Coping HIV Child-Headed families to care of orphaned and vulnerable children of HIV/AIDS 
in Dindigul District, Tamil Nadu State, India
VISION

MEERA FOUNDATION has a vision of people in the rural areas of Dindigul District accessing basic health services and living healthy, productive lives. MEERA engages in multiple outreach programmes that respond to the impact of HIV/AIDS on rural communities in Dindigul District, Tamil Nadu State, India.
OVERVIEW

When surveillance systems in the southern Indian state of Tamil Nadu, home to some 62 million people, showed that HIV infection rates among pregnant women were rising - tripling to 1.25% between 1995 and 1997 - the State Government acted decisively. Funding for the Tamil Nadu State AIDS Control Society (TANSACS), which had been set up in 1994, was significantly increased. Along with non-governmental organisations and other partners, TANSACS developed an active AIDS prevention campaign. This included hiring a leading international advertising agency to promote condom use for risky sex in a humorous way, without offending the many people who do not engage in risky behaviour. The campaign also attacked the ignorance and stigma associated with HIV infection.  

The HIV prevalence at antenatal clinics in Tamil Nadu was 0.25% in 2006, though several districts still have much higher rates. The general population survey of 2005-2006 found a rate of 0.34% across the state. Prevalence among injecting drug users was 24.20% in 2006 - the highest of all states and union territories.

Many children who are born HIV positive, need treatment if they are not going to rapidly develop AIDS and die. 

The effect on children has been devastating and it is estimated in Dindigul District that there are as many as 135 children infected and 400 children affected by HIV/AIDS living in the area. There are few services available to help these children and the number of young orphaned children living alone has increased dramatically. The existing home-based care network will be expanded and a team of trained area coordinators, home-based carers and a qualified social worker will conduct household assessments, provide emergency assistance, help children to access government grants and financial support and provide children with ongoing psycho social support. The presence of this targeted intervention for orphaned children will help to strengthen the communities’ capacity to care for them.

WHAT WE LIKE ABOUT THIS PROJECT

· This project expands MEERA’s existing, successful HIV/AIDS services in highly vulnerable, under-resourced communities.The establishment of a targeted child-headed household support programme can help to create a more supportive community environment for orphaned and vulnerable children through advocacy, education and mobilisation. 
· The project aims to strengthen the capacity of child-headed families by providing for emergency relief, economic, psycho social and other ongoing support. The emergency relief will mitigate threats to their basic survival and regular monitoring will help mitigate threats to their security, preventing exploitation and abuse. 
· The MEERA home-based carers and social worker will help these children to access essential services including education, health care, birth registration and social grants. 

EXPECTED LIFE CHANGE

An implementation over one year will enable MEERA to establish its Child-Headed-Household Support Programme in the communities where it operates. No such services exist in an area where there are estimated 135 infected and 400 affected children, many of whom are not fostered in the community.

· This excludes the benefits to the communities in the building of capacity to care well for vulnerable children. This project has breadth depth, intensity and permanence in its positive impact on the physical, emotional, psycho social, economic and social aspects of the beneficiaries lives and to improve access of medical care.
NEED

Improving testing and treatment for children

While a reduction in the rate of mother-to-child-transmission (MEERA is doing it currently with Govt. grant support in same area) would decrease the need for paediatric treatment, there is not going to be a time in the foreseeable future when there are no children living with HIV. As long as this is the case, testing and treatment facilities for children need to be improved, and ARVs that can be used in children need to be made much more widely available. 

Progress is partly dependent on general improvements in the health systems. In this area, lack the resources and capacity needed to help children living with HIV, and suffer from a shortage of healthcare workers that are trained to test and treat children. Health systems are so poor that few children living with HIV are even being provided with cheap antibiotics such as cotrimoxazole, which could fend off illness and potentially save lives. Due to its low cost, the provision of cotrimoxazole is one of the most obvious and immediate ways in which illness and death could be reduced among children with HIV in resource-poor area. 

There is also a need for greater access into, and development of, ARVs that can be used in children. The development of cheaper, simplified drug formulations, fixed-dose combination tablets and low-cost generic versions of ARVs suitable for children would all have immense benefits. Even the paediatric drugs that are currently available are simply not reaching enough children, so government, international organisations and NGOs need to focus on achieving much wider treatment coverage. 

Nutritional support whilst on HIV treatment

Malnutrition is common in children living with HIV in developing countries, and is a major cause of death. Ideally, children living with HIV who are asymptomatic need to consume 10% more calories than other children of their age and sex. Children who are symptomatic, or recovering from acute infections, need to consume 20-30% more calories than other children.  

If a child is suffering from malnutrition, it is recommended that they receive treatment to stabilize their condition before HAART is started. In poorer areas, however, this is not always possible. Even where it is possible to treat malnutrition, recovery from this condition is likely to be slow and limited in HIV-positive children. If a child has not been cured of malnutrition after six to eight weeks of special feeding or appropriate treatment, it may be decided that HAART should be started despite their condition. 

In the opposite situation, where a child experiences rapid weight gain as a result of ARVs, nutrition also needs to be monitored carefully. As a child’s weight changes, so does the recommended dosage of ARVs that they require, so drug doses need to be constantly reviewed.  

If these improvements are made, the problems of HIV and AIDS among children could potentially be minimised. At present, though, progress is not happening fast enough. Greater advocacy, funding and effort will be required if the challenges surrounding HIV treatment for children are to be overcome. 
In many instances, these children are isolated and their living conditions are not overseen by caring adults. In this very rural area, support for child-headed families is dependent on assistance being given where they stay. Dire poverty affects children’s chances at survival and the lack of adult care makes them highly vulnerable to abuse. Older siblings often drop out of school because they are overwhelmed by the need to support younger family members.

STRATEGY

· Identify child-headed households in the area and create a database. 
· Conduct an assessment of children living in child-headed household each year to identify their most urgent needs and ongoing needs for support. 
· Provide emergency assistance, including food, clothing, school fees and uniforms and respond to their medical needs. 
· Assist children living in child-headed households to access financial support through appropriate government grants. 
· Provide ongoing psycho social support to children including bereavement counselling. 
· Ongoing monitoring of the child-headed households in the programme and the building of community capacity to care for them through advocacy. 

ACTION PLAN

Preparation

MEERA’s volunteers, front line workers and co-ordinators will be expanded and mobilised to identify and assess child-headed households. Each year, 120 of the most vulnerable of these families will be selected for inclusion in the programme.

Implementation

Child-headed households will be visited regularly by their home-based carer. A needs-specific support plan will be devised and implemented for each household. Interventions include emergency relief, food security, accessing schools, attending to medical needs and accessing social grants so that the households can ‘graduate’ from emergency relief.

Monitoring

MEERA has an effective monthly reporting system that includes records of all home visits and interventions. Area co-ordinators monitor the home-based carers on an ongoing basis. MEERA compiles monthly reports on all activities.

RISK PROFILE

Key Strengths

· Concept: The idea of expanding home-based care services to support the children in child-headed homes ensures that the organisation provides its communities with more intensive HIV/AIDS related services. It is known that targeted child-headed household support programme can enhance the safety and well-being of infected and affected children by HIV/AIDS in their communities. The programme has potential to build capacity in the community to properly secure and care for the increasing numbers of orphans in their villages. 
· Design: The expansion of the existing, familiar and accepted home-based care to include the monitoring and support of child-headed households has the benefit of drawing on well-established community relationships and support to underpin the programme. The Child-Headed Home Support programme aims at meeting children’s educational, nutritional, medical, psycho social and economic needs in the short-term and building their self-reliance in the longer term. 
· Capability: MEERA has committed, focused, skilled leadership well-supported by an active, diverse and involved Executive Committee (5 women trustees). MEERA has demonstrated its depth and expertise in delivering effective health care services in the communities in which it operates. 
· Control: The organisation has established systems in place for proper management, reporting and regular external auditing of its finances. 
· Sustainability: The organisation and its services are well-established and valued in its communities. There is strong anecdotal evidence that the organisation makes a lasting positive impact in the lives of their beneficiaries through their HIV/AIDS related programmes. 

Key Risks

· Capability: MEERA is highly dependent on a key individual to drive the organisation and the implementation of a succession plan is required to mitigate the risks associated with this dependency. MEERA is a voluntary association and in the main, draws on the expertise and involvement of a number of committed individuals on its project committee. 
· Sustainability: Once data collection has been done, it may show that the three year project is not to scale and expansion will be required to meet actual needs of the child-headed homes. Any organisation working to support children due to HIV/AIDS is challenged by the fact that they will have to sustain themselves over the long term to keep meeting the needs of increasing numbers of children. MEERA will have to secure ongoing funding to sustain this programme into the future. 
BUDGET PROPOSED
	Education:

Fees

Books, Uniform, Shoes 
	45$ x 75 children

23$ x 75 children
	      3375

      1725 

	Nutrition
	15$x12x 135 children 
	    24300 

	Childcare training                     
	7$ x 300 parentsx2      
	      4200  

	Playing materials 
	12$ x 75 children 
	        900 

	Kitchen garden 
	12$ x 75 houses 
	        900 

	Goat for grandmothers
Bicycles for students 
	90$ x 100 mothers
70$ x 50
	      9000 
      3500

	Total                                                          
	
	    48200

	
	
	

	
	
	

	
	
	


M.RAJA MOHAMED

Executive Director

MEERA FOUNDATION

7-A, E.B.Colony

Near Raja Rajeswari Hospital

DINDIGUL-624003

Tamil Nadu, India

E mail : meerafound@gmail.com, meerafound@rediffmail.com
Hi,

I wanted to ask you to make a donation on my fundraising page, "SELVARANI", on GlobalGiving.org. By supporting my fundraising you can help make a real difference today to a worthwhile charity project that means a lot to me.

15$ Nutrition for a child - one month

5$ Medical check up x 4 times in a year

45$ School fees for child

23$ Books and Uniform for a child

You can find the link to my fundraising page at: http://www.globalgiving.org/dy/fundraiser/prevfund/gg.html?regid=3515
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