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ABSTRACT

This study provides an insight into care arrangements for orphan and vulnerable children
in Ghana. It is an investigatory study using a mixed research method. Data was collected
from 2,100 households across 7 regions of Ghana and 36 institutional homes, It is evident
that, there are a number of care arrangements available to orphan and vulnerable children
in the country which are broadly categorized under institutional, community-based, and
family/household care arrangements. Each of these care arrangements also has other sub-
types depending on mode of operation. Institutional homes were most prominent
followed by fosterage, adoption and house helps. Only one community-based OVC care
arrangement was identified. These care arrangements provided all manner of care
services to OVC, including education, food, health, socio-emotional and recreational
care services; yet, there are obvious situations of lack of capacity and adherence to
guidelines and regulations. Issues related to resources for home-based care were
pronounced. It is therefore imperative that the situation of orphans and vulnerable
children be carefully reconsidered. The capacity of the Department of Social Welfare
comes to the fore in the quest to redefined care arrangements for OVC. Nonetheless, the
debate on care arrangements for OVC lies in the adopiion of a more comprehensive
regulatory system with consideration for home-based care arrangements including

fosterage and adoption.
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Chapter One

Introduction

Background to the Study

The issues of orphanhood and vulnerability have become critical for millions of children
across the world who are experiencing deepening psychological trauma, physical
hardship, lack of education, poor healthcare, enormous mental stress and a profound
sense of hopelessness (Jackson, 2002:257). Many children have become vulnerable as a
result of morbidity and mortality of parents, socioeconomic deprivation of parents, child
traﬁéking, child labour, conflicts, disabilities and other various forms of child abuse
making the vulnerable to the hazards of life. Thus, the concepts of vulnerability and
orphanhood in relation to children (OVC) have been defined variously but relatedly by
different sources.

The UNAIDS Monitoring and Evaluation Reference Group's proxy definition classifies
children as orphaned and vulnerable if they have experienced the death of either parent, if
either parent is chronically ill, or if an adult (age& 18-59) in the household either died after
being chronically ill(Smart, 2003). According to Skinner and Davids (2004), what makes
a child vulnerable depends on contexts that centre around three core areas namely,
material vulnerability, including access to money, food, clothing, shelter, health care and
education; emoticnal vulnerability, mcludmg insufficient care, love, support, space to
grleve and containment of emotions; and social vulnerability, including lack of a
supportive peer group, of role models to follow, or of guidance in different situations, and
risks in the immediate environment, Ghana National Commission on Children (2000)
defines a vulnerable child as “a child below the age of 18 who has been abandoned,
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The Ghana AIDS Commission and United Nations Development Programme (UNDF)
jointly sponsored study in 20 districts, involving 1,700 households, and children in
orphanages and hospitals showed that only 18 percent of orphans surveyed said they feel
safe and secured and only 16 percent have received any form of counseling. For orphans
not in school, virtually no counseling was available except in some cases by religious
leaders (Ahiadeke et ai., 2003: xi).

Hunter and Williamson (2000), cited in Jackson (2002:261), have observed that
conditions of OVC, especially AIDS-related ones, largely dehy them basic closeness of
family life, love, attention and affection. Some of them are pushed into service to care for
ill aﬁd dying parents, removed from school to help with farm or household work or
pressured into sex to help pay for necessities their families can no longer afford. They
receive less access to healthcare and often treated harshly or abused by step or foster
parents. Thus, some relatives, neighbours, and institutions charged with caring for an
OVC rather leave the children more vulnerable to mortallty illness and exploitation. Apt
and Blavo (1997) commented on the hkehhood of OVC becummg more vulnerable to
onn-actmg HIV/AIDS. Making parucular reférence to street children, the scholars
believed that chlldren who are not m school and who lack parental gmdanee do not
receive exposure to reliable information about the disease and how to prevent it. As they
live increasingly on the streets they become more vulnerable to exploitation and girls
especlally become more vulnerable to sexual aggression by older men who may be HIV
posmve
The consequences of these for the OVC include malnutrition and seasonal variation in
food supply, poor clothing and madequate shelter, late start of schooling and low level of
educatmn higher infant and child mortallty, withdrawal and 1solat10n from other children
and larger society, etc: The OVC are noted to undertake more household chores than
b1olog1ca1 children of their guardians. This means that failure on the part of society to put
in plaee appropriate care arrangements to meet the special needs of OVC creates a huge
risk for the children as they grow up, and also for the somety in which they live. For
example, failure to support them appropriately may expose them to various forms of
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orphaned or exposed to extreme physical or moral danger” For the purpose of this study,
aworking definition for orphan and vulnerable children targeted;
1. Children who have lost one or both parents to AIDS or other causes.
2. Children in residential homes (orphanages, children's homes).
3. Children living in foster care; with adoptive it)arents, families and other families.
4, Children deserted by his/her parents as in the case of the biological parents'
migration.
5. Children infected by HIV/AIDS (including those receiving ART and those not
receiving ART).
6. Children affected by HIV/AIDS (parents, siblings, other relatives, friends
infected by HTV/AIDS).
7. Children in conflict with the law (in pre-tnal detention),
8. Children living in shelters.
. 9 Children with dlsab;llues.
10. Homeless or street children (beggar's aid).

(Chlldren here refers to all persons below the ages. ef ’1 8 as adopted in the Ghana 1992
Censtltutmn)

Whatever definition given to orphan and vulnerable chlldren, one thing clear is that they
are children of special descnptlon dlfferent from the non-vuhlerable children in society.
This presupposes that OVC have some speelal needs and concerns slightly d.lﬂerent from
non-vulnerable children, which must be eonsn:iered in any form of care and support
arrangements that are put in place fer them. These concerns 1nc1ude their fundamental
human nghts and additional care and support whlch are urgent requirements to improve
their physmal and psyeho-somal conditions. In Malaw1 the COPE field notes reported in
Webb and Elliott (2000 54-55) 1dent1ﬁed the challenges of OVC as food insecurity,
reduced access to education, physmal and verbal abuse by guardians, lack of healthcare,

linked to neglect by the guardums, restricted socml mteraetlon, and verbal abuse by other
children.
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characteristics of institutional arrangement. It is significant to note however that, while
community-based care is preferred over institutional care, it is admitted that replacing
institutional care with community-based care does not necessarily guarantee better
outcomes. In other words, community-based care is necessary but not a sufficient
condition (Emerson and Hatton, 1994).

Key constraints to community-based care in the view ofthe EC expert report (2009) is the
continuous co-existence of institutional care and community-based care. The report
therefore suggested a holistic system of preventing placements into institutions. What
this requires is a sufficiently trained staff with skills in the management of community-
based care arrangements with support from families. To this end, the Convention on the
Rights of the Child supports the idea that all children have the right to family life or a
foster family (if they have no family-or if they are at risk in their family). Thus, in the case
of OVC, they have the right to be provided with needed support to enable them participate
fully in everyday life.

Child Fostering

According to Vandermeersch and Chimere-Dan (2002), child fostering is defined as the
delegation of parental roles to persons other than the biological parents. They note that the
practicereflects persistent traditional kinship ties. Two dimensions of fosterage are
discernible in the literature and these are out-fostering and in-fostering. While out-
fostering refers to the giving out of children to be taken care of by others, in-fostering is
the receiving pf children to be taken care-of.

Factors that tend to favour the giving out of children (out-fostering), espccialljr among
women, include fﬁarital dissolution and unmarried motherhood, migration, where
migrant mothers use out-fostering to maintain links with their origin, working
motherhood, where out-fostering is used as a strategy for reconciling reproduction and
labour force participation, and the number of children in a household (Vandermeersch
and Chimere-Dan,2002). On the other hand, factors that promote or favour in-fostering
include lack of reproductive success or_having no child(ren) or limited number of children
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abuse, neglect, exploitation or human rights violations which could adversely affect them
for the rest of their lives (Demographic and Health Survey, 2008:13).

The Research Question

Jackson (2002) has noted that failure to provide proper care for children can, among other
things, lead to rising crime and homelessness, growing numbers of street children,
increasing sex work and worsening exploitation of girls, with a further generation of ill-
cared-for children born to these impoverished parents. The question has always been
what forms of care and support arrangements best suit the needs of OVC in Ghana? Some
literature supports community and household based care, others support institutional
based care such as orphanages, outreach ministries or combination of care arrangements,
depending on the types of vulnerabilities. Some brief discussion of literature argument on
the matter will be appropriate to put the subject in context,

Making a Case for Community-based Care

Institutional care arrangement of Orphan and Vulnerable Children (OVC) involves the
housing of children of varied ages and conditions in a residential facility, which tends to
segregate the children from the community. According to the European Commission
(2009), such institutions are characterized by de-personalization, rigidity of routine,
block treatment and social distance. These constitute what has been described as
institutional culture. The suggestion within the European Commission is for a transition
from institutional care for all categories of persons, especially OVC. The main arguments
for de-institutionalization are that community based care produces better results in the
upbringing of OVC, and their families, as well as better quality of life. Moreover, the
material and non-material conditions of children in institutional care tend to be worse
than those in alternative care arrangements.

There is also the problem of stigmatization of people in institutional care because '_ch'ey are
physically and socially isolated from the wider society. The European Commission
expert report further concludes that no matter the amount of money allocated to
institutional care, thejf are uhlikeiy to achieve better results because of thie genéfal
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having access to resources of their parents and other adults committed to their welfare.
While children's access to parents and other relatives depends on their existence and their
physical proximity, parents' ability to provide adequate resources of time and money is
dependent on their level of productivity and resourcefulness as well as other family
commitments imposed on them. Children who live with their parents or other close
relatives are likely to be better off than those who do not, especially where they do not

have to compete with several other siblings for parental support.

Agreeing with Vandermeersch and Chimere-Dan (2002), Lloyd and Desai (1992)
observe that factors that lead to out-fostering include (1) a lack of resources caused by a
family crisis such as widowhood, divorce, or separation or a larger economic, political, or
environmental crisis, (2) better opportunities elsewhere for children's education and
training, and (3) the strengthening of family ties. In their view, factors that lead to in-
fostering include (1) the need for labor, (2) the need for financial support, (3)
strengthening of family ties, and (4) childlessness. They also note that, there are situations
where the decision to foster out may be taken with the children's best interests in mind.
But in some other situations, it is the interest of the parents or a large family that
dominates.

Thus far, there is basis for emphasizing more on fostering arrangements and community
care arrangements rather than institutional care, which is gradually becoming less
popular in hoth developed and developing world. This work explores and documents the
varioug,fon'.ns of OVC care and support arrangements that are in operation in Ghana, and
their capacities to provide meaningful living standards for the children.

Estimated Orphans and Vulnerable Children in Ghana

The Multiple Indicator Cluster Survey (MICS 2006) conducted by the Ghana Statistical
Service shows that only 60 percent of children under 18 years in Ghana are living with
both biological parents. A significant number of them (15%) are not living with any of
their biological parents, and 8 percent of all'child_ren have one or both parents dead.
Children living with only their mothers constitute 21 percent while a few of them (4%)
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or few children of a particular sex, delayed reproduction among young couples,
households headed by older females who have passed their reproductive ages and closely
spaced childbirth. In such situations, taking in child(ren) is a means of making up for
perceived short-coming (Vandermeersch and Chimere-Dan, 2002).

Focusing on the economic motivations for fosterage, Vandermeersch and Chimere-Dan
(2002) conclude that, in developing countries, child fostering is a means by which
adjustment in labour supply is made and that in countries where there is high rate of
population mobility, fostering enables parents to take advantage of job opportunities
elsewhere. Moreover, fosterage supplements household labour requirements.

The debate as to the best form of care for children, that is, institutional care or family-
centred care, especially vulnerable ones, has been raging for some time. In a report titled
Institutions vs. Foster Homes, Barth (2002) observes that institutional (or group) care has
been noted to be useful within child welfare services system as well as the treatment of
children with mental health challenges and the provision of shelter for children who lack
immediate family care and also for children who have I;Ot been able to be maintained in
foster families. He however observes that Group care tends to be more expensive and
restrictive and hence should only be used in situations where evidence suggests that its
outcomes outweigh those of foster care. Ghana's care reform initiative of the Department
of Social Welfare recognizes this and advocates for de-institutionalization of care for
orphans and vulnerable children. Barth (2002:25) concludes that “there is virtually no
evidence to indicate that group care enhances the accomplishment of any of the goals of
child welfare services: it is not more safe or better at promoting development, it is not
morve stable, and it does not achieve bet;er long-term outcomes, and it is not more efficient

as the cost is far in excess of other forms of care”,

Writing on Children's Living Arrangements in Developing Countries, Lloyd and Desai
(1992) provides support for fosterage when they observe that under normal
circumstances, children depend on adults, particularly their parents for social and
economic essential care. That is to say, their welfare needs are normally derived from
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Table 1: Estimated Orphan Population in Ghana (2009-2015)

Category 2000 | 2000 | 20m 202 | 203 [ 2014 | 2015
‘ ' Maternal Orphans _ -
AIDS 96,259 | 101,440 [ 104, 512 106070 | 106432 | 105,885 104?23

Non-AIDS | 401,568 | 406,668 | 411,071 | 414743 | 417,693 | 420027 | 421821

Total 497,827 [508,108 | 515,583 | 520,812 | 524125 | 525912 | 526,543
| i -.:-'; " Paternal Orphans —
AIDS 93132 '198ske  fM02147 | 104302 |105383 | 505509 | 505,158

Non-AIDS' | 692,059 701,882 710,958 719,229 726,647 733,294 739,309

Total - 785,191 | 800,468 .. | 813,105 | 823,531 | 832,030 |.838894 | 844,467

,‘ . Double Orphans ‘ by g :
AIDS 58434 | 60,605 61230 [ 60,855 | 59,772 | | 58333 56,783
Non-AIDS | 88,699 »?3%?,@;} | orazs 92,100 | 92.8%2 93362 | 93729
I?tglé | wses3 |1s0123 153268 | 154, 864 | 155336 | 155, 010 _15_1,3529!,_

R . . A]!AIDSOrphans » ' )

Towl | | 24783 | 260631 | 26788 | 271227 | 270587 | 669817 | 666,664
Total t,4zs;071 1,458,699 | 1,481,956 | 1,499,207 | 1,511,491 | 1,519,816 | 1,525250
Orphans | -0 ] T T A, Y ' '

T P

Source: 2009-2015 National HIV Prevalence and AIDS Estimates Report, 2010

Other Vulnerable Children

Apart frorn orphans other trulnerable chlldren in Ghana mclude chlldren w1th
disabilities, chtldren mvol_yotl 1n ch11d labour uaﬂ‘ickod chlldren and street chlldren
Notably, some of the Ch]ldIBll mvolved 111 Worst fcnms of child labour are those trafficked
and street children. Although data on dlsab111t1es in Ghana are generally lnmted the
National Disability Policy document developed in 2000 estimates that about 10 percent of
the country s population are disabled, half of whom are children suffermg from varlous
forms of disabilities such as hearing, vision, speech and limb 1mpa1rments Byrne
(1996: 10) cited in MOWAC/UNICEF (2009) notes that c]:uldhood dlsease is responmble
for 43 percent of childhood dlsab111t1es in the Ashanh Reglon UNICEF Ghana (2000)
reports that children with disabilities from poor homes and rural areas are the most at risk

of discrimination, lack of care and attention.
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live with only their fathers. The MICS statistics are largely supported by the
Demographic and Health Survey (DHS) report of 2008, which show that, of the 20,537
children under age 18 in Ghana, about 54 percent of them live with both parents, 19
percent live with their mother only, 5 percent live with their father only, and 14 percent
live with neither of their natural parents.

With specific reference to HIV/AIDS related OVC in the country, the 2008 annual report
of the National AIDS/STI Control Programme (NACP) estimated 20,808 children to be
living with HIV of which 3,978 were new infections (NACP 2008:36, 37). The NACP
projections from the HIV sentinel survey data of 2009 put HIV population at 240,802
people comprising 219,600 adults and 21,202 children, with an annual AIDS death of
17,058. The report estimated the number of AIDS orphans as at 2009 at 135,905 and
projected HIV prevalence to be stable in 2009. That is 1.7 percent and rise gradually to
1.73 percent in 2012 and then to 1.8 percent in 2015. Notwithstanding the expected
stability in prevalence, the number of persons expected to be living with HIV/AIDS is fo
increase to 265,003 in 2012 and then to 296,491 in 2015 due to factors such as population
growth and an increasing number of HIV infected persons that are living on Antiretroviral

Therapy.

In the records of MOH/GHS (2004) cited in the National OVC Policy Guidelines
(2005:8), the number of AIDS orphans over the next ten years would increase from
132,000 in 2004 to about 225,000 in 2009 and subsequently 291,000 by 2015. The
situation can however worsen if the epidemic continues to spread (National OVC Policy
Guidelines, 2005:9). The data in Table 1 show projected estimates of orphan population
(both AIDS related and non-AIDS related) in Ghana from 2009 to 2015.
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risk of contracting HTV (Ahiadeke et al., 2003:15). Meanwhile, UNICEF (2002) suggests
that children need families to successfully integrate and thrive in the society, as the family
is the best context for a child to successfully develop.

National Response to the Situation of OVC

At the national level, the government of Ghana in January 2005 finalized the national
policy guidelines on orphans and other vulnerable children and a national plan of action to
address the challenges posed by a growing OVC population. The two pressing goals are to
reduce the number of OVCs and ensure that they can enjoy their rights — to food, shelter,
healthcare, education and integration into family structures. Achieving these goals
however demand better data on the magnitude of the problem, more training for those
caring for OVCs, increased resources and increased awareness among families and
communities (GAC, MOWAC and MMYE 2005:17). The study indicates that, Ghana's
new policy calls for cooperation among a wide range of governmental and non-
governmental bodies to fulfill the rights of children made vulnerable by a number of
factors beyond HIV/AIDS, such as harmful labour, living on the street and disability.
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Traditional and Modern Care Arrangements for OVC

Data from across Africa indicate that where the eplden:uc is more severe, and or the
extended family is weakened, orphaned children are more frequently cared for by
grandparents. Of particular concern however is the increasing number of grandparents
who now have to take over care of the orphaned children. While some are competent,
many are too old to cope, especially with ' large numbers of children (International
HIV/AIDS Alliance, 2004). As indicated by Bray (2003), the pressure of the increasing
number of OV C has seen families splitting and reforming in different ways in response to
more stressful circumstances. Of great concern is the high number of inadequate carers
including those who do not have the skill, do not wish to assume the role or are too old or
too young to fulfill the task.

According to Jackson (2002:268), the main carers in most societies are aunts and uncles,
but with increasing ill health and deaths among them too, elderly grandmothers and older
siblings are increasingly becoming the main carers. In Zambia for instance, more than
one-quartei' of all children under 15 are already orphaned and an estimated two-thirds of
rural households took after one or more orphaned children. A 1996 UNICEF study in four
heavily affected communities in Kitwe and Choma Districts in Southern Province of
Zambia found that, over 50 percent of surveyed children had lost one or both parents and
71.5 percent of all households were caring for at least one orphan. 98 percent of all
orphans were being cared for by a surviving parent, the extended family, or grandparents
UNICEF Zambia (1999) also 1dent1ﬁed that urban houscholds have fewer orphans
because they prefer to send the children to other relatives in rural areas where the cost of
living is lower. The irony is that, the burden of care is falhng predonuna.ntly on the less
well-resourced households, not the richer ones, echomg an earlier ﬁndmg in Kenya
"(Saoke etal, 1 996) cited in J ackson (2002 268)

In Ghana, widows were however found to be the largest:si‘i_{;gdl'é:grqppl cl‘:é}'-‘ing"t‘bfghf:se
oxpﬁans and vu]nérable children. Since the income of female-headed households is only
about half that of male-headed houscholds, poverty was rife and mothers and their
da,ughters were resortmg to commercial sex for survwal thereby greatly increasing thelr
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national survey reports relating to orphans and vulnerable children were reviewed. The
literature review analysed information drawn from both macro and micro level
contextual indicators to show how they relate to orphans and other vulnerable children.
The contextual indicators include traditions and culture, legal and policy frameworks,
human rights, education system, family structure, NGOs and MDAs. Though the research
team recognised the potential value to be gained from gleaning administrative records of
ministries, departments and agencies (MDAS), these were not readily available to the
team.

Primary Data ‘

As indicated earlier, the design for the study made room for the collection of both
quantitative and qualitative data. For the quantitative data standardized questionnaires
were administered to respondents through face-to-face or inter-personal interviews. The
questionnaire survey was designed for households, institutions and orphaned and
vulnerable children.

Household Survey )

With the support of district officers of the Department of Social Welfare, community
leaders, and the district HIV/AIDS focal persons the researchers identified
houses/locations of some orphans and vulnerable children in each selected community
for questionnaires to be administered to them and their caregivers. In addition,
questionnaireswere administered to randomly sampled households in the communities,
in which case all members of the households were listed after which defined criteria were
used to determine vulnerable children in the households. After the vulnerable ones have
been determined they were followed up and specifically designed questionnaire was
administered to them to assess their conditions. In situations where the OVC were too
young to respond to the questioris, the caregivers were made to respohd to sections
applicable to them while the socio-demographic characteristics of the children like age,
sex and HIV status were compiled. '
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Chapter Two

Research Methods

Introduction

The study adopted. survey - design comprising both quantitative and qualitative
approaches and instruments to systematically and carefully gather and analyse relevant
data for the study. Besides, participatory techniques were used to encourage inclusiveness
and stakeholder ownership of the outcome of the study. These approaches were used to
gather and analyze data on forms of care arrangements for orphans and vulnerable
children, as well as livelihood indicators such as shelter, food security and nutrition,
education and health etc., which were used to assess conditions of the children.
Considering the extreme sensitivity of the subject matter rigorous ethical principles and
practices were observed in the entire process of data gathering, processing and
presentation/reporting. For the purpose of effective stakeholder participation,
arrangements were made for community and institutional leaders to be debriefed on the
study as a means of soliciting their cooperation and support for successful execution of
the assignment. Thus the study was designed to focus on strengthening collaboration and
co-ordination among stakeholders, and to facilitate the development of a common agenda
for strategic action through ethically acceptable principles and practices.

Sources of Data
Secondary Data

To provide contextual background to the problem under investigation available
secoridary literature, study reports, policy/projects/programme documents and relevant
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survey data of 2009). Two regions were selected from each of the three zones and three
districts were selected from each of the regions. Three communities were further selected
from each of the districts for the study. The selection of communities from the districts
was done to ensure that, urban, peri-urban (semi-urban) and rural distﬁcts were taken care
of. District capitals were taken as the urban communities and based on this, peri-urban
and rural communities were selected. In the case of the metropolitan and municipal areas,
high/middle/low class residential areas were adopted in the selection of the communities,
Some municipal areas extended into village communities. In these cases, the village
communities selected to be included in the study came from those village extensions.

[

It is important to mention that Greater Accra region was added as a seventh region for
institutional survey and children who were aiding beggars in the begging business on the
street. The region's partial inclusion in the study stems from the fact that the region has
substantial number of orphanages and children homes sited in it as well as larger
population of street children. The selected regions, districts and communities are
presented in Table 2.

l} 15* CSPS Technical Paper



In;deptl:[" interview with key informants was the main qualitative method used.

Institutional Survey

The process of 1dent1fymg and assessmg the conditions of the orphans and vulnerable
elnldren also 1nvolved an institutional survey In each region where the study was
conducted the research teamvisited i mstltutions such as orphanages and children's homes,
health fac1l1t1es, NGOs, correctional homes, shelters, and other associations such as the
ManyaKrobo Queen Mothers' Association to conduct interviews with the care-givers and
administered questionnaire to some of the children. From each institution the information
that was gathered included types of care arrangements for the children, types of OVC
ta:geted services offered, capacity to meet the care and support needs of the children,
state of conditions of the children and operauonal challenges, and way forward regarding
the care of orphan and vulnerable children in Ghana.The interviews were meant to give
informants considerable liberty to express their knowledge, opinions and experiences on
theresearch problem with the view to unraveling details of the motives and circumstances
underlying the care arrangements and conditions of orphans and vulnerable children.

The Sampling Design

A multi-stage sampling technique was used to select the respondents. The stages began
with the sampling of regions, followed by’ districts, then communities and ﬂnally the
respondents. '

Selecaon of Study Areas

The study was 1mt1ally concelved for natlonWIde coverage except that the resources
available were not enough to cover all the ten re g1ons in the country To make the seven
selected regmns largely representatwe of the country, they were chosen from the three
main Geographlcal ZOones (Savanna Forest and Coastal) in Ghana, which also comclded
with regwnal HIV/AIDS prevalence rates in the country. The predommantly savanna
zone (N orthern belt) has the lowest prevalence rate, followed by the forest zone (Middle
belt) and then predominantly coastal zone or southern belt (MOH/NACP HIV sentinel

CSPS Technical Paper . 14 I



Design for Collection of Primary Data

Relevant data collection instruments including questionnaire and in-dépth interview
guide were developed for the study. The draft of the instruments was presented at
stakeholders meeting for them to be discussed to agree on the questions, after which the
instruments were pre-tested and modified where necessary, before they were used to
collect the data. |

The data collection exercise began with brief reconnaissance visits .by prihcipall
researchers and field superv1sors to the selected QIStncts to glve the research team the
opportlmlty to make contacts with insiders or local contact persons who could assist with
recruitment of participants for the main interviews. Ana_ngcme_nts were also made durmg
the visits with local contact)persons to help screen and recruit key participants for the
study. The reconnaissance visits also enabled the researchers establish and map out
pragmatic and more efficient strategies for the main data collection exercise. It offered
them the opportunity to assess the volume of work and the terrain of the districts to enable
them plan meaningfully for the actual fieldwork. It was also used to make requests for
secondary information or documentsthat were of relevance tothe study to District offices

f

and other relevant Agencies/Bodies.

The main data collection exercise began in all the seven (7) regions concurrently, shortly
after the reconnaissance visits. One field supervisor and six (6) interviewers were
assigned to each of the regions for data collection simultaneously. This strategy was not
only relevant to ensure timely completion of the assignment, but also meant to have
enough time for data collection considering the sensitive nature of the topic. In the case of
the in-depth interviews some were tape-recorded while others were manually recorded,
depending on situations that we encountered on the field.

Ethical Issues

There is no doubt that the study was a very sensitive one which required strict adherence

to cthical concerns.and principles. Thus, interviewing caregivers and orphans and
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Table 2: Selected Regions and Districts for the Study

Zomes Rﬂgl 311% g et
Savanna/ . Nor_them Tamale Metropolls, Yendl Municipality, Bole District
‘North [ Upper West  Wa Municipality, Jirapa Dist., Lambusie Karni Dist .
Forest/ Ashanti Kumasi Metropolis, Obuasi Mumclpallty, Asan te Akim
Middle North District
Eastern New Juaben Municipality, Akwapim South
L Municipality, Lower Manya Krobo District
Central Cape Coast Metropolis, Assin North District, Asikuma -
Coastal/ Odoben -Brakwa District
Southern Western Sekondi Takoradi M’&tropohszarkwaeNsuaemu g
, Municipality, Wassa Amenﬁ East District
Gt, Accra Accra’ and. Tema Metropohs were selected for
Jewmnn, . institutional study only st

Source: OVC Study, 2010

Sample Size for Quantitative Data

Both probability and non-probability sampling techniques were used to reach out to
respondents. With regard to the household survey the probability technique was used to
randomly sample two thousand and one hundred (2,100) households (300 per region) for
the study. The idea was to find out the random distribution of orphans and vulnerable
children in the households. The number of OVC identified in the randomly selected
household sample has been used to estimate the numbers of OVC in the population.
Besides, other respondents were purposively contacted through district officers of the
Department of Social Welfare, community leaders, and the district HIV/AIDS focal
persons who are involved in the activities of orphans and vulnerable children, and
HIV/AIDS, orphanages etc. Snowball sampling technique was also applied to reach some

respondents in the communities.
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Due to the stigma attached to, and discrimination faced by persons identified to have
HIV/AIDS, and the sensitive nature of issues relating to orphans and vulnerable children,
it was a bit difficult for people to easily mention the cause of death of the parents of the
orphans in each community. Since HIV/AIDS is often associated with sexuality and
promiscuity, traditionally, people frown upon any open discussion about this matter. In
addition, discussions on the death of children's parent(s) involved recalling unpleasant
memories, many of them wanted to avoid. However, the interviewers were trained to be
tactful in handling possible reluctance from potential respondents and to adopt different
strategies to identify and collect data from all thke#categories of orphans and their care
givers.

Besides, people in many communities in the country have become research weary as a
result of regular visits to them for data collection. This had the potential of making some
feel reluctant to answer questions or to be identified with houses with orphans or AIDS
orphans and vulnerable children. This could have made data collection in such areas
difficult and therefore time consuming. However, prior knowledge of the challenge
enabled the consultants factor it in the training of the interviewers to enable them develop
strategies and the tolerance that they needed to cope and collect the quality data that were
needed for the study.

Management of data | -

Management of quantitative data involved editing of questionnaire (both field and office
editing), coding, data enfw, ‘cleaning of data and generation of relevant outputs for
reporting. On the other hand, management of qualitative data basically involved
transcribing the tape-recorded information, extracting relevant information from hand
written administered in-depth interview instruments, synthesizing and categorizing the
responses for the purpose of report writing.
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vulnerable children required the researchers to observe local customs and also to maintain
a high sense of privacy. The consent of the respondents to partiéipate in the study was
strictly observed. Respondents' participation in the study was made absolutely voluntary.
They were given the option to participate and withdraw their participation at any time that
they wished to withdraw. In each of the study communities the chiefs and opinion leaders
were used as points of entry from where the researchers received further instructions
regarding how to approach the study in the communities. In addition, the services of
some officials of district administration, particularly the HIV/AIDS focal persons and
social workers were sought to help diffuse any tension that might otherwise have made
data collection difficult. Respondents were assured of confidentiality in terms of
disclosing their identities to any other persons, and or using the data for any other purpose
apart from the purpose for which they were being collected. All efforts were made to
ensure that interviews with PLWHA were carried out in absolute privacy to allow them
the freedom that they needed to express themselves. Under no circumstance was any
other/third person allowed to sit in the interviews or to interfere with it.

Problems and Limitations

A number of factors threatened effective data collection in the communities, stemming
mostly from participants' general sensitivity about stigma and discrimination in the
community, as well as unfavourable media attention on both OVC and HIV/AIDS at the
time of the study. |

One issue that could have worked against the effective data collection for this study was
media report about ill-treatment of orphan and vulnerable children in the Osu Children's
Home in Accra. As the country's flagship orphanage, this media report travelled far and
wide in Ghana, and therefore made many people (including caregivers) in institutions,
households among others to be cautious about granting interviews to people. With this
knowledge, the consultants deliberately delayed going to the field by a couple of weeks,
waiting for public concerns over thc media report to die down. It was then that data
collection for this study commenced
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captured in the Western Region, while those from the Eastern Region and Upper West
Region respectively account for 5.6 percent and 2.8 percent. The institutions have been
categorized into four main types of care and support arrangements according to their
modes of operation. They are homes and orphanages, outreach ministries, rehabilitation
homes/centers and learning centers for OVC. The overwhelming majority of these
institutions are Homes and orphanages (80.6%), seeking to create family-like
environment for the caring and upbringing of the children. The remaining three types of
formal institutional care and support are rehabilitation homes/centers (13.9%), outreach
ministries supporting OVC in their natural homes; and leaming centers for OVC (see

Figure 1).

Figure 1: Types of Formal Institutional Care Arrangements

28 2.8

gChildren’s
home/orphanage

‘mRehabilitation
home

Source: OVC Study, November, 2010

All the formal institutions captured together have a total of 2,046 OVC in their custody,
meaning that on the average each institution is supposed to be caring for and supporting
57 OVC. The data shows that most of the institutions are privately owned, and are either
affiliated with religious bodies (27.8%) or not affiliated to religious bodies (44.4%). Less
than 30 percent of them are publicly owned, which are also either affiliated with religious
bodies (5.6%) ornot (22.2%). Some of them (55.6%) have boards to oversee the activities

2]
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Chapter Three

Formal Institutional Care Arrangements for Orphan and
Vulnerable Children in Ghana

Introduction

This chapter identifies and discusses the various institutional care and support
arrangements available to orphan and vulnerable children in Ghana. The analysis of the
data from the study shows a number of care arrangements available to orphan and
vulnerable children in Ghana. For the purpose of report presentation these care
arrangements have been organized under formal and jnformal institutions. The formal
institutions largely focus on statutory arrangements while the informal focuses on
‘household and community based arrangements. This chapter focuses on the former and it
utilizes primary data gathered from the field and also draws on available secondary data.

Formal Institutional care and support arrangements

A total of thirty-six (36) formal care institutions were captured in all the districts which
the study covered to be providing protection and support for OVC. The dates at which the
institutions were established give indications about how long the issue of OVC has been
acknowledged and how this acknowledgement has persisted through time. The
registration and establishment of the institutions ranged from as far back as 1931 to 2010.
More than three-quarters of the institutions covered in the study are in urban (44.4%) and
peri-urban (33.33%) areas with a little more than a fifth (22.2%) established in rural areas.
A little more than 40 percent of the institutions are located in the Greater Accra region,
followed by the Central," Ashanti and Northern regions with 16.7 percent, 13.9 percent
and 11.1 percent respectively. A little more than 8.3 percent of the institutions was
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The institutions provide a number of similar services to the OVC. As shown in Table, the
institutions provide shelter, skills training, formal classroom education, counseling,
feeding, clothing and medical care. Although significant numbers of them (more than
80% in all cases) provide all the services mentioned, provision of formal education,
feeding and clothing are a little more popular than the rest of the services provided. More
than 9 out of ten (94.4%) of the institutions provide these services:

Institutional Care Arrangements

The types of institutional care arrangements for OVC have been presented in Figure 1.
From this figure, it is clear that majority (94.5%) of OVC receiving institutional care are
in children's homes/orphanages,.and rehabilitation homes. As part of their care in
institutional homes, the institutions provide a number of care 'services including
education, feeding, clothing and shelter among others. In a survey of some of these
institutions, we mentioned a number of services and requested that the institutions
indicated whether or not they offer to the children in their care. Three of the services,
namely formal class room education, feeding and clothing were offered by most of the
institutions. However, when shelter, medical care, counseling and skills training were
introduced, the responses of the institutions started to drop. Table 4 presents the services
offeredby OVCinstitutions to the children.

Table 4: Services Offered by Institutions (n=36)

CEE. 3-8 oo TR .

Care services for OVC - .. - Yes ~ %age No Yage
Formal classroom-education .34 944 2 5.6
Feeding SRS 34 944 2 5.6
Clothing ™"~ 34 944 2 5.6
Shelter 32 889 4 1Ll
Medical care o - 31 86.1 5 13.9
~Counseling C T e 31 86.1 5 - 139
Skill training (vocational and technical) 24 66.7 12 333

Source: OVC Study, November, 2010
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of management of the institutions but some (33.3%) do not have management boards.
Others (11.1%) do not think their operations require management boards.

The data in Table 3 shows categories of children targeted by formal institutions for
admission and care, and the services they provide to the children in their custody. As the
table shows. almost all the institutions have targeted multiple vulnerable children
populations. The most important in their targeting in order of merit are orphans, victims of
violence, children with disabilities, children infected and affected by HIV/AIDS,
children in child-headed household and children from poor homes.

Table 3: Category of children targeted for admission into the institution and
services provided by institutions

Category of Children Frequency Percent(x/36)
Children infected by HIV/AIDS and not recei-ving ART 6 167
Children infected by HIV/AIDS and receiving ART B 7 - 194
Children whose parents are sick of AIDS 11 30.6
Children living with children (i.e . children in child-headed 11 30.6
households) . -

Children whose siblings, relatives or friends have HIV or 12 33.3
have died of AIDS

Children in conflict with the law (pte trial detention) 7 19.4
Children with disabilities 14 38.9
Child victims of violence 16 444
Children whose parent(s) are dead 21 583
Street children 4 11.1
Children whose parents are poor 7 19.4
Type of service Frequency Percent(x/36)
Shelter 32 88.9
Skill training (vocational and technical) 24 66.7
Formal classroom education . 34 94 .4
Counseling 31 86.1
Feeding 34 94 .4
Clothing 34 94 .4
Medical care ) 31 36.1

Source: OVC Study, November 2010
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For those providing educational care services, we sought to find out who bears the
expenses. Here we identified several potential entities and presented to the institutions
one after the other to find whether or not they contribute to the payment of educational
expenses of the children in those institutions. In doing this, the heads of the institutions,
the institutions themselves and friends/non-relatives scored the highest marks (Figure 2)

Health Care Arrangement

Health service is an important care arrangen;iéﬂt for OVC. It is an important care
arrangement not only for OVC in households but also those in institutions. As such, most
OVC institutions in our survey have provisions/ actmns related to the health care needs of
the children. In terms of access to health care services, we asked whether children in OVC
institutions have been registered under the national health insurance scheme (NHIS). Of
the thirty-six institutions surveyed, 31 of them (86.1%) observed that th.ey have actually
registered all the children under their care. This ﬁndit_lg is important for the children
because, among other tlrﬁngs;-the children Qoulﬁ have access to good healthcare which is
essential for their physical, mental and emotional growth and well-being. OVC need to
have access to preventive care such as immunization, as well as treatment of illnesses in
the institutions they stay.

The data show that, of the 36 institutions, 30 of them (83.3%) indicated that when they
have children under five years, they offer immunization service to them. Access to health
care facility.in the communities of the institutions was also assessed. Most of the
institutions ‘(86.1%) indicated- that there was/were health facility(ies) (health centre,
clinic, ‘hospital etc) in thé communities where they operate. The same number of
institutions observed access to the health facilities was very easy or easy. Overall, 88.9
percent of the institutions are able to getto healthcare facility in less than 30 minutes, and
while 41.7% walk to the health facilities, 58.3% get to these facilities by vehicle. In terms
of healthcare finance for the OVC in the institutions (Figure 3), there is a mix of
respdnsibiﬁties among heads of the institutions, the institutions themselves, and the
national health insurance scheme. The heads of the institutions however bear much of the
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Qualitative data from the institutions also throw some light on the kind of care services
available in the institutions. These data identify other care services, in particular for the
recreational needs of the children. In the sections following from here, we present data on
three specific care services in the institutions namely education, health and recreation.

Educational Care Arrangement

Education is critical to children's social integration and psychosocial well-being. Besides
benefiting individual OVC in the future, education benefits whole nations as a major
instrument for socio-economic development. Particularly at the basic level (primary and
lower secondary), it is a major contributor to the reduction of poverty as it increases
labour participation and labour productivity, improves health, and enables people to
partake fully in the economy and the development of their societies. With this
understanding, we explored the educational care provided by the institutions. Forty-four
percent (44%) of the institutions suggested that, all the children under their care attend
school and a further forty-seven percent (47%) indicated that some of the children attend
school. Only eight percent (8%) of the institutions indicated that children under their care
donot attend school.

Figure 2: Who Pays Educational Expenses of Children Who Attend School

60 5.8
50 A
40
30 1
20 -

® Frequency
¥ Percent

Source: OVC Study, November, 2010
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Figure 4: What the Children do for Fun

B Football, other
sports, physical activity
B Non physical game
(dolls, oware, ludu, etc)
® Being with their friends

Source: OVC Study, November, 2010~

Capacity of Formal Institutions

This section focuses on the potential and capabilities of the formal institutions to provide
the needed essential protection and support (physical and non-physical) for the children.
Considering the fact that these children have special care and support needs, and the fact
of being brought up in somewhat artificial environmenit, it is appropriate to’assess the
capacities of these institutions to take care of their multifaceted needs. The institutional
capacities discussed under this section are hurnan résource, material and counseling

services.

Human Resource Capacity

ThE; institutions covered operate with a number of éaregivers ranging from one (1) to
“eight (8), both males and females. However, there is no particular pattern of gender
combinations of caregivers in the institutions. Majority of the institutions have a number

of caregivers ranging from one to four (Table 5).
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health cost of the OVC, finding which shows that, the institutions have some control over
the healthcare provisioning forthe children. -

Figure 3: Who Finances OVC Health Bill

MHESJr institution itself/head of 87
institution 8
o 13 ;

NHIS and individuals 5 = Percent

J ® Frequency
77 Mrdll Dluhiv il 9 4
Head of institution/director 25 j

0 10 20 30 40 50 60 70

Source: OVC Study, November, 2010

Recreational Care Arrangement

This study shows that, the institutions offer children some in-door and out-door
recreational faclhtlcs and actmnes such as. football oware and ludu (Figure 4). These
recreatlonal act:lvmes oﬁ"er chlldren the opportumty to mix w1th other chlldrcn and also to
enjoy themselves. In adetlon recreatlonal activities help children d:lscover their talents
and potentlals as Well as sharpen the1r crea.t1v1ty and individuality. And while ensuring
that chlldren are able to, stmke a balance between home chores time and other activities for
the chlld recreatmn also ensures the c,hlld has tlme to play and 18 able to be a
ch11d W;thout the mstltutmns prov1d1ng thcse fac111tles as part of their care arrangcments
self-actuallzatmn of the children in these areas could be impaired. This is because
chlldren and teenagcrs leam soclahze and form sense of self through play/recreational
actlvmes *mthpeers |
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Table 6: Educational background and professional training of key officials

(respondent)

Level of Education Frequency Percent(x/36)
Middle school/THS o4 11.1

' Secondary/SHS/Vocational 4 11.1
Post-Secondary (nursing, teacher training college, etc) 5 13.9

. Tertiary (Polytechnic, university, etc.) 20 _ 55, 6
‘Pastoral trammg ks 2 56
Not Applicable I 1 2.8
Sources of professional training for institutions Frequency Percent(x/30)
Compassmn International (NGO) 7 19.4
Social Welfare / UNICEF 10 278
Association of Orphanages and Children's Homes 3 8.3
Pastors' Training Institute / religious bodies 3 8.3
Other organizations 2 5.6
Not Applicable ' ‘ 11 306

Source: OVC Study, November 2010

In addition to the formal classroom education, most of the officials (75%) indicated that
they had some i}rofcssional training in relation to the caring for OVC as against 25\percent
of them had no such professional training as a way of capacity building for protecting and
supporting OVCin their institutions. The Department of Social Welfare and UNICEF are
the most popular trainers (27: 8%) for thé institutions, followed by NGOs (19.4%). Half of
the officials, presented certificates to 'show their participation m some professional
training in OVC care, while some others (19. 4%) showed letters to support the evidence
of their participation in such training. A few of them (5.6%) did not have any evidence to
support their ciaim of participationin prfbfessional training.

Material Resource Capacity

The study also assessed the extent of supply and availability of adequate material
resources to the institutions to support the needs of the OVC in their custodies. The focus
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Table 5: Caregivers in Institutions by Sex

- ~ Female -  Male
Number of caregivers Frequency | Percent(x/36) | Frequency Percent(x/36)
One (1) 2 56 8 222
Two (2) 5 13.9 11 30.6
Three (3) 7| s | s | e
Four (4) 5 139 3 8.3
Five (5) 2 2 5.6 1 2.8
Six (6) 3 | 83 3 | 83
" Seven (7) 5 13.9 4 11.1
Eight (8) v 3 8.3 1 .28
|| Eleven and above 4 1. 8 . 222

Source: OVC Study, November 2010

Education and Professional Training

The capacities of the institutions have also been assessed in terms of educational
background of key officials managing the places and any professional training that they
have received in relation to the caring for OVC. Education and professional background
is very crucial in the scheme of things, because people taking care of OVC in formal
setting must first understand the circumstances of children they are supposed to care for
and the most professional approach to manage thelr circumstances. In this light, data on
education and professional qualification of care-givers were gathered from respondents
who occupied key positions in the institutions, Indications from Table 6 are that key
officials in the institutions largely have appreciable levels of formal classroom education.
Most of them (55.6%) have terfieiry education and other post-secondary level education

(13.9). A few of them have up to secondary and basic level education.
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Supply of resources to the institutions is, however, not very regular. A quarter of the
institutions receive these support once a year, while 13.9% and 11.1% receive them once
in three months and once in 2 month respectively. In the past six months prior to the
interviews with the institutions, . clothing (77.8%) and financial support (69.4%)
constituted the most common assistance received by the institutions. Food assistance is
the third most common support, followed by voluntary services and logistics.

The inadequacy of the material resources for the upkeep of the OVC in the institutions
were expressed when the officials were asked to indicate their main concerns and needs of
the operation of the places, as shown i_nflfé.bie 8.The most pressing capacity c;lgnc;erns'(")fﬂ'
the institutions are inadequacy of .suppofc for the education of OVC (75.0%), inadequate
financial support (66.7%), 'inadeqliate healthcare (61.1%) and food (50.0%). Similar
sentiments were expressed by the officials when they- were asked to indicate the
challenges and difficulties in taking care of OVC (Table 8).

Table 8: Regularity/Frequency of Support/Assistance

Regularity of Support Frequency  Percent(x/36)
Once in a week _ 3 8.3
Once in a month 4 11.1
Once in three months 5 13.9
Once in six months 3 83
Onee in a year 9 25.0

Not sure 3 83
Twice in a year 1 2.8
Once in 4 months 1 2.8
Orice in a while 2 56 .
Not applicable 5 13.9
Support Received for the past 6 months Frequency Percent(x/36)
Financial s 25 69.4
Food 22 61.1
Clothing 28 77.8
Logistics 13 36.1
Voluntary service/Home -making 15 41.7

Source:0VC Study, November 2010
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has generally been on various sources of support, specific support received, regularity
and adequacy of resources received. The data show that the institutions receive various
resources in the form of assistance which they use to take care of the OVC. The resources
are in the form of food, school fees, medical fees, counseling, techmcal clothmg and
financial services. Financial assmtance (55.6%) is the most common resource received,
followed by food (38. 9%), counselmg and technical resources (16.7%), and medical fees
(13.9%) in that order of merit. The institutions get the larger part of thelr matenal
resources from individual philanthropists and friends (80.6%), religious bodies (66.7%),
other institutions and organizations (58.3%) and foreign donors (50.0%). Self-supporting
(44.4%) i‘s" also significant among the institutions (see Table 7 for the resources received
by the iné_.tifutions, and the sources of theresources).

Table 7: Support Received byFormal OVC Care Institution

Nature of the support Frequency Percent(x/36)
Financial assistance 20 556
Food assistance 14 38.9
School fees 4 11.1
:Medical fees Ik 5 13.9
Counseling/advice/technical operations 6 - 167
Clothing support B 5.6
Voluntary services 1 2.8
Sources of support for OVC institutions Frequency Percent(x/36)
Supported by owner o 16 44.4
Support from Gther institutions/organizations 21 58,3
‘Support from individuals/friends 29 B0:6
Support from government 8 222
Support from some relatives 8 A
Support from religious bodies 24 66.7
Support from foreign donors 18 50.0

Source: OVC Study, November 2010
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On education specifically, 63.9 percent of the institutions reiterated. that they are
cenfronted with the difficulty of providing the educational needs of the OVC in their
custody, and they particularly do not get trained teachers to teach the OVC with special
needs (those with disabilities). They also do not get enough resource to motivate the
officials who take care of the educational needs of the children. In short, the institutions
have serious challenges in meeting the cost of education in genéral and quality education
in particular for the children. The situation of education is similarto that of healthneeds of
the OVC. The biggest challenge in providing quality health c;ire fc:-r the children relates to
their efforts to secure enough financial resources to meet the cost of healthcare. The
institutions bemoaned lack of permanent health specialist in their homes to attend to the
children as and when necessary and also do not have health facilities such as ambulance to
convey the children Whenlthey areunwell. |

The institutions summarized their material capacities when they were asked to give their
general assessments. Apart from those who do not receive any external suppdrt atall, the
majority of those who receive the support (52.8%) indicated that the resources are not
enough for the, OVC that they take cgare of and 8.3 percent said they hardly receive the
resources expected from the external source (Table 10).

Table 10: Rating/Assessment of Assistance Received by the Institution

Rating/Assessment Frequency Percent(x/3)
Okay, they are enough 4 11.1
They are not enough 19 52.8

"| They come, but not needed 1 2.8
They don't come 3 8.3
Not applicable 9 25.0

Source: OVC Study, November 2010
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The overwhelming majority of the institutions interviewed (77.8%), considered
inadequate financial resources as the most challenging and difficult situation confronting
them, followed by general lack of support and interest of the public in the course of taking
care of OVC. Besides, they do not get enough food to feed the children (38.9%) and some
children do not get the support to access formal education. They also mentioned the
demands of the work of taking care of OVC.

Table 9: Main Capacity Concerns/Needs of the Institutions

Capacity Concerns Frequency Percent(x/36)
Inadequate Financial support 24 - 66.7
Inadequate support for the OVC Education ' 27 75.0
Healthcare 22 61.1
Shelter 14 389
Food 18 50.0
Skill training 12 333
Medical support 16 44.4
Socio-emotional support ; 11 rionar. 306
How to integrate OVC into normal life 1 T o2s
Challenges/Difficulties in taking care of OVC Frequency Percent(x/36)
It is hard financially 28 77.8
There is less food for the children 14 389
Some children can't go to school 12 333

We do not have time to rest 9 25.0
Societal support to us is not encouraging 22 61.1
There is too much pressure 16 44.4

Source: OVC Study, November 2010
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Table 11: Guidance and Counseling Services (GCS) Offered by Institutions

Evidence of existence of ' Frequency Percent(x/36)
counseling officer |

File 3 13.9
Records | 5 13.9
None | 11 30.6

Not Applicable } 15 41.7
Total | 36 100.0
Evidence of existence of GCS Frequency Percent(x/36)
File J 4 11.1
Minutes 1 2.8
Records | 5 13.9
None ' 11 - 30.6

Not Applicable 15 41.7
Total 36 100.0
Voluntarily access of GCS Frequency Percent(x/36)
Yes, . 10 27.8

No 9 25.0

Not applicable 1 472
Total 36 -100.0
Issues for GCS ; . ~ Frequency Percent(x/36)
Bereavement’ 4 3 8.3
Abuse of pupils/students 2 5.6
Parental neglect 1 2.8
‘Emotional challenges ! 8 222
Academic difficulties : 3 8.3

Not Applicable | 19. 52.8
Total , ] 36 100.0

Source: OVC Study, November 2010
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Guidance and Counseling

Considering the conditions of the OVC, one service that is of immense significance in the
institutions is counseling. Although the majority of the instifutions (55.6%) offer
counseling services to the children, a significant number of them (44.4%) do not have
formal counseling services. Even in the case of those who offer the services, only a third
(33.3%) have office accommodation designated for counseling while the rest have no
such office accommodation for that purpose. There is a fewer number of them (41.7%)
who have trained guidance and counseling officers than the percentage of the institutions
(55.6%) who claim to offer professional counseling services to the OVC.

The evidence to support the professional ti'ainiﬁg of the guidance and counseling officers
cast doubt further on whether or not some of those who claim to have trained officers
really do have them. That is, only 27.8 percent of the 41.7 percent of the institutions that
have trained counseling and guidance officers could provide evidence in the forms of files
and other records to show that they indeed havé the officers. The evidential proof of the
27.8 percent of the institutions also reflected availability of counseling services, and the
OVC accessing the services. The issues on which the children seek counseling vary but
the most common issue concerns emotional challenges. Thus 22.2 percent of the few who
seek counseling services do seek solutions to emotional problems. Other counseling
services deal with academic challenges, bereavement and child abuse (Table 11).
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Box 1: The Manya Krobo Queen Mothers Association (MKQMA)
The MKQMA is identified in the Yilo/Manya Krobo area in the Eastern region. As the
name suggests, it is made up of queen mothers. The association holds on to the fact that,
queen mothers have traditionally been responsible for the welfare of women and children in
their respective communities. For this reason, the association works to care for the welfare of
women, and more importantly for the discussions here, OVC. They do home visits and help to
solve problems women and OVC face. The MKQMA has also been werking to build the
capacity of the Queens and other opinion leaders. Over 1,035 Orphans have been identified
through their home visit programme and these children placed in families and households of
the queen mothers for fostering. A Queenmother cares for between one and six orphans,
providing them with shelter, food, clothing, health care and education. The rationale is to
provide stable home-kind of environment for the children to grow. They are aware of the
stigmatization and discrimination that OVC experience and this informed their decision to
place the OVC in natural families and care for them the way they do, to help them to be
absorbed into the wider community instead of orphanage homes. Aware of the risks of
 HIV/AIDS, MKQMA home visits also allow the Queenmothers to reach out to community
members providing them with knowledge and skills to avoid the risks of HIV/AIDS and STI's
while referring the chronically ill to the local hospltals the St. Martin's or Atua Government
Hospital both in the area for care.

Sonrce:hﬂp:[/manyakrobo.blogspof.‘c’:omf

This care. arrangement allows orphaned and vulnerable children to remain in their
comn_mnifies of origin and receive both community and family-based support provided
by the communities. By this care arrangement the OVC are brought up and integrated into
their natural community environment. The MKQMA is managed by the queenmothers
themselves. Each queenmother serves as house-mother for a small number of OVC in a
family style.

The OVC under the care of the queenmothers refer to them as 'mothers' and call each other
'brother’ or 'sister” and relate to one another as siblings. The association depends on the
contribution of benefactors to execute its activities. On the association's website for
instance, there is a call to such benefactors to support the-association for it to continue to
offer care services to OVC.
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Chapter Four

Informal Care and Support Arrangements for
Orphan and Vulnerable Children in Ghana

Introduction

This chapter is devoted to presentation and discussion of data related to informal care and
support arrangements available for OVC in Ghana. The informal care arrangements come
in the form of foster care, home-based care and support, and community-based supj;ibrt
structures. These care arrangements can also _'be categorized as kinship- care and

community care arrangements.

Informal Care and Support Arrangements (Community and Household
Based Care)

As indicated earlier, the data on care arrangements for OVC captured in the study are of
three categories namely, formal institutional care arrangements, community-based care
arrangements and household or family care arrangements for OVC. The first section has
looked at the institutional care and their capacities. This section focuses on commiumity-
based and household or family care arrangements. One spectacular community-based
care arrangement that the researchers came across is the Manya Krobo Queen Mothers
Association (MKQMA) which has been described in box 1 below. This is an important,
indigenous and traditional way of caring for children in need of care by community
members. -

CSPS Technical Paper (KLY |



Box 1: The Manya Krobo Queen Mothers Association (MKQMA)

The MKQMA is identified in the Yilo/Manya Krobo area in the Eastern region. As the
name suggests, it is made up of queen mothers. The association holds on to the fact that,
queen mothers have traditionally been responsﬂ:le for the welfare of women and children in
their respective communities. For this reason, the association works to care for the welfare of
women, and more importantly for the discussions here, OVC. They do home visits and help to
solve problems women and OVC face. The MKQMA has also been working to build the
capacity of the Queens and other opinion leaders. Over 1,035 Orphans have been identified
through their home visit programme and these children placed in families and households of
the queen mothers for fostering. A Queenmother cares for between one and six orphans,
providing them with shelter, food, clothing, health care and education. The rationale is to
provide stable home-kind of environment for the children to grow. They are aware of the
stigmatization and discrimination that OVC experience and this informed their decision to
place the OVC in natural families and care for them the way they do, to help them to be
absorbed into the wider community instead of orphanage homes. Aware of the risks of

'HIV/AIDS, MKQMA home visits also allow the Queenmothers to reach out to commumty
members providing them with knowledge and skills to avoid the risks of HIV/AIDS and STT's
while referring the chronically ill to the local hospltals, the St. Martin's or Atua Government
‘Hospitalboth in the area for care. .

Source:http://manyakrobo.blogspot.com/

This care arrangement allows orphaned and vulnerable children to remain in their
comn}unit'ies of origin and receive both community and family-based support provided
by the communities. By this care arrangement the OVC are brought up and integrated into
their natural community environment. The MKQMA is managed by the queenmothers
themselves. Each queenmother serves as house-mother for a small number of OVC in a
family style.

The OVC under the care ofthe queenmdthers refer to them as 'mothers’ and call each other
‘brother’ or 'sister' and relate to one another as siblings. The association depends on the
contribution of benefactors to execute its activities. On the association's website for
instance, there is a call to such benefactors to support the association for it to continue to
offer care services to OVC. B
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Chapter Four

Informal Care and Support Arrangements for
Orphan and Vulnerable Children in Ghana

Introduction

This chapter is devoted to presentation and discussion of datarelated to informal care and
support arrangements available for OVC in Ghana. The informal care arrangements come
in the form of foster care, home-based care and support, and community-based suptibrt
structures. These care arrangements can also be categorized as kinship care and
community care arrangements.

Informal Care and Support Arrangements (Community and Household
Based Care)

As indicated earlier, the data on care arrangements for OVC captured in the study are of
three categories namely, formal institutional care arrangements, community-based care
arrangements and household or family care arrangements for OVC. The first section has
looked at the institutional care and their capacities. This section focuses on community-
based and household or family care arrangements. One spectaéular community-based
care arrangement that the researchers came across is the Manya Krobo Queen Mothers
Association (MKQMA) which has been described in box 1 below. This is an important,
indigenous and traditional way of caring for children in need of care by community
members. "
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parents (24.7%), other relatives (6.5%) and other household members (3.8%). At the
individual level, there is no different story to tell. Household heads and parents remained
the main source for the provision of educational needs for OVC (Table 12).

Table 12: Educational Care Services Offered by Households

_ School fees  School uniforms = Books Feeding =~ Total

Freq % Freq % Freq % Freq % Freq | %age
Parent(s) i iricory |. 183 228 | 206 256 199 | 248 | 207 | 257 | 795 | 247
Other household
member 24 3.0 33 4.1 32 4.0 34 4.2 123 3.8
Other relative 47 5.8 52 6.5 53 6.6 58 7.2 210 6.5
Non relative 15 1.9 23 2.9 20 25 20 25 78 24
Self 9 - 1.1 15 1.9 14 LT 13 1.6 51 |- 1.6 .}
Household head 206 256 | 222 27.6 229 | 285 | 233 | 290 | 890 | 277
Government 77 9.6 -- - -- - -- - 77 2.4
NGO 2 "2 13 1.6 16 2.0 - - 31 1.0
Institutional home 66 8.2 31 3.9 31 3.9 | 36 45 164 5.1
Scholarship 1 1 - - - - |- - 1 0.0
Headmaster 4 5 4 - o - =1 - 4 0.1
Don't-Know 9 1.1 10 1.2 12 15 |49 1.1 40 1.2
Not Applicable 161 20.0 | 199 24.8 198 | 246 | 194 | 24.1 752 | 234
Total i B04 100.0 804 100.0 804 1000 804 1000 3216 1000

Source: OVC Study, November, 2010

Food Intake as a Measure of Care

Food intake was also considered as part of the care arrangeinents for OVC. As such, the
children were asked to-indicate the number of meals they took in a day, and the data show
that, most of the children (70.8%) were cared for in the normal child care manner, giving
them three meals a day. When asked about the food types most often eaten at home, the
children mentioned several food types including maize related foods such as TZ, Kenkey,
Banku, porridge, etc; rice related foods such as wakye, jollof, plain rice etc; and cassava-
made foods (fufuo/ konkonte, gari etc) and ampesi, both yam and plantain. The import of
this s that most OVC in Ghana are probably not 1_;réated very different from non-
vulnerable children who may find themselves in the same househdld as far as food intake
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Manye Esther with Schoolchildren on Manye Makutsu with Community
a Community Visit Children

Source: http// manyakrobo.blogspot.com

Household Care Arrangements for OVC

In Ghana, the family and community members have traditionally taken care of orphan and
vulnerable children and they continue to do so irrespective of a number of
transformations that have taken place including an increasing tendency towards
nucleation of the Ghanaian family (UNDP-Ghana, 2008; Nukunya, 2000).Within the -
household and families in the research communities, a number of care arrangements were
identified for OVC. They include adoption, fosterage and househelps. In these care
arrangements, orphan and vulnerable children were cared for in houscholds/families by
both nuclear and extended family members. This means that families or households
continue to offer stable environment for OVC. Findings from this study indicate that, the
hounsehold provides a range of care and support services to OVC. In particular, the
children data show that, the households provide educational, food, health, and socio-
emotional care for OVC.

Educational Care

The educational care services provided by households to OVC include school fees,
school uniforms, books and feeding at school. When OVC children were asked who
provides their educational needs (school fees, school uniforms, books and feeding at
school) to them, we found out at both aggregate and individual levels that, most of the
children mentioned family/household members. At aggregate level, most of the children
(62.7%) mentioned family/household members, namely household head (27.7%),
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caregiver(s) often receive less attention when they are sick and may even miss out on -
health services. This situation makes them even more vulnerable to diseases and

infections. To understand the healthcare arrangement for OVC, the children were asked if

they had health insurance.

As shown in Figure 6,47.5% ofthe children indicated that they had health insurance and a
little over half of the children suggesting that they did not have health insurance. This
situation could lead to denial of health service when payment of health care service is
required and OVC care-givers are unable to make the payment. A few of the children
however could not tell whether they had the health insurance or not. For those who did not
have health insurance, a number of reasons were given. While some argued that their
parents or guardians could not afford, others opined that, they had it in times past but had
expired and were yet to renew.

Figure 6: Proportion of Respondents who have registered with NHIS

-

Yes  No - Don'tKnow

Source: OVC Study', November, 2010
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is concerned. It is more interesting to find that, 4.8% of the children are actually fed more
than three times in a day. Adequate food intake suggests, though not conclusive that OVC
have access to enough food to meet their nutritional needs in order to live productive and
healthy lives. There was however, substantial number of children (23.4%) whose food.
intake in a day was less than three times, indicating that the available food intake care for
them was below expectation. Low and more importantly unbalanced intake of food can
lead to malnutrition for all OVC. For vulnerable children, éspecially those with
HIV/AIDS, this may pose growth and development challenges. Scientific facts indicate
that, OVC living with HIV/AIDS are more vulnerable to the ill effects of poor nutrition on
health.

Figure 5: Number of Meals Children Usually Take in a Day
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Source: OVC Study, November, 2010

Health Care Arrangements

Health service is an important care arrangement for OVC. Good health refers to physical,
mental and emotional well-being of a person. OVC need to have access to prevenﬁ#e care
such as immunization, as well as curative or treatment of illnesses. Those who lack adult
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Figure 7: Number of Times in the Past Six Months OVC Had Run
Away From Home
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Source: OVC Study, November, 2010

Household Capacity to Care for OVC

The needs of the OVC in households are tremendous - some are ;édlf!ing with loss of
parent(s) or helping to care for sick family members, others are also sick themselves and
in many ‘cases, they face stigma and discrimination. In all these, the family is generally
acknowledged as the optimal environment for a child to grow and develop into adulthood.
For this reason, care for OV.C in a family set-up is considered the ideal situation, though
other institutions and structures (discussed above) have emerged to offer care to OVC.
Care for orphar'l and vulnerable children is a way to substitute the socialization and
transfer of skills and knowledge that parents would normally take care of, with the aim to
create well ﬁmetic)piﬂg and v\ig_lwl_-@jusrte‘d meml_:ers o}f fopiety. QVC, who may lack care,

in particular access to education and other types of services, as well as growing up on the
margins of society, may find it difficult to become productive members of society as
adults. This section therefore examines capacity of household/family support structures
to take care of the welfare and needs of OVC.

435
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Socio-Emotional Care Arrangement

Socio-emotional care helps vulnerable children and their caregivers to cope with all
manner of challenges. Orphan and vulnerable children often have to face illness, death of
parents, extreme poverty, abuse and isolation. The socio-emotional effects of these
problems may makeit hard for them to partake in everyday activities as children,
including going to school or playing among others. For this reason, socio-emotional care
arrangement is needed to help OVC cope with the problems they encounter. This will help
them to make sense of their bad experiences, accept and live with strong feelings brought
about by difficult situations, and move forward with their lives.

To assess the socio-emotional care arrangement for OVC, we asked the children the
person they speak with, when they are sad, worried or have problem, who they normally
play with, what worries them/makes them unhappy, and the number of times in the past
Six months they had run away from home. Guardians and friends emerged atop of
response options for the persons they speak with, when they are sad, worried or have
problem. There were quite a significant number of them who kept to themselves. With
whom they normally played with, friends and siblings were the most mentioned. As
presented in figure 7, a number of events and occurrences in the lives of OVC make them
unhappy, including the death of parent(s), when they are maltreated, when their parents
divorced/separated, and when their educqtional needs are not provided, among others.
Against this background, we sought to find out the number of times in the past six months
they had run away from home for extended hours within the day. A clear majority of the
children (66.4%) observed that they had not run away from home/place of residence six
months before this study. Interestingly however, 26.2 % of the children had run away once
or twice (Figure 7). E
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Educational Background and Capacity to Care for OVC

One way to assess the capacity of households to care for OVC is to understand the
educational levels/attainments of OVC care-givers in the households, in this case the
household heads. Though educational attainment in itself is not a good measure for how
well a person may be able to care for OVC, it still remains important because of the
prospects it provides in terms of job acquisition and the subsequent income that jobs bring
to the individuals concerned. Against this background, we examine the educational
backgrounds of household heads, their occupation and income levels as well as other
relevant variables with the view to understand the Lca'pacity of households to care for OVC
in Ghana. Majority of the household respondents have low level education: cumulatively,
40% of them have No education; Non-formal education and Pre-primary education;
17.3% and 26.2 percent have primary education and Middle school/junior high school
(JHS) education respectively; just about 5% of them have Post-Sec and tertiary education
(nursing, teacher training colleges, polytechnic and university).

If formal education in itself is a measure for the capacity of household heads to care for
OVC, then the household care situation for OVC in Ghana cannot be said to be anything
assuring. But the researchers do not have a definite link on the educational backgrounds
ofthe household heads and how they are able to care for OVC. For this reason, we analyze
the occupation (both primary and secondary) of the respondents.

Occupation of Household Heads and Capacity to Care for OVC

It is widely acknowledged that, economic strengthening is a valuable component of OVC
care and support because, not only is vulnerability of OVC linked to lack of economic
resources, but also it contributes to reduced economic productivity with assets sometimes
liquidated to take care of needs. With this view in mind, we found out from the data that,
for the primary occupation of respondents, more than a quarter (28.1%) of the
respondents were without jobs. In specific, 27.3% were unemployed and the remaining
1.8% being retired. This is a concern, because these respondents were the main caregivers
of the OVC in households, and given that they are unemployed/retired; one finds it
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Household Size and Capacity to Care for OVC

In examining the number of children that h;)liéuf:-l.idlﬁfl{'f;spoﬁdcnts lived with at the time of
the study, we found out that the mean household size computed from the sample was 4.04
with 22.8 of the sample respondents having household sizes ranging from 5 children up to
more than ten children (Table 13). Both the mean household size of the sample (4.04) and
the 22.8% respondents with between 5-10+ children are higher‘ than the national
household statistics. According to the Ghana Living Standard Survey (GLSSS), the mean
household size of Ghanaians as at 2008 was 4.0, down from the 5.1 in 2000 population
and housing census. Larger household sizes, as found with the respondents, come with
more needs and demands (educational, food-and nufrition, healﬁﬁ} psycho-social and

emotional etc) on the households, which also require more financial resources.

Table 13:Household size

Mean~ 4.04 Frequency Percent
None 217 14.9
One 211 _ 14.5
Two 241 16.6
“Three 230 15.8
~ Four 225 15.5
Five 147 10.1
Six 66 4.5
Seven 45 31"
Eight 16 1.1
Nine 10 e
Ten and above 48 3.3
Total 1456 100.0

Source: OVC Study, November 2010
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Table 14: Monthly Earnings of Household Heads

Mean™ GHc25.39 Frequency Percent
Less than GHC100 713 49.0
GHC100-249 204 14.0
GHC250-399 110 7.6
GHC400-549 40 2.7
GHC550-699 11 .8
GHC700-849 1 |
GHC900+ 14 1.0
No response 29 2.0
Don't know 3 9 .6
Not applicable 325 223
Total 1456 100.0

Source: OVC Study, November 2010

Main Capacity Concerns and Support to Households

The study also attempted to assess the main concerns/needs of households to support the
needs of the OVC they care for. In all, seven concerns were put up and respondents made
to indicate if they were a challenge to them. Evidence from the data shows that the
households have a numbef of concerns/needs in their bid to care for the OVC, with
financial concern (60.2%) emerging on top of all other concerns. Educational concern
(55.5%), food (41.0%) health care (38.6%) and shelter (29.1%) followed in that order. It
also emerged that, the households receive different kinds of support from society as they
cater for the needs of OVC. On the kind-of support the households receive to take care of
the OVC, financial, food, school fees, medical fees and counseling were identified (Table
15). The households get the larger part of their support in the form of finance (15.8%) and
food (7.0%). But unlike their institution counterparts discussed above, no technical and
clothing support are offered to households even though as evident in Table 15, households
also provide technical skill training for OVC. Most of the households (72.1%) however
donotreceive any support from anywhere,
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difficult to understand how the needs of OVC could be provided.

Indeed there is even a concern about how these respondents could take care of
themselves. The capacity of these unemployed/retired household heads to provide care
for the OVC in their care therefore remains an open question. In the analysis of the data, it
however emerged that, a cumulative percentage of 68 of the respondents were in active
work as farmers (31.6%), as traders/business people (25.1%), and as craftsmen and
women or artisans (6.5%). In addition, there were some respondents working as teachers
(2.5%) and civil servants (2.5%). It is expected that these household heads, compared to
their unemployed/retired counterparfs, could be able to provide better care for the OVC.

Monthly Income Earnings of Household Heads and

Capacity to Care for OVC

With more than national mean household sizes, majority of the household respondents
with low level education, and more than a quarter (28.1%) of the respondents without
jobs, we then employ the income earnings of the respondents as a proxy to understand the
capacity of the household heads to care for the OVC under their care. The use of income
earning here is quite appropriate because it provides better understanding of the financial
resources available to the household heads and how best they would be able to meet the
needs of the OVC.

Using this income earning variable (Table 14), a mean income earning of GH¢25.39 was
attained. In addition, close to half of the respondents indicated that they received less than
GH¢100.00 a month, witk a further 14% observing that, their monthly income stood
between GHC100.00 and GHC249.00. Very few respondents earned monthly income
beyond GHC 500.00. The implication for this is that, for many household heads with
responsibility to care for OVC (mean household size of 4.04); financial capacity to care
for these children is a challenge. For this reason, OVC in these households may be lacking
in basic needs — food, clothing, etc., and they may also be denied access to education,
health and other services.
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Table 14: Monthly Earnings of Household Heads

Mean™ GHe25.39 Frequency Percent”
Less than GHC100 713 49.0
GHC100-24% 204 14.0
GHC250-399 110 7.6
GHC400-549 40 27
GHC550-699 11 8
GHC700-849 1 8 |
GHC900+ 14 1.0
No response 29 2.0
Don't know : 9 6
Not applicable 325 22.3
Total . 1456 100.0

Source: OVC Study, November 2010

Main Capacity Concerns and Support to Households

The study also attempted to assess the main concerns/needs of households to support the
needs of the OVC they care for. In all, seven concerns were put up and respondents made
to indicate if they were a challenge to them. Evidence from the data shows that the
households have a number of concerns/needs in their bid to care for the OVC, with
financial concern (60.2%) emerging on top of all other concerns. Educational concern
(55.5%), food (41.0%) health care (38.6%) and shelter (29.1%) followed in that order. It
also emerged that, the households receive different kinds of support from society as they
cater for the needs of OVC. On the kind of support the households receive to take care of
the OVC, financial, food, school fees, medical fees and counseling were identified (Table
15). The households get the larger part of their support in the form of finance (15.8%) and
food (7.0%). But unlike their institution counterparts discussed above, no technical and
clothing supportare offered to households even though as evident in Table 15, households
also provide technical skill training for OVC. Most of the households (72.1%) however
donotreceive any support from anywhere.
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difficult to understand how the needs of OVC could be provided.

Indeed there is even a concern about how these respondents could take care of
themselves. The capacity of these unemployed/retired household heads to provide care
for the OVC in their care therefore remains an open question. In the analysis of the data, it
however emerged that, a cumulative percentage of 68 of the respondents were in active
work as farmers (31.6%), as traders/business people (25.1%), and as craftsmen and
women or artisans (6.5%). In addition, there were some respondents working as teachers
(2.5%) and civil servants (2.5%). It is expected that these household heads, compared to
their unemployed/retired counterparfs, could be able to provide better care for the OVC.

Monthly Income Earnings of Household Heads and

Capacity to Care for OVC

With more than national mean household sizes, majority of the household respondents
with low level education, and more than a quarter (28.1%) of the respondents without
jobs, we then employ the income earnings of the respondents as a proxy to understand the
capacity of the household heads to care for the OVC under their care. The use of income
earning here is quite appropriate because it provides better understanding of the financial
resources available to the household heads and how best they would be able to meet the
needs ofthe OVC.,

Using this income earning variable (Table 14), a mean income earning of GH¢25.39 was
attained. In addition, close to half of the respondents indicated that they received less than
GH¢100.00 a month, witk a further 14% observing that, their monthly income stood
between GHC100.00 and GHC249.00. Very few respondents earned monthly income
beyond GHC 500.00. The implication for this is that, for many household heads with
responsibility to care for OVC (mean household size of 4.04); financial capacity to care
for these children is a challenge. For this reason, OVC in these households may be lacking
in basic needs — food, clothing, etc., and they may also be denied access to education,
health and other services.
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Table 16: Regularity of support/How household support themselves

Regularity of support Frequency Percent(x/1456)
Once in a week I 32 2.2
Once in two weeks 7 3
Once in a month 88 6.0
Once in three months 47 32
Ongce in six months 19 1:3
Once in a year 55 3.8
Not applicable L 1208 83.0
How household support themselves Frequency Percent
Household head works to support 893 61.3
Other adult household members work  to 395 271
support

Child(ren) in the household work to support 40 2.7
Support from relatives 131 9.0
Support from organizations 5 3
Support from friends 19 1.3
Support from government 11 8

Source: OVC Siudy, November 2010

Gender Dimensions of the Household Capacity to Care for OVC

An interesting aspect of the c;lata on household capacity to care for OVC is in relation to
the gender dimension to the capacity to care. The data indicate that, more than twice as
-many female-headed households reported that they earned monthly income of less than
GHC 100.00 compared to male-headed households. Also, female-headed households
were significantly more likely to report that they had no education, or they had
primary/middle school/THS education compared to male-headed households. However,
when we examined secondary, post-secondary and tertiary education, more male than
female household heads had reached those levels. We also observed more female-
household heads to be unemployed compared to their male counterparts. Examining the
gender issues in relation to household capacity to care, it becomes quite apparent that,
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Table 15: Main Concerns and Support to Household for the Care of OVC

Capacity Concerns Frequency Percent(x/1456)
Financial support 877 602

Educational support 808 355

Food 597 41.0
Healthcare 562 38.6
Shelter 424 29.1
Socio-emotional support 134 9.2

Skill training 57 3.9

Kind of support received Frequency Percent(x/1456)
Financial support 230 15.8

Food assistance 102 7.0
School fees 24 1.6
Medical fees 8 5
Counseling/advice 4 e |
Nothing 1050 72.1

Source: OVC Study, November 2010

The flow of support to the households, just like the institutions, was not very regular
(Table 15). For this reason, we asked the household heads to indicate how, in the face of
mounting needs and difficulties they were able to support themselves to give the children

the needed care. A number of strategies emerged in this direction. Most respondents
indicated that, household heads (61.3%) or other adults in the household (27.1%) work to
support activities that go on in the households. Support from relatives was also mentioned

(Table 15).
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Chapter Five

Conclusion and Recommendations

Conclusions

Care arrangement for OVC is a crucial matter as it has implications for the enjoyment of
fundamental human rights and the wellbeing of children. Yet, there are clear signs of
overlapping and uncoordinated care arrangement coupled with low capacity of
institutions and households in providing adequate care for OVC. These observations are
discussed below:

Weak Institutional Capacity

Given the available information, it is important to state that the capacity of institutions
(orphanages/homes) that manage OVC is weak. Indeed, the institutions sampled have
both male and female staff (caregivers) with the number of staff per institution ranging
from one to eight. Most of the key staff had obtained tertiary education and other post-
secondary level education, and a few have secondary and basic level education. Beside
the academic qualification, some of the institutions had had some professional training in
connection with caring for OVC, but a significant number of them had had no such
professional training. This means that although the personnel in the institutions have
some level of capacity to care for the OVC, the human resource capacity is not adequate to
deal with the multifaceted needs of the children.

Low level of Material Support for OVCs

From the stlidy, there are obvious situations of low level of material support for
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programmatic response to the plights of OVC has to recognize the gender issues
underlying care of OVC. The best intervention to address the care and insecurity of
orphans and vulnerable children will have to be multifaceted. It would require an
appropriate mix of social safety net expenditure and other programmes that sirengthen the
economic capacity of households that are into this care enterprise.
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The Capacity of the Department of Social Welfare and the enforcement of Regulations
Even though the Department of Social Welfare (DSW) hasthe mandate to provide
technical support and also license institutions that provide care for children, there are
glaring signs of limited capacity of DSW to carry out their mandate. Indeed there are
issues of lack of funds, logistics and personnel to effectively monitor the activities of
homes and institutions that provide care for OVC.

Recommendations for Policy Direction

Conditions of OVCin Ghana

On the basis of the fact that OVC are found in households, institutional homes,
correctional homes, and on the streets, it is important that targeted policy initiatives are
directed at OVC found in the various locations. This will ensure that policy initiatives are
able to meet the specific needs of such.children. For instance, children on the street do not
live in normal household conditions and hence their immediate need would not be the
same as. OVC living in normal hotisehold conditions. The disaggregation of policies
aimed at addressing the problem of OVC in Ghana would also give clearer direction for
policy implementation, monitoring and evaluation. The existing OVC Policy Guidelines
should therefore be redesigned .to ensure that all categories of OVC are adequately
covered. -

Majority of the householcis where OVC are found are low income households, with
average household size (approximately 7) above the national average (5), and an average
of 4 children in each household. This situation increases the burden of care for OVC
living in households. This calls for expansion of the LEAP payments to low income
households to cover more households. In doing this, there will be the need to also
strengthen the mechanism for selecting beneficiaries for the LEAP transfers. This will
ensure that the transfers actually go to those who are truly vulnerable and taking care of
OovC.

It is important for the state, through the Ghana Education Service, to ensure the full
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institutions involved in caring for OVC. The data clearly show that although the
institutions receive support (i.e. financial, food, school fees, medical fees, counseling and
technical operations, clothing, logistics and voluntary services) from various sources, the
material resource capacity is not the best. These supports mainly come annually and
quarterly and almost all the respondents from the institutions bemoaned the inadequacy
of the resource for effective upkeep of the OVC in their custody. Some hardly receive any
material support from external source.

Guidance and Counseling

Capacity for guidance and counseling services for OVC was also observed to me almost
non-existence.About half of the institutions studied did not have any formal
arrangements for providing counseling services to the OVC.A significant number of
those who claim to have formal arrangements and procedures have no professionally
trained personnel for counseling and guidance, neither have they made provision for an
office space for the purpose. Not only that, only a few of those who claim to have
professionally trained personnel could provide evidence to support the claim, and not all
who indicated to be providing the service to the OVC could provide evidence to back their
claim. They all boil down to the point that there is very weak capacity for guidance and
counseling services for the children in the institutions.

Household Capacity to Manage OVC

Household with OVC were technically and economically constraint to provide the
needed care for them.Further to this, it is imperative to note that the household
environment provides very strong vulnerable conditions for the children. In the first
instance, the household sizes are large, ranging from one to more than ten and this. Larger
household size comes with more demand and needs (financial, education, health, food,
psycho-social and emotional) on the meager household resources. Again, most household
heads in the study lacked the requisite educational qualification which could earn them
better incomes to take of the OVC.
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services for OVC in the children's own communities.

Stakeholder Capacity to Handle the Issue of OVC

In the short term, there is the need to have competent management boards to oversee the
affairs of the institutions, where necessary, and District Social Welfare Department
capacity must be strengthened for effective supervision of the running and activities of
the OVC institutions and homes in their districts. This stems from the fact that, the
distribution of the institutions spans from rural through peri-urban to urban. Again, while
some institutions have the management boards some do not have any, and others do not
think it is necessary to have an oversight body.

Again, there is the need for regular training in the care for the OVC, resource mobilization
and its management for the institution. Efficient and effective management of resources
could instill confidence in leadership of the institutions such that philanthropists and
donors could be attracted to continuously support the course of the institutions. The
institutions must be sensitized and trained on resource mobilization from their operating
areas. The mobilization should not be restricted to material resources, but also human and
technical support from within their areas of operation.

The counseling services capacity of the institutions appears to be very weak. Looking at
the centrality of counseling service to the nature of children in their custody, it is
recommended that all the caregivers in the institutions be given some regular training in
counseling, in addition of professional counselors to be attached to the institutions and
homes. There should be effective monitoring of OVC participation in, and access to
NHIS, free education and LEAP programmes.

It is also recommended that the institutions and homes be trained in records taking and
management of the children in their custody and their activities. One major challenge that
confronted the researchers during the data collection was lack of organized information
from the institutions. Most of the data collected from them were from the memories and
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imbléﬁlentaﬁon of the Free Compulsory Universal Basic Education (FCUBE) and to
ensure that all children of school going ag:e actually go to school. This will not only help in
the achievement of 100% enrollment of children of school going age, but also ensure that
all OVC attended school. At the time of this study, 19% of the OVC captured did not
attend school due mainly to financial problems, dropout and death of parent(s). Effort
should also be made to extend the implementation of the school feeding programme to
include many more public basic schools, especially those in deprived districts. Moreover,
the provision of educational materials like textbooks, school uniforms, desks, etc. should
focus more on deprived districts and a mechanism found to ensure that identified OVC
receive their share of such provisions.

In order to adequately take care of the health needs of OVC in Ghana, it would be
necessary to ensure the decoupling of registration of children under the National Health
Insurance Scheme from parents. By this, all children would be able to access healthcare
even if their parents are not registered under any health insurance scheme. In the case of
children who are also HIV+, it is essential to that they are identified and placed on ART.

We propose OVC care policy that focuses on community/families/household care rather
than institutional care. This will ensure that OVC are more integrated into their
communities/families/society. Directly related to this is the issue of societal attitudes
towards OVC. With a policy shift that emphasizes the care of OVC
incommunities/families/households, identifying these OVC in the first place would be
difficult, and in addition, ensure that, negative attitudes towards them are reduced or
eliminated, if possible. In our considered opinion, and based on the empirical data
available, families’household care arrangements for OVC including adoption and
-fosterage, among others are family-based and therefore provide all the support systems
embedded in Ghanaian families for the growth of these children. The community-based
care of OVC identified in the study - the Manya Krobo Queen Mothers Association — in
the Yilo/Manya Krobo area is also recommended as it provides all manner of care services
to OVC, including education, food, health, socio-emotional and recreational care

it
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oral traditions of the operators rather than documented data on the children and activities
of the homes and institutions. For the purposes of efficient and effective planning for the
institutions, and easy availability of data for other stakeholders, the institutions must be
trained in scientific records management practices.

Long term plan for the care of OVC should rather focus on care of OVC in natural
families. This could relieve the state and the Department of Social Welfare of many
responsibilities, and the children would be brought up in natural environment like any
other child in society. In this light, it is recommended that, the concept of outreach
ministry, where OVC are supported to be brought up in their natural home environment
must be thoroughly explored, facilitated and encouraged by the DSW. Besides, the
income earning capacities of households caring for OVC must be enhanced through
special income generating projects and skills/technical training for alternative sources of
livelihood. .

There is also the need for community sensitization for the plight and care of OVC, and the
integration of traditional leaders and structures, and religious bodies to support the course
of care for the OVC outside institutional homes.
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