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Thanks to Irish Government, UN Cosponsors, organizers, participants

There are 15 million children around the world who have lost one or both parents to AIDS

Nearly 12 million of them are in Africa.

Not long ago, these children were the invisible face of the AIDS epidemic.

Not only were their faces rarely seen where AIDS was discussed and plans were made, but data and evidence were missing about who they are, what they need and how the rest of us have helped them or failed to help.
But we are here today with the positive and promising message that not only do the authorities increasingly see and hear these children, but at last we have some solid  evidence about them and their situation.

Thanks to the focused work of the Interagency Task Team on Children and AIDS, to the Joint Learning Initiative, to UNAIDS, to my own organization UNICEF and many others, we now know a lot about children affected by AIDS.

The JLICA summary paper is in your folders.  It and the IATT summary will be presented by the next speakers. Also in your folders is a paper entitled “Synthesis of Evidence” where we have attempted to summarize new data from all sources as the basis for action.  I urge you to review and share these important studies.

While once missing in the international response, children who lost a parent, or are otherwise affected by AIDS have NOT been invisible to their own families and communities.  
More than 90 percent of them are living in a family with a surviving parent or relative.  In Zimbabwe, 98% of children who have lost one or both parents are living in a family setting.
We also know that partners such as the United States, United Kingdom and Irish Governments have invested AIDS resources in helping children affected by AIDS and their families.   Virtually everyone in the room represents an organization or government which is now responding to the needs of AIDS-affected and other vulnerable children.
What else do we know?  We know that the caregivers are predominantly female, some of them are children themselves, and an estimated 1 million of them are elderly.  

And we know that children living in parent or grandparent headed households have less need for outside psychosocial support.

But we also know that analysis of several high-prevalence countries show that only 15 percent of these households caring for an AIDS-affected child are getting any kind of outside assistance at all to help them deal with this burden.

Ladies and Gentlemen

It is almost a cliché to say that AIDS has had a huge impact on all aspects of society.  And it has brought to light, exposed, and aggravated many of the vulnerabilities of those nations and communities hardest hit.
Scaling up toward the goal we all share of universal access to testing, prevention, care, and treatment of HIV has revealed chronic weaknesses in health systems.   PMTCT and paediatric treatment, for example, cannot reach everyone in need unless they are an integral part of functioning primary health care for mothers and newborns. 

Likewise, scaling up help to children affected by AIDS is hampered by poorly developed and poorly functioning or even non-existent national child welfare systems.

In communities with widespread poverty and high HIV prevalence, there is a huge overlap, the studies show 70-80% overlap,  between children vulnerable because of AIDS and children vulnerable for other causes.
Thus, in these communities, singling out “AIDS orphans” is not only stigmatizing, it is virtually impossible.  Where AIDS intersects with extreme poverty, with conflict and with high dependency ratios, helping all vulnerable children looks like a wise and cost-effective strategy for reaching those affected by AIDS.

There is no question that a child who is HIV+ or whose parents are HIV+ has special needs.  Nonetheless, the MACRO/Futures analysis of 37 potential indicators of  vulnerability drawn from population based surveys showed that the markers which most consistently correlated with vulnerability were not AIDS or orphanhood, but asset ownership, household wealth status and education level of adults in the household.

This finding has several practical consequences.  It means that our interventions, which are part of the global fight against AIDS need to be AIDS-driven, but not AIDS exclusive.  
It means that if an orphaned niece is taken in by her poverty-stricken aunt and uncle, it would be a mistake to provide help only for the niece and ignore the other children and priority needs of the family as a whole.  And if all of the neighbors are equally poor, helping only those families affected by AIDS likewise makes little sense.
What sort of help does the most good?

We now have evidence to support that usual hypothesis of social scientists, “It depends.”

Let’s look at school attendance.  In countries where school attendance overall is high, orphans and non-orphans, girls and boys attend school in almost the same ratios.  

But in countries where a large percentage of school-age children are out of school, orphans are even less likely than non-orphans to be in school.  And girls in AIDS-affected households are even less likely than boys in those households or girls unaffected by AIDS to be in school.

And then there is Cote D’Ivoire, where across all demographic subgroups, orphans are MORE likely to be in school than non-orphans, possibly because they have been moved to cities or to relatives in areas free from conflict where schools are functioning.

Are orphans or AIDS-affected kids more likely to engage in risky behaviours which lead to HIV infection?  Again, it depends.  Our evidence shows orphaned girls living outside of family care are more likely to have sex at an early age.  Those living in families are not.

And perhaps the most vexing question for those of us here:  How do we get help to those families and those communities which have shown remarkable resilience and capacity to shoulder the burden presented by AIDS affected children?

In highly affected communities, cash transfer programmes have been shown to work.  In Kenya, Zambia and Malawi, which utilize criteria of poverty, high dependence ratios and limited labour capacity to identify eligible households, cash support payments have improved children’s well-being, and approximately 70% of the households identified are directly affected by HIV or AIDS.

Strengthening the national and district level social protection systems is an essential component of universal access to care and support.   
When I visited Namibia in July, I saw a very impressive community network identifying households affected by HIV and AIDS and mobilizing the population to be tested and be AIDS-aware.  But there was no linkage to public sector service providers in the area.  None of the families was referred for a child grant application.  

Correspondingly, the district social workers and welfare services were overwhelmed with traditional tasks and seemed unaware of the testing days, HIV-positive support groups and youth activities organized at the community level by non-government organizations.

If we are to maximize our limited resources, building capacity in both the public sector and civil society is essential.  They have to be closely linked and actively promoting each other’s services.  

National governments need to set up mechanisms to subsidize established community and faith-based groups as service providers.  Governments need to set standards and priorities so that actors at the local level can support national goals and learn from the best practices of others.

And international donors need to find ways for their aid to reach families and grass roots organizations without the high transaction costs which may reduce the impact of the funds and the numbers served.  
 It goes without saying that help for children affected needs to be combined with treatment and prevention programmes for adults.  Keeping a parent HIV-free or an HIV-positive parent alive is the surest way of averting orphanhood and vulnerability of their children.  
An important study in Uganda showed that the survival rate of HIV-negative children was greatly increased once the child’s HIV-positive parent began anti-retroviral treatment.
But where parental or family care is not available, the evidence suggests that the range of options for alternative care needs to be better developed.  Fostering, is being promoted in South Africa.  And we need more evaluations, more monitoring and more government attention to alternative care options as part of increased government awareness of and responsibility for social protection of children.
The evidence suggests that we can make orphanhood, like HIV infection, asymptomatic.  We can assist children affected by AIDS to take advantage of every opportunity available to their peers.  We can address their special needs as a normal part of community, government and international response to AIDS and to child protection.  
It is my strong hope that the results of this forum will be summarized in a practical format that will be useful to policy-makers at the local, national and global level.  Thus, you have in your folders a draft communiqué.  This text will be revised in two stages.  The first will be this afternoon.  During the breakout panels at 3:45, those of you who have suggestions or want to help draft the communiqué should attend the concurrent session with Paul Delay and myself in Room ___.  The communique will be further revised to reflect the result of this afternoon’s panels.   

