:
Clothing and Bedding Material and other household equipments and necessities

1. Provide support for clothing and bedding materials 

2. Provide support for other household equipments and necessities e.g. cooking utensils.

B:
Food Security and Nutrition

1. Support households with OVC and especially those caring for HIV infected OVC to undertake nutrition gardening, i.e. helping them/enabling them to produce locally producible foods which have high nutrient content to help fight the infection and repair the body during times of illness (legumes, e.g. beans, lentils, cowpeas, pigeon peas, groundnuts and nuts), milk, e.g. from dairy goat and cow, and keeping poultry. Support could be in the form of helping them have access to an agricultural plot; provide them with inputs e.g. seeds, insecticides, and fertilizers. 

C:
Strengthening the Economic Capacity of the OVC and their Households 

1. Provide support for household economic capacity building by facilitating establishment of Income Generating Activities (IGAs):

a. Facilitating individual OVC and households with OVC to organize themselves into cooperative groups/societies for undertaking economic activities relevant in their areas/communities (rural villages/ urban streets)

b. Providing business grants to individuals/OVC, households (who have organized themselves into groups) and communities to establish IGAs to support the OVC

c. Provide labor saving equipments/technology and inputs (e.g. improved seeds and fertilizers) to individuals and households with OVC

d. Providing micro-finance facility through the local governments and civil societies (NGOs, FBOs, and CBO)

e. Facilitating/helping OVC to get vocational training and apprenticeships 

f. Provide legal support to formalize and protect the informal business activities undertaken by OVC, especially in urban areas 
D:
Inheritance Issues 

Before a parent dies it is essential to deal constructively with plans for their children’s future and the children’s fears about how and with whom they will live and how they will stay in school. It is therefore important to ensure that before a parent dies he or she has access to psychosocial support, which includes succession planning and will writing. There is a need to establish support groups for HIV/AIDS infected adults whereby they can discuss and gain support for their own needs. The memory box (e.g., containing photos, identification books, diary or letters etc) is a simple tool that can assist parents to recount the family, cultural history, and memories of children’s childhood activities. Efforts should be made to, as much as possible, keep the siblings together. This provides them an important sense of continuity and is a source of support and identity. Religious and traditional practices for dealing with grief and mourning also should be pursued. These practices permit the expression and release of intense emotions.
HOUSEHOLD CARE AND ECONOMIC CAPACITY BUILDING

IMMEDIATE INTERVENTIONS

Table 5.1:STRATEGIC OBJECTIVE A: Ensuring adequate shelter and good living conditions among households with OVC

	Specific Objectives
	Actions
	Actors and Responsibilities
	Location/Where the Actions takes place
	Time line
	Output Indicator

	A1:
To ensure that all OVC are living in good shelter


	A.1.1: Providing/supporting households with OVC especially the child headed households, with shelter by building dwellings in rural areas and providing house rent in urban areas; 


	A.1.1: LGAs, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of households with OVC provided  supported with  building of shelter, in rural areas and house rents in urban areas 

	A2:
To ensure that OVC have adequate household equipments and necessities e.g. cooking utensils
	A.1.2:
Helping with repairing and maintenance of the houses in critical need for repair and maintenance and Provide support for other household equipments and necessities e.g. cooking utensils
	A.1.2:

LGAs, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of households with OVC in rural and urban areas provided  supported for repair and maintenance of shelter, and provided with household equipments and necessities 


INTERMEDIATE AND LONGER-TERM INTERVENTIONS

STRATEGIC OBJECTIVE B: Ensuring food security and nutrition and good living standards of OVC

	Specific Objectives
	Actions
	Actors and Responsibilities
	Location/Where the Actions takes place
	Time line
	Output Indicator

	B1.1:
Ensuring households’ food security and nutrition
	B1.1
Provide food supplements for households with OVC most in need
	B.1.1:
Federal and State level ministries of finance, LGAs, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of households with OVC provided with food supplements

	
	B1.2:
Support households with OVC to undertake nutrition gardening for 11,350 households or 22,748 OVC per year 


	
	Community level
	2006-2010


	Proportion of households with OVC provided with support for nutrition gardening

	B2:
To ensure that OVC have adequate clothing, shoes, blankets and bedding materials
	B2.1:
Two pairs of clothing (village standard) per year per OVC
	B2.1:
LGAs, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of OVC provided with 2 pairs of clothes per year 

	
	B2.2: Provide Shoes
	B2.2:
LGAs, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of OVC provided with a pair of shoes

	
	B2.3: Provide Blankets and bedding materials 
	B2.:3
LGAs, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of OVC provided with blankets and bedding 

	B3: Linking  the OVC with their family relatives or foster parents
	B3.1:
Facilitating linking the OVC with their family relatives or foster parents
	B3.1:
Ministry of Women Affairs—Federal, State and LGAs level, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of OVC who have been linked to their relatives or members of the family within the communities or outside 

	B3.2: Setting up community “Watch Dogs”  Child Protection networks to monitor children in foster homes
	B3.2: Holding 4 meetings a year at the state level to consult, identify problems at the community level, set goals, develop and compare monitoring tools and results, measuring progress towards achievement of benchmarks. 60 network people will come to the meeting
	B3.2:
Ministry of Women Affairs—Federal, State and LGAs level, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	1. Number of meetings heal and 

2. Existence of community “Watch dogs” Child Protection Networks to monitor children in foster homes


STRATEGIC OBJECTIVE C: Strengthening the Economic Capacity of the OVC and their Households

	Specific Objectives
	Actions
	Actors and Responsibilities
	Location/Where the Actions takes place
	Time line
	Output Indicator

	C1:
Facilitating Economic capacity strengthening of the OVC and their households
	C1.1:
Providing business grants to individuals/OVC, households (who have organized themselves into groups) to establish income generating activities 
	C1.1:
Ministry of Women Affairs—Federal, State and LGAs level, Financial Institutions, Private Sector, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of individual OVC and or households with OVC  received business grants 

	
	C1.2: Trainer to train in Income Generating Skills at community level
	C1.2:
Ministry of Women Affairs—Federal, State and LGAs level, Financial Institutions, Private Sector, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of individual OVC and or households with OVC  received training 

	
	C1.3): To provide microfinance to OVC and OVC caregivers at LGA level
	C1.3
Ministry of Women Affairs—Federal, State and LGAs level, Financial Institutions, Private Sector, Members of the Community, FBOs and NGOs
	Community level
	2006-2010
	Proportion of individual OVC and households with OVC received credit for establishing Income Generating Activities (IGA)


HOUSEHOLD CARE AND ECONOMIC CAPACITY BUILDING

IMMEDIATE INTERVENTIONS

Table 5.2: Costs of Interventions  

STRATEGIC OBJECTIVE A: Ensuring adequate shelter and good living conditions among households with OVC
	Specific Objectives
	Actions
	Means and Resources
	Unit Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	A1:
To ensure that all OVC are living in good shelter

A.2:
To ensure that OVC have adequate household equipments and necessities e.g. cooking utensils
	A.1: Providing/supporting households with OVC especially the child headed households, with shelter by building dwellings in rural areas and providing house rent in urban areas; 

A.2:
Helping with repairing and maintenance of the houses in critical need for repair and maintenance and Provide support for other household equipments and necessities e.g. cooking utensils
	Provide thatch, poles, sticks, tin roofs, cement for patching, wooden planks, and latrines- as well as household equipments as needed 
	A.4.1(a) 250,000N ($ 1923) per person
	$ 0
	$7,500,000
	$7,500,000
	$7,500,000
	$7,500,000

	
	
	
	A.4.1(b) 10,000N ($77) per person
	
	
	
	
	


INTERMEDIATE AND LONGER-TERM INTERVENTIONS

STRATEGIC OBJECTIVE B: Ensuring food security and nutrition and good living standards of OVC

	Specific Objectives
	Actions
	Means and Resources
	Unit Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	B1:
Ensuring households’ food security and nutrition 
	B1.1:
Provide food supplements for households with OVC most in need
	Beans -1 bag; rice-1 bag, powdered milk-1 bag palm oil-1 tin or 20 liters 
	@ household 25,000N ($200) for a one year supplement only 
	$5,200,000
	$15,600,000
	$26,100,000
	$26,100,000
	$15,600,000

	
	B1.2:
Support households with OVC to undertake nutrition gardening for 11,350 households or 22,748 OVC per year 


	Leguminous Seeds, 2 goats, cattle, Maize seeds 
	$57
	$1,296,609
	$2,654,442


	$5,415,209


	$8,230,460


	11,067,675



	B2:
To ensure that OVC have adequate clothing, shoes, blankets and bedding materials 
	B2.1:
Two pairs of clothing (village standard) per year per OVC
	Clothes for 1% of OVC in the first year and scale up to 10% by the year 2010 (i.e. 1% first year 2.5% second year 5% third year; 7.5% fourth year and 10% fifth year)
	3000N ($23)
	$2,092,772


	$5,355,453


	$7,647,795


	$9,963,189


	$11,164,760



	
	B2.2: Provide Shoes
	Shoes for 1% of OVC in the first year and scale up to 10% by the year 2010 (i.e. 1% first year 2.5% second year 5% third year; 7.5% fourth year and 10% fifth year)
	2000N ($16)
	$727,921


	$3,725,533


	$5,320,205


	$6,930,914


	$

7,766,789



	
	B2.3: Provide Blankets and bedding materials 
	Blankets and bedding for 1% of OVC in the first year and scale up to 10% by the year 2010 (i.e. 0.003% first year 1% second year 2% third year; 3% fourth year and 5% fifth year)
	2000N ($16)
	$204,728


	$698,537


	$712,527


	$721,970


	$728,137



	B3.1: Linking  the OVC with their family relatives or foster parents
	B3.1:
Facilitating linking the OVC with their family relatives or foster parents
	Cost of training and coordinating law enforcement, orphanage staff, social workers, and social development workers together is included in D1.1 and D1.2 of Strategic Objective 1.

	3.2: Setting up community “Watch Dogs”  Child Protection networks to monitor children in foster homes
	B3.2: Holding 4 meetings a year at the state level to consult, identify problems at the community level, set goals, develop and compare monitoring tools and results, measuring progress towards achievement of benchmarks. 60 network people will come to the meeting
	Travel costs for 60 people
	10,000N
	0
	$909,630
	$909,630
	$909,630
	$909,630

	
	
	Venue hiring
	10,000N
	
	
	
	
	

	
	
	Accommodations, food, MI & E for 60 people
	12,000N
	
	
	
	
	

	
	
	Material for 60 people
	9,000N
	
	
	
	
	


STRATEGIC OBJECTIVE C: Strengthening the Economic Capacity of the OVC and their Households

	Specific Objectives
	Actions
	Means and Resources
	Unit Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	C1:
Facilitating Economic capacity strengthening of the OVC and their households 
	C1.1:
Providing business grants to individuals/OVC, households (who have organized themselves into groups) to establish income generating activities 

C1.2: Trainer to train in Income Generating Skills at community level
	Business grants to 1% of OVC in the 1st year; 3% in the 2nd year; 6% in the 3rd year; 9% in the 4th year and 12% in the 5th year.

Transport for 60 OVC, Accommodations, food, MI & E for 60 OVC, and Tanning Materials for 60 OVC
	$445/OVC (business grant $382, Consultant trainer, $13/OVC and Trainee cost @ $50/OVC)


	$10,971,735


	$18,720,706


	$26,933,963


	$35,433,578


	$52,103,221



	
	C1.3: To provide microfinance to OVC and OVC caregivers at LGA level
	Funds for providing Loans/Credit + 

Funds for 1 day training in business management 
	$400
	$10,442,365

 
	$18,029,572


	$26,072,635


	$30,576,391


	$46,834,356




6.
PSYCHOSOCIAL NEEDS AND SOCIAL PROTECTION

6.1 INTRODUCTION

Psychosocial support is required in order to deal with grief and bereavement but also to deal with the stigma, discrimination and maltreatment suffered at the hands of some foster care-givers and /or members of the community. Providing psychosocial support stems from the recognition that children have feelings about their parents becoming ill, many of which will involve fear as well as sadness, that they certainly have feelings about their parents dying and this may be compounded by siblings being ill and dying. They will continue to have sad and distressing feelings about these deaths long into their adulthood unless supported at the time of illness and death to express how they are feeling and unless these are allowed to be expressed and acknowledged as legitimate. 

Children need to be given sufficient time and support to come to terms with their loss. Otherwise, this loss may be, expressed at a later date, in negative and destructive ways and may place such children and young people at greater risk of contracting HIV themselves. The psychological needs of the children include love, recognition and acceptance, protection, being valued, encouragement, comfort and participation in different life events. The caregivers need knowledge and skills of caring for psychologically affected children and in addition providing for their daily basic needs. Children need to be educated, trained in moral values, play, talked to and be listened to by others, be given opportunity to participate in family, community activities including sharing opinions especially in matters that concern them. The National action plan proposes building the capacities of the caregivers to address the psychological needs of these children.

Psychosocial support to the OVC refers to support given to help them to help cope with their traumatic experiences and build both self-esteem and confidence in their own strengths. The psychosocial impact of HIV/AIDS is often overshadowed by concerns about the socioeconomic impact of the pandemic. Responses tend to focus on meeting socioeconomic needs than more demanding, culturally based psychosocial interventions. This is mainly due to a number of reasons including the following:

i) Psychosocial needs are frequently overlooked because of the difficulty in recognizing psychological reactions. Psychological reactions may only become apparent months or years after parental death. Consequently, the link between stressful events and corresponding reactions goes unrecognized. Children may one moment demonstrate adult-type grieving behaviour such as weeping and the next moment engage in seemingly normal behaviour such as play. This apparently contradictory behaviour is baffling to adults. Teachers or other adults who fail to understand that fluctuations in behaviour are symptomatic of psychological distress may respond by punishing, rejecting or simply ignoring affected children, thus compounding the problem.

ii) Many people lack an understanding of child development and appreciation of children’s psychosocial needs,

iii)  Different children exhibit different behaviours, and symptoms are often intermittent.

Psychosocial can be defined as an ongoing process of meeting physical, emotional, spiritual, economical and social needs of children, all of which are essential elements of meaningful and positive development. Psychosocial support can be summed up as being an ongoing process of meeting the physical, emotional, social, mental and spiritual needs of children. 

Psycho— refers to mind, emotions and feelings, Social refers to interaction, relationship, and Support refers to help meeting needs, and empowerment. Psychosocial well-being is the precondition for sustainable material and educational support; depressed children may be unable to take part in school activities or look after themselves properly. Programme that address physical needs whilst ignoring psychosocial needs are likely to have only a limited effect. Meeting these needs of children is essential for holistic development. 

Psychosocial support for OVC is important and essential because HIV/AIDS affects their lives in different ways. Upon onset of sickness in the family, significant challenges are experienced in the physical, social, cognitive, emotional and moral spheres of the children and their caretakers. This is often followed by traumatic stress and bereavement plus failure to access basic needs, all of which leave the children in urgent need of psychosocial support.

In the families, children experience loss of focused support as the family resources are diverted to caring for the sick relative. At the community level, safety assurance mechanisms that support vulnerable children become weakened and overwhelmed. At the national level, government institutions and ministries of health, education, food supply, law enforcement and food security systems experience enormous demands that deplete their resources and lower capacity to meet the needs of OVC in families and institutions. 

6.2 The Context of Psychosocial Support for the OVC in Nigeria

Traditionally, the psychosocial needs of the OVC in the society have been implicitly provided through the extended family system of grandparents, aunts, uncles and as well as some civil society organizations such as CBOs/NGOs that have demonstrated a high level of best practices that others can emulate at meeting the psychosocial needs of the OVCs. The aunts, uncles, grandparents and close relatives provided psychosocial support to children and youth in need through supply of basic amenities and confidential sharing of information that appeared to be sensitive to parents and family authorities. The death of such adult relatives and the overwhelmingly increase in the number of OVC in communities has limited the effectiveness and ability to provide this kind of support. 

Currently, childcare institutions of various types have been created to care for orphans and children in difficult environments. Most of the child caregivers in these institutions are not related to children and youth and have not been properly trained in providing psychosocial support for children of different ages, sex, family and cultural backgrounds. Orphaned and vulnerable children in childcare centers have more difficult experiences of growth, and development than orphans being cared for in family environments despite the inadequacies prevailing in these families. Consequently, street children, handicapped children, those in childcare centers, and children with similar problems and living out of family environments are lacking psychosocial care to complement the missing family environment.

It is evident that in some family environments, these children experience serious problems of rejection, discrimination, abuse and isolation but have access to a wider network of people that share common values. Some of these problems have been attributed to caregivers’ lack of knowledge and skills on how to support children to overcome or cope with psychosocial problems. Adults in these families need to be empowered to follow up children’s growth and development. It is very important that the psychosocial needs of all children at various ages, environments and situations especially the orphans and those under difficult environments be given serious attention by all stakeholders concerned with the care of children. Many children programmes, currently operated by both public and private organizations, are deficient in the psychosocial care of child caregivers training.

6.2.1 Psychosocial Needs of Orphaned Children

Like other children, orphaned children need to be:

· Given every form of Love/attachments/affection so as to develop properly in-terms of mental, physical and social.

· They should enjoy every sense of recognition and acceptance.

· They should be treated as valued members of the family/community and be accord the same respect and comfort that other children are benefiting. By allowing them to participates in such activities including decisions that may affect them, while at the same time protecting them from been exposed to all forms of dangers and harms.

· OVCs needs to be given the opportunity for the full enforcement of their fundamental human rights and be protected against been cheated in what so ever form. Their rights to a safe shelter, legal support/protection, basic life skills and including basic education that starts from early stimulation. 

6.2.2.The Importance of Psychosocial Support
Psychosocial support services are important for all children but more critically needed by orphans and vulnerable children from a variety of different environments and circumstances that adversely affect their growth and development. Psychosocial support of orphaned and vulnerable children is important because it enables them to develop:

· Self-confidence – trust in oneself and others

 
 – compete with others

· Self-help/self-reliance – do things for self, think for self

 
 – learn from others

· Nurturance – supporting and encouraging positive behaviours

· Self-respect – act and behave responsibly behave

 
 – cooperate with others as an equal member

· Make decisions – uses reasons and experience to make sensible decisions

· Responsibility – self-activated and determined

· Creative – think and act independently with originality

· Courageous – be able to stand on ones decisions

 
 – be able to withstand challenges

 
 – be able to accept others’ views

6.2.3 Indicators of Psychosocial Support (PSS) in Childcare Programs

Program indicators can be summarized under three domains:

· Psychosocial that includes developing a sense of belonging and faith for future. This will include activities like home visits, group counseling experimental learning and plays.

· Social this will involve creating durable social structures that will be able to reintegrate affected children and create comprehensive understanding of specific situations of children. This can be possible when caretakers are trained, on community sensitization of PSS issues for OVC.

· Support involves building up systematically the internal/ inner resources of children in order to build resilience. Training OVC in life skills and positive feedbacks about their performance can raise their self-worth.

Caregiver’s indicators are reflected in:

· Amount of attention given to children

· Respect for children’s rights like respect, right of expression, involvement in decision making

· Participation in decision making

· Creation of enabling environment

· Facilitation of play

· Sharing information about normal and sensitive matters like HIV/ AIDS, illness and death.

· Providing counseling services

Child level indicators include:

· Expression of love

· Recognition and acceptance of others

· Sense of belongingness to the group and family

· Participation in different activities

· Sense of self-confidence/ self-esteem

· Sense of responsibility

· Self determination and positive self view

6.3  Action Plan to Scale up Psychosocial Support for the OVC 

6.3.1
Building Capacity in Psychosocial Support through Training
Addressing the quality of psychosocial care for orphans and children in difficult environments needs to be based on a clear understanding of the factors that affect them. The caregivers and other socialization agents in schools, and communities should be equipped with knowledge, skills and appropriate attitudes to provide psychological support. They need to acquire skills to prepare children for life, the loss of key principal caregivers and subsequent coping with future challenges. They should also be facilitated to know how to support children with stress and anxiety of anticipated loss and ultimately managing their lives and those of others. 

All people giving support to OVC should have a clear understanding of child development. This will help them to understand children better and be able to help them more effectively.

This requires preparation and implementation of psychosocial training programs from the national to the community levels. People to be trained include psychosocial support facilitators from the national level down to community levels as well as the parents and other caregivers in families and in institutions. In addition to that, training materials need to be prepared and translated into the major languages and other core predominant local languages so that the wider community can easily understand issues that affect OVC. Specifically, capacity building is required in the following areas:

 Teaching Adults to Learn to Communicate with Children

Adults need to learn how to communicate and listen effectively to what children feel, think and say. At first, children naturally express the material needs, such as food, clothing and shelter as their greatest concern. However, when adults take the time to dig into, listen to children’s experiences, and observe their expressions, they can interpret their personal meanings and feelings. This is the most effective way of identifying children’s needs to enable others to assist them to realize a better life. Effective listening and closely interacting with children are some of the best practices for helping to meet the psychosocial needs of OVC. Training programmes must help adult to acquire skills that pay emphases on allowing children to experience and Enjoy Childhood through the following:
· Playing and adventure-based-learning to provide opportunities for children to strengthen their physical and psychological well-being.

· Giving children the opportunity to talk about their feelings and experiences with other children that allows them to realize that they are not alone and helps to build their self-confidence.

· Listening to what a child has to say as a low-cost way of reinforcing the child’s importance in an uncertain situation.

· Allowing children to make mistakes as we all make mistakes and learn from them.

· Supporting children to deal with negative thoughts, feelings and behaviours to be able to correct themselves.

Ensuring Respect for the Child’s Rights

Discussions with different stakeholders indicated that for many children, life became difficult after their parents or close guardians died because they were treated as second-class or opportunist family members. This change called for the need to:

· Respect the rights of children, such as the right to protection against exploitation and discrimination. This is essential for the well-being and growth of a child.

· Include psychosocial support as an important aspect of children’s rights programming framework by organizations concerned with children.

· Involve children in decisions that affect them. Participation is a fundamental principle of the Convention on the Rights of the Child.

· Empower children by teaching them and making them aware of all the laws that protect them.

· Train relevant agents in helping to meet legal, socio-economic rights of OVC

Changing Roles of OVC (especially Children affected by HIV and AIDS) and needs for skill building 

Providing for the needs of OVC (especially children affected by HIV/AIDS) requires not only material support for immediate needs but also skills from which they may benefit in the future. Children who become heads of household would need to acquire skills in helping to manage psychosocial needs of younger siblings. They also need to be assisted to be aware of economic difficulties, changes within the household, and needs to acquire skills to build their economic capacity.

6.3.2
Education, Counseling and Support of OVC in Families and in Groups
It is critical to make provisions for physical and human resources to meet the challenges of education, counseling and support needs of OVC at the family and community levels by taking cognizance of the following

· HIV/AIDS education as part of counseling can be an effective way of prevention.

· Counseling prepares children for what lies ahead and encourages them to believe that they can manage through grief and loss.

· Whether it is individual or within a group, counseling allows bereaved children to express their feelings and deal with their anxiety.

· An important part of counseling is working within family and cultural norms.

· Programmes dealing with children and HIV/AIDS should develop a holistic, multidisciplinary approach by balancing the supply of material and psychosocial support.

· There is no “right” way of addressing children’s needs. Because their psychosocial needs are so broad and involve so many issues, organizations must work together to provide comprehensive, complementary services.

· Assisting only orphans isolates other children, such as children with terminally ill parents or from impoverished families, who are both as financially and psychosocially in need as the orphaned children.

· Include all children in orphan projects so as not to create or continue stigmatization.

· Giving the community a role in support programmes can make the programme stronger and more sustainable. Through networking, AIDS organizations can learn from each other how to deal more efficiently with children’s issues.

· Following-up in children’s own communities is vital to the continued growth and empowerment of the child.

· Talking to children about death and dying.

6.3.3
Create an Enabling Environment in Communities and in Schools Through Training Members of the Wider Community 

· Stigmatization of HIV/AIDS can be broken down through education and discussion.

· Educating family members, teachers, peers and other community members on the needs of children affected by HIV/AIDS increases their understanding of the situation and lets them respond positively.

· Teachers must not write off children with behavioural problems as “problem children”, but should try to understand the reasons behind their misbehaviour.

· When they are given the knowledge about the needs of children affected by HIV/AIDS and the opportunity to do something about it, teachers will generally respond sympathetically and generously to their students.

· By reaching out and trying to understand a child’s situation, a teacher or caregiver can provide love and guidance that the child desperately needs.

6.5
Conclusion
All children are born with potential to be resilient; at the same time resilience can be developed just like other skills and capacities. Resilience building prepares children for hardships and suffering that they may face in the future. The capability to cope depends on inner recourses like ability to give meaning to the event and courage to say I have control over what happened. External resources include a good relationship with the remaining relatives and family members, also a close link to his/ her cultural community.

The use of traditional approaches to provide psychosocial support has been very effective and sustainable so it should be continued. Caretakers and guardians equally need psychosocial support to improve their skills in orphan care and child development.

Support must be community based not community placed. Support for OVC is a problem for the whole of mankind so it should be taken without discrimination. Openness, transparency, clear principles and goals are vital in minimizing the vulnerability of children.

Table 6.1: PSYCHOSOCIAL SUPPORT ACTION PLAN

STRATEGIC OBJECTIVE A: TO IMPROVE THE WELFARE/ CARE OF OVC THROUGH PSYCHOSOCIAL SUPPORT SERVICES IN THE FAMILIES AND COMMUNITIES

	Specific Objectives
	Actions
	Actors/Responsibility 
	Location/Where the Action takes place
	Time Line
	Output indicator

	A1.1: Review the existing OVC programmes in selected communities to find out how they address psychosocial needs of OVC
	A1.1: Conduct OVC program analysis at national to community level
	A1.1: Federal Ministry of Women Affairs (FMWA), UNICEF, USAID, GHAIN, NACA, SACA, LACA, NGOs and   CBOs, 

       (Consultants)
	National, States, LGA/ Community Levels
	 2006
	A1.1: Analysis report showing psychosocial activities and problems, communities roles and OVC service status

	A1.2: Production of training curricula on psychosocial support
	A1.2: Production of training curricula/distribution to stakeholders.
	A1.2: FMWA, UNICEF, USAID, GHAIN, UNAIDS, NACA, NPC, CBOs, NGOs
	A1.2: National, States/LGA/Community Level
	 2006
	A1.2: Training programme analysis report produced.

	A1.3: To conduct skill training sessions on the use of psychosocial support material for stakeholders
	A1.3: Train stakeholders (TOT)
	A1.3: Consultants, NGO, CBO 
	A1.3 National, States, LGA/ Community Levels
	 2006-2008
	A1.3: # of persons receiving skills training

	A1.4: To modify, translate, reproduce and disseminate PSS materials from various sources for stakeholders and clients
	A1.4: Modification of suitable PSS materials. Modification and translation of materials into local languages. Dissemination to trainers and stakeholders
	A1.4: FMWA, UNICEF, USAID, NACA, NGOs, CBO 
	A1.4: National, States, LGA/ Community Levels
	 2006
	A1.4: # of PSS materials modified

# Of PSS materials disseminated



	A1.5: Strengthen OVC committee at all levels to address and monitor psychosocial support activities at all levels
	A1.5: Structure coordinating centers/ personnel

Develop psychosocial indicators for physical, social, mental and emotional development
	A1.5: FMWA, UNICEF, USAID, GHAIN, NACA, NGOs, CBOs
	 States/ LGA/ Community Levels
	 2006 and ongoing
	A1.5: OVC committee formed Psychosocial indicators developed

	A1.6: Strengthen OVC intervention programmes to address psychosocial needs
	A1.6: Build in the programmes play centers, discussion groups, clubs, learning centers, counseling centers
	A1.6: NGOs, CBOs, families and child caregivers in child support centers
	A1.6: LGA/Community and families
	 Ongoing
	A1.6: # of programs addressing OVC psychosocial needs 


Table 6.1.1: PSYCHOSOCIAL SUPPORT QUICK-WINGS ACTION PLAN

STRATEGIC OBJECTIVE B: TO IMPROVE THE WELFARE/ CARE OF OVC THROUGH PSYCHOSOCIAL SUPPORT SERVICES IN THE FAMILIES AND COMMUNITIES WITHIN THE SHORTEST TIME

	Specific Objectives
	Actions
	Responsibility 
	Location
	Time Line
	Output indicator

	B1. Early stimulations  


	B1.1 Advocacy on Early Stimulation on policy formation/Implementation.

B1.2 Sensitization of CG by CBO, NGO, Faith based groups

B1.3 Provision of ES materials/curricula in public schools

B1.4 Capacity building for CG by CBO, NGO, Faith based groups

B1.5 Raising awareness through mass-media
	Federal Ministry of Women Affairs (FMWA), UNICEF, USAID, GHAIN, NACA, SACA, LACA, NGOs and   CBOs, 
	National, States, LGA/ Community Levels
	 2006
	 Analysis report showing psychosocial advocacy, provision of early stimulation materials and capacity building of caregivers.

	B2: OVC Love Affection Attachment. 


	B2.1: Community mobilization/Sensitization

B2.2 Education of Care Givers/Parents by CBO, NGO, Faith based groups
.
	CBOs and NGOs
	Community Level
	 2006
	Reports on community mobilization and education of care givers by the NGOs and CBOs.

	B3:  Creating a conducive Environment for OVC 


	B3.1 Advocacy on favourable OVC policies

B3.2 Community mobilization/sensitization by CBO, NGO, Faith based groups

B3.3 Provision of basic social amenities within the communities

B3.4 Empowerment of care givers 
	Federal Ministry of Women Affairs (FMWA), UNICEF, USAID, GHAIN, NACA, SACA, LACA, NGOs and   CBOs, NGO, CBO 
	National, States, LGA/ Community Levels
	 Ongoing
	Reports on advocacy / community mobilization and provision of basic amenities within the communities.

	B4: Life Building Skills for OVC 


	B4.1 Empowerment of the Care-Givers on life building skills

B4.2 Development of Life Building Skills manual/curricula that is culturally acceptable

B4.3 Conduct Training of TOT on LBS for CBO and Faith based groups

B4.4Community Sensitization/mobilization on LBS to support OVC by CBO, NGO, Faith based groups

	FMWA, UNICEF, USAID, NACA, NGOs, CBO 
	 National, States, LGA/ Community Levels
	 
	Reports on life building skill trainings / empowerment done for care givers. 



	B5: Safety nets for OVC 


	B5.1:Empowerment of Care-Givers/Parents economically to meet the needs of OVC through income generating activities. 

	FMWA, UNICEF, USAID, GHAIN, NACA, NGOs, CBOs
	  Community Levels
	 
	Support of caregivers through income generating activities.

	B6: Succession Planning / Will Writing 


	B6.1 Enforcement of Child Rights Act at all the state without further delay.

B6.2 Empower social welfare unit to enforce the law

B.6.3 Enlightenment of Care Givers/parents and the entire community on the need to write will

B6.4 Provision of Free legal services by NGO/Legal Aid council of Nigeria for OVC. 


	FMWA, UNICEF, NACA, SACA, NGOs, CBOs, and Families 
	National, State/LGA/Community 
	 
	Compliance with the enforcement/implementation of CRA. 


Table 6.2.: COSTING THE PSYCHOSOCIAL SUPPORT ACTION PLAN

STRATEGIC OBJECTIVE A: TO IMPROVE THE WELFARE/ CARE OF OVC THROUGH PSYCHOSOCIAL SUPPORT SERVICES IN THE FAMILIES AND COMMUNITIES

	Specific Objectives
	Actions
	Means and Resources
	Unit Costs
	Total Annual Costs

	
	
	
	
	2006
	2007
	2008
	2009
	2010

	A1.1: Review the existing OVC programmes in selected communities to find out how they address psychosocial needs of OVC
	A1.1: Conduct OVC program analysis at national to community level
	Hiring of Two (2) Consultants
	Consultants to work for 40 days

· 1 External Consultant @ $350/day X 40 days  +

· 1 Local Consultant @ $250/day X 40 days = $24000.00

· Flight for International Consultant round trip = $2500.00

· Local travel for site visits – 10 trips @ 100,000/trip X 2 consultants = 200,000($15,000.00)
	$42,000.00
	
	
	
	 

	A1.2: Production of training curricula on psychosocial support
	A1.2: Production of training curricula/distribution to stakeholders.
	1. Hiring of Three (3) Consultants.

2. Consultants to work for one hundred and twenty days (120) including technical review of the draft manual

3. Pilot draft curriculum in six (6) location/communities

4. Finalizing curriculum

5. Printing of  PSS curriculum/manual
	1. Draft development = $104,500.00

· 1 External Consultant @ $350/day X 120 working days +

· 2 Local Consultants @ $250/day X 120 working days = $102,000

· Flight for International Consultant round trip-$2500

· Sub-Total = $104,500.

2. Technical review of draft = $9700.00

· 3 Days review of draft curriculum:

· 3 Consultants who produced the draft + 20 participants

· 10 participants travels by air @52,000 each=N520,000 ($4000)

· 10 participants travel by road@ 10,000 each = 120,000($923)

· Accommodation @ N7000/dayX3daysX 23 participants =N483,000($3715)

· Meals @N2000 X 23 participants X 3days=N138,000 ($1062)

· Sub-total = $9700.00 

3. Sub-total for pilots @ 6 locations(community level) 2 trainers and one of the original writers are involved = $7,200.00

· 3persons @52,000 X 3 locations =N468,000.00

· 3persons @ N10,000 X 3 locations = N108,000

· 20 participants (meals) @ N1000.00 X 2days X 6 locations =N240,000.00

· 20 participants @N500(local TP) X 2days X 6 locations   = N120,000.00

· Sub-total = N936,000 ($7200.00)

4. Finalizing curriculum = $9700.00

· ( same cost as item 2 above)

5. Print 50,000 Copies of  PSS curriculum/manuals

· N1000.00 per curriculum X 50,000
	$104,500

$9700

$7200

$9700

$385,000
	
	$385,000
	
	$385,000 

	A1.3: To conduct skill training sessions on the use of psychosocial support material for Core Master Trainers
	A1.3: Train Core Master Trainers 
	1. Hire 2 consultants

2. Conduct five (5) days TOT for trainers @ community level to include FBOs, CBOs, NGOs and some OVC youths ( 20 participants per state X 37 states = 740 expected trainers)


	1. Select and train twenty (20) core trainers for five (5) days at National Level.

· 2 Local curriculum writers and 20 master trainers.

· 10 master trainers fly @ N52,000 = N520,000

· 10 master trainers by road @ N10,000 each = N100,000

· Accommodation @ N7000 X 22 people X 6nights=N924,000

· Meals @ N2000 X 22 people X 6days=264,000

· Honoraria 2 consultants @ N10,000 X 5days=N100,000

· Materials @ N300 X 22 people=N6,600

· Venue @ N30,000 X 5days=150,000

· 20 masters trainers @ N3000 X 6days (MI&E) =N360, 000.

· Sub-total = N2,508,600 ($20,000.00)  

2. TOT in one state = $15,000.00

· 20 Trainers X N2000 (local TP) = N40,000

· 2 Trainers Air Travels @N52,000 each =104,000

· 22 people @ N12,000.00 X 6nights ( to include accommodation, meals and MI&E)= N1,584,000.00

· Honoraria  2 trainers @10,000 each = 100,000

· Materials @ 150 X 22 people =3,300.

· Venue @ 20,000 X 5days=100,00

· Sub-total cost for one state = N1,931,300 ($15,000)  X 19 states

   (b) 18 States X $15,000.00

· ( Breakdown applicable as above per state)
	$20,000
	$285,000


	$270,000
	
	 

	A1.4: To provide grants to NGOs, CBOs and FBOs on competitive basis. 


	A1.4: To disseminate PSS issues to the barest community level, including issues of child protection and participation.
	1. Provide $ 7000.00 grants to 20 NGOs, CBOs and FBOs on competitive basis per state X 37 state


	1. $7000.00 X 20 NGOs X 37 States

· ( The NGOs/CBOs to implement intervention at community level to include peer education  training, child protection and participation on PSS
	
	
	$1,727,000
	$1,727,000
	 $1,727,000

	A1.5: Production of IEC materials to include memory books. 
	A1.5: Production of IEC materials. 
	
	1. 1,000,000 copies to be produced and each state will receive (27,000 copies each)@ $10 each for year 2006

2. 500,000 copies will be produced and each state receiving (13,500 copies each) @ $5.00 for year 2008

3. 1,000,000 copies will be produced both for revision and re-adaptation @ $10.00 for year 2010 
	$10,000
	
	$2,500
	
	 

$10,000,000

	A1.6: Main streaming OVC into play centers. Strengthen OVC intervention programmes to address psychosocial needs
	A1.6: Build in the programmes play centers, discussion groups, clubs, learning centers, counseling centers
	Cost has been covered in the grants given to NGOs, CBOs, and FBOs within the communities. Though communities ought to make space/land available for these purpose.
	
	
	
	
	
	 


7
MONITORING AND EVALUATION

7.1 
Introduction

The role of monitoring and evaluation (M&E) in any program has been well documented. Monitoring helps to track program activities and outputs while with appropriate methodology evaluation helps to assess the effects of program activities on the knowledge, attitude, behavior and socioeconomic conditions of the target populations. In the case of the OVC program, monitoring will help us to track the implementation of the different activities (that is, what is implemented and how well it is implemented) as well as the outputs of these activities in terms of the number of OVC and their households that are provided with essential services. With adequate data, evaluation will help us to determine, if over a period of time, NPA activities have contributed to an improvement in the socioeconomic conditions of the OVC and their households. Monitoring and evaluation results will also help us to identify areas of gap and inform the types of interventions implemented.

To derive maximum benefits from M&E efforts, M&E activities should be stated in a monitoring and evaluation plan that outlines what information should be collected, how best to collect the information, and how to disseminate and use the M&E results. Planning an intervention and developing an M&E plan should be inseparable activities. Project designers must work with stakeholders in a participatory manner to develop an integrated and comprehensive M&E plan to ensure that M&E activities are relevant and sustainable. The current M&E plan for the Nigeria Orphan and Vulnerable Children National Plan of Action is a product of collaborative efforts among the Nigeria OVC National Secretariat (through its M&E sub-committee), the development and implementing partners and other stakeholders. The draft plan resulted from the workshop organized on November 21-24 in Abuja. The workshop participants were drawn from line ministries, agencies, development partners and non-government organizations. 

This M&E plan focuses on activities undertaken and results achieved at all levels of the NPA implementation. It provides a basis for: 

· Measuring the contribution of program activities to improving the socioeconomic conditions of the OVC and their households; 

· Monitoring program activities and outputs as well as ensuring that quality services are available to the OVC and their households; 

· Strengthening the M&E capacity of the State Action Committee on AIDS (SACA) and the Local Government Action Committee on AIDS (LACA) as well as the desk officers from the Ministry of Women Affairs (MWA) through provision of adequate equipment and the recruitment and training of staff on data management and analysis;

· Implementing appropriate strategies to ensure the sustainability of positive changes.

The plan also calls for:

· The development of guidelines and Standard Operating Procedures (SOP) to ensure the quality of services provided;

· The development/revision of data collection tools (by all partners) to ensure that their tools are able to capture information needed to measure and track program achievements and effects;

· The dissemination of results at the national, state, local government and community levels with a feedback to the community from LACA;

· Service organizations to report data from the communities to LACA using prescribed reporting forms and from LACA to SACA and NACA. The desk officers from the MWA will work with LACA and SACA to review, enter and analyze data as well as disseminate results.  Data will be reported from one level to the other at agreed frequency;

· The immediate mapping of OVC services to determine service providers, the types of services provided and the communities where they implement programs. The mapping will help to identify organizations that should report on each indicator as well as determine the degree of geographic overlap among service providers;

· Special studies, for example, Operations Research, to be undertaken to address special issues that arise during NPA implementation. An example might be the need to assess the cost effectiveness of intervention strategies. 

This M&E plan has been guided by the principle of the ‘Three Ones’
. In this respect, the OVC NPA M&E system has been informed by the national HIV/AIDS framework and will be integrated into the NACA-coordinated Nigeria National Response Information Management System (NNRIMS). The proposed data reporting system that provides for data to be reported through NNRIMS affirms our belief and support for the ‘Three Ones’ principle.

7.2
The Nigeria OVC National Plan of Action

The Nigeria OVC National Plan of Action identifies a range of activities that will be undertaken in order to improve the socioeconomic conditions of the OVC and their households. The activities, listed under six objectives underscore the need to: (i) Create a protective and an enabling environment to reduce the impact of HIV/AIDS on the OVC and their households; (ii) to strengthen the capacities of families and communities to find local solutions to care and support orphans and other vulnerable children; (iii) Increase the access of OVC and their households to essential services; (iv) Enhance the capacity of children to participate in decisions on issues affecting them; and (v) Strengthen the coordination of the NPA activities and assess, on a regular basis, Plan performance and the effects of the Plan activities on the socioeconomic conditions of the OVC and their households. 

The M&E indicators were based on the NPA objectives and activities.

7.3
The Nigeria OVC NPA Monitoring and Evaluation Plan

For this M&E plan, we draw a distinction between monitoring and evaluation: 

7.3.1
Monitoring

Monitoring is defined as the routine process of data collection and measurement of progress towards project objectives. Monitoring answers the questions: “To what extent are planned activities implemented?” “What services are provided and how much is provided?” “How well are services provided and who is reached?” Monitoring involves tracking inputs, processes and outputs. 

· Inputs:  the various resources needed to run the program, e.g. money, facilities, program staff, supplies and equipment, etc.

· Process:  the set of activities in which program resources (human and financial) are used to achieve the results expected from the program e.g. training courses conducted, Types and number of IEC materials developed and disseminated, types and number of OVC programs developed.

· Outputs: the immediate results obtained by the program through the execution of activities, e.g., the number of people trained, the number of OVC provided with essential services (for instance, food/nutrition support), the number of service providers/care givers trained to provide services to the OVC, the number of OVC provided with resilience training etc.
7.3.2
Evaluation

Evaluation involves the application of social research methods to systematically investigate a program’s effectiveness. It involves measuring outcomes and impact often through baseline and follow-up assessment methodologies. 

· Outcomes refer to the changes, say, in knowledge, attitudes, practices/behaviors, etc. that result from exposure to program activities. Outcomes are usually measured at the population level among the program’s target populations (in this case the OVC and their households). Changes that occur quickly in response to a program and that contribute to the program’s desired ultimate end results are called short-term outcomes. Examples include increased percentage of OVC that have three basic needs – as defined in the program – and increased proportion of OVC that have access to supplemental nutrition. Long-term outcomes refer to the end or ultimate results sought – for example, improved OVC nutritional status.

· Impact refers to outcomes, either short- or long-term that can be attributed to a given program. Because of the presence of other programs, it is often the case that observed changes are the combined result of all programs operating in a given setting. Impact, therefore, refers to the changes that are attributable to the execution of a program activities having controlled for the existence of other program activities and other factors that might have contributed to the changes observed. Assessing the impact of a program involves using a comparison group and statistical analysis and controlling for other factors that may be related to the outcomes of interest in order to determine the portion of the outcome that is related to the program.

Defining OVC:

For this Plan:

An orphan is a child (below the age of 18) who has lost one or both parents

Vulnerable Child: In defining a vulnerable child, the M&E workshop participants noted that not all orphans should be regarded as vulnerable. They noted that there are several orphans with adequate provision for their welfare either in the form of wills that are adequately administered or in terms of having well-to-do relatives\caregivers who could provide basic needs of life for them. For an orphan to be classified as vulnerable, therefore, he/she must be certified to not have a will or a relative that could take adequate care of him/her. The workshop participant emphasized the need to focus more on orphans who are adjudged vulnerable.

Based on the participants’ observation and suggestions, a vulnerable child was defined as an orphan with inadequate access to educational, health and other social support and any other person below the age of 18 who:

· Has a chronically ill parent (regardless of whether the parent lives in the same household as the child);

· Lives in a household where in the past 12 months at least one adult died and was sick for 3 of the 12 months before he/she died;

· Lives in a household where at least one adult was seriously ill for at least 3 months in the past 12 months;

· Lives outside of family care (i.e. lives in an institution or on the streets)

· Is infected with HIV/AIDS

Other categories of children that were suggested as vulnerable during the zonal consultative meetings include:

· Physically and mentally challenged children

· Physically and sexually abused children

· Neglected children

· Children in conflict with the law

· Abandoned children

· Children from broken homes (parents separated or divorced)

· Destitute children/children beggars/Baba n Bola

· Almajiri

· Child laborers

· Children in child-headed homes

· Internally displaced children

· Children hawkers

To promote a shared understanding among service organizations/implementing partners, the M&E workshop participants came up with some criteria for classifying children into some of these categories.

Physically and mentally challenged children:  Physical challenge is defined as the inability to perform simple routine physical tasks or perform them below a standard expected of a child of their age – walk, speak or write. Mental challenge is defined as reading, thinking and communicating below an expected standard. Although mental disability is often determined through formal educational or psychological tests, community definition of mental disability should be respected.

Abused Children: Three main groups were identified – physically, sexually and emotionally abused children. Children known or reported to be subjected to physical pain through beating, pinching and overwork are to be considered physically abused. Sexually abused children are those who have been raped, exposed to pornography, sexual arousing and indecent sexual remarks. For emotional abuse, there should be evidence of verbal abuse or mental agony resulting from physical or sexual abuse. 

Neglected children consist of individuals below age 18 whose parents or guardian fail to provide with basic needs (for instance, food, clothing and shelter) as well as emotional care and support.

Children in conflict with the law are those who have been accused of a crime, detained or convicted

Abandoned children are those who were thrown away at birth (or shortly after birth) by their natural parents (usually the mother) and picked up by other people who handed them over to childcare institutions for care and support

Child laborers are those engaged in hazardous labor. A hazardous labor is defined as one that jeopardizes the physical, mental or moral well being of a child, either because of its nature or because of the conditions under which it is carried out. It includes the unconditional worst forms of child labor which are defined as slavery, trafficking, debt bondage, and other forms of forced labor, forced recruitment of children for use in armed conflict, prostitutions and pornography and illicit activities

Almajiri are children brought by parents/guardians to an Islamic scholar for Islamic and Arabic training. Not all Almajiris are vulnerable. The vulnerable ones are those who suffer rejection, are neglected (that is deprived of material and emotional support), are maltreated and exposed to disease, hunger and sexual abuse. 

Destitute children/children beggars consist of children who wander around without any visible means of livelihood or are forced to beg for essential needs of life because their parents could not provide for them. In addition to material and emotional support deprivation, such children are exposed to physical and sexual abuse. The ‘Baban Bola’ who go around picking and gathering plastics, bottles, tins, and metals from dustbins and incinerators for sale in order to make a living constitute a special category of the destitute children.

Children hawkers are those selling wares on the streets – they are exposed to physical and sexual abuse

Children from broken homes are those whose both parents no longer live together as a result of separation or divorce, particularly if separation or divorce results from bad blood between the parents

Internally displaced children are those who lost their parents/caregivers (means of support) and homes as a result of communal clashes or wars

The current M&E plan is tailored to facilitate real-time decision-making to rapidly create an evidence base to guide rapid scale-up as well as respond to the information needs of the national HIV/AIDS program. The OVC NPA Secretariat at the Federal Ministry of Women Affairs (henceforth referred to simply as the Secretariat) will work closely with the Action Committees on AIDS (ACA
) at the local government, state and national levels to harmonize the information collected.

7.4
The OVC NPA M&E Strategies

To harmonize data collection across partners, the Secretariat, through NACA, SACA and NACA (ACA) will:
· Ensure that implementing partners select and collect information on indicators that are relevant to their project activities from the OVC NPA list of indicators;

· Support and advise partners on how to monitor their project activities and achievements;

· Ensure that OVC indicators are similarly defined and measured across partners.

To facilitate the implementation of the” three-ones” principle on M&E, the Secretariat, through the ACA will:

· Ensure that this M&E plan is consistent with national M&E requirements;

· Recommend and facilitate the collection of additional M&E information that might be needed by relevant national bodies;

· Collaborate with relevant national bodies, for instance the National Population Commission (NPopC) and the National Bureau of Statistics (NBS), and seek for the harmonization of M&E activities countrywide;

· Support the process of developing, reviewing and implementing the National HIV/AIDS M&E work plans as the need arises.

To ensure adequate utilization of the results from M&E activities and improve the implementation of Plan activities the Secretariat, through the ACA will:

· Document and disseminate to relevant partners and stakeholders the lessons learned in the OVC program;
· Document and disseminate to relevant partners the positive changes observed during the implementation of  OVC NPA activities and propose ways to sustain those changes;
· Work closely with the partners to improve their performance.

To ensure sustainability of the M&E efforts, the Secretariat will:

· Support the provision of Technical Assistance to partners and the ACA to strengthen their M&E capacity; 

· Ensure that monitoring and evaluation tools are developed in a participatory manner, incorporating inputs from the partners and other stakeholders.

7.5
Overall Roles and Responsibilities 

The development and implementation of the OVC NPA M&E Plan are the direct responsibilities of the OVC NPA Secretariat, with inputs from all partners and stakeholders. The national coordinator of the OVC NPA shall assume full responsibility for the coordination of data collection and reporting. S/He will delegate data management responsibilities to the ACA that include the MWA desk officers as members. Quality Management Officers (QMO) should be recruited to ensure that the data generated is of high quality. 

The OVC NPA Secretariat will perform the following functions, among others:

· Communicate regularly with NACA to facilitate the synergy and harmony between OVC and other national program activities;

· Ensure that the OVC NPA M&E Strategies are respected by all partners;

· Review (as needed) the OVC NPA M&E plan;

· Facilitate the development/review of Guidelines and Standard Operating Procedures (SOP) for service delivery – for caregivers and in households, schools, shelters, institutions etc.;

· Ensure that high quality data is generated on OVC;

· Coordinate the assessment of  M&E needs and support the provision of technical assistance to meet the data management needs of partners and the ACA;

· Ensure adequate documentation of best practices and dissemination of results at the national and sub-national levels.

The SACA (that include MWA desk officers as members) will:

· Review data received from LACA task force/committee for accuracy;

· Collate, analyze and interpret data and provide feedbacks to the LACA;

· Coordinate the dissemination of evaluation results at the state level;

· Provide technical assistance to LACA;

· Facilitate transparent flow of data from the State to the national Secretariat;

· Mainstream OVC NPA M&E issues within the NNRIMS structure.

The LACA (in collaboration with the Social Welfare Officers (SWO) will:

· Receive data from community-based service providers/care givers using prescribed forms;

· Collate, analyze and interpret data and provide feedbacks to the service providers/care givers and the communities (probably through community leaders);

· Assess the data collection and reporting needs of service providers in their local government area and recommend appropriate technical assistance to meet the needs; 

· Ensure timely reporting of data by service organizations and report deficiencies in the data to the concerned organizations, ensuring that those inconsistencies are resolved before data is transmitted to SACA;

· Facilitate the sensitization of LG authorities on the NPA M&E activities;

· Facilitate the dissemination of M&E results at the LG and community levels;

· Conduct supervisory site visits to assess the quality of services provided and examine the records of service organizations; the social worker has a big role to play in ensuring that the data collected is of good quality.

7.6
Indicators, sources of information, baselines and data collection methods

Four types of indicators have been developed for the OVC NPA: outcome (to measure the changes in the conditions of the OVC and their households as a result of program activities), outputs (to track the products of program activities), processes (to track how well program activities are implemented), and input (to track resources available/needed). While the input, output and output indicators will be measured at the program level with data collected by service organizations, the outcome indicators will be measured at the population level with data collected from population-based surveys and census. The current number of indicators appears high and might be reduced by the task force and the steering committee with input from the NACA.

The indicator matrix at the end of this document (see Appendix 1) is a summary of the monitoring and evaluation plan:

· The first column shows the indicators developed (or selected from a list of UNGASS and UNAIDS recommended indicators) through a participatory approach during the M&E plan development workshop;

· The second column describes how each indicator will be measured. For outcome indicators that are expressed in percentages, the numerators and denominators were defined. For output, process and input indicators, we will merely record the activities (and their numbers where applicable) and the number of OVC provided with different types of services.

· The third column shows the source of data and the appropriate data collection tools. We added the data collection tools to remind service organizations/partners of the need to develop appropriate tools to capture the required information. As indicated above, data for the outcome indicators will be obtained from censuses, and population based surveys. The NPA Secretariat will work closely with the NBS and the NPopC to generate appropriate data for the outcome indicators. For output indicators we will rely on service statistics generated through the OVC service registers and activity registers. An example of the OVC service register is provided in Appendix 2.

· The fourth column shows the recommended tools for reporting data to the Secretariat and other interested parties. We have identified three major reporting tools: activity reporting form, published reports and progress reports. To monitor NPA activities and achievements, service organizations will report data on their activities and achievements to the Secretariat through the NACA data reporting system using a prescribed activity reporting form (see example in appendix 3). Data collected through population-based surveys and censuses are likely to be disseminated through published reports. Service organizations/implementing partners will also report activities and achievements to donors and other stakeholders through progress reports. 

· The fifth column shows the proposed frequency of reporting data on each indicator – from the community to the district, to the state and to the national level.

· Service organizations that implement (or coordinate) activities related to an indicator are expected to track and report that indicator to the Secretariat through the prescribed channel. Column six is expected to contain the names of such organizations. However, because we have not identified all the individual organizations implementing activities related to the indicators, we could not list them at the moment. Thus the term, “implementing agencies/partners” is used to refer to the organizations and will be replaced with the names of the service organizations once they are identified. 

· The seventh column is expected to show the baseline values for the indicators, particularly the outcome indicators. The baseline values are currently not available. The Secretariat and the OVC task force will work closely with the NBS and NPopC to establish the baseline values. 

· Expected levels of the indicators at the end of the NPA period (in the case of the outcome indicator) and the expected number of activities and the amount of outputs (for process and output indicators) will be provided in the eighth column. The Secretariat will establish the targets once the mapping of OVC services is completed.

Data Reporting System

It is proposed that the OVC NPA monitoring data will be reported through the existing NACA coordinated NNRIMS system (Appendix 4). The NNRIMS structure requires that service organizations report data collected in the communities to LACA using a prescribed form (see appendix 3
). Data sent to LACA will be reviewed for completeness and consistency. It is recommended that the LG Social Worker be a member of LACA in order to mainstream OVC data issues within LACA. Any deficiency/inconsistency detected in the data will be reported to the concerned partner/service organization for clarification/reconciliation. The data will also be examined for variations in program activities and outputs by community and service organization. The LACA will provide a feedback to the communities through their leaders to facilitate a collaborative decision making process on ways to improve program performance as well as the lives of OVC and their households. The M&E results are expected to inform the types of interventions implemented in the communities.  The LACA will disseminate the M&E results to the service organizations and communities.

From the LACA, data will be sent to SACA where it will also be reviewed for completeness. We recommend that a representative of the MWA be a member of SACA also to mainstream OVC data issues within SACA. SACA will analyze the data received from LACA for variations by LGA and service organization. The SACA will undertake state level dissemination of the monitoring results. From the state, data will be sent to NACA where the national OVC M&E officer and the national coordinator will ensure adequate analysis of the OVC NPA related data.  

7.7
Methods for Monitoring and Evaluating the Nigeria OVC NPA

Process Evaluation: As indicated above, the OVC NPA has several process, output, and outcome level indicators. For process evaluation, the Secretariat, through the coordinators, the state desk officers and the local government social workers will review process and output data collected by service organizations/implementing partners. The process evaluation will help to determine whether activities are implemented as planned, what resources are used, what services are offered, how well services are provided, how many people are reached, and who the program is reaching. To ensure adequate record keeping, LACA with support from the local government social workers will visit service delivery sites once in a while to examine the records of the service providers and provide/recommend technical assistance when needed.
Measuring Program Outcome and Impact: While process and output data will be obtained through the routine data collection of partners, data for outcome/impact indicators, usually measured at the population level, will be obtained through population based surveys of the OVC and their households and censuses. We will take advantage of surveys conducted or supported by the NBS and NPopC to generate the required outcome data. One of such surveys is the Demographic and Health Surveys (DHS). The NPA Secretariat and the OVC task force will meet with the two bodies to explore how the surveys they conduct at regular intervals could be used to generate data for the outcome indicators. 

Special Studies: As indicated earlier, special studies, for instance OR, could be undertaken to address special issues that arise during implementation of the NPA. It could be decided, for instance to examine the cost effectiveness of different intervention strategies. In addition to OR, qualitative studies could be undertaken to examine changes in attitudes, behavior and socioeconomic conditions of the OVC and their households. The qualitative data supplement the quantitative data and help to explain processes (how and why) that could not be captured by the quantitative data.

Timeline for M&E Activities 

Appropriate timeline for the various activities will be developed by the Secretariat with input from the partners. In the meantime we have indicated the desired frequency of data reporting, and this will be discussed with the NACA. While data is collected everyday, reporting to the appropriate levels is expected to be done according to the schedule in the indicator matrix.
7.8
Quality Management System 

Quality of services

The Secretariat and the service organizations will monitor the quality of services provided to the OVC and their households.  In order to do this, the Secretariat and the implementing partners will identify and develop/review relevant national guidelines, norms and standards that are relevant to the core set of activities in the OVC NPA. The guidelines, norms and standards will serve as the reference for assessing the quality of services provided. The reference tools will also be reviewed on a regular basis, using the participatory approach between the Secretariat and the key partners.

As part of the activities to monitor quality of services, the Secretariat and the partners will also:

· Develop assessment tools for routine activities and for internal and external assessments of the quality of services. Tools will be developed for:

· Interviews with providers to assess capability, and with OVC and their households to assess satisfaction;

· Regular site visits to observe service delivery process (particularly OVC-provider interaction), review data forms/records, or assess training needs and the extent to which recommended changes have been implemented.

· Document supervisory activities and observations.

· Document and disseminate best practices and lesson learned.
Data quality

The data collected and reported by the service providers will be subjected to the following quality checks at the local government (LACA) level:

· Completeness – There is a need to ensure that all the required information that permits dis-aggregation by sex, age, service provided etc. is provided on the activity reporting forms

· Consistency: We must ensure that information recorded in different sections of the form is consistent with one another. For instance, the reported total number of OVC served should equal the sum of male OVC and female OVC served. 

· Reliability: There is a need to find out (once in a while) whether the service provider actually provided service to the number of persons reported on the registers and on the reporting forms. 

7.9
Data management, dissemination and use of the data

As indicated above, data should be analyzed at the local government, state and national levels. The M&E results will be disseminated to various stakeholders through different forums/reports. Dissemination will be tailored to the interests of the different stakeholders. National level dissemination workshops will be conducted with relevant government officials, ministries, Donors, NGOs and collaborating agencies. Local government/community-level disseminations will be conducted as appropriate in order to provide feedback to service providers and communities. The Secretariat and the partners will meet at regular intervals to review data.

One of the major responsibilities of the Secretariat is to ensure that all partners understand the need to generate data.  Partners should understand that the data generated will help to:

· Document project performance – encourages accountability;

· Determine whether Plan activities are implemented as planned;

· Inform decisions about the appropriateness of the resources and strategies being deployed as well as the need to adjust them;

· Inform decisions about the scope of the project;

· Document lessons learned;

· Conduct advocacy to stakeholders and policy makers to sustain their support and to make them commit resources to the Plan.

Strategic Objective 1: Establish data management systems for planning at all levels and develop a monitoring and evaluation framework
	Specific Objectives
	Action
	Actors/Responsibility
	Location/Where the Action takes place
	Time Line
	Output indicator

	Objective 1: Conduct a Nationally Representative Survey on the Situation of OVC 

	1.1: Develop and conduct situation analysis on OVC through a national survey


	1.1.1 Design instrument for a nationally representative survey of OVC


	NPopC, SFH, Consultants
	National
	2006
	1.1a: OVC data collected, analyzed, and published



	
	1.1.2.: Conduct a repeat survey to serve as end-line data
	Same as above
	National
	2010
	1.1b: OCV end-line data published and distributed

	1.2: Establish OVC Database and management systems
	1.2..1 Design tools for database management

1.2.2 Train personnel on database management

 
	Consultants, NPopC, SFH, FOS
	National
	2006
	OVC database established

No of personnel trained in OVC database management

	Objective 2: Ensure Birth Registration for OVC in Hard-to-reach areas

	1 Increase the coverage of birth registration at community level, especially among OVC
	1.1: Conduct training of community contact people for increased birth registration
	 NPopC, CBOs, FBOs,
	Community level
	2006-2008
	C2.1: Number of community contact persons trained and  supplying birth registration data to NPopC


Strategic Objective 1: Costing Establishment of data management systems for planning at all levels and develop a monitoring and evaluation framework
	Specific Objectives
	Actions
	Means and Resources 
	Units and Costs


	Total Annual Costs

	
	
	
	
	2006 
	2007
	2008
	2009
	2010

	Objective 1: Conduct a Nationally Representative Survey on the Situation of OVC

	1:1 Develop and conduct situation analysis on OVC

1.2 Establish OVC Database 


	1.1: Design instrument for a nationally representative survey of OVC

1.2. Develop OVC database in 12 states
	1.1. Contract it to NPopC/SFH
	$923,100
	$923,100
	         -
	         -
	         -
	         -

	
	
	1.2.1. OVC database for 12 states (plus FCT)
	$257,260
	$257,260
	         -
	         -
	         -
	         -         

	
	
	1.2.2. Database expansion, 6 states
	$143,280
	         -
	$143,280
	         -
	         -
	         -

	
	
	1.2.3. Database expansion, 6 states
	
	         -
	         -
	$143,280
	         -
	         -

	
	
	1.2.4. Database expansion, 6 states
	
	         -
	         -
	         -
	$143,280
	         -

	
	
	1.2.5. Database expansion, 6 states
	
	         -
	         -
	         -
	         -
	$155,280

	
	
	7. Sub-total
	
	$1,180,360
	$143,280
	$143,280
	$143,280
	$155,280

	
	1.3: Conduct a repeat survey to serve as end-line data
	1.3. To be contracted out

Sub-total
	
	
	
	
	
	$923,000

$923,000

	Objective 2: Ensure Birth Registration for OVC in Hard-to-reach areas

	2. Increase the coverage of birth registration at community level, especially among OVC
	2. Conduct training of community contact people for increased birth registration
	1. One NPopC trainer, 40 CDC people, 18 pilot states, 3 LGAs per state
	N3000+(40x N1500)x18x3
	N3,402,000 ($26,170)
	        -
	        -
	        -
	        -

	
	
	2. To cover remaining 19 states
	N3000+ (40xN1500)19x3
	         -
	N3,591,000 ($27,623)
	        -
	        -
	        -

	
	
	Sub-total
	
	$26,170
	$27,623
	        -
	        -
	        -


Appendix 1: Nigeria OVC National Plan of Action Monitoring and Evaluation Indicator Matrix

	Indicator
	How measured/ tracked
	Data Source/ Methodology/ Data collection tool
	Data Reporting tool 
	Frequency of Reporting
	Responsible Party
	Baseline
	Target

	Core National Indicators (usually disaggregated by sex)



	Percent of children  (0-17) who are orphans – maternal, paternal, double (UNAIDS OVC M&E Guide) 
	((Number of children under 18 whose mother, father or both parents have died/All children under 18))*100
	Census; Population based/Household survey; 

Census and Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Percent of children who are vulnerable according to national definition
	((Number of children under 18 classified as vulnerable/All children under 18))*100
	Census; Population based/Household survey; 

Census and Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	The ratio of double orphaned children to non-orphaned children aged 6-17 years (6-9; 10-14; 15-17) who are currently attending school (MDG is 10-14)
	Numerator (double orphan): Number of children6-17 who have lost  both parents and are attending school

Denominator  (double orphan): Number of children 6-17 who have lost both parents

Numerator (Non-orphan): Number of children 6-17 whose both parents are still alive, who live with at least one parent and who are attending school

Denominator (non-orphan): Number of children6-17 whose both parents are still alive and who live with at least one parent
	Census; Population based/Household survey; 

Census and Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	The percentage of Vulnerable Children (VC) whose households receive free basic external support in caring for the child (UNAIDS OVC M&E Guide)
	Numerator= Number of VC (according to the national definition) who lived in households that received at least one of the following services for the child in the past one year: Medical support, school-related assistance, emotional support, nutritional support, and other social support. Denominator: Total number of VC
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Ratio of proportion of VC to non-VC ages 5-17 that have three minimum basic material needs for personal care (UNAIDS OVC M&E Guide)
	Numerator (VC): Number of VC aged 5-17 with at least three basic materials needs met (the basic material needs should be defined) 

Denominator (VC): Number of VC aged 5-17

Numerator (non-VC): Number of non-VC aged 5-17 with at least three basic materials needs met 

Denominator (non-VC): Number of non-VC aged 5-17
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Percentage of VC and non-VC 15-17 who both correctly identify ways of preventing the sexual transmission of HIV and who reject major misconceptions about HIV transmission
	Numerator (VC):

Number of VC aged 15-17 who both correctly identify ways of preventing the sexual transmission of HIV and who reject major misconceptions about HIV transmission

Denominator (VC):

Number of VC aged 15-17

Numerator (Non-VC):

Number of non-VC aged 15-17 who both correctly identify ways of preventing the sexual transmission of HIV and who reject major misconceptions about HIV transmission

Denominator (non-VC): Number of non-VC aged 15-17
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Percentage of VC and non-VC 15-17 who have had sex with a non-marital, non-cohabiting sexual partner in the last 12 months
	Numerator (VC): Number of VC 15-17 who had sex with non-marital, non-cohabiting sexual partner in the last 12 months

Denominator (VC): Number of VC 15-17

Numerator (non-VC): Number of non-VC 15-17 who had sex with non-marital, non-cohabiting sexual partner in the last 12 months

Denominator (non-VC): Number of non-VC 15-17
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Percentage of VC and non-VC 15-17 reporting condom use during their last sexual intercourse with a non-marital, non-cohabiting sexual partner 
	Numerator (VC): Number of VC 15-17 who reported using condom during last sex with a non-marital, non-cohabiting sexual partner

Denominator (VC): Number of VC aged 15-17 who had sex with a non-marital, non-cohabiting sexual partner

 Numerator (non-VC): Number of non-VC 15-17 who reported using condom during last sex with a non-marital, non-cohabiting sexual partner

Denominator (non-VC): Number of non-VC aged 15-17 who had sex with a non-marital, non-cohabiting sexual partner
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Ratio of the proportion of VC compared to non-VC (0-4) who are malnourished (underweight) (UNAIDS OVC M&E Guide)
	Numerator (VC): number of VC aged 0-4 years who are malnourished

Denominator (VC): Number of VC aged 0-4 years

Numerator (non-VC): number of non-VC aged 0-4 years who are malnourished

Denominator (non-VC): Number of non- VC aged 0-4 years
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Proportion of VC to non-VC aged 15-17 who had sex before age 15 (UNAIDS OVC M&E Guide)
	Numerator (VC): Number of VC 15-17 who reported their age at first sex as under age 15

Denominator (VC): Number of MVC aged 15-17

 Numerator (non-VC): Number of non-VC 15-17 who reported their age at first sex as under age 15

Denominator (non-VC): Number of non-VC aged 15-17
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Percentage of VC and   non-VC (0-17) who have birth certificates
	Numerator (VC): Number of VC 0-17 who have birth certificates

Denominator (VC): Number of VC 0-17

Numerator (non-VC): Number of non-VC 0-17 who have birth certificates

Denominator (non-VC): Number of non-VC 0-17
	Population based/Household survey; Birth registration system

Survey instruments; Birth register
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS
	
	

	Percentage of all children ages 0-17 living outside of family care (UNAIDS OVC M&E Guide)
	((Number of children living outside of family care/All children aged 0-17))*100
	Census; Population based/Household survey; 

Census and Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Percentage of schools with teachers who have been trained in life-skills based HIV/AIDS education and who taught it during the last academic year
	Numerator=Number of schools with teachers who have been trained in life-skills based HIV/AIDS education and who taught it during the last academic year

Denominator = Total number of schools (LGA, State and national levels)
	Survey of schools;

Survey instrument/Questionnaire
	School reports to Ministry of Education; Published Survey Reports
	Every two years


	Ministry of Education, MWA, NACA
	
	

	Percentage of VC and non-VC (0-4) who have access to health care
	
	Population based/Household survey; 

Survey instruments
	Published (Survey) Reports
	Every 3-5 years 


	MWA, NPopC, NBS, NACA
	
	

	Strategic Objective 1: Establish data management systems for planning at all levels and develop a monitoring and evaluation framework

	Number outlets established to register orphans and vulnerable children by type of outlet: school, church, mosque, support group
	Count the number of outlets established to register orphans and vulnerable children
	Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA; Implementing Partners
	
	

	Number of functional OVC registration outlets
	Count the number of OVC registration outlets that are functional (that is, update their records during the current reporting period)
	Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA; Implementing Partners
	
	

	Number of service organizations trained to collect and report data (through NNRIMS)
	Count/Record the number of service organizations trained to collect and report data (through NNRIMS) 
	Activity Register;

Training register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, NACA, SACA, LACA
	
	

	Number of service organizations/partners reporting data through LACA using prescribed form
	Count/Record the number of service organizations reporting data through LACA using prescribed form
	Activity Register;


	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, LACA
	
	

	Number of Local Governments (LG) using monitoring and evaluation results for planning and implementing OVC programs
	Count/Record the number of LG using monitoring evaluation results for planning and implementation of OVC programs
	Activity Register;


	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, LACA, SACA
	
	

	Number of States using monitoring and evaluation results for planning and implementing OVC programs
	Count/Record the number of States using monitoring evaluation results for planning and implementation of OVC programs
	Activity Register;


	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, SACA, NACA
	
	

	Number of persons trained to enter, process and analyze OVC data at all levels (LG, State and National)
	Count/Record the number of persons trained to enter, process and analyze MVC data by administrative level
	Activity Register;

Training Register
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, LACA, SACA, NACA
	
	

	Strategic Objective 2: Raise awareness of OVC issues at all levels through advocacy and social mobilization

	Number of child protection advocacy networks established (or supported) at local government, state and national levels
	Count/Record the number of child protection advocacy networks established (or supported) at  LG, State and national levels
	Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, LACA, SACA, Implementing Partners
	
	

	Number of journalists trained to report  OVC issues by gender  and type of media
	Count/Record the number of journalists trained to report O VC issues by gender and type of media
	Activity Register;

Training Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, LACA, SACA, Implementing Partners
	
	

	Number of leaders sensitized to advocate for OVC issues by type of leader (community, religious, political), administrative level (community, LGA, state and national) and sex
	Count/Record the number of leaders sensitized on OVC issues by type of leader, level of administration and sex
	Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, LACA, SACA, Implementing Partners
	
	

	Number of advocacy tools developed and disseminated on OVC issues by type
	Register the number of advocacy tools developed and disseminated by type
	Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, LACA, SACA, Implementing Partners
	
	

	Number of advocacy campaigns on OVC issues at the community,  LG, state and national levels
	Record the number of advocacy campaigns on VC issues at the community, LG, State and national levels
	Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, LACA, SACA, Implementing Partners
	
	

	Number of private and public sector organizations advocating for OVC issues
	Count/Record the number of private and public sector organi-zationns advocating for OVC issues
	Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, LACA, SACA, Implementing Partners
	
	

	Strategic Objective 3: Strengthen the capacity of families and communities to support, protect and care for OVC

	No of  caregivers (or OVC households) trained in modern farming practices
	Count/Record the number of caregivers/ OVC households trained in modern farming practices
	Training Register; Activity Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, Implementing Agencies
	
	

	No of caregivers (or OVC households) provided with micro-credit support
	Count/Record the number of caregivers/ OVC households provided with micro-credit support
	Credit log book;

Beneficiary Register
	Activity Reporting Form;

Program Reports
	Twice a year
	MWA, Implementing Agencies/Partners
	
	

	Number of households that received free basic external support in caring for the child
	Count/Record the number of households that received free basic external support (basic external support to be defined) in caring for the child 
	Activity/Service Register; 
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, Implementing Agencies/Partners
	
	

	Number of community OVC support groups (including peer support groups) established/supported
	Count/Record the number of OVC support groups established/supported
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, Implementing Agencies/Partners
	
	

	Number of caregivers provided with nutrition and food support
	Count/Record the number of caregivers provided with nutrition and food support
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, Implementing Agencies/Partners
	
	

	Number of teachers trained as counselors
	Count/Record the number of teachers trained as counselors
	Training Register;

Training report
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, Implementing Agencies/Partners
	
	

	Number of caregivers trained to provide psychosocial support to OVC
	Count/Record the number of caregivers trained to provide psychosocial support to OVC
	Training Register;

Training report
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, Implementing Agencies/Partners
	
	

	Objective 4: Increase the access of vulnerable children to essential services (health, education, nutrition, medical, shelter, and psychosocial) – To be disaggregated by sex

	No of  OVC trained in modern farming practices
	Count/Record the number of orphans and other vulnerable children trained in modern farming practices
	Training Register; Activity Register
	Program Reports
	Twice a year
	MWA, Implementing Agencies
	
	

	No of OVC provided with financial support
	Count/Record the number of OVC provided with financial support
	Activity Register;

Beneficiary Register
	Program Reports;

Activity Report Form
	Twice a year
	MWA, Implementing Agencies/Partners
	
	

	Number of OVC whose households received food/nutrition support
	Count/Record the number of OVC whose households received food/nutrition support
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, Implementing Agencies/Partners
	
	

	Number of OVC provided with psychosocial support
	Count/Record the number of OVC provided with psychosocial support by sex and type of activity 
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, Implementing Agencies/Partners
	
	

	Number of OVC benefiting from income generating activities
	Count/Record the number of OVC benefiting from income generating activities
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Implementing Agencies/Partners
	
	

	Number of OVC provided with medical assistance
	Count/Record the number of OVC provided with medical assistance
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, MOH,  Service delivery facilities, Implementing Agencies/Partners
	
	

	Number of OVC provided with ART
	Count/Record the number of HIV infected OVC provided with ART 
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA, MOH,  Service delivery facilities, Implementing Agencies/Partners
	
	

	Number of OVC provided with vocational training support by type of training
	Count/Record the number of OVC provided with vocational training support by type of training: computer, agriculture, sewing/knitting etc
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Service delivery facilities, Implementing Agencies/Partners
	
	

	Number of OVC receiving educational assistance by type of assistance provided
	Count/Record the number of OVC provided with educational assistance by sex and type of assistance provided: levies, school uniforms, books, school meals
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  MoE, Implementing Agencies/Partners
	
	

	Number of OVC provided with clothing support
	Count/Record the number of OVC provided with clothing support
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Implementing Agencies/Partners
	
	

	Number of OVC provided with legal aid support
	Count/Record the number of OVC provided with legal aid support
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Implementing Agencies/Partners
	
	

	Total number of OVC served
	Record the number of OVC who had ever received one or more services from your organization
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Implementing Agencies/Partners
	
	

	Number of  new OVC served
	Record the number of new OVC who  received one or more services from your organization during the reporting period
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Implementing Agencies/Partners
	
	

	Strategic Objective 5: Enhance the capacity of OVC, especially adolescents, to participate in the process of meeting their own needs

	Number of service organizations that involve children in the design and implementation of OVC programs
	Count/Record  the number of organizations that involve children in the design and implementation of OVC programs
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  MoE, Implementing Agencies/Partners
	
	

	Number of child-led initiatives supported by type of initiative (economic/IGA, educational, life-skills, social)
	Count/Record the number of child-led initiatives supported by type
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Implementing Agencies/Partners
	
	

	Number of communities that involve children in the process of taking decisions on issues that affect them (the children)
	Count the number of communities involving children in the process of taking decisions on issues that affect them (the children)
	Activity/Service Register;
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,   Implementing Agencies/Partners
	
	

	Number of OVC trained in program design, implementation and management
	Count/Record the number of OVC trained in program design, implementation and management
	Training Register; Activity Register
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,   Implementing Agencies/Partners
	
	

	Number of programs established/supported to increase the capacity of children to participate in decision-making
	Count/Record the number of programs to increase the capacity of children to participate in decision-making
	Activity Register
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,   Implementing Agencies/Partners
	
	

	Strategic Objective 6: Build capacity of stakeholders at all levels to coordinate, plan and leverage resources for orphans and vulnerable children’s programs

	Number of individuals trained to leverage resources for OVC NPA activities at the local government, state and national levels
	Count/Record the number of individuals trained to leverage resources for OVC NPA activities at the local government, state and national levels
	Training Register; Activity Register
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,   Implementing Agencies/Partners
	
	

	Number of organizations involved in mobilizing resources for OVC program activities at all levels
	Count/Record the number of organizations involved in mobilizing resources for OVC program activities at the LGA, State and national levels
	Activity Register
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,   Implementing Agencies/Partners
	
	

	Amount of funds mobilized for OVC program activities by source and intervention area
	Record the amount of funds mobilized for OVC program activities by source and intervention area
	Activity Register
	Activity Reporting Form;

Program Reports
	Quarterly
	MWA,  Implementing Agencies/Partners
	
	


Appendix 2: Example of Data Collection Instrument (More services to be added as appropriate)
    OVC REGISTER (HOMES, SHELTERS/HEALTH FACILITY, ETC.)

NAME OF IMPLEMENTING AGENCY/INSTITUTION: ______________________________

PROJECT SITE: (VILLAGE/TOWN): _____________        LGA:_____________
STATE:__________________

MONTH:______________


YEAR:_________

	SERIAL NUMBER
	IDENTIFICATION  NUMBER 

.
	IDENTIFICATION

(Name)
	HH  NAME
	SEX


	AGE
	SCHOOLING

 STATUS


	OVC

STATUS


	SERVICE RENDERED (MARK X FOR EACH SERVICE PROVIDED)

	
	
	
	
	M

F
	
	1=NONE

2=ISP

3=ISS

4=OSP

5=OSS
	1=PO

2=MO

3=DO

4=VC
	FOOD
	HOUSING
	CLOTHING
	MEDICAL
	INCOME GENERA-TION
	UNIFORM
	SCHOOL FEE\ LEVY
	LIFE SKILLS EDUCATION
	RECREA-TION
	LEGAL ASSISTANCE
	HYGIENE
	COUNSE-LING
	OTHER (SPECIFY)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


OVC STATUS: PO=PATERNAL ORPHAN; MO=MATERNAL ORPHAN; DO=DOUBLE ORPHAN;  VC=VULNERABLE CHILDREN (NON-ORPHAN) (FOR VULNERABLE ORPHANS PUT AN ASTERISK AFTER THE CODE)

SCHOOLING STATUS: ISP=IN-SCHOOL PRY; ISS-IN-SCHOOL SEC; OSP=OUT-OF-SCHL PRY; OSS=OUT-OF-SCHL SEC

Appendix 3: Nigeria OVC NPA: Activity Reporting Form (will be modified when the Plan is updated)
Name of Organization/Implementing Agency:

Project Site/Village:

LGA:

STATE:

Month and Year:

Instruction: Please provide information ONLY on indicators related to your program activities

	Indicators
	Male
	Female
	Total

	1.    Number outlets established to register orphans and vulnerable children by type of outlet: school, church, mosque, support group
	
	
	

	                       School
	
	
	

	                       Church
	
	
	

	                        Mosque
	
	
	

	                        Other
	
	
	

	                        Total
	
	
	

	2.   Number of functional OVC registration outlets (that is, update records during the reporting period)
	
	
	

	                       School
	
	
	

	                       Church
	
	
	

	                        Mosque
	
	
	

	                        Other
	
	
	

	                        Total
	
	
	

	3.   Number of service organizations trained to collect and report data (through NNRIMS)
	
	
	

	4.    Number of service organizations/partners reporting data at the local government level (through NNRIMS)
	
	
	

	5.     Number of Local Governments using monitoring and evaluation results for planning and implementing OVC programs
	
	
	

	6.    Number of States using monitoring and evaluation results for planning and implementing OVC programs
	
	
	

	7.      Number of persons trained to enter, process and analyze OVC data at all levels (LG, State and National)
	
	
	

	                    LG
	
	
	

	                    State
	
	
	

	                    National
	
	
	

	                   Total
	
	
	

	8.    Number of child protection advocacy networks established at LG, state and national levels
	
	
	

	                    LG
	
	
	

	                    State
	
	
	

	                    National
	
	
	

	                   Total
	
	
	

	9.   Number of journalists trained to report OVC issues, by gender and type of media
	
	
	

	                   Print (Newspapers)
	
	
	

	                   Television
	
	
	

	                   Other
	
	
	

	                    Total
	
	
	

	10.    Number of leaders sensitized on OVC issues by type (community, religious, political) administrative level (community, LG, state and national) and sex
	
	
	

	                    Community
	
	
	

	                       Religious
	
	
	

	                       Traditional
	
	
	

	                     Total


	
	
	

	                    LGA
	
	
	

	                        Religious
	
	
	

	                        Traditional
	
	
	

	                        Political
	
	
	

	                   Total


	
	
	

	                     State 
	
	
	

	                        Religious
	
	
	

	                        Traditional
	
	
	

	                        Political
	
	
	

	                    Total


	
	
	

	                     National 
	
	
	

	                        Religious
	
	
	

	                        Traditional
	
	
	

	                        Political
	
	
	

	                    Total 


	
	
	

	11.  Number of advocacy tools developed and disseminated on OVC issues by type
	
	
	

	               Developed
	
	
	

	                     Type 1
	
	
	

	                     Type 2
	
	
	

	                     Type 3
	
	
	

	                Total


	
	
	

	               Disseminated
	
	
	

	                     Type 1
	
	
	

	                     Type 2
	
	
	

	                     Type 3
	
	
	

	                 Total
	
	
	

	12.  Number of advocacy campaigns on OVC issues at the community, LG, State and national levels
	
	
	

	                    Community
	
	
	

	                    LG
	
	
	

	                    State
	
	
	

	                    National
	
	
	

	                   Total
	
	
	

	13.  Number of private and public sector organizations advocating for OVC issues
	
	
	

	14.  Number of caregivers (or OVC households) trained in modern farming practices
	
	
	

	15.  No of caregivers (or OVC households) provided with micro-credit support
	
	
	

	16.  Number of households that received free basic external support in caring for the child
	
	
	

	17.  Number of community OVC support groups (including peer support groups) established/supported
	
	
	

	18.  Number of caregivers provided with nutrition and food support
	
	
	

	19.  Number of teachers trained as counselors
	
	
	

	20.  Number of caregivers trained to provide psychosocial support to OVC
	
	
	

	21.   Number of OVC trained in modern farming practices
	
	
	

	22.  No of OVC provided with financial support
	
	
	

	23.  Number of OVC whose households received food/nutrition support
	
	
	

	24.  Number of OVC provided with psychosocial support, by type of activity (COMPLETE FOR ALL APPLICABLE CATEGORIES)
	
	
	

	                         Counseling
	
	
	

	                         Life Skills
	
	
	

	                         Memory book
	
	
	

	                         Recreational activities
	
	
	

	                         Music/Drama
	
	
	

	                         Other
	
	
	

	25.  Number of OVC benefiting from income generating activities
	
	
	

	26.  Number of OVC provided with medical assistance
	
	
	

	27.  Number of OVC provided with ART
	
	
	

	28.  Number of OVC provided with vocational training support by type of training
	
	
	

	                         Computer
	
	
	

	                          Farming
	
	
	

	                          Sewing/Knitting
	
	
	

	                          Dyeing
	
	
	

	                          Other
	
	
	

	29.  Number of OVC receiving educational assistance by type of assistance provided
	
	
	

	                           School fees\levies
	
	
	

	                            Uniforms
	
	
	

	                            School meal
	
	
	

	                            Book
	
	
	

	                            Other
	
	
	

	30.  Number of OVC provided with clothing support
	
	
	

	31.  Number of OVC provided with legal aid support
	
	
	

	32.  Total number of OVC served
	
	
	

	33.  Number of  new OVC served (served for the first time this reporting period)
	
	
	

	34.  Number of service organizations that involve children in the design and implementation of OVC programs
	
	
	

	35.   Number of child-led initiatives supported by type of initiative (COMPLETE FOR ALL APPLICABLE CATEGORIES)
	
	
	

	                        Income Generating Activity   
	
	
	

	                        Counseling
	
	
	

	                        Life skills
	
	
	

	                        Recreation activities
	
	
	

	                        Music/Drama
	
	
	

	                       Other
	
	
	

	36.  Number of communities that involve children in the process of taking decisions that affect them (the children)
	
	
	

	37.  Number of OVC trained in program design, implementation and management
	
	
	

	38.  Number of programs established/supported to increase the capacity of children to participate in decision-making
	
	
	

	39.  Number of individuals trained to leverage resources for OVC NPA activities at the local government, state and national levels
	
	
	

	                      LGA
	
	
	

	                      State
	
	
	

	                      National
	
	
	

	                      Total
	
	
	

	40.  Number of organizations involved in mobilizing resources for OVC program activities at all levels
	
	
	

	41.   Amount of funds mobilized for OVC program activities by source, and intervention area:
	
	
	

	A.  Source          
	
	
	

	                           Government
	
	
	

	                           International Donors
	
	
	

	                           Private Sector                                                      
	
	
	

	                           Faith-based organization
	
	
	

	                           Individuals
	
	
	

	                           Other
	
	
	

	                           All
	
	
	

	B.   Intervention Area
	
	
	

	                           Psychosocial/Spiritual support
	
	
	

	                           Food Security
	
	
	

	                           Educational Assistance
	
	
	

	                           Medical
	
	
	

	                           Clothing
	
	
	

	                           Shelter
	
	
	

	                           Income Generating Activities
	
	
	

	                           Capacity Building – Training
	
	
	

	                           Other
	
	
	

	                           All
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Suggested Activities by Objective – as originally stated

Objective 1: Establish data management for planning at all levels and develop monitoring and Evaluation Framework

· Establish MVC registration outlets in churches, mosques, etc

· Conduct national, state consultative meetings

· Disseminate ratified data management plan

· Monthly data reporting from OVC service providers

· Train service providers on data management 

Objective 2: Increase awareness on OVC issues through advocacy and broadened participation among private and public sector actors

· Support OVC issues-based advocacy networks

· Produce and disseminate advocacy tools

· Train journalist, produce resource media kits

· Train advocates/champions among legislators, etc

· Participatory advocacy strategy development meeting at all levels

Objective 3: Scale up national response by supporting the coping capacities of families and communities

· Provide technical and financial assistance to improve farming practices

· Sensitize communities to health needs of OVC

· Link OVC and caregivers to NAPEP or other economic schemes for support.

· Support community-based cooperatives and investments to expand access to credit facilities by vulnerable HH and OVC

· Train OVC and Vulnerable HH on entrepreneurship

· Provide educational, medical and other psychosocial support to the OVC

Objective 4: Enhance the capacity of OVC, especially adolescents, to participate in the process of meeting their own needs

· Build the capacity of government, civil society on child rights including child participation

· Support child led groups to be able to analyze problems and identify sustainable solutions which they can act upon

· Facilitate the inclusion of children’s groups and networks in local level decision making bodies e.g. School management committees

· Identify and promote global best practice in supporting children with livelihood options which are sustainable whilst attending school

Objective 5: Build capacity of all stakeholders at all levels to plan and coordinate activities; and leverage resources for implementation of MVC activities

· Identify and train all stakeholders on programme management activities

· Advocacy to law makers for an enabling environment for PLWHA

· Advocacy for increased resource allocation to OVC programmes
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	Summary by component
	2004
	2005
	2006
	2007
	2008
	2009
	2010

	Education
	2,998,844
	5,973,699
	54,703,684
	81,023,622
	109,451,409
	141,478,946
	173,198,898

	Health care
	2,935,903
	6,077,554
	34,053,928
	45,516,132
	69,852,608
	91,826,969
	128,606,781

	Psychosocial Support
	0
	0
	10,603,100
	311,300
	4,882,000
	1,727,000
	12,112,000

	Household Level of Care
	8,024,811
	8,313,543
	36,190,808
	81,248,806
	114,004,078
	137,634,015
	171,453,774

	Community support
	787,347
	2,191,188
	3,347,071
	5,420,584
	6,584,665
	7,655,779
	8,434,042

	Organization/M&E
	7,373
	15,789
	7,585,600
	17,800,107
	18,951,792
	14,574,702
	17,663,056

	Total
	14,754,279
	22,571,773
	146,484,190
	231,320,551
	323,726,552
	394,897,411
	511,468,550

	
	
	
	
	
	
	
	

	Summary by strategy
	
	
	
	
	
	
	

	SO1: Policy/Svce Del Environ
	794,720
	2,206,977
	6,765,713
	11,635,039
	9,388,089
	13,714,397
	10,373,303

	SO2: Education
	2,998,844
	5,973,699
	54,703,684
	81,023,622
	109,451,409
	141,478,946
	173,198,898

	SO3: Healthcare
	2,935,903
	6,077,554
	34,053,928
	45,516,132
	69,852,608
	91,826,969
	128,606,781

	SO4: HH Care/Econ Bldg
	8,024,811
	8,313,543
	36,190,808
	82,158,436
	114,913,708
	138,543,645
	172,363,404

	SO5: PSS
	0
	0
	10,603,100
	311,300
	4,882,000
	1,727,000
	12,112,000

	SO6: M&E
	0
	0
	4,166,958
	10,676,022
	15,238,738
	7,606,454
	14,814,165

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Unit Cost per OVC
	
	
	33.07455409
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Appendix 1

SUMMARY OF BUDGET ESTIMATES BY DIFFERENT COMPONENTS AND STRATEGIC OBJECTIVES OF THE PLAN BY YEAR

Appendix 2: Minimum Care Package for OVC 

Education

Holistic scholarships for pre-primary (2 – 5 years olds) 

Registration; Fees; Books; Uniforms (includes school bags and sandals); Exams fees; School meals

$126.93/OVC/year

Holistic scholarships for primary age OVC

Levies, books, uniforms (includes school bags and sandals), exam fees, registration, school meal, 

$96.16 per primary age OVC per year)

Holistic scholarships for secondary age OVC

levies/fees, books, uniforms (includes school bags and sandals), exam fees, school meals, transport 

$300 per secondary age OVC per year

Vocational training – community level: Pay required charges/expenses for the vocational training and/or apprenticeship and provide OVC with necessary allowances  $77 training grant  + $154 Start-up grant per OVC who complete training = $231

$231

Health

1. Basic education and skills for health maintenance for caregivers of OVC and OVC

2. Breast milk substitute for 0-1yrs olds)

3. Water treatment for 0-5 yrs olds 

4. Vitamin A, zinc and iron supplements for Under5 children

5. ARV Treatment & cotrim to HIV-infected children

6. Provide ITN 

7. RH and HIV prevention information and care services

8. Treatment of Opportunistic Infections 

9. Pay user fees for OVC (all ages) 

Approximately $300/OVC

Approximately $1000 per OVC, ART ($703) inclusive) 

Clothing:

Provide at least  2 pairs of clothes to each OVC annually - $23

Provide leather sandals - $16

Provide blankets and beddings - $15

$54

Shelter: 

Provide accommodation for OVC on the street – $10
Support households with OVC to undertake nutrition gardening  - Packages to include leguminous seeds, 2 goats, cattle, maize seeds depending on location and type of farming predominant in location of HH of OVC – $57

Economic Support

Provide business grants to secondary school age out-of-school OVC and OVC caregivers at household level - $445/OVC. + Micro-finanancing = $400/OVC = 

$845

Appendix 3:Budget Footnotes – Nigeria OVC Plan of Action 

Note: Costs are expressed in these footnotes and in the OVC cost model in $US (exchange rate used is $US1 = 130 Nigerian Naira or NGN)

Note: the NPA is a 5-year plan commencing 2006 - 2010

Definition of OVC Population Most in Need:

Target OVC Population Most in Need = estimate of 4,428,909 (2005)

The national definition of OVC in Nigeria is comprised of two parts:

1) “orphans” are children under the age of 18 who have lost one or both parents, irrespective of cause of death (pg. 3, NPA).  There are an estimated 7 million orphans due to all causes in Nigeria (2003 estimate, Children on the Brink 2004).

2) “Vulnerability” as defined through zonal workshops (pgs. 4-5 NPA) 

To calculate OVC most in need, the technical group discussed the number of households with OVC living under the poverty line.  While it is estimated that as much as 70% of the population lives on less than US$1 per day (UNDP, National Planning Commission NEEDS report of 2004), the NLSS (Nigerian Bureau of Statistics in cooperation with World Bank) estimates that 54% of the population is living under the relative and absolute poverty line(s).

The group also deliberated the following weights for single OVC based on the relative level of vulnerability and need (after lengthy discussions that included estimates of these weights zone by zone as shown here):

North Central - .6 maternal orphans and .4 paternal orphans (with many polygamous families)

N East  - .4 maternal and .6 paternal (i.e., family welfare is primarily the man’s responsibility; women don’t work in this zone)

N West - .4 maternal and .6 paternal

S East -
.5 maternal and .5 paternal

S West  - .6 maternal (women more active in the family and frequently care for men at the expense of children) and .4 paternal 

S South
- .6 maternal (most of the women are doing most of the work) and .4 paternal

The weights for single orphans nationally that were used in the OVC cost model were:

.55 – maternal – the technical group decided that particularly with high unemployment rates, women are frequently the de facto heads of households, so their loss somewhat more impacts children

.45 - paternal

.NOTE:  The group decided that because the first draft January 2006 version of the NPA is almost 150 pages long, not all activities will be costed.  Also, because some of the activities are considered “normal business” of government and other stakeholders, no additional cost is attributed to these activities (but they are still to be monitored on behalf of OVC).  The OVC costing TA workshop was essentially a 5-day long priority-setting and major line item costing exercise. 

Strategic Objective 1: Policy and Service Delivery Environment

A) Policy

- Support advocacy to take off children’s issues off the residual list to the concurrent list at federal level so that they become binding at state level.  This will include children’s participation in advocacy through the Children’s Parliament.

· Occurs at level of Parliament, National Human Rights Commission, Federal Ministry of Justice, National Assembly, National Child Rights Implementation Committee, etc.  OVC stakeholders, especially Federal Ministry of Women’s Affairs, need to become involved.

· Organize stakeholders’ meeting to articulate a memo to present from OVC stakeholders to take children’s issues off the residual list to the concurrent list.

Cost:  30 participants (includes legal counsel and children) but only 10 participants will come from outside Abuja:

· 10 participants @ 30,000N for roundtrip flight = 300,000N ($2308)

· Accommodations, M&IE for 10 participants (2 nights) @ 12,000N/night = 240,000N ($1846)

· 2 tea breaks 30 participants @ 750N ea. = 45,000N ($346)

· Lunch for 30 participants @ 1500N ea. = 45,000N ($346)

· Meeting venue (1 day) 50,000N ($385)

Subtotal: $5231 (Year 1 only – 2006)

- Review and lessons learned - Child Rights Act (CRA) is already in place (i.e., passed by Parliament) and provides a broad framework.  The CRA has to be reviewed in terms of responsiveness to OVC.  This will include children’s participation in the review through the Children’s Parliament.  Assessment of barriers to the CRA not being ratified by many states.  Meetings to consult about gaps in CRA and across all policies (National Policy on the Child, National Policy on OVC, Family Development Policy, National Social Welfare Policy) and revise.

- NOTE: Persons from the National Child Rights Implementation Committee will attend the OVC stakeholders meeting (above) so no cost.  Federal Ministry of Women’s Affairs and National Human Rights Commission (NHRC) are responsible for this activity.

-Review existing policies and strategic documents (Education Policy including issues of public pre-primary school, Health Policy, Health Policy, HIV/AIDS Policy, Adolescent Reproductive Health Policy, Social Development Policy, National Policy on Child Labour, NEEDS and to consult with key children at Children’s Parliament about OVC issues).

· 2 consultants to review policies over 30 working days total @ $250 = $15,000

· A major NGO will hold consultation meetings with OVC (at least 1 from each state) to identify OVC needs and to analyze the needs against the policies (the synthesis from this meeting will become one of the inputs for the 2 consultants). $20,000

Subtotal: $35,000 (Year 1 only – 2006)

- Mainstream OVC issues into development of CRA implementation plan at state level – no cost – work in collaboration with Child Rights Implementation Committee at all levels.  Federal Ministry of Women Affairs is responsible along with the NHRC.

- Develop sector-specific guidelines for OVC for integration/coordination of OVC issues


- hold two 3 day (4 nights) meetings among 35 participants from line ministries and other agencies to develop draft and then finalize the draft OVC guidelines

10 participants @40,000N (flight) = 400,000N ($3100)

15 participants @6000N (by road) = 90,000N ($692)

25 participants @12,000N (M&IE) x 4 nights = 1,200,000N($9230)

35 participants @ 1500N (x 3 lunches) = 157,500N  ($1212)

35 participants @ 500N x 6 tea breaks = 105,000N ($808)

$15,042  (Year 1 only – 2006)

+ print 5000 copies @ 250N ea. = 1,250,000N ($9615)

Sub-total: $25,000 – Year 1 only (2006)

- Develop standards of practice for OVC – 

- hold two 3 day (4 nights) meetings among 35 participants including OVC to develop draft and then finalize the draft guidelines

10 participants @40,000N (flight) = 400,000N ($3100)

15 participants @6000N (by road) = 90,000N ($692)

25 participants @12,000N (MI&E) x 4 nights = 1,200,000N($9230)

35 participants @ 1500N (x 3 lunches) = 157,500N  ($1212)

35 participants @ 500N x 6 tea breaks = 105,000N ($808)

$15,042  (Year 1 only – 2006)

+ print 10,000 copies @ 250N ea. = 2,500,000N ($19,230)

Sub-total: $34,300  Year 1 only - 2006

- Review the CRA document, 2003 to identify gaps on behalf of OVC

1 consultant (special rapporteur of the child) review policies over 15 working days total @ $250 = $3750 Year 1 only - 2006

Total Cost of Policy (2006 only ) = $103,281

B) Service Delivery Environment

Administration, coordination, etc. – includes:

Cost: See OVC cost model (Excel spreadsheet) – this is set at less than 1% of total program costs

Computers, ICT materials for Federal Ministry of Women Affairs at all level

Coordination of government and civil society partners at state, LGA, and community levels

Undertake advocacy and Social Mobilization - Advocacy costs 

I. Advocacy at top level functionaries, state speaker of the house, governor, SACA, etc.  

a) Start with the Awareness and Advocacy Technical Working Group of the National OVC Stakeholders Forum who visit the National Assembly, Ministry of Agriculture, Health, Education, Information, Youth & Development and other relevant ministries (national level), 

b) then move to SACA (coordinated by state Federal Ministry of Women’s Affairs) to visit the governor (chair of SACA) and members of the state house and state legislators (state level), 

2005 -2006 – initial sensitization on issues of OVC by Honorable Minister of Women Affairs – no cost  

2006 Permanent Secretary of FMWA (Federal Ministry of Women Affairs) leads the Awareness and Advocacy Technical Working Group to achieve advocacy at federal and state level (cost of travel @ 30,000N/person and MI&E @ 15,000N/person)

10 people x 45,000N ea. = 450,000N ($3500) x 2 day visits x 36 states = $252,000 

2007 – $252,000 – follow up with newly elected governors

2008 – $125,000
2009 – no cost because concentration is now at state level

2010 –

II. Technical advocacy training for federal and state Federal Ministry of Women Affairs and OVC desk officers of line ministries at state level  (occurs 2 years)

2006 – 6,000,000N (5 days for 60 participants) + 2 consultants @ 15,000N/day x 15 days (450,000N) = 6,450,000N ($50,000)  (Note that this could be 2 or 3 events)

Outputs of the training are: development of overarching advocacy plans for OVC within each ministry or sector, and dissemination of OVC advocacy materials.

2007 – ministry cascades training down their structure at no cost

2008 –

2009 –

2010 –

III. State level dissemination of OVC advocacy materials to CBOs (these key CBOs are already working on OVC issues and are part of the network who will implement the advocacy visits at community level – see below).  This might look like coordination meetings so that advocacy plans are reaching civil society – this is included in the Administration/Coordination budget line.

IV. Launch advocacy campaign 

· Develop advocacy plan for the national response to OVC.

Responsibility of state Ministry of Women Affairs in collaboration with state committees on OVC. (no cost – contained in “Coordination” line of budget)

· Develop advocacy materials along thematic areas, e.g., enrollment in primary school, girl child rights, inheritance, increased access to services by OVC

People are brought together to design, pre-test materials, update/revise, and finalize -  requires communication experts – output is an advocacy kit ( “action points” for OVC has already been developed in message guides)

2006 – $50,000 for message guide + 4,000,000N ($35,000) to pre-test + $100,000 (approx.)

2007 – $150,000 for finalization/production and distribution (approx.)

2008 – $50,000 for distribution at state level (and then distribution to local level)

2009 –

2010 –

· Jingle development (through government this is aired for free)

Cost: production only – work with someone within the radio station in a region for production and pre-testing (producers translate into pidgin language, Yoruba language, etc.) – 65,000N($500) for English x 7 languages =  $3500 x 5 jingles (for different target audiences) = $17,500

2006 - $17,500 (requires about 3 months to develop)

2007 - $17,500 (to cascade to other languages)

2008 – $8,500

2009 – no cost

2010 – no cost

· Phone in programs

· Mass media campaign – TV, radio talk shows, meeting with electronic and print media executives

2006 – 0

2007 – to develop mass media materials for radio soap opera about OVC + broadcast and air time (35 minutes, 3 times a week on state radio programs – the scripts can be modified for different parts of the country) $42,000 per state for 52 week “radio magazine” x 37 states =  $1,554,000

to develop a TV program (studio use, production, airing – the scripts can be modified for different parts of the country) = $2,000,000
(try to use NTS – national TV)

2008- repeat radio magazine = $15,400 (airing costs only)

TV program (airing only) = $23,000
2009 – revise “radio magazine” with new OVC concepts = $1,800,000

Revise TV program (possibly) = $2,000,000
2010 – repeat radio magazine = $20,000 (airing costs only)

TV program (airing only) = $23,000
· Drama,

· Theater for development – give grants for theater for development specifically for community mobilization (NGOs, CBOs, universities, and other private theater companies can apply for these grants)– proposals will detail the approach and work plan for performing drama at community level and to facilitate discussions about OVC issues   @ $50,000 per grant = 

2006 –6 states (pilot) x $50,000 per state = $300,000

2007 – 10 states x $50,000 per state = $500,000

2008 – 21 states x $50,000 per state = $1,050,000

2009 – 37 states x $30,000 per state = $1,110,000

2010 – 37 states x $20,000 per state = $740,000

· Town criers to call together community rallies - no cost

· Community-based advocacy visits to local government chairmen, community leaders, religious leaders, opinion leaders, youth, women, caregivers, to mobilize the community about child rights, including right to school (increase primary school enrollment), to ensure inheritance rights, etc. (Cost is included in the grants for NGOs and CBOs and FBOs under Psychosocial and Health, etc.)

Nationally representative survey on the situation of OVC and establish OVC database (Moved to M&E Component)

2006 – Cost: a) 6 months 120,000,000N ($923,100) to develop and conduct situational analysis (NpopC and/or Society for Family Health could implement)

 b)  $257,260 for OVC database at community level for 12 states (plus FCT) to begin with (will be funded by the Global Fund, SFH is the PR and sub-recipient is Federal Women Affairs)


- Human Resources


- Training


- Consultancy costs to set up the database


- Production & dissemination costs for database reports


Total for 2006 = $1,180,260
2007 - $143,280 for OVC database expansion to 6 additional states

2008 - $ 143,280 for OVC database expansion to additional 6 states

2009 - $143,280 for OVC database expansion to additional 6 states

2010 - $923,000 for repeat of survey + $155,280 for OVC database to scale up to 6 states = $1,078,280
Strengthen the Social Welfare Departments to be more responsive in OVC response at local government level

Child social services is a responsibility of Federal Ministry of Women’s Affairs in some states – in other states, social welfare workers are with Ministry of Youth and Sports.  At the LGA level, most social welfare workers are part of Federal Ministry of Women’s Affairs and are also responsible for fostering/adoption.

FMWA at state level will oversee social welfare workers at LGA level.  Min of Federal Women’s Affairs will provide organograms down to state level.

Cost for training 20 social welfare workers from LGA x 5 days (6 nights) at state level.

· training cost: 2 trainers + 20 SWWs = 22 people

· transport (2 x flights @ 30,000N) = 60,000 N + 20 x road travel @ 2,000N = 40,000N) = 100,000N ($770)

· daily rate – 7000N x 6 nights x 22 participants = 924,000N ($7110)

· lunch/tea – 500N x 5 days x 25 participants = 62,500N ($481)

· venue – 20,000 x 5 = 100,000N ($770)

· flipcharts and materials – 20,000N ($155)

· honoraria for trainers @ 10,000N x 2 trainers x 5 days = 100,000N ($770)

Subtotal: $10,100/ state x 37 states = $372,100

Computers – cost $2000/computer & software package x 774 LGAs = $1,548,000 (divided over 2 years = $774,000 per year) (Computer literacy is included in M&E).

2007 - $372,100 (early 2007)

2008 – $774,000

2009 - $774,000

2010 - 

Resource Mobilization

Includes government, LGAs, donors, and private sector.

Cost of printing and disseminating OVC NPA


5000 copies x 250N/copy (for 60 pages) = 1,250,000N ($9615) – Year 1 – 2006 only

Launch the OVC NPA – costs are included in the Administration/Coordination budget line.

Development of implementation plan and printing/dissemination.


1 meeting of 40 members of the Expanded Taskforce x 5 days

· transport (15 x flights @ 30,000N) = 450,000N + 30 x road travel @ 6,000N = 180,000N) = 630,000N ($5000)

· daily rate – 8000N x 4 nights x 35 participants = 1,120,000N ($8615)

· lunch/tea – 1700N x 3 days x 45 participants = 229,500N ($1800)

· venue – 50,000 x 3 = 150,000N ($1200)

· flipcharts and materials, including copies of NPA – 40,000N ($300)

Total: $17,000  (2006 only)
Resource mobilization among international donor agencies – no cost – pledging meeting among international donors occurs at FMWA or UNICEF offices – create PowerPoint presentation of NPA and budget **

Resource mobilization among potential corporate donors – through the Nigerian Business Coalition Against AIDS NIBUCAA (through NACA/ Expanded Theme Group on HIV/AIDS to convene the meeting) – no cost – included in Administration/Coordination budget line

Resource mobilization at LGA to tap local businesses and private individual donations – through LACAs and OVC Committees to obtain resources for their own functioning at community level – no cost – mainstream tactics for resource mobilization into trainings that reach OVC Committees

**Oversight/monitoring that resource mobilization is really occurring at community level will be part of the M&E plan.

Increase Birth Registration on behalf of OVC (Component of M&E)

Ongoing activity of NPopC – but this is a particular problem in rural and hard-to-reach areas to reach OVC

Forms are not at grassroots level and there is not enough manpower to cover all communities – train people at local/community level (especially FBOs) to be able to complete birth registration forms.

It is known that more than 60% of births in Nigeria are not at hospitals; therefore it is important to sensitize the traditional birth attendants (TBAs) to be able to obtain birth certificates for newborns they deliver or are aware of (from the National Population Commissions – NpopC)

The technical group discussed the possibility of CBOs and FBOs with support groups for PLHA reaching out to educate TBAs to improve issuance of birth certificates, particularly to marginalized OVC.  The group struggled with identifying which community contact people would best work with NPopC to identify the most disadvantaged OVC.  The “community contact people” might variously come from Primary Healthcare Development Committees, Community Development Committees that have OVC sub-committees (that include community leaders), TBAs, teachers at the community level, and/or traditional healers.

It was agreed that the NPopC will conduct the training of “community contact people” to increase birth certification/registration among the disadvantaged (and the NPopC is conducting a census in March (with EU funding)).

This assumes a ½ day training only at community level - Costs – Year 1 (2006):

· ½ of the states that have the most disadvantaged communities (18 states) – inform 3 LGAs per state and 20 communities per LGA

· 1 NPopC trainers x 3000N + [40 CDC people x 1500N (for travel and lunch) = 60,000N] = total of 63,000N per LGA ($462)

Total for Year 1 2006 (pilot in 18 states) = $462 x 3 LGAs per state x 18 states = $25,000

2007 – 19 states - $26,300


     2008 – no cost – M&E plan will cover


     2009 –

                2010 -


Strategic Objective 2: Education

Combined – Identify pre-school, primary school, and secondary school age OVC by community ward, LGA, State, and Federal levels.

· Each community will require about 4 community workers + 1 lead resource person to accomplish community-wide identification (and assess whether they have birth certificates or not):

· Costs:

· lead resource person  = 7000N x 5 days = 35,000N

· travel = 2000N

· overnight (@5000N) x 5 nights = 25,000N

· daily rate (@500N) x 5 days = 10,000N

· refreshments (@2000 x 5) =  10,000N

· develop identification survey and conduct children’s peer consultations = 10,000N

Total: 92,000N / 100 OVC in general identified per community = 920N (or $7.08 unit cost/ OVC identified)

· Coverage:

· in Gombe state, 400 OVC were identified in 1 LGA x 774 LGAs nationwide = 300,000 OVC 

Holistic scholarships for pre-primary (2 – 5 years olds) 

· Note:  The group used the 0-5 age group, recognizing that infants do not attend pre-primary school
· Unit Costs per pre-primary OVC: 
· Fees – 6000N
· Books – 3000N
· Uniforms (includes school bags and sandals) – 2000N
· Exams – 500N
· Registration – 1500N
· School meals – 4000N (20N per OVC per day x 200 days of school)
Total; 16,500N = $126.93/OVC/year
Holistic scholarships for primary age OVC

· Unit cost per OVC per year:

· levies – 1000N

· books – 2000N

· uniforms (includes school bags and sandals) – 3000N

· exam fees – 1000N

· registration – 500N

· school meal – 4000N (20N per day x 200 days of school)

· transport – 0

Total: 12,500N (or $96.16 per primary age OVC per year)

Holistic scholarships for secondary age OVC

· Unit cost per secondary age OVC per year:

· levies/fees – 12,000N

· books – 5000N

· uniforms (includes school bags and sandals) – 4000N

· exam fees – 1000N

· school meals – 4000N

· transport – 10,000N (50N/day x 200 days of school)

Total: 39,000N (or $300 per secondary age OVC per year)

Vocational training – community level: Pay required charges/expenses for the vocational training and/or apprenticeship and provide OVC with necessary allowances

· Costs:

· fees – 4000N

· equipment/tools for training classes – 5000N

Total: 10,000N (or $77 per OVC trained)

· Coverage goals: note that a different group of OVC (who are of secondary school age but are not attending school) are targeted for each of the coverage goals over the 5 years period of the NPA

Provide start up capital for those OVC participating in vocational training 

· Costs:

· start up capital (see grants) – 10,000N

· equipment (for graduates of vocational training who need some equipment to begin their own business) – 10,000N

Total: 20,000N (or $154 per OVC who completed vocational training per year)

Training of vocational trainers in order to sensitize them to OVC issues and in basic psychosocial care/support.

· Assumptions: The training will be a total of 2 days but will be delivered by NGO trainers at 2 hours increments within monthly scheduled trade association meetings (to vocational trainers at these meetings) – it will require about 8 monthly meetings to complete the 2 day course with no cost

· Cost of training the NGO trainers – assumption is that NGO trainers will be chosen for their previous training skills, but may require additional training in psychosocial issues specific for OVC.

· pay the master (NGO) trainer to: a) develop or modify existing psychosocial curricula and participants’ materials so that they are appropriate for vocational trainers – produce approx. 15 pages of curriculum and P’s materials – 600,000N; b) translate these materials into at least 4 languages – 4000N; c) pre-test the materials – 200,000N; d) pay each NGO trainer to conduct the training = Subtotal of 804,000N (or $6185)

· training cost: 1 NGO trainer per NGO – 2 NGOs per state (x 37 trainers) = 74 NGO trainers

· transport (20 x flights @ 30,000N) = 600,000 N + 54 x road travel @ 5,000N = 270,000N)

· daily rate – 7000 x 5 nights x 74 participants = 2,590,000N

· lunch/tea – 500 x 4 days x 74 participants = 444,000N

· venue – 20,000 x 4 = 80,000N

· flipcharts – 20,000N

Sub-total = 3,984,000N (or $30,646)

Total = $30,646 + $6185 = $36,831

· Cost of the NGO trainers conducting training among vocational trade association meetings

- 3 meetings x 10 associations (mechanics, carpenters, tailors, volcanizers, hair dressers for women, hair dressers for men, welders, cobblers, computers, others) = 30 meetings/state (2 hours per meeting) = 8 days of work total (@10,000N honorarium per day) x 2 trainers = 160,000N per state x 37 states = 5,920,000 N (or $45,540)

Total is $82,371 – year 1 (2006)

Year 2 – some artisans do not belong to trade associations – bring pool of CBOs and FBOs together to train at LGAs areas – 2 CBOs per LGA x 774 LGAs = 1548 CBO participants

· 2 days training (3 nights @7000N x 1548 participants + 74 trainers) = 34,062,000 N ($262,015)

· Trainers/state (2 trainers / state = 74 trainers x 10,000N/day honoraria x 2 days x 2 cycles = 2,960,000N (or $22,770)

· Transport (2000N x 1548 participants = 3,096,000N (or $23,815)

· Venue (2 venues per state = 74 venues) = 5000N x 2 days x 74 venues = 740,000N (or $5692)

· materials @ 150N x 1622 = 243,300N (or $1872)

Total for Year 2 = $316,164

Year 3,4,5 – to keep activities going at all levels including CBOs to support behavior change among artisans @ $100,000 per year

Sensitization of teachers at all levels in psychosocial issues for OVC – this will be mainstreamed into ongoing teachers training at zonal level

300 teachers at all levels, including guidance and counseling (G&C) teachers, per zone x 6 zones

6 zones – NPHCD meetings are already ongoing – 1 day meetings

300 participants (approximately 43 per state x 7 states and includes staff from headquarters) per zonal sensitization workshop

Transport – no cost because buying into ongoing meeting

Accommodation, food, MI&E – 24,000N x 300 = 7,200,000N ($55,385) per zonal meeting x 6 zones = $332,310

2006 – manuals being developed - 0

2007 – $332,310

2008 - 0

2009 – $332,310

2010 - 0

Strategic Objective 3: Health Care

 Pay user fees for OVC where other programs do not cover their health expenses.

The technical group acknowledged that the National Health Insurance Scheme is beginning in some areas.  This scheme does not make specific provisions for OVC however.

Key health services:

· management of common childhood illness (malaria, acute respiratory infections, diarrhea) – 2500N ($20)

· hospital consultation fees – 250N ($2)

· RH/STI screening – 1000N ($8)

· Surgery fee – 5000N ($38)

Average unit cost: $30 per OVC per year

Support vulnerable households with OVC with payment of health insurance

The assumption is that the NHIS will scale up health insurance coverage but is not reaching community level at this point.

The technical group agreed to allow the NHIS scale up through 2010 – if the health insurance coverage is not reaching community level at that point, it will be included in the next plan.

Develop/adapt health training manual (6 modules) 

6 modules would include: growth monitoring, infant nutrition and nutritional support, good hygiene, reproductive health and sexuality, safe water and sanitation, integrated management of childhood illnesses (IMCI), community-oriented integrated management of childhood illnesses (C-IMCI))

Existing manual (Community IMCI Manual, other family health care and primary health care manuals)


Cost: 2 consultants x 40 working days @$250/day =$20,000



Travel – 4 RT flights  x 2 people x 52,000N (per flight) = 416,000N ($3200)



Technical review meeting = $9000



Printing 50,000 copies of training manual and materials = $385,000



Total  - Year 1 (2006) = $417,200



Year 2 – no cost



Year 3 (2008) - $385,000



Year 4 – no cost



Year 5 (2010) - $385,000

Training of trainers (TOT) among NGOs to replicate to OVC Committee members 

TOT will be conducted at the state level.  Subjects will include: community-oriented health issues, child health monitoring, infant feeding/child nutrition, birth registration & referral, immunization, coping with disabling conditions, etc.

State level TOT (2 trainers and 20 participants from OVC Committees) = $15,000

SACA and LACA will have a role in identifying those OVC Committees that participate in the TOTs

2006 –provide 1 TOT at state level (20 participants from NGOs, CBOs, FBOs) = $15,000 /state x 18 states = $270,000  + they are expected to replicate training at LGA level among the OVC Committees (see grants below)

2007 –provide 1 TOT at state level (20 participants from NGOs, CBOs, FBOs) = $15,000  per state x 17 states = $255,000
2008 – see below

2009 – see below

2010 -  see below

Grants are provided for the NGO/CBO/FBO trainers to use the training manuals and replicate the health training among OVC Committees.

Assuming 20 NGO trainers for each state, grants of $200,000 (or $10,000 x 20) x 37 states will be provided on a competitive basis in response to RFPs = $7,400,000 (see that this is divided over 3 years) 

 **NOTE: that the $10,000 grants to NGOs will also:

· require NGO/CBO/FBO trainers to replicate 1 or 2 modules for support groups and account for program outputs and finances.

· also include linking OVC to needed health services and identification of disabled OVC for referral to secondary and tertiary care.

· the technical group added an element that these NGO grants also provide direct training to OVC and OVC caregivers on health modules, particularly self-care for common childhood illnesses  

· also include direct training and mentoring of OVC in peer education in health and psychosocial issues 

· provide mentoring and peer education/counseling to peer educators in health  

· include training in tactics for resource mobilization at community level 

Cost for Year 2 (2007) - $1,850,000 + $255,000 = $2,105,000
Cost for Year 3 (2008) - $1,850,000
Cost for Year 4 (2009) - $1,850,000
Cost for Year 5 (2010) - $1,850,000

Promote information and sensitization for support groups

Training subjects: child protection and child health monitoring

Use 1 or 2 modules from the health training manual – no additional cost

Cost of training is included in the activity above.

Increase access of OVC to health services

Advocate through social mobilization to increase demand, provide outreach activities from a health post or LGA facility, and establish a linkage between communities and NGOs.  This will be achieved through the above grants – and administered through a grants committee.

Produce OVC-related IEC education and communication materials (posters, leaflets).

Costs:

· review and adapt available child-related materials so that they address OVC issues as well – growth monitoring, nutritional management, ITN, infant feeding and child nutrition, common childhood illnesses

· 4 zonal meetings (SW, SE, North, Middle Belt) with consultant to facilitate adaptation of materials

· Translation into 10 local languages 

· Distribution through civil society groups (support groups, OVC Committees, etc.)

· Cost is $10 for development, field testing, and production, translation of IEC materials (source: Global Fund proposal) – the technical group will rely on Ministry of Information also to translate materials into languages appropriately

Amount of posters/leaflets per year:

2006 – 1,000,000 IEC copies (each state receives 27,000) @ $10 ea. = $10,000,000

2007 – 0

2008 – 500,000 copies (each state receives 13,500) @ $5 ea. = $2,500,000

2009 – 0

2010 – 1,000,000 copies @ $10 (for revisions, re-adaptations) = $10,000,000

Provide ITN free to OVC

Unit cost: 1500N per ITN ($12) – length of life of ITN is approximately 5 years before replacement

Target OVC 0-5 years old

Already distributed through distribution outlet at community level – since this is already paid for by Global Fund, there is no additional cost 

 Hold sensitization workshops for Primary Health care coordinators (at LGA level)  for social mobilization on OVC issues at community level

The PHC coordinators will then work with the PHC staff and CD (community development) workers at local level.  The goal is to align them with and prioritize OVC issues and to begin to plan programs that mainstream PHC into other OVC activities.  Some of the PHC staff might become OVC focal staff.  This will be coordinated with the Ministry of Local Government.  The National Primary Health Care Development (NPHCD) office usually has zonal meetings with their PHC staff.  There is also a need to strengthen LACAs so that they are linked into OVC activities.

This activity is also key to increasing OVC access to services.

1) Cost of OVC sensitization workshop for PHC coordinators at zonal level (with NPHCD):

6 zones – NPHCD meetings are already ongoing – 1 day meetings

200 participants (approximately 20 per state x 7 states and includes staff from headquarters) per zonal sensitization workshop

Transport – no cost because buying into ongoing meeting

Accommodation, food, M&IE – 12,000N x 200 = 2,400,000N ($18,462) per zonal meeting x 6 zones = $110,770

2006 - $110,770

2007 – 0

2008 - $110,770

2009 – 0

2010 - $110,770

2) Cost of OVC sensitization workshops for LACAs and social workers and community members at LGA level – not costed because is included in systems-wide coordination in SO1 (service delivery)

Training peer counselors at already-established VCT centers at community level.

The goals are to: 

· improve child-friendly quality services, particularly including issues of OVC children and youth at community level

· improve sensitivity to OVC with disabilities that they are included in services and support

· subjects include: health issues for OVC, HIV/AIDS Counseling and Testing (HCTS) counseling, 

The Global Fund/PEPFAR/others is providing support for expansion of number of VCT centers nationwide.  

As part of NGO grants, they will provide ongoing mentoring to peer educators.

Strengthen referrals of HIV-infected mothers to ARV, TB services, and other needed treatment services.

Use existing support networks such as NEPWHAN (Network of People Living with HIV and AIDS in Nigeria) and other support groups.

No cost

Provide direct health care services to OVC.

Health care includes: vitamins, treatment of opportunistic infections, and breast milk substitute (BMS), water treatment (e.g., Water Guard)

The technical group recognized that OVC are already included in the comprehensive PMTCT, ARV, and other programs.   However, the group felt strongly that the strategy retain its focus on direct services to OVC, and if other current programs run out of resources, this strategy wants to assure that there are sufficient funds for OVC.

Unit cost per OVC per year:

· vitamins (A, Zinc, iron) 1300N ($10)

· treatment of OI’s (oral thrush, worm infestation, diarrhea, respiratory tract infections, skin infections) average is 8000N ($62) 

· BMS – 1000N x 80 tins per year  = 80,000N  ($615) – for ages 0 – 1 years olds, maternal orphans only

· Water treatment – 50N/unit x 12 per year = 600N ($5) – for ages 0 – 5 years old

· Pediatric ARV + cotrimoxazole (PCP prophylaxis) – 0-5 years old = $1.8/day x 365 + 6000N for cotrim or $46 = $703; above 5 years old = $.82/day (adult formulation) x 365 + $46 for cotrim = $346

Coverage:

Note that for purposes of treatment for HIV/AIDS, it is estimated that approximately 500,000 children are living with HIV/AIDS; therefore, 500,000/ OVC most in need of 4,428,909 = 11% of our OVC is HIV-infected

For BMS – 0-1 years old OVC x .11 (rate of HIV infection) 

For water treatment – 0-5 years old

All other testing is conducted by government health services at no cost.

Provide home-based care kits to OVC and OVC caregivers.

Contents of home-based care kit:

· soap

· bag

· gloves

· hand towel

· disinfectant

· bleach

· analgesics

· scissors

· water treatment

· plasters and cotton wool

· mentholated spirit

· forceps

· iodine

· plastic apron

· MacIntosh

· Vaseline

· Balm

· Gentian violet (GV)

· Gauze

· Hot Water bottle

· thermometer

Unit cost for standard NEPWHAN and CACA (Catholic Action Committee on AIDS) home-based care kit = 10,000N ($77 per kit)

Strategic Objective 4: Household Level Care and Economic Strengthening

 Renovate child-headed households

The technical group estimated number of CHH households as follows:

There are 126M population.  According to DHS, there are an average of 5 family members per household.  Therefore, 126M / 5 = 25M households in Nigeria.  It is reported that 0.3% of all households are CHHs.  Therefore, 25M households x .003 = 75,000 CHHs.

a) Rennovate CHHs shelters – provide thatch, poles, sticks, tin roofs, cement for patching, wooden planks, and latrines – as needed) – 250,000N ($1923) per renovation

b) Provide CHHs with household equipment and utensils – 10,000N ($77) per CHH

Total for renovation of each CHH is $2000

Year 1 – 2006 – 0

Year 2 – 2007 – reach .05% of CHHs = 3750CHHs x $2000 = $7,500,000

Year 3 – 2008 - $7,500,000

Year 4 – 2009 - $7,500,000

Year 5 – 2010 - $7,500,000

Food supplements for households with OVC most in need

There are 4,428,909 OVC most in need in Nigeria – and 1.7 OVC per household (according to the MICS and DHS surveys).  Therefore, there are 2,605,000 households with OVC most in need.

Provide the following food supplements (beans – 1 bag; rice – 1 bag; powdered milk – 1 bag; palm oil – 1 tin or 20L) @ 25,000N ($200) for a one year supplement only

Year 1 – 2006 – about 1% of households with OVC or 26,000 HHs are currently reached (x$200) = $5,200,000

Year 2 – 2007 – pilot test scale up of supplementary food provision to 3% or 78,150 HHs (x$200) = $15,600,000  (Note: these households are new households with OVC, not the same as year 1)

Year 3 – 2008 – 5% of HHs or 130,250HHs (x$200) = $26,100,000 (Note: these households are new households with OVC, not the same as in years 1 or 2 – and the same for all remaining years)

Year 4 –2009 - a new 5% of HHs with OVC = $26,100,000

Year 5 – 2010 – a new 3% of HHs with OVC = $15,600,000

Support households with OVC to undertake nutrition gardening 

 Packages will include: leguminous seeds (1000N), 2 goats (12,000N), cattle (30,000N), maize seeds (3000N)

Average unit cost (not all elements of the package will be provided to all beneficiaries) – 

· 15,000N ($115) per household (so divide by 1.7 OVC per household) = $57

Note: Coverage goals stated in the Excel spreadsheet are expressed as number of OVC (though the service delivery is to the household level).  For example, 11,350 households receiving nutrition gardening packages is expressed as 22,748 OVC.

Provision of clothes to OVC most in need

Unit cost is 3000N ($23) for 2 pairs of clothes (village standard) 

Coverage goals start at 1% and scale up to 10% due to large number of OVC most in need.

Provision of shoes to OVC most in need 

Unit cost is 2000N ($16) for leather sandals

Coverage goals start at 1% (2006) to 10% (in 2010) – the technical group recognized that as children grow, the same OVC may actually require more than one pair of shoes over time also.

Blankets & bedding to HHs with OVC

Unit cost: blanket – 1000N


      Bedding – 1000N
2000N ($15)

Coverage:

(Even though distribution is to household level, each OVC will receive the blanket and bedding)

2006 – pilot of the distribution system to .003%

2007 – 2010  each year distribute to 1% (so that by the end of 5 years you reach 5% of OVC)

Facilitate linking OVC with family and foster homes

**Note: Cost of training and coordinating law enforcement, orphanage staff, social workers, and social development workers together is included in SO1 C.3.1.

OVC in need of this service are: street children, internally displaced children, urban area boys, other children who need to be linked to families, including those disabled OVC who may have been abandoned.

The concept is that linkage needs to occur between law enforcement/police and orphanages and then from orphanages to identify families for reunion of OVC.

Social workers interface with orphanages – the problem is that some social workers are within the Federal Ministry of Social Affairs and other social development workers are within the Ministry of Youth, Sport, and Social ?

Setting up community “Watch dogs” Child Protection Networks to monitor children in foster homes.

The only cost is the cost of holding 4 meetings a year at the state level to: consult, identify problems at community level, set goals, develop and compare monitoring tools and results, measure progress towards achievement of benchmarks. 60 network people will come to each state training.


Unit cost of 1 meeting: 

· travel @ 10,000N x 60 = 60,000N

· venue = 10,000N

· accommodations, food, M&IE = 12,000N x 60 = 720,000N

· material = 150N x 60 = 9000N

· meeting facilitation – no cost – will be conducted by Federal Ministry of Women’s Affairs

Unit total = 799,000N ($6146) x 4 times a year x 37 states = $909,630

Year 1 (2006) – 0

Year 2 (2007) - $909,630 (formation of networks)

Year 3 (2008) - $909,630

Year 4 (2009) - $909,630

Year 5 (2010) - $909,630

Provide business grants to secondary school age out-of-school OVC and OVC caregivers at household level

Types of IGA considered: making cream, soap making, bakery/catering, farm improvement, bee keeping, fish farming, carpentry, tailoring, food preservation, knitting, cassava grating, peanut oil or palm oil processing, shoe making, bead making

Costs:

- grant amount: costs of the different IGAs range from about 5000N at the low end of the range to 550,000N or more at the upper end of the range.  Therefore, the technical group decided that 50,000N ($382) business grants will be given to individuals but with strong encouragement (or requirements) to pool money and form cooperatives around IGAs to increase repayment of loans and strength of organization.

- 1 consultant trainer is needed for each IGA subject area at community level (preferably from women’s development units or NGO staff) to train skills – 100,000N/trainer/week-long training – this will reach approx. 60 OVC or OVC caregiver trainees.  Therefore the unit cost per OVC is 100,000N/ 60 = 1666N ($13).

- transport is 1000N x 60 OVC trainees = 60,000N

- accommodations, food, and MI&E is 5000N x 60 OVC trainees = 300,000N

- materials are 5000N x 60 OVC trainees = 30,000N – therefore, these 3 combined costs are 390,000 (or $3000) / 60 trainees = $50 per OVC trainee

Unit cost for 1 OVC or OVC caregiver trainee per year = $382 + $13 + $50 = $445.

Coverage goals build from 1% to 12% of OVC and OVC caregivers most in need by 2010.

Provide microfinance to OVC and OVC caregivers at LGA level.

The types of microfinance projects include small retail businesses like: stationery stores, fruit stalls, clothing shops, other consumable shops/stalls

Costs:

· as with the activity above, loans/credit of 50,000N ($385) per OVC or OVC caregiver are provided with the requirement that they form peer cooperatives

· a 1 day training in business management is also provided to support organization and also establishment of reasonable savings schemes among cooperatives – the cost is 50,000N / 30 OVC or OVC caregiver trainees (those borrowing through microfinance) = 1666N ($13) per OVC trainee

Total unit cost per OVC or OVC caregiver = $385 + $13 = $400

Coverage – similar to the activity above, the coverage goal starts at 1% and builds to 12% of OVC and OVC caregivers by 2010.

NOTE:  There are various activities (including vocational training, business grants, microfinance) that target secondary school age OVC who are out of school.  These youth-age OVC will receive one of the services – not all of them are meant to be provided to the same youth-age OVC.

Strategic Objective 5: Psychosocial Support (PSS)

Develop, produce, distribute PSS curriculum, manual and materials (Note: that these PSS materials include memory books, etc.)

1) Analysis of best psychosocial support practices (in Nigeria, in Africa) in order to inform curriculum development

Cost (Year 1, 2006 only): 

· [1 external consultant @$350/day x 40 days] + [1 local consultant @$250/day x 40 days] = $24,000

· Flight for international consultant = $2500 (round trip)

· Local travel for site visits – 10 trips @ 100,000N/trip x 2 consultants = 2,000,000N (or $15,385)

Sub-total = $42,000
2) Curriculum and Manual Development (approximately 6 modules – child participation, child protection, life building skills, negotiation, leadership, loss and grief)

Cost (Year 1, 2006 only):

· to develop draft – [1 international consultant @ $350/day x 120 working days (6 mos.)]  + [2 local consultants @$250/day x 120 working days] = $102,000

· flight for international consultant (roundtrip) - $2500

Subtotal to develop draft = $104,500
· technical review of draft curriculum – 3 days – 20 participants plus the 3 consultants who produced the draft – assume 10 participants fly @52,000N ea. = 520,000N ($4000) + assume 10 participants travel by road @ 10,000N ea. = 120,000N ($923) + [23 participants x 3 days x 7000N ea. For accommodations =  483,000N ($3715) + [23 participants x 3 days x 2000N for food = 138,000N ($1062) =  1,261,000N (or $9700).

Subtotal to achieve technical review of draft = $9700
3) Pilot draft curriculum at 6 locations (community level) – 2 trainers and 1 of the original writers are involved


- 3 persons @52,000 ea. X 3 locations = 468,000N


- 3 persons @10,000ez. X 3 locations = 108,000N


- 20 participants/ pilot x 1000N (food only) x 2 days x 6 locations = 240,000N


- 20 participants/ pilot x 500N (travel) x 2 days x 6 locations = 120,000N


Subtotal for pilots = 936,000N ($7200)

4) finalize curriculum and manual based on technical review and pilot results (same costs as for 2.) 


Subtotal for finalizing curriculum and manual = $9700

5) Print curricula (PSS manuals, approximately 60 pages ea.)


- Year 1 (2006): 1000N per curriculum and manual x 50,000 copies = 50,000,000N ($385,000)


- Year 3 (2008) - $385,000

- Year 5 (2010) - $385,000

6) Train core master trainers – 5 days training at national level involving the 2 local consultant curriculum writers and 20 master trainers 

Year 1 (2006) only costs:

· 10 master trainers fly (@52,000N ea.) = 520,000N 

· 10 master trainers travel by road (@10,000N ea.) = 120,000N

· 22 people x 7000N (accommodations) x 6 nights = 924,000N

· 22 people x 2000N (food) x 6 = 264,000N

· 2 consultants x 10,000N (honoraria) x 5 days = 100,000N

· 22 people x 300N (materials) = 6600N

· Venue – 30,000N x 5 days = 150,000N

· 20 master trainers x 3000N (M&IE) x 6 = 360,000N

Subtotal for training master trainers = 2,508,600N ($20,000)

7) Conduct 5 days TOTs for trainers at community level (including people who already have basic training skills from CBOs, NGOs, FBOs, and some OVC youth identified from the Children’s Parliament) – 2 trainers + 20 participants per state x 37 states = 740 trainers trained 

Costs for one state only (notice that this will be the unit cost and then must be multiplied by the 37 states)::

· 20 trainees x 2000N (local transport) = 40,000N

· 2 trainers x flights @52,000N ea. = 104,000N

· 22 (trainees and trainers) x 12,000 (for accommodations, food, and MI&E) x 6 nights = 1,584,000N

· 2 trainers x 10,000N (honoraria) x 5 days = 100,000N

· 22 (trainees and trainers) x 150N (materials) = 3300N

· Venue – 20,000N x 5 days = 100,000N

Subtotal Unit cost = 1,931,300N ($15,000) – for TOT in one state

Cost for Year 2 (2007) only – TOTs in 19 states x $15,000 ea. = $285,000

Cost for Year 3 (2008) only – TOTs in 18 states x $15,000 ea. = $270,000

8) NGO trainers (from 7.) reach the community level including peer educators with PSS training and materials, including child protection and child participation

Assuming 20 NGO trainers for each state, grants of $100,000 (or $7000 x 20) x 37 states will be provided on a competitive basis in response to RFPs = $5,180,000 (see that this is divided over 3 years)

Cost for Year 3 (2008) - $1,727,000
Cost for Year 4 (2009) - $1,727,000
Cost for Year 5 (2010) - $1,727,000

9) Amount of IEC materials for PSS (memory books, posters, etc.) per year:

2006 – 1,000,000 IEC copies (each state receives 27,000) @ $10 ea. = $10,000,000
2007 – 0

2008 – 500,000 copies (each state receives 13,500) @ $5 ea. = $2,500,000
2009 – 0

2010 – 1,000,000 copies @ $10 (for revisions, re-adaptations) = $10,000,000
Summary Cost for this entire activity (all 9 components) for each year:

Year 1 – 2006 – $10,578,100

Year 2 – 2007 – $285,000

Year 3 – 2008 – $4,882,000

Year 4 – 2009 – $1,727,000

Year 5 – 2010 - $12,112,000

Mainstream OVC into play centers

It is assumed that the community provides the space at no cost – also, women’s associations will help to manage and maintain quality of the play centers – eventually the communities will sustain these play centers

Unit cost per play center (for toys and games; management and maintenance, refurbishing centers to accommodate disabled OVC, learning materials, counseling materials, furniture) = $1000 per play center

It is assumed that NGOs will provide technical support at no cost

(Note: The cost of this is included in the $7000 grants to NGOs to establish or improve play centers and to make them child- and youth-friendly and disability-friendly) – see the previous activity, component 8)

Strategic Objective 6: Monitoring and Evaluation

M&E plan has been drafted and the Technical Working Group will review (Situational analysis and vital registration to be included here)

M&E budget is a portion of the total program costs.

� This background section draws from Isiugo-Abanihe’s paper, entitled “Orphans and Vulnerable Children in Nigeria: Magnitude, Responses and Challenges” presented at the International OVC Conference, held in Abuja, February 9-13, 2004.


� UNICEF & POLICY Project (2004) A Rapid Assessment, Analysis and Action Planning Process (RAAAP) for Orphans and Vulnerable Children: Nigeria Country Report, August 2004.


� Orphans and Vulnerable Children OVC. Presentation prepared by Anne Kielland and the World Bank’s OVC thematic Group up-dated for the OVC Toolkit, November 2004


� One agreed HIV/AIDS Action Framework that provides the basis for coordinating the work of all partners; One National AIDS Coordinating Authority, with a broad-based multi-sector mandate; One agreed country level Monitoring and Evaluation System


� This is a general term for the Local Action Committee on AIDS (LACA), State Action Committee on AIDS (SACA) and National Action Committee on AIDS (NACA)


� NACA has already developed an activity reporting form that includes some of the proposed indicators. Rather than use the reporting form developed during the M&E workshop (shown in appendix 3), NACA might decide to incorporate additional OVC indicators into their reporting form.
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