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Draft Standards of Services

for Orphans and Vulnerable Children in Ethiopia

INTRODUCTION
On February 21-22, 2007, representatives from PEPFAR-funded organizations in Ethiopia participated in a workshop to develop consensus-based standards for selected OVC services.  The workshop, based on quality assurance principles, employed participatory methods to develop draft standards for Education, Economic Strengthening, Psychosocial Support and Coordination of Care.  PEPFAR OVC partners met again on March 29, 2007 and May 9, 2007 to review the document and address the additional services of Food and Nutrition, Access to Health Care, Shelter, and Legal Protection. These meetings constituted a field test of the methodology, thus, the Ethiopian PEPFAR partners were among the first in the world to apply this standards method to OVC care.   

This report presents the draft standards that came out of the workshop and the follow-up meetings.  During the coming months this draft will be reviewed by the participating organizations, the PEPFAR OVC Technical Working Group, the National OVC Task Force, government representatives and others, so that they can be enriched and revised based on organizational experience, locally-relevant expertise, and indigenous knowledge.  It is hoped that the standards will then be adopted as critical minimum standards for quality.  While PEPFAR is an HIV/AIDS program, these standards are encompassing enough to be used by any OVC implementer. 

A dimensions of quality matrix is also included so that partners may refer back to that analysis as a cross-check. Appendix 1 reviews key concepts related to this work including the definition of quality, the quality triangle and dimensions of quality. Appendix 2 includes forms that may be used for work on additional OVC services. 

The workshop facilitators - Lori DiPrete Brown, Jane Calder, Renee DeMarco, Florence Nyangara, Lucy Steinitz, Benson Tuhwezeine, Dee Dee Yates, acknowledge with gratitude the contributions of the partners in Ethiopia – Population Concern International, World Learning, CARE International, Save the Children USA, Hope for Children, World Vision, and Catholic Relief Services, who participated in the development of this Quality Assurance (QA) methodology for standard setting.  We also wish to thank Catherine Hastings of the USAID Mission in Ethiopia for her support of all aspects of this work.

Ethiopian Context
Ethiopia’s under-5 mortality rate is among the highest in Africa.  Half of infant deaths occur in the first month of life and one in eight children die before age five (2005 Ethiopia Demographic and Health Survey). As a child’s age increases, the likelihood of the child living with both parents decreases.  Only 65.2% of 10-14 year-olds and 52% of children 15-17 live with both parents (2005 EDHS).  Lack of parental care and support exposes children to increasing vulnerability, such as food insecurity and chronic malnutrition, lack of protection/shelter, lack of access to education and physical and sexual abuse. These vulnerabilities can, in turn, increase children’s risk for contracting HIV/AIDS.  

The MOH conducted a single point estimate exercise in April 2007 to combine ANC surveillance data with the 2005 EDHS data. Additional information from these data sources can be found on the Ethiopian AIDS Resource Center website http://www.etharc.org . According to the single point estimate results, Ethiopia has over 5,441,556 orphans, of which an estimated 898,350 are due to AIDS. The Single Point HIV Prevalence Estimate document (June 2007) from the MOH also states that among children 0-14 there are an estimated 64,800 HIV positive children. The MOH made estimates by region and took into consideration rural vs. urban statistics. Below is a chart that consolidates information about OVC and HIV prevalence rates by region. 

Ethiopian Ministry of Health Single Point Estimates for 2007, June 2007

	
	Total Orphans

(age 0-17)
	Orphans due to AIDS 

(age 0-17)
	HIV Population

(age 0-14)
	HIV Prevalence

(age 15-59)

	Tigray
	319,229
	45,277
	4,067
	2.7%

	Afar
	89,669
	12,424
	965
	1.9%

	Amhara
	1,542,751
	356,539
	24,573
	2.7%

	Oromia
	1,852,737
	201,799
	16,511
	1.5%

	Somali
	250,148
	24,957
	1,426
	0.8%

	Benishangul
	45,774
	4,118
	385
	1.8%

	SNNPR
	1,091,528
	126,978
	9,849
	1.4%

	Gambella
	14,222
	2,243
	191
	2.4%

	Harari
	13,261
	3,289
	189
	3.2%

	Addis Ababa
	194,244
	112,647
	6,097
	7.5%

	Dire Dawa
	27,992
	8,100
	560
	4.2%


PEPFAR and the Government of Ethiopia define an orphan as a child 0-17 years old. As an HIV-focused program, PEPFAR further defines orphan and vulnerable children as follows.

A child, 0-17 years old, who is either orphaned or made more vulnerable because of HIV/AIDS.

Orphan: Has lost one or both parents to HIV/AIDS 
Vulnerable: Is more vulnerable because of any or all of the following factors that result from

HIV/AIDS:

· Is HIV-positive;

· Lives without adequate adult support (e.g., in a household with chronically ill parents, a household that has experienced a recent death from chronic illness, a household headed by a grandparent, and/or a household headed by a child);

· Lives outside of family care (e.g., in residential care or on the streets); or

· Is marginalized, stigmatized, or discriminated against.

This document will discuss activities for children age 0-17 who are orphaned or made vulnerable due to HIV. However, these standards could be used for broader OVC programs that are not HIV/AIDS focused. 
EDUCATION  

Education seeks to ensure that orphans and vulnerable children receive educational support as the foundation for future vocational and occupational opportunities.  For Ethiopia, primary education covers 1-8th grade. Such schools are found in most rural communities and in all urban communities.  To move on to 9th and 10th grade, students must pass an entrance examination after they graduate from 8th grade. Then if students successfully complete grade 10, they must take another entrance examination for vocational training at the secondary level. 

Educational support also aims to ensure that school programs take into account the special needs of orphans and vulnerable children by sensitizing and capacitating teachers to identify signs of distress, promoting the availability of support and counseling services, supporting efforts to make the learning program more flexible and responsive, and supporting anti-stigmatization practices. The range of services that might be provided include: 1) child level: school registration initiatives, direct assistance to subsidize school costs, organize early childhood development programs, and provide guidance for  vocational training and future employment; 2) caregiver level:  create awareness among teachers, train health providers and other caregivers to identify and help enroll children who are not attending school, and organize anti-stigma and anti discrimination activities; 3) community level:  mobilize community advocacy activities  to increase  access and introduce  appropriate learning activities such as life skills and livelihood  skills; and 4) systems level:  advocate for appropriate support services such as fee-waivers, referral to psychosocial support, tutoring, and OVC support activities as part of personnel governance and evaluation systems as well as specialized pre-service and in-service training for teachers and other specialized personnel at the school level.

DESIRED OUTCOME for Education Services provided by PEPFAR recipients in Ethiopia: Child is enrolled, regularly attends school and completes a minimum of primary school (8th grade).

DIMENSIONS OF QUALITY MATRIX:  EDUCATION

	Dimensions of Quality 
	Quality Characteristics for education services

	Safety
	· Security from abduction, rape and harassment when children walk to school.

· Services provided to OVC are the same or similar to those provided to other students (i.e. no special uniforms for OVC or made from more expensive or different materials) so that nothing would identify them as receiving special services. 

· Confidentiality of HIV status for OVC to reduce stigma leading to isolation, bullying, and other forms of harassment and psychological abuse.

· Protect children from abuse (physical and emotional) from teachers other students, caregivers or community members. 

· Help OVC to have a secure home-base rather than living on the street or in a temporary structure.

· Promote a safe environment for the child at school, at home and in the community.

	Access/Reach
	· Eliminate school charges (fees), even when primary school attendance is free; there are other school costs that keep children out of school. 

· Encourage government and community to build additional schools as distance and lack of security may keep OVC out of school.

· Encourage government and community to increase the availability of pre-schools especially in rural areas.

· Promote gender equity by encouraging parents to send their daughters to school rather than having girls remain home to perform household chores of perform other work.

· Provide sufficient school materials, supplies and uniforms so that OVC are encouraged to remain in school. 

· Organize a school, community or home based feeding program to ensure that hunger does not prevent OVC from attending school.

· Address child labor exploitation issues so that OVC are not denied educational opportunities because of the need to sustain themselves.

	Effectiveness
	· Advocate and bring OVC issues to the attention of communities.

· Empower community bodies such as Parent-Teacher Associations (PTA) or Idirs to support OVC needs.

· Increase promotion rates among OVC through tutorial classes, summer programs and other supplementary educational support.

· Enhance OVC performance at school through improvements in the quality of learning.

· Increase community and OVC understanding the Child Rights protection policy.

· Promote more effective school supervision through increased parental involvement in school affairs and more intense supervision by Woreda educational officials.

	Technical Performance
	· Increase capacity building for PTA and teachers through better planning, provision of tutorials and other methods to support OVC in school.

· Use school based data to make help school and communities make more informed decisions.

· Mobilize resources locally in addition to accessing government and NGO support.

· Develop more effective communication channels between school and the home (caregivers) for OVC.

	Efficiency
	· Work to increase enrollments, class promotions rates, and retention, and reduce drop-outs.

· Prioritize school and individual needs. 

· Target the neediest. 

· Leverage local resources.

	Continuity 
	· Assist OVC with making the transition from primary to vocational school or other economic opportunities.

· Strengthen livelihood provision for families to continue OVC support after project life ends.

· Sensitize community to continue support for OVC after external projects end.

	Compassionate Relations
	· Train para-counselors from the community to mentor and encourage OVC on a continuous basis.

· Promote nurturing relationship and communication between teachers and students. 

· Ensure confidentiality for OVC.

· Respect, trust, value, and recognize OVC as individuals rather than as a group.

· Provide services with dignity and in a respectable manner without stigmatizing beneficiary OVC.

	Appropriateness

(Relevance)
	· Provide needs-based support.

· Match services with need, sex and age.

· Provide tutorial and supplementary assistance to all academically deficient children in school to reduce stigma and discrimination.  However, the majority of participants should be OVC. Programs should be scheduled when OVC are free from helping guardians with chores at home.

· Develop health care referral system for OVC in-school. 

	Participation 
	· Encourage age appropriate child involvement in planning, and implementation of programs that affect them.

· Facilitate active participation by beneficiaries and caregivers in decisions made about them.

	Sustainability
	· Create sense of community ownership for OVC support by involving all stakeholders in programs (PTA, KETB, Caregivers, Woreda Education Officers, community members, OVC).

· Generate long-term commitment from community.

· Develop a broad community vision beyond a short-term focus on OVC needs.

· Develop a resource generation focus that is multisectoral not only from community or government (synergy of resources).


DRAFT STANDARD FOR EDUCATION

	Guidelines for Education and Training

	Desired Outcome: Child is enrolled, attends and completes a minimum of primary school (8th grade)

	Major Activities to achieve outcome:

· Identify stakeholders including 

· Strengthen and empower PTA and teachers through training, especially on PSS.

· Community mobilization – PTAs and others conduct regular community sensitization and meetings. 

· Develop work plan and priorities in collaboration with local communities, Kebeles, Idirs, CBOs, and FBOs.

· Establish OVC education, identification and screening committees in conjunction with PTA and School Administration. 

· Conduct resource and service mapping. 

· Plan for local resources mobilization on regular basis including income generation activities (IGA). 

· Develop school and community action plans for OVC support. 

· Initiate/implement OVC policy and programs at different educational system levels. 

· Integrate life skills and livelihood opportunities into educational programs. 

· Develop tracking, monitoring and feedback mechanisms with educational program referral services and community.

· Establish OVC identification criteria in conformity with PEPFAR and government guidelines and community standards. 

· Community participation in identification of OVC.

· Identify and address barriers to education (providing relevant services to meet those needs).

· Monitor child’s progress

	Critical Minimum Activities (cross-check with dimensions of quality)

· Identify and engage all stakeholders, including KETB, PTAs and CBOs, etc.  

· Build capacity to support OVC among PTA, teachers, community representatives and local government officials.

· Identify OVC in need of educational services.

· Identify and address barriers to education on an individualized basis for each OVC.

· Support life skills and livelihood opportunities as an integral part of the education program. 

· Monitor child enrollment, attendance, performance and completion (adjust the services as needed).

Type of standard:  Guidelines



	How should these activities be carried out? (This is the content of your standard which may vary by organization). 

 Identify and engage all stakeholders  

· Mobilize community and bring stakeholders together including PTA, teachers, Kebeles, Idirs, CBOs, FBOs, Woreda Education Offices and other local government agencies).

· Sensitize community about OVC issues on a regular basis.

· Define roles, responsibilities, available resources (mapping) and structure (including school based committees for selection, screening and monitoring of OVC support.
· Develop action plan collaboratively to address the needs of OVC.

Build Capacity to Support OVC among PTA, Teachers and Community Representatives

· Build capacity in identification of children who need support.

· Develop psychosocial support skills (training, mentoring, and building on natural strengths in the community).

· Organize anti-stigma education/campaigns efforts periodically.

· Continually develop local resource base (IGA) – for example community members should raise funds regularly to cover urgent needs that funded programs may not cover or if external assistance is no longer available.

Identify Children in Need of Education Services

· Community and school determine identification/eligibility criteria. 

· Community and school representatives identify OVC.

Identify and Address Barriers to Education on an Individualized Basis for each Child

· Support registration and enrollment process annually.

· Conduct an individualized needs assessment periodically.

· Provide material support as needed (school supplies, uniforms, fees).

· Refer and/or provide for child’s basic needs (food, health care, lack of shelter/secure-base.

· Address family/social issues: care for ill parent, safety, stigma, special needs of girls, handicapped children, child head of household, child laborer, etc.

· Establish an information and referral mechanism so that complex situations are addressed.
Support life skills and livelihood opportunities as an integral part of the educational program 

· Ensure that age appropriate life skills training (negotiation, assertiveness, HIV prevention, etc.). is offered in school or through complementary program. 

· Provide counseling and guidance about educational and vocational opportunities as transition points (i.e. end of primary, end of secondary, or when child chooses to leave school).

· Link child to local economic strengthening activities as appropriate.

Monitor progress and adjust service provision accordingly  

· Monitor enrollment, attendance, performance and completion; adjust services as needed. 

· Provide feedback to community about the children’s improvements and needs for support.


ECONOMIC STRENGTHENING 

Economic Strengthening services aim to enable families to meet their own needs economically, in spite of changes in the family situation due to HIV/AIDS. Depending on the context the range of services that might be provided includes: 1)child/ caregiver/family level: access to vocational training, employment, and income generating activities related to small business, agriculture, household labor saving devices, access to credit for OVC and their caregivers; 2) community level:  Community-based child care, community-based asset building, 3) systems level: government-supported guarantees for income-generating activities (IGA) and microfinance institutions.  

DESIRED OUTCOME for Economic Strengthening Services provided by PEPFAR recipients in Ethiopia: Households caring for vulnerable children have sufficient income to care for them. 
DIMENSIONS OF QUALITY MATRIX: ECONOMIC STRENGTHENING
	Dimensions of Quality
	Quality Characteristic of Economic Strengthening

	Safety
	· Training or working environment conforms to normal safety procedures.

· Vocational /marketable skill training materials are free from blood contamination risk.
· No abusive child labor practices. 

· Avoid illegal or dangerous income generating activities.
· Promote saving based scheme.

· Negative results of increased income are identified beforehand.

· Identify risk minimization strategies.

	Access
	· Training venue/center is convenient to participants. 
· Training requirements /criteria are compatible with education level of OVC and caregivers.

· Credit service prerequisites are convenient for OVC and guardians.

· Transparent selection criteria that prioritizes most vulnerable.
· Training schedule is convenient for participants to carry out their routine/ normal responsibilities.

	Effectiveness
	· Income generated is used for the children.

· OVC and caregivers capacity is improved to meet additional responsibilities of caring for ill family members. 

· OVC headed households can support their families. 

· Income source is sustained and diversified.

· Household asset (economic & social) bases are built to withstand shock as a result of HIV/AIDS.

	Technical Performance
	· Entrepreneurial skills included.

· Skills are marketable.
· Individuals’ skills and aptitudes identified and used.
· Continuing mentoring/technical assistance.

· Families and caregivers know how to manage financial resources.

· Older OVC need to learn how to establish sustainable livelihood and provide for their individual needs.

	Efficiency
	· Vocational skill training support is directed to OVC most in need.

· Income generated is used to meet expanded responsibilities of HHs affected by HIV/AIDS. 

· Money management skills training included.

	Continuity 
	· Transition points between education-training-independent living given. 

· Linkage/referral process with other service providers is in place for support of start up funds, skills, and tools given.
· Build on indigenous community knowledge and traditional saving schemes like rotational saving & credit association (ROSCA).

· Base on local resources for loaning like village saving and lending.

	Respectful

Relations
	· Vocational training participants reassured and perceive that they are not to be labeled.

· Business entities, services or products are not labeled as produced by orphans or PLWHA.

· Trainers communicate clearly in local languages.

	Appropriateness
	· Trainings tailored to participants’ needs.

· No gender-based bias in accessing vocational skills training.

· HIV+ OVC and HIV+ caregivers are not engaged in activities that are overly laborious for their health condition.

· Skill training program meets caregivers and older OVC needs, experience and build on individual strengths, interests and aptitudes.

· Provide child-care services.

	Participation 
	· Caregivers and older OVC actively participate in the selection of the vocational skill to fit their experiences, needs and dreams.

· Flexibility of training options.

· CBOs and local leaders contribute to decision making, identification and skills.

	Sustainability
	· Contribution from community members valued and documented.

· Government and community work together.

· Graduated OVC and caregivers mentor others.

· Strengthen monitoring activities.

· Best practices documented and shared.

· Link caregivers and OVC with micro finance institutions and other service providers for additional resources.

· Involve the private sector to support economic opportunities (job placement, apprenticeship, sponsoring vocational skill training programs).


DRAFT STANDARD FOR ECONOMIC STRENGTHENING

	Desired Outcome: Households caring for orphans and vulnerable children have income to care for them.

	Critical Minimum Activities (cross-check with dimensions of quality)

· Identify elder OVC/guardians/relatives and assess their needs.
· Map market demands and service providers.
· Provide training.
· Support for actual economic engagement.
· Conduct assessment.
Which type of standard is most appropriate? Guidelines   

	How should these activities be carried out? (This is the content of your standard which may vary by organization).
Identify Elder OVC/ Guardians/Relatives and assess their needs

· Identify vulnerable children using community defined criteria + structures (Kebeles, Idirs).
· Identify family/caregiver participants using community structures – Kebeles, Idirs. 

Map market demands and service providers

· Do evidence-based market assessment.
· Use and update existing provider information.
Provide Training

· Base training on talents, experience, interest, aptitude and dreams of the participant – look for opportunities to break gender stereotypes.
· Training should be holistic and basic business skills.
· Training should ensure safe training or working environment. 

Support for Actual Economic Engagement

· Provide one or more of the following:  seed money, materials, equipment, soft loans, and concrete job opportunities.
· Provide coaching and guidance. 

· Identify market outlets.

Assessment

· Follow excepted monitoring and evaluation practices including participation of stakeholders, documentation, and dissemination.
· Don’t forget to look at:

            - Actual income of targeted households before and after intervention.
            - Satisfaction level of clients.
            - Any unintended outcomes or negative effects.
            - Actual improvement of care of children in the targeted household.


PSYCHOSOCIAL SUPPORT 
Psychosocial support (PSS) aims to ensure that OVC have the human attachments necessary for normal development and that these children can participate cooperatively in activities such as school, recreation and work with other children and adults.  Services may include support in dealing with anxiety, grief and trauma related to parental illness and death, and services to prevent and treat abuse of alcohol and drugs. Depending on the context the range of services that might be provided includes: 1) child level: activities that support life skills and self-esteem, activities that strengthen the connection between child and traditional social networks, counseling for children, rehabilitation for children who abuse drugs or alcohol; 2) caregiver/family level:  parenting and communication skills for caregivers, support during illness (assist with disclosure of information, grief management, succession planning, preserving memories, etc,) and 3) community level:  increasing community understanding of psychosocial needs of vulnerable children 4) system level: provision for trained counselors within school systems to identify at-risk children in need of psychosocial support. 

DESIRED OUTCOME for Psychosocial Support provided by PEPFAR recipients in Ethiopia:  To ensure that all OVC develop personal strengths and skills to become self-confident, happy, hopeful, and able to cope with life’s challenges.
DIMENSIONS OF QUALITY MATRIX: PSYCHOSOCIAL SUPPORT

	Dimensions of 

Quality
	Quality Characteristics for Psychosocial Support

	Safety
	· Programs should be conducted in a physically safe environment.

· OVC should be protected from harsh punishments.

· OVC should be protected from abuse, child labor, exploitation, especially when they report cases of abuse.
· OVC have the ability (knowledge, skill, emotional strength) to say NO to dangerous situations.
· OVC can go to a stable and predictable environment to the extent possible.
· Children know that they will get rightful inheritance and other rights.
· Caregivers and workers with children should not be known or suspected child abusers.

	Access
	· (all community services should be child- friendly. 

· (very child should have access to counseling – initially may be at a Para-professional and lay-level, but with referral and follow-up to more professional services if needed.
· Every child/caregiver should have information about where and how to access resources.
· All services in community should be accessible regardless of gender, disability, etc.
· Environment & participation should be free from stigma and discrimination.
· HIV related counseling, testing, and treatment should be confidential and of high quality.

	Effectiveness
	· Children learn leadership and life-skills.
· Programs and services actively promote self-confidence, nurture hope, and facilitate happiness.
· OVC has opportunities to fulfill his/her potentials – e.g. talents, skills, interests (to pursue his/her dreams).
· OVC have opportunity for fun and laughter.

· The environment is open, supportive, nurturing, accepting of children and promotes opportunities for a child to meet needs and fulfill dreams.

	Technical Performance
	· Adults in community are competent to deal with trauma, grief, bereavement, inheritance.

· Children have access to guidance and therapy as needed.

· Service providers are role models: ethical, passionate, caring, open-minded, and trustworthy.

· Participating community members respect confidentially.

· Participating community members have assessment and referral skills (and conduct follow-up).

	Efficiency
	· Children are fully integrated into family and community life – their lives are as normal as possible; they are not isolated or alone.

· All OVC programs & services should include PSS.

	Continuity 
	· PSS competence should be achieved at community level, so that it is ongoing and sustainable.  This means that there should be basic training/knowledge in active listening and responding skills, child development, referral (coordination of care).

· Community should provide support for the caregivers.

· Every child should have (at least) one competent adult with whom there is regular contact, to whom he/she can go for guidance, encouragement, problem-solving, support.  (But that adult should have the resources available to ensure other needs are also met, e.g. food, access to education)
· Children should be encouraged and/or supported to have an ongoing spiritual life (religious affiliation and relationship).

	Compassionate Relations
	· Every child should be able to express feelings & concerns without punishment.

· All services should be provided with dignity, respect, and care.

· All adults in community should positively acknowledge and engage children.  

	Appropriateness
	· Services and programs should be individualized – that is, they should recognize the uniqueness of each child and be tailored to the child’s own needs and situation (should be relevant).
· Services should be gender and age specific (sensitive).

	Participation 
	· OVC should be given the opportunity and support to succeed in something that is meaningful – that is, to engage in self-expression, to explore talents, to fulfill dreams.

· OVC should have feed-back loops (to evaluate their services, situation).

· OVC should be encouraged/ trained in good communication skills.

· Older OVC have the right to design and choose services, activities, affiliations, adult linkages.

· Community and systems-level – should encourage child involvement and participation (may require attitude-change).

	Sustainability
	· PSS should be integrated into Idirs (traditional burial societies - local CBO).

· Community leaders and structures should be encouraged/ trained in PSS.
· Youth should be empowered to become leaders (peer supports and youth-models).

· Child rights model should be applied for systems-change.


DRAFT STANDARD FOR PSYCHOSOCIAL SUPPORT 

	Desired Outcome: Desired Outcome: Children are self-confident, happy, hopeful and confident with themselves and others.

	Critical Minimum Activities: (cross-check with dimensions of quality)

· Build local capacity on PSS issues, providing training to caregivers and volunteers.
· Provide individualized “curative” support to OVC with deeper PSS needs.
· Conduct life enhancement activities with children.
· Mainstream and integrate PSS services into overall OVC program.
Which type of standard is most appropriate? (please check one)

_x__Guidelines     ___Protocol     ___Checklist   

	How should these activities be carried out? (This is the content of your standard which may vary by organization).
Build local capacity on PSS issues
This set of activities focus on the community and caregiver levels – to ensure that trained people and awareness are in place

Main activity:  Build awareness and capacity at community level on PSS issues to mitigate PSS problems - i.e. via training of community leaders/ volunteers/ caregivers plus child advocacy and the development of referral networks (see also below).
Minimum standard:  At every community where there is a high concentration of OVC, there should be volunteers (at least two per community, ideally one male and one female) trained in basic child development, grief & bereavement, PSS issues and referral. Preference is a TOT model where trained volunteers (including older OVC) share their knowledge with others. Preference is to work through Idirs/ CBOs, FBOs, other existing structures.
Service components:

· Train lead volunteers on basic PSS skills, active listening and responding and advocacy/referral skills – at least two trainees at level of CBOs, Idirs, churches, and public sector etc.  These lead volunteers would be selected because of their ability to take the lead responsibility in their respective communities, to share knowledge with caregivers/parents in the home and promote a PSS-sensitive environment for all.

· Once trained, these lead volunteers should educate others in their community:  a) They should share their training with caregivers (parents, relatives, neighbors of OVC) so that all people caring for OVC will improve their ability to provide care and support; and b) they should work with local leaders and others having contact with OVC on basic child development & PSS, to prevent major PSS problems and create a “caring community” with compassionate relations. Some of these relationships may be close, between an individual OVC and an individual adult (ideally, every child should have at least one), but there should be compassionate relations at different levels throughout the community.

· Based on this training and the formation of a “caring community,” these lead volunteers and other community leaders should encourage (and provide) activities that ensure a warm and safe place for children – e.g. friendly visiting that promotes supportive relationships, active listening and responding, problem-solving. Indigenous strengths and activities should be supported, not undermined in this process.

· Also based on this training and the formation of a “caring community,” there should be an understanding that PSS needs will vary, depending on the child’s needs, gender, situation, age, etc.  It also changes over time.  

· PSS support at this initial level should be accompanied by an informal assessment of children.  For some, this level of generalized care and “prevention” will suffice, e.g. being part of a “caring community,” household, etc.  More needy children will get one on one attention and/or be referred (see below).
· Be careful to ensure long-term motivation/sustainability of volunteer-learning. Must figure out ways to care for the caregivers to avoid burn-out.
Provide individualized “curative” support to OVC with deeper PSS needs. 

This activity starts from the perspective & needs of the individual child.
Main activity:  Trained volunteers will reach out to needy OVC, and needy OVC will be referred by any member of the community to these trained counselors for care, support, and problem-solving; also referral and follow-up to more trained professionals and other providers to address key issues as needed. 

Minimum standard:  In communities with high concentration of OVC, all OVC have access to this support. Preference is to work through local volunteers and through the Idirs/CBOs, FBOs, and others existing structures as above.
Service components:

· All OVC (in communities with a high concentration of OVC) should have access to these first-line trained volunteers, as well as to other community people who have been trained by them or who have PSS knowledge from other sources.  It is essential that these first-line contacts can assess (determine) whether individual OVC have needs which cannot be met at this level – and these should be referred to trained professionals and other providers, if needed.  Follow-up is critical (see coordination of care, below)

· This activity-area has an individualized focus – i.e. on the unique needs/ strengths of each child, as needed.
· Resources should be nurtured and accessed at different levels and structures in the community, wherever OVC have meaningful contact (training to be provided CBOs/ Kebele-level, youth groups, schools, other government institutions & schools).
· The methods of intervention may include play therapy, art, music, etc. 

Conduct life enhancement activities with children.  

This joins the individual child to group, community levels.
Main activity: OVC have access to safe and supportive environments for  recreation, play, cultural, and spiritual activities – sometimes in conjunction with other children (regular sports and play in existing activities) and sometimes with a special or added (overt) PSS component.
Minimum standard:  In communities with high concentration of OVC, all OVC will have access to safe and supportive environments for recreation, play, cultural, and spiritual activities – but adapted to their specific setting (e.g. urban and rural).  Sometimes these will be integrated with other children (regular sports and play in existing activities) and sometimes with a special or added (overt) PSS component.

Service components:
· OVC need the opportunity to be children, just like their peers. This includes involvement in safe social, recreational, sport, spiritual activities (w/o stigma – e.g. not especially OVC-focused).
· Most OVC need life skills training, as do their caregivers and also other providers. 

· Structured activities of play and recreation build resilience, if targeted to OVC.  Thus, there is a role for some targeted play and recreation services, e.g. special interventions that promote emotional strengths and coping capacity.

Mainstream and integrate services – i.e. coordination of care.
This occurs primarily at a systems-level.

Main activity: OVC are integrated into all aspects of community life.  All programs serving OVC should be child friendly and/or include a PSS sensitivity or PSS component.  Linkage should occur with other partners – i.e. HAPCO, MOLSA, and/or other government structures and stake-holders. 

Minimum standard:  A coordinating body at local level should ensure that OVC are integrated into existing services that are child-friendly and have had training so that they demonstrate a sensitivity to OVC and  understanding of PSS issues 

Service components:

· Coordination of care around PSS issues for OVC, involving all organizations and programs – combine with last topic among the small groups, but at most local level wherever possible.

· Promote child-friendly services.
· Integrate OVC (normalization) into all community activities and schools.  The flip side of this is that all other programs have a PSS sensitivity and component.
· M&E/QA are over-arching activities at the child, family, community/institutional levels - but do not lose spontaneity, local initiative, indigenous responses, and the direct participation (empowerment) of the children and caregivers.
Challenges to be considered in future discussions:

1) Volunteerism:  we must link this to best practices in order to maintain and support quality volunteers; good training and support is critical.

2) We must balance the mainstreaming or “normalization” OVC experiences and still address their unique needs.




COORDINATION OF CARE 

The coordination of care is the critical integrative activity that assures that services have the desired impact.  Coordinated care can be defined as a child-focused process that augments and coordinates existing services and manages child wellness through advocacy, communication, education, identification and referral of services. This involves planning care for a child or family, monitoring care, and making adjustments to the combination of services when needed.  

DESIRED OUTCOME for Coordination of Care provided by PEPFAR recipients in Ethiopia: Child’s needs are assessed and met in a coordinated way.

DIMENSIONS OF QUALITY MATRIX: COORDINATION OF CARE

	Dimension
	Quality Characteristic

	Safety
	Confidentiality; child-sensitive assessments; stigma prevented, the network practices transparency; watch-dog function in place; verification of safety and quality across groups in the coordinated care mechanism.

	Access
	Government resources (money, physical, human) engaged; service mapping undertaken; supply of capacity for coordinated care meets demand; information available on where and how to access services (child friendly); service access mechanisms established and functioning.

	Effectiveness
	Services responsive to needs of the whole child; stakeholders plan for vulnerable child care has established objectives that are being met.

	Technical Performance
	Double counting resolved; identify and apply promising practices; M&E in place across all participating partners; awareness of capacity to avoid over extension; joint planning is dynamic not static; skills in child-centered assessment and not driven by organizations offerings.

	Efficiency
	No duplication of effort; resources transparent and mobilized; lead responsibility honored without competition; national or regional level coordination is in dialogue with local level to increase service assess.

	Continuity
	Long-term commitment to coordinate; networking established, nurtured, and functional; unified push for long-term perspective from donors; systems formed and functioning across stakeholders; care plan for individual child established and followed.

	Compassionate Relations
	Non-competitive atmosphere; child-friendly coordination mechanisms.

	Appropriateness
	Child-friendly services ensured; services responsive to gender, age, and special needs of children.

	Participation
	Child informs needs assessment as age appropriate; child provides feedback on service provision.

	Sustainability
	Use of existing community structures; shared ownership of care provision; graduation plan for reduction in external resources; range of multi-sector stakeholders engaged; capacity building a priority.

	Innovation
	Creative use of resources, approach to coordination is flexible and responsive to community changes; forum to stimulate and encourage new ways to coordinated is in place.


DRAFT STANDARD FOR COORDINATION OF CARE 

	Desired Outcome: Child’s needs are assessed and met in a coordinated way. 

	Critical Minimum Activities  (cross-check with dimensions of quality)

· Conduct service mapping and resource mobilization.
· Support coordinating task force to function.
· Put plan for children in place (identification, assessment and prioritizing).
· Facilitate the dissemination of continuous information on coordination of care (to communities, families and children).
· Provide regular supportive supervision and monitoring.
Which type of standard is most appropriate? (please check one)

_x__Guideline     ___Protocol     ___Checklist   

	How should these activities be carried out? (This is the content of your standard which may vary by organization).
Service mapping and resource mobilization

· Identify existing services – who is doing what, where and for whom in terms of families and children.  

· Identify existing structures and capacity to coordinate and provide services to families and children. 

Support a coordinating task force 

· Multi-sectoral and vertical representation.
· Clear Terms of Reference.
· Formalize referral network, process and tools for follow-up (formal agreement between the providers and the task force).
Plan for children in place (identification, assessment and prioritizing) with a Costed National Plan of Action

· Community plan developed by Task Force.
· Care plan for child in context of family.
· Continuous information on coordination of care.
· Making sure that the coordinating structures are aware of and up-dated on resources.

Dissemination of information on an ongoing basis to families, children and communities so that they know what is available and how to access it. 


Supportive supervision and monitoring

· At least one supportive adult volunteer for every household. 

· Volunteers trained and able to provide regular supportive visits to families and to coordinate services and follow up referrals as needed.
· Mechanism for families and children to be  able to safely provide feedback on care received.



FOOD AND NUTRITION

Food and nutrition services have the desired outcome of enhancing nutritional status and preventing deaths due to malnutrition among vulnerable children. Programs aim to ensure that vulnerable children have similar nutritional resources as other children in their communities. Conceived of as a time-limited strategy, these programs should aim to leverage other partners and identify more sustainable solutions. Depending on the context, the range of services that might be provided includes: 1) child level: nutritional assessment and counseling, supplementary feeding, links to other health and nutrition interventions, 2) caregiver/family level: training on nutrition, diet and food preparation, 3) community level: community-based strategies to support vulnerable children including gardens, feeding programs etc., and 4) systems level: policy development, regional and national coordination, technical assistance to the food industry and advocacy.  

DESIRED OUTCOME for Coordination of Care provided by PEPFAR recipients in Ethiopia: Food security: Ensuring that enough food is available for the child to eat regularly throughout the year for a healthy and active life.
DIMENSIONS OF QUALITY MATRIX:  Food and nutrition

	Dimensions of Quality 
	Quality Characteristics for education services

	Safety
	Fresh, unexpired, and edible food; Potable water; Free from chemicals (no pesticides used); Avoid child labor exploitation during food collection (In Ethiopian case, for food and nutrition provision, children are expected to travel long distance to get food aid and are also expected to carry it by themselves); Encourage caretakers to exercise better food sharing practices; Safe distribution of food; Good sanitation (Hand wash exercise before and after meal); Stable food; Safe food preparation and handling.

	Access/Reach
	OVC have to get food nearby rather than traveling long distance to get food; Has to be available throughout the year; Encouraging exclusive breast feeding (up to six month); Devising coping mechanisms during bad times (Eating unusual food during disaster time rather than expecting standard food products. For example, in most parts of Ethiopia rice is not eaten regularly. However, during a difficult time, consumption of rice should be encouraged); Improving transportation and infrastructural facilities; Availability of potable water with in a short distance.

	Effectiveness
	Increased awareness and practice for child, family/caregivers and community on the value of food and nutrition; Skill development in food production, preparation and handling; Ensure that OVC have access to food (they should be ultimate beneficiaries. In Ethiopian culture, children have meal after adults are served.)

	Technical Performance
	Awareness for community members on supplementary feeding, identification of cases for referral; It should ensure community based screening and referral of malnourished children (for moderate malnutrition at community level may be difficult); Qualify where the community will refer the children; Innovativeness and learning from best practices; Capacity building for service givers on nutrition provision.

Local resource mobilization; Capacity building should be through out the year.

	Efficiency
	Enhancing local agricultural production knowledge; Maximizing local markets; Mainstreaming food and nutrition aspect in all service areas;

Proper food management and storage to use it for a long period of time;

Caregivers should be sensitive to the food need of children/OVC;

Food has to be distributed fairly (OVC have to come first);

Prioritizing the neediest OVC.  

	Continuity 
	Family should be encouraged to produce twice in a year using alternative agricultural technology (like irrigation) to ensure availability of food through out the year; Diversification of food source; Integrating with other income generating activities so that OVC/ caregivers have enough income to buy food; Ensure absence of food supply gap through out the year; Food storage for bad times; OVC themselves should be trained to have skill on food production and preparation in the absence of the caregivers; Building resilience of the caregivers against hunger and disaster.

	Compassionate Relations
	Let the community decide by themselves what and when to eat after they are informed well on the need of nutrition for child/OVC; Shouldn’t disturb the normal life of the community; It shouldn’t create stigma during food and nutrition provision for OVC; Food should be provided with respect, dignity and care; Responsive to culture (should be accepted in the community); Community members should care for these OVC with love and respect.

	Appropriateness

(Relevance)
	The service should be provided at household level; It should be age and need specific; It should discourage dependency; Culturally sensitive and responsive; Training should be given in local languages.

	Participation 
	OVC and caregivers have to participate in decisions that affect their lives.

Participation of all stakeholders at all levels; Distribution of food based on the actual need of OVC in the home.

	Sustainability
	Linking with other stakeholders, economic sectors and government systems; Should be integrated into school system (Example, vegetable production at school compound.); Capitalizing on the existing best practices of agricultural production in the community. Work on changing some of the nutritional cultural norms in the community (some groups of the community will not eat seafood during fasting times, which is essential for child health development); Community should own and run the program by themselves; Strong community participation including contribution of cash.


DRAFT STANDARD FOR FOOD AND NUTRITION

	Guidelines for food and nutrition

	Desired Outcome: Ensuring that enough food is available for the child to eat regularly throughout the year for a healthy and active life.


	Major Activities to achieve outcome:
· Identification of OVC and targeting of the neediest ones identified by the community members.

· Training on food production (livestock and crop production) and input provision.

· Training on nutrition (balanced diet, food preparation, preservation, handling and exclusive breast feeding.)

· Advocacy work and networking with government offices and potential stakeholders.

· Conducting context based nutritional assessment.

· Training community health agents/volunteers on basics of malnutrition diagnosis and referral system.

· Food support for direct beneficiary regularly on temporarily basis.

· Identifying and engaging other stakeholders to strengthen linkages and referral systems. 


	Critical Minimum Activities (cross-check with dimensions of quality)

· Training and education on nutrition and food handling.

· Identifying and engaging other stakeholders to strengthen linkages and referral systems.

· Food provision for critical malnourished OVC whenever possible.

· Linkages and referrals to emergency feeding center whenever possible.

· Identify most vulnerable OVC and their caregivers.

· Establishing some tracking and monitoring system in delivering the food to the child.

· Monitoring the progress of nutritional status of OVC.

· Encouraging exclusive breast feeding and safe complementary feeding practices.

· Community capacity building.   
Type of standard:  Guidelines



	How should these activities be carried out? (This is the content of your standard which may vary by organization).
Resource mobilization

· Identifying and engaging potential stakeholders.

· Discuss general situations of OVC with these stakeholders, identify and prioritize the existing problems.

· Discuss the response of the community and various stakeholders in the past to the need of OVC and identify the unmet gaps.

· Identify the possible solutions with the stakeholders to fill these gaps.

· Work on service and resource mapping to start resource mobilization to fill the unmet gaps.

Training and Capacity building

· Setting screening criteria for OVC and their caregivers
· Identification of OVC and their caregivers.

· Target OVC and their caregivers for various trainings based on their needs, the resource at hand and the magnitude of the problem.

· Conduct training for these OVC and their caregivers on sanitation, food production, preparation and preservation using the local languages.

· Training for volunteers on basic malnutrition diagnosis and referral systems. 

· Trainees develop action plan for future follow-up and implementation of the skill and awareness they get during the training. 

Support delivery

· Following the training, provision of agricultural inputs to the targeted OVC caregivers based on their needs.

· Identify potential feeding centers and create referral systems with these emergency feeding centers.

· Encouraging exclusive breast feeding.

Monitoring and Evaluation

· Using developed action plan as one of the monitoring means during the actual implementation.

· Develop OVC and caregiver profiles as the baseline to measure impacts in the future.

· Establishing some tracking and monitoring systems in delivering the food to the OVC.

· Monitoring the progress of the nutritional status of OVC.


LEGAL PROTECTION

Protection services have the desired outcomes of reducing stigma and social neglect as well as insuring access to basic rights and services, and protecting children from abuse and exploitation.  Depending on the context the range of services that might be provided includes: 1) child level: assist with birth registration and inheritance claims, prevent sibling separations, remove children from abusive situations, 2) caregiver/family level: support parenting and care-giving responsibilities, assist with access to available services, and 3) community level: support Child Protection Committees, train members of the community to identify and assist children in need of assistance; 4) systems level: legal and policy development, social marketing campaigns to support values that protect children.  

DESIRED OUTCOME for Protection/Legal Support provided by PEPFAR recipients in Ethiopia: Ensure that a child receives legal information and access to legal services as needed, including birth registration and property inheritance plan.
DIMENSIONS OF QUALITY MATRIX:  Legal Protection

	Dimensions of Quality
	Quality Characteristics



	Safety
	Reporting mechanism protects the identity of the person reporting (to reduce the chances of retribution); the records, information and files in the police station, public prosecutor office and the Court be confidential

Privacy of the child protected by the media

	Access
	Affordable or free; Strong referral network between stakeholders; Child-friendly services and information (easily understandable); Proactive services that go to the child (instead of the child having to go to them);

Service mapping to identify legal service providers;

Information about the service both electronic and print to be available  in schools, kebele, media etc.

	Effectiveness
	Information and advice is relevant and accurate; OVC have timely access to legal assistance (i.e. before the issue becomes too serious); OVC issues are followed-up to see what has happened/ if more advice is needed; OVC are represented in court; Legal issues resolved according to the law and where the law does not protect OVC, advocate for change; OVC and caregivers learn/trained to identify when they have a legal problem and how to access assistance



	Technical Performance
	Service providers sensitized to OVC  rights and needs; Legal advice is accurate and appropriate to the child or caregivers level of understanding; Legal issues of OVC resolved – follow-up to ensure successful conclusion;

Legal and enforcement institutions, NGOs, CBOs and local government establish formal referral systems.



	Efficiency
	Information accessible and available to OVC when needed; OVC or caregivers know when to access information or ask for legal help; OVC’s legal problems are resolved quickly with appropriate follow-up;

Comprehensive service given, i.e. children are referred to other services that they need; Referral, reporting systems and networks established for easy acquisition of evidence for speedy trial.

	Continuity 
	Legal assistance and follow-up is undertaken by the same person and child is not passed from person to person;

Follow-up is documented and efficient so that legal problems are resolved quickly; Education about the law, the standard, and reporting mechanisms are given to OVC and caregivers.

	Compassionate Relations
	OVC are dealt with sensitively and are listened to; OVC are represented in court or in negotiations where they need it; Child-friendly courts (especially for taking evidence in abuse cases).

	Appropriateness
	Information and services are child-friendly and accessible and age appropriate and relevant

	Participation 
	Children and their caregivers are listened to and involved in solving their legal problems;  They are not excluded but informed; Through education about the law and legal system, children and their caregivers are empowered to identify when they have a legal issue and how it should be resolved and who to look to for assistance; Community participates through protecting children from abuse, reporting abuses, resolving issues out of court where appropriate and helping children to access legal help; Government participates through Child Protection Units (CPU) and Child Rights Committees.

	Sustainability
	Community ownership and awareness about children’s rights, the legal system in Ethiopia and access to services;

Strengthen Child Rights Clubs and Committees and CPUs; Change laws that impact unfairly on children;

Establish and strengthen referral networks.


DRAFT STANDARD FOR LEGAL PROTECTION
	Service: Legal



	Desired Outcome: Ensure that a child receives legal information and access to legal services as needed, including birth registration and property inheritance plans. 


	Major Activities to achieve outcome (list or flow chart)

· Mapping of legal service providers and stakeholders.
· Provision of education and awareness raising in the community, in the schools, about child-related laws and child rights.
· Provision of information (for example in brochures and newsletters) on common legal issues and what to do and widely distribute systematically to reach as many audiences.
· Advocate and network with Government and stakeholders for the change of laws that are not fair to children or for the enforcement of laws that protect children.
· Capacity building of stakeholders, particularly sensitizing police, judges Child Rights Clubs and Child Rights Committees to the needs of children and how to compassionately assist them.


	Critical Minimum Activities: (cross-check with dimensions of quality)

· Identify and verify legal services available in the community, including Child Rights Committees, NGOs, CPUs etc (mapping)’

· Community education and awareness raising on child-related laws and child rights.

· Identify especially vulnerable children and their caregivers and visit regularly.

· Refer and link OVC and their caregivers with appropriate legal services when required.
· Establish tracking and monitoring system for OVC identified to have a legal problem to ensure proper follow-up.
· Sensitize the media to inform the public about the rights and needs of OVC.
Which type of standard is most appropriate? (please check one)

___Guideline     ___Protocol     _X__Checklist   


	How should these activities be carried out? (This is the content of your standard which may vary by organization).



HEALTH SERVICES

Health Care services have the desired outcome of meeting the health needs of children according to their age, providing primary care, immunization, treatment for children when they are sick, ongoing treatment for HIV positive children, and HIV prevention.  Depending on the context, the range of services that might be provided includes: 1) caregiver/family level: teach caregivers to effectively monitor health and seek care appropriately, involve caretakers in HIV/AIDS prevention education and 2) community: train providers of HIV/AIDS care, including community volunteers, to refer children in family/household for health and social services as appropriate, and 3) systems level:  policy development to insure access and service delivery model that meets needs of vulnerable children.

DESIRED OUTCOME for health care provided by PEPFAR recipients in Ethiopia:  Ensure that a child/youth has access to health services, including HIV prevention, care, and treatment. 

DIMENSIONS OF QUALITY MATRIX:  Access to Health Services

	Dimensions of Quality 
	Quality Characteristics for Access to Health Services

	Safety
	Confidentiality; Ensure referrals are to quality health services;

Ensure health facilities have continual supply of needed drugs.  

	Access/Reach

	Identify local health care services; Provide/facilitate transportation; Cover fees; Facilitate free medication certificate and strengthen Home-Based Care (HBC) service papers. Facilitate access to Kebele Identification cards – government resources used; Network of local referral services. Strengthening community based services.

	Effectiveness
	Child is recovered, health seeking awareness increased, preventative health -seeking behaviors; Follow-up of referrals; OVC remain healthy. Ill children recover or manage illness/sickness.

	Technical Performance
	Service providers are sensitized to children’s needs and holistic approach to continue follow up; Skills of service providers appropriate to the child. Service providers are serving the child on the basis of the required guideline; OVC and caregivers demonstrate health-seeking behavior;

Service providers/health facilities establish formal referral system between health facilities, NGOs, and CBOs. 

	Efficiency
	Comprehensive approach and services in health facilities; Timely seeking of health services and care; Annual health screening; Continuous access to necessary drugs and consistency in referring; Documented referrals and follow ups. 

	Continuity 
	Must insure ongoing access to ART; Complete full course of medication and maintain ARV adherence; Referrals to the same health facility and doctor; Follow up of referrals; HIV prevention is a continuous message.

	Compassionate Relations
	Sensitive, child friendly; Observant volunteers/care givers who listen and recognize needs; NGO and CBO shared record referrals and follow-ups.

	Appropriateness

(Relevance)
	Health care and medication are age-appropriate (including HIV prevention education); Relevant and need based (on the basis of diagnosis).

	Participation 
	Listen, observe the child; Ensure caregivers, CBOs, and children are actively involved in health education.  

	Sustainability
	Community ownership; health education; prevention activities; strengthening referral linkages; functioning referral systems; empowered caregivers to seek health service; Government should be increasingly giving resources and improving system to cover OVC; Establish and strengthen health networks; Involve civil society & private health facilities, improve the quality of health care.


DRAFT STANDARD FOR ACCESS TO HEALTH SERVICES

	Checklist for Access to Health Care

	Desired Outcome:  Ensure that a child/youth has access to health services, including HIV prevention, care and treatment.

	Major Activities to achieve outcome:

· Community service mapping of health facilities (public, private) and services.

· Establish referral linkages.

· Cover fees, drugs, transportation, facilitating free medication papers.

· Training caregivers and volunteers on basic health care, hygiene, VCT, ART adherence. HIV/AIDS prevention education and referral as needed to children and community members. Refresher training needed for health messaging around HIV/STI/RH including gender issues, gender-based violence, and alcohol use. 

· Water and sanitation service.

· Health education to volunteers on HIV/AIDS and personal hygiene, water and sanitation. Provide health care education including Sexual and Reproductive Health (SRH) for youth aged 14 and up. 

· Regular home visits. 

· Referral for rape/child abuse/emotional problems, holistic care and follow up. 

· Follow up of all referrals. 

· Document the health status of children through an initial health screening when possible. 

· Community sensitization of health issue-MCH, STI, OVC, HIV/AIDS.

· Community resource mobilization. 

	Critical Minimum Activities (cross-check with dimensions of quality)

· Identify and verify the health services (including health education) available in the community.

· Ensure formal referral systems exist and beneficiaries receive Kebele IDs and are reimbursed for medical fees.   

· Regular monitoring/home visits so that all children (especially Child-Headed Households) have adult interaction.

· Basic age-appropriate health education. Ensuring that children receive HIV/AIDS education either directly from the CBO or through another partner, church, community.

· Training care givers/volunteers on a comprehensive range of health issues: hygiene, ART issues, IMAI, nutrition.  
Type of standard:  Checklist


	How should these activities be carried out? (This is the content of your standard which may vary by organization).


Shelter and Care

Shelter and care services have the aim of ensuring that no child goes without shelter, clothing, access to clean safe water or basic personal hygiene, and that children have at least one adult who provides them with love and support. Depending on the context the range of services that might be provided includes: 1) child level:  identification of potential caregivers prior to parent death, reintegration of children in institutional care, transitional care, support of youth-headed households, 2) caregiver/family level: assist with reunification to take children off streets, referral to programs that provide incentives for adoption and foster care, 3) community level:  support family-based care with home visitors and other strategies, develop innovative community alternatives when family-based care is not an option; and 4) system level: policy development, regional and national coordination, education anti-stigma efforts, monitor institutional care when needed.

	Dimensions of Quality
	Quality Characteristics

	Safety
	· Ensure children to be off the street and have shelter 

· Ensure the shelter is environmentally safe dry with ventilation ,clothing , to community standards 

· Ensure children have appropriate adult supervision

· Ensure shelter to be free from risk of any abuse and violation of child rights 

	Access
	· Shelter provided to children  in their preferred areas 

· Near basic service facilities 

· Advocacy for shelter provision by linking children with kebele and caretakers 

	Effectiveness
	· Warm ,dry ,clean ,shelter 

· Children having affordable and safe homes  in their own localities

	Technical Performance
	· Build the capacity of stakeholders on networking and advocacy skills on children rights and equity 

· Community mobilization skill 

	Efficiency
	· Make shelter livable 

· Enhancing local community response for OVC needs(shelter) 

· Develop caretakers sense of responsibility for OVC care and support 

	Continuity 
	· Reunification /reintegration of OVC with relatives 

· Community resource mobilization 

· Advocacy

· Strengthening indigenous family relationship  

	Compassionate Relations
	· Ensure children don’t encounter domestic violence ,abuse 

· Establish confident and responsive relation with caretaker

· Create an environment where children live and express  their feeling, ideas freely etc

· Ensure children get love and affection from their caretakers;

	Appropriateness
	· Assess the needs of OVC

· Based on consent of OVC

· Gender sensitive and priority for female children   

· Responsive to the existing community’s style of living 

	Participation 
	· Ensuring activities are carried out with the consent of the OVC 

· Ensure involvement of children ,communities , key local stakeholders like idirs  in decision-making processes

	Sustainability
	· Strengthen indigenous family relationship and ties;

· Initiate the  local  communities and  other stakeholders to involve in the provision and support of safe and environmentally sound shelter to OVC;

· Encourages  organizations  working on children and family reunification 

· Promote  birth registration activities and succession planning;




DRAFT STANDARD FOR SHELTER & CARE
	Service: Shelter


	Desired Outcome:  Each child has a warm, safe and environmentally sound place to live including clothing.



	Major Activities to achieve outcome (list or flow chart)

· Assess the needs

· Mobilize the community on OVC needs

· Link with kebele administration to get home for OVC and their caretakers 

· Link with legal institution there by OVC to get /inherit families home and other items 
·  Sensitize community ,  line government Officers and other stakeholders on  child  right and advocacy 

· Link with local community structure so that OVC able to access home which is warm ,safe and meet the local standards  

· Provision of short term shelter for abandoned ,street children 

· Advocacy and Networking   

· Child reunification and family reintegration 

· Birth Registration 

· Community Mobilization 



	Critical Minimum Activities: (cross-check with dimensions of quality)

· Identify (assess the need)

· Ensure safe and warm living place for OVC 

· Visit the child at home to assure basic service with relevant stakeholders 

· Linkage and advocacy on shelter needs 

Which type of standard is most appropriate? (please check one)

___Guideline     ___Protocol     _√__Checklist   


	How should these activities be carried out?(This is the content of your standard which may vary by organization).



Appendix 1

Quality Assurance Concepts

Quality Care for Vulnerable Children

….“ the degree to which the cluster of services provided to children, families and communities maximizes benefits and minimizes risks, so that children may grow and develop.  Quality care implies the correct mix of services for each child, family and community, and is offered based on current best practices and indigenous and expert knowledge.  Children, families and communities play a leadership role in decisions about the care and services they receive.”
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DIMENSIONS OF QUALITY

	Dimensions 
of Quality 
	 Definition

	Safety
	The degree to which risks related to care are minimized.  Do no harm.

	Access
	The lack of geographic, economic, social, cultural, organizational, or linguistic barriers to services.

	Effectiveness
	The degree to which desired results or outcomes are achieved. 

	Technical Performance
	The degree to which tasks are carried out in accord with program standards and current professional practice.

	Efficiency
	The extent to which resources needed to achieve the desired results are minimized and the reach and impact of programs are maximized.

	Continuity 
	The delivery of ongoing and consistent care as needed including timely referrals and effective communication among providers.

	Compassionate Relations
	The establishment of trust, respect, confidentiality, and responsiveness achieved through ethical practice, effective communication and appropriate socio-emotional interactions.

	Appropriateness
	The adaptation of services and overall care to needs or circumstances based on gender, age, disability, community context, culture or socio-economic factors.

	Participation 
	The participation of caregivers, communities, and children themselves in the design and delivery of services and in decision-making regarding their own care.

	Sustainability
	The service is designed in a way that it could be maintained at the community level, in terms of direction and management as well as procuring resources, in the foreseeable future.


Appendix 2 --Forms 
Dimensions of Quality Matrix
Service:
Desired Outcome:_________________________________________________

	Dimensions of Quality
	Quality Characteristics



	Safety
	

	Access
	

	Effectiveness
	

	Technical Performance
	

	Efficiency
	

	Continuity 
	

	Compassionate Relations
	

	Appropriateness
	

	Participation 
	

	Sustainability
	


WORKSHEET FOR DEVELOPMENT OF STANDARDS

	Service: 



	Desired Outcome:



	Major Activities to achieve outcome (list or flow chart)



	Critical Minimum Activities: (cross-check with dimensions of quality)

Which type of standard is most appropriate? (please check one)

___Guideline     ___Protocol     ___Checklist   


	How should these activities be carried out?(This is the content of your standard which may vary by organization).



Resources:

Quality Programs for Orphans and Vulnerable Children: A Facilitator’s Guide to Establishing Service Standards.  DRAFT – January 31, 2007.  Prepared by: Lori DiPrete Brown. Contributors: Jane Calder, Renee Demarco,  David Nicholas, Florence Nyangara, Sujata Rana, Lucy Steinitz, Benson Tuhwezeine, Dee Dee Yates.  

Pre- Quality workshop Information Report, Desired Outcomes for Orphans and Vulnerable Children (OVC) Programs Implemented by PEPFAR Partners in Ethiopia.  Florence Nyangara, Ph.D.,  MEASURE Evaluation.

PowerPoint Presentation:  Quality Programs for Vulnerable Children:
Establishing Service Standards in Ethiopia.  Lori DiPrete Brown, MSPH

UW Center for Global Health, Senior Quality Advisor, URC. Consultant, PACT.  To request an electronic copy of the presentation please e-mail Lori DiPrete Brown at kfldbrown@aol.c
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