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ACRONYMS
AIDS

Acquired Immune Deficiency Syndrome

ART

Antiretroviral Therapy

ARV
CBO
CCG
CCP
CDG
CHW
CINDI
COGTA
CSG
CSO
DHA
DoA
DoE
DoH
DSD
FBO
FCG
FGD
GIS
GPS
HSRC
HCT
HIV
HPV
ILST
KII
KZN
LL-PMB
LO
NGO
NPO
OVC
PEPFAR
PSS
SASSA
SGB
STI
VMMC
UKZN
USAID
YFC-KZN

Antiretroviral (drug)
Community Based Organisation
Community Caregiver
Community Care Project
Care Dependency Grant
Community Health Worker
Children in Distress Network
Cooperative Government and Traditional Affairs
Child Support Grant
Civil Society Organisation
Department of Home Affairs
Department of Agriculture
Department of Education (i.e. Basic Education)
Department of Health
Department of Social Development
Faith Based Organisation
Foster Care Grant
Focus Group Discussion
Geographic Information System
Global Positioning System
Human Science Research Council
HIV Counselling and Testing
Human Immunodeficiency Virus
Human Papilloma Virus
Institution Level Support Team
Key Informant Interview
KwaZulu-Natal
LifeLine -Pietermaritzburg
Life Orientation
Non-Government Organisation
Non-Profit Organisation
Orphans and Vulnerable Children
President’s emergency Plan for AIDS Relief
Psychosocial support
South African Social Security Agency
School Governing Body
Sexually Transmitted Infection
Voluntary Medical Male Circumcision
University of KwaZulu- Natal
United States Agency for International Development
Youth For Christ- KwaZulu- Natal
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EXECUTIVE SUMMARY
BACKGROUND
The Msunduzi Evaluation Consortium was commissioned by Pact SA on behalf of USAID/ PEPFAR to
conduct a baseline evaluation of Phase 2 of the May’khethele Programme being implemented
through the Children in Distress (CINDI) Network, a partnership of organisations and people that
work with children affected and infected by HIV and AIDS in KwaZulu-Natal (KZN).
The May’khethele Programme consists of a school based intervention implemented by 3 nongovernmental organisations (NGOs) in the uMgungundlovu District in KZN namely: Community Care
Project (CCP), LifeLine Pietermaritzburg (LL-PMB) and Youth for Christ KwaZulu-Natal (YFC-KZN). The
objectives of the Programme are:




To increase life skills and improve the well-being of 17 000 orphans and vulnerable children
(OVC) each year in 42 schools
To increase the knowledge, skills and competencies of primary caregivers and community
members on parenting and basic OVC care and support through training
To strengthen current systems and sustain effective referral systems in order to increase access
of comprehensive services by OVC as well as contribute to improved quality of service delivery
to OVC

RESEARCH QUESTIONS AND PURPOSE
The purpose of the evaluation was to collect baseline data on key priority areas of the Programme in
order that progress in achieving the objectives and goal can be measured at the end of the
Programme as well as to inform the Programme’s interventions, making them more effective. There
were 3 core evaluation questions:
1. What is the baseline status of key indicators of wellbeing and resilience among OVCs and their
families in targeted communities?
2. What are the current levels of HIV protective knowledge, attitudes and practices among
learners and their families?
3. What is the current status of provision of OVC services in the 3 targeted sub-districts of
uMgungundlovu District?

EVALUATION DESIGN AND METHODOLOGY
Mixed methods were used for the evaluation which included quantitative data collected through a
survey carried out with learners in the district using cell phone technology; and qualitative data
collected through focus group discussions (FGDs) and key informant interviews (KIIs) with learners,
educators, caregivers, government departments, civil society organisations, community leaders and
other stakeholders. May’khethele staff and partners were also interviewed.
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The design was cross-sectional and included Grade 8 and Grade 10 learners from schools which had
been part of Phase 1 of the Programme (‘old’ schools); schools in the two new municipalities for
Phase 2 (‘new’ schools); and a comparison group of schools from the uMgungundlovu District which
were matched with the ‘new’ schools.
The school sample consisted of 6 schools from each category (‘old’, ‘new’, ‘comparison’). 1271
randomly sampled Grade 8 and Grade 10 learners from within these schools participated in the
survey. Other stakeholders were purposively sampled.
A participatory approach was followed with the evaluation team working closely with the
May’khethele staff and partners, and data being gathered from a wide range of people involved with
the Programme.
Quantitative data was analysed using SPSS. Qualitative data transcripts were coded using Dedoose
(an online collaborative data analysis package similar to NVIVO or Atlas.Ti).
Ethic clearance was obtained from the Human Sciences Research Council (HSRC).

EVALUATION RESULTS
Wellbeing and Resilience
Basic material needs: Less than half (41.1%) of the children reported having access to all of the
personal items listed, such as clothes, shoes and blankets. OVC were not significantly less likely to
have access to any of the items listed. Girls were significantly more likely to have less than 4 items
than boys. Significantly more learners involved in the ‘old’ schools had access to material items than
learners in ‘new’ schools, but learners in ‘comparison’ schools reported the best access.
Caregivers reported that meeting their children’s basic material needs was a source of stress and
showed special sensitivity to orphaned children not appearing different from other children because
of their clothes, especially school uniforms.
Food security: Nearly one in four respondents (22.8%) reported going a whole day and night without
eating within the past three months. More OVC reported going hungry that non- OVC. There were
no significant differences between boys and girls. For Grade 10s there was a marginally significant
association between being enrolled in an ‘old’, ‘new’ or ‘comparison’ school, with learners in
comparison schools being less likely to report going hungry than those in ‘old’ or ‘ or new’ schools. In
interviews, educators and other community members expressed concern over the extreme poverty
and hunger experienced by many children in their community, especially orphaned children.
Enabling documents: The majority of learners reported having a birth certificate (95.4%). For those
learners 16 years or older, the majority reported having both documents. OVC were significantly
were less likely to report having a birth certificates than non-OVC.
Health: 14.1% of learners reported chronic illness (illness for three months or longer). 12.5% said
they were too sick to participate in daily activities for three months or longer. OVCs were
significantly more likely to report personal illness for three months in a row or longer, and having
being too sick for daily activities anytime in the previous 14 days.
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School absenteeism: The majority of learners (84%) reported missing less than a week (5 days) of
school in the previous year. About a third of respondents reported missing school because they are
working at least rarely (25.5%), sometimes (7.5%), or often (1%). OVC were marginally significantly
more likely to report having missed school in the previous week than non-OVC. There was also a
significant association between gender and absenteeism in the previous week, with boys more likely
to have missed school in the previous week than girls.
School progression: About a fifth of the learners (18.8%) were repeating their current grade and had
not progressed at the end of the previous year. There was no significant association between grade
progression and sex or OVC status.
Leisure time: The greater part of learners reported having some time most days to do things that are
enjoyable, with only 1.8% reporting having no time for enjoyable things most days. There was no
significant difference in free time related to orphan status or school category. Boys reported having
significantly more free time to enjoy than girls.
Learner support: Most learners reported having someone to provide practical support. Fewer
respondents reported having someone to have fun with (82.3%) or someone to talk to (71.1%). It is
striking that nearly a third of respondents did not feel that they had someone to talk to. There were
no significant associations between psychosocial support and OVC status, school category or sex.
Learners reported finding support for solving problems from their parents, grandmothers and aunts.
Siblings came up as a major source of support, also acting as an intermediary with parents. Learners
from ‘old’ schools mentioned May’khethele staff, social workers, nurses and Life Orientation (LO)
educators as sources of support. Caregivers themselves reported less sources of support at home,
other than their children. They mentioned social workers and nurses and May’khethele staff as
external sources of support. Both learners and caregivers mentioned mainly female sources of
support.
Safety
The most frequent category of mistreatment reported being experienced ‘often’ was being called
names by an adult in their household (7.8%). Being hit with an object by other adults was the type of
mistreatment least frequently reported as occurring ‘often’ (1.8%). The mistreatment by adults
inside the home is much higher than by adults outside of home, suggesting low levels of
mistreatment at schools. Girls reported significantly more mistreatment inside and outside of home
than boys. OVC were not significantly more likely to experience mistreatment overall, by people in
the household or by other people. There were no significant differences in overall abuse related to
school category.
Educators gave examples of bullying in school and learners spoke of negative peer pressure and
ridicule taking place in schools. Another area of particular risk for child safety reported by caregivers
was local taverns. Child sexual abuse and rape was cited by many as a problem, most commonly
mentioned as taking place within the family. Reporting of rape and sexual abuse was also described
as problematic. Another safety issue is that of learners during travel to and from school.
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Child Care Skills
There was a significant difference in hours spent doing housework daily, with girls doing more
housework compared to boys. There were no significant differences by OVC status or by school
category. In the qualitative findings, care givers acknowledged the importance of not overloading
children with housework and allowing them time to play. Answers to some questions appeared quite
rehearsed (e.g. about how they would handle disciplinary issues in the home) and their responses
did not match well with the perceptions of the learners about how situations were handled in the
home. Corporal punishment was referenced by caregivers as a form of discipline, though qualified
that it should not be excessive.
HIV Protective Knowledge, Attitudes and Practices
HIV protective knowledge: The mean knowledge of learners across 15 items was 74%, signifying
that most have a good core knowledge of HIV. Lack of knowledge was greatest about whether one
can still get HIV if circumcised, whether one can get HIV from mosquitoes and whether Antiretroviral
(ARV) drugs cure HIV and AIDS. Overall, OVCs had significantly less knowledge than non-OVC. , There
was a significant difference by sex, with girls scoring higher than boys. ‘Old’ schools had significantly
higher mean knowledge than ‘new’ schools, but the difference between ‘old’ schools and
‘comparison‘ schools were not significant.
Sound knowledge regarding HIV transmission was apparent amongst caregivers in the FGDs.
Caregivers also evidenced sound HIV protective knowledge; however discomfort with discussing this
topic with their children is a significant limitation.
Abstinence: The majority of learners reported a strong intention to abstain from sex until marriage
(69.1%). Boys were significantly less likely to express an intention to abstain than girls. 25.8% of the
learners reported already having had sex. Caregivers prioritised abstinence as the most desirable
prevention behaviour.
Stigma: Most learners said that they would share toilets or schools with HIV positive people (80.2%)
and would choose to be friends with an HIV positive person. A proportion of learners displayed
prejudice when asked if they ‘will never fall in love with an HIV-positive person’, to which 52.5%
replied ‘very true’. Male learners expressed significantly more prejudice than female learners.
Learners in the old schools expressed less prejudice, suggesting that Phase 1 of the Programme had
success in prejudice/stigma reduction.
Myths and misperceptions: About a fifth of learners (21.3%) supported more than five
misconceptions or myths. There were two primary points of confusion amongst learners, around
circumcision and a cure for HIV. Confusion around circumcision was also apparent amongst care
givers.
Circumcision: Most of the learners had heard of Voluntary Medical Male Circumcision (VMMC)
(79.6%). Grade 10 learners were significantly more likely to have heard of VMMC than Grade 8s.
Male learners were significantly more likely to have heard of VMMC than female learners, and OVC
were less likely to have heard of it than non-OVC. Many learners understood that circumcision
decreases HIV risk for men (42.9% of all learners). 50.5% of boys, reported that they personally had
been medically circumcised. Significantly less non-OVC reported having been circumcised (54.6%)
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compared to OVC (45.7%). 23.3% of those who had not been circumcised reported that they would
not consider VMMC and 47.1% said that they would choose to be circumcised.
Behavioural risk: Learners and caregivers cited alcohol as an important factor leading to HIV risk,
including drinking by girls, which led to ‘loss of control’. In the survey, 76% of learners reported
never drinking alcohol at all, with girls reporting significantly less drinking than boys.
Most learners reported never having had sexual intercourse (74.2%). The mean age of children who
reported that they have had sex was 16.17 (N = 329). OVC were significantly less likely to report
having had sex than non-OVC and male learners were significantly more likely to report having had
sex than female learners. Grade 10 learners at ‘old’ schools were significantly more likely to report
sexual debut than ‘new’ and ‘comparison’ schools.
Of the learners who reported having had sex before, most said that their first experience had been
‘willing’ (81.5%). However, 12.2% said that they had been ‘tricked’ and 1.6% said that they had been
‘forced’. Significantly more females than males said that they had been tricked or forced, and
significantly more OVC reported being forced than non-OVC. Of the learners who were sexually
active in the past six months, 48.4% reported concurrent partners, and males reported significantly
more partners than females. Of learners reported that they have had sexual intercourse, the mean
age of sexual debut was 13.86 years, while OVC reported significantly younger sexual debut (12.68
years) compared to non-OVC (14.68 years).
Almost two thirds of sexually active learners used condoms the last time they had sex (63.8%). The
reasons cited by learners for not using a condom were not having them to hand at the critical time
and not liking to use them.
Of the sexually active learners, 22.8% reported that they had ‘ever been pregnant, or made a girl
pregnant, even if the child was not born’. This is 5.9% of all learners.
HIV testing and treatment: Most learners expressed willingness to get an HIV test in the future
(83.4%). Learners with better HIV knowledge were more likely to express willingness to be tested in
the future. Girls were more willing to be tested than boys (85.1% of girls vs. 81.5% of boys). Most
learners believed that it is important to know one’s partner’s HIV status (82.3%), with more girls
saying that this is important than boys.
Of the participants who said they would consider getting tested, 40.2% reported that they had
undergone HIV testing. Of those who had been tested, 95.7% had received their results. There was
no significant association by OVC status, but males were more likely to have been tested than
females. Of the 1271 participants in the survey, 43 acknowledged that they were HIV positive, and of
these 19 were on ARVs, with 12 saying they had skipped doses of their medication.
Caregivers exhibited sound knowledge regarding HIV testing and treatment. Some reported having
tested for HIV.
Factors Influencing Knowledge, Attitudes and Practices
HIV education fatigue: HIV education fatigue was a problem amongst the learners, with 52.8%
reporting being ‘somewhat’ or ‘very’ tired of hearing about HIV and AIDS. Grade 10 learners at
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‘comparison’ schools were significantly more likely to report education fatigue than those at ‘old’
and ‘new’ schools, and girls expressing more fatigue than boys.
Disclosure and openness about HIV and AIDS: About a quarter of learners indicated that another
person had revealed their HIV status to them (24.95%). There were significant differences by sex,
with girls being more likely to report that someone had disclosed to them. Learners in ‘old’ schools
were significantly more likely to be the recipients of disclosure. 61.8% of learners reported having
shared their HIV knowledge with others.
Status of Services in Targeted Municipalities
The five key government departments for service provision to OVC are Departments of Education,
Health, Social Development, Home Affairs and Agriculture. All the departments are working with
many partners, of which May’khethele is just one. May’khethele is however viewed as an important
roleplayer with a significant contribution to make. There is recognition of the unique role that NGOs
play. It is important for NGOs to align their programmes with the strategic objectives of government
departments.
The government departments offer the same services in rural and urban settings in theory, however,
the practicalities of this on the ground sometimes makes service provision uneven. Some difficulties
are experienced by the departments in coordinating their activities both within their own
departments, and also interdepartmentally. Identification of learners in need, and referrals between
different government departments was sometimes difficult.
The Department of Education (DoE): The DoE has a number of structures designed to assist
vulnerable children and address health needs in schools, for example, Institution Level Support
Teams (ILSTs). These structures would be ideal for assisting vulnerable children. One of the key areas
for sustainable systems strengthening is the life skills component of Life Orientation (LO) which is
offered in schools. Numerous issues were surfaced during the evaluation with regard to the teaching
of LO. The role of peer educators and youth participation could be strengthened in schools.
The Department of Health (DoH): In the context of the Programme, a key delivery mechanism is the
Integrated School Health Programme (ISHP). DoH is able to promote, but not provide key services
(such as condom distribution and Voluntary Counselling and Testing (VCT)) in schools, which is a
barrier to health service provision.
The Department of Social Development (DSD): This Department is highly relevant to the
May’khethele Programme and vulnerable learners through the provision of social security grants.
Service centres are reportedly not easily accessible to people (including children) living in dispersed
rural areas. Another gap is that services are only offered between 8am and 4 pm and not at
weekends. The department has high workloads and insufficient human resources.
The May’khethele programme managers and partners were aware of the need for engagement with
key government departments, and wary of the risks of being swamped by multiple agendas and
needs. The focus on capacity building seems to be a comfortable fit for both parties at present.
NGOs, Community Based Organisations (CBOs), Faith Based Organisations (FBOs) and private
sector: There are a number of active organisations already assisting vulnerable children in the
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targeted municipalities of the programme. As a trusted partner, May’khethele has already done well
to develop a data base of service providers and in specific incidents, to coordinate the services being
offered at specific schools - a key need at this point in time to ensure effective identification,
referral, assistance and thorough follow up of the most vulnerable learners.
Centres for the War against Poverty (Operation Sukhume Sakhe War Rooms): The War Rooms are
community based ‘associations’ which ideally comprise local leadership, local representatives from
key government departments, Community Care Givers (CCGs), NGOs, CBOs and FBOs. Where they
are functioning well, they are a resource for service delivery for all learners including the most
vulnerable.

RECOMMENDATIONS
The following key recommendations were made on the basis of this baseline evaluation:
Wellbeing and resilience:
 Continued focus on material provision and strengthening of school systems to identify and
support the most vulnerable learners, with a special focus on school uniforms.
 The shift to more support of caregivers and families is appropriate to the needs expressed in this
baseline.
Child protection:
 Reporting of cases of violence and sexual assault: Assist educators in developing role-appropriate
protocols for reporting abuse, without them putting themselves at risk or needing to ‘become
social workers’.
 Specific community action around underage learners having access to taverns (even if this is for
food not alcohol) may be explored, for example via War Rooms.
Child care skills:
 Caregivers need support and may be able to help one another to find realistic ways of
implementing some of the idealised parenting principles to fit the realities of their context.
HIV prevention:
 Continue to offer learners the opportunity to talk about sex and health in safe spaces as
opportunities to clarify misunderstandings about HIV and AIDS, address stigma, negative peer
pressure, develop personal goals, strategise personally about how to apply realistic prevention
strategies to own life situation, and explore sources of support.
 Rather than trying to aim for breadth of content for learners, in terms of numbers, greater
attention is needed to depth of interventions, for example facilitating meaningful conversations
with smaller groups of learners in order to try to effect personal change. The Programme should
continue to pilot innovative approaches, which open spaces for larger scale government
initiatives to follow.
Systems strengthening:
 Support the strengthening of LO through capacity building of LO teachers.
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 Help schools identify safe mechanisms for the identification, referral and follow up of sensitive
cases like sexual assault, domestic violence, substance abuse etc. Such a system might reply on
external support, such as making use of a programme like May’khethele and other specialized
NGOs to process cases of especially vulnerable learners and families without placing educators,
school managers, learners or School Governing Bodies (SGBs) at risk.
 Strengthen the ILST at schools. Investing in the ILST may be an effective way of systematizing and
structuring support which is provided for the most vulnerable learners.
 There are discussions that may be held with SGBs, DoE and DoH to take forward the delivery of
health services in schools. May’khethele may help through reassuring SGBS and parents that
Sexual and Reproductive Health (SRH) education does not lead to early sexual debut and
promiscuity.
 The Programme can play an important role in assisting with condom distribution to youth, family
planning advice and resources and promotion and support for VMMC.
 May’khethele should continue to play their role in the District Task Team for school health
(through ISHP) and the War Rooms, particularly assisting with the rural areas where there are
fewer role players engaging with the schools.
The baseline evaluation team was struck by the extensive expertise and self-reflective, responsive
development of the May’khethele Programme. Their collaborative and innovative methods are
reaching some of the most under-resourced schools, learners and families in the province.
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INTRODUCTION
BACKGROUND
The Msunduzi Evaluation Consortium was commissioned by PACT SA on behalf of USAID/PEPFAR1 to
conduct a baseline evaluation of the May’khethele Programme being implemented through the
Children in Distress (CINDI) network. The TOR for the evaluation are given in Annex 2.
The CINDI Network is a partnership of organisations and people that work with children affected and
infected by HIV and AIDS in KwaZulu-Natal (KZN). The May’khethele Programme is funded by
USAID/PEPFAR. The Programme consists of a schools based life skills programme (linked to care and
support at household level) implemented by three non-governmental organisations (NGOs) working
in three of the seven municipalities of the uMgungundlovu District in KZN2. Phase 1 was started in
2007 and completed and evaluated in 2012. As a result of this successful project, the May’khethele
Programme is embarking on the implementation of Phase 2. This baseline evaluation took place near
the beginning of Phase 2, from October 2013 to February 2014.

PROGRAMME CONTEXT
HIV and AIDS, poverty and inequality are the most pressing challenges in service provision for
children. The estimated prevalence of HIV and AIDS is still increasing according to the findings of the
HSRC HIV Household Survey for 2012.
An estimated 6.4 million people (representing 12.3 % of the total population) are currently living
with HIV and AIDS in South Africa. Key elements of the campaign to address HIV and AIDS are
testing, linkage to care for treatment and adherence to treatment. The percentage of people
undergoing voluntary testing was measured at 46% in 20123.
Highest infection rates are recorded in the 15-49 age group, with a prevalence of 27.6% in KZN (the
highest in the country) as compared to 7.3% in the younger age group of 15-24 years. There is
generally a marked difference in the prevalence rates between genders suggesting that the greater
burden of the epidemic is carried by females. The national 2012 prevalence rate was 23.3% for
females and 13.3% amongst males. Provincial figures drawn from the 2011 National Antenatal

1

USAID: United States Agency for International Development, PEPFAR: President’s Emergency Plan for AIDS Relief
At the time of the writing of the evaluation report, the number of municipalities which the May’khethele programme was working in
had increased to 6.
3 Unless otherwise noted all data cited under the HIV and AIDS section is from the 2012 household survey, reported by HSRC, 2013
2
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Survey (Department of Health, 2012) indicate the provincial prevalence for mothers attending
antenatal clinics (ANC) for KZN to be 37.4%. uMgungundlovu District had a prevalence rate of 39.8%.
Of great significance in the fight against HIV and AIDS in South Africa is the roll out of Antiretroviral
(ARV) drugs and at this point South Africa has over 2 million people on antiretroviral therapy (ART).
It is clear there are still very high levels of poverty and hunger in many KZN communities. In 2011
67.1% of children in KZN were living in households whose total incomes were below the poverty line
of R604 per capita per month (Child Gauge, 2013). With regard to the three Municipalities targeted
in this Programme, Impendle Municipality is the poorest with an average household income of R38
569 per year or R803 per capita per month compared to Msunduzi Municipality with an average
household income of R108 926 per year or R2 521 per capita per month (StatsSA Census 2011). In
2011, 16.2% of children in KZN lived in households where there is reported child hunger.
In 2011 the number of children who have been classified as orphans through the loss of one or both
parents totaled 27.3% of all children in South Africa. In terms of child headed households, data for
uMgungundlovu District suggests that the number has remained constant at 0.6% since 2001
whereas the figure for Impendle Municipality was 1.9% in 2011 (StatsSA Census 2011).
Teenage pregnancies have become a major concern throughout South Africa especially in so far as
they impact on girl learners. Besides the longer term health risks and social disruption for both the
mother and child, teenage pregnancies are also a factor in girls dropping out of school. The number
of reported teenage pregnancies in KZN was 10 595 in 2011 (DoE Concept Paper, 2013). Some
concerns about these improved figures have been raised for example, that in some cases pregnant
learners are viewed as ‘unacceptable’ in the school environment by school principals and have been
asked to leave the school. Others may leave of their own accord or their pregnancy and the birth of
a child may be concealed to avoid being asked to leave and disrupting their school year.
The state’s social security programmes for children have also undergone considerable expansion in
recent years. KZN has the highest number of Child Support Grants (CSGs) in South Africa distributing 2,746,888 grants valued at R290 monthly in 2013 (Child Gauge 2013). KZN also has the
highest number of Foster Care Grants (FCGs) and Care Dependency Grants (CDGs) in South Africa.
Thus, despite the prevailing harsh economic conditions, the cash transfers in terms of government
social security payments are an apparently effective poverty alleviation mechanism.
In terms of this evaluation, the May’khethele Programme is targeting three municipalities within the
uMgungundlovu District. These areas have different characteristics which may impact on the
implementation of the Programme. In general, the two new municipalities have high rates of
unemployment and poverty, a backlog of service delivery and schools that are in an unsatisfactory
state, especially structurally.
A further challenge for service providers in these areas is reflected in the remark often heard from
adolescent learners from all areas, but particularly more traditional rural areas: ‘Yes we can learn
everything in Life Orientation at school but when we get home we experience something different’.
There is clearly a gap between the frameworks which inform the Life Orientation (LO) syllabus in
schools and the prevailing worldviews, customs and practices in many of the learners’ homes. This
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contributes to parents and some teachers not being comfortable with the explicit manner in which
aspects of sexual reproductive health (SRH) are discussed in the course of the Programme.
Other factors which may affect future Programme implementation include the general election in
2014 and the rising costs of fuel (travel to the new municipalities has transport budget implications).
A more detailed description of the context for children can be found in Annex 3.

THE MAY’KHETHELE PROGRAMME
Background
May’khethele is a Zulu word meaning ‘choose for yourself’. This embodies the spirit of the
Programme. The Programme is implemented through the CINDI network by the Community Care
Project (CCP), LifeLine Pietermaritzburg (LL-PMB) and Youth for Christ- KwaZulu- Natal (YFC- KZN),
referred to as the ‘May’khethele Partners’ or the ‘Partners’ for the purpose of this report.
Phase 1 was started in 2007 and completed and evaluated in 2012. The evaluation found that the
Programme has improved the wellbeing of Orphans and Vulnerable Children (OVC). As a result of
this successful Phase, the May’khethele Programme is embarking on the implementation of Phase 2
with the goal ‘to build an expanded partnership framework for enhancing access to quality services
for OVC within the greater uMgungundlovu District in KZN province’.
This Phase of the Programme was initially conceptualised as being implemented in 42 high schools
(35 schools from Phase 1 and 7 new schools); however, due to requests from the Department of
Education (DoE), this number had increased to 62 at the time of the baseline evaluation. The 42
schools are located in the Msunduzi, Impendle and Mkhambathini Municipalities of the
uMgungundlovu District. Phase 2 started in November 2012, with implementation in schools starting
in February 2013 for Grade 10s4.
May’khethele Programme Objectives
1.

To increase life skills and improve the well-being of 17 000 OVC each year in 42 schools (located
in uMgungundlovu District in KwaZulu-Natal) through small group Sexual Reproductive Health
(SHR) and HIV prevention education, promoting behaviour change, improving access to
counselling and testing through home based and facility based HIV Counselling and Testing
(HCT), referrals to clinics, and provision or successful linkages to services.

2.

To increase the knowledge, skills and competencies of primary caregivers and community
members on parenting and basic OVC care and support through training. This training aims to
strengthen capacity within families and communities to support the multiple development
needs of OVC by focusing on good parenting and communication skills as identified by the
May’khethele external Outcome Based Evaluation (2012).

4

These Grade 10s would be in Grade 11 during the time of the evaluation fieldwork, and thus would not have participated
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3.

To strengthen current systems and sustain effective referral systems in order to increase access
of comprehensive services by OVC to government departments, other NGOs, Faith Based
Organisations (FBOs), Community Based Organisations (CBOs) and businesses as well as
contribute to improved quality of service delivery to OVC. This will ensure sustainability of care
and support of OVC when the project exits.

Geographic Location of the Programme
The maps in Figures 1 and 2 show the targeted municipalities of the May’khethele Programme. More
detailed maps of the Programme Municipalities can be found in Annex 4.
(Note: On the map of the target municipalities, ‘other’ schools refers to schools in the May’khethele
Programme which were not part of the sample for the evaluation).
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Figure 1: May of South Africa Showing Targeted Communities
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Figure 2: Map of KwaZulu-Natal Showing Targeted Communities

Programme Activities
The Programme strategy is to apply a comprehensive, integrated child-centered, household level
approach, thus improving the OVCs health and psychosocial wellbeing, access to education and
household economic status (amongst other outcomes). This will provide an environment in which
children are able to access comprehensive compassionate care and support. A brief overview of the
Programme activities is presented below.
How are children identified to participate in the Programme: OVC are identified from the schools
by the three Partners using a standardised screening OVC identification form. Home visits are
conducted for the identified OVC to assess further needs of their families and siblings, applying a
family centered approach. Families are provided with, or referred for, the services they need based
on a needs assessment. The needs assessment is carried out in partnership with schools, families
and community structures.
School based activities: HIV prevention education is provided by the Partners in high schools. It
focuses on age appropriate activities that include communication for behaviour change, age
appropriate messages that dwell on various ways of preventing HIV transmission and avoiding drugs
and alcohol. The training raises awareness of the dangers of sexual networks, cross generational sex,
transactional sex, the risks of multiple and concurrent partners. An important facet is the
personalisation of risk. Partners deliver age appropriate activities through youth friendly
methodologies that include learner dialogues, edutainment, use of case studies, drama and debates.
The training is aligned with the DoE’s LO curriculum. Teachers are encouraged to be part of the
sessions. To avoid stigmatisation of OVC this training is offered to all learners in a grade, with the
targeted grades being 8, 9 and 10. Child protection information is also shared with learners.
Other school based activities include accredited training and refresher courses for teachers as lay
counselors and the training of peer educators (learners and teachers) to run small group dialogues
on OVC issues. In addition, school-based bereavement counseling and motivation for HIV counselling
and testing (HCT) and voluntary medical male circumcision (VMMC) is offered. Acquisition of
enabling documents through the Department of Home Affairs (DoHA) is facilitated.
HIV counselling and testing (HCT) and sexual and reproductive health (SRH): Learners at schools
are motivated about HCT and its benefits. Testing at Partner certified non -medical HCT sites and
referrals to health facilities are also done. Household testing is offered for family members and
siblings. Follow-up visits for those who test HIV positive are crucial. SRH education is offered through
small group discussions to learners and covers a wide range of topics, including gender issues.
Work with primary caregivers and community members: Training is provided on good parenting
and communication skills which strengthens the capacity within families and communities to
support the multiple developmental needs of the OVC. Training and support for home based gardens
to improve family nutrition is offered.
Child protection issues: These are addressed through discussion of culturally appropriate alternative
forms of child rearing, child development and coping mechanisms. Training is provided during the
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home visits or monthly meetings with caregivers. Broader dissemination of information about child
protection is offered through workshops to community members.
Home visits: Ongoing training, mentoring and support is offered at a grass roots home level with a
view to strengthening the family unit.
Other activities: The Programme facilitates acquisition of social grants. General health care referrals
are made and the outcomes of the referrals are tracked. Nutritional assessments and support are
accessed through University of KwaZulu-Natal (UKZN) 4th year dietetics students who are supervised
by their lecturer. Educational support is provided in the form of school uniforms, stationery and
homework support. Tuition from the UKZN Tutoring Programme is facilitated for Mathematics and
English.
Training of Community Care Givers: These community based workers are being trained in child
protection through the Partners.
Programme Target Beneficiaries
The primary beneficiaries of the Programme are OVC and their households/families. Others to
benefit from the Programme include teachers, and officials from DoE, DoH and DSD as well as and
members of NGOs, FBOs and CBOs operating in the Programme areas.
Programme Definition of OVC:
This programmatic definition of OVC used to identify children who will receive care and support
through the Programme is defined as:
A child under the age of 18 years who meets at least one of the following criteria:









Has lost either one or both parents
Living with a chronically ill parent/s
Has no adult supervision at home
Is HIV positive
Living in a youth or a child headed household
Is heading a household
Living in the street/s or in a children’s shelter
Has been physically or sexually abused

The strength of the May’khethele partnership is that each Partner brings a different set of their own
strengths. The network of services which is created by the partnership is able to effectively serve
children. Annex 5 provides a list of the major focus areas of each Partner.
May’khethele Programme Theory of Change
During the consultative process with May’khethele Partners, the following summarized Theory of
Change diagram was generated (see Figure 3 below).
Figure 3, the Theory of Change, shows the sensitivity of the May’khethele Programme to the context
of the learners and vulnerable families, including:



Lack of knowledge around HIV and AIDS
Low levels of HIV protective knowledge and behavior
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Lack of resources and enabling documents in which to access available resources like social
support grants
Absenteeism and poor performance at schools
Vulnerability to peer pressure and substance abuse
External locus of control, poor self esteem
Bereavement, with high levels of grief
Lack of child protection, with high occurrence of abuse and rape
Caregivers with limited child care knowledge and skills
Caregivers lack of HIV protective knowledge

The activities have been thoughtfully designed with this context in mind, linking the realities of the
challenges learners face with short term, intermediate and longer term goals.
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Figure 3: May'khethele Theory of Change
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PURPOSE OF THE EVALUATION
The purpose of the evaluation was to collect baseline data on key priority areas of the Programme
which can be used at the end of the Programme to determine impact on the wellbeing of OVC (in
other words ‘was the Programme effective?’). The baseline evaluation will also enable the
Programme to design effective interventions.

KEY EVALUATION QUESTIONS
In order to frame the baseline evaluation, the original call for the evaluation laid out three main
evaluation questions with a number of sub-questions:
1.

What is the baseline status of key indicators of wellbeing and resilience among OVCs and
their families in targeted communities?
Baseline status of wellbeing indicators
Resilience indicators
Ability to meet basic needs
Perspectives of OVC households and communities on safe and cohesive communities
Child care skills in households and families

2.

What are the current levels of HIV protective knowledge, attitudes and practices among
learners and their families?
What are the levels of HIV misconceptions and myths?
What are the current attitudes and levels of awareness about VMMC as a prevention option?
What is the level of behavioural risk for acquiring HIV amongst learners?
What are the issues involved in influencing the level of knowledge, attitudes and practices and
how can they influence Programme design?

3.

What is the current status of provision of OVC services in the 3 targeted sub-districts of
uMgungundlovu District?
Where and what OVC services are available?
Who are the providers of these services and what are the current gaps?
What are the limitations and challenges in OVC services in the 3 sub-districts?
What are the communities’ perceptions of Community Care Givers (CCGs) from DoH and DSD?
What aspects of the May’khethele Life Skills Programme are transferable for the District DoE
and what mechanisms might enhance successful implementation?
What is the role of War Rooms and how are the stakeholders influencing service delivery?
msunduzi evaluation consortium
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Through consultation with the Partners, it was agreed that the focus of the evaluation should be
primarily on the evaluation of Question 2, about protective knowledge attitudes and practices,
although baseline information for questions 1 and 3 would also be collected.
Table 1 indicates how the evaluation questions were related to generating baseline data for the
objectives.
Table 1: Evaluation Questions and Programme Objectives

Evaluation questions

Relates to which Programme objective?

1. What is the baseline status of key
indicators of wellbeing and
resilience among OVCs and their
families in targeted communities?

1. To increase life skills and improve the well-being of 17 000
OVC each year in 42 schools
2. To increase the knowledge, skills and competencies of primary
caregivers and community members on parenting and basic
OVC care and support through training

2. What are the current levels of HIV
protective knowledge, attitudes
and practices among learners and
their families?

1. To increase life skills and improve the well-being of 17 000
OVC each year in 42 schools
2. To increase the knowledge, skills and competencies of primary
caregivers and community members on parenting and basic
OVC care and support through training

3. What is the current status of
provision of OVC services in the 3
targeted sub-districts of
uMgungundlovu District?

3. To strengthen current systems and sustain effective referral
systems in order to increase access of comprehensive services
by OVC to government departments, other NGOs, Faith based
Organisations (FBOs), Community Based Organisations (CBOs)
and businesses as well as contribute to improved quality of
service delivery to OVC
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METHODS
EVALUATION DESIGN AND APPROACH
The evaluation design was cross-sectional, employing mixed methods for data collection.
Quantitative data was collected by means of a cell phone survey whilst qualitative data was
collected through focus group discussions (FGD) and key informant interviews (KII). Secondary data
was also used to inform the report: a situational analysis of each municipality was carried out, as
well as a literature overview of psychosocial support for OVC and school based HIV prevention
initiatives. In addition various project documents were reviewed.
The participants were asked about a wide range of issues relating to the Programme in order to
answer the key evaluation questions. The links between the evaluation questions, the participants
and the method of data collection is given in the table contained in Annex 6.
The approach for the evaluation was participatory in that:


Vulnerable children, youth, caregivers and other stakeholders (such as government
departments, teachers, community leaders and other organisations working with children)
participated through sharing their knowledge, experiences and views. Following a SolutionFocused Approach, they were considered the ‘experts’ of their contexts.



May’khethele staff (both at CINDI and the Partners) were consulted and shared their
knowledge, experiences and views. Activities included participation in workshops to clarify
the Theory of Change and provide input into outcome indicators (see Figure 3); a detailed
stakeholder analysis to assist with the development of the sampling frame; a workshop
around developing indicators for systems strengthening as well as FGD and KII.



PACT also gave input with regards to the indicators, in the form of the USAID recommended
minimum indicators for OVC programme performance evaluations by Core Program Service
Area.

QUANTITATIVE STUDY DESIGN
Since this ‘baseline’ study was undertaken after Phase 1 of the intervention (a 5 year programme)
was implemented, a cross-sectional design was undertaken to allow Phase 1 schools to provide both
a baseline for comparison and a preliminary indication of emerging programme effects. The overall
design for the study, including the follow-up phase, is illustrated in the table below.
Table 2: Study Design
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Time 1 (Baseline evaluation;
January 2014)
Phase 1’old’ schools
and Phase 2 ‘new’
Cell1: Grade 8
Cell 2: Grade 10
schools
Comparison Schools
Cell 3: Grade 8 Cell 4: Grade 10
This design allows the following comparisons to be investigated:

Time 2 (Follow-up e.g. mid
term and final evaluations)
Cell 5: Grade 10
Cell 6: Grade 10

a) Comparison of levels of knowledge and skills for cell 1 vs cell 3 at baseline. Since Grade 8 is
the entry year for high schools in South Africa, no Grade 8s at any school will have received
the programme, and this comparison is expected to be non-significant. Any observed effects
here are indicative of prior differences between sample pools.
b) Comparison of levels of knowledge and skills for cell 2 vs cell 4 at baseline. This comparison
will provide a preliminary indication of programme effects, but given that it is a crosssectional comparison, power will be lower than the longitudinal design and confounds will
not be well controlled. However, this comparison will be useful to stakeholders for
identifying current gaps in programming.
c) c) Ultimately follow-up evaluations (for example mid-term and final) will compare levels of
knowledge and skills for cells 2 and 4 at baseline with cells 5 and 6 at follow-up allowing
cross sectional comparisons. Since the programmes that are the focus of this study have
been running for several years, and are currently expanding, finding comparable comparison
schools was challenging. This problem was partially solved by distinguishing between ‘old’
schools, in which the intervention is well established, ‘new’ schools where the intervention
is just being introduced (most of which have received very minimal levels of intervention to
date) and ‘comparison’ schools which have received no intervention at all.

SAMPLING AND ENROLLING OF PARTICIPANTS
Quantitative Data
Quantitative data was collected by means of a cell phone administered survey. The sampling frame
was designed to allow for statistical analysis. Three sets of learners were sampled, from ‘old’, ‘new’
and ‘comparison’ schools. Six schools from within each category were sampled (18 schools in total)
with the planned sample of learners to consist of 40 learners each from Grade 8 and Grade 10 from
each school. This represents a planned total of 1440 learners to participate in the survey.
Sampling of Schools: Sampling of the schools was stratified by Partner (with each Partner having 4
of its schools being sampled), but weighted according to the number of schools the Partners were
working in. For the evaluation, there was a pool of only 8 schools from which the ‘new’ schools could
be sampled. At the time of sampling, CCP was working in 17 old and 1 new school, LL- PMB was
working in 6 old and 4 new schools and YFC- KZN was working in 13 old and 3 new schools. In the
sample, CCP had 3 ‘old’ and 1 ‘new’ schools, LL- PMB had 1 ‘old’ and 3 ‘new’ schools and YFC had 2
‘old’ and 2 ‘new’ schools. Random sampling of the ‘old’ and ‘new’ schools was done using a random
number generator. A pool of schools for the comparison group was identified, matched according to
their DoE quintile ranking (which encodes inter alia school size, resources and educational results5);

5

Data taken from DoE database of schools, 2012.
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their geographic location (for example rural vs. urban); learner enrolment numbers in the grades to
be sampled and the type of school (primary, secondary or combined)6. Schools to be sampled from
within this matched pool were selected based on their ‘best fit’ with the corresponding ‘new’ and
‘old’ sample schools. Table 3 (below) summarises the results of the school sampling process.
Table 3: Sample of Schools

Quintile
Ranking7

Category

Rural/
Urban/
Semi - rural/
Semi- urban8

Partner

Matched
school

Municipality

Dept of
Education
Circuit

Laduma

CCP

N/A

Msunduzi

Edendale

3

Old

Semi-rural

Sobantu

CCP

N/A

Msunduzi

Northdale

3

Old

Urban

Sukuma

CCP

N/A

Msunduzi

Imbali

3

Old

Urban

Langalakhe

LL- PMB

N/A

Msunduzi

Elandskop

3

Old

Rural

Emzamweni

YFC- KZN

N/A

Msunduzi

Sweetwaters

3

Old

Rural

Msimunde

YFC- KZN

N/A

Msunduzi

Edendale

3

Old

Rural

CCP

N/A

Mkhambathini

Mkhambathini

3

New

Rural

Banqobile

LL- PMB

N/A

Mkhambathini

Mkhambathini

3

New

Rural

Inhlanhlayabebhuze

LL- PMB

N/A

Mkhambathini

Mkhambathini

3

New

Rural

Unobhala

LL- PMB

N/A

Mkhambathini

Mkhambathini

3

New

Rural

Chibelihle

YFC- KZN

N/A

Impendle

Impendle

2

New

Rural

Mazwendoda

YFC- KZN

N/A

Impendle

Impendle

2

New

Rural

Matomela

N/A

Chibelihle

Impendle

Impendle

2

Comparison

Rural

Siminza H

N/A

Mazwendoda

Impendle

Impendle

2

Comparison

Rural

Mphelandaba

N/A

Inhlanhlayabebhuze

Umshwathi

Umshwathi

3

Comparison

Rural

Mpolweni

N/A

Banqobile

Umshwathi

Wartburg

3

Comparison

Semi- rural

Doornkloof

N/A

Unobhala

Mooi Mpofana

Wartburg/
Mpofana

3

Comparison

Rural

Mpophomeni

N/A

Mbambangalo

Umgeni

Howick

3

Comparison

Semi- urban

School

Mbambangalo

6

A decision was taken to exclude schools from the Richmond area for selection as ‘comparison’ schools due to high political tension
and violence in the area at the time of the evaluation. It was felt that these would decrease access to the schools and impede the
conducting of fieldwork.
7 Note: There are no high schools which are Quintile 1. Quintile 2 high schools tend to be combined schools (ie with primary and
secondary level learners. Most high schools are at least Quintile 3.
8
The schools are categorised according to the DoE categorisation
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Sampling of learners: Parents were asked to consent actively to their child’s participation in the
evaluation through returning a signed consent form. Following the return of the ‘yes’ consent forms
from parents of children from the sampled schools, a random sample of children from Grades 8 and
10 were identified using a random number generator. In each school, 40 Grade 8s and 40 Grade 10s
were selected. Where there were too few ‘Yes’ consent forms returned in some of the smaller
schools, efforts were made to increase the number of learners from some of the bigger schools
within the same category of ‘old’, ‘new’ and ‘comparison’ schools.
Qualitative Data
Sampling for the qualitative data collection made use of the same schools as selected for the
quantitative fieldwork. Schools were selected from all categories for both educator KII and learner
FGD. Further details are given in Annex 7.
Sampling of learners and OVC for FGDs: Following the return of the active ‘Yes’ consent forms from
parents of children from the sampled schools, a random sample of children from Grade 10 were
identified for participation in the FGDs using a random number generator. These were termed ‘nonOVC’ learners.
As stigmatisation of children identified as OVC was a valid concern and given the tight timeframes
for the project, it was agreed (in consultation with the May’khethele Partners) to follow a pragmatic
approach to the sampling of OVC. The sampling frame developed required OVC to be identified from
‘new’ schools. At the time of the evaluation, one Partner had access to identified OVC in Grade 10
from one of the ‘new’ schools in the sample frame. 42 learners were identified as OVC from Grade10
at a particular ‘new’ school and participated in FGD.
Sampling of Educators: In total 2 ‘old’, 4 ‘new’ and 2 ‘comparison’ schools were sampled, using the
same sampling frame as for the survey.
Sampling for other FGDs and KIIs: Besides the FGDs and KIIs with learners and educators, a series of
FGDs and KIIs were carried out with various stakeholders connected with the project. The
May’khethele Partners were asked to provide names and contact details of their stakeholders and
networking partners in the areas associated with the sampled schools and purposive sampling was
done. These included caregivers of OVC who participated in the FGDs, and a group if caregivers who
had had some training in parenting, churches, NGOs, CBOs, key government departments and
personnel, community leadership, private sector representatives and any other significant roleplayers associated with the Programme.

DATA COLLECTION
Instrument Development
Instruments developed as part of the study included survey questions and FGD and KII guides. Each
of these included a consent form. Instruments were translated and then back translated. Annex 8
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contains the instruments developed for this study9.
Use of Cell Phone Technology for the Survey
A company with expertise in this field, namely Mobenzi, was contracted for assistance, providing
training to the fieldwork manager and statistician and technical support. Following pretesting, the
isiZulu version of the questionnaire was uploaded to the hired handsets. Training was provided to
the fieldworkers on handset and software functionality including troubleshooting of common
problems. A protocol was developed for the use of the phones during fieldwork. The survey was
designed to be self-administered by learners with help from the researcher if required.
Pre-Testing of Survey Instrument and the Cell Phone Methodology
A pilot of the survey was conducted with youth associated with the CINDI network during a holiday
camp taking place in December 2013. The pilot was intended to assess the usability of the Mobenzi
cell phone research platform with a sample as similar as possible in age and key demographics as the
learners to be sampled in the evaluation fieldwork. Another purpose was also to test out the isiZulu
survey instrument. Further pretesting of the instrument was done during the fieldworkers training.
Survey
A team of local graduates was trained as fieldworkers to administer the consent forms and facilitate
the process of the learners using the handsets to answer the survey questions. Fieldwork for the
survey was undertaken at the schools at times arranged in advance with the principals in order to
keep disruption of schools to a minimum. The survey took place between 22 January and 6 February
2014.
FGDs and KIIs
The discussions and interviews were led by consortium members with some assistance from
Masters-level graduate students. The discussions and interviews were digitally recorded with the
permission of participants. The qualitative fieldwork was carried out in January and February of
2014. A number of interviews with partners (DoE and larger NGOs) were carried out in December
2013. A total of 64 FGDs, KIIs and observations were carried out in which 223 people participated.

DATA CAPTURE AND QUALITY ASSURANCE
Survey
Quantitative data was captured on cell phones. The use of this technology enabled data to be
uploaded immediately to the data base. From there, the data was exported to SPSS. The electronic
data collection procedure cuts out data entry problems, and the survey limits responses to certain
categories and therefore eliminates spoiled responses. These two factors improved data quality.

9

The Highly Vulnerable CHildnre Research Centre at Tulane University gave feedback in the development of the survey instrument
(HVC-RC, 2013 a and 2013 b)
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However, there were some signs that data-entry errors were made by learners themselves as they
completed the survey on the handsets. For example, the first question asked them to select their
school from a list; during analysis these were validated by Global Positioning Systems (GPS) where
the handset had recorded latitude and longitude coordinates or by cross-checking the time and date
against the data collection schedule. These checks suggested an error rate of about 5%. Other items
suggested a fairly high background error rate as well, for example, that 10% of the sample reported
their age of sexual debut to be age 6 or younger. Compared to base rates for child rape in other
parts of South Africa, it is extremely likely that many of these responses were related to data entry
error.
Table 4: Summary of Survey Data Uploaded
School category

Grade 8

Grade 10

Total

Old

222

226

448

New

169

213

382

Comparison

236

205

441

Total

627

644

127110

The table below shows the number of male and female learners who participated in the survey.
Table 5: Responses by Sex
Sex

Frequency

Percent

Male

604

47.4

Female

670

52.6

Total

1274

100.0

The programme definition of an OVC is: A child under the age of 18 years who: has lost either one or
both parents; is living with a chronically ill parent/s; has no adult supervision at home; is HIV
positive; is living in a youth or a child headed household; is heading a household or is living in the
street/s or in a children’s shelter. Therefore, based on the available subset of variables, learners
were coded as OVC if they were under 18 and had lost one or both parents and/or reported being
HIV positive and/or reported living in a youth- or child-headed household (where the primary
caregiver is reported as being younger than 25).
Based on this definition, 53.8% (N = 685) of the sample were coded as non-OVC and 46.2% (N = 589)
were coded as OVC. The sample is disaggregated by these categories in Table 6 to illustrate the
contribution of these variables to OVC status. It should be noted that the primary driver of OVC
status was the category of children with one parent living (see Table 6).
Table 6: Number of Learners by Orphan Category

10

Represents 88% of the planned sample
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Orphan status

Primary caregiver age

Learner HIV

Total

positive
No parents known living

One parent known living

Both parents known living

Total

Primary caregiver age

Primary caregiver age

Primary caregiver age

Primary caregiver age

No

Yes

<18

6

0

6

18-24

9

2

11

25-59

77

2

79

>60

43

3

Total

135

7

46
142

<18

12

1

13

18-24

15

0

15

25-59

280

8

288

>60

58

5

Total

365

14

63
379

<18

17

2

19

18-24

22

1

23

25-59

417

12

429

>60

50

1

Total

506

16

51
522

<18

35

3

38

18-24

46

3

49

25-59

774

22

796

>60

151

9

Total

1006

37

160
1043

Note: Table excludes learners older than 18.

FGDs and KIIs
Interviews and focus groups were audio-recorded in English and isiZulu. As interviews were collected
they were translated (if required) and transcribed using a highly simplified Jeffersonian transcription
convention.
Geographic Information System (GIS) Data
Service delivery points in the Programme Municipalities were mapped using geographic coordinates
available from various sources. There locations were integrated with additional layers describing
various features, in shape (.shp) file format with background data attached using the GIS software,
ArcView (ESRI, California, USA) to create maps showing important Partner information for the
Programme areas. The maps were uploaded to the CINDI website for interactive viewing.
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DATA ANALYSIS
Quantitative Data Analysis
Data collected in the cell phone survey was exported to SPSS for analysis. After extensive data
integrity checking and cleaning, exploratory analysis was undertaken and descriptive statistics were
reported for all key variables.
For categorical variables, chi-square tests were used to identify significant associations, using
standardized residuals as post-hoc tests. For ordinal and interval data (such as a scale comprised of
several yes/no items) being compared by OVC/non-OVC or across school categories, one-way
ANOVA was used using Tukey’s post hoc test. This procedure was followed throughout.
In all statistical tests, values of test statistics are only reported when significant. Where
omnibus tests comparing all levels of a variable were significant, appropriate post-hoc tests
were run to further explore results (standardized residuals in the case of chi-square tests for
categorical data; and Tukey’s for ANOVA). Qualitative Data Analysis
Transcribed data were imported into Dedoose, an online collaborative qualitative data analysis
package similar to NVIVO or Atlas TI. Thematic analysis was performed by several coders working in
unison using an initial coding scheme based on themes arising from the evaluation questions as a
starting point that was inductively extended as analysis progressed.
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ETHICAL CONSIDERATIONS
The detailed evaluation protocol and the instruments were submitted to the Human Sciences
Research Council (HSRC) Research Ethics Committee (REC) for ethics approval. The initial submission
was on the 4th November and approval for the study was granted on the 20th December 2013.
Initially the submission to the REC requested that parents/ guardians/ caregivers give ‘passive’
consent, i.e. forms would be sent home with the child and the adult would have to indicate that
their child could not consent by returning the form saying they did not want the child to participate.
This was later changed to ‘active’ consent, where the parents had to sign and return a form saying
that their child could participate.
Table 7: Return of Consent Forms

‘Old’ schools
‘New’ schools
‘Comparison’
schools

Number of
learners, Gr
8 and Gr 10

% yes
returns
Gr 8

% yes
returns
Gr 10

% no
returns
Gr 8

% no
returns
Gr 10

2227
1317
1493

39
36
46

42
41
38

11
15
13

11
11
11

Total
number of
forms
returned
1156
681
801

% of forms
returned

52
52
54

Those children who agreed to participate were each asked to sign an assent form. The same process
was followed for the FGDs. If a child did not want to participate, s/he did not have to take part, even
if the parents/ guardians/ caregivers had consented to his/her participation. A protocol was
developed for dealing with distressed children, and fieldworkers were trained to identify signs of
distress in the children (see Annexes 9 and 10).
All evaluation activities took place at the schools and before the end of the school day, in order that
children were not placed at any additional risk through staying later at school. So as to avoid the
possible stigmatisation of learners participating in FGDs for OVC only, they were invited to
participate in the FGDs on a Saturday. Their caregivers accompanied them to the venue and
participated in caregiver FGDs at the same time.
Confidentiality was assured through accepted ethical procedures11.
It is recognised that, where possible, participants should benefit from the study. The comparison
group of children will not participate in the May’khethele intervention, so will not have access to this
benefit, if their schools do not become part of the Programme as the intervention is rolled out. So
participation would have to be because of a wish to increase knowledge and help the communities
at large. However, at the time of writing the report there are already plans for three of the
comparison schools to become ‘Programme’ schools, as recommended by the DoE, and this may
happen for the other comparison schools.

11

For the survey, which was carried out in groups led by a fieldworker, the children sat far way enough from each other, so that they could
not read each other’s answers on the cell phones. Children did not enter their names in the survey, so the data was anonymous.
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LIMITATIONS OF THE STUDY
Ethical Clearance and Active Consent
Several compromises were made to attain ethical clearance within the tight deadlines for this
project, including more complex informed consent procedures, and changes to the categories of
participants that could be sampled ethically. It is possible that the active consent process biased the
sample because particularly vulnerable children (whom the intervention Programme is targeting)
might not have been able to get their parent/ guardian/ caregiver to consent and /or return the
signed form required for participation.
Other Interventions being Implemented at the Schools
Many of the schools have or have had other NGOs working in the schools on similar projects. Thus
getting a ‘clean’ baseline sample was difficult in some cases. Similarly, there have been a number of
initiatives supporting caregivers working in the areas where the Programme is being implemented.
Rural Versus Urban/Peri-Urban
There may be pre-existing differences between school categories (for example, none of the ‘new’
and ‘comparison’ schools were classified as urban by the DoE, l, while 2 of the ‘old’ schools were
urban) which could make comparisons between categories difficult to interpret.
Differences in Responses based on School Category
There may be differences among learners in willingness to accurately disclose potentially sensitive
information, depending on whether they were attending an ‘old’ school (familiar with the
Programme, more able to speak about their situations) and the ‘new’ and ‘comparison’ schools.
Limitations Caused by the Use of Cell Phones
Not all learners may have been equally familiar with the use of cell phones, thus they may have
entered the incorrect answers on the phones. However, most learners were adept at using the
phones and the facilitators were available to assist those who asked for help.
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EVALUATION FINDINGS
The following section lays out the findings of the evaluation. In addition to this section, results were
compiled into a summary table of key indicators, in line with the USAID minimum requirements (see
Table 14, page 53).

WELLBEING AND RESILIENCE
Evaluation question: What is the baseline status of key indicators of wellbeing and resilience
among OVCs and their families in targeted communities?
Wellbeing refers both to the extent to which children’s physical needs are being met and to their
psychosocial wellbeing. Resilience refers to children’s capacity to deal psychologically with life’s
demands and to manage relationships well. Strength in these areas enables children to understand
and engage with their environment, make good choices and have hope for the future. Children and
youth are considered resilient if they are able to overcome difficult situations with the resources
available to them.
All respondents (caregivers, educators, key informant interviewees) were asked about the
challenges being faced by children in their communities in terms of their wellbeing. They collectively
mentioned the following:


Extreme poverty and hunger



Lack of school uniforms



Lack of enabling documents (especially where the mother is deceased)



Child care grants ending when the child turns 18



Travelling long distances to school and in unsafe conditions



Loss of parents, living with grandparents or foster families



Absent fathers, being raised by single parents



Living in polygamous families (with absent parents or abuse or neglect by step-parents)



Domestic violence



Being looked after by people who ‘are interested in the child’s grant’



Being given too much housework and not being treated equally at home (especially
orphaned children)



Parents who abuse substances (mainly alcohol was mentioned)



Becoming heads of households at a young age



Sexual abuse and sexual assault (rape)



Sexual relationships for economic gain (for example relationships between young women
and older men or ‘sugar daddies’)



Lack of sports facilities to channel their energy
msunduzi evaluation consortium
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Not having ‘someone to talk to, who listens to them’

Children may experience a multiplicity of interlinked challenges to their wellbeing. An example was
given where a child has a polygamous father, where the stepmother does not accept the child, the
child is abused at home and may not have enough food to eat. This leads to concentration problems
at school and vulnerability within the home if the father is not present (amongst other issues). The
impact on children of these challenges were described as:


Emotional distress (for example caregivers mentioned children crying because they miss
their mother or felt as if they didn’t belong in the family)



Loss of confidence



Lack of discipline



Poor educational performance



Loss of education: ‘dropping out of school’



Coming late to school



Teenage pregnancy



Becoming involved in substance abuse (alcohol, smoking, drugs)



High rate of absenteeism from school



Becoming violent at school



Becoming involved in crime

Learners were asked about wellbeing and resilience in the quantitative survey. Learners and
caregivers were also asked about wellbeing and resilience in the FGDs. The results are discussed with
regard to basic material needs, food security, possession of enabling documents, health, school
absenteeism, having time to do enjoyable things (leisure time), and practical and psychosocial
support. Thereafter safety and child care is discussed.
Basic Material Needs
Basic material needs were defined as having two sets of clothes (not including school uniform), a
pair of shoes, a blanket and a school uniform.
Table 8: Basic Material Needs
Item/Indicator

Yes%

Has blanket

73.8%

Has two sets of clothing (not including school uniform)

62.6%

Has pair of shoes

68.5%

Has school uniform

67.6%

Has pen or pencil

66.2%

Has notebook

64.1%

Has school textbooks

62.0%
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The percentage of learners reporting having basic material needs met is reported in Table 8. This
table shows that the items that the most children had access to were blankets (73.8%), followed by
shoes (68.5%) and school uniforms (67.6%). Less than half (41.1%) of the children reported having
access to all of the personal items listed. Further analysis shows that when difficult choices have to
be made, blankets are the first priority, followed closely by shoes, clothing and school uniforms.
Stationery and textbooks are least likely to be prioritised (data displayed in Annex 12).

Figure 4: Mean Number of Items by School Category

OVC were not significantly less likely to have access to any of the items listed (see Figure 4). There
were sex differences in access to important personal items, with girls significantly more likely to
have less than four items than boys12. Significantly more learners involved in the old schools had
access to material items (mean = 4.7 out of 7 items) than learners in new schools (mean = 4.4 out of
7 items), but learners in comparison schools reported the best access (mean = 5 out of 7 items)13
(see Figure 4). This could mean that the families associated with schools where the intervention has
been received have managed to gain access to more material support14.
Perceptions of wellbeing for caregivers participating in the qualitative research were strongly related
to the caregiver’s ability to meet the OVCs basic needs. When asked about challenges, lack of
finances was the main constraint noted in the meeting of basic needs. Many of the caregivers
reported being dependent on a child’s grant for income: ‘But there is no one employed. We only
survive with the children’s money, the grant.’ Others noted that they had applied for a grant but
were still waiting for it to be approved. Several of the caregivers responses indicated the high levels
of stress that not being able to meet the child’s basic needs placed on them.

12

χ2 = 11.124, df. = 1, n = 1274, p = .001, Φ = .093, adjusted standardized residual = 3.3
χ2 = 7.25, df. = 2, n = 644, p = .027 (for grade 10s)
14 2
χ = 7.612, df. = 2, n = 644, p = .022. Since no grade 8s have received the intervention, including Grade 8s and Grade 10s in models
estimating intervention effects results in old and new schools including some children who have been at the school for just a few weeks
alongside the older learners who have experienced the intervention at the school. Including grade 8s should therefore dilute the
intervention effect, since they have not received the intervention but are nevertheless considered to be attending an intervention school.
If including them does not dilute the effect it provides some evidence that the effect is related to some factor other than the intervention,
such as pre-existing differences in SES between the communities feeding the schools.
13
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Food Security
Food security was measured as going 24 hours without eating in the past three months because
there was not enough food. Nearly one in four respondents (22.8%) reported going a whole day and
night without eating within the past three months. More OVC reported going hungry than nonOVC15. There were no significant differences between boys and girls.
Additionally, for Grade 10s there was a marginally significant association between being enrolled in
an ‘old’ or ‘new’ school or comparison school. Learners enrolled in ‘comparison’ schools not exposed
to the programme were less likely to report going hungry16 than those in ‘old’ and ‘new schools17.
It is possible that the ‘old’ and ‘new’ schools were selected by the DoE for the May’khethele
Programme to work in because there were many children needing assistance in the schools. This
effect of learners in comparison schools being ‘better off’ than their counterparts in the
May’khethele Programme schools may reflect children in greater need in those schools than in the
comparison schools.
Enabling Documents
The majority of learners reported having a birth certificate (94.4%). For those 417 learners 16 years
or older (and therefore eligible to apply for an ID document), the majority reported having both
documents18. OVC were significantly less likely to report having a birth certificate than non-OVC19,20.
There was no significant difference between boys and girls. For ID documents, on the other hand,
there was a significant association by sex21, with significantly fewer girls having an ID document than
boys22, but no significant association with orphan status. There was no statistical association
between having received the intervention and having access to birth certificates or identity
documents23.
Caregivers in the FGDs reported lack of birth certificates and school uniforms as particular challenges
for children who have lost their parents, especially since these resulted in the exclusion of children
from school. However, results from the quantitative survey indicate that most children do have a
birth certificate, possibly indicating that although it was difficult to obtain them, the caregivers
usually persisted until they succeeded in getting the documents.

15

χ2 =4.555, df. = 1, n = 1274, p = ..039, Φ = .060, adjusted standardized residual = 2.1.
Adjusted standardized residual -2.4
17 χ2 = 5.626, df. = 2, n = 644, p = .060, Φ = .093
18 Six learners reported having an ID document but not a birth certificate, which is possible if they have lost their birth certificate.
Alternatively, it could reflect data entry error, or that some children do not necessarily know which of their documents their caregivers
have access to. A further 166 learners under the age of 16 reported having an ID document, which is not technically possible. This
indicates that a fairly large proportion of learners have either made a mistake reporting their age, or reporting having access to an ID
document.
19 χ2 = 4.010, df. = 1, n = 1274, p = .045, Cramer’s V = .056, adjusted standardized residual = -2.
20 It was not possible to perform a significance test comparing the proportion of OVC vs non-OVC having access to ID books, since ID
books can only be accessed when 16 and OVC by definition have to be younger than 18. Therefore many of the sub-sample eligible for ID
books are not OVC simply because they are too old. Therefore any significant differences in OVC vs non-OVC access to ID books would be
most likely to be artifacts
21 χ2 = 10.789, df. = 1, n = 1274, p = .001, Φ = .092
22 Adjusted standardized residual = -3.3
23
Comparing Grade 10s over 16 at old and new schools with Grade 10s over 16 at comparison schools. However given the proportion of
incorrect responses for this question, the validity of this finding is likely to be poor.
16
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Health
Respondents were asked whether they personally had experienced illness for three months in a row
or longer, were too sick to participate in daily activities for three months in a row or longer, or were
too sick to participate in daily activities anytime in the past 14 days, with 22.2% reporting at least
one category of illness. Of these, 14.1% reported illness for three months or longer, 12.5% reported
having been too sick to participate in daily activities for three months or longer and 11.2% reported
having been too sick to participate in daily activities anytime in the past 14 days.
OVCs were significantly more likely to report personal illness for three months in a row or longer24
and having been too sick for daily activities anytime in the previous 14 days25, and marginally
significantly more likely to report being too sick to participate in daily activities for three months in a
row or longer26. There was no significant association for Grade 10s between school category school
and reporting chronic or acute illness.
School Absenteeism
As shown in the Figure 5, the majority of learners (84%) reported missing less than a week (5 days)
of school in the previous year. Much smaller proportions of learners reported missing 6 to 10 days
(8%), 11-15 days (4.2%), or 16 or more days (3.8%).

Figure 5: Days of School Missed

Learners were also asked whether they had missed any days of school in the previous week, to
which 13.5% answered ‘yes’. These two items were significantly correlated, with learners who
reported missing more school in the previous year also reporting missing more school in the last full
school week. Not all school absenteeism was related to illness: about a third of those who missed

24

χ2 = 8.088, df. = 1, n = 1156, p = .004, Φ = .084, adjusted standardized residual = 2.8
χ2 =3.885, df. = 1, n = 1156, p = .049, Φ = .058, adjusted standardized residual = 2
26 χ2 = 3.283, df. = 1, n = 1156, p = .070, Φ = .070 adjusted standardized residual = 1.8
25
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school reported missing doing so because they were working rarely (25.5%), sometimes (7.5%), or
often (1%).
OVC were not more likely to report having missed school days in the previous year, but were
marginally significantly more likely to report having missed school in the previous week27.
There was also a significant association between sex and absenteeism in the previous week28, with
boys more likely to have missed school in the previous week than girls. There was also a set of
associations between being enrolled in an ‘old’ or ‘new’ school or a comparison school and school
days missed (for Grade 10s only): Learners in ‘comparison’ schools reported more absenteeism in
the categories of 6 to 10 days and less in the category of 16 days or more. Students in the ‘old’
schools reported less short-term absenteeism (0 to 10 days) but more long term absenteeism (16
days or more). One speculative explanation for this finding concerns learners comfort with
disclosure: one benefit of interventions such as May’khethele is that it can help learners to be more
comfortable with disclosure to adults, and the learners in the ‘comparison’ schools may have underreported the degree of their absenteeism because they may be less comfortable with disclosure.
School Grade Progression
About a fifth of learners (18.8%) were repeating their current grade and had not progressed at the
end of the previous year29. There was no significant association between grade progression and sex
or OVC status. However, there was a significant association between grade progression and school
category for Grade 10s30, with learners at ‘old’ schools being significantly more likely to be repeating
their current grade31, and learners at ‘new’ schools that had received minimal levels of intervention
being much less likely to be repeating a grade32. This association seems to say more about preexisting differences between schools than about the efficacy of the intervention, since they
remained significant for Grade 8s, who had not yet been impacted by the intervention33. If these
patterns do reflect differences in school practices, it is difficult to interpret them, since high failure
rates can indicate higher academic integrity, while low failure rates can indicate that schools are
‘pushing learners through’ regardless of their progress. Alternatively, high failure rates can indicate
poor teaching and low failure rates can indicate educational success. Further research could shed
light on this issue.
Leisure Time
Most learners reported having some time most days to do things that are enjoyable, with only 1.8%
reporting having no time for enjoyable things most days. OVC did not report having significantly
more or less free time to enjoy than non-OVC, but boys reported having significantly more free time

27

χ2 =3.532, df. = 1, n = 1156, p = .060, Φ = .055, adjusted standardized residual = 1.9
χ2 = 4.182, df. = 1, n = 1274, p = .041, Φ = .057, with boys more likely to have missed school in the previous week than girls (adjusted
standardized residual = 2)
29 Calculated by comparing their answers to ‘previous grade’ to their answers to ‘current grade
30 χ2 = 40.920, df. = 2, n = 644, p < .0005, Φ = .252
31 Standardized adjusted residual = -5.9
32
Standardized adjusted residual = 5.2
33 χ2 =8.266, df. = 2, n = 627, p = .016, Φ = .115 (although grade 6’s repeating their grade would have had some exposure)
28
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to enjoy than girls34. There was no significant difference for Grade 10 learners related to school
category.
Practical and Psychosocial Support for Learners
Learner support was measured by the learners reporting having people to talk to, take them to the
clinic or doctor, have fun with, and/or to show them love and affection (see Table 9).
Table 9: Psychosocial Support
Indicator

Yes (%)

Someone to talk to

71.1

Someone to take to clinic

86.7

Someone to show love

91.6

Someone to have fun with

82.3

Most learners reported having someone to provide practical support such as taking them to a clinic
(86.7%) and show them love (91.6%). Fewer respondents reported having someone to have fun with
(82.3%) or someone to talk to (71.1%). It is striking that nearly a third of respondents did not feel
that they had someone to talk to.
Table 10 shows the primary person that learners receive love from. Parents are the most common
primary caregivers, followed by aunts and uncles, then grandfathers and grandmothers.
Boyfriends/girlfriends account for just 2.7%, and ‘someone else’ for 2%.
Table 10: Sources of Support
Source of Support

%

Mother or father

63.0

Aunt or uncle

8.6

Grandmother or grandfather

15.3

Boyfriend or girlfriend

2.7

Someone else

2.0

Missing

8.4

Total

100

34

Male learners (M = 5.37, SD = 5.02) reported having significantly more free time to enjoy (t = 3.047, df = 1272, p = .002) than female
learners (M = 4.53, SD = .183)
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When the four categories were aggregated, it emerged that approximately half of the learners had
all four categories of psychosocial support in place and over 80% had more than two categories of
support. There were no significant associations between psychosocial support and OVC status,
school category, or sex.
Learners in the FGDs were asked about their help seeking behaviour. The learners reported the
following sources of support (for example who they would go to if they have a problem):


Older siblings featured most commonly as a major source of support during difficult times



Mothers are a source of support and information (and where mothers were absent or
deceased, aunts)



Friends were a major source of support for assistance with problems



Grandmothers are a source of help with problems



LO educators were mentioned as a possible source of support and information (but only by a
few young people)

Learners showed great discernment in deciding who could help them with particular problems. One
girl described how, if she had a Sexually Transmitted Infection (STI) she would go to her older sister,
and if she couldn’t help her she would go to her uncle who is like an older brother. Another learner
described the strategy of telling the older siblings who would in turn inform the parents of the
problem.
Learners from the OVC groups reported seeking help from a sibling or friend, though several OVC
said that they would seek help from their caregiver. (They called their caregiver ‘my mother’). More
OVC reported seeking help from grandmothers, though several non-OVC also said that they would
approach their grandmothers for assistance. Many so-called non-OVC learners also reported seeking
help and advice from siblings and friends, but most of these learners explained their reason being
that their mothers ‘will shout at them’ or ‘will not understand’.
Learners from ‘old’ schools reported seeking help from May’khethele staff, educators and social
workers.
Gender Factors in Support Systems
The learners mentioned primarily female sources of adult support, although two males and one
female learner who had lost their mothers mentioned supportive fathers, and one mentioned an
uncle. Otherwise fathers were not notably mentioned, said to be absent, or mentioned in reference
to a conflicted relationship because of substance abuse or violence. A positive example of father
support was reported by a learner who said his dad was an open person whom it was easy to talk
to about problems.
Children’s Communication with Adults
The learners showed creative systems of communication and help-seeking behaviour. For example a
common hierarchical pattern is to speak to an older sibling, who will speak to their mother, who will
speak to their father. Others mentioned speaking to a best friend or sister of a mother (their aunt),
who is close to their mother and can speak to her on their behalf. This is a traditional respectful
pattern of communication.
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Several youth reported being afraid of their mothers (‘who shout a lot’) while some were quite
philosophical about this and recognised that even if she shouts a lot she can ‘fix things’, or that
parents might ‘shout at you, but you’ll be alright in the end’ as they would help you.
Children’s Emotional Distress
Some young people mentioned not having support and having to help themselves when they are
distressed, for example, through writing in a journal after having to cry and be angry, or through
doing exercise. Whilst their responses are concerning because of the apparent lack of adult support;
the learners, nonetheless, showed resourcefulness in finding their own ways of dealing with their
distress. Caregivers of the orphaned children reported bereavement and loss (missing their parents
or previous primary caregiver) being a factor which causes emotional distress and a sense of
isolation for children.
Caregivers also mentioned worrying about orphaned children feeling different from others and
emphasised the importance of treating non-biological children the same as biological children.
However, this is not always easy, as summed up by one caregiver’s honest admission that: ‘The thing
is, it is not the same, when a person stays with her own child or with a child that is not theirs’.
One caregiver also referred to a lack of cultural ‘belonging’ for children who had lost their mother,
for example when there is a ritual which a mother is supposed to perform, and people that the child
is living with, are unwilling to do the ritual with the child. This can cause the child to feel that he/ she
has just been ‘thrown away’.
Caregiver Sources of Support
The caregivers were asked about their own sources of assistance. The most frequently cited source
of assistance (either actual or perceived) cited by caregivers were social workers. Assistance related
to the provision of food, accessing grants and reporting of child abuse. The next most commonly
referred to sources were teachers (assistance with school work, ‘problems with a child’ and
provision of school uniforms) followed by the South African Social Security Agency (SASSA) (social
grants), the local clinic (for health and also in relation to condom access and use) and neighbours
(material goods, lending money). Less frequently cited were CCGs, community health workers
(CHWs) and War Rooms.
When asked about someone who can show them love or support or having someone they could talk
to, the caregivers’ responses indicated a sense of isolation. As one caregiver noted ‘I have never
spoken to anyone, I only think about things’. One caregiver explained that since the passing of her
husband she has been forced to ‘fend for herself’. Some of the caregivers went on to qualify their
original response of ‘no one’ by adding that they talked to their mother or grandmother ‘There is no
one except my mother [....] There is no one else’. One caregiver commented that she found her
children a source of support. This was supported by responses to other questions during the
discussion which referred to joint problem solving between caregivers and their children.
Whilst these examples relate specifically to problems faced by the children, they imply open
communication and friendship between the caregiver and the child in many cases. Joint problem
solving through open communication and friendship are strong drivers in the reduction of challenges
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and the building of resilience. Husbands or male relatives were notably absent as being referred to
as sources of support.
Several of the caregivers made reference to the loss of supportive individuals such as husbands or
grandmothers, either through death or ill-health. These appear to increase their sense of isolation,
particularly for those younger caregivers looking after their siblings. A few of the caregivers made
specific reference to feeling stressed or depressed by their circumstances.

SAFETY
Evaluation Question: What are the perspectives of OVC households and communities on safe and
cohesive communities?
Mistreatment
In the survey, six questions explored verbal and physical maltreatment over the past three months,
asking whether an adult had mistreated them verbally, smacked them with a hand or smacked them
with a strap, stick, belt or other object.
While these items do assess experiences that may be construed as mistreatment or abuse, there are
many communities in South Africa that, rightly or wrongly, still value corporal punishment as a form
of caring discipline. So, while learners answering ‘yes’ to most of these six items may be highly likely
to be experiencing physical and verbal mistreatment, a subsection of learners may be experiencing
them in the context of an attentive relationship with a caregiver who loves them but believes that
shouting and/or corporal punishment are effective and necessary forms of discipline. Nevertheless,
experiences of verbal and physical aggression by adults may constitute mistreatment and abuse,
particularly when perpetrated by adults external to the household.
Learners’ reported experiences of adult mistreatment in the previous three months are reported in
the table below. The most frequent category of mistreatment reported being experienced ‘often’
was being called names by an adult in the household (7.8%). Being hit with an object by other adults
was the type of mistreatment least frequently reported as occurring ‘often’ (1.8%).
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KEY
Hit with strap by other
adults
Smacked with hand by
other adults
Called names by other
adults
Hit with strap in household
Smacked with hand in
household

Called names in household

Figure 6: Mistreatment

More than 97% of learners reported experiencing these six forms of mistreatment ‘sometimes’ or
less, including the quarter of learners (24.7%) who reported no mistreatment at all. About 2.8%
reported experiencing mean levels of mistreatment as ‘sometimes’ or more35.
However, it is helpful to differentiate between domestic and external mistreatment. The figure
below (Figure 5) compares mistreatment by adults in the home alongside reports of abuse by adults
outside the home. The frequency of participants reporting ‘none’ for mistreatment by adults outside
the home is substantially higher than those reporting mistreatment by adults within the home. This
pattern of higher levels of domestic abuse may be related to the overlap between ‘mistreatment’ as
conceptualised by intervention partners and ‘discipline’ as conceptualised by caregivers, as
discussed above. It also suggests low levels of mistreatment in school environments.

35

Mistreatment was aggregated by averaging ratings across categories resulting in a scale where, on average, 0 corresponded to
answering ‘never’ on all items, .33 to ‘rarely’, .66 to ‘sometimes,’ and 1 to ‘often’ (Cronbach’s Alpha = .726).
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Figure 7: Mistreatment In and Outside the Home

Girls reported significantly more mistreatment both within the home and outside the home36. OVC
were not significantly more likely to experience mistreatment overall by people in the household or
by other people37 than non-OVC. Nor were there any significant differences in overall abuse for
learners related to being enrolled in an 'old’ or ‘new’ school or a ‘comparison’ school for Grade 10s.

36
37

Within the home (t = -4.092, df. = 1272, P <.0005) and outside the home (t = 2.005, df = 1272, p = .045)
Tested using a t-test in each case
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Sexual Abuse and Rape of Children
Child sexual abuse and rape were frequently cited as a safety problem. This was most commonly
mentioned as taking place within the family. Reporting of rape and sexual abuse was also described
as problematic. For example the Deputy Chair of a War Room said:
Most of the rape cases happen within families where the child stays as a result the child is
scared to report because if she does report she may want to exercise her right of having the
rapist removed or the child removed from that home. In most cases we hear of uncles raping
nieces who are orphaned and the victims are threatened with death if they dare report. In
most cases, it’s not members of the community who rape other people. The way rape is rife,
it is now extended to grannies. Rape happens within families. We don’t hear of cases where
the child is sent by a neighbour who ends raping her, no, it happens within the family. The
family member knows that the child is dependent on him, and if the child wants to arrest the
rapist, he says ‘Go ahead but know that when I come out, you no longer have a home’. There
are situations like that.
In general, there were many instances of reported violence or abuse against children which were not
followed up. Sometimes there was an initial response or a referral, but in many cases this was never
followed up, as demonstrated in the following case study:
Case study: Rape reported to an educator
A female learner reported to the educator that she had been raped first by and uncle, and
then by a neighbour. When questioned by the facilitator about how he dealt with the
situation, be said that he thought the Government had support systems for such situations,
for example those of the Department of Social Development, which also works with NGOs.
He thought the outcome would be that the child would be removed from her home and go to
an orphanage. When asked about reporting of the incident, he said that he had many such
cases, and he normally ignored them. If a learner tells him she has been raped, he suggests
that she go to the police station, but he doesn’t get involved. He says he tells them that it is
criminal, but that she must not expect him to assist her. When asked why it was a challenge
to report the case, he responded that it’s because he only knows the learner’s side of the
story. He is fearful of reprisals if he gets involved and someone gets arrested, and feels he
would be compromising his safety. When asked whether he informs the parents of the child
about the problem, and asks them to take action, he said that he normally asks the learner to
go and inform the parents of what has happened. However, the parents never follow up and
come and speak to hm. In the case of the learner who was mentioned earlier, she did not talk
to him about the issue again, and eventually dropped out of school.

Facilities Selling Alcohol
Facilities selling alcohol in the communities were mentioned as areas of concern in relation to child
safety. A particular example was given were a tavern attracts young people by giving them free
meat, and then once they are there, the children drink alcohol. This sometimes leads to fights and
violence.
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Schools as Places of Safety
Interestingly, to caregivers, schools are perceived as places of safety, perhaps because there are
sometimes security guards present on the premises. However, not all schools are perceived as places
of safety by educators as described by an educator:
Those boys who are smoking dagga here, and they are plenty, and you cannot easily
discipline them, so you end up not knowing what to do because they are violent at schools.
The learners and other respondents described verbal abuse, discrimination, coercion into ‘wrong
things’ and bullying of different types taking place at school, mainly between learners. A
representative from an FBO described how a child may be bullied if not wearing the correct uniform.
Violence, bullying and discrimination in schools does not seem to be followed up on. An example
was given where three boys stripped a girl at the sports grounds and the School Governing Body
(SGB) and parents were involved. However, the only consequence for the boys was that they had to
apologise because they said they were ‘just playing’.
Transportation
Issues of safety within the community raised by caregivers during discussions mainly related to the
lack of transportation for learners to go to school. Learners walk long distances, can sometimes get
distracted on the way (such as swimming unattended in rivers where some have drowned), pass
through unsafe areas such as forests or along roads where they may be hit by a car and are generally
vulnerable to ‘hooligans or criminals who harass you for no reason’. One caregiver commented ‘We
always tell ourselves that as long as they leave homes to schools and come back safe, that is all we
appreciate’.
Corporal Punishment
Corporal punishment was generally referred to as a form of discipline in the home, rather than
abuse, however several caregivers did qualify this with statements such as ‘Even if you need to give
him a hiding, you must give him a hiding (beating) but not in such a way that you are killing the
child’. Those caregivers who reported using corporal punishment did administer this using some
form of implement (e.g. stick or shoe).
The following diagram (Figure 7) summarises the findings of the evaluation regarding the current
situation with respect to safety of children.
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Figure 8: Summary of Safety Risks

CHILD CARE SKILLS IN HOUSEHOLDS AND FAMILIES
Evaluation Question: What is the baseline status of child care skills in households and families?
Child care practices and skills examined were time spent on housework, understanding of what
constitutes abuse and various ways caregivers interact with their children.

Time Spent on Housework
In general, children may be expected to do some housework to learn skills and increase a sense of
responsibility in the home; however children who are expected to put in too many hours will be at
risk of not completing their homework, studying for exams or maintaining social connections38.
Results from the survey show that there was a significant difference in hours spent doing housework
daily by girls compared to boys39. Male learners felt that they did significantly less housework than
other members of the household40. There were no significant differences between OVCs and nonOVCs.
Discussions during the caregiver FGD indicated an understanding of the importance of allowing
children ‘time to go and play’. Some even referred to overloading children with chores, especially
those not considered age appropriate, as a form of abuse.

38

Similar to answers on the free time question, answers ranged from 0 to 24; we assume that the 47 children who answered
unrealistically high numbers (>12) felt that they are working all the time.
39
t = -2.586, df = 1272, p = .010
40 χ2 = 13.261, df. = 3, n = 1274, p = .004, Φ = .102, adjusted standardized residual = 2.4
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Child Care Skills
Caregivers made reference to a number of child care skills they employ. These included discipline;
setting boundaries; talking to one’s child; problem solving with children; instilling values; assisting
them with homework; taking an interest in their work and issues which are important to them;
telling them that one loves them and talking to them respectfully. There was a clear understanding
that love can be demonstrated by a hug, even if there was no money to buy the things that a child
wants. One group of caregivers interviewed had participated in a parenting course; however no
major differences were noted in their responses compared with the responses of those who had not
participated in the course.
Challenges of Parenting/Caregiving
Caregivers referred to some challenges of parenting, particularly in relation to children who don’t
listen (generally boys) or who are disobedient. One person who had become a caregiver to her
siblings at a young age, talked with sadness about her ‘lost’ childhood. Other challenges cited
included the difference in children today compared with when the caregiver was growing up.
Understanding of What Constitutes Abuse
Participants in the caregiver FGDs had a well-developed understanding of abuse. They were able to
cite different types of abuse, for example, psychological abuse, making a child try and do chores that
he is not old enough to manage, swearing at a child, physically abusing a child, not being able to
show love to a child who is not your biological child, and then sexual abuse.
Inconsistencies between the responses of caregivers as compared to those of the children in their
care show the importance of taking different perceptions of a situation into consideration, for
example when a caregiver says something that she doesn’t think is harmful, but the child is hurt by
it.

HIV PROTECTIVE KNOWLEDGE, ATTITUDES AND PRACTICES
Evaluation Questions: What are the current levels of HIV protective knowledge, attitudes

and practices among learners and their families? What are the levels of HIV
misconceptions and myths?
Knowledge about HIV and AIDS
During the FGDs, learners were asked various questions around knowledge, attitudes and behaviour
related to HV and AIDS. The learners showed good knowledge and understanding of how HIV can be
transmitted, prevented and treated. The survey answered many questions about current levels of
HIV protective knowledge attitudes and practices, and these were further explored in the
discussions with learners and their caregivers.

msunduzi evaluation consortium

| 37

May’khethele OVC Programme Baseline Evaluation May 2014
In the survey, learners were asked a series of 15 questions to find out their levels of knowledge
about HIV and AIDS. On average, learners were able to answer nearly three quarters of the
knowledge items correctly41. While only 14.1% answered half or fewer of the items correctly, there
were also surprisingly few learners who were able to answer them all correctly (3.8%). Figure 8
shows the distribution of number of correct answers to the 15 questions by the learners.
The histogram (left) shows that mean knowledge across items is relatively high (74%)42, but which
means that most learners have a less than perfect core knowledge of HIV. The cumulative
distribution shows that only about 20% of the sample scored lower than 60%; about 50% scored less
than 70% and about 80% of the sample scored 80% or less.

Figure 9: Learner HIV Knowledge

The details of what the learners knew are given in Table 12. The table shows that there were six
questions for which over 80% of the children knew the correct answer. The questions that only
about half of the leaners knew the correct answer for, were about where reducing the number of
partners reduces the risk of transmission, whether a circumcised male can still get HIV, whether HIV
can be transmitted through mosquito bites, and whether ARVS can cure HIV or AIDS.
OVCs had significantly less knowledge than non-OVCs43, and there was a significant difference by
sex, with girls scoring higher than boys44. For Grade 10s there was a small but significant difference
in knowledge related to being in an ‘old’ school, a ‘new’ school or ‘comparison’ school45. ‘Old’

41

Mean score was .73
M = .74, or 74%; SD = .152
43 t = -2.521, df = 1272, < .012; with OVC scoring lower (M = .724 (72.4%), SD = .160) than non-OVC (M = .746 (74.6%), SD = .145)
44 There was a significant difference by sex (t = -4,952, df = 1272, < .0005) with girls scoring higher (M = .755 (75.5%), SD = .158) than
boys (M = .714 (71.4%), SD = .145)
45 F
2
2, 641 = 3.153, p = .043, η = .010
42
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schools had significantly higher mean knowledge than ‘new’ schools, but the differences between
‘old’ schools and ‘comparison’ schools were not significant.
Table 11: HIV Survey Questions
Item/Indicator

Correct (%)

Can Sangomas or Inyangas cure HIV and AIDS?

91.2

Does having sex with a virgin cure HIV or AIDS?

86.8

Can people get HIV by sharing food with a person who has HIV/AIDS?

85.1

Is it possible for a healthy looking person to have HIV/AIDS?

82.5

Can a person only get HIV through sex?

81.8

Can a person get HIV by drinking from the same cup as someone who is infected with HIV?

81.8

Can people reduce their chances of getting HIV/AIDS by using a condom every time they have
sex?

78.8

If a person takes a shower or a bath immediately after sex does it prevent HIV infection?

74.6

Can a person get HIV from kissing?

74.3

Can HIV be transmitted from a mother to her unborn child?

72.3

Even if both partners are HIV positive, do they still need to use a condom?

71.7

Can people reduce their chances of getting HIV (the virus that causes AIDS) by having just one
sex partner who is not infected and who has no other partners?

58.6

If a man is circumcised, can he still get HIV?

58.4

Can a person get HIV from mosquito bites?

55.3

Do Antiretroviral drugs (ARVs) cure HIV or AIDS?

50.5

Four items were answered incorrectly by more than 40% of the sample, and will be explored in
further detail.
Can people reduce their chances of getting HIV (the virus that causes AIDS) by having just one sex
partner who is not infected and who has no other partners? (58.6% correct): There were no
significant differences by OVC status, sex or school category.
If a man is circumcised, can he still get HIV? (58.4%): There was a significant difference by sex46,
with more males answering correctly than females and OVC status, with fewer OVC answering
correctly than non-OVC47, but not by school category.

46

χ2 = 22.072, df. = 1, n = 1274, p < .001, Φ = .132, adjusted standardized residual = 4.7
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Can a person get HIV from mosquito bites? (55.3%): There was no significant difference by sex, but
there was a marginally significant difference by OVC status, with OVC answering correctly more
often than non-OVC48, and there was a very small significant difference across school categories49,
with pupils at old schools having the best knowledge on this item and significant differences
between old and new schools.
Do Antiretroviral drugs (ARVs) cure HIV or AIDS? (50.5%): There was no significant difference by
OVC status, sex or school categories.
HIV-Related Myths and Incorrect Information
About a fifth of learners (21.3%) supported more than five misconceptions or myths. The learners
who participated in the FGDs spoke of most myths as myths. This shows that learners have metaknowledge that these are incorrect beliefs. Some of the myths mentioned by learners in the
discussions were about having sex with virgins and having sex with grandmothers to reduce
transmission.
A ‘new’ myth mentioned by learners relates to circumcision as a way of preventing HIV infection.
It’s that if you are sleeping with someone who is circumcised, you don’t get HIV. If he is
circumcised while he already has HIV, …. he won’t be able to infect you.
Caregivers also showed some confusion regarding the exact manner in which protection is offered
through VMMC
Another myth that learners mentioned was about washing oneself before and after sex to avoid HIV
infection. The learners showed some insight to this being a myth and not the truth.
There was also mention of myths about pastors and traditional healers being able to cure HIV. One
learner implied that he would not have to use protection, because if he became infected, he would
just get the pastor to pray for him. Another learner said that there was the myth of no need for HIV
testing, because there are priests/ pastors who can just pray for people and give holy water, and
then the person is ‘cured’. Some people were stopping their medication because of these religious
leaders. However, most the learners did not believe these myths, and recognised that currently
there is no cure for HIV. Nevertheless, one learner spoke of some information he had about a cure
from a plant found in Ghana, and another about a cure involving organs from gorillas.
Kissing and the sharing of utensils as a medium of HIV transmission was mentioned in some of the
discussions. Learners acknowledge this as a misconception held by some people in the community.
This was supported by one caregivers concern about children catching the virus from sharing of
lollipops (no specific reference was made to either child having bad mouth sores or bleeding gums).

47

χ2 = 7.467, df. = 1, n = 1274, p = .007, Φ = .77, adjusted standardized residual = 2.7
χ2 = 3.487, df. = 1, n = 1274, p = .063, Φ = .52, adjusted standardized residual = 1.9
49 F
2
2, 641 = 3.374; p = .035; η = .010
48
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HIV Testing
Aside from the 18.8% of learners who would not take up testing if they were given an opportunity,
about half (40.2%) of participants reported they had had an HIV test, 6.4% did not know, 1.1% did
not want to answer, and a third (33.5%) knew that they had never been tested. Of those who had
been tested, the vast majority (95.7%) had received their results. Although there were no significant
associations by OVC status, there were significant associations by sex, with males very much more
likely to say that they had been tested and females to say that they had not been tested50.
Most learners expressed willingness to get an HIV test in the future (83.4%), but a portion were not
willing (16.6%). There was a significant correlation between HIV knowledge and willingness to get
tested51, as learners with better HIV knowledge were more likely to express willingness to be tested
in the future.
There was no significant difference in willingness to get an HIV test by OVC status or school category,
but there was a marginally significant association with sex, with female learners being more likely to
express willingness to be tested in the future than male learners52.
Most learners believed that it is important to know one’s partner’s HIV status (82.3%). There was a
significant correlation between HIV knowledge and believing that it is important to know one’s
partner’s HIV status53, with more knowledgeable learners more likely to believe that it is important
to know your partner’s status. There were no associations between this item and either OVC status
or school category, but there was a significant association by sex, with more female learners
reporting that it is important to know your partner’s HIV status than male learners54.
Abstinence
The majority of learners – even those who reported already having had their sexual debut –
reported a strong intention to abstain from sex until marriage (69.1%), with most of the rest
reporting some intention to do so (19.7%). Only 11.2% reported no intention to abstain until
marriage55.
There was no association between intention to abstain and OVC status. Male learners were
significantly less likely to express an intention to abstain than female learners 56 and female learners
were significantly more likely to express a strong intention to abstain57. For Grade 10s there was a
marginally significant association with school category58. Specifically, participants in schools where
the intervention was well established (‘old’) were more likely to report being ‘somewhat’ than ‘very’
likely to abstain until marriage59.

50

(χ2 = 46.636, df. = 3, n = 1062, p = <.0005, Φ = .210), with males very much more likely to say that they had been tested (adjusted
standardized residual = 6.6) and females to say that they had not been tested (adjusted standardized residual = 5.9)
51 r = .152, p < .005
52 (χ2 = 2.997, df. = 2, n = 1274, p = .083, Φ = .049, adjusted standardized residual = 1.7)
53
(r = .256, P < .005)
54
(χ2 = 10.304, df. = 1, n = 1274, p = .001, Φ = .090) (adjusted standardized residual = 3.2)
55 25.8% reported already having had sex, showing that they had not abstained.
56 (χ2 = 23.865, df. = 2, n = 1274, p < .0005, Φ = .137, adjusted standardized residual = 4.5)
57 (adjusted standardized residual = 4)
58
(χ2 = 7.781, df. = 4, n = 644, p = .100, Φ = .110)
59 (standardized adjusted residual = 2.6)
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Abstinence from sex was mentioned by relatively few learners (both girls and boys) in the FGDs.
Reasons given for abstaining include not having to worry about HIV if your partner is a virgin at the
time of marriage, not wanting to be pressured into sex and wanting to have a ‘bright future’.
Participants were asked whether they thought it is fine for women or girls and men or boys to ‘be a
player,’ in other words, to have multiple partners and be proud of it. In general learners disagreed
with these sentiments. In response to the statement that ‘it is fine for women or girls to be a player,’
17.1% said ‘very true,’ 8.3% said ‘somewhat true,’ and 74.5% said ‘not true’. Levels of agreement
were slightly lower when asked whether ‘it is fine for men or boys to be a player’, with 12.9%
answering ‘very true’, 6% answering ‘somewhat true’ and 81.1% answering ‘not true’. On the whole,
learners tended to have similar values for males and females in this regard, and a large majority
(69.7%) indicated that it is not acceptable for either males or females ‘to be a player’. There was no
significant association by school category for either item.
When asked about what girls and boys should do in order to protect themselves from HIV in the
FGDs, a few learners commented on faithfulness to one sexual partner as an option for HIV risk
reduction.
HIV Prejudice and Stigma
In the survey, there were four questions around stigma. Most learners expressed being comfortable
sharing a toilet with an HIV positive person (80.2%) but a fifth expressed some discomfort with this
(19.8%). Even more agreed that HIV positive learners should continue to attend school (‘yes’: 84.5%;
‘no’: 15.5%). When asked if they would stay friends with an HIV positive person, 65.3% said ‘yes’,
11.5% said ‘no’ and 23.2% said ‘maybe’. A much larger proportion displayed prejudice when asked if
they ‘will never fall in love with an HIV-positive person,’ to which 52.5% replied ‘very true’, 16.3%
replied ‘maybe’, and 31.2% replied ‘not true’. These responses indicate fairly high levels of HIV
prejudice, and potential stigma for HIV-positive people.
There was one significant association in HIV-related prejudice and OVC status, with OVC less likely to
agree that HIV positive children should attend school60. There were several significant associations
by sex and school category, with male learners expressing significantly more prejudice than female
learners on all four items61. There was also a significant association between school category, with
learners in the ‘old’ schools expressing less prejudice62. Learners in the ‘new’ school category that
had received minimal levels of the intervention were more likely to respond ‘very’ or ‘somewhat’
true to the question of falling in love with an HIV positive person63. Since this item is the strongest of
the indicators of prejudice/stigma, it seems likely that the intervention is having some success in
prejudice/stigma reduction.

60

χ2 = 6.124, df. = 1, n = 1274, p = .013, Φ = .069, adjusted standardized residual = -2.5
(Would share a toilet: χ2 = 4.187, df. = 1, n = 1274, p = .041, Φ = .057, adjusted standardized residual = 2; HIV positive pupils should
attend school: χ2 = 15.787, df. = 1, n = 1274, p < .0005, Φ = .111, adjusted standardized residual = 4; Will never fall in love with a HIV
positive person: χ2 = 8.271, df. = 2, n = 1274, p = .016, Φ = .081, adjusted standardized residual = 2.8; Would continue to be friends with
HIV positive peers: χ2 = 9.973, df. = 2, n = 1274, p = .007, Φ = .057, adjusted standardized residual = -3.1 for males answering ‘yes’)
62 Responses on the item ‘I will never fall in love with an HIV positive person’ (χ2 = 13.510, df. = 4, n = 644, p = .009, Φ = .145), with
learners in the ‘old’ intervention schools being less likely to respond with ‘very true’ to this item (adjusted standardized residual = -3.3)
and more likely to respond ‘Not true’ (adjusted standardized residual = 2.6)
63 (adjusted standardized residual = 2.5 and -1.8 respectively)
61
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Use of Gloves
Protection while helping or caring for an infected person was mentioned as essential. The learners
showed insight into the use of gloves as one of the ways of HIV prevention while in physical contact
with an HIV positive individual.
Vertical Transmission
Some of the interviewed learners showed understanding that HIV can be transmitted from pregnant
mothers to children. They understood that this type of transmission can be prevented by mothers
taking the available and appropriate measures. While some learners had this information and
understood it, others expressed disbelief that an unborn child can be protected from contracting
HIV.
Caregivers Knowledge of HIV Transmission and Protective Practices
Sound knowledge regarding HIV transmission was also apparent amongst caregivers participating in
the FGDs. Preventative measures noted including wearing of gloves when treating someone with
blood, not sharing razor blades during cutting ‘rituals’, practicing protected sex and not having
multiple partners.
A clear understanding of the purpose of ART and compliance was also evident in the caregivers’
responses. Nearly all of the caregivers questioned reported having been tested for HIV and being
willing to share their results with other family members. Responses indicated that HIV was talked
about in their households, although the exact details of what was talked about were not explored.
Stigma was also not apparent from the discussions with caregivers, rather preference was placed on
openness and disclosure.

CIRCUMCISION
Evaluation Question: What are the current attitudes and levels of awareness about VMMC as a
prevention option?
Although most of the learners participating in the survey had heard of VMMC (79.6%), 20.4% had
not, with Grade 10 learners significantly more likely to have heard of VMMC than Grade 8s64, and
male learners significantly more likely to have heard of VMMC than female learners65. There was a
significant association between OVC status and having heard of VMMC, with OVC less likely to have
heard of it than non-OVC66, but no association between school category (‘old’, ‘new’ or
‘comparison’) and having heard of VMMC. Other NGO’s working in some comparison schools were
focusing heavily on VMCC and potentially masked programme effects in old schools.

64
65
66

(t = -5.171, df = 1273, p < .0005)
(χ2 = 22.756, df. = 1, n = 1274, p = .0005, Φ = .134, adjusted standardized residual = 4.8)
(χ2 = 4.256, df. = 1, n = 1274, p = .039, Φ = .058, adjusted standardized residual = -21)
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While the majority of all learners understood that circumcision decreases HIV risk for men (42.9%), a
large proportion did not know whether it increased or decreased risk (26.1%), some thought it had
no effect (5.3%) and some even thought that it increases risk (5.3%). OVC did not have significantly
different beliefs to non-orphans, and for Grade 10s there were no significant differences related to
school category. There were significant associations by sex67, with males more likely to know that
circumcision decreases risk and females more likely to not know.
50.5% of the male respondents reported that they personally had been medically circumcised.
Significantly less non-OVC reported having been circumcised (54.6%) compared to OVC (45.7%). Of
the male participants who had heard of VMMC but were not yet circumcised, 23.3% reported that
they would not consider VMMC, 47.1% said that they would choose to be circumcised and 29.5%
said that they didn’t know.
Most learners in the FGDs showed sound knowledge and understanding of circumcision as
decreasing chances of HIV transmission. They understood that even circumcised males still have to
use condoms when they engage in sexual activity. Several referred to a talk being done at school by
a clinic nurse, who told them they needed to test for HIV, tuberculosis and diabetes before booking
for circumcision. Learners expressed the notion that circumcision is good as it aids in decreasing the
chances of HIV and other sexually transmitted infections. They acknowledged that this does not
mean when a man is circumcised they will not contract HIV, thus continued condom use is
necessary. However, there was some confusion about the mechanism of protection, linked to ideas
about ‘dirt’, the need for washing and hygiene.
Some males expressed fears about circumcision, such as about the pain involved, which led to them
choosing not to be circumcised. Some of the fears were perpetuated by the negative stories,
possibly in the press and other media, about traditional circumcisions which have poor outcomes.
Several young men reported having been for circumcision already, and felt that it would decrease
their risk of HIV. Other learners held differing views regarding circumcision as an option for HIV
prevention. In particular, one female learner described how boys get circumcised but continue to
‘sleep around’, presumably without using condoms.
VMMC was strongly supported by the caregivers, who recommended this as an important
preventative measure for men of all ages. The caregivers understood that protection from
circumcision is not absolute; however there appears to be some confusion regarding the exact
manner in which the protection is offered. The caregivers cited the local clinic as well as the
television, personal experience and campaigns for VMMC as sources of information about HIV for
themselves. In terms of sources of information for children, caregivers were unanimous in their
response that this came from LO classes in school.

BEHAVIOURAL RISK FOR ACQUIRING HIV
67

(χ2 = 27.444, df. = 3, n = 1014, p = <0005, Φ = .165) with males more likely to know that circumcision decreases risk (adjusted
standardized residual = 4.1) and females more likely to not know (adjusted standardized residual = 5.1)
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Evaluation Question: What is the level of behavioral risk for acquiring HIV amongst learners?
The quantitative questionnaire included several indicators aimed at assessing levels of behavioural
risk for HIV transmission amongst learners.
Alcohol
The majority of learners reported never drinking alcohol at all (76%). There was a strong and
significant association by sex68, with female learners far more likely to report drinking alcohol ‘not at
all’ and males much more likely to report more frequent use. ‘Old’ schools had significantly more
learners reporting frequent and moderate alcohol consumption than ‘new’ and ‘comparison’
schools69. There was no association between OVC status and reported alcohol consumption.
Sexual Activity
Most learners reported never having had sexual intercourse (74.2%), with OVC being significantly
less likely to report having had sex than non-OVC70 and male learners being significantly more likely
to report having had sex than female learners71. Grade 10 learners at ‘old’ schools were significantly
more likely to report sexual debut72. The mean age of children who reported that they have had sex
was 16.17 (N = 329).
Those learners who had reported having had sex were asked to report their age when they first had
sexual intercourse, and the results are shown in Figure 10 below. The mean age of sexual debut for
all learners was 13.86 years. No significant difference in age of debut was identified across school
categories for Grade 10s. However, OVC reported significantly lower age of debut (M = 12.68 years,
SD = 4.76) than non-OVC (M = 14.68 years, SD = 3.79)73.
The following graph (Figure 10) shows the age of sexual debut for learners.

68

(χ2 = 45.345, df. = 3, n = 1274, p < .0005, Φ = .189) (adjusted standardized residuals = 6.6; 3.2; 2.3; and 4.8 respectively)
(χ2 = 14.312, df. = 6, n = 1271, p = .026, Φ = .106, adjusted standardized residual for both significant cells = 2)
70 (χ2 = 6.016, df. = 1, n = 1274, p = .014, Φ = .069, adjusted standardized residual = -2.5)
71 (χ2 =47.963, df. = 1, n = 1274, p < .0005, Φ = .062, adjusted standardized residual = 6.9) respectively
72 (χ2 = 9.447, df. = 2, n = 644, p = .009, Φ = .121, adjusted standardized residual = 2.9)
69

73

t = 4.235, df = 327, p < .0005.
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Figure 10: Age of Sexual Debut

(Note: Some learners indicated that they were between 1 and 10 years old when they had their
sexual debut. This might be a data quality issue).

Most learners who reported having had sex before said that their first experience had been ‘willing’
(81.5%). However, 12.2% said that they had been ‘tricked’ and 1.6% said that they had been ‘forced’.
Significantly more females than males said that they had been tricked or forced 74, and significantly
more OVC reported being forced than non-OVC, who were significantly more likely to report being
willing75. There were no significant pattern school category.
Learners who reported having had sex answered that their total (lifetime) number of sexual partners
ranging between 1 and 5. The mean number of sexual partners was 3.5476. There were substantial
and significant differences in reported sexual partners by sex, with males on average reporting 4.38
lifetime sexual partners and females reporting 2.0477. This pattern of responses might indicate overreporting by males (and possibly under-reporting by females).
Of the learners who were sexually active in the past six months, 48.4% reported concurrent partners
(two or more sex partners in the same month within the past six months). Males were significantly
more likely to report having concurrent partners78. OVCs were significantly more likely to report

74

(χ2 = 22.139, df. = 2, n = 329, p < .0005, Φ = .259, adjusted standardized residuals for females: willing = -4.7; tricked = 3.7; forced = 2.5)
(χ2 = 6.623, df. = 2, n = 329, p = .036, Φ = .142, adjusted standardized residuals for OVC: willing = -2.4; tricked = 1.3; forced = 2.1;
adjusted standardized residuals for non-OVC: willing = 2.4; tricked = -1.3; forced = -2.1)
76
The distribution was very positively skewed, with a mode of 1 and a median of 2 partners. The 5% trimmed mean, excluding the
extreme outliers, was 2.68.
77 (t = 24.387, df = 327, p < .0005), with males on average reporting 4.38 lifetime sexual partners (SD = 5.942) and females reporting 2.04
(SD = 2.176)
78 (χ2 = 12.461, df. = 1, n = 91, p < .0005, Cramer’s V = .370, adjusted standardized residual = 3.5)
75
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having concurrent partners than non-OVCs79. There were no significant associations by school
category.
Table 12: Reason for Not Using a Condom
Reason (n= 119 learners)

N

%

You did not have a condom with you at the time?

28

(33.7%)

You did not know where to get a condom?

14

(16.9%)

You do not like to use a condom?

14

(16.9%)

Other reasons

14

(16.9%)

You felt that the other person would not want to use a condom?

10

(12.0%)

You were too embarrassed to get a condom?

8

(9.6%)

You did not know how to talk about how to use a condom?

8

(9.6%)

You forgot?

6

(7.2%)

You were drunk?

2

(2.4%)

While the majority of sexually active learners used a condom the last time they had sex (210 learners
or 63.8%), a number did not (36.2%) There was a marginally significant association by sex80, with
males more likely to report that they did use a condom and females that they did not. OVCs were
more likely to report having used a condom than non-OVCs81. There was no association between
condom use and school category. The reasons cited by learners for not using a condom are shown in
the Table 13, and are dominated by availability (not having them to hand at the critical time and not
being able to easily access them) and preference (not liking to use them).
Of the sexually active learners, 22.8% reported that they had ‘ever been pregnant, or made a girl
pregnant, even if the child was not born’. (This is 5.9% of all learners). There was a marginally
significant association by sex, with males significantly more likely to report having made a girl
pregnant and females significantly less likely to report having been pregnant82. This is likely to be
related to social desirability pressures for boys to over-report sexual activity and virility. There were
no significant associations between pregnancy and OVC status or school category.
During the FGDs, the learners reported that pressure from peers and others to be in a sexual
relationship was a key factor in HIV risk behavior, saying:


79
80
81
82

When learners arrive at high school, they feel that there is pressure to be in a relationship
(and some stigma and ridicule if one is not in a relationship).

(χ2 = 5.837, df. = 1, n = 91, p = .016, Φ = .253, adjusted standardized residual = 2.4)
(χ2 = 3.611, df. = 1, n = 329, p = .057, Cramer’s V = .105) (adjusted standardized residuals 1.9; -1.9)
(χ2 = 5.583, df. = 1, n = 329, p = .018, Φ = .130, adjusted standardized residual = 2.4)
(χ2 = 3.611, df. = 1, n = 329, p = .057, Cramer’s V = .105) (adjusted standardized residuals = 1.0; -1.9)
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Another form of peer pressure for young women is to be in a relationship with older men,
especially for economic gain, sometimes with pressure coming from home. In other situations
however, the family is described as a protective factor against sexual relationships and forced
sex.



There may also be pressure from older men (‘sugar daddies’) to have unprotected sex and
forced sex.



There is peer pressure for young men to have multiple girlfriends.

Unprotected Sex versus Condom Use
In the FGDs, the major obstacles to condom use were reported as:


‘Trusting’ your partner



Alcohol use at ‘bashes’ (surprisingly mainly reported as an issue about young women) – for
example:



Lack of females access to male condoms



Not having condoms and ‘losing control’ in the heat of the moment (again mainly at parties)



Difficulty communicating about condom use, especially for females, who can be accused of
being unfaithful if they suggest condom use



Males not enjoying condom use



Reckless attitudes towards HIV, and myths about having protective powers



Believing that young people have a lack of impulse control, for example believing that they
cannot control themselves when a girl dresses in a revealing way:



Deliberate infection by someone who is HIV positive (this came up in 3 different FGDs)

Most learners in the FGDs, however, emphasised the use of condoms to prevent HIV infection. They
said that it was important for partners to test for HIV before sexual engagement with a partner and
to use condoms during sexual intercourse. There seems to be an intention amongst learners to use
condoms, but there are many factors which become obstacles to condom use.
Learners also expressed their views on the use of condoms for protection against HIV as a shared
responsibility. The right to having protected sex is explained as being a right for everyone, regardless
of gender.
Caregivers Views on Risk Behaviour
The caregivers cited children’s irresponsible behaviour, alcohol and ‘not doing things properly’ or
‘carelessly’ as key components in high risk sexual behaviour. Abstinence is their preferred method of
protection; however this tends to be proposed using ‘scare’ tactics rather than as a positive lifestyle
choice. Interestingly, scare tactics were used more often when referring to advice for girls, whereas
positive lifestyle choices were generally referred to when advising boys.
Boys were described as poor listeners who ‘do their own thing’ and are easily influenced by peer
pressure; however both boys and girls were considered equally likely to be most at risk and to
exhibit ‘Casanova’ style behaviour.
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Caregivers were generally uncomfortable with the notion of discussing SRH with their children and in
some instances felt that the children learnt too much from school.
Whilst early sexual debut was acknowledged (‘It happens even in primary schools, children get
pregnant as young as that!’), most respondents felt that children under 15 should not know about
sex and that telling them about it too early or providing too much detail (at whatever age) would
only entice them to become (more) sexually active: ‘You know when a child always hears that there
is fire there, eventually the child would want to feel if it’s really burning or not’. Talking to their
children about condom use was also something the caregivers expressed difficulty with.
This discomfort around talking about SRH was in strong contrast to other areas of communication
between the caregiver and child.

FACTORS INFLUENCING KNOWLEDGE, ATTITUDES AND PRACTICES
Evaluation Question: What are the issues involved in influencing the level of knowledge, attitudes
and practices?
In the survey, data was collected about HIV education fatigue, adherence, and disclosure and
engagement or sharing of knowledge with others.
HIV Education Fatigue
This is a problem amongst this group of learners, with 52.8% reporting being ‘somewhat’ or ‘very’
tired of hearing about HIV and AIDS. Only 47.2% were not tired at all of hearing about HIV and AIDS.
This fatigue was not evenly distributed: Grade 10 learners at ‘comparison’ schools were significantly
more likely to report education fatigue than Grade 10s at ’old’ and ‘new’ schools83. There was also a
significant difference in education fatigue by sex, with girls expressing more fatigue than boys84.
There was no association with OVC status.
Adherence
Adherence is included in this section because it requires a stable routine, confidence that being seen
taking pills will not invoke stigma, and many other factors. There were 43 learners who revealed
that they had ever been diagnosed with HIV or AIDS and, of these 19 indicated that they were
currently on ART. Twelve of these learners indicated that they had skipped their ARVs in the past
three days. While these numbers are too low to make statistical inferences, the fact that any
children on ARVs had recently skipped ARV doses is a cause for concern.
Disclosure
Disclosure is important, because it is a way of indirectly assessing stigma and support: in a nonstigmatizing and supportive environment, disclosure should be higher. In the survey, about a

83

(χ2 = 10.657, df. = 4, n = 636, p < .031, Φ = .129, adjusted standardized residuals: [Old: Very true = -2.8; Somewhat true = -.1; Not true
= 2.7; New: Very true = .8; Somewhat true = -.8; Not true = -.2; Comparison: Very true = 2.1; Somewhat true = .9; Not true = -2.5)
84
(χ2 = 26.468, df. = 2, n = 1253, p < .0005, Φ = .145, adjusted standardized residuals: [Male: Very true = 5.1; Somewhat true = -1.3; Not
true = -4.1; Female: Very true = -5.1; Somewhat true = 1.3; Not true = 4.1)
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quarter of learners indicated that another person had revealed their HIV status to them (24.95%).
There were significant differences by sex, with girls being more likely to report that someone had
disclosed to them85. For Grade 10s, there were significant differences by school category, with
learners in ‘old’ schools being substantially more likely to be the recipients of disclosure86.
Sharing of Knowledge about HIV
Most learners (61.8%) reporting having shared their HIV knowledge with others. There were no
significant associations between knowledge sharing and sex, indicating that boys and girls are
equally likely to share knowledge. There was no association between school category or OVC status
and likelihood of knowledge sharing.

LEARNER ACCESS TO SERVICES
Evaluation Question: What services do learners (including OVC) access? This section starts with a
description of services that learners reported accessing, taken from data from the survey.
Thereafter, a description of services provided by a wide range of role players and stakeholders is
given.
The survey contained a number of questions about learner’s practical ability to access services in
their areas, namely access to birth certificates, social support grants, and access to medical
assistance.
Social Support Grants
A large proportion of learners said that their families were receiving a CSG for them (78.5%), with
6.9% not knowing whether they were receiving a grant or not. Although the item was supposed to
be restricted to orphans only, all learners were asked whether their caregivers were receiving a
foster care grant for them, with 35% of learners believing that a FCG was being received, 23.3%
being unsure, and 41.7% being sure that a grant was not being received. There was no significant
association between receipt of CSGs and OVC status, or between school category and receipt of
either category of grant (for Grade 10s only). (It is possible that the learners are not aware of the
difference between the CSG and the FCG).
Medical Assistance
Learners were asked if they knew where to get medical advice regarding pregnancy, free condoms,
testing or treatment for STDs, an HIV test, medical care and counselling for sexual assault. Many
learners (40.2%) were confident that they knew where to go to access medical advice or care for
each of the issues mentioned. More than half knew all but one. Nevertheless, a substantial
proportion (22.1%) only knew where to receive help for less than half of the problems. There were
no overall significant differences by sex, orphan status or school category (for Grade 10s).

85
86

(χ2 = 5.035, df. = 1, n = 1274, p = .025, Φ = .063, adjusted standardized residual = 2.2)
2

(χ = 9.015, df. = 2, n = 644, p < .011, Φ = .118, adjusted standardized residuals: [Old: No = -3; Yes = 3; New: No = 1.1; Yes = -1.1;
Comparison: No = 1.9; Yes = -1.9)
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The majority of learners (75.5%) were able to access medical advice or treatment the last time they
needed it, although 24.5% were not. There was a marginally significant association with orphan
status87, with double orphans being less able to access medical help and children with two parents
being significantly more able to access medical services. There was no association between ability to
access medical help and either sex or school category.
Caregivers reported that medical facilities were accessible to them. When asked about their health,
specifically in the last 12 months, the majority of caregivers responded that they are healthy and
rarely need to visit the clinic. In those instances when medical attention was required, they appear
to have sought help and recovered/managed their ongoing health successfully.

87

χ2 = 5.216, df. = 2, n = 1189, p = .074, Φ = .066, with double orphans being less able to access medical help (adjusted standardized
residual = 1.8) and children with two parents being significantly more able to access medical services (adjusted standardized residual =
2)
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RESULTS IN TERMS OF USAID MINIMUM INDICATORS
In order to allow comparison with previous data and future studies, the findings from the wellbeing and resilience sections of this study have been summarised in Table 14
showing the USAID recommended minimum indicators for OVC programme performance evaluations by Core Program Service Area.
Table 13: Summary of Key Indicators
OVCstatus

Allchildren88

OVC1

Descriptionofindicator

Grade1089

Grade8
NonOVC1

Old Schools90

Newschools91

Comparisonschools92

Old Schools

Newschools

Comparisonschools

N(%)

N

%

N

%

N

%

N

%

N

%

N

%

N

%

N

%

Child protection interventions
1

%ofchildrenwithabirthcertificateorotheridentity
document

N=1215(95.4%)

N=660

(51.8%)*

N=555

(43.6%)*

N=212

(16.7%)

N=163

(12.8%)

N=223

(17.5%)

N=214

(16.8%)

N=201

(15.8%)

N=199

(15.7%)

2

%ofadolescentswhoexperiencedadult
perpetratedverbalorphysicalmaltreatmentinthe
past3 months93

N=1211(95.1%)

N=652

(51.2%)

N=559

(43.9%)

N=210

(16.5%)

N=159

(12.5%)

N=228

(17.9%)

N=214

(16.8%)

N=203

(16.0%)

N=194

(15.3%)

Successfullyreferred for HCT
4

%ofchildrenwhohaveeverbeentestedforHIVand
receivedmostrecenttestresults

N=553(43.4%)

N=297

(23.3%)

N=256

(20.1%)

N=5

(11.6%)

N=3

(7.0%)

N=3

(7.0%)

N=4

(9.3%)

N=2

(4.7%)

N=2

(4.7%)

5

%ofchildrenlivingwithHIVwhoarecurrently
receivingART

N=19(44.2%)

N=3

(7.0%)

N=16

(37.2%)

N=5

(11.6%)

N=3

(7.0%)

N=3

(7.0%)

N=4

(9.3%)

N=2

(4.7%)

N=2

(4.7%)

6

%ofchildrencurrentlyonARTwhodidnotmissa
doseduring thepast3days

N=7(36.8%)

N=1

(5.3%)

N=6

(31.6%)

N=1

(5.3%)

N=1

(5.3%)

N=0

(0.0%)

N=2

(10.5%)

N=2

(10.5%)

N=1

(5.3%)

88

Note that Grade10’s at old schools who have received the intervention are included in this figure.
Grade 10’s at old schools have received full exposure to the intervention; grade 10’s at new schools have had minimal exposure; and grade 10’s at comparison schools have had no exposure to this specific
intervention, although there are other interventions running in their schools and communities. No grade 8’s have received the intervention. Therefore to preliminarily assess (cross-sectional) programme effects
only Grade 10’s are compared.
90 Old schools: 35.2% of sample
91
New schools: 30% of sample
92
Comparison schools: 34.6% of sample
93
Any one of the three forms of mistreatment either within the household or outside of the household.
89
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OVCstatus

Allchildren88

OVC1

Descriptionofindicator

Grade1089

Grade8
NonOVC1

Old Schools90

Newschools91

Comparisonschools92

Old Schools

Newschools

Comparisonschools

N(%)

N

%

N

%

N

%

N

%

N

%

N

%

N

%

N

%

(11.7%)

N=134

(10.5%)

N=26

(2.0%)

N=29

(2.3%)

N=36

(2.8%)

N=79

(6.2%)*

N=54

(4.2%)*

N=58

(4.6%)*

HIVpreventioneducationandsubstanceabuse prevention
7

%ofadolescentswithcomprehensiveHIV
knowledge94

N=283(22.2%)

N=149

8

%ofadolescentswhohaveeverhadsex

N=329(25.8%)

N=196

(15.4%)** N=133

(10.4%)**

N=41

(3.2%)

N=18

(1.4%)

N=38

(3.0%)

N=98

(7.7%)*

N=63

(5.0%)*

N=70

(5.5%)*

9

%ofsexuallyinitiatedadolescentswhouseda
condomatthelastsexualencounter

N=210(63.8%)

N=115

(35.0%)**

N=95

(28.9%)**

N=23

(7.0%)

N=13

(4.0%)

N=26

(7.9%)

N=64

(19.5%)

N=38

(11.6%)

N=46

(14.0%)

10

%ofadolescentswhoconsumedalcoholinthepast
3months95

N=209(16.4%)

N=102

(8.0%)

N=107

(8.4%)

N=57

(4.5%)**

N=27

(2.1%)**

N=39

(3.1%)**

N=35

(2.8%)

N=22

(1.7%)

N=28

(2.2%)

11A %oftotaladolescentswhohaveeverbeen
pregnant/ havemadeagirlpregnant

N=75(5.9%)

N=44

(3.5%)

N=31

(2.4%)

N=11

(0.9%)

N=5

(0.4%)

N=13

(1.0%)

N=21

(1.7%)

N=10

(0.8%)

N=15

(1.2%)

11B

%ofadolescentswhohaveeverhadsex whohave
everbeenpregnant/ havemadeagirlpregnant

N=75(22.8%)

N=44

(13.4%)

N=31

(9.4%)

N=7

(2.1%)

N=4

(1.2%)

N=2

(0.6%)

N=8

(2.4%)

N=7

(2.1%)

N=5

(1.5%)

12

%ofadolescentswhoareawarethatmedical
circumcisioncanreduceaman’ sriskofcontracting
HIV/AIDS

N=546(42.9%)

N=315

(24.7%)** N=231

(18.1%)**

N=57

(4.5%)

N=58

(4.6%)

N=88

(6.9%)

N=120

(9.4%)

N=116

(9.1%)

N=107

(8.4%)

13

%ofadolescentboyswhoaremedicallycircumcised

N=305(50.5%)

N=177

(54.6%)*

N=128

(45.7%)* N=44

(40.4%)*

N=33

(45.2%)*

N=65

(51.6%)*

N=41

(44.6%)*

N=63

(62.4%)*

N=59

(57.8%)*

14

%ofadolescentswhobelievetheycouldaccessall
keysexualandreproductivehealthinformationand
services(6 questions)

N=473(37.1%)

N=253

(19.9%)

N=220

(17.3%)

(4.6%)

N=47

(3.7%)

N=68

(5.4%)

N=121

(9.5%)**

N=98

(7.7%)**

N=81

(6.4%)

Sexualreproductivehealthservices

N=58

94

Where comprehensive knowledge is defined as correctly answering the following items: Can people reduce their chances of getting HIV (the virus that causes AIDS) by having just one sex partner who is not
infected and who has no other partners?; Can people reduce their chances of getting HIV/AIDS by using a condom every time they have sex?; Can a person get HIV/AIDS from mosquito bites?; Can people get HIV
by sharing food with a person who has HIV/AIDS?; Is it possible for a healthy-looking person to have HIV/AIDS?.
95
The item response scale requested participants to choose between ‘About once or twice a week or more,’ ‘About once or twice a month,’ ‘Less than once a month,’ or ‘Not at all.’ The closest match to this
minimum indicator is all participants who reported consuming alcohol either ‘‘About once or twice a week or more’ or ‘About once or twice a month.’ Those who answered ‘less than once a month’ may have
alcohol less recently than in the last three months and so these participants are not counted as positive matches.
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OVCstatus

Allchildren88

OVC1

Descriptionofindicator

Grade1089

Grade8
NonOVC1

N(%)

N

%

N

%

N=694(54.5%)

N=379

(29.7%)

N=315

(24.7%)

-

-

-

-

-

(46.9%)

N=504

(39.6%)

Old Schools90

Newschools91

Comparisonschools92

N

%

N

%

(9.6%)

N=91

(7.2%)

-

-

-

-

-

-

-

-

-

-

-

-

N=34

(2.7%)

N=19

(1.5%)

N=40

(3.1%)

N=25

(2.0%)*

N=20

(1.6%)*

N=34

(2.7%)*

N

%

Old Schools
N

%

Newschools
N

%

Comparisonschools
N

%

Psychosocialsupport
15

%ofadolescentswithbasicsupport
(havesomeonetoconfidein, takeyoutoclinic/
doctor, showsloveandaffection, havefunwith)

N=122

N=137

(10.8%)

N=118

(9.3%)

N=113

(8.9%)

N=111

(8.7%)

Educationalsupport
16

%ofschoolagechildrencurrentlyenrolledin
school96

17

%ofschoolagechildrenattending schoolregularly
(Didnotmissanydaysinthelastschoolweek)

N=1102(86.5%)

N=598

18

%ofschoolagechildrenwhoprogressedinschool
overtime
(progressedagradebetweenlastyearandthisyear)

N=1034(81.2%)

N=542

19

%ofschoolagechildrenwithallschoolsupplies

N=656(51.5%)

N=356

(27.9%)

N=300

(23.5%)

(42.5%)** N=492

(38.6%)** N=178

(14.0%)** N=147

(11.6%)** N=211

(16.6%)** N=144

(11.3%)*** N=190

(14.9%)*** N=162

(12.7%)***

N=105

(8.3%)

N=83

(6.5%)

N=131

(10.3%)

N=114

(9.0%)

N=108

(8.5%)

N=113

(8.9%)

N=94

(7.4%)

N=110

(8.7%)

Householdeconomicstrengthening
21

%ofchildrenwhosebasicmaterialneedsareall met
(2setsofclothesexcludingschooluniform,pairof
shoes, blanket)

N=631(49.5%)

N=345

(27.1%)

N=286

(22.4%)

N=102

(8.0%)

N=78

(6.1%)

N=129

(10.1%)

N=116

(9.1%)

22

%ofeligiblechildrenreceivingaChildSupport
Grant97

N=857(81.3%)

N=421

(39.9%)

N=436

(41.4%)

N=166

(15.8%)

N=127

(12.1%)

N=190

(18.1%)

N=108

(10.3%)*** N=136

(12.9%)*** N=128

(12.2%)***

23

%ofeligiblechildrenreceivingaFosterCareGrant98

N=261(38.7%)

N=146

(21.6%)

N=115

(17.0%)** N=50

(7.4%)

N=44

(6.5%)

N=62

(9.2%)

N=26

(3.9%)

N=36

(5.3%)

N=43

(6.4%)

26

%ofhouseholdswithmoderateorseverehunger
(1question, foodinsecurityinpast3months)

N=290(22.8%)

N=140

(11.0%)

N=150

(11.8%)** N=62

(4.9%)

N=35

(2.8%)

N=52

(4.1%)

N=55

(4.3%)*

N=52

(4.1%)*

N=33

(2.6%)*

96

Since all data was collected from learners at school, it is not possible to estimate the proportion of learners not enrolled in school.
The only exclusion criterion measured for the child support grant was the learners age; only learners < 18 are included here.
98
Eligibility calculated as < 18 and not living with any parents in the home.
97
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OVCstatus

Allchildren88

OVC1

Descriptionofindicator

Grade1089

Grade8
NonOVC1

N(%)

N

%

N

%

Old Schools90

Newschools91

N

N

%

%

Comparisonschools92
N

%

Old Schools
N

%

Newschools
N

%

Comparisonschools
N

%

Healthcare
28

%ofchildrenaccessingneededhealthcareand
disabilityservices99

N=962(75.5%)

N=527

(41.4%)

N=435

(34.1%)

N=157

(12.4%)

N=132

(10.4%)

N=166

(13.1%)

N=180

(14.2%)

N=168

(13.2%)

N=157

(12.4%)

29

%ofchildrentoosicktoparticipateindailyactivitiesin
thepast14 days

N=143(11.2%)

N=70

(5.5%)

N=73

(5.7%)

N=33

(2.6%)

N=22

(1.7%)

N=34

(2.7%)

N=20

(1.6%)

N=17

(1.3%)

N=17

(1.3%)

N=597(50.2%)

N=66

(5.6%)

N=531 (44.7%)100 N=102

(8.6%)

N=80

(6.7%)

N=101

(8.5%)

N=115

(9.7%)

N=103

(8.7%)

N=96

(8.1%)

Single

N=427(35.9%)

N=40

(3.4%)

N=387

(32.5%)

N=73

(6.2%)

N=58

(4.9%)

N=80

(6.7%)

N=75

(6.3%)

N=71

(6.0%)

N=70

(5.9%)

Double

N=170(14.3%)

N=26

(2.2%)

N=144

(12.1%)

N=29

(2.4%)

N=22

(1.9%)

N=21

(1.8%)

N=40

(3.4%)

N=32

(2.7%)

N=26

(2.2%)

Maternal101

N=296(23.2%)

N=64

(5.0%)

N=232

(18.2%)

N=48

(3.8%)

N=35

(2.8%)

N=45

(3.5%)

N=67

(5.3%)**

N=55

(4.3%)**

N=46

(3.6%)**102

Paternal103

N=502(39.4%)

N=56

(4.4%)

N=446

(35.0%)

N=88

(6.9%)

N=70

(5.5%)

N=81

(6.4%)

N=100

(7.9%)

N=83

(6.5%)

N=80

(6.3%)

N=478(37.5%)

N=177

(13.9%)

N=301 (23.6%)104 N=70

(5.5%)**

N=76

(6.0%)**

N=79

(6.2%)**

N=91

(7.2%)***

N=90

(7.1%)***

N=70

(5.5%)***

Demographics
30

31

%ofchildrenwhohavebeenorphaned

%ofchildrenlivingwithoutabiologicalparentinthe
home

99

Since items related to knowing how to access services have already been summarized above, here the summary is only for the item assessing whether learners were able to practically access services the last
time they needed them.
100 Statistical tests cannot be performed for any type of orphan status between OVC and non-OVC. Since orphan-status is part of the definition of OVC, any observed statistical differences are likely to be artifactual.
101 Includes double orphans.
102
More than 20% of cells in this suitable have expected cell counts less than 5. Chi-square results may be invalid..
103
Includes double orphans.
104
Statistical tests cannot be performed between OVC and non-OVC because orphan status is embedded in the OVC definition, as explained in footnote above..
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OVCstatus

Allchildren88

OVC1

Descriptionofindicator

NonOVC1

N(%)

N

%

N

Grade1089

Grade8
Old Schools90

Newschools91

N

%

N

%

N

%

N

%

N

%

N

%

(10.0%)** N=50

(3.9%)

N=40

(3.1%)

N=55

(4.3%)

N=37

(2.9%)

N=30

(2.4%)

N=27

(2.1%)

%

Comparisonschools92

Old Schools

Newschools

Comparisonschools

32

%ofchildrenlivingwithachronicillness105

N=240(18.8%)

N=113

(8.9%)

N=127

33

%ofchildrenlivingwithsomeonewhoischronically
ill

N=159(12.5%)

N=76

(6.0%)

N=83

(6.5%)

N=38

(3.0%)

N=26

(2.0%)

N=42

(3.3%)

N=19

(1.5%)

N=18

(1.4%)

N=15

(1.2%)

34

%ofchildrenliving inchildoryouthheaded
household106

N=94(7.4%)

N=14

(1.1%)

N=80

(6.3%)107

N=24

(1.9%)

N=14

(1.1%)

N=19

(1.5%)

N=11

(0.9%)

N=13

(1.0%)

N=12

(0.9%)

35

%ofchildrenwhoseprimarycaregiverisage60or
older

N=172(13.5%)

N=75

(5.9%)

N=97

(7.6%)*** N=21

(1.7%)

N=24

(1.9%)

N=27

(2.1%)

N=31

(2.4%)

N=33

(2.6%)

N=35

(2.8%)

36

Averagechild-adultratioforhouseholds108

M=1.33(SD=1.34)

M=1.38

(SD=1.59)

M=1.3

(SD=1.07)

M=1.40

SD=1.27

M=1.50

SD=1.29

M=1.38

SD=1.16

M=1.34

SD=2.05

M=1.23

SD=.96

M=1.19

SD=.93

Notes: *Comparison across subcategory chi-square marginally significant at alpha = .1
**Comparison across subcategory chi-square significant at alpha = .05
*** Comparison across subcategory chi-square significant at alpha = .01
Statistical comparisons limited to: OVC vs non-OVC; old vs new vs comparison for Grade 8s; old vs new vs comparison for Grade 10s. Omnibus tests only due to difficulty of reporting post-hoc
tests in table format. More detailed analysis performed in the text of the report.

105

Defined as answering ‘yes’ to either Q37: ‘In the past 12 months have you had an illness or serious medical condition for 3 months in a row or longer?’ or Q38: ‘In the past 12 months have you been too sick to
participate in usual daily activities for three months in a row or longer?’
106 Youth or child-headed household defined as one where the primary caregiver is 24 years old or younger.
107
Statistical tests cannot be performed comparing OVC and non-OVC on this variable living in a child/youth-headed household is part of the definition of OVC, any observed statistical differences are likely to be
artifactual.
108
The 25 households with no reported adults result in divide-by-zero errors which are treated as missing
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STATUS OF SERVICES IN TARGETED SUB-DISTRICTS OF UMGUNGUNDLOVU
DISTRICT
Evaluation Question: What is the current status of provision of OVC services in the 3 targeted subdistricts of uMgungundlovu District? Where and what OVC services are available, who are the
providers of these services and what are the current gaps?
In order to reach the goal of the project (to build an expanded partnership framework for enhancing
access to quality services for OVC) a multifaceted approach is required with many stakeholders
providing an integrated service to the OVC. During the evaluation, a detailed analysis was
undertaken on what services are currently available for OVC In the district.
Government departments are major service providers. Other providers include NGOs, CBOS, FBOs
(including churches), institutions such as universities, and the private sector, such as the business
sector.
The table below summarises the findings about the major organisations/structures currently
providing services to OVC, as found during the evaluation.
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Table 14: Summary of Service Provision to OVC by Stakeholder

Service

DoE

Education including the LO curriculum

X

Life skills programmes:
HIV prevention education
Sexual and reproduction health
education
PS wellbeing
Substance abuse prevention
LO teacher skills and support
Teacher counselling

X
X
X
X
X
X

DoH

DSD

DHA

DoA

X
X
X

May’khethele Other NGOS, Private sector
Partners
CBOs, FBOs (business UKZN
etc)

CCGs

X
X
X
X
X
X
X

X
X
X
X
X
X
X

X

X

X

X

X

X

X

Parenting and family support
programmes

X

X

X

Peer and social group interventions

X

X

X

Psychosocial support for learners at
school
Psychosocial support for learners at
home

X

General health referrals (eg TB
screening)

X

Provision of food
Provision of school supplies (uniforms,
stationery)
Support for nutrition interventions

X

X

X
X

X

War
Rooms

X

X

Support Support

X

X

X

Support Support

X

X

X

Support Support
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Service

DoE

DoH

DSD

DHA

DoA

May’khethele Other NGOS, Private sector
Partners
CBOs, FBOs (business UKZN
etc)

CCGs

War
Rooms

(gardens, nutrition counselling)
HIV testing

Outside
schools

X

X

Support

HIV treatment

At
facilities

Support

Support

Support

Sexual and reproductive health services

Outside
schools

Support

VMMC

At
facilities

Support

Support

Support

Support

Support

Support Support

X

Support

Support

Support Support

X
X

X
x

X
x

Support Support

Documents and IDs

X

Grants
Child protection:
Education
Services

X

Support

(Support: service not directly offered, however, referrals and follow ups offered)

msunduzi evaluation consortium

| 59

May’khethele OVC Programme Baseline Evaluation May 2014

SERVICE PROVISION BY GOVERNMENT DEPARTMENTS
The five key government departments for service provision to OVC are Departments of Education,
Health, Social Development, Home Affairs and Agriculture. Other Departments may play a role, such
as Human Settlements, the South African Police Services and CoGTA. These Departments all have
national offices, and may have provincial and district offices, all with differing aspects of service
provision.
During the evaluation, a number of points were noted. All the departments are working with many
partners, of which May’khethele is just one. May’khethele is, however, viewed as an important role
player, with a significant contribution to make. The departments will use whichever partner they feel
can do the particular task in hand, in order to achieve their desired outcomes. This can lead to
difficulties for the partners, if their agendas don’t match that of the department they are working
with. There is recognition of the unique role that NGOs play. The government departments offer the
same services in rural and urban settings in theory, however, the practicalities of this on the ground
sometimes makes service provision uneven. Some difficulties are experienced by the departments in
coordinating their activities both within their own departments, and also interdepartmentally.
A description of the highlights of service provision by each department follows, as shown in the
diagram below. (Note: the role of Community Care Givers and War Rooms is discussed in a separate
section below).

Figure 11: Key Stakeholders in Service Provision
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Department of Education
This Department is key to the delivery of life skills for HIV prevention to learners. Schools are also
providing places for interaction with learners, where support and care can be offered. Through these
initiatives, entry to households where vulnerable learners live is also possible so that family level
care and support can be offered.
In the uMgungundlovu District there are 189 high schools. Distribution of high schools (public and
private, including secondary combined and learners from Special Education Needs Schools (LSEN) in
the three Programme municipalities is as follows109, with most schools in the larger and more
densely populated Msunduzi Municipality. The number of schools which the May’khethele Partners
are currently working with in each municipality is also included110.
Table 15: Number of Schools per Municipality
Municipality

Number of Secondary/
Combined/LSEN schools

Number of schools
May’khethele is working
with

Msunduzi

93

40

Mkhambathini

16

6

Impendle

12

4

There are many NGOs working in the schools, with some schools having more than one NGO partner
operating there. However, the NGOs are working mainly in the urban areas, not in the more distant
rural areas. The Department is very aware of the necessity not to work in silos, both within their
Department, and beyond this with other government departments and NGOs etc. Coordination with
this array of role players is improving, but there is a way to go yet.
Some of the initiatives noted during the course of the evaluation are discussed below.
The DoE has a number of structures designed to assist vulnerable children and address health needs
in schools.
The Institution Level Support Teams (ILSTs): The role of the ILST is to ‘establish properly coordinated
learner and educator educational and psycho-social support services which strengthen the teaching
and learning process by identifying barriers early and addressing learner, educator and institution
support needs (Guide to building schools as inclusive centres of learning, care and support, 2009).
These do not currently exist in every school.
Peer educators: The DoE is working with a number of NGO partners in identifying, training and
mentoring of peer educators. These peer educators are normally selected at the schools, and then

109

See section on Department of Health for population and population density in the 3 municipalities
Note: Between the time of the call for proposals for this evaluation, and the time of the evaluation, the number of schools
May’khethele is working in rose from 42 to 62, situated in the 63 municipalities.
110
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trained at long weekends away from home, then return to the schools and are mentored as they
going about their support of their peers. May’khethele is viewed as an important partner in assisting
with the organising, training, mentoring and funding of this HIV prevention strategy.
School-level policies to support vulnerable children: Some schools reported having a group which
informally identifies vulnerable learners and addresses learner needs (mainly material needs). This
type of support does not seem to be formalised but seems dependent on the goodwill of one or two
caring educators. It seems that the schools lack consistent support structures and they rely on the
school management team to deal with difficulties that seem beyond the scope of the individual
educator.
Life orientation and life skills: All the schools offer Life Orientation (LO) as a subject up to Matric.
The LO curriculum has various components, including those of life skills, physical education and
career guidance. The May’khethele Programme with its life skills focus, works with the LO educators
to implement the schools-based Programme. They have to work with two directorates:


Special Needs Education Services (SNES) which provides, amongst other things, educator and
learner support programmes at schools, and support and skills training for
educators/learners with regard to psychosocial and psycho-educational issues.



Curriculum, which provides curriculum material for educators.

Educators understanding of vulnerability in relation to children: Some educators seem to have a
fairly sophisticated and holistic understanding of what makes a child vulnerable. There is a strong
sense that any adversity which takes place at home, at school and in the community affects the
child’s wellbeing. There is also some hopelessness that it is difficult to do anything meaningful in the
light of the adversity and social modelling from home and the community. Several educators were
able to identify specific examples of vulnerable children and others gave specific examples of
learners who had approached them for assistance (sometimes with severe problems like having
been sexually assaulted).Several specific incidents were cited where educators had assisted
vulnerable learners with material needs, and seemed very caring of children’s wellbeing.
Department of Health
This Department is key to efforts to prevent HIV transmission and to offering treatment and care for
those who are living with HIV. In the context of the Programme, the role of the Department of
Health is to promote HIV prevention, through providing information/education and services for HIV
prevention. They also must provide treatment for learners and their families who are living with HIV
and ensure linkage to care for sustained health.
There are health facilities situated in all three municipalities, distributed in proportion to the
population living there as shown in the table below (uMgungundlovu Department of Health website
2014):
Table 16: Distribution of Health Facilities by Population
Municipality/District
Msunduzi Municipality

Population

Number of health facilities

616 730

27 fixed clinics
3 community health centres
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Municipality/District

Population

Number of health facilities
6 hospitals

Impendle Municipality

39 401

2 fixed clinics

Mkhambathini Municipality

46 570

5 fixed clinics

uMgungundlovu District

995 303

51 fixed clinics
12 mobile clinics
4 community health centres
9 hospitals

The more rural municipalities where the ‘new’ schools are situated have far fewer health facilities
available to them and these may be at a greater distance than in the more urban areas where the
‘old’ schools are located. However, the mobile clinic services also operate in these rural areas.
With regards to other resources, currently there are 10 Family Health Teams who will participate in
the programmes throughout the District and 890 Community Care Givers (CCGs) (These are shared
with DSD).
As young people are generally healthy and require health services less frequently than their older
counterparts, they do not often visit health facilities. Therefore access to leaners for the Department
of Health, for example for HIV prevention initiatives, is less frequent.
The new School Health Policy, the Integrated School Health Programme (ISHP), and Health
Promoting Schools: The Department of Health is partnering with the Departments of Education and
Social Development on a number of initiatives as outlined in the sections on the new School Health
Policy, ISHP and Health Promoting Schools under the discussion on the Department of Education.
The new School Health Policy fills some gaps in school health. The policy has an expanded scope
from the old policy in that it covers secondary schools as well. This is in recognition of the
importance of adolescence in shaping health and life expectancy, a growing concern about teenage
pregnancy, and HIV and the need for HIV counselling and testing. The new policy emphasises
starting in the most disadvantaged schools and lays out closer collaboration with DBE, DSD and
partners with more clearly defined roles and responsibilities. The goal of the policy is ‘to contribute
to the improvement of the general health of school going children as well as the environmental
conditions in schools and address health barriers to learning’. The strategies to be implemented are:
health promotion and education, provision of a package of preventative and other health services in
schools, coordination and partnership, capacity building and community participation.
Steps to be taken by the District DoH include (amongst others) conducting an audit of existing
capacity for the delivery of the package of school health services, appointing school health teams,
establishing a school health steering committee at the district level, and strengthening the existing
system in terms of communication, transport, equipment and proper referral systems. At school
level there is a need to mobilise support from educators, learners, parents, school governing bodies
and the school communities, screening of learners, and advocacy with local government for water
supply and sanitation at schools.
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The Integrated School Health Programme (ISHP): The Department of Health is leading a partnership
with the Departments of Education and Social Development and NGOs working in schools, called the
Integrated School Health Programme (ISHP). This programme involves assessments of children in
Grade R or 1, Grade 4, Grade 8 and Grade 10. The assessments involve (amongst others) nutrition,
chronic illness, TB screening, psychosocial health and mental health, and a physical assessment
(anaemia). This programme is, thus, closely linked to the work of May’khethele as it seeks to
improve the wellbeing of learners.
Health Promoting Schools: Another concept being implemented is that of the Health Promoting
Schools. This can be initiated by anyone concerned with the ‘health’ of a particular school, and
involves five action areas: skills development policy building health/public policies, creating a
healthy environment, community participation/development and supporting services.
School Governing Bodies: The Department of Health has created some links with the school
communities, through training of the school governing bodies. This training has included SGBs being
taught about health issues that affect learners and what their role is, for example with teenage
pregnancy. They are also encouraged to take ownership of the school and to volunteer to help with
the school volunteerism, for example with maintenance. SGBs must encourage parents to take
learners to the next level of care if they are referred.
Youth friendly services: Some of the key reasons given about why youth may be reluctant go to the
health facilities is that they are not open at suitable times, that the staff do not maintain
confidentiality (they may know the learners family and report confidential information to them), and
that the staff are ‘unfriendly’ and may even shout at the young people. There are also gender
dynamics at play, for example if female learners want to collect condoms from a local clinic, they feel
judged.
In May’khethele Phase 1, a clinic was made more youth friendly through changing its opening times
so that it was open later in the day when young people had finished school. Another example of a
youth friendly service mentioned during KIIs brought about by an NGO partnering with the
Department of Health is WhizzKids, situated at Edendale Hospital in Msunduzi. The organisation
offers HIV testing but in a context of a centre where there are computers and sporting activities. It is
proving difficult to set up a similar centre at another DoH hospital, with lack of resources (human
and financial), and lack of a physical space to create a centre.
Department of Social Development
A major function of the DSD is to enable the provision of the social security grants, in partnership
with SASSA. These grants have been discussed in previous sections. However it is worth noting that
May’khethele Partners do assist with the accessing of grants which may prove difficult in some
circumstances.
During the evaluation, interviews were conducted with three directorates, namely the HIV and AIDS
Directorate (which also deals with Community Care Givers and NPOs), Youth Development and
Special Programmes Directorate, (these directorates are part of the community development
programme) and the Victim Empowerment Directorate (which falls under the social welfare services
programme). Service delivery at community level is through service centres which are located in
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various communities. There is one main centre and some sub-centres in Msunduzi, one in Impendle
and 1 in Mkhambathini.
The HIV and AIDS Directorate: Amongst others, this Directorate works with the various CSOs of
which there are about 50 operating in uMgungundlovu District. Thus the directorate works directly
with NGOs in the District providing services to young people, through regulating their registration
and providing funding for them. They are also responsible for the provision of services through the
CCGs (in partnership with the Department of Health) (cf. section on CCGs and the War Rooms
below).
Youth Development: This directorate is tasked with the development of youth, which it does
through amongst other things, running youth camps, youth clubs, youth centres and more recently
youth academies for skills development. Within the community there are Community Development
Practitioners (who used to be called youth ambassadors). May’khethele works closely with this
directorate for example running camps in partnership with them.
The Victim Empowerment Programme (VEP) provides support to victims of crime and violence,
specifically rape and contributes to strengthen the human rights culture and providing more
effective and multi-sectoral responses to victims of crime and trauma. Children are a key target
group of this initiative (especially children who have been abused). The Programme has a range of
local implementing partners who are able to deal effectively with sensitive situations like child
sexual abuse, following well developed standardized protocols which include follow-up support of
victims and their families.
May’khethele Partners are working with these directorates in numerous capacity building roles. For
example, participation in youth camps builds capacity in the youth, and training of CCGs in child
protection builds community capacity to respond to child safety issues. As a DSD official commented
in an interview, this fills a gap: ‘You see ukuthi there is limited understanding of what exactly
psychosocial support is’.
With regard to identification of orphans and vulnerable children, through the nature of their
services, social workers are well placed to identify these children. They also work with the NPOs
which they fund, which identify and intervene for children on their behalf, and there is recognition
that the NPOs are well placed to work where the department cannot. A DSD official said: ‘They are
reaching where we can’t.’
Department of Home Affairs
This department plays a fundamental role in the delivery of services for wellbeing to children. The
Department is tasked with providing birth certificates and identity documents for children. However,
supporting information which is required for the provision of these documents is often missing in
the case of orphans and vulnerable children, for example knowledge of the father’s identity number.
Regulation 11(1) of the Social Assistance Act (2004) was amended in 2008 essentially precluding any
child in South Africa from being excluded from accessing a CSG because of lack of appropriate
enabling documents. Nonetheless, there is evidence in research that lack of access to the prescribed
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documents (especially birth certificates and caregiver identity documents) remains one of the most
common and consistent barriers excluding children from accessing the CSG111
NGOs may find it easy or difficult to work with the Department, depending on the outlook of the
person they are dealing with.
Department of Agriculture
This Department is able to offer support for gardening initiatives which have been started by some
of the May’khethele Partners in an attempt to improve access to nutritious food and improve food
security for children in families where there is food insecurity. They provide seedlings and technical
assistance and support from Agricultural Extension Officers are assigned to particular areas.
District AIDS Council
The uMgungundlovu District AIDS Council meets regularly and is very active, playing an important
role in the coordination of HIV and AIDS responses in general. Local councillors are working with
local leaders to develop strategies and approaches that are aimed at reducing the spread and impact
of HIV and AIDS in their communities. The key principles guiding the Council are: reduction or
elimination of duplication and maximum utilisation of the available resources. The need to work for
orphans and vulnerable children is featured in their Strategic Plan 2012-2016.

GAPS, CHALLENGES AND LIMITATIONS IN GOVERNMENT SERVICE PROVISION
Department of Education
As the life skills component of May’khethele is critical as an HIV prevention intervention, one of the
focuses of the evaluation was a series of educator interviews in old, new and comparison schools,
and interviews with the district level managers in the two DoE Directorates mentioned above. One
of the key areas for sustainable systems strengthening is the life skills component of LO. During the
evaluation, information was collected about LO, the LO educators, their training and experiences
and their ability to identify vulnerable children, with a view to this systems strengthening. A number
of gaps, challenges and limitations were noted during these interviews as summarised in the
following section.
Low status of LO learning area: The LO learning area was included in the national curriculum within
the South African education system to enhance life skills of learners. The learning area is different
from other learning areas in that it is not an examinable subject but learners are continuously
assessed within the school system. These assessment results are then moderated and graded, but
LO (especially in Grade 12 level) does not carry the same weighting in terms of credit towards
entrance in higher education institutions. There seems to be no recognition for outstanding results if
students receive distinctions in the learning area. Whilst some LO educators acknowledged the
importance of this learning area, all of them agreed on the low status LO holds in relation to other
learning areas.
111

(ACESS 2013 citing Cotzee, 2010; DSD, DASE, SASSA, UNICEF 2008; CASE, 2009; DSD, SASSA and UNICEF 2010; Zembe-Mkabile, et
al., 2012)
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According to the participants the whole education system and the school system seem to undermine
the value of LO. They cited a number of concerns about the learning area such as being given
insufficient time to teach LO; the non-prioritisation of the subject by principals; the time allocated to
these lessons is insufficient for the curriculum they have to cover; the results do not seem to matter
as much as other subjects.
Selection of educators to teach LO: LO is perceived as a ‘filler’ subject in that it may be allocated to
any educator who has a low workload. Most educators reported ‘finding themselves’ being selected
to teach LO. One educator even commented that the person doing the time table ‘didn’t like him’
and so allocated him the LO slot. A further challenge is that an educator who has been allocated the
LO slot because of low workload and timetabling issues is likely to be moved to other teaching
subjects the following year.
Lack of training, preparedness and support of educators: Strongly linked to the two points above is
the lack of training or specialisation for educators teaching LO. There is no formalised qualification of
an LO educator. In addition, some educators described the difficulties they had in teaching
something they had not been taught in their youth. One LO educator from a ‘new’ school said she
did not agree with the subject material to be taught (i.e. sex) because she felt that knowledge of this
sort would lead to promiscuity among the learners (a discredited theory). Another LO educator in a
‘new’ school described feeling shy about teaching the material. One educator from a ‘new’ school
commented that some aspects of the curriculum are best taught by male educator to male learners,
and by female educators to female learners.
Educators feel insufficiently equipped to deal with some of the emotionally sensitive subjects
associated with LO. One educator described how she closed down a conversation when the learners
‘got emotional’, and she was unable to respond.
Educators also showed limited understanding of referral resources and did not give evidence of
following up on cases reported. The educators in some cases did not refer the children for
assistance, even with severe situations like reporting having been sexually assaulted. Rather, they
reported to the principal and called in the parents.
Interaction between NGO and educator during LO lessons: When facilitators from the NGOs come
to schools to work with the learners in facilitating life skills lessons, the educators sometimes don’t
attend the class. This is an undesirable situation because the capacity of the educator for teaching
life skills is not built up. A desirable model proposed by May’khethele for capacity building of LO
educators is that the educator observes the facilitator from the NGO working with the learners, and
then in future sessions, they co- teach sessions. Thereafter the educator should ‘go solo’, with the
facilitator observing and coaching where necessary.
Training educators as counselors: An important activity of the May’khethele Programme is
increasing the capacity for care and support of vulnerable children in a school through the training of
educators as lay counsellors. This is a sound strategy, but there are some problems with
implementation. Educators are very busy and have a heavy workload, thus may lack the time to
actually counsel children. It was noted that the problem is exacerbated in rural schools, as educators
often live in more urban areas and commute to their work daily. The travel time required for
commuting decreases the amount of time to have contact with students if they need counselling.
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Unrealistic expectations of educators: A theme that came up a number of times was that there are
unrealistic expectations of educators, expecting them to act as social workers because they have had
some life skills and counselling training. Educators may also find it very traumatic dealing with the
social ills they encounter through learners. One educator reported fear of community reprisal if he
reported cases like sexual assault.

Department of Health
There were also some challenges and gaps in relation to the Department of Health identified during
the qualitative research.
Access to services for HIV and SRH at schools: The DoH is currently allowed to do health promotion
in school, but is not allowed to provide services for HIV and SRH in schools. According to current
legislation, the child should rather access these services outside of school. This also applies to
services rendered by NGOs such as May’khethele. The outworking of this legislation is that HIV
counselling and testing and SRH services and resources such as condoms and contraception cannot
be offered at schools. However, if the SGBs and the parents agree to the provision of such services at
their school, the services may be offered at that particular school. This is likely to be a difficult
situation in rural areas in the Programme municipalities (particularly the new municipalities), where
parents, educators, principals and SGBs are likely to be more conservative, even questioning the
need for sexual education, let alone the provision of HIV testing, condoms and contraception.
One way the DoH is seeking to address these constraints is through the use of a big truck which can
offer these services outside the school grounds. This may allow better access to services for young
people than having to go to the health facilities; however the availability of the DoH staff and the
truck (there is only one) represent considerable limitations.
Identification of OVC: A further gap is that there are currently no mechanisms within the DoH to
identify young people as being orphaned and vulnerable and thus at risk. However, if a young person
is living with HIV, he or she is able to access a full range of services at the health facilities. As the
ISHP programme is rolled out these children may be recognised through the screening processes and
linked to appropriate services.
Low levels of disclosure: Many (younger) children who are HIV positive and taking ARVs do not
know their HIV status.
Department of Social Development
Availability of service centres: Comments from participants indicated that DSD service centres are
not readily available to people (including children) living in dispersed rural areas. What is more,
services are only offered between 8am and 4 pm presenting difficulties if there are services needed
afterhours.
High workloads and insufficient human resources: The Department is also not to able to offer much
time to the people they deliver services to, due to high workloads and insufficient human resources.
There is a severe shortage of social workers who form the backbone of service delivery for the
Department. Informal recent reports suggest South Africa requires between 16 000 and 66 000
social workers to implement the Children’s Act. However, there are only between 16 000 and 25 000
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registered social workers. To address this shortage the Department is funding bursaries for training
social workers but the backlog will take time to reduce. In the interim, NGOs such as May’khethele
can provide much needed support in provision of services to children. One DSD official said ‘There
are gaps with regards to services where all our service offices cannot reach out on their own. So we
definitely need our NGO’s. Like when we’re talking about spatial distribution of services. Our service
offices maybe not reaching those kinds of very rural areas’.

SERVICE PROVISION BY OTHER ROLE PLAYERS
Many CSOs, comprised of NGOs, CBOs and FBOs, are involved in providing HIV prevention and care
and support for vulnerable children. A large number of them operate in May’khethele Programme
areas. However, most of these work in Msunduzi, with a few in Impendle and Mkhambathini. For
example, many more NGOs work in the ‘old’ schools than in the ‘new’ schools, as shown in the table
below.
Table 17: Number of NGOs Working in Different Categories of Schools
School Name

School category

# of May’khethele
Partners working in the
school

# of other CSOs
working in the school

Laduma

Old

1

3

Sobantu

Old

1

3

Sukuma

Old

1

3

Langalakhe

Old

1

1

Emzamweni

Old

1

2

Msimunde

Old

1

1

Mbambangalo

New

1

1

Banqobile

New

1

1

Inhlanhlayabebhuze

New

1

-

uNobhala

New

1

-

Chibelihle

New

1

-

Mazwendoda

New

1

-

Matomela

Comparison

-

-

Siminza

Comparison

-

-

Mphelandaba

Comparison

-

-

Mpolweni

Comparison

-

1

Doornkloof

Comparison

-

-

Mpophomeni

Comparison

-

1

NGOS Focusing on School-Based Programmes or HIV Prevention in Young People
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The NGOs doing similar work to May’khethele which were mentioned by role players during the
evaluation include:


Lovelife: This NGO is implementing a series of programs in primary and high schools in the
District: Love 4 life, Loving life, Making my move, and debates. They offer life skills and peer
education programmes.



Media in Education Trust (MiET): This organisation completed a contract to develop and
produce support material for life skills classes during LO. They were the main implementers of
the RHIVA (Reducing HIV in adolescents) intervention. The purpose of the programme was to
assess the impact of a cash incentivised school based HIV prevention intervention on HIV
incidence rates in learners in high schools.



CAPRISA: Collaborated with MiET on the RHIVA intervention, on the cash incentivised HIV
prevention programme.



HSRC: This research organisation is providing mobile HIV testing and counselling, which attracts
young people, and home based counselling and testing which is offered to families.

These NGOs are all relatively well resourced with relatively large funding bases and strong working
relationships with the same departments and organisations as May’khethele.
NGOs Providing Services and Resources to Children
There are a number of NGOs providing services for children in the Programme areas.


SANCA Alcohol and Drug Centre: This organisation provides preventive services for youth
who are experimenting with drugs, but not yet addicted, and refer them for treatment if
they are addicted to drugs and alcohol. They also have community development services,
and are training various categories of workers to be able to deal with drug abuse.



Homes, centres and shelters: Child Welfare operates in Msunduzi, and Lily of the Valley and
God’s Golden Acre are situated in rural Mkhambathini. The latter two homes provide homes
for abandoned children living with HIV and AIDS.



Gift of the Givers: This humanitarian organisation donates relief items to families in
emergency situations, such as those without food or income. This help is intermittent, and
as needed.

CBOs Providing Services
These organisations operate in a more limited geographic area than their larger NGO counterparts
and generally with less resources. However, they are the most able to identify vulnerable children
through their deep knowledge of their communities and offer invaluable services, often in areas
where no other organisations are working. They are able to offer local follow-up of specific cases to
ensure that holistic services are provided for vulnerable children and families. There were CBOs
identified working in the deep rural areas of the municipalities of Impendle and Mkhambathini,
however, these did not specifically have a focus on children.
FBOs (Including Churches)
Like the CBOs, the reach of the FBOs is extensive as they operate within their congregations. Many
church members contribute to the wellbeing of children through providing them with resources,
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offering them psychosocial support and helping them access what they need from service providers.
The people interviewed during the evaluation were all from Msunduzi, but there are churches
operating in the municipalities of Impendle and Mkhambathini which will be a resource for children
and the May’khethele Programme.
Private Sector
A number of organisations were contacted during the evaluation to ascertain what they were
contributing to children through partnerships with May’khethele. Commercial enterprises such as
Woolworths and Sunshine seedlings donate excess goods regularly to the Programme for
distribution to families in need. These relationships are likely to continue into the future.
A prominent and unlikely set of businessmen who help children are the taxi drivers in their
associations. They have been giving uniforms to children in need whom they transport to school and
have plans to help some of the young people by assisting them to get driving licences. This was the
case for taxi drivers who were interviewed in two Programme municipalities.
The University of KwaZulu-Natal aids the May’khethele Programme through its Child and Family
Centre, where children in need can receive counselling through the Psychology Department. Another
Department making a contribution is the Dietetics Department, which assists through doing
nutritional measurement and counselling. These are two long-standing partnerships.

LIMITATIONS AND CHALLENGES IN OVC SERVICES
Evaluation Question: What are the limitations and challenges in OVC services in the 3 subdistricts?
Aside from those limitations already mentioned under previous sections, an analysis of all the data
generated during the evaluation surfaced the following additional limitations and challenges:


Coordination: With so many role players and the complex set of interventions needed to address
HIV and increase wellbeing of children, the issue of coordination is of paramount importance.
Ideally, role players would be geographically evenly spread to offer the complete range of
services throughout the district. However, there is room for improvement with coordination,
starting with identifying who is working where, and who will lead with which interventions.



Lack of funding, lack of personnel: Many government departments and other organisations
spoke of either the uncertainty or lack of funding to implement some of their initiatives. This
makes effective partnerships and synergy in working together crucial. The current global
financial crisis is affecting the flow of funding to NPOs. In some cases, the human resources for
the job are just not available, even if money were there to employ them, as in the case of social
workers, or they may be inadequately trained, as in the case of LO educators .



Scarcer services in rural areas: It is well known that it is difficult to attract people to work in
rural areas, and that staff turnover may be high. As the May’khethele Programme moves into
the two new municipalities (Impendle and Mkhambathini), effective programme
implementation may become more difficult for example with referrals becoming more difficult
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in terms of logistics and costs, and with fewer human resources (eg government employees)
deployed in these areas. Travel time will also impact on the amount of work which can be
achieved in a day.

COMMUNITY PERCEPTIONS
Evaluation Question: What are the communities’ perceptions of Community Care Givers (CCGs)
from DoH and DSD? What is the role of War Rooms and how are the stakeholders influencing
service delivery?
War Rooms
There are 84 wards in uMgungundlovu District, of which 37 are in Msunduzi, 4 in Impendle and 7 in
Mkhambathini. Theoretically there is a War Room for the War Against Poverty (under a provincial
initiative called Operation Sukhuma Sakhe) in every ward, although they are not all functioning well.
They are supposed to meet once a week.
War Rooms were conceptualised as integrated service delivery structures operating at ward level,
where government, municipalities, CBOs and other stakeholders can interact and solve the problems
facing the community in the ward. Some of the May’khethele Partners have started attending the
War Rooms citing them as good mechanisms for sharing what is going on the communities and with
the CCGs and assisting in making strategic relationships. Low levels of referrals from the War Rooms
for follow-up by Partners was noted.
Another frequently mentioned challenge with the War Rooms was the lack of attendance by
departments leading to frustration on the part of those who do attend. Some departments have
tried to address the significant time commitment required (meetings once a week) through sending
junior staff as representatives. However, this sometimes leads to a situation where decisions cannot
be taken because the person attending does not have the authority to make the decision.
The War Room observed directly during this study functioned highly effectively in that it dealt with a
number of practical community household issues (primarily of the most vulnerable people in the
community who needed material support, such as a house damaged by a storm, and a sick man on
an Oxygen tank needing a toilet closer to his house). However, the lack of confidentiality was a
concern (for example explaining that one man had AIDS and another child was HIV positive). The
War Room was well attended by a local social worker, many CCGs, local police, a municipal worker
and NGOs. The War Room was chaired by the local Ward Councilor.
Overall the concept of the War Rooms is viewed as sound and although implementation is patchy,
and dependent on the commitment of a wide range of people, this is a promising initiative for
dealing systematically with complex problems in an integrated way at community level.

CCGs
An important set of role players participating in the War Rooms are the Community Care Givers
(CCGs). For uMgungundlovu there are supposed to be 890 CCGs for the District, making an average
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of about 10 CCGs per ward. Currently there are only 849 CCGs, as some have left to take up other
employment. The work of the CCGs is overseen by a CCG supervisor. Among the duties of the CCGs is
household profiling, which provides a good opportunity for CCGs to identify orphans and vulnerable
children. They are also supposed to address household needs, usually by referring to the appropriate
institution. CCGs are paid either by the DoH or the DSD, although they all are part of the integrated
plan for CCGs. There was initially a need for greater coordination of household service.
Perceptions of the CCGs was varied. A community member who was actually a CCG had this to say in
support of the important role they are able to play by virtue of their situation within the community:
‘Because as much as there are departments, very few do door-to-door, it is us who really
understand what is going on inside the houses, we should really work hard and then go and meet
in the war- room. Also, in the war- room there is a problem, the departments that we rely on do
not attend as expected.’
This mirrors the perception of a DSD government official that CCGs ‘are in the neighbourhood, they
know the ins and outs they know the histories they know the challenges faced. So we rely a lot on the
work that they do’.
There may still be a residual inclination in some CCGs toward health or social development,
depending on their backgrounds: This was articulated by someone in the DSD, who explained in an
interview that some of the CCGs were more focused on providing material support, rather than the
holistic package they are required to carry out. Concern was also voiced about the perception that
the CCGs (through their access to households) will be able to solve all sorts of problems, as
expressed by a DoH official ‘And that is my main worry because, I was telling the province recently
that everybody’s banking on the CCGs, and their level of education….. I don’t think they will manage
because everybody now, each and every programme is saying CCGs, CCGs’.
A further concern was about the use of the household profiling data. The household profile form is a
very comprehensive and complicated form which may raise unrealistic expectations in the people of
the households they visited, as shown by this quote by a DoH official:
‘You know, what I heard from the CCGs, they are very demotivated when it comes to the OSS
programme….. Ja, because they’ve gone and do this household profiling then they send it to the
war room, and nothing is (happening). And they had to go to the community and work and
people are scolding them and said ‘Hey you’ve come last year and said that you are going to help
us but there’s nothing.’ And it’s beyond their control.’

msunduzi evaluation consortium

| 73

May’khethele OVC Programme Baseline Evaluation May 2014

TRANSFER OF MAY’KHETHELE LIFE SKILLS PROGRAMME TO THE DISTRICT DOE
AND MECHANISMS
Evaluation Question: What aspects of the May’khethele Life Skills Programme are transferable for
the District DoE? What mechanisms might enhance successful implementation?
Perspectives on May’khethele
Throughout the survey there was a lot of positive feedback expressed towards May’khethele. It
would seem that the Programme has done well in building a reputation of reliability and dedication.
A Deputy Chair of a War Room said about May’khethele:
‘In schools too they had challenges. When they went into classes, they would have to deal
with learners who had taken drugs or who had dangerous weapons. Bearing in mind that in
these schools there are female teachers, they tend to be more vulnerable when learners tend
to threaten them with their dangerous weapons. They persevered despite all this.’
The Deputy Chair of the War Room also said ‘What intrigues me is when they take holidays because
they are always on duty, we never see them off-duty. That’s what I can say about May’khethele’.
The only concerns expressed about the Programme were around the explicit nature of the sexual
reproductive health information shared with the learners and a one about a potential breach of
confidentiality expressed by a community leader interviewed:
‘Maybe one aspect which needs to be addressed is confidentiality. It is desirable to keep
information related to children who go for tests (HIV/AIDS) and circumcision confidential. No
problems of confidentiality have been reported so far, but we are just concerned with the
way they are friendly. We often ask ourselves “Is all information confidential?”’.
The role of NGOs like May’khethele has been commended by government representatives because
they are flexible and less restricted in their scope. The reputation of May’khethele, along with its
dedicated work with vulnerable children, has already led to requests from the DoE for further
cooperation (further expanded below).
The community members and government representatives working with May’khethele did not have
a good understanding of how the Programme is constituted. Role players tended to recognise the
work of individual Partners rather than the Programme, a possible limitation to the strategic
influence of the Programme.
Strengthening Institution Level School Support Structures
The Department of Education has indicated that one of the results they would like to see from
May’khethele is that the ILSTs are active in the schools where the Programme is operating. This is an
opportunity for engagement with school management, SGB, DoE officials and other local service
providers (like police, social workers and business people). It is an opportunity for child and youth
participation. The ILST may actively identify services needed for vulnerable learners and may
become a coordinating structure of support services offered to the school.
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Investing in the ILST may be an effective way of systematising and structuring support which is
provided for the most vulnerable learners. This is likely initially to focus on material support, but as
the structure consolidates, may be involved in psychosocial issues. Such a structure should build in
follow-up monitoring mechanisms of referrals to ensure that cases of need are not just passed on
without follow-up support, also from within the school. Attention needs to be given to
confidentiality and to find a balance between addressing real learner needs without stigmatising
vulnerable learners. The ILST may also focus on key aspects like stigma, discrimination, ridicule and
bullying in the schools by developing and implementing policies and inviting specialised people to
run anti-bullying or stigma reduction campaigns.
Dealing with Sensitive Cases
Linked to the above point is potential to assist with sensitive cases. In order to avoid educators or
ILSTs taking on the role of psychologists or social workers, May’khethele may be able to help schools
identify safe mechanisms for the identification, referral and follow-up of sensitive cases like sexual
assault, domestic violence, substance abuse etc. Such a system might rely on external support, such
as making use of a programme like May’khethele and other specialised NGOs to process cases of
especially vulnerable learners and families without placing educators, school managers, learners or
SGBs at risk.
Strengthening Life Orientation
The need to strengthen LO has been expressed at all levels. It is an opportunity for systematically
offering psychosocial support for vulnerable and all learners. A desirable model for capacity building
of LO educators has been suggested - that the educator observes the facilitator from the NGO
working with the learners, and then in future sessions, they co- teach sessions. Thereafter the
educator should ‘go solo’, with the facilitator observing and coaching where necessary. This model
will be implemented by all of the May’khethele Partners during the programme’s 5 year plan.
Once again the focus may be on depth of discussions about how HIV, gender and other key issues
impact on learners at a personal level and how interpersonal dynamics may be changed in
meaningful ways. This may be a way of combating information fatigue and breaking beyond the
barriers of information to effect behavior change.
On the basis of this research, the following key topics are recommended for developing further indepth in the LO classes:


Clarification of myths, especially cleanliness and HIV prevention in relation to circumcision,
and the myth that there are cures or protective treatments available



Making personal decisions around HIV prevention practices and how to surround oneself
with supportive people



Role playing how to communicate personal strategies (like abstinence, faithfulness, testing
or condom use)



Helping learners to role play different responses to prepares themselves for unexpected
situations



Discussing how to access and distribute condoms in less public ways
msunduzi evaluation consortium

| 75

May’khethele OVC Programme Baseline Evaluation May 2014


Gender sensitivity and equality (addressing gender stereotypes)



Negative peer pressure (including pressure to be sexually active and for status possessions)



Finding creative ways to generate strong gender norms around health and responsibility



Together with learners addressing stigma, ridicule and bullying



Development of personal goals and interests of learners



Social networking as a protective factor against boredom and isolation (for example
engaging learners in cultural or sports activities)



Promoting youth participation (for example consulting youth about creative ways to boost
life orientation lessons and make health issues relevant to young people and encouraging
peer education in life orientation)



Encouraging links between older siblings and friends in promoting healthy living



Strengthening sources of support, like grandmothers, aunts and uncles by helping learners
to identify and expand their sources of support



Strengthening connections to positive male sources of support, where available



Discussing effective communication strategies when there are problems or worries (like
using an intermediary to speak to parents)

Health Services in Schools
There are discussions that may be held with SGBs, DoE and DoH to take forward the delivery of
health services in schools. In particular, the value of discussions about sex and health with learners
in reducing risk of illness need to be discussed, to break the myth that talking about these things
with learners will ‘give them ideas’ and encourage them to become sexually active earlier.
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SUMMARY OF FINDINGS
WELLBEING AND RESILIENCE
The qualitative and quantitative findings on wellbeing and resilience of children and their families
showed that:


There is significant poverty amongst at least a third of learners, with orphaned children and
girls having less access to material resources. The learners in the schools of the
May’khethele Programme reported greater access to material provisions



There seems to be a general improvement in the number of children who have access to
identity documents, but birth certificates are still more difficult for orphaned children to
access



A fairly high percentage of children are living with chronic illness (14%)



There is a high rate (over 18%) of learners repeating grades



Boys have more free time for leisure activities than girls



Nearly a third of the learners reported not having anyone to talk to. Others reported being
able to approach parents, grandparents, aunts and uncles, siblings and friends for practical
assistance and emotional support. Orphaned children have less sources of support. Learners
in the May’khethele schools added social workers, nurses, life orientation educators and
May’khethele staff as sources of support



Caregivers of orphaned children reported less sources of support from within their family
and seemed to feel isolated in their role. Social workers and May’khethele staff were cited
as a source of support



Both learners and caregivers mentioned more female sources of support, and fathers and
husbands were often not mentioned or said to be absent



Sexual assault of learners (within the home and associated with areas of particular risk, like
taverns)



Transport to and from school (road accidents)



Bullying, ridicule and negative peer pressure taking place within school



Verbal abuse (name calling) and corporal punishment in the home



Girls are doing more housework than boys



Caregivers are struggling with a sense of acculturation and disrespect from their children



Caregivers try to present their child care approaches positively to outsiders, such as the
researchers in this study and there is some theoretical knowledge of idealized models of
child care
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HIV KNOWLEDGE, ATTITUDES AND PRACTICES
The research has shown that most learners have fairly good core knowledge of HIV and AIDS.
However there are some key areas of confusion which may be addressed by the May’khethele
Programme. OVC have less knowledge around HIV than non-OVC.
There are a number of practical resources available to support children, youth and caregivers in
implementing healthier behavior, with suggested improvements which may be made to further
enhance resilience and reduce risk. The bulk of the factors being reported by learners are in fact
psychosocial. Some examples were provided of resilience or protective factors. There are also
complex and interlinked risk factors, notably negative peer pressure (which seems to be at the heart
of some gender dynamics, high risk behaviour and economic pressure). Family support, once again,
emerged as a key factor in strengthening resilience.
There are significant sources of support surrounding the learner in terms of HIV knowledge and
health support, including immediate family, friends and relevant service providers. The
May’khethele Programme seems to increase access to a broader range of service providers. The
Programme also offers learners the opportunity to talk about sex and health in safe spaces, which
seems to be much needed by learners. These safe spaces may be opportunities to:


Clarify misunderstandings about HIV and AIDS



Address stigma and discrimination



Address negative peer pressure



Develop personal goals



Strategise personally about how to apply realistic prevention strategies to own life situation



Explore sources of support

The diagram on the following page summarises some of the key findings on learner’s preventive
knowledge, attitudes and behavior. A risk and resilience model has been applied to learner’s HIV
knowledge, attitudes and behaviour.
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Figure 12: Summary of Learner Risks and HIV Knowledge
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SERVICE PROVISION FOR OVC
There are a range of government departments offering services to OVC, and for this Programme the
most relevant departments are the Departments of Education, Health, Social Development and
Department of Home Affairs. Each department has relevant programmes targeting vulnerable
children, though services at community level are hampered by limited resources. There are strategic
partnerships already in place with NGOs, CBOs and FBOs working in the targeted municipalities.
Phase 2 of May’khethele is being implemented at a crucial time when there is a drive to address
school health and health of learners in an integrated way. During the evaluation, a District Task
Team meeting was attended, and it was apparent that the May’khethele Partners are regarded as
key partners and will be called on to share their expertise and resources during the process of rolling
out these programmes. May’khethele is making a good contribution to coordination of these efforts
through a database they have developed of all the NGOs working in schools. It would be desirable to
have an even spread of NGOs across the schools, particularly in the new municipalities, with more
rural areas, so that all schools can benefit from the various initiatives.
In particular, May’khethele is ideally placed to continue to:





Strengthen coordination of services being offered by NGOs at schools
Strengthen War Rooms and encourage key role players to attend War Rooms
Build capacity of ILST and LO in schools
Provide specialized services and follow up of services offered to the most vulnerable
children in these areas

COMPARISON OF FINDINGS WITH PREVIOUS STUDIES
The summary of findings presented above present a picture of the current status for a number of
Programme indicators and information about the current context. The data was analysed in various
ways:


OVC vs non OVC: The Programme has a targeted set of interventions for OVC and
vulnerable children, and thus it is important to establish the situation for OVC especially with
regard to indicators affected by household factors (where the targeted intervention takes
place)



‘Old’ vs ‘new’ vs ‘comparison’ schools: The Programme was operating in schools within one
municipality for Phase 1, and schools in 2 more municipalities have been added for Phase 2.
Learners in the ‘old’ schools should have an improved context for helping OVC, and for
enhancing HIV protective behaviours.



Girls vs boys: There is recognition that gendered responses to various situations play an
important role in the outcomes of a programme such as this. Thus underlying differences
between responses of girls and boys were investigated.



The evaluators were requested to collect data according to the ‘Minimum indicators for
OVCs’ drawn up by Tulane University on behalf of USAID.
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The following discussion summarises the findings for the different categories of indicators, and
compares these findings with those from the outcomes evaluation of Phase 1 of May’khethele
(Stewart et al, 2012) – called the outcomes evaluation below, and with similar research carried out
by Tulane University (Thurman et al, 2011, Taylor et al, 2011, Kidman and Thurman, 2011, Thurman
and Kidman, 2011a, and Thurman and Kidman 2011b) – called the Tulane research below - where
this data is available. (Only significant or marginally significant differences will be discussed. Please
note that the formulation of the indicators differs in some cases). Comparisons were limited to these
2 studies, which were similar to the baseline evaluation.
Basic Material Needs
OVC were not less likely to have access to the list of basic needs (blanket, clothes, shoes). Girls were
significantly more likely to have less than four items than boys. The outcomes evaluation found that
89% of learners in control schools had a school uniform, compared to the 68% in this study.
Food Security
More OVC reported going hungry than non-OVC. 23% of children reported food insecurity in this
study compared with 21% of children found to be moderately food insecure in the Tulane study
(although the indicator was formulated differently). In the outcomes evaluation, OVC had
significantly better food security than non OVCs in the same school.
Enabling Documents
The results of this baseline evaluation indicate that OVC were significantly less likely to report having
a Birth Certificate than non-OVC, and significantly fewer girls aged 16 or older had an ID document
than boys. Possession of a birth certificate was 95% for all learners, compared with 95% of learners
in the intervention group and 90% in the control group for the outcomes evaluation. The Tulane
research reported the possession of a birth certificate at 90%.
Schooling
This study showed that the level of regular school attendance was 87%, with boys missing
significantly more school than girls. 19% of learners were repeating a grade, with significantly more
in the old schools.
Leisure Time
98% of learners reported that they had time to do things they enjoy, but boys had significantly more
time than girls.
Learner Support
More than 80% of learners had someone to take them to the clinic, to show them love and to have
fun with, but only 71% had someone to talk to. The Tulane outcomes evaluation data also had a
value of just under 70% for the construct ‘I have people I can talk to when I have a problem’.
Safety/Maltreatment
With regard to the categories ‘called names’, ‘smacked with hand’ and ‘hit with strap’, 75% of
children had experienced at least of these. Girls reported significantly more maltreatment inside
and out of the home than boys. The Tulane study showed that 43% of children experienced at least
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one of these forms of maltreatment, and also showed that girls were more likely to report having
experienced maltreatment.
HIV Protective Knowledge
The mean knowledge across 15 items was 74%, showing a good core knowledge. The 2 most
commonly known facts were about sangomas and a cure for HIV, and sex with a virgin, and the 2
least known facts were whether ARVs can cure HIV and whether people can get HIV from mosquito
bites. These are the same as what was found in the May’khethele Phase 1 outcomes evaluation,
although the values differ. There was similarity in the ranking of knowledge with the other items. In
this study, girls scored higher than boys for knowledge. OVC had significantly less knowledge overall
than non-OVC. Old school learners knew significantly more than new school learners. An analysis of
the 4 items for which the learners knew least, found that for two of the items, significant differences
could be detected. This is a similar result for the outcomes evaluation, where only some of the items
showed a difference between school categories. Boys knew more than girls about circumcision and
HIV risk, and ‘old’ school learners knew more than other categories of schools’ learners about
mosquitoes and HIV.
Myths and Misperceptions
21% of learners in this study supported more than 5 of 15 misconceptions and myths. In the Tulane
study, 63% of children had at least one AIDS misperception (out of 4).
HIV Testing and Knowing Status
83% were willing to test in the future, with girls significantly more likely to say yes. In the outcomes
evaluation, no significant difference was found in having had a test, between intervention schools
and the comparison schools. There was a correlation between knowledge and willingness to be
tested, and also between knowledge and acknowledging it is important to know a partner’s status.
With regard to actual testing, of all the learners 40% had ever been tested and 97% of these had
received their results. Boys were significantly more likely to have been tested than girls. Double
orphans were marginally more significantly likely to have been tested, and children with both
parents were significantly less likely to be tested.
Abstinence
Boys were significantly less likely to say they would abstain from sex until marriage in this
evaluation. Learners from ‘old’ schools were marginally significantly more likely to say they had
somewhat of an intention to abstain. In the outcomes report, learners at intervention schools were
also significantly more likely to say they would abstain.
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Sexually Active
In the baseline evaluation, 26% of learners reported that they were already sexually active. OVC
were significantly less likely to report having had sex than non-OVC. Learners from the ‘old’ schools
were significantly likely to have made their sexual debut than from the other categories of schools,
and boys were significantly more likely to be sexually active. Girls were significantly more likely to
report that their first sexual experience was tricked or forced than boys. Boys were also significantly
more likely to report having concurrent sexual partners.
Condom use at Last Sex
Of the sexually active learners, 64% said they used a condom at their last sexual encounter. Boys
said they had used a condom marginally significantly more often than girls.
Circumcision
Boys were significantly more likely to have heard of circumcision, and to know that circumcision
reduces the risk of getting infected with HIV. Grade 10 learners were significantly more likely to have
heard about VMMC than Grade 8s. . .
Pregnancy
6% of learners had either been pregnant (girls) or made a girl pregnant (boys). Of the sexually active
learners this represented 23%. Boys were marginally significantly more likely to report that they had
made a girl pregnant, than a girl to say she had been pregnant.
Alcohol Use
There was a significant difference between boys’ and girls’ reported use of alcohol, with girls saying
they never drink alcohol more often than boys. The total number of learners saying they never drink
alcohol was 76%.
Stigma
With a scale made up of 4 items, there was significantly less prejudice exhibited by learners from
‘old’ schools, than the other categories, and significantly more prejudice shown by boys than girls. In
a comparison of results from the outcomes evaluation, values for the two items showing least
prejudice (sharing a toilet, and HIV positive learner attending school) were similarly high, indicating
lower levels of prejudice for these aspects of stigma. The item ‘I will never fall in love with an HIV
positive person’ elicited similar responses indicating relatively high levels of stigma: 52% for this
baseline and 61% for the outcomes evaluation. In the outcomes evaluation there was one item in a
scale of 5 where intervention schools showed significantly decreased levels of stigma compared to
the comparison schools.
In Conclusion
Overall, the results of these studies all paint the same picture, of learners not having all their basic
needs met, of attending school, but not necessarily making progress, of a reasonable support
structure, but with a gap with regards to having someone to talk to, of some level of maltreatment
and abuse, of learners who have a reasonable core knowledge of HIV but with some gaps, of some
being able to access HIV testing and circumcision services, of high levels of teenage pregnancy
among learners, indicating unsafe sexual practices, and of some entrenched stigma. A noteworthy
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feature was of boys reporting or over-reporting of their sexual activities compared to girls. The
Programme should persist in its efforts to teach every learner (in the year by year ‘conveyor belt’ of
learners) knowledge of HIV (which is correlated to intention to test, to know one’s partner’s status,
and reduced stigma), and more importantly to strengthen schools sustainably to do the same. At the
same time every effort must be made to mobilize resources (both basic needs and psychosocial
support) for these young people.
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RECOMMENDATIONS
WELLBEING AND RESILIENCE
The following recommendations relate to improving the wellbeing and resilience of learners and
caregivers, based on the expressed needs of participants of this baseline:


Continued focus on material provision and strengthening of school systems to identify and
support the most vulnerable learners



The provision of school uniforms seems to be a point of leverage for material provision and
dignity of orphaned children. Further intervention and even higher level advocacy could be
undertaken to contribute towards children not being excluded from education or ridiculed
on the basis of appearance at school



Sources of support seem to broaden for learners in May’khethele Programme schools,
including outside professional assistance. In Phase 2, the Programme has shifted its focus to
include more support of caregivers and families, which seems appropriate to the needs
expressed in this baseline. Increased attention to strengthening male sources of support is
recommended. An explicit focus on increasing sources of support for orphaned children (or
their perceptions of available support) is also recommended

To enhance child protection, the following are recommended:


There are examples of learners reporting cases of violence and sexual assault to educators,
but the systems for follow up and support were not clear. This is a point of leverage for the
May’khethele Programme – to assist educators in developing role-appropriate protocols for
reporting abuse, without them putting themselves at risk or needing to ‘become social
workers’



Specific community action around underage learners having access to taverns (even if this is
for food not alcohol) may be explored, for example via War Rooms

To strengthen child care skills it is recommended that:


Safe and supportive spaces are created to reduce caregiver’s sense of isolation and to
encourage real discussion of how child care may be improved at home



There may be an opportunity for caregivers to support one another more in their role



This may start with acknowledgement of the realities of the challenges involved in child care
(especially since many of the caregivers seem to be single parents)



Caregivers may be able to help one another to find realistic ways of implementing some of
the idealized parenting principles to fit the realities of their context
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The issue of respect in the home may be a helpful starting point, where both caregivers and
children can explore ways of being more respected and showing more respect to one
another. This could also include ways to communicate around ‘embarrassing’ topics such as
sexual reproductive health



Examples where caregivers have drawn children in to shared decision-making and as sources
of support may be explored to lessen the burden of child care being experienced by
caregivers

HIV PROTECTIVE KNOWLEDGE, ATTITUDES AND PRACTICES
The May’khethele Programme has shown significant impact in increasing learner knowledge about
HIV and AIDS, and even in reducing stigma around the disease. This is a very positive finding and the
Programme should continue with this key strength. The Programme further offers learners the
opportunity to talk about sex and health in safe spaces, which seems to be much needed by
learners. These safe spaces may be opportunities to:


Clarify misunderstandings about HIV and AIDS



Continue to address stigma and discrimination in practical ways



Address negative peer pressure



Assist learners to develop personal goals



Help learners to strategise personally about how to apply realistic prevention strategies to
own life situation



Explore sources of support

Phase 2 of the May’khethele Programme seems to be taking into account many of these factors. It is
recommended than rather trying to aim for breadth of learners, in terms of numbers, greater
attention is needed to depth of interventions, for example facilitating meaningful conversations with
smaller groups of learners in order to try to effect personal change. The trust developed with
learners and schools by the Programme staff means that there is an opportunity to do something
different to some of the other mass information campaigns which may be increasing in schools. In
this way the May’khethele Programme can continue to pilot innovative approaches which open
spaces for larger scale government initiatives to follow. The way in which the Department of
Education is directing May’khethele to selected schools is a positive indication of this potential role.
On the basis of this research, the following key topics are recommended for developing in further
depth and personal application by May’khethele and in the LO classes:


Clarification of myths, especially HIV prevention and cleanliness in relation to circumcision,
and the myth that there are cures or protective treatments available



Making personal decisions around HIV prevention practices and how to surround oneself
with supportive people
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Role playing how to communicate personal strategies (like abstinence, faithfulness, testing
or condom use)



Helping learners to role play different responses to prepares themselves for unexpected
situations



Discussing how to access and distribute condoms in less public ways



Gender sensitivity (addressing gender stereotypes)



Negative peer pressure (including pressure to be sexually active and for status possessions)



Finding creative ways to generate strong gender norms around health and responsibility



Together with learners addressing stigma, ridicule and bullying



Development of personal goals and interests of learners



Social networking as a protective factor against boredom and isolation (for example
engaging learners in cultural or sports activities)



Promoting youth participation (for example consulting youth about creative ways to boost
life orientation lessons and make health issues relevant to young people and encouraging
peer education in life orientation)



Encouraging links between older siblings and friends in promoting healthy living



Strengthening sources of support, like grandmothers, aunts and uncles by helping learners to
identify and expand their sources of support



Strengthening connections to positive male sources of support, where available



Discussing effective communication strategies when there are problems or worries (like
using an intermediary to speak to parents)

SERVICE PROVISION FOR OVC
In terms of the resources and gaps identified in services to orphaned and all vulnerable children, the
following recommendations emerged from this baseline:


The need for strengthening LO has been expressed at all levels. It is an opportunity for
systematically offering psychosocial support for vulnerable and all learners. A desirable
model for capacity building of LO educators has been suggested - that the educator observes
the facilitator from the NGO working with the learners, and then in future sessions, they coteach sessions. Thereafter the educator could ‘go solo’, with the facilitator observing and
coaching where necessary. This will allow capacity to be built continuously in the DoE
through the educators



Once again the focus within the LO capacity building Programme may be on depth of
discussions about how HIV, gender and other key issues impact on learners at a personal
level and how interpersonal dynamics may be changed in meaningful ways. This may be a
way of combating information fatigue and breaking beyond the barriers of information to
effect behavior change
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To ensure that educators or ILSTs are not being expected to take on the role of psychologist
or social worker, May’khethele may be able to help schools identify safe mechanisms for the
identification, referral and follow up of sensitive cases like sexual assault, domestic violence,
substance abuse etc. Such a system might reply on external support, such as making use of a
Programme like May’khethele and other specialized NGOs to process cases of especially
vulnerable learners and families without placing educators, school managers, learners or
SGBs at risk



There could be a discussion about the way forward regarding provision of support and
counselling for young people at school: who should be providing this service?



The mechanisms for identifying vulnerable young people at school which have been set up
through May’khethele are effective and should be continued. The method of identifying
vulnerable families through the vulnerable child gives direct access to these families, and
should be promoted



May’khethele is ideally placed and has already been requested by DoE to strengthen ILST at
schools. Investing in the ILST may be an effective way of systematizing and structuring
support which is provided for the most vulnerable learners



There are discussions that may be held with SGBs, DoE and DoH to take forward the delivery
of health services in schools



May’khethele may help with increasing access for prevention and SRH service delivery to
children, through working with SGBs and parents, reassuring them that SRH education does
not lead to early sexual debut and promiscuity, rather it may aid in delaying sexual debut



The Programme can play an important role in assisting with condom distribution to youth
and with family planning advice and resources



The VMMC programme should continue to aid prevention initiatives through the
circumcision of male learners



May’khethele should continue to play their role in the District Task Team for school health,
particularly assisting with the rural areas where there are fewer role players engaging with
the schools



May’khethele has experience and skill in networking and should continue its role in
supporting the distribution of services (such as NGO programs) in schools, especially
encouraging other partners to focus on the under-resources rural schools



May’khethele Partners should attend and participate regularly in War Rooms serving the
wards where their schools are situated. They may be able to play a role in encouraging
absent key role players to attend the War Room meetings



Links between the CCGs and the DOE and Partners are not uniformly strong, and should be
enhanced



May’khethele may be able to create more links with businesses to leverage support for the
learners in the Program
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May’khethele is a trusted and respected Programme and it is ideally placed to play a more significant
coordinating role in the sector.
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ANNEX 1
GLOSSARY OF TERMS

Term

Definition

Adversity

Adversity means difficult situations. Examples of adversity are illness, loss,
poverty, natural disasters (like floods), violence and displacement.

Caregiver

A caregiver is any person other than a parent or guardian, who actually cares
for a child and includes: a foster parent; a person who cares for a child with
the implied or express consent of a parent or guardian of the child; a person
who cares for a child whilst the child is in temporary safe care; the person at
the head of a child and youth care centre where a child has been placed; the
person at the head of a shelter; a child and youth care worker who cares for a
child who is without appropriate family care in the community; and the child
at the head of a child-headed household. (Children’s Act No 38 2005, as
amended)

Child

A child is defined as a person under the age of 18 years (Children’s Act No 38
2005, as amended)

Child-headed
household

A child-headed household refers to a household where the parent, guardian
or caregiver of the household is terminally ill, has died or abandoned the
children in the household, or when no adult family member is available to
care for the children in the household, or where a child over the age of 16
years has assumed the role of the caregiver in respect of those children, and
it is in the best interest of the child. (Children’s Act No 38 2005, as amended)

Community

Community refers to all people living in a specific place, such as a group of
people found within a particular geographic area who see themselves as
belonging to that place and relate to one another in some respect. (Learning
about Community Development 2006)

Community Care Giver

The community caregiver is the first line of support between the community
and the various health and social development services. He/she plays a vital
role in supporting and empowering community members to make informed
choices about their health and psychosocial wellbeing and provides ongoing
care and support to individuals and families who are vulnerable due to
chronic illness and indigent living circumstances. (Learning about Social Care,
2006)

Family

A social unit created by blood, marriage, adoption, or common line of kinship
– whether paternal or maternal. The family can be nuclear (adult partners
and children) or extended (including relatives of the adult partners). (SADC,
2006)
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Impact Evaluation

A type of evaluation that assesses the rise and fall of impacts, such as disease
prevalence and incidence, as a function of HIV programs/interventions.
Impacts on a population seldom can be attributed to a single
program/intervention; therefore, an evaluation of impacts on a population
generally entails a rigorous design that assesses the combined effects of a
number of programs/interventions for at-risk populations. (UNAIDS and
MERG, date unknown)

Indicator

A quantitative or qualitative variable that provides a valid and reliable way to
measure achievement, assess performance, or reflect changes connected to
an intervention. (UNAIDS and MERG, date unknown)

Indigenous knowledge

This is knowledge that is unique to every culture and society and is
embedded in community practices, institutions, relationships and rituals. It is
rooted in a particular community and situated within broader cultural
traditions that define the identity of the community. www.unep/org.ik

Orphan

A child who is missing one biological parent (single orphan) or both biological
parents (double orphan).

Outcome

The intended or achieved short-term and medium-term effects of an
intervention’s outputs, usually requiring the collective effort of partners.
Outcomes represent changes in development conditions which occur
between the completion of outputs and the achievement of impact.
(OEDC/DAC, 2002)

Output

Immediate accomplishments of the project’s input (UNICEF, 2006)

Sustainability

Ensuring that human development efforts achieve lasting improvement in the
lives of children, youth and families/caregivers and communities without
harming or compromising their wellbeing and that of others in the present or
future. (DSD, 2005)

Psychosocial wellbeing

Psychosocial wellbeing is when individuals have the competencies and
capacities to deal with life’s demands and manage relationships well,
enabling them to understand their environment, engage with it, make
choices, and have hope for the future. Psychosocial wellbeing covers many
aspects of the child’s life, including psychological and social factors. (DSD,
2005)

Psychosocial support

Psychosocial support describes a continuum of care and support and aims at
ensuring the social, emotional and psychological wellbeing of individuals,
their families and communities. The provision of psychosocial support
services is aimed at enhancing social, spiritual and emotional wellbeing of
orphaned and vulnerable children and youth and may be preventive and
curative in nature.(DSD, 2005)

Resilience

Children and youth are resilient when they manage to overcome difficult
situations. (DSD, 2005)

Vulnerability

A state of high risk of exposure to harm or deprivation, possibly due to lack of
care and support (DSD, 2005)
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Vulnerable child

A vulnerable child is a child whose survival, care, protection or development
may be compromised due to a particular condition, situation or circumstance
and which prevents the fulfillment of her rights (SADC, 2010).
-USAID defines an orphan or vulnerable child OVC as follows:
An OVC is defined as child under the age of 18 years who meets at least one
of the following criteria
-Has lost either one or both parents
-Living with a chronically ill parent/s
-Has no adult supervision at home
- Is HIV positive
-Living in a youth or a child headed household
-Is heading a household
-Living in the street/s or in a children’s shelter

Vulnerable youth

Persons aged between 18 and 24 years who are unable or who have
diminished capacity to access their rights to survival, development,
protection and participation and may be at risk of being harmed, exploited
and/or denied necessary age-specific developmental needs as a result of
their physical condition, such as disability, unemployment, HIV infection or
AIDS, armed conflict and war, living on the street, neglected by parents,
undocumented migrant status and substance abuse among others. (SADC,
2010)

Wellbeing

Wellbeing refers to being well in every part of life, including physical,
cognitive, emotional, social and spiritual aspects. (DSD, 2005)

Youth

Persons aged 18 – 24 years. This definition recognizes that this period of
transition from childhood to adulthood requires that young people learning
to become independent and responsible citizens is a process, and that
accessing services and rights cannot be taken for granted. This is especially
the case for youth who have been deprived of parenting and role modeling
and who are at risk of deprivation.
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