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Definitions 
 
HVC (child) Children were categorized as highly vulnerable based on their characteristics and 

the demographic characteristics of the household head. A child was categorized 
as highly vulnerable if he or she met any one of the following criteria 1) any 
orphan (maternal, paternal, or double); 2) chronically ill or HIV positive; 3) 
disabled; 4) in a household where the head was a child, elderly, chronically ill, or 
disabled. 
 

HVC (household) A household with at least one vulnerable child. A child was categorized as highly 
vulnerable if he or she met any one of the following criteria: 1) any orphan 
(maternal, paternal, or double); 2) chronically ill or HIV positive; 3) disabled; 4) 
in a household where the head was a child, elderly, chronically ill, or disabled. 

  
Poor household Households were categorized as poor if their reported total food and non-food 

expenditures placed them into the lowest quintile for total weekly household 
expenditures. See the household survey for the complete list of food and non-
food expenditures. 
 

Non-poor household Households were categorized as non-poor if their reported food and non-food 
expenditures placed them into the upper four quintiles for total weekly household 
expenditures. 

  
Fully vaccinated Children were categorized as “fully vaccinated” if the caregiver reported that the 

child had received all of the age-appropriate vaccinations according to the 
routine vaccination schedule in Ethiopia. If the child only had some of the age-
appropriate vaccinations, s/he was not categorized as fully vaccinated. 
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Executive Summary 

Introduction	  
 
USAID/Ethiopia initiated its new Highly Vulnerable Children (HVC) program in 2011 with two 
components: 1) national level capacity-building and systems-strengthening and 2) regional to 
community level system-strengthening to improve sustainable, comprehensive and coordinated 
care for HVC and their families.   
 
The first component, an $8 million award, was given to UNICEF to work in the area of social 
welfare workforce expansion and strengthening. This project will focus on supporting 
development, accreditation, and roll-out of a recognized para-professional social work training 
curriculum. The national level program that advocates for the inclusion of social workers (para 
and professional) at all levels of government will be complemented by Pact’s work at 
community and regional levels.  
 
The second component is being implemented by Pact, in conjunction with FHI, ChildFund, and 
approximately 50 local implementing partners. Pact is the recipient of a $92 million, 5-year 
cooperative agreement with USAID/Ethiopia. The project was awarded in April 2011 and is 
meant to build upon previous USAID funded HVC programs, which closed by the end of 2011. 
  
The long-term vision of the program, “Yekokeb Berhan,” is to have a child-focused, social 
welfare framework in place in Ethiopia that allows all children, including highly vulnerable 
children (HVC), to thrive. The program aims to ensure that HVC and their families can access 
appropriate and high-quality services and are empowered to lead healthy, productive, and 
fulfilling lives. To this end, the goal of the program is to reduce vulnerability and increase 
resiliency among HVC and their families by strengthening systems and structures to deliver 
quality essential services. The program aims to reach 500,000 HVC throughout Ethiopia in each 
year of the 5-year implementation period. 
 
Yekokeb Berhan takes a systems approach to meet the needs of HVC that rests on four pillars: 
(1) systems, structures and frameworks that prioritize the developmental needs of children; (2) 
availability of and access to high quality services for children; (3) community structures that can 
respond to the unique needs of HVC s and their families; and (4) a learning mechanism that 
promotes evidence-based decision- and policy-making. 
 
The Center for Global Health and Development at Boston University (CGHD), in collaboration 
with Addis Ababa University School of Social Work (AAU-SSW), was asked to conduct the 
baseline survey of a five-year evaluation to measure the performance and impact of the USAID-
funded Yekokeb Berhan project. The evaluation was funded under the Project SEARCH, OVC-
CARE Project (GHH-I-00-07-00023-00), and was designed as an impact evaluation, in 
accordance with USAID’s January 2011 evaluation policy. The baseline data were collected in 
July and August 2012, and this report contains the findings of this baseline, which establishes 
benchmarks for ongoing monitoring and evaluation. 
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It is important to note that this report contains only a partial analysis of the data collected at 
baseline. The delays in approving the evaluation design (requiring the involvement of senior 
psychometricians from USAID/W to validate CGHD’s design as the most appropriate approach 
to answer the evaluation questions), and the consequent delay in obtaining IRB approval from 
the Ethiopia Ministry of Science and Technology, meant that data collection could only begin in 
mid-July, 2013. At the time of submission of this report (and the end of the Project SEARCH 
OVC-CARE Project), less than 50% of qualitative data had been translated and transcribed in 
the field, and could not be included in the analysis. 

Evaluation	  Design	  
 
The evaluation was designed through a multi-stage, consultative process with a range of 
stakeholders in Ethiopia and Washington, DC. 

 Stage 1 – a detailed literature review of lessons learned from Ethiopia’s large-scale 
social protection programs since 2004 was conducted by CGHD. 
 

 Stage 2 – a one-day stakeholder meeting was held in Addas Ababa for 34 stakeholders, 
representing 11 organizations involved in the predecessor project to Yekokeb Berhan, to 
document and understand the lessons learned from five-years of USAID programming. 

 
 Stage 3 – a two-day consultative workshop was held in Addas Ababa with stakeholders 

including USAID, UNICEF, Pact, the Ministry of Health, Ministry of Women’s Affairs, 
the HIV/AIDS Prevention and Control Office, and NGO’s working with HVC. 

 
 Stage 4 – evaluation questions were agreed upon by USAID, Pact, and CGHD. 

 
 Stage 5 – a preliminary design for the five-year evaluation was proposed by CGHD and, 

after feedback and modification, approved. 
 

 Stage 6 – evaluation instruments were developed, shared with USAID and Pact for 
feedback, modified, and approved. 

 
 Stage 7 – an RFP for a local partner to work with CGHD was developed by Pact, and 

AAU-SSW contracted by Pact to conduct the evaluation. 
 
The final design called for a prospective, observational, mixed methods approach to following 
children and households over time to measure vulnerability and outcomes based on the receipt 
of care and support services. The evaluation was designed to yield rigorous, in-depth data on 
inputs and outcomes at the child, household, and community levels.  The longitudinal design 
allows assessment of the dynamic situation of children and households throughout Ethiopia. It 
does not use experimental manipulation or the random assignment of an intervention to groups.  
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Evaluation	  Questions	  
 
Following the consultative process and rounds of feedback, seven five-year evaluation questions 
were agreed upon: 
1. Are there differences over time in child-level outcomes based on whether the child receives 

services through Yekokeb Berhan? Is there a difference in outcomes based on the intensity 
or frequency of services or care (i.e. dose response)? Are services appropriate to the child’s 
age, gender, health status, and special needs/disabilities?  

2. Are there differences over time in household- level outcomes based on whether the 
household receives Yekokeb Berhan care and support? Are there differences in outcomes 
based on the intensity or frequency of services or care?  

3. Are highly vulnerable children and families receiving care and support services? What 
percentage of highly vulnerable children and households received care and support? What 
percentage of children and households that do receive care and support are not highly 
vulnerable? What factors enable and facilitate or prevent effective targeting?  

4. What are the costs per outcome for child and household level outcomes of the Yekokeb 
Berhan care and support? Which services produce the greatest result for least cost?  

5. How have systems or community structures, including Community Care Committees, 
Implementing partners, government, the private sector, and civil society began operating as 
a result of Yekokeb Berhan? What services do they provide and are they in line with the 
Ethiopian OVC Care standards?  

6. How does the volunteer system (and the paraprofessional system) implemented by Yekokeb 
Berhan contribute to the care and support of highly vulnerable children and households?  

7. What are the changes in Implementing Partner capacity to provide and coordinate care and 
support over time? What are the changes in the capacity of communities to implement 
coordinated care over time? 

 
Baseline Study Questions 
A separate set of questions were developed for the baseline study, which again followed rounds 
of consultation, feedback and modification: 

1. What is the situation of children with regards to health, healthcare access, and 
education? Are there differences based on the child’s age, gender, health status, orphan 
and vulnerable status and special needs/disabilities or location?  

2. Are highly vulnerable children receiving care and support services? What are the 
characteristics of children that receive care and support? 

3. What is the situation of families with regards to caregiving, coping, food security and 
the economic situation?  

4. Are highly vulnerable families receiving care and support services? What are the 
characteristics of families that receive care and support? 

 
The secondary questions included the following: 

5. How are implementing partners providing and coordinating care and support?  
6. What is the capacity of communities to implement coordinated care? 
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Evaluation	  Methodology	  
 
As noted, the evaluation design called for a prospective, observational, mixed methods 
approach to following children and households over time to measure vulnerability and outcomes 
based on the receipt of care and support services.  
 
The evaluation study was conducted in 130 kebeles in 111 woredas throughout the 11 regions of 
Ethiopia. This national study will allow us to describe the situation of children and households 
throughout the country. The study sample is representative of the areas where Pact and Yekokeb 
Berhan is operational throughout Ethiopia.  
 
Teams from CGHD and AAU-SSW trained data collectors jointly, and faculty and doctoral 
candidates led field teams from AAU-SSW for actual data collection. Data were collected as 
follows: 
 

o Quantitative surveys were conducted in 3,366 households, yielding data on 8,363 
children. 

 
o Qualitative in-depth interviews were conducted with 89 caregivers, along with 30 

community maps (similar to focus group discussions) with children. 
 

o Key informant interviews were conducted with 119 community members, and 20 
officials at regional or woreda level. 

 
o 19 Focus Groups were conducted with caregivers in communities. 

 

Data	  Analysis	  
 
For quantitative data, we computed frequencies and means, and then disaggregated data by 
HVC status and poverty status in order to highlight differences and disparities between children 
and households in the sample. We calculated cross tabulations and means of all data by HVC 
and poverty status, and by age and gender where appropriate, and conducted chi square tests for 
differences. We used the frequency sampling weights in all calculations to more accurately 
reflect the full study population of interest. We also calculated logistic regression models for 
key outcomes at the child and household levels. Models accounted for clustering at the kebele 
level and were weighted to reflect the overall population in each study area. Models also 
accounted for HVC and poverty status, gender, age, and district location. 

 
For the qualitative analysis, the time constraints of the contract prevented the use of formal 
analytic software. Anticipating time constraints for analysis, we established a coding system 
using MS Excel for each qualitative component of the study that would allow for a rapid, yet 
comprehensive, summary of relevant information for each study question. Then, as transcripts 
were received, a researcher identified key themes for each study question using the coding 
system. As initial transcripts were read and re-read, the codes were revised slightly to best 
capture data of importance for each inquiry. The final coding system included categorical codes 
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to help ascertain whether most, some, or few respondents fell into particular groups of 
respondents. The codes were then related to the questions posed by interviewers using the 
question guides, but went beyond the questions posed to capture data spontaneously provided 
by respondents. To ensure consistency in coding, the team discussed questions of interpretation 
frequently and modified the coding system in minor ways where appropriate, given the broad 
range of information contained in the transcripts. 

Results	  
 
Population Characteristics 
The sample of 8,363 children consisted of 2,538 HVC (30% of the sample), and 5,825 non-
HVC (70% of the sample). The sample was evenly split between male and female children with 
no gender differences between HVC and non-HVC. As children aged, the proportion of HVC 
increased, constituting 18% of the 0 – 4 year age group, but 41% of the 12 – 17 year age group. 
Of the vulnerable groups, orphanhood accounted for between 10% (0 – 4 years) to 35% (12 – 17 
years), and disabilities for 2.3% (0 – 4 years) to 3% (12 – 17 years). Less than 1% of children 
lived in child-headed households. 
 
Of the 3,366 households surveyed, we categorized the households whose total food and non-
food expenditures placed them in the lowest quintile (20%) of expenditures as ‘poor’ (672 
households). The remaining 2,694 (80% of sample households) were classified as ‘non-poor.’ 
 
We found that HVC were more likely to live in poor households than non-HVC. The HVC 
living in poor households were exposed to a variety of risk factors: they were more likely to live 
in households headed by a woman or elderly person, and had a higher dependency (children and 
elderly: middle-age adults) ratio, meaning fewer income earners supported more non-earners. In 
addition, housing conditions for HVC were consistently inadequate for a range of indicators 
from structural soundness to lack of sanitation.  
 
Detailed analysis of the findings for HVC consistently revealed that, compared to other 
children, they experienced worse health outcomes, health-seeking behaviors, and educational 
outcomes, and had fewer of their basic needs met. However, when the entire sample was 
stratified by poverty status of the household, HVC living in non-poor households frequently 
experienced better outcomes than non-HVC living in poor households. For this reason, we have 
reported HVC as ‘poor, HVC’ to represent those HVC living in households that meet the 
criteria of ‘poor’ and ‘non-poor, HVC’ to represent those HVC that live in households 
categorized as ‘non-poor.’  
 
Health Outcomes 
HVC had the worst health outcomes (measured as perceived health; one or more episodes of 
illness in the last month; the presence of a chronic illness lasting 3 months or longer; diarrhea in 
the past two weeks, or fever in the past two weeks), but these were significantly worse in poor, 
HVC compared to non-poor, HVC. 
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Care Seeking Behaviors 
Once again, HVC in general were least likely to receive adequate healthcare (measured by 
children with recent diarrhea who sought treatment; children whose caregivers perceived that 
care was adequate; and fully vaccinated children). However, when stratified, poor, non-HVC 
did worse than non-poor, HVC. 
 
There were significant gender and age disparities for reports of seeking treatment for diarrhea. 
In all age groups, healthcare was most frequently sought for boys. For nearly all healthcare-
seeking indicators, 12-17 year-old poor, HVC girls were least likely to receive healthcare. Our 
qualitative studies also identified a number of potential child protection issues, suggesting that 
some children were being exploited or harmed. Some children’s accounts suggested that their 
safety was not protected and that they lacked a voice in their community when they were 
violated. 
 
Education Outcomes 
There were gender differences in primary school enrollment, with 90% of primary school-aged 
girls enrolled in school, compared to 83% of primary school-aged boys. No such differences 
were seen for secondary school-aged youth, with 81% of girls and 83% of boys enrolled. There 
were statistically significant differences in enrollment by poverty and HVC status. Notably, 
only 48% of poor, HVC girls were in secondary school compared to 80% of non-poor, HVC 
girls.  
 
We also noted wide discrepancies in household expenditures on school expenditures (fees, 
books, uniforms, etc). These expenditures were not dependent on HVC status, however, but on 
poverty status. Poor households (HVC and non-HVC) households spent an average of $7 and $8 
per year on school expenditures, while non-poor households spent an average of $18 to $20 per 
year. 
 
Basic Needs 
Disparities in access to basic needs were measured using indicators including: food 
consumption was less than enough in the past month; the child went to bed hungry last night; 
the child went to school hungry on the last school day; the child has gone a whole day or night 
without eating in the last 4 weeks; living conditions were “less than enough” (defined in the 
survey instrument); and, the child does not have a blanket to sleep under at night. 
 
For each age group and gender, poverty status predicted lack of access to basic needs, not HVC 
status. For the majority of indicators, poor, non-HVC children had worse access to basic needs 
than all other children.  
 
Supports Provided 
It was noted in many qualitative interviews and focus groups that support to HVC has recently 
ended (presumably with the end of the PC3 Project), and while informants knew that needs 
assessments had been performed (or were underway) by Yekokeb Berhan and were expecting 
services, there were few services currently being offered. Thus the section in this report 
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concerning supports that are being provided largely refers to supports provided prior to 
Yekokeb Berhan or by organizations other than Yekokeb Berhan. 
 
However, we found that a wide variety of supports were being provided to children. Most 
commonly, these were:  

 Stationary (22% of all households) 
 Referrals for immunizations (18% of all households) 
 Supplemental food support (16% of all households) 
 School fee exemptions or payments (16% of all households) 
 Referrals for growth monitoring (15%) 

 
For the majority of services or referrals, a very low proportion of respondents received any form 
of assistance, and poor, HVC were less likely than their poor non-HVC and non-poor peers to 
receive any support. 
 
There were also notable gaps between children’s needs (such as health care and food, and the 
proportion that actually received supports and services. For example: among 5 to 11 year-old 
girls, only 35% of those who were poor, HVC and were identified with inadequate healthcare 
actually received any support compared to 93% of non-poor, non-HVC girls. Similarly, among 
12 to 17 year old girls, 37% of those who were poor, HVC and identified with inadequate food 
received any support compared to 84% of non-poor, non-HVC girls. 
 
In contrast to the healthcare and food needs and supports, educational supports were more 
evenly distributed across children regardless of poverty, vulnerability status, age, or gender. 
However, given the gender gap in enrollment, poor, HVC girls were often out-of school and 
thus received fewer supports. 
 
Statistical models at the child level 
We ran a number of statistical models to look for associations between supports and individual 
outcomes with several key findings. Firstly, poor children, regardless of HVC status, had lower 
odds of having adequate healthcare. In fact, the only support associated with better healthcare 
was receiving a referral for PMTCT services. Secondly, amidst poverty and HVC-based school 
enrolment disparities, the only support associated with enrolment in school was the removal of 
school fees (either by exemption from fees, or paying the fees). Thirdly, (and related to the 
above), the only educational support associated with reduced absences was removal of school 
fees. Finally, poor children were least likely to have adequate food. The supports for children 
associated with adequate food were supplemental feeding, optimal feeding advice, and free 
school feeding. 
 
Household shocks, coping, food security, income, expenditures, and supports 
Fortunately, serious household shocks (such as death of a household head, break-up of the 
household, or unemployment) occurred in a small percentage of households, but when they did, 
their impact resulted in worsened food security (76% – 82% of households), loss of access to 
healthcare (61% - 76% of households), children leaving school (5% - 30% of households), and 
children having to go to work (13 – 32% of households). The most common household shock 
(accounting for 49% of all cases) was a sudden large rise in the price of food. 
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Community Based Organizations (CBOs) were noted to provide some support to households 
that suffered shocks, but only a relatively small number of households reported receiving such 
support (e.g. 2% of households suffering a household break-up, 8% of households experience a 
death of the head of the household, and 9% of households experiencing sudden large rises in the 
price of food). 
 
There were substantial poverty-based differences in food consumption, regardless of HVC 
status. In some cases, there was a 30 to 40-percentage point difference in consumption between 
poor and non-poor households. Only 5% of poor, HVC households and 7% of poor, non-HVC 
households consumed complex proteins (animal products) compared to 38% of non-poor 
households. The consumption of pulses and nuts, vegetables, fruits, milk and milk products, and 
sugars, fats, and oils was also significantly different based on poverty status. 
 
Reported average weekly income was $3 to $4 in poor households, compared to $14 to $21 in 
non-poor households (with no difference based on HVC status). Most disturbingly, 20% of poor 
households reported zero weekly income. In line with these numbers, non-poor households 
spent 5 – 6 times more on food and education than poor households, regardless of HVC status. 
 
HVC households were less likely than non-HVC households to receive all of the supports and 
services, except for mentoring, food rations, and cash assistance. 

 
Statistical models at the household level 
We ran statistical models to look for associations between supports and household outcomes 
with several key findings. Firstly, while poor households had significantly higher odds of 
insufficient food diversity, the only support that was associated with reduced odds of inadequate 
food diversity was receiving food rations. However, few households received these supports. 
Secondly, poor households had weekly expenditures that were approximately $4.30 lower than 
the expenditures in non-poor households. The only support associated with increased food 
expenditures—by $0.90 per capita per week—was receiving cash assistance. Once again, few 
households received this assistance.   
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Recommendations	  
We offer the following recommendations based on the baseline findings of this five-year 
evaluation of the Yekokeb Berhan project: 
 
1. Commission a detailed analysis of the qualitative data 

As discussed at several points, the baseline has an extraordinarily rich qualitative data set. 
Unfortunately the contractual mechanism resulted in closure of the contract before the data 
could even be translated and transcribed. Even the transcripts that were reviewed could not 
be analyzed in depth and only serve to illustrate and support some of the quantitative points. 
 
We recommend that USAID engage an academic group to enter the qualitative data into 
analytic software and conducted a detailed analysis. Now that translation and transcription is 
complete, this is a task that can be completed for relatively low cost, but will dramatically 
improve the value of the baseline for further rounds of data collection.  
 

2. Establish a mechanism to incorporate poverty as a factor affecting vulnerability 
As noted throughout this report, poverty is often a greater risk factor than the current criteria 
for vulnerability. In fact, in many circumstances, HVC actually have better outcomes than 
non-HVC when poverty is taken into account. It is possible that Yekokeb Berhan’s ability to 
achieve its desired outcomes will be limited or unattainable if such a mechanism is not 
found. The evaluation team is not sufficiently familiar with all possible mechanisms in 
Ethiopia, but potential approaches would be: to include a level of poverty as one of the 
criteria for vulnerability, and therefore bring this group of children into those being targeted 
by the project; to partner with another organization or donor that can provide target poverty 
relief interventions to supplement the Yekokeb Berhan interventions; and to redefine 
elements of the current project that do not appear to have direct effects on outcomes to 
household wealth generation or additional economic strengthening. 
 

3. Establish a mechanism to incorporate more effective referrals to address food and 
nutrition 
Our findings clearly identified food, nutrition, and food security as major issues for HVC 
children. We also found that the current practice (whether Yekokeb Berhan or predecessor 
project) of referring HVC and households with nutrition challenges to other agencies was 
relatively ineffective. This appears to be an important issue for Yekokeb Berhan to address 
if it is to achieve child-level impacts for HVC. The evaluation team recognizes that it is not 
within the scope of the project to provide food directly, but we recommend that the project 
identify a mechanism to help ensure nutritional supplementation and food security for HVC. 
This may involve: rethinking the current referral mechanisms; identifying new partners at 
the community level; or seeking USAID’s assistance in rethinking the larger coordination of 
food aid and coordination. 
 

4. Revisit the school support program 
The project is currently providing support to children to attend school. This consists of the 
provision of stationary and school uniforms. However, both qualitative and quantitative data 
identify the importance of providing support to pay fees at school – something that the 
project is not addressing (or even seems to be aware of). The evidence from those 
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organizations that are providing support to pay fees (or have them waived) is that this is the 
only intervention that significantly affects school enrolment and absenteeism rates. We 
therefore recommend that Yekokeb Berhan explore the issue of school fees (whether formal 
or informal), and develop a strategy to ensure that children have fees paid (using project 
funding or in collaboration with other partners). 
 
We also suggest that the project consider targeting school assistance more directly based on 
the attendance profiles for children described in this report. That is, we found that girls aged 
11 – 17 and poor, HVC have half the enrolment rate of their counterparts who are not poor, 
and it is possible that targeting youth in this group will have significantly greater impact 
than continuing to target a broad range of children. 
 

5. Explore Child Safety Issues 
The community mapping exercise uncovered evidence of potentially serious child safety 
and protection issues for some children. The scope and nature of this problem are not 
known, and could not be deduced from this study, but we recommend that Pact undertake 
targeted assessments of child safety and protection issues, and collaborate in the 
development of an appropriate strategy to address the topic, if it is indeed a problem. 

 
6. Develop a strategy to communicate the project’s targeting of services 

The focus group and key informant interviews raised multiple concerns about external 
projects, based on past experience. One of the most consistent concerns was the fear that 
services would not be targeted appropriately, or services would be biased (based on either 
poor selection or poor training of volunteers). It is important for Pact to directly address this 
issue before it has the chance to become deep seated in the community. We recommend that 
even though the project is already conducting assessments, and using the modified CSI tool, 
that a concerted effort be made to develop a communication strategy about targeting, and 
ensure that all volunteers are not only trained in needs assessment but can communicate the 
process clearly. 
 

7. Preparation for rounds two and three of data collection 
This study design incorporates a number of features to achieve the aims of the evaluation 
and answer the primary questions. The most important aspect is the cohort of households 
that need to be followed over the five years. Having geo-located these households, it would 
be relatively straightforward tore-visit the same families. The child sample will change as 
children will have been born, while others will have aged out, but as Yekokeb Berhan 
continues to be implemented, there will also continue to be both intervention and control 
children within the cohort. 
 
Round 2 of data collection will be of particular importance. Not only will it provide the 
second data point for a rigorous evaluation, it will enable programmatic conclusions to be 
drawn that can be used to guide Pact in the future implementation of Yekokeb Berhan. 
 
The design is sufficiently complex that whichever organization is engaged to conduct 
rounds 2 and 3 will need adequate time to become familiar with the study and make 
modifications based on round 1. If there are to be modifications which require new ethical 
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approvals, this needs to be put in motion early, as we found the process of obtaining ethical 
approval to be much slower in Ethiopia than in a US university setting. 
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Introduction 
 
The Center for Global Health and Development (CGHD), in collaboration with Addis Ababa 
University School of Social Work (AAU-SSW), conducted the baseline of a multi-year 
evaluation study to understand the situation of highly vulnerable children (HVC) and their 
households throughout the eleven regions and city administrations of Ethiopia. The evaluation 
is intended to serve as a: 1) source of evidence to help the Government of Ethiopia, USAID, and 
Pact make informed decisions; 2) tool to help Pact implementers improve upon current 
activities so that programs yield the greatest possible impacts; and 3) resource for stakeholders 
engaged in improving the lives of highly vulnerable children. This report contains the findings 
of the baseline data collection, which establishes benchmarks for ongoing monitoring and 
evaluation. 

 

Ethiopia	  
 
Ethiopia is one of the poorest countries in the world, with a per capita GDP of $374 between 
2007 and 2011 (World Bank, 2012) and a poverty rate of 38.9% (World Bank, 2005). With over 
80 million people, Ethiopia has the second largest population in sub-Saharan Africa; 85 percent 
live in rural areas and approximately one-fifth of the population is aged 15-24 years. More than 
half (55%) of the population is below the age of 19 years (MOWA, 2010). The country’s socio-
political situation (i.e., wars, famine) and epidemiological circumstances (i.e., respiratory 
infections, HIV, tuberculosis, diarrheal diseases, and malaria) have kept Ethiopia’s life 
expectancy at 55 years, leaving the country to sustain bulging youth and orphan populations.   
 
In 2009, the HIV prevalence rate was 2.3%, indicating a low-level, generalized epidemic. 
However, HIV prevalence was estimated at 7.7% for urban areas and 0.9% for rural areas, 
indicating a relatively greater HIV burden in urban locations. In 2007, there were an estimated 
5,459,139 orphans, of whom 855,720 had been orphaned by AIDS (MOWA, FHAPCO, 2010). 
 
In The Standard Service Delivery Guidelines For Orphans And Vulnerable Children’s Care 
And Support Programs, Ethiopia’s Ministry of Women’s Affairs (MOWA) and the Federal 
HIV/AIDS Prevention and Control Office (FHAPCO) explain that in the Ethiopian context, 
orphaned and vulnerable children (OVC) may be at increased risk of poverty, hunger, harmful 
labor practices, and health, socio-economic, education, and psychological problems. The 
Government of Ethiopia defines OVC as children who have lost one or both parents; have a 
chronic illness or disability; live with a chronically ill or elderly caregiver; live in a child-
headed household; are in conflict with the law; or have been exposed to abuse, violence and/or 
sexual or other exploitation (MOWA, FHAPCO, 2010). 
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Overview	  of	  Global	  Response	  to	  HVC	  
 
To date, the United States’ President’s Emergency Plan for AIDS Relief (PEPFAR) initiative 
has been the single largest source of funding for support for OVC worldwide. PEPFAR 
obligated over US$ 1 billion between 2006 and 2009 to OVC support programs (PEPFAR, 
2012; PEPFAR, 2008; PEPFAR, 2007; PEPFAR, 2006; PEPFAR, 2005), in addition to US$ 
672 million in fiscal years 2010 and 2011 (PEPFAR, 2011a; PEPFAR, 2011b). Despite this 
financial commitment, providing adequate support to OVC remains a challenge for developing 
countries. Even with orphan programs throughout Africa, UNAIDS reported in 2010 that the 
proportion of households with OVC that receive support to care for orphans decreased by 20% 
from 2005 to 2010 (Tessema, Tadess, Getahun, and Buta, 2008). At the same time, the orphan 
population in low-resource countries increased. Given the need for concrete evidence on what 
such programs achieve for these children (Bryant, Beard, Sabin, et al, 2012), it is critical to 
examine programs that support OVC and HVC to determine whether they succeed in fostering 
meaningful changes for children and families. This evaluation provides just such an 
opportunity.  

Literature	  Review	  	  
 
This baseline evaluation of Yekokeb Berhan was undertaken in a particular context. Below we 
provide background and lessons learned from Ethiopia’s large-scale social protection programs 
implemented since 2004.  
 
Response to HVC in Ethiopia 
 
To appropriately frame the evaluation and consider lessons learned from Ethiopia’s recent 
social protection and OVC programs, we reviewed four major programs implemented from 
2004 to 2011. Evidence from these programs can inform decision making on policy options, 
programmatic components, and implementation strategies. Each of these programs was 
designed as a response to chronic, transitory, and structural vulnerabilities among vulnerable 
children and families (Figure 1).	  Social	  protection	  programs	  should	  reduce	  chronic	  poverty,	  
while	  encouraging	  long-‐term	  investment	  in	  human	  and	  physical	  capital. 
 
Historically, Ethiopia’s social protection and insurance system has only reached a small 
percentage of the population, mainly formal sector workers, thus leaving many households to 
rely upon informal networks and humanitarian aid (Halim, Scott, Sabin et al, 2011). While 
national systems exclude the poor, macro level interventions have predominantly been supply- 
side investments in public infrastructure, structural adjustment, and trade policies and market 
based interventions that also frequently exclude the poor from services and economic 
development. Given Ethiopia’s context of widespread poverty, chronic shocks, and severely 
limited social protection, donor assistance, NGOs, FBOs, and CBOs have come forward with 
emergency food aid, famine relief, and humanitarian assistance. These supports have typically 
been under-funded, small-scale and fragmented, partially implemented, and not evaluated 
(Halim, Scott, Sabin et al, 2011; Scott, Halim, Bryant, and Miller, 2011). 
 
More recently, in the last decade, the Government of Ethiopia, bilateral donors, and 
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international non-governmental organizations (INGOs) have collaborated to provide support 
and services for orphans and other HVC with the aim of mitigating the human capital impacts of 
poverty and breaking the intergenerational transmission of poverty and ill-health (Lindert et al. 
2006). (See Appendix 1) 
 
The four programs include the 
following: 
 

1. The Meket Livelihood 
Development Project 
(MLDP) 

2. Productive Safety Net 
Programme (PSNP) 

3. HIV Prevention, 
Treatment, Care and 
Support (HIV-PTCS) 

4. Positive Change: 
Children, Communities, 
and Care Program (PC3) 

 
Major Lessons 
 
Below, we summarize the main 
lessons learned from these 
programs with regard to program 
design, implementation, and 
evaluation. The lessons were 
culled from program reports and 
published literature and a critical 
analysis of this literature (Halim, 
Scott, Sabin et al, 2011). 
 
a) Coordinate to avoid 
duplication: One positive aspect 
of the programs is that they made 
a concerted effort to coordinate 
and complement, rather than 
duplicate, services. For example, 
the PSNP and the HIV-PTCS 
implemented complementary 
interventions: the former targeted 
HIV-affected households for food 
transfers, while the latter targeted 
the same households for HIV 
treatment, support, or care 

2003 
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Figure 1. 

Large Scale Social Protection Programs in Ethiopia 
 

The MLDP employed 
targeted interventions to 
encourage economic 
growth and 
diversification of 
livelihood options, 
including a cash-for-
work and gratuities 
program that reached 
approximately 40,000 
poor households.  

The Gov’t of Ethiopia 
implemented the HIV-
PTCS, which aimed to 
strengthen the health 
sector through human 
resource development, 
the construction of 
health facilities, 
strengthening 
community- and faith-
based organizations, 
establishing youth 
centers, and providing 
training on HIV 
counseling and testing. 
The annual budget was 
nearly US $82 million. 

The Gov’t of 
Ethiopia targeted 8 
million vulnerable 
households from 
chronically food 
insecure woredas 
with the PSNP. The 
program employed 
“able-bodied” people 
in public works 
projects and 
transferred cash or 
food to households 
without “able-
bodied” members. 
The annual budget 
was US $500m. 
 

Yekokeb Berhan 
launched with a 
budget of US $92 
million over 5 years 

USAID/Ethiopia 
funded PC3 through 5 
INGOs, 35 national 
NGOs, & 560 CBOs. 
PC3 was designed to 
provide OVC and 
their families with 
comprehensive and 
coordinated services 
in 6 areas: economic 
strengthening, 
education, 
psychosocial support, 
legal protection, food 
and nutrition, and 
health services. PC3 
targeted 500,000 OVC 
in 7regions with a 
budget of nearly US 
$20 million over 5 
years.  
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services (FHAPCO, 2010). PC3 was complemented by the World Food Programme’s urban 
HIV/AIDS project (Yates and DeMarco, 2008). 

 
b) Target limited resources and supports: The MLDP, PSNP, and PC3 targeted supports or 
services. For example, the PSNP targeted the poorest households for support and PC3 targeted 
OVC for social services. Such targeted programs can be an effective, efficient way of 
distributing scare resources to vulnerable groups to reduce poverty and build human capital. To 
do so, the targeting approach must identify eligible beneficiaries with minimal leakage of 
benefits to non-target groups. Programs that exclude children who meet eligibility criteria, while 
less vulnerable children receive support, fail to maximize limited resources. Thus, evaluation of 
a program’s targeting approach is as important as outcome or impact evaluation. 

 
c) Identify the targeted group and the available services: Programs should articulate the services 
offered to beneficiaries in order to sensitize implementers and recipients to available benefits, 
recruit beneficiaries, improve service delivery, and allow monitoring and evaluation. The PSNP 
and the MLDP were straightforward interventions, but the PC3 was designed to intervene in up 
to seven domains, with a range of materials and services aimed at meeting the child’s unique 
age- and situation-appropriate needs. However, the wide menu of services meant that 
implementers, beneficiaries, and other stakeholders never fully articulated or agreed upon who 
should receive what, and how often. It was also difficult to monitor outcomes, rather than 
outputs, and to coordinate across implementers. Further, with vague and diffuse inputs, it is 
unclear whether there were any meaningful outcomes at the child or household levels. 

 
d) Design, implement, and evaluate economic strengthening interventions: The growing 
literature on the positive impacts of cash transfers provides ample motivation to further explore 
this option to reduce child and household poverty and build human capital. According to 
Hoddinott et al, there were important impacts from the PSNP, including improved food security, 
increased growth in livestock holdings, and improvements in households’ ability to raise funds 
in an emergency. Still, in the first generation program, the levels of direct transfers made 
through the PSNP fell below program targets. Future programs providing economic services 
should, a-priori, estimate the transfer size or input level needed to realize the program’s goals 
and monitor whether the supports reach the beneficiaries at the planned level. 

 
e) Move from a volunteer to a mixed volunteer/paraprofessional model: Many programs relied 
on volunteers’ labor and knowledge more than on paid staff members. For example, PC3 was 
highly dependent on volunteers for two critical decisions: targeting/identifying beneficiaries and 
service delivery (Yates and DeMarco, 2008). Volunteers made home-visits, created lists of 
vulnerable children, assessed vulnerability, and presented their findings to community-based 
organizations (CBOs). Once CBOs approved their list, volunteers carried out service delivery. 
However, organizations had limited ability to recruit, retain, and manage motivated and 
competent volunteers. The introduction of a paraprofessional system to supplement volunteers 
is needed to ensure quality and accountability. 

 
f) Monitor and Evaluate: Only the PSNP was evaluated using a rigorous methodology. The 
MLDP and PC3 relied on a non-random selection of the sample for estimating impacts and also 
had insufficient sample sizes to draw significant conclusions. The MLDP, PSNP, and PC3 only 
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used end-line surveys without a baseline. These methods precluded an accounting for: a) the 
sources of bias (i.e., participants have unmeasured attributes that yield higher/lower outcomes); 
b) spill-over effects (i.e., impacts that reached non-targeted populations); and c) impact 
heterogeneity (i.e., differences due to beneficiary and household characteristics and regional 
context). As a result of these issues, it is unclear whether or to what degree Ethiopia has 
achieved the goal of improving the lives of poor and vulnerable children and households.   
 

PC3:	  Stakeholder	  Meeting	  
 

Given the paucity of evaluation data from 
PC3, in October 2011, USAID-Ethiopia 
sponsored a full-day stakeholder meeting 
to enable PC3-funded organizations to 
share lessons learned from their OVC 
programs (See Scott, Halim, Bryant, and 
Miller, 2011). Thirty-four stakeholders 
attended, representing 14 organizations.  
 
The meeting was structured around the 
goal of improving future programming. 
Stakeholders drew upon their HVC 
programming experiences during 
PEPFAR I with attention to 
achievements, challenges, and 
recommendations associated with 
programs: a) organizational capacity; b) 
key partnerships; c) service provision; d) 
programmatic components; e) result 
framework; f) monitoring and evaluation; 
and g) outcomes. Some of the major 
recommendations from the meeting 
follow (Scott, Halim, Bryant, and Miller, 
2011). The group’s recommendations 
assumed that the PEPFAR response 
should use the previous model, whereby 
USAID-funded organizations coordinate 
or provide services at the community 
level, rather than other social protection 
models.) 
 
The next section introduces Yekokeb 
Berhan, the PEPFAR II program for 
HVC.  
  

Lessons Learned from PC3 
 
1. Strengthen partnerships between government, 

donors, NGOs, FBOs, CBOs, and the private sector. 
2. Operationalize the OVC Service Standards 

Guidelines consistently across the country. 
3. Ensure transparency across organizations throughout 

implementation, budgeting, and monitoring.  
4. Institute a coordinated approach to maximize the 

effectiveness of individual organizations and the 
collective HVC response. 

5. Provide technical assistance for implementers to 
develop results frameworks. 

6. Ensure results frameworks articulate goals, inputs, 
outputs, outcomes, and impacts. Measure outcomes 
rather than outputs.  

7. Allocate evaluation resources to monitor outcomes. 
Establish a tracking system to follow individuals 
through time and across services. 

8. Empower communities to ‘own’ programs and 
identify and mobilize local resources. 

9. Supplement volunteers with paid-paraprofessionals 
to improve accountability and service quality. 

10. Target households rather than children, using a 
transparent identification approach.  

11. Require that implementers utilize monitoring and 
tracking systems to measure quality. 

12. Incorporate costing processes and quality control 
measures into results frameworks. 

13. Monitor and evaluate programs to understand 
impacts and costs. 

14. Document and share mistakes and unsuccessful 
program experiences so that they are not repeated. 

15. Focus on development, not emergency relief. 
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Introduction	  to	  the	  Yekokeb	  Berhan	  Project	  
 
In 2011, USAID Ethiopia initiated the HVC program with two components: 1) national level 
capacity-building and systems-strengthening and 2) regional to community level system-
strengthening to improve sustainable, comprehensive, and coordinated care for HVC and their 
families.  
 
To address the second component, Pact Ethiopia became the recipient of a $92 million, 5-year 
cooperative agreement with USAID Ethiopia in 2011. Working with Family Health 
International, Child Fund, and 50 local implementing partners, Pact is implementing “Yekokeb 
Berhan” throughout Ethiopia in urban and peri-urban areas (Figure 2). The goal of Yekokeb 
Berhan is to create a child-focused social protection framework that enables all children to 
thrive and lead healthy, productive, and fulfilling lives. The program aims to reduce 
vulnerability and increase resiliency among HVC and their families by strengthening systems 
and structures that deliver quality essential services and ensuring that HVC and their families 
can access these services. The program aims to reach 500,000 HVC throughout Ethiopia in each 
year of the 5-year implementation period. 
 
Yekokeb Berhan employs a “systems approach” to meet the needs of HVC. The approach rests 
on four pillars (see Appendix 2 for the Results Framework):  

1. Building systems, structures, and frameworks that are responsive to children’s 
developmental needs;  

2. Increasing the availability of and access to high quality services for children;  
3. Developing community structures that respond to HVCs and their families; and  
4. Creating a learning mechanism to promote evidence-based decision making.  

 
The program is designed to build upon existing strengths at the level of household, kebele (a 
basic administrative unit comprised of at least 500 households, or 3,000-4,000 persons), and 
woreda (a third-level administrative division comprised of several kebeles, grouped together to 
form zones, with several zones creating each of the country’s 11 regions) to support the needs 
of HVC. The program relies on a family-centered care management approach, which recognizes 
that the wellbeing of a child depends on the wellbeing of other household members. In addition, 
it is oriented toward ensuring that HVC receive age-appropriate services and service referrals 
Pact, through Yekokeb Berhan, works at all government administrative levels and with 
implementing partners to roll out the national OVC service standards for service delivery. Pact 
also works in partnership with a wide range of government and civil society partners, 
strengthening their capacity to ensure that these partners can provide services to HVC and their 
families long after the end of the project, with the goal of sustaining program impacts. Tables 1 
and 2 list the possible services that are provided, coordinated, or funded through Yekokeb 
Berhan at the household and child levels. These services and support include direct training and 
mentoring, advice, materials (e.g. seeds, fertilizer, food, school materials etc.), and referrals to 
health, legal, and other service providers..
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Figure 2. Map of Yekokeb Berhan Target Areas 
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Table 1. Menu of Services Provided by Yekokeb Berhan at the Household Level 

 
Table 2. Menu of Services Provided by Yekokeb Berhan at the Child Level 

  Household Level Interventions 
Economic strengthening 
groups  

1. Training in Community Saving and Self-help Groups (CSSG)  
2. Training in Savings and Credit Cooperatives 
3. Assistance to access microfinance institutions 
4. Training in business skills  

Received business 
development services 
including: 

5. Training in economic strengthening (expansion, diversification) 
6. Assistance to start community gardening 
7. Market assessment assistance, assistance selecting and managing IGA 
8. Mentoring or information for the IGA 
9. Assistance developing a business plan 
10. Materials for economic strengthening activities (ES) (e.g., seeds, 

fertilizer) 
11. Cash assistance 

Referrals or linkages to:  
 

12. Health centers 
13. Nutritional counseling for household members 
14. Nutritional support/supplements for household members 
15. Food rations for household members 

Child Level Interventions 
Food & nutrition 1. Supplemental food support 

2. Therapeutic and supplementary food for severe or acute malnutrition  
3. Micronutrient supplements 
4. Nutritional education and  counseling 
5. Promotion of optimal feeding practices  
6. General food rations  
7. School and after-care feeding 

Healthcare Referrals 
for: 

8. Growth monitoring 
9. Immunizations 
10. ART provision and adherence support 
11. Vitamin A 
12. Deworming 
13. PMTCT services 
14. Age-appropriate HIV prevention, sexual, & reproductive health 
15. Health education  
16. HIV prevention & treatment education 

Education & skills:  17. Removal of child from exploitive work 
 18. Advice on appropriate child work 
 19. Stationary 
 20. Free Uniforms  
 21. Books 
 22. School fee exemption 
 23. Tutorial support  
 24. Pre-school education for <6 yrs 
 25. Free tuition 

26. School referral 
 27. Vocational training referral 
 28. Free school meals 
Yekokeb Berhan works beyond the domains listed above, but the evaluation focus on health and 
nutrition, healthcare, and education at the child level, and ES at the household level 
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.
 
Purpose of the Evaluation of Yekokeb Berhan  

 
To date, despite the fact that Ethiopia had a combined annual budget of approximately US $600 
million to improve the lives of up 8.5 million poor and vulnerable individuals and that more than 
US $1.5 billion has been obligated globally to OVC support programs by PEPFAR, there is still 
minimal evidence to suggest which programs succeed (Bryant, Beard, Sabin, et.al., 2012). In a 
context of limited resources and substantial demand for assistance, where stakeholders continue 
to design and implement new programs, it is imperative that we monitor and evaluate 
interventions to generate rigorous evidence on whether programs yield important impacts.   
 
This evaluation study is an independent, external evaluation of Yekokeb Berhan, implemented 
by Boston University’s CGHD and Addis Ababa University School of Social Work (see 
Appendix 3 for the Five-Year Evaluation Plan). The evaluation was designed to provide evidence 
to determine whether Yekokeb Berhan helps HVC and their families access quality and 
appropriate services so they are empowered to lead healthy, productive, and fulfilling lives.  
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Methods 

Consultative	  Process	  
 
In October 2011, the BU team 
consulted with USAID Ethiopia and 
Washington, Pact, community service 
organizations, and community 
committees in Addis Ababa to provide 
background and context for the 
evaluation of Yekokeb Berhan. As 
described in the Section “Lessons 
Learned from PC3” we conducted a 
one-day workshop with past 
implementers of HVC programs in 
Ethiopia to draw out lessons learned 
and document these lessons in a formal 
report (Scott, Halim, Bryant, and 
Miller, 2011). 
 
The BU team then led a two-day 
workshop in Addis Ababa to involve 
stakeholders in the evaluation process 
and to seek input as we defined and 
refined the research questions, key 
outcomes, study design, and methods. 
Participants included USAID, UNICEF, 
Pact, the 
Ministry of Health, and selected 
implementing partners for the Yekokeb 
Berhan project.  
Following the workshop and 
subsequent meetings, the draft five-year 
evaluation plan was developed. The 
research questions were mapped to the 
USAID Results Framework and the 
Yekokeb Berhan Project & Program 
Monitoring Plan (PMP). The design 
was then presented to stakeholders from USAID Ethiopia and Washington, and to Pact at 
USAID Ethiopia. Stakeholders asked questions and provided input.   
 
The original proposed evaluation plan called for annual data collection throughout the 
implementation of the five-year $92 million HVC program. In addition, it was designed to 
measure a wide range of outcomes and possible care and support services for children and 
households in these domains: 

Modifications made to original proposed 
evaluation plan 

  
As a result of discussions that took place between 
November 2011 through May 2012—on the 
research questions, frequency of data collection, 
outcomes to assess, budgetary implications, 
survey tools, and the sampling frame—we 
reduced the frequency of data collection from 
annual events (five times over five years) to three 
points in time (i.e. baseline, midline, and endline).  
 
Further, in response to USAID Ethiopia’s 
feedback, we reduced the original six core child-
level domain areas to three (i.e. health, healthcare, 
and education) and household-level domains from 
two to one: economic strengthening.  
 
Per USAID Ethiopia’s request, we removed a 
series of questions from the survey tools that were 
designed to ask caregivers whether they received a 
wide range of services and supports to improve 
caregiving.   
 
At the child level, we also removed indicators and 
questions related to supports received for shelter, 
care, protection from abuse and exploitation, legal 
protection, and psychosocial health. We had 
originally intended to collect anthropometric 
measurements to examine malnutrition, but this 
was also removed from the design.  
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Child 
1. Health and Nutrition  
2. Health Care  
3. Shelter and Care  
4. Protection 
5. Psychosocial Support  
6. Education and Vocational Training  

Household 
1. Economic Strengthening 
2. Caregiving 

 
The final evaluation design—approved by USAID Ethiopia and Washington and Pact Ethiopia in 
March 2012—entailed three rounds of data collection to include three core child-level domains 
and one household level domain. Discussions on survey tools continued until May 2012, when 
final versions were approved.  

Study	  Design	  
 
The evaluation is a prospective, observational, mixed methods approach to following children 
and households over time to measure vulnerability and outcomes based on the receipt of care and 
support services. The five-year evaluation study was designed to yield rigorous, in-depth data on 
inputs and outcomes at the child, household, and community levels.  The longitudinal design 
allows assessment of the dynamic situation of children and households throughout Ethiopia. It 
does not use experimental manipulation or the random assignment of an intervention to groups.   
 
The study, designed to be comprehensive, yet limited in terms of domains covered, will involve 
periodic collection of data at the child, household, community, regional, and national level. In 
each round of data collection, we will collect data on possible services that children and families 
can receive and then categorize children and households as program recipients or non-recipients 
for selected supports. We will also collect qualitative data from children, caregivers, and key 
informants to better understand issues faced by the target population. This combined quantitative 
and qualitative research approach will allow us to identify which children and families receive 
supports, measure a range of impacts, examine how the program works, and analyze the 
mechanisms through which change occurs. The full five-year evaluation design also includes a 
costing component to allow a comparison of cost and impacts.  
 
The combined research activities yield a study design that maximizes internal and external 
validity by allowing evaluators to triangulate data, verify findings, and confirm processes. It also 
allows the study team to make recommendations to improve program performance at multiple 
points in time to help maximize positive outcomes and impacts for children and families.  
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The first round of quantitative data 
collection serves as the baseline for an 
ongoing cohort of children. It permits the 
comparison of children of different 
vulnerability and poverty status, and by 
whether they received services in the recent 
past. Follow up surveys conducted 
biannually (every two years) with the same 
children and families will provide data on 
trends over time and outcome data on HVC 
and their households who were provided 
with care and support services.  
 

Evaluation	  Research	  Questions	  
Five-Year Study Questions 
 
The five year evaluation research questions 
were: 

1. Are there differences over time in child-
level outcomes based on whether the 
child receives services through Yekokeb 
Berhan? Is there a difference in 
outcomes based on the intensity or 
frequency of services or care (i.e. dose 
response)? Are services appropriate to 
the child’s age, gender, health status, 
and special needs/disabilities?  

2. Are there differences over time in 
household- level outcomes based on 
whether the household receives 
Yekokeb Berhan care and support? Are 
there differences in outcomes based on 
the intensity or frequency of services or 
care?  

3. Are highly vulnerable children and families receiving care and support services? What 
percentage of highly vulnerable children and households received care and support? What 
percentage of children and households that do receive care and support are not highly 
vulnerable? What factors enable and facilitate or prevent effective targeting?  

4. What are the costs per outcome for child and household level outcomes of the Yekokeb 
Berhan care and support? Which services produce the greatest result for least cost?  

5. How have systems or community structures, including Community Care Committees, 
Implementing partners, government, the private sector, and civil society began operating as a 

Rationale for utilizing a population-based, 
nation-wide sample, representative of the 

regions where Yekokeb Berhan is 
operating 

First, Yekokeb Berhan is a national program being 
implemented in urban areas throughout Ethiopia. 
Pact is implementing Yekokeb Berhan over one 
year, rather than using a staggered, more time-
consuming approach. This prohibited the 
randomization of kebeles into intervention and 
control groups for a randomized controlled trial 
design. 

Next, at the kebele level, Yekokeb Berhan’s 
implementing partners, through community care 
committees and volunteers, target children and 
households for services. Given the size of the 
program and its rapid scale-up, it is neither feasible 
nor ethical for Pact or implementing partners to 
conduct targeting activities in kebeles where the 
program will not be implemented in order to create 
a comparison group. 

Further, targeting criteria for supports and services 
varies by community. There are no standardized or 
defined criteria for targeting services that are 
consistent across the country. Given the lack of 
clear targeting guidelines, the evaluation team could 
not replicate this targeting process to select a 
comparable (counterfactual) sample in comparison 
kebeles. 

Finally, the ‘intervention’ is occurring at the 
community level. The coordinated care approach 
means that supports, services, and referrals may 
“spill over” and benefit many children and families 
throughout the community. Measuring these effects 
would require a broader approach than a typical 
randomized control trial design that focuses only on 
intervention and control children and families.  
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result of Yekokeb Berhan? What services do they provide and are they in line with the 
Ethiopian OVC Care standards?  

6. How does the volunteer system (and the paraprofessional system) implemented by Yekokeb 
Berhan contribute to the care and support of highly vulnerable children and households?  

7. What are the changes in Implementing Partner capacity to provide and coordinate care and 
support over time? What are the changes in the capacity of communities to implement 
coordinated care over time?  

 
Baseline Evaluation Questions 
 
For the baseline round, the findings of which are presented here, the primary questions were: 
 

1. What is the situation of children with regards to health, healthcare access, and education? 
Are there differences based on the child’s age, gender, health status, orphan and 
vulnerable status and special needs/disabilities or location?  

2. Are highly vulnerable children receiving care and support services? What are the 
characteristics of children that receive care and support? 

3. What is the situation of families with regards to caregiving, coping, food security and the 
economic situation?  

4. Are highly vulnerable families receiving care and support services? What are the 
characteristics of families that receive care and support? 

 
The secondary questions included the following: 
 

5. How are implementing partners providing and coordinating care and support?  
6. What is the capacity of communities to implement coordinated care? 

 

Instruments	  	  
 
The baseline evaluation utilized the following instruments, which were each developed in a 
consultative process. These instruments should ideally be used in each year of data collection 
during the five-year evaluation.  
 
1a. Quantitative Survey: The quantitative survey was comprised of indicators, questions, and 
short tools to assess outcomes at multiple levels. First, for the household level, the survey 
included questions on the following: 

 adult demographics and characteristics including age, marital, health, disability status, 
education level, employment, and productive activities; 

 the household’s economic situation, including measures of income and expenditures, 
food security, asset ownership, and housing characteristics; and 

 the type, frequency, and provider of all HVC-related care and support services provided 
at the household level, costs that households incur or pay in order to receive, as well as 
information on the satisfaction and appropriateness of services.  
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At the child level, the survey contained questions on the following: 

 child characteristics, including age, gender, disabilities, relationship to caregiver, orphan 
and vulnerability status; 

 physical health, healthcare access, and education and vocational services; and 
 the type, frequency, and provider of all HVC-related care and support services provided 

at the child level, costs that households incur or pay in order to receive, as well as 
information on the satisfaction and appropriateness of services.  

 
1b. In-depth Interviews with caregivers (IDIs): The guide for the IDIs consisted of questions that 
encouraged study respondents to describe their experiences and the household’s situation 
(including strengths and hardships), how they manage or cope financially, and how they care for 
and meet the needs of household members. We asked about support services that households had 
recently received (if any) and their perceptions of the appropriateness, quality, and satisfaction of 
the care and services they received. We also asked participants to describe the impacts of care 
and services on the household and children and to describe why support was beneficial or not.  
 
1c. Community mapping with children: The community mapping activity was designed to 
encourage children to describe their lives and communities, to voice their experiences, and to 
describe the existing and needed resources in their communities. The mapping guide posed 
questions to encourage children to map or draw their community, including the places children 
play, learn, and receive health or other types of care. Children were also asked to map dangerous 
or scary places and other community attributes. The researcher used a large piece of paper, a 
chalkboard, or the sand/dirt for the ‘map’. While one researcher posed questions, a second 
researcher took notes on the discussions. The maps, and the discussion that occurred while 
drawing the maps, enabled the creation of transcripts that provide insight into how children 
experience their communities. 
  
1d. Key informant interviews (KIIs) at the kebele level: The KII guide was designed to gather 
information from community-level key informants (i.e. care providers, teachers, healthcare 
workers and others) on the situation of children and families, the current services available for 
HVC and their families, satisfaction with services, appropriateness of services, impacts of 
services, and what services were still needed. The guide consisted of questions on program 
strengths and weaknesses. 
 
1e. Focus group discussions (FGDs) with community members: The FGD guide elicited 
information from community members on the situation of children and families, the current 
services available for HVC and their families, satisfaction with services, appropriateness of 
services, impacts of services, and needed services. The guide also included questions on program 
strengths and weaknesses.  
 
Both the KII and FGD guides (1d and 1e) incorporated questions on implementation of the 
coordinated care model and the use of volunteers in HVC programs. Questions prompted an 
exploration of: 1) perceptions of the coordination of services in terms of quality, number, reach, 
and sustainability of services; 2) perceptions of how well social service referral systems were 
functioning; 3) the capacity of volunteers to provide care and support; 4) how volunteers and the 
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community-level system delivered services; 5) whether volunteers were well managed; 6) the 
strengths and weaknesses of utilizing volunteers; and 7) whether and how community systems 
conducted monitoring and evaluation activities. Questions also inquired about changes in the 
capacity of implementing partners to provide and coordinate support, changes in the capacity of 
communities to implement coordinated care, and perceptions of the positive and negative 
changes in community care capacity that could be attributed to Yekokeb Berhan. 
  
1f. Key informant interviews (KIIs) at the regional and woredas level: The upper level KII guide 
focused on soliciting input on the community structures and systems that are implementing HVC 
programs in selected regions. The questions focused on the respondents’ organization and its role 
in the care and support of HVC; the strengths and weaknesses of services for HVC; any changes 
in systems and community structures that could be attributed to Yekokeb Berhan; any changes in 
the quality, appropriateness, coordination or implementation of HVC services; how well 
stakeholders are coordinated in the region or woredas; whether the National OVC Service 
Standards are helping to coordinate the HVC response; and whether and how government 
leadership and supportive supervision is playing a role in the HVC response. 
 

Sampling:	  Sample	  Size	  and	  Power,	  Sample	  Selection,	  Field	  Sampling	  Procedures	  
 
In Table 3, we list the research activity, the number of research activities per kebele (or cluster), 
the number of kebeles in the total sample, the number of participants for each activity, and the 
total sample size per activity.  
 
Sample Size: Quantitative Surveys 
 
The sample size for the quantitative household survey was calculated considering: 1) standard 
statistical parameters; 2) the estimated population and number of households in urban areas 
throughout Ethiopia; 3) the division of regions in Ethiopia into woredas, and kebeles within 
woredas, and that the intervention is being implemented in approximately 240 woredas and 
1,260 kebeles in mostly urban and peri-urban areas (to be expanded to more than 4,000 kebeles); 
4) Yekokeb Berhan and implementing partners intervene at the level of the kebele; 5) the 
estimated number of children under age 18 years per household in study area; 6) the estimated 
number of HVC in intervention kebeles; and 7) the anticipated effect size of the program for 
study outcomes, such as a percentage point change in school enrollment.   
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 Table 3. Sample sizes for study activities 

 
The sample size for the quantitative survey is based on expected change over time in the key 
outcomes of school enrolment and other education indicators, healthcare among children, and the 
household economic situation. The analytic plan entails examining outcomes based on child and 
household level characteristics, and disaggregated by gender, age and vulnerabilities such as 
orphan and health status. 
 
According to the 2007 census, there were approximately 2.1 million households in urban areas 
and 5.8 million children under 19 years of age. The average district wide rate of highly 
vulnerable children varies between 0.5 to 40%. Pact aims to deliver services to an estimated 9% 
of highly vulnerable children within intervention areas. 
 
We used the Optimal Design Plus Empirical Evidence program (Figure 3) for clustered samples 
to calculate the sample size needed to determine differences in child and household level 
outcomes given the following 
assumptions: alpha = .05, the 
conventional estimates for a 
Type I error for a two sided 
test, and Power = .80, the 
probability of correctly 
rejecting the null hypothesis of 
equal proportions in the 
population (Spybrook, 
Martinez, Liu, Raudenbush 
2011). We accounted for the 
design effect and, because 
households were nested in 
kebeles, accounted for intra 
class correlation (ICC). We 
assumed a medium to high 
level of homogeneity in 
kebeles.  

Research activity Number of clusters / woredas Number of activities & 
participants per activity 

1a. Quantitative Household 
Survey  

26 households per kebele, in 130 kebeles 
across 111 woredas  

3415 households 
(~ 6830 children) 

1b. Qualitative In-Depth 
Interviews With Caregivers 

Randomly select 30 kebeles and 3 
households per kebele 

90 

1c. Community Maps (Children 
12-17) 

Randomly select 30 kebeles; 
One map (with 8 participants) per kebele 

30 Maps, 
240 participants 

1d. Key Informant Interviews, 
Kebele Level 

Randomly select 30 kebeles;  
Select 4 informants per kebele  

120 
 

1e. FGDs with Community 
Members 

Randomly select 20 kebeles; 
One FGD (with 10 participants) per kebele 

20 FGDs 
200 Participants 

1f. Key Informant Woredas & 
Regional Level 

One interview for every 11 regions; 
Randomly select 11 woredas, identified KII 

22 
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To answer the study questions, we estimated a sample size of 130 kebeles, with 25 households 
per kebele. We anticipated that these numbers would enable us to obtain data on 50 children per 
kebele, and to sample a total of at least 6,500 children within 3,250 households. However, we 
also accounted for the expected, combined non-response, refusal, and attrition rate (from 
baseline to year 1 follow up and year 2 follow up) and thus added 165 households across 130 
kebeles (Table 4). Thus, we estimated requiring a total sample size of 3,415 households, roughly 
26 per kebele, to yield data on approximately 6,830 children. 
 
The sample size permitted an examination of differences in outcomes between children and 
households based on whether they reported receiving services. Moreover, this was an 
operationally feasible sample size that could detect an effect size of 9 to 12 percentage points in 
school enrollment with power =0.80. A smaller sample would have yielded insufficient statistical 
power, while a larger sample size would not have been operationally feasible.  
 
Table 4: Sample size estimation 
Outcome Current 

baseline- 
% 

enrolled 
in primary 

school 

Target 
for 

program 

Percentage 
change or 
percentage 
point (pp) 

change over 
program 

Sample 
size # 

kebeles  

Sample 
size 

houses 
per 

kebele; 
(Total 

houses) 

Sample 
size 

children  
per 

kebele 
(Total 

children) 

+ Non-
response
, refusal, 
attrition 

# 
houses 
added  

Sample 
Size total 
houses 
(Total 

children) 

School 
enrolment  

83% 95% 12 pp 130 25 
(3250) 

50 
(6500) 

0.05 165 3415 
(6830) 

 
Sample Size: Qualitative Activities 
 
The qualitative activities were designed to provide insight into the situation of HVC and their 
families. The sample sizes reflect the minimum estimate of the number of activities (e.g. IDIs, 
maps, FGDs, and KIIs) needed to reach saturation, or the point at which no new information is 
gained. They also had to be logistically and analytically feasible, given the effort needed to 
conduct, transcribe, translate, and analyze qualitative data.  Given the cultural, ethnic, economic, 
and other variations across the country, we aimed for a representative sample of experiences 
countrywide rather than full saturation of information on all issues and themes.  
 

Selecting	  the	  Sample	  for	  Data	  Collection	  
 
Quantitative and Qualitative Activities 
 
The study sample was selected to be a representative sample of the urban, semi-urban and rural 
areas in Ethiopia across all regions where Pact is implementing Yekokeb Berhan in order to 
generalize study findings to these woredas and kebeles. We had first planned to select a sample 
of woredas and kebeles using data from the Central Statistics Agency (CSA) of Ethiopia and to 
cross-check with Pact to ensure that we only selected kebeles where Pact was operational. 
However, we were unable to use statistical data from CSA because the kebeles had been 
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renamed since the CSA data was assembled and no longer reflected the current names of the 
administrative units or the way in which Yekokeb Berhan was being implemented.  
 
For both quantitative and qualitative study activities, we sampled from a list of woredas and 
kebeles supplied by Pact. First, we selected a systematic random sample of 111 woredas to be 
representative of the distribution of woredas across the regions where Yekokeb Berhan was 
operational in 2012. Next, within the 111 woredas, we selected a systematic random sample of 
130 kebeles. The number of kebeles selected per region was proportional to the number of 
kebeles per region where Pact operated. We excluded several kebeles which were unsafe due to 
current or very recent conflict. If the kebele was selected but deemed unsafe by AAU 
researchers, we replaced it with a kebele consistent with our systematic sampling procedures. 
 
Next, for the quantitative survey, we had to establish procedures and the sampling fraction to 
select and enroll 26 households per kebele. We lacked recent maps that plotted households, as 
well as accurate census data listing households on each street or path per kebele. Therefore we 
had to establish the sampling fraction and select households using the estimated number of 
households per kebele during fieldwork. This required the field team to liaise with a local 
administrator to determine the total number of households per kebele and divide this number by 
26 to obtain the sampling interval (e.g. the nth household to enroll in the study). For example, in a 
kebele of 8,226 households, the team would enroll every 316th household (8226/26). The team 
would screen households and only enroll households with children.  
 
For the qualitative activities, we systematically sampled from the same list of selected kebeles to 
include kebeles that were representative of the quantitative sample where Yekokeb Berhan 
operates.  
 

Ethical	  Approvals	  
 
We received ethical approvals from the Boston University Medical Campus Institutional Review 
Board, the Addis Ababa University School of Social Work, the Ethiopia Ministry of Science and 
Technology, and the Ethiopian Ministry of Women, Children and Youth Services. All 
respondents provide voluntary, informed consent to participate in study activities, and had the 
right to refuse to answer any questions or to end interviews at any time.  
 
 

Field	  Team	  Composition	  and	  Training	  
 
Regional Coordinators, Supervisors, Data collectors, Data Entry Staff 
 
In total, the AAU team was comprised of our co-PI, 5 regional coordinators, 10 supervisors, 57 
data collectors, 8 data entry staff, 1 Internet Technology assistant, 10 drivers, 25 transcribers, 7 
translators, and 8 typists/copy editors. The regional coordinators and supervisors were all current 
or former AAU faculty or doctoral students with substantial research experience. Data collectors 
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were undergraduate students and recent graduates. The data entry staff had previous database 
experience. 
 
We divided the interviewers into 10 data collection teams, each comprised of 6 data collectors 
and 1 supervisor. Five regional coordinators were each responsible for overseeing 2 teams. 
Transcribers converted the qualitative audio files into 282 handwritten transcripts, which were 
then translated by the AAU team of regional coordinators and sent to Boston for analysis.   
 
Team Training for Field Work and Data Entry 
 
Before beginning data collection, the entire local data collection and entry team participated in 
intensive training activities specifically designed to prepare team members for the data collection 
phase of the study. Members of the BU team conducted the training, in collaboration with the 
AAU team, in early July 2012. The training included the following activities:      

1) Review of the overall 5-year evaluation plan, emphasizing the purpose of the Yekokeb 
Berhan project and the role of baseline data collection as the first round of data collection 
for the evaluation; 

2) Review and discussion of the detailed study protocol, with a focus on study purpose and 
each set of activities, including sampling and data collection; 

3) Review of the informed consent process and the study’s approved consent and assent 
forms (8 altogether) for quantitative and qualitative data collection; 

4) Discussion of quantitative research methods, including techniques to engage prospective 
participants and collecting reliable data;  

5) Discussion of qualitative research methods, including conducting high quality in-depth 
interviews and focus group discussions; 

6) Familiarization with and finalization of the English version of each of the quantitative 
and qualitative instruments (six in total) and the quantitative survey instrument in three 
local languages; 

7) Role-play conducting the informed consent process, administering the quantitative survey 
instrument, and conducting the qualitative data collection activities; 

8) Review and discussion of important ethical issues, including ensuring confidentiality, the 
voluntary nature of participation, and the role of informed consent and assent; 

9) Practice entering data into the quantitative CSPro database; 
10) Pilot interviews with community members living near or around Addis Ababa. 

 
The training was conducted in two stages. First, the BU team led supervisors and regional 
coordinators through a “training of trainers” 3-day workshop focused on ensuring that these team 
leaders were familiar with each stage of the study and on finalizing instruments in English and 
local languages. Second, the BU team, supervisors, and regional coordinators trained the 60 data 
collectors to conduct quantitative interviews utilizing the study instruments and consent forms. 
The data collectors engaged in role-play activities with the quantitative survey, while the 
supervisors and regional coordinators participated in role-play using the qualitative tools. We 
also trained the data entry staff to use the project’s data entry screens.   
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Piloting 
 
Finally, we conducted two days of pilot testing which allowed data collectors to practice 
interviewing respondents in the field and allowed the supervisors and regional coordinators to 
observe the interviewers in action. The surveys were then used by the data entry staff for 
additional practice entering data. Following pilot activities, we assembled the team for a final 
review of the quantitative survey and consent forms, highlighting issues encountered during the 
pilot, answering outstanding questions, and providing additional direction as needed. 
 
Field Data Collection 
 
In mid-July, the team fanned out across the 11 regions and city administrations of Ethiopia with 
3,600 36-page surveys in various languages, 8,000 consent forms, the sampling strategy, study 
logs, ID badges, bags to protect surveys against the rain, approval letters from the ethical review 
committees and the Ministry of Women, Children, and Youth Services, and other materials. 
 
Field Sampling Procedures for the Quantitative Survey and Qualitative Activities 
 
Upon arrival in each kebele, the regional coordinator or supervisor contacted a local government 
councilor or other official who was hired to work with the teams. The supervisors worked closely 
with the local leaders to determine the boundaries of the kebele and the number of subdivisions 
within the kebele. They calculated the sampling fraction based on the number of households per 
kebele. The local administrators knew the location of all residential structures. Taking into 
consideration the geographical characteristics of the area, the supervisor and the local guide 
divided the enumeration areas into sections (Figure 4). Each interviewer per team received a 
segment of the kebele where they selected and enrolled respondents. The team had to identify the 
most efficient route for the division of the kebele into portions.  
 
Figure 4. Kebele divided into three portions. Each 
interviewer would have a portion of the kebele 
and select every nth household to interview.  

Figure 5. Interviewers made a listing of the whole 
households and followed a serpentine approach to 
identify and enroll households. 
 

  
Within each kebele, interviewers enrolled 26 households. The team: 1) selected a starting point 
in each village; 2) walked or drove on paths and roads throughout the kebele; and 3) selected 
every nth household depending upon the number of households to enroll 26 households. The field 
teams followed a ‘serpent’ path (Figure 5). Of course, most kebeles were not as linear or 
organized as in Figure 5, and in some kebeles, structures were built in a disorderly fashion. Still, 
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the team was able to follow a path and to locate hidden infrastructures. If there was any alley out 
of a residential infrastructure, we made sure to include it in our plan. 
 
The procedure required data collectors to systematically enroll households until they completed 
26 interviews per kebele. If the household contained no child under the age of 18, the interviewer 
approached the next household. Some interviewers scheduled interviews at a later, more 
convenient time for respondents, rather than conducting interviews on the spot. If no one was at 
home, the interviewer asked neighbors when the person usually returned home. If 5 consecutive 
households were empty, the interviewer returned at a later time to implement this process again, 
starting from the originally-selected household. 
 
For the qualitative data collection, we used varied procedures. For the IDIs with caregivers, we 
used the same procedure as above. For the community maps, we worked with local leaders to 
select children to participate in the mapping. For the KIIs, we worked with local leaders to 
identify key informants at the kebele, woredas, and regional levels. For the FGDs, we similarly 
worked with local leaders to identify participants from within the community. 
 
Data Collection in the Field 
 
During fieldwork, the regional coordinators and supervisor worked closely with their teams to 
ensure that the sampling procedures were carried out appropriately. Additionally, they helped to 
carry out weekly and daily work plans; examined surveys and checked data quality; managed all 
surveys, consent forms, and audio recordings; conducted ongoing training of interviewers as 
need; filled out supervisor logs and field diaries; and collected the qualitative data. The latter 
included meeting daily interview targets; performing informed consent procedures; enrolling 
participants; carrying out interviews; and problem solving as need. 
 
Field Challenges 
 
Fieldwork took place during the rainy season. As a result, the teams encountered several 
challenges: heavy rains; long travel distances across the country on mountainous terrain; poor 
quality roads; fuel shortages, which were ongoing throughout Ethiopia; vehicle breakdowns; 
bridge outages; sickness among field workers (some parts of the country were malarial zones and 
field workers were eating differently than normally, often without sanitation facilities); and 
Ramadan, so there was fasting among respondents, making them tired by the afternoon. The 
team overcame each of these challenges although fieldwork required a few more days than 
originally planned for some of the teams.  
 

Data	  preparation	  
Quantitative  
 
Paper surveys were returned to Addis where they were entered into the CSPRO database by a 
team of eight data collectors. The customized CSPRO database was developed with range and 
consistency checks, and logic to ensure high quality data. As data were entered, the files were 
sent to BU for examination on a weekly basis. The CSPRO files were exported to SAS for 
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cleaning and analysis. The BU team concatenated the data files, tallied the sample sizes per 
kebele to identify missing surveys, examined each variable, documented extreme values, and 
sent all queries to AAU for confirmation or correction. The BU and AAU teams worked together 
throughout August and September to ensure that we had a complete dataset.  
 
Next, the BU team reshaped the datasets and created new variables (e.g. HVC child and HVC 
household) and calculated summary variables (e.g. total household food expenditures and total 
household income). We use several survey questions to create the variable for HVC. Children 
were categorized as highly vulnerable based on their characteristics and the demographic 
characteristics of the household head. A child was categorized as highly vulnerable if he or she 
met any one of the following criteria: 1) any orphan (maternal, paternal or double); 2) 
chronically ill or HIV positive; 3) disabled; 4) in a household where the head was a child, 
elderly, chronically ill-, or disabled. Households were categorized as poor if their per capita 
reported expenditures placed them into the lowest quintile (20%) for total weekly household 
expenditures. Following data cleaning, reshaping, and coding, we analyzed the data. 
 
Qualitative: Transcription and Translation  

 
The qualitative recordings were labeled and returned to Addis for transcription, followed by 
translation and the drafting of qualitative transcripts in word files. Twenty-five team members 
transcribed a total of 5,250 pages. Seven senior data translators worked full-time translating the 
transcripts. In addition, 8 assistants typed and translated materials and assisted in copy-editing. 
The first transcripts (word files) were sent for data quality checks, and then, in batches as they 
were completed.  
 
Data Analysis (Analytic Plan) 
 
We developed a detailed analytic plan to guide the quantitative and qualitative analysis. The plan 
was developed to prioritize analyses that answered the evaluation questions. First, using 
quantitative data, we described the survey population at the child and household level (Table 5) 
and presented findings by HVC status and poverty status. Next, we examined the receipt of 
services at the child and household levels. Third, we explored outcomes (e.g. health, healthcare 
access, and education indicators at the child level, and economic activities and food security at 
the household level). We described differences between children receiving services and those not 
receiving services based on child, adult, and household characteristics. We presented findings by 
HVC status and poverty status. Fourth, we modelled key outcomes, accounting for child and 
household level characteristics, including HVC and poverty status and receipt of services. 
Finally, we integrated qualitative data sources throughout quantitative findings. 
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Table 5. Child, household level characteristics, outcomes and services 

 
 
Table 6. 

 
HVC status 

 

Children were categorized as HVC based on 
their characteristics and the demographic 
characteristics of the household head. An 
HVC met at least one of the following 
criteria 1) any orphan (maternal, paternal or 
double); 2) chronically ill or HIV positive; 
3) disabled; 4) in a household where the 
head was a child, elderly, chronically ill, or 
disabled. An HVC household was one in 
which there resided at least one HVC. 

Poverty status  
 

Households were categorized as poor if their 
reported total food and non-food expenditures 
placed them into the lowest quintile for total weekly 
household expenditures. Children in poor 
households were characterized as poor. 

Poor, HVC Non-poor, HVC 

Poor, non-HVC Non-poor, non-HVC 

 
In order to isolate and examine key child and household vulnerability attributes, we created 
tables that characterized households by HVC status and by household poverty. We were thus 
able to analyze child and household attributes in four mutually exclusive groups (Table 6).  

   

Characteristics 
Characteristics of Household 
Head or Caregiver 
-‐ Age 
-‐ Gender 
-‐ Employment status 
-‐ Health status 
-‐ Disability status 

Characteristics of Child 
-‐ Age 
-‐ Gender 
-‐ Orphan status 
-‐ Health status 
-‐ Disability status 
-‐ Vulnerability status 

 

Characteristics of Households 
-‐ Household Size 
-‐ Location 
-‐ Poverty level 

o Housing type  
o Expenditures and income 
o Assets 
o Food security and diversity 

Outcomes 
*Priorities set by USAID 
Ethiopia 

Child 
-‐ Health 
-‐ Healthcare access 
-‐ Education 
-‐ Food security 
-‐ Labor 

Household Economic Outcomes 
-‐ Expenditures  
-‐ Food security and diversity 
-‐ Assessment of wellbeing  
-‐ Coping with shocks 
-‐ Business activities 

Services and support Received (including referrals) 
 Child 

-‐ Nutrition 
-‐ Health referral 
-‐ Education 
-‐ Life skills 

Household 
-‐ Economic strengthening 

interventions 
-‐ Received business development 

services 
-‐ Linkages or referrals to services 
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Quantitative Analysis 
 
Frequencies and Means 

 
We used SAS 9.2 to compute frequencies and means for all data. Next, we disaggregated data by 
HVC status and poverty status in order to highlight differences and disparities between children 
and households in the sample. We calculated cross tabulations and means of all data by HVC and 
poverty status, and by age and gender where appropriate, and conducted chi square tests for 
differences. We used the frequency sampling weights in all calculations to more accurately 
reflect the full study population of interest. In the household analysis, we disaggregated data by 
HVC household status and then, where appropriate, further disaggregated data to show 
frequencies for all households and for the poorest households with HVC. 
 
Methodology on Estimation of Sampling Errors 

 
We used sampling weights to adjust parameter estimates so that they would be representative of 
the broader population. The weight for each household was equal to the inverse of its probability 
of selection. We calculated the sampling weights by dividing the (estimated) number of 
households per kebele with 26—the number of households per kebele included in the sample. 
The derived parameter estimates from the analysis included ratios, rates, and percentages. For 
testing statistical significance of these estimates, we calculated the standard errors accounting for 
clustering at the kebele level in the sampling design. 
 
Logistic Regression Models 

 
We calculated logistic regression models for key outcomes at the child and household level using 
Proc Survey Logistic and Proc Survey Reg in SAS. Models accounted for the clustering at the 
kebele level and were weighted to reflect the overall population in each study area. Finally, 
models accounted for HVC and poverty status, gender, age, and district location. 
 
Qualitative 
 
Development of Codes 
 
In the qualitative analysis, we identified key themes for each study question and established a 
coding system for each qualitative component (IDIs, community maps, KIIs, and FGDs) that 
would allow us to summarize relevant information for each question. As we read and re-read the 
initial transcripts we received, the codes were revised to best capture data of importance for each 
inquiry. The final coding system included categorical codes to help us ascertain whether most, 
some, or few respondents fell into particular groups of respondents (“was support being received 
by any child in this household?” (yes/no)) and text codes to help us understand the full range of 
experiences, views, and issues expressed by respondents (“issues with support”). The codes were 
related to the questions posed by interviewers using the question guides, but went beyond the 
questions posed to capture data spontaneously provided by respondents. For each set of codes 
and study question, we sought to identify useful direct statements, both those that supported 
typical responses and those that were rare. 
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Coding 
 
Given tight time constraints, we analysed as many transcripts as possible, but were not able to 
include all transcripts in the analysis (see Table 7 for totals included). Those analysed were read 
by members of the BU team, who coded them in Excel, using the coding system described 
above. To ensure consistency in coding, the team discussed questions of interpretation frequently 
and modified the coding system in minor ways where appropriate, given the broad range of 
information contained in the transcripts. After transcripts were coded, the analytic team met to 
discuss major finding for each qualitative activity vis-à-vis the evaluation research questions and 
the most appropriate way to integrate the qualitative and quantitative findings.  
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Results 
 
Data collection occurred from July 13 through August 11, 2012. The planned and achieved 
sample size for each activity is below (Table 7).  
 
Table 7. Activities and sample sizes 
Evaluation activity Planned Achieved Data included 

in this report 
1a Surveys 3,415 3,366 All  
1b IDIs 90 89 34 
1c Community Mappings 30 30 27 
1d KIIs, community level 120 119 25 
1e FGDs 20 19 16 
1f KIIs, region/woreda level 22 20 9 

*All qualitative transcripts that were received by September 26, 2012 were included in this report. 
 
To describe the sample population, we characterized children by HVC status and poverty status 
(see definitions for HVC and poverty status). For certain characteristics and outcomes, we 
disaggregated data by age and gender. Below, we present data on the children, followed by 
household heads, and then households. We have bolded certain data (generally the ‘all category’) 
to facilitate reading. Also, all data collected are included, but the calculations are weighted to 
reflect the full population in the kebeles where Pact is operational. 
 

Child	  Characteristics	  
 
Overall, among the 8,363 children in the study sample (e.g., from 3,366 households), 7% were 
poor and highly vulnerable (poor, HVC), 10% were poor but not highly vulnerable (poor, non-
HVC), 23% were not poor but were vulnerable (non-poor, HVC), and 60% were neither poor nor 
highly vulnerable (non-poor, non-HVC) (Table 8).  
 
Living situation: Among all Ethiopian children, the majority lived with a parent. Poor, HVC 
were more likely than non-poor, non-HVC to live with a grandparent. Few children in each 
category lived with other relatives or non-relatives. We found that less than 1% of children were 
in child-headed households.  
 
Orphan and vulnerable status: Overall, the data reveal that HVC were more likely to live in poor 
households than non-poor households (Tables 9-11). Among all children, 18% of 0-4 year olds, 
29% of 5-11 year olds, and 41% of 12-17 year olds were HVC. Disaggregated by poverty status, 
55% of poor 12-17 year olds were HVC. Forty-one percent of poor 5-11 year olds were HVC, 
and 28% of poor 0-4 year olds were HVC.   
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Table 8. Basic characteristics of children (% per category) 

 All 
children 
N=8,363 

Poor, 
HVC 
n=611  

7% 

Poor, non-
HVC 
n=859 
10% 

Non-poor, 
HVC 

n=1927 
23% 

Non-poor, non-
HVC  

n=4966 
60% 

Age       
   0-4 25 23 33 13   28 *** 
   5-11 42 39 41 39   43  
   12-17 34 38 26 49   29  
Gender (female) 50 51 48 49   50 *** 
Relationship to household head       
   Son/daughter 82 76 83 69   85 *** 
   Grandchild 10 14 14 15   9  
   Niece/nephew 3 3 2 7   2  
   Sibling 1 1 0 2   0  
   Other relative 4 5 2 6   3  
   Other non-relative 1 0 0 1   0  

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
Among 0-4 year olds, 10% of children were an orphan of any type (Table 9). Orphaned and 
vulnerable children disproportionately lived in poor households. The pattern was similar among 
5-11 year olds, among whom 23% of children were orphaned. In this age group, 31% of poor 
children compared to 21% of non-poor children were orphaned and 41% of poor children were 
HVC compared to 26% of non-poor children. 
 

 
The 12-17 year age group had the highest overall 
percentage of orphans (35%) and HVC (41%) (Table 
9). Fifty-one percent of poor children were orphaned 
and 55% were HVC, while 36% of non-poor 
children were orphaned and 40% were HVC.  
 
The geographical distribution of vulnerability status 
is mapped in Figure 7. The largest concentrations of 
HVC were in Addis Ababa, Afar, Amhara, Dire 
Dawa and Oromiya. This map also highlights where 
data were collected. The grey kebeles were not 
included in this study. 

Highly Vulnerable Children 
 
HVC were more likely to live in poor 
households than non-poor households.   
 
Poor, HVC: 

55% of poor 12-17 year olds were HVC 
41% of poor 5-11 year olds were HVC  
28% of poor 0-4 year olds were HVC 
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Figure 7: Distribution of poor, HVC across study kebeles in regions throughout Ethiopia 
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Table 9. Child orphan and vulnerable status (% per category) 
 All children Poor children Non-poor children 

0-4 year olds n=2,048 n=390         n=1,658  
Any orphan  10 16 9 *** 

Maternal orphan  3 5 3 *** 
Paternal orphan  8 13 7 *** 
Double orphan  1 2 1 *** 

Non-orphan  89 83 91 *** 
HVC 18 28 15 *** 
    
5-11 year olds n=3,514 n=633        n=881 
Any orphan  23 31 21 *** 

Maternal orphan  6 6 7 *** 
Paternal orphan  20 30 18 *** 
Double orphan  3 3 4 *** 

Non-orphan  77 67 79 *** 
HVC 29 41 26 *** 

12-17 year olds  n=2,784 n=444        n=2,340 
Any orphan  35 51 36 *** 

Maternal orphan  11 15 13 *** 
Paternal orphan  30 45 31 *** 
Double orphan  6 8 8 *** 

Non-orphan  64 48 64 *** 
HVC 41 55 40 *** 
Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 

 
Disabilities: Among all children, 2% had disabilities, though the rate varied by age and HVC 
status. Few 0-4 year old children had disabilities (1%), but the rate was 7% among poor, HVC 
in that age group, in part because by definition, children with disabilities were categorized as 
HVC. Similarly, among all 11-17 year olds, 3% had disabilities, while the rate climbed to 8% 
among 11-17 year olds who were poor, HVC. About 3 out of 4 disabled children had serious 
limitations due to their disability. Among 11-17 year old HVC, 85% of poor and 69% of non-
poor children had serious limitations due to their disability.  
 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 

Table 10. Children with disabilities by vulnerability, poverty status, and age (%) 
 All 

children 
Poor, 
HVC  

Poor, non-
HVC 

Non-poor,  
HVC 

Non-poor, non-
HVC 

 n=2,048 n=102 n=388 n=263 n=1,395  

Any disability 0-4 year olds 1 7 0 4 0 *** 
Limited by disability 53 39 0 66 0 *** 

 n=3,514 n=266 n=367 n=756 n=2,125  

Any disability 5-11 year olds 2 8 0 6 0 *** 
  Limited by disability 70 77 0 67 0 *** 

 n=2,784 n=241 n=203 n=204 n=1,436  

Any disability 12-17 year olds 3 8 0 7 0 *** 
     Limited by disability 73 85 0 69 0 *** 
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The qualitative data provided examples of the way affected households struggled with their 
children’s disabilities. As one mother of an autistic boy explained:  
 

I took him there many times. ... I was told that they couldn't help me. He has also a problem in 
speaking when he tries to speak. He has also a mental problem... autism. ... The doctors said that 
they couldn't make any difference. This is the only thing that the doctors told me. – 52 year-old 
mother of 3, including 1 with autism. 

 
Marital Status: Among 5-11 year olds and 12-17 year olds, 1% of children were married and 1% 
had been promised for marriage. Beyond child marriage, children in Community Mapping 
exercises described some of the child protection issues they faced:  
 

In this community the children’s safety is not protected. For example child trafficking is common 
.... Girls get raped occasionally. Most of the children who are vulnerable are the ones who lost 
their parents and they don’t get love and support. When children do something wrong, they will 
face serious physical punishment. Hence they face serious physical injuries and emotional 
disturbance. The support provided for such children is not enough.  – Amhara: child respondent. 
 
In our area, the family is not in a position to provide support. For example, if a man rapes a 
woman the family will say, "It is up to you". They won’t say, "What should we do?" What she 
will do is be involved in commercial sex work since her life has been already ruined, and do 
other bad things. The family and the community won’t think of a way to solve the problem 
because they don’t have that much knowledge. – SNNPR: child respondent.  
 
For example, if a girl is raped at school, she will be afraid to tell to her family. By the time her 
belly becomes big, they will say: "From where have you brought this?" and she will be forced to 
leave the house, and she will be on the streets. And she will be a street child. The family won’t 
even look back at her ... She will be the one who is going to suffer. But a man abused her.—
SNNPR: child respondent. 
 
There is no one who is taking care of the safety of children and helps us to be free from child 
labor. In our community our culture is advocating children need to do whatever they are asked 
by their parents. Therefore we are engaged in difficult work for long hours. This is a huge 
problem and we are in need of someone who can assist us to solve these problems. – Amhara: 
child respondent. 
 

Characteristics	  of	  Household	  Heads	  
 
The mean age of household heads was 42 years (Table 12). Heads of poor, HVC households 
had the highest rate of elderly headed households at 14% (this is largely due to the 
categorization of households as vulnerable if they were elderly headed.) While most households 
contained a married couple, widowhood was most common in HVC households.   
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Table 12. Household heads: age and marital status 
 All HHs 

n=3,366 

Poor, HVC 
HH  

n=363 

Poor, non-
HVC HH   

n=309 

Non-poor, 
HVC HH 
n=1,113 

Non-poor, 
non-HVC HH 

n=1,581 

Mean age 42 44 43 44 41 *** 
Age group (%)       
  18-24 years 3 2 3 4 3 *** 
  24-45 years 58 58 55 51 63  
  45-64 years 30 25 32 35 28  
  65+ years 8 14 10 10 6  
Marital status (%)       
   Single  3 6 4 3 2 *** 
   Married / cohabit  63 26 61 45 84  
   Divorced  13 18 22 13 10  
   Widowed   21 51 12 39 4  

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
	   
The household heads in poor, HVC households were more likely than other household heads to 
have no education (Table 13). Although 45% of the heads of non-poor, non-HVC households 
had some secondary school, only 11% of the heads of poor, HVC households did. Regarding 
employment, 58% of household heads reported engaging in at least some work in the previous 
year. While 22% of all household heads reported that they were engaged in informal 
employment, only 11% of heads from poor, HVC were in formal employment. 
 
Table 13. Household heads: education and employment (%) 

 All HHs 
n=3,366 

Poor, HVC 
HH  

n=363 

Poor, non-
HVC HH 

 n=309 

Non-poor, 
HVC HH 
n=1,113 

Non-poor, non-
poor HH  
n=1,581 

Education completed       
   None 41 61 59 43 23 *** 
   Any primary (<grade 8) 28 28 24 26 32  
   Any secondary 31 11 17 31 45  
Employment status       
 Informal employment 53 57 51 53 54  
 Formal employment 22 11 13 18 30  

   Any work in last year 58 45 40 45 51 *** 
   Worked p/t in last month 17 21 14 13 13 *** 
Engaged in new economic 

activity in past year 
10 11 5 9 8 *** 

Main activity in past month       
  Child/elderly care & 

housework 
9 16 13 14 6  

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 

Household	  Characteristics	  
 
Of the 3,477 households in the study, 98% of households had at least one working-age (18-64 
years) adult (Table 14). Highly vulnerable households were most likely to be female-headed or 
headed by an elderly or chronically ill person. Seventy-nine percent of poor, HVC households 
were headed by women compared to 23% of non-poor, non-HVC households.  
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Table 14. Household composition: type of household (%) 
 All HHs 

n=3,366 

Poor, 
HVC HH 

n=363 

Poor, non-
HVC HH   

n=309 

Non-poor, 
HVC HH 
n=1,113 

Non-poor, non-
HVC HH 
n=1,581 

Adult HH: at least one working 
aged adult (18-64 yrs) 

98 93 100 98 100 *** 

Female-headed  43 79 43 56 23 *** 
Elderly-headed HH (65+yrs): 

with no abled bodied adult <64 
years 

2 7 0 2 0 *** 

Elderly, chronically ill, or 
disabled & limited-headed HH: 
with no abled bodied adult 

2 7 0 2 0 *** 

Child-headed HH  1 1 0 0 0 *** 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
HVC households had the least favorable dependency ratios (Table 15). While non-poor 
households had 2.3-2.5 adults per household, poor, HVC households averaged only 1.4 adults 
per household. Further, 15% of poor, HVC households had a dependency ratio that could not be 
calculated because there was no able-bodied adult in the household. 
 
Table 15. Household composition and dependency ratios 

 All HHs 
n=3,366 

Poor, 
HVC HH 

n=363 

Poor, non-
HVC HH 

n=309 

Non-poor,  
HVC HH 
n=1,113 

Non-poor, 
non-HVC 
n=1,581	  

Average number of children <18 years 2.4 2.2 2.1 2.6 2.4  
Average number of working aged adults 

per HH (18-64 years) 
2.3 1.4 1.9 2.3 2.5  

Average dependency ratio 1.5 2.0 1.6 1.7 1.3  
% HH with bad dependency ratio (cannot 

calculate b/c no able bodied adult) 
12 15 10 8 12 *** 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
The housing situation for poor households (both HVC and non-HVC) was worse than the 
housing for non-poor households (Table 16). For example, 15% of poor, HVC households had 
improvised or temporary housing, while poor, non-HVC households had the worst access to 
water, such that 14% had no adequate water source, compared to about 7% in other households. 
Children in poor households (both HVC and non-HVC) were least likely to live in housing that 
was structurally sound and protected them from thieves, animals and insects. At least 1 in 3 
houses were located in a dangerous location, such as near a highway or open sewage. Fourteen 
percent of houses were in locations that were dangerous to children, such as brothels or bars.   
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Table 16. Housing characteristics (% per category)   
 All HHs 

n=3,366 

Poor % 
HVC  HH 

n=363 

Poor & Non-
HVC  HH 

n=309 

Non-Poor & 
HVC  HH 
n=1,113 

Non-Poor & 
non-HVC HH  

n=1,581 

  Improvised & temporary shelter 4 15 11 6 7 *** 
  Outer walls natural (Poorest) 8 8 10 6 5 *** 
  Floor natural (Poorest) 80 90 92 76 71 *** 
  No adequate water source 9 7 14 7 6 *** 
  No adequate sanitation  20 28 28 19 10 *** 
  Children get wet in house when it 

rains  
39 61 59 44 31  

  Wind blows where children sleep 40 67 56 42 31  
  House not structurally sound 59 64 64 50 55 *** 
  House not safe from insects 

&animals 
53 63 59 57 55 *** 

  House is in dangerous area 33 37 32 37 36 *** 
Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
In the qualitative transcripts, respondents described their living situation: 
  

On the house we have a threat, and the brick, as you see, is cracking. Most particularly, in the 
winter time it is so problematic, and some day it will totally [fall to] ruin. At this time, it is hard 
to find a place, and mostly house renters aren’t interested in these family members. So we 
always worry about our own life. – Oromia: 47 year-old mother of 7 children. 
  
Our problem is the house leaks during this rainy season. Over there, the ceiling leaks water. 
This is our main problem. We do not have an appropriate private toilet. The toilet is not 
properly constructed and we always fear that the children may be injured. It has no ceiling and 
it is too old.  – Oromia: 44 year-old HIV+ caregiver of 5 children, 1 of whom is HIV-positive.	  

 
Figure 8 maps respondents’ reports of inadequate housing. Housing was categorized as 
inadequate if children got wet inside the house when it rained or if the wind blew inside the 
house where children slept. 

Double and Triple Jeopardy 
 

A greater percentage of HVC lived in households headed by women, or caregivers who were elderly, 
widowed, or lacked education. These children were in double / triple jeopardy because in addition to 
their own vulnerability (e.g., orphanhood, disability, chronic illness), they lived with caregivers who 
lacked education and formal work. 

 

Further, in poorer households, there were fewer working aged adults to share economic and caregiving 
responsibilities. Often, one person had to earn an income and provide care to family members. All 
responsibilities were concentrated in one adult who may have been chronically ill, elderly, or caring 
for many children. This caregiver was unlikely to have regular paid work.  

 

Poor children living in inadequate housing were at greater risk for health problems and yet their 
caregivers were least likely to be able to afford healthcare or housing improvements. 
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Figure 8.  Percentage of children living in inadequate housing across Ethiopia 
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Child-‐level	  Outcomes	  	  
 
Next we present baseline data on the primary outcomes. The first evaluation question was: 

 
1. What is the situation of children with regards to health, healthcare access, and 

education? 
 
Health 
	  	  
Compared to their peers, poor, HVC were more likely: 1) to have poor or very poor health; 2) 
have had a recent illness in the past month; 3) have a chronic illness; and 4) have had diarrhea 
in the past month (Table 16A). The data for boys and girls were similar; however, 34% of 0-4 
year old boys had had an illness in the past month compared to 27% of 0-4 year old girls (16A). 
Rates of diarrhea and fever were also higher in boys compared to girls. The same pattern was 
observed in other health variables. Illustrative statements by participants in different qualitative 
research activities on the situation of children’s health are in Table 16B. 
 
HIV Status: Overall, 30% of children had been tested for HIV. The most likely group to have 
been tested were 12 to 17 year old children, followed by 0-4 year olds and, finally, 5-11 year 
olds. A larger percentage of poor, HVC had been tested compared to non-poor, non-HVC.    
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 Table 16A. Health outcomes for children (%) 

 All Poor, 
HVC 

Poor, non-
HVC 

Non-poor, 
HVC 

Non-poor 
non-HVC 

Girls aged 0-4 
 

Perceived health (poor or very poor) 

 

8 

n=44 
 

28 

n=139 
 

11 

n=116 
 

17 

n=667 
 

5 

 
 

*** 

Recent illness in last month 27 49 32 43 22 *** 
Chronic illness (3+ months) 6 48 0 32 0 *** 
Diarrhea in past two weeks  
Fever in past two weeks  

17 28 20 19 15 *** 
14 22 21 22 11 *** 

       

Boys aged 0-4  n=58 
 

n=149 
 

n=146 
 

n=728 
 

 

Perceived health (poor or very poor) 9 25 9 19 5 *** 
Recent illness in last month 34 53 40 44 28 *** 
Chronic illness (3+ months) 8 48 0 36 0 *** 
Diarrhea in past two weeks  19 28 17 24 17 *** 
Fever in past two weeks 22 43 25 19 18 *** 

       

Girls aged 5-11  n=136 n=207 n=370 n=1082  
Perceived health (poor or very poor) 8 16 4 15 5 *** 
Recent illness in last month 24 34 21 38 18 *** 
Chronic illness (3+ months) 7 32 0 23 0 *** 
Diarrhea in past two weeks  
Fever in past two weeks  

7 
11 

17 
17 

5 
9 

11 
21 

5 
7 

*** 

Boys aged 5-11 
 

 n=130 n=160 n=386 n=1043  

Perceived health (poor or very poor) 7 18 11 10 4 *** 
Recent illness in last month 19 34 24 26 14 *** 
Chronic illness (3+ months) 6 20 0 20 0 *** 
Diarrhea in past two weeks  6 12 6 8 5 *** 
Fever in past two weeks 
 

12 23 5 16 10 *** 

Girls aged 12-17  n=115 n=105 n=477 n=734  

Perceived health (poor or very poor) 10 16 17 14 6 *** 
Recent illness in last month 25 31 30 29 21 *** 
Chronic illness (3+ months) 6 13 0 15 0 *** 
Diarrhea in past two weeks  4 7 8 4 3 *** 
Fever in past two weeks 8 7 19 10 5 *** 

Boys aged 12-17  n=126 n=98 n=427 n=701  

Perceived health (poor / very poor) 9 14 9 13 6 *** 
Recent illness in last month 21 30 18 29 15 *** 
Chronic illness (3+ months) 7 13 0 17 0 *** 
Diarrhea in past two weeks  4 10 5 7 2 *** 
Fever in past two weeks 7 13 14 10 3 *** 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 

 
  

The baseline data indicated that poor, HVC had the worst health outcomes, followed 
by non-poor, HVC.   
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In the qualitative interviews, respondents described some of the health concerns among children 
in their communities. Malnourishment from lack of food intake was a prominent theme. Other 
issues mentioned included: epilepsy, autism, poor sanitation, problems living with animals, and 
obtaining treatment. Below are illustrative statements, with further statements from a variety of 
respondents, including children, in table 16b.   
 

Figures 9-12:  HIV Cascade - Proportion of children tested for HIV,  
received results, determined HIV positive and on ARVs by household and HVC type 
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I try to fulfill our basic needs. However, it is not enough for him. He needs milk. He is always 
sick, the nature of the medicine by itself requires milk and meats, and it requires vegetables. 
However I cannot afford to fulfill all these. – SNNPR: 65 year-old grandmother of a HIV+ child 
and caregiver of 3 children abandoned by former renters. 
 

Table 16b. Illustrative statements: the situation of children with regards to health 

Views of caregivers Views of children  Views of key informants  
 
There are a lot of problems. We feed 
them whatever we have, and if we 
have nothing they have no choice but 
to live with [it].You cannot call it 
growing up, but they have no choice 
but to live and grow up with their 
hunger and thirst….I feed them with 
whatever I have, but I can do nothing 
when I do not have anything. They 
live like this, I mean if you can call 
that ‘life’. 
– Amhara: Elderly woman with 
disability, caring for 2 grandchildren 
after her daughter abandoned them 
and their father died of AIDS 
 
Children need many things ....They 
need food, they need clothes, and 
...exercise books and pens.... They 
also need shelter; medications when 
they become ill; and emotional care 
and support. In particular, children 
need health services and checkups to 
keep them healthy.... 
– Oromia: FGD respondent 
(caregiver) 
 
Some children are spending their 
time at home because of mental 
illness. There is no place for these 
children to play except on the main 
roads, which are dangerous, or the 
fields, which exposes them to 
infectious diseases. This all leads to 
psychological problems. 
– Oromia: FGD respondent 
(caregiver) 

In our community, there are highly 
vulnerable children who usually 
suffer from diseases, under-nutrition 
(poor nourishment). For example, 
some of the children have a single 
meal a day. Such children suffer 
from hunger, and they do not have 
anyone to take them to health centre 
when they get sick. 
– SNNPR: Child respondent 
 
In our village and area there are 
cases of starvation. People take 
their sick children to religious 
places such as a church or holy 
water for cure. This is because there 
is a shortage of money. These 
people are very poor. They don’t 
even have enough food. For 
instance, in a family where there 
are two students, one cannot have 
more than one meal per day. If one 
of the children gets breakfast, the 
next meal [goes to] the other child. 
These children are severely starved. 
There are no organizations in our 
area that provide aid to these 
children. 
– Amhara: Child respondent 
 
The situation of food for children in 
our community is not good. Due to a 
shortage of food, most children are 
underweight. The water is not clean 
.... Children are suffering from lack 
of even getting food for survival. 

 – Oromia: Child respondent 

There are ten or so children in 
each household. Out of the 
children, about 75% of them are 
malnourished.... Those 
unsupported malnourished 
children become severely 
malnourished after two months. 
If the diagnosed children are 
found to be moderately normal, 
they become severely 
malnourished in two months. 
Once they become severely 
malnourished, they will die in six 
months. 
– Gambella: Supervisor in the 
Department of Health and HIV 
 
The health situation is a serious 
problem. Most particularly, 
epilepsy has adverse health 
effects on the children. As a 
result they face physical injuries 
and there is the problem of 
[obtaining] treatment. 
– Amhara: Officer in the Women 
and Children’s Office 
 
In rural areas, it is not 
uncommon for families to share 
living rooms with domestic 
animals, with a profound effect 
on the physical health of 
children. This implies that the 
basic needs of most children, like 
shelter and food, are not yet met. 
– Oromia: Officer in the Women 
and Children Affairs Office 

 
Children in desert areas have little parental care, [not like] other areas. Therefore, they can 
easily be infected by different diseases ….Their school is also far from their houses, about two 
kilometers. They are expected to go an exhaustive long distance. When they return from school 
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they feel tired, they could not relax – they feel sick. – Afar: 23 year-old mother of 3 living with 
her mother, husband, and 3 year-old HIV+ orphaned niece. 
 
There are ten or so children in each household. Out of the children, about seventy-five percent 
of them are malnourished.... Those unsupported malnourished children become severely 
malnourished after two months. If the diagnosed children are found to be moderately normal, 
they become severely malnourished in two months. Once they become severely malnourished, 
they will die in six months. – Gambella: supervisor in the Department of Health and HIV. 

 
Overall, although not shown, 1.4 % of children were HIV-positive. Among all children, 6.2% of 
poor, HVC were HIV-positive and 4.1% of non-poor, HVC were HIV-positive. Figures 9, 10, 
11, and 12 illustrate the HIV ‘cascade,’ referring to the: 1) proportion tested for HIV; 2) 
proportion that received results; 3) proportion that received results that were HIV-positive; and 
4) proportion that received results, were HIV-positive, and were on antiretroviral treatment 
(ART). Among children who were tested for HIV, 5% of 0-4 year olds were HIV-positive, 
while 20% of poor, HVC children and 22% of non-poor, HVC were HIV-positive.  
 
Between 36% and 93% of HIV positive children were on ART. However, there was a 2.5 fold 
gap in receiving treatment between poor, HVC and non-poor, HVC aged 0-4 years. The other 
age groups did not have as great a disparity in ARV use by poverty status. 
 
Healthcare 
 
 Table 17. Healthcare seeking indicators: 0-4 year olds (%) 

 
 
 
 

All Poor, 
HVC 
n=44 
5% 

Poor, non-
HVC 
n=139 
14% 

Non-poor, 
HVC 
n=116 
12% 

Non-poor, non-
HVC 
n=667 
69% 

Girls aged 0-4       
Had recent fever & sought treatment  57 71 56 48 59  
Use mosquito net 28 8 22 29 31 *** 
Received regular check-ups 25 24 22 27 26 *** 
Regular growth monitoring 65 60 65 65 65 *** 

Boys aged 0-4       
Had recent fever & sought treatment 63 61 58 52 69 *** 
Use mosquito net 29 16 31 33 29 *** 
Received regular check-ups 23 20 17 26 24 *** 
Regular growth monitoring 56 52 55 52 60 *** 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
First we examined selected healthcare seeking indicators among 0-4 year olds by age and 
gender (Table 17). Overall, relatively high proportions of children sought (and presumably 
received) treatment in cases of fever (48-71%), and received regular growth monitoring (52-
65%). Proportions were much lower for use of mosquito nets (8-33%) and having regular 
check-ups (17-27%). Poor, HVC girls and boys had the lowest proportions for both these 
indicators, while poor, non-HVC were least likely to be brought to health facilities for regular 
check-ups.   
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Table 18 illustrates multiple patterns across gender, age, vulnerability and poverty status. For 
most health care-seeking outcomes poor HVC had the worst likelihood of having adequate care, 
followed by poor non-HVC.  There were gender and age disparities for reports of having 
diarrhea and seeking treatment. In all age groups, care was most frequently sought for boys.  
For nearly all measures, 12-17 year old girls were least likely to receive health care; within 12-
17 year old girls, the poor-HVC girls were least likely to receive any care. 
 
 Table 18. Healthcare seeking indicators: all children (%) 

 
All Poor, 

HVC 
Poor, non-

HVC 
Non-poor, 

HVC 
Non-poor, 
non-HVC  

Children with recent diarrhea who 
sought treatment  

 
 

        

0-4 boys 56 72 51 45 58 *** 

0-4 girls 55 32 37 38 60 *** 

5-11 boys 64 50 75 62 66 *** 

5-11 girls 52 44 40 58 54 *** 

12-17 boys 61 65 88 57 54 *** 

12-17 girls 37 10 44 40 47 *** 

Children receiving adequate 
healthcare (caregiver perception) 

 
      

0-4 boys 50 37 37 44 58 *** 

0-4 girls 56 29 36 43 56 *** 

5-11 boys 51 30 35 44 58 *** 

5-11 girls 51 32 38 42 58 *** 

12-17 boys 50 38 28 46 57 *** 

12-17 girls 49 34 32 48 56 *** 

Children fully vaccinated  
      

0-4 boys 78 67 78 77 79 *** 

0-4 girls 78 70 74 72 80 *** 

5-11 boys 76 72 69 74 78 *** 

5-11 girls 77 74 73 73 79 *** 

12-17 boys 76 75 77 74 79 *** 
12-17 girls 70 58 81 64 74 *** 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
In interviews, respondents discussed their challenges in obtaining healthcare for their children. 
Caregivers described difficulties obtaining care for children with disabilities, care beyond HIV 
services, and medicines. Additional illustrative statements are provided in Table 18a. 
	  

 This is an area where many children are born with disabilities... mainly because of the failure to 
take appropriate antenatal care by the pregnant women. The hospitals and health centers are a 
long way from where people live, and women cannot get there easily. – Amhara: FGD 
participant. 
  
He gets free health service and medicine only for HIV and related diseases, but for other health 
problems, I am the one to cover his heath service costs. – SNNPR: 65 year-old grandmother of a 
HIV+ child and caregiver of 3 children. 	  
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When children get sick, they will be diagnosed in health centers and given a prescription to 
collect free drugs from Medin Act. If the prescribed drug is not available at Medin Act, no one 
will provide them with funding to buy the drugs from private pharmacies. As they have no 
money, they either resort to the traditional way, or they die due to a lack of the drug. – SNNPR: 
FGD respondent. 
  

Figure 13 illustrates the geographical distribution of reported inadequate healthcare for all 
children. In some kebeles, caregivers reported that all children had adequate care; while in other 
kebeles, caregivers reported that 100% of children had inadequate care.  
 
Figures 14-19 illustrate the proportion of children, disaggregated by age and gender, with a 
given health problem who sought treatment, as reported by the caregiver. There is variation by 
age, gender, and poverty and vulnerability status. Overall, 12-17 year olds were least likely to 
access healthcare. Among 12-17 year old girls, HVC girls were least likely to access care when 
they were sick. Gender disparities also emerged. Among children with diarrhea, 1 in 3 poor, 
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Figure 13. Percentage of children with inadequate healthcare across Ethiopia 
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HVC girls sought care versus 2 out of 3 poor, HVC boys. 

 
 
 
 

Figures 14-19:  HEALTH SEEKING - Proportion of children  
who had an illness and sought care for that illness by household and HVC type 
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Table 18a. Illustrative statements: the situation of children with regard to healthcare 
access 

Views of caregivers Views of children Views of key informants  

The mother of their father works in 
the clinic. Thus, by this privilege, the 
children are treated free of charge 
as staff’s family – except for severe 
conditions. But the clinic is not well 
equipped with necessary equipment 
and medication. When you go to a 
private pharmacy, they will charge 
you more than 40 Ethiopian birr for 
a simple drug. We are sometimes 
forced to use them.  
– Afar: 39 year-old mother of 2 
children 
 
I took him [child with autism] to the 
health center last time. I took him 
there many times. ... I was told that 
they couldn't help me. He has also a 
problem in speaking when he tries to 
speak. He has also a mental 
problem... autism. ... The doctors 
said that they couldn't make any 
difference.  
– Unknown region: 52 year-old 
mother of 3, including 1 with autism 
 
As I told you, my child is an 
HIV/AIDS patient. Currently he is 
taking medicine together with me. 
When he gets an illness, the 
organizations of OSSA and Mekane 
Yesus can give him medicines. He 
also had a serious illness in the past 
weeks. Then I took him to the 
hospital, but [he got no treatment] 
...most of the professionals were out 
for field work in the countryside. 
– Oromia: a HIV+ father caring for 
several children, at least one of 
whom is HIV+ 

Generally speaking, the physical 
healthcare and supports given to 
children are not enough. Due to 
shortages in clothes and places 
for sleeping there is a problem of 
hygiene. Children in our 
community do not have easy 
access to health care services. In 
order to obtain health facilities, 
we are expected to travel to 
Methehara town. 
– Oromia: Child respondent 
 

If they have a close relative or 
somebody to provide support, 
they can get medical treatment. 
Otherwise, there is no medical 
treatment without payment. 
– Amhara: Child respondent 
 
They take them to health center, 
because they can't afford the 
private clinic. As they don't have 
the ability to pay, no one lends to 
them, thinking that they will not 
be paid back. So, they take them 
[the children] to low cost 
government clinics. 
– Oromia: Child respondent 
 
And in terms of health care, there 
is nothing much. Except for those 
children who are from rich 
families, [we] don’t get to go to 
the health care facilities, even if 
we are sick. If a child is not very 
ill, he or she won’t be taken to the 
hospital, but he or she will still 
have a problem. 
– Amhara: Child respondent 

 [Regarding] their health ...  even 
though there is the extension 
program for prevention goals, 
due to poor living conditions the 
children are easily susceptible 
for diseases. And at such times, 
there are many ups and downs to 
get medical access, and they may 
get it after many trials. We have 
taken this as a major problem. In 
addition, since now it is a rainy 
season there is shortage of food 
supply and ...we have seen some 
kids who are obviously starved as 
their faces tell.  
– Amhara: Woreda volunteer 
 
The provision of health is found 
only when there is an illness from 
the community. There is no 
primary prevention mechanism 
due to the poor awareness 
activity. This needs great 
attention, and the organization of 
Yekokeb Berhan can conduct 
different studies and assessment 
on this issue. This is one of the 
things which is not provided 
together with the education 
support in this community. 
– Afar: Woreda volunteer 
 
Some segments of the children 
and community are found in very 
vulnerable situations like those 
physically handicapped or 
exposed to diseases. Otherwise, I 
have not seen or heard of any 
differences on the basis of 
gender. Even in terms of age. 
– Oromia: Volunteer 
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Education 
 
Ninety-percent of primary school aged girls were enrolled in school, compared to 87% of 
primary school aged boys (Table 19). Among secondary school aged youth, 81% of girls and 
83% of boys were enrolled. There were significant differences in enrollment by poverty and 
HVC status. Among primary school aged children, poor, non-HVC had the lowest enrollment 
rates, while among secondary school students, poor, HVC were least likely to be enrolled. Only 
48% of poor, HVC girls were enrolled in school compared to 80% or more of other girls. While 
poor, HVC boys also had the lowest enrolment rates, the gap between children was not as stark 
as it was among girls. However, fewer poor, HVC boys were enrolled in school than non-poor, 
non-HVC boys (77% vs. 88%).    
 
Attendance rates—or the average number of days absent in the past month—also varied by the 
child’s gender, vulnerability, and poverty status. Poor, HVC primary school girls and boys and 
secondary school girls had more absences per week compared to other children. Poor, HVC 
secondary school girls had the greatest number of absences (3.4 days) among all groups. This 
rate was nearly twice that of poor, HVC boys and 4.7 times that of non-poor, non-HVC girls.  
 
Table 19. Educational outcomes (%) 
 All 

children 
Poor, 
HVC 

Poor, non-
HVC 

Non-poor, 
HVC 

Non-poor,  
non-HVC 

Primary School Girls       
Enrolled 90 83 82 91 92 *** 
Among enrolled, mean days 

missed school in past month 1.1 2 1 1.4 0.8 *** 

Primary School Boys       
Enrolled 87 84 80 87 91 ***	  
Among enrolled, mean days 

missed school in past month 1 2.1 1.8 1.1 0.8 ***	  
Secondary	  School	  Girls	         

Enrolled 81 48 89 80 84 *** 
Among enrolled, mean days 

missed school in past month 1.1 3.4 1.2 1.4 0.8 
***	  

Secondary School Boys      	  
Enrolled 83 77 84 80 88 ***	  
Among enrolled, mean days 

missed school in past month 1.4 1.8 1 1.9 0.9 ***	  
Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
 
 
 
 
 
 
In IDIs and the community mappings, caregivers and children gave a variety of reasons for lack 
of school enrollment, including inability to pay for tuition, uniforms, and materials, child labor, 
and inadequate food and clothing. See Table 19a for more direct statements. 

Disparities in school enrollment 
Significant disparities based on gender, vulnerability, and poverty status emerged. Poor, 
HVC were least likely to attend school. Among all children, poor and HVC secondary 
school girls had the lowest enrollment rates and the highest number of absences. 
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Yes, there are children who do not go to school in our community. Children from poor families 
do not go school; rather they become engaged in income generating activities like working as 
daily laborers, shoeshiners, and females as domestic workers at the expense of their schooling. – 
Oromia: child respondent. 
 
There are also those who bring children from other areas, promising to teach them. But they 
don't let them go to school. It happens frequently that people bring mostly girls from other 
areas, and it is the girls who are obliged to drop out of school. – Oromia: child respondent. 

 
Even families who already sent their children to school, but in the middle of the year the school 
may request payment for different reasons. Children who can't afford to pay can be expelled 
from school. Moreover, if the children don't have uniforms, they are not allowed to enter the 
school compound, or they are usually given homework and if they lack exercise books to work 
on, they can be sent out of school. – Oromia: child respondent. 
 
As girls are needed for house chores, they want girls to stay at home instead of going to school. 
They make girls work at home and stay out of school. – Oromia: child respondent. 

 
The children living in this community are more vulnerable to many problems. The major 
problems are a shortage of food, lack of clothing, lack of school materials like pens and exercise 
books. There are also those who have a problem of shelter. Most of these children are the ones 
who lost their parents through death and those who are living with their very poor parents. 
There are also children whose parents are HIV patients. – Amhara: child respondent. 

 
Figure 20 illustrates the distribution of children across Ethiopia who were not enrolled in 
school.  In some kebeles, 17% or more of school-aged children were not enrolled in school.   
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Figure 20. Percentage of unenrolled children by kebele across Ethiopia 
 



HVC-‐CARE	  Ethiopia	  Evaluation:	  Baseline	  Report	  	   May	  2013	  

 59 

Table 19a. Illustrative statements: the situation of children with regards to education 

Views of caregivers Views of children Views of key informants 

Our life is totally miserable. Currently 
our children are engaged in different 
activities such as selling kollo and 
working on daily labour. One of my 
children who is working as a daily 
laborer is a grade 10 student. He is 
unable to pursue his education due to 
our low standard of living. 
– Oromia: 47 year-old female caregiver 
 

Because of different reasons some may 
not go to the school. Among others, loss 
of a parent [can mean] children do not 
go to the school. The current trend in 
the community in terms of sending 
children to school is very encouraging. 
Unless a very stressful situation is 
faced, children [of school age]do not 
stay at home. 
– Oromia: 50 year-old female caregiver 
of 7, including 1 orphan 
 

This area suffers from droughts and 
there is the shortage of food in the 
community. The production rate is very 
low and most people are starved. 
Consequently children are facing the 
problem of not only poor educational 
performance but also retarded brain 
development. 
– Amhara: FGD participant (caregiver) 
 

Food is the major problem of all. 
Children are not interested in an 
education unless they get food. 
Education is nothing without food! 
– Oromia: FGD respondent (caregiver) 
 

As already mentioned, these children 
need educational materials. Even after 
they go to the school, there should be 
furniture like appropriate chairs, 
blackboards...If the children are forced 
to learn sitting on the ground or under 
the shadow of trees, we cannot say this 
is an adequate educational facility. It 
would be nonsense! 
– Amhara: FGD respondent (caregiver) 

Many children whose age has 
reached the age for school 
enrolment are not at school... 
because some children work as 
daily laborers for a living and 
this means they are unable to 
learn like others.  
– Amhara: Child respondent 
 

Children from poor families do 
not go school; rather they 
become engaged in income 
generating activities like 
working as daily laborers, 
shoe-shiners, and females as 
domestic workers at the 
expense of their schooling. 
– Oromia: Child respondent 
 

The children living in this 
community are more 
vulnerable to many problems. 
The major problems are a 
shortage of food, lack of 
clothing, lack of school 
materials like pens and 
exercise books.	  
--Amhara: Child respondent 
 

There are children who want 
to learn but who are not 
learning. There are also 
children on the street....This 
happens because there is 
nobody who supports them. 

– SNNPR: Child respondent 
 

For instance some who don't 
go to school because of lack of 
support, they get Mango, 
Banana or Orange to sell. 
When at the time of payment, 
[they] fail to reimburse it 
fully, that person will never 
give them again. Even if they 
go to other person no one is 
willing to lend them.  
– Oromia: Child respondent 

 ...a girl whom I know is a grade 
5 student. ... First she dropped 
her class as her family didn’t 
allow her to go regularly. Then 
we wrote her a reference letter to 
start her class again. But she 
didn’t want to continue her class 
and lastly told me the secret 
behind this. Her family members 
are planning to send her to 
Dubai for work, but she is as 
little as 12 years of old. This is 
the reason that makes her leave 
her schooling. 
 –Amhara: Woreda volunteer, 
Amhara 
 

It is better to solve and work on 
the causes resulting in 
vulnerability than addressing the 
needs of highly vulnerable 
children and families. If you 
focus on their need you never 
satisfy it ....For example, if you 
buy exercise book today, 
tomorrow they look for a bag, 
once you buy the bag they 
continue looking for bicycle, ... 
their demand is unlimited. 
– Oromia: Officer in the Women 
and Children’s Office 
 

The provision of learning 
materials is a serious problem in 
this area. We all know that 
school dropout is a major 
obstacle for quality education. 
– Amhara: Volunteer 
 
Students drop their schooling 
due to the shortage of learning 
materials such as exercise books, 
pens, and pencils. They also seek 
assistance and report their 
problems to the kebele, charity 
organizations, and women's 
affairs. 
– Amhara: Woreda Women’s 
and Children’s office 
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We also examined average per capita school expenditures. Spending on schooling varied 
substantially by households, with the range greatest in the non-poor households (Figure 21). At 
one end of the spectrum (e.g., the upper quartile), households spent US $70 or more per capita 
each year while at the lower quartile, households spent $10. The lowest average expenditures 
were among poor households (HVC and non-HVC). In these households, average per capita 
expenditures were between $7 and $8 per year.  
 
Figure 21. Box and Whisker Plot for School Expenditures by Household Status  

	  
 
Child Work 
 
Table 20. Child labor by gender, age, vulnerability and poverty status (%) 
	   All 

Children 
Poor, 
HVC	  

Poor, non-
HVC	  

Non-poor, 
HVC	  

Non-poor, 
non-HVC	  

	  

Children involved in any non-
chore labor 

     	  

All 22 26 18 23 22 *** 
5-11 all 20 21 12 22 20 *** 
5-11 boys 19 27 19 19 19 *** 
5-11 girls 20 16 7 26 20 *** 
12-17 all 25 30 26 23 24 *** 
12-17 boys 25 38 25 22 24 *** 
12-17 girls 24 22 26 24 25 ** 

Among working children, work 
interfered with school 

     	  

All 20 44 13 25 13  
5-11 all 21 42 23 29 15 *** 
5-11 boys 26 41 27 48 16 *** 
5-11 girls 16 42 13 16 14 *** 
12-17 all 19 45 8 22 12 *** 
12-17 boys 19 48 9 15 15 *** 
12-17 girls 18 41 7 28 10 *** 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
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Table 20a. Illustrative statements from children and key informants: child protection issues 

Safety Child labor Sexual abuse 
In this community the safety of children 
is not protected. This is because girls are 
getting married while they are under 
age. Sometimes they face rape. The other 
common thing is there is not enough love 
and care for children…. it is difficult to 
say children are safe in this community.  
– Amhara: Child respondent 
 
In most cases this is common for grade 9 
students. Teachers are making 
threatening actions at female students if 
they don’t accept their question. … 
There is also some violence directed at 
those clever female students.... These are 
all negative influences and push girls to 
drop school. 
– Amhara: Child respondent 
 
Children can be protected from physical 
assault if the household provides the 
necessary care. Unless the parents 
…povide the proper care and follow-up, 
the children may face physical assault 
when they are out of the home. 
– SNNPR: Child respondent 
 
In this community the children’s safety is 
not protected. For example child 
trafficking is common in this community. 
Girls get raped occasionally. Most of 
children who are vulnerable are the ones 
who lost their parents and they don’t get 
love and support. When children do 
something wrong, they will face serious 
physical punishment. Hence they face 
serious physical injuries and emotional 
disturbance.  
– Amhara: Child respondent 
 
Others [especially orphans] are in 
danger. They might go to school and 
come back each day. They might live in 
someone’s house. .... There are people 
who are living in illegal houses, in poor 
condition. Their houses are made of 
grass. At least if it could be changed into 
corrugated iron, it will be good. 
 – Oromia: Kebele volunteer  

There is no one who is taking care of 
the safety of children and helps us to 
be free from child labor. In our 
community, our culture is advocating 
children need to do whatever they 
are asked by their parents. Therefore 
we are engaged in difficult work for 
long hours. This is a huge problem 
and we are in need of someone who 
can assist us ....  
– Amhara: Child respondent 
 
[They are afraid of] their family. For 
example, whether a child carries 10 
litters, 20 litters, or whatever amount 
of litters she is going to carry, she 
would be too afraid of her family to 
tell to the police. Because she wants 
to stay alive – even if they are going 
to kill her…. Yes. There are lot of 
these cases.  
– Oromia: Child respondent 
 
In some places there are children 
who are forced to work. ....there are 
a lot of children....There are 
[children] who spend the day with 
one birr worth of bread...those who 
spend the day by pushing stone from 
the cliff because their father makes 
them work. There are parents who do 
this. 
– SNNPR: Child respondent 
 
There is a need to have a place 
where children are free from abuse.  
– Addis Ababa: Child respondent 
 
These children who migrate to this 
town do not have relatives or any 
social support upon their arrival to 
the city. They are inevitably exposed 
to the street life. When we see the 
age of these migrant children they 
are so young ....Most of them lead 
their life by engaging in begging. 
– Oromia, Officer (unspecified) 

In our area, the family is 
not in a position to provide 
support. For example, if a 
man rapes a woman the 
family will say, "it is up to 
you"....What she will do is 
be involved in commercial 
sex work since her life has 
been already ruined .... 
– SNNPR: Child 
respondent 
 
Currently, many things have 
improved....but, when we go 
to collect fire wood, we 
might get raped, and we will 
be forced to get married at 
an early age. Other than 
this it is good. 
– Amhara: Child 
respondent 
 
For example, if a girl is 
raped at school, she will be 
afraid to tell to her family. 
By the time her belly 
becomes big, they will say: 
"from where have you 
brought this?" and she will 
be forced to leave the house, 
and she will be on the 
streets.  
– SNNPR: Child 
respondent 
 
An exceptional case is also 
being made to help a girl. 
She was forced to have 
unwanted sex and gave 
birth. Currently, she is 
living with her son and 
faced various problems. 
Thus special support is 
made to her by giving 
different materials [and] 
financial contributions. 
– Amhara: Volunteer 
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Patterns of child labor varied by age and gender (Table 20). Poor, HVC boys aged 12-17 were 
most likely to work outside the home (38%), while 5-11 year old poor, non-HVC girls were 
least likely to do so (perhaps because they were too engaged in household chores to have 
managed outside employment). HVC 5-11 year old girls and boys, and 12-17 year old boys and 
girls were generally more likely to work compared to other children. Among working children, 
poor, HVC most frequently had work that interfered with school. Among poor, HVC children 
who worked, more than 40% reportedly had work that interfered with school.  
 
In the community mappings, children explained how work interfered with schooling. They also 
mentioned issues that interfered with their schooling, such as inadequate food intake. Comments 
on these issues by children and key informants were as follows, as well as in Table 20a: 
 

Many times those who are absent from classes are boys (every place). Some work for survival, 
some don't have a family, and, for instance, today there could be students who miss class 
because they go to Wonji to bring back Sugarcane. They may be hired to work for people, and 
there are those who sell shoes, etc. – Oromia: child respondent. 
 
Many children whose age has reached the age for school enrolment are not at school. [This is] 
because some children work as daily labourers for a living and this means they are unable to 
learn like others. Also, there are children who don't have enough food, but still they come to 
school. But many children don't learn. – Amhara: child respondent. 
 
Many children whose age has reached the age for school enrolment are not at school. [This is] 
because some children work as daily labourers for a living and this means they are unable to 
learn like others. Also, there are children who don't have enough food, but still they come to 
school. But many children don't learn. – Amhara: child respondent. 
 

Basic Needs 
 
We asked respondents a series of questions about their children’s basic needs and whether these 
needs were met (Tables 21). Their responses indicated a wide range in the degree to which basic 
needs were met. One notable finding was a striking disparity between boys and girls with 
regards to social support, as defined by having someone to help solve a problem. Fewer boys 
than girls had someone to help solve a problem, with 0-4 year old boys least likely to have 
someone. In fact, 61% of these boys did not have a person who could provide support to the 
child.  
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 Table 21. Basic needs: social and legal support (%) 
	   All Poor, 

HVC 
Poor, non-

HVC 
Non-poor, 

HVC 
Non-poor, 
non-HVC 

	  

Social support: does not have 
someone to help solve a problem	  

	   	   	   	   	   	  

0-4 boys 34 61 34 42 31 *** 
0-4 girls 24 19 36 34 19 *** 
5-11 boys 23 33 33 28 18 *** 
5-11 girls 22 30 27 31 18 *** 
12-17 boys 25 33 37 26 21 *** 
12-17 girls 21 27 26 27 14 *** 

Legal Support: does not have a birth 
certificate 

     	  

0-4 boys 67 66 85 68 64 *** 
0-4 girls 66 47 75 69 65 *** 
5-11 boys 73 76 70 77 72 *** 
5-11 girls 73 71 83 75 71 *** 
12-17 boys 76 68 82 75 76 *** 
12-17 girls 80 75 86 82 78 *** 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
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Figures 22-27: BASIC NEEDS    
Children’s basic needs plotted by household and HVC type 
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Disparities in access to basic needs emerged between children based on poverty and HVC status 
(Figures 22-27), with poor children most likely to lack basic needs. Poor, HVC had the most 
unmet needs, followed by poor, non-HVC. The greatest unmet needs were adequate housing 
that kept the child safe and healthy and food consumption. Poor, non-HVC boys were more 
likely to have less than adequate living conditions (88%) compared to their peers. Further, 
among poor, HVC, boys were more likely than girls to: go to school hungry; go a whole day or 
night without eating; and have no blanket to sleep under (39% vs. 29%).  
 
Caregivers and children described challenges meeting basic needs in IDIs and community maps:  
 

I try to fulfill our basic needs. However, it is not enough for him. He needs milk. He is always 
sick, the nature of the medicine by itself requires milk and meats, and it requires vegetables. 
However I cannot afford to fulfill all these, but he is [better] from time to time. – SNNPR: 65 
year old grandmother of HIV+ child, caretaker for 3 children abandoned by former renters 
 
In our community, there are highly vulnerable children who usually suffer from diseases, under-
nutrition (nourishment). For example, some of the children have a single meal a day. Such 
children suffer from hunger, and they do not have anyone to take them to health centre when 
they get sick. – SNNPR: Child respondent 
 
This area suffers from droughts and there is the shortage of food in the community. The 
production rate is very low and most people are starved. Consequently children are facing the 
problem of not only poor educational performance but also retarded brain development. – 
Amhara: FGD participant 
 
In our community, there are highly vulnerable children who usually suffer from diseases, under-
nutrition (nourishment). For example, some of the children have a single meal a day. Such 
children suffer from hunger, and they do not have anyone to take them to health centre when 
they get sick. – SNNPR: Child respondent 
 
Children need many things to be fulfilled for them. They need food, they need clothes, and they 
need exercise books and pens to go to school. They also need shelter; medications when they 
become ill; and emotional care and support. In particular, children need health services and 
checkups to keep them healthy so that they don’t become ill. – Oromia: FGD respondent 
 

Child-level Support and Services 
 
1. Are highly vulnerable children receiving care and support services? What are the 

characteristics of children that receive care and support? 
 
The majority of HVC households had received some form of support in the past. Most 
commonly this consisted of the provision of stationary (22% of HVC households), referrals for 
immunizations (18% of HVC households), supplemental food support (16% of HVC 
households), school fee exemptions or payments (16%), and referrals for growth monitoring 
(15%). (See table 22). Respondents overwhelmingly reported that the support was appropriate 
to the child’s needs, important to the child, and generated some positive change for the child. 
However, respondents also reported that supports were inadequate to create meaningful change 
in children’s lives. In the community mappings, children described how support was 
appreciated but not adequate.  
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In a home where there is no food to eat, such support is very important. We benefited a lot from 
the food support provided, even though it is not adequate. Since we have no choice, we just say, 
"[we are] satisfied". It helped us to elongate our life and ensure our survival. But we are not yet 
satisfied that its quantity is adequate for all community members. – Child respondent . 

Generally speaking, the physical healthcare and supports given to children are not enough. Due 
to shortages in clothes and places for sleeping there is a problem of hygiene. Children in our 
community do not have easy access to health care services. In order to obtain health facilities, 
we are expected to travel to Methehara town. – Oromia: child respondent. 

And in terms of health care, there is nothing much. Except for those children who are from rich 
families, [we] don’t get to go to the health care facilities, even if we are sick. If a child is not 
very ill, he or she won’t be taken to the hospital, but he will still have a problem. – SNNPR: 
child respondent. 
 

Among the supports received, respondents reported where the support came from. For instance, 
28% of stationary was provided by community based organizations (CBOs). CBOs provided 
5% of the referrals for immunizations, 12% of the supplemental food support, 8% of school fee 
exemptions, and 15% of referrals for growth monitoring. Several respondents discussed the 
importance of educational supports that were received:  
 

I thought they will face problems. They have dropped out of school and I had a fear that they 
may not go to school. Now they will continue their education. With happiness. Now they have 
been given uniforms. They have been given exercise books. – Addis Ababa: 32 year-old male 
caregiver.  
 
I personally have got services from both REST and Donbosco....Donbosco gives me different 
educational materials and it was very helpful for my education. I have also been given a blanket 
from REST and that was also very important to me.... – Tigray: child respondent. 

 
The most commonly reported supports from CBOs included free uniforms, stationary, referral 
to PMTCT services, therapeutic and supplementary food for malnutrition, and free school 
tuition. However, for many of these services or referrals, a very low proportion of respondents 
received any assistance at all. For example, only 1% of children received a referral for PMTCT 
and 2% of children received therapeutic and supplementary food for malnutrition. 
 
We disaggregated the supports received for children by poverty and vulnerability status and 
presented support received for HVC children in Table 22. For the vast majority of supports and 
services, poor and vulnerable children were less likely than their peers to receive any services or 
support. The only services that HVC were more likely to receive were general food rations 
(15% vs. 14% of all children); ART provision (5% vs. 1%); free uniforms (15% vs. 10%); 
school referrals 12% vs. 10%). Again, respondents overwhelmingly reported that support was 
appropriate, important, and generated at least some positive change.  
 
Respondents reported that poor, HVC still had important unmet needs. In fact, caregivers 
reported that between 50-86% of children needed supplemental food support, general food 
rations, stationary, free uniforms, and school fee exemptions. The most serious needs cited were 
supplemental and therapeutic food support, general food rations, stationary, tuition, school fee 
exemptions, school books, and school uniforms. 
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Table 22. Reported support for poor, HVC (n=611)   

 Received 
Support 

Support 
appropriate 

Some 
positive 
change 

Help was 
provided 
by CBO 

Child still 
has unmet 

needs 

Needs 
are very 
serious 

Food & Nutrition       
   Supplemental food support 13 86 82 21 86 73 
   Therapeutic food for malnutrition 1 86 86 10 48 61 
   Micronutrient supplements 1 91 100 35 51 39 
   Nutritional education and counseling 5 95 75 4 30 23 
   Promotion of optimal feeding practices 3 100 96 7 30 18 
   General food rations 15 94 97 9 60 64 
   School and after-care feeding 0.2 100 72 0 35 47 
Healthcare Referral       
   Growth monitoring 11 89 99 5 33 39 
   Immunizations 13 88 89 10 29 33 
   ART provision and adherence 5 99 74 10 19 29 
   Vitamin A 3 97 100 2 27 24 
   Deworming 0 100 100 28 23 30 
   PMTCT services 1 100 100 100 14 14 
   HIV/AIDS prevention 3 94 94 40 23 28 
   Health education 5 96 85 20 31 31 
   HIV prevention and treatment education 3 98 94 11 24 22 
Education and Skills       

Removal of child from exploitive work 3 86 95 6 22 29 
Advice on appropriate child work 5 97 100 0 20 21 
Stationary 21 99 89 44 58 66 
Free uniforms 15 94 88 61 57 56 
Books 9 96 93 21 49 60 
School fee exemption 12 99 86 15 54 61 
Tutorial support 4 84 100 2 39 43 
Pre-school education for <6 yrs 2 100 100 5 21 37 
Free tuition 12 96 87 18 45 57 
School referrals  10 99 100 0 25 40 
Vocational training  1 100 100 0 14 14 
Free school meals 1 100 100 0 36 27 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
A number of respondents expressed anticipation regarding future services. Others described the 
challenges they faced when they tried to access services and care, among them various 
bureaucratic hurdles. Statements by respondents in IDIs and the community mappings included: 
 

After it has started at the police station, the process may not end soon. The police station will send 
the report to different offices , to the town administration, and after ... a background check is done 
on the person, if they believe the child needs support, they may write to the hospital. Also, they can 
use the free service only on the day the paper has been sent, not the day the report has been filed ... 
until the paper is signed, they get the service by paying from their pocket or from what they can get 
from the neighbors. –SNNPR: child respondent. 
 
There are health care services in terms of vaccinations. Now Yekokeb Berhan has designed a policy 
on how people can get medical care on a referral base if it has been proven they are sick. It is to be 
started for the next year. –Amhara: Woreda officer. 
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Table 22a. Illustrative statements: support provided to children 

Positive views: from caregivers, children, and key 
informants 

Issues with support provided or not provided: 
from caregivers, children, and key informants 

In a home where there is no food to eat, such support 
is very important. We benefited a lot from the food 
support provided, even though it is not adequate. Since 
we have no choice, we just say, ‘[we are] satisfied’. It 
helped us to elongate our life and ensure our survival. 
But we are not yet satisfied that its quantity is 
adequate for all. – Oromia: Child respondent 

I thought they will face problems. They have dropped 
out of school and I had a fear that they may not go to 
school. Now they will continue their education. With 
happiness. Now they have been given uniforms [and] 
... given exercise books. – Addis Ababa: 32 year-old 
male caregiver  

Well, I cried when he told me to take the flour. It is the 
depth of my trouble that forced me to beg. – Amhara: 
39 year-old female caregiver  

I personally have got services from both REST and 
Donbosco....Donbosco gives me different educational 
materials and it was very helpful for my education. I 
have also been given a blanket from REST and that 
was also very important....– Tigray: Child respondent  

For instance, there were children who used to play 
with us, [and they told us] they will drop out of school 
because of the problem they faced. But after they got 
the support, they could come to school without any 
problem. They paid their house rent, education 
expense, and had food support. – Amhara: Child 
respondent 

In this area, reconstruction of houses is one of the 
most successful activities we have ever 
undertaken....That building used to leak and the 
children were forced to sit beneath the table during the 
rainy season! – Oromia: Food facilitator 

Those people who need support are great in 
number....it is impossible to conclude that all can get 
enough support. But according to the report made by 
the volunteer workers and ...the committee, we believe 
that those children are getting enough care and 
support.  – Amhara: Woreda volunteer 

For my young child, he was given educational 
materials such as pen, pencils, and exercise 
books. But there are no other supports made in 
health, food, shelter and psychosocial supports. – 
Oromia: 47 year-old female caregiver   

Previously the organization supported him 
through medicine, food, soap, milk, and the like. 
Now they stopped ...[and] he does not get basic 
things that he needs for his life. There is no one 
that can provide his educational materials. – 
SNNPR: 65 year-old female caregiver, regarding 
her HIV-positive grandchild 

The children are getting school materials, but 
[they] also need food and clothing. I think that 
food would resolve a great proportion of their 
problems. – Amhara: FGD respondent 

At the work place, people ask whether we received 
the rations and uniforms, which have been given 
to them or other people. We know nothing of this! 
We are registered on paper, but we are not 
actually given the support. – Oromia: FGD 
respondent 

So far, we didn't get anything. Now there is one 
organization called Propride. It registered us. I 
hope Propride or Yekokeb Birhan organization 
starts this month to support us. At least we can be 
relieved from working as daily laborers and we 
hopefully can study with our class. – Amhara: 
Child respondent 

There are many children who didn’t get the 
opportunity to the service provision that will be 
given by the organization....I can estimate them as 
80% .... – Oromia: Officer in the Department of 
Women and Children Affairs  

The project never addresses all the demands of the 
HVC ....we are striving to fulfill the identified 
gaps. This doesn’t mean that there are HVC and 
their families which need other services. – Tigray: 
Officer at the Tigray Relief Society 
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Figures 28-33:  NEED AND SUPPORT- HEALTH   
Children with inadequate healthcare and children who received 

any health or healthcare access support by household and HVC type 
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Figures 34-39:  NEED AND SUPPORT- NUTRITION 
Children with inadequate food intake and children who received 

 any food or nutritional support by household and HVC type 
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Figures 28-39 depict children’s needs and supports by gender, age, vulnerability, and poverty 
status. They highlight the gap between needs and supports received, most noticeably for poor, 
HVC. For example among 5-11 year old HVC girls, only 35% with inadequate healthcare 
received any support compared to 93% of non-poor, non-HVC girls. Among 12-17 year old 
poor, HVC girls, 37% with inadequate food received any support compared to 84% of non-
poor, non-HVC girls. Figures 40-43 show that educational supports were more evenly 
distributed across children regardless of poverty or vulnerability status, age, and gender. 
However, given the gender gap in enrollment, whereby poor, HVC girls were often out-of 
school, the group received fewer supports. Table 22a details additional qualitative information 
regarding the positive perceptions and issues surrounding support provided to the children.  

Figures 40-43:  NEED & SUPPORT - EDUCATION   
Children enrolled in school and children who received  

any education or skills support by household type and HVC status 
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The only 
support 

associated with 
adequate 

healthcare was 
referral to 
PMTCT 

 

Models	  
 
Adequate Healthcare 
 
We modeled the likelihood that a child would have adequate healthcare, as reported by the 
caregiver (Table 24). After accounting for age, gender, HVC and poverty status, the household 
head’s gender, region, whether the child received any type of food 
supports, nutrition education, and health referrals, and clustering at the 
kebele level (in addition to weighting), we found that poor, non-HVC had 
the lowest odds of having adequate healthcare, followed by poor, HVC. 
Compared to children in Addis, children in Afar, Amhara, Benishangul, 
Dire Diwa, Hareri, and Somali had reduced odds of being provided with 
adequate healthcare. In contrast, children in Oromiya had nearly three 
times the odds of receiving adequate care as children in Addis. 
 
Table 24. Logistic regression model for likelihood that child received adequate 
healthcare (n=7,309) 

Fixed Effects OR 95% CI P-value 

HVC and poverty status    
Poor, HVC 0.40 0.23-0.68 * 
Poor, non-HVC 0.35 0.24-0.52 ** 
Non-poor, HVC 0.70 0.52-0.96 *** 

Supports and Services    

Supplementary Food 1.42 0.86-2.36  
Malnutrition Support 1.42 0.62-3.25  
Micronutrient Support 0.37 0.18-0.76  
Nutrition Education 0.83 0.56-1.23 *** 
Optimal Feeding Advice 0.91 0.67-1.25  
Referral For Growth Monitoring 1.80 1.03-3.17  
Referral For Immunization 0.72 0.49-1.07  
Referral For ART 1.76 0.46-6.78  
Referral For Vitamins 1.50 0.94-2.39 ~ 
Referral For Deworming 0.88 0.40-1.93  
Referral For PMTCT 10.19 4.12-25.20 *** 
Referral For Health Services 0.97 0.62-1.53  
Referral For Health Education 1.02 0.67-1.55  
Referral For HIV Education 1.00 0.68-1.47  

Region    

Afar 0.40 0.30-0.53 *** 
Amhara 0.68 0.46-1.00 ~ 
Benishangul Gumuz 0.18 0.10-0.34 *** 
Dire Dawa 0.42 0.28-0.63 *** 
Hareri 0.04 0.03-0.05 *** 
Oromiya 2.87 1.55-5.33 *** 
Somali 0.27 0.16-0.45 *** 

   c-Statistic= .73    
Notes: OR = Odds Ratio, CI = Confidence Interval. Model is weighted, accounts for clustering, and 
accounts for the child’s age, gender, and characteristics of the household head. 
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The only support 
associated with 

being in school was 
no school fees. 

Finally, we modeled the likelihood that health supports and referrals would be associated with 
the likelihood that the child had adequate healthcare. On average, referral to PMTCT services 
was associated with an increased odds of having adequate healthcare (p<0.0001). These 
children had 10 times the odds of having adequate care than other children. Surprisingly, 
receiving nutrition education reduced the odds that the child would be perceived to have 
adequate healthcare. None of the other supports or services was associated with a caregiver 
rating the child as having adequate healthcare. 
 
School Enrollment 
 
The next model was estimated to better understand school enrollment 
among 7-17 year olds. Accounting for the same factors described 
above , poor, HVC were 60% less likely to be in school compared to 
non-poor, non-HVC. Poor, non-HVC were 50% less likely than non-
poor, non-HVC to be in school; and non-poor, HVC were 30% less 
likely to be in school compared to their non-HVC peers.  
 
Table 25. Logistic regression model for likelihood that child is enrolled in school 
(n=5,455)  

 

Fixed Effects OR 95% CI P-value 

HVC and poverty status    
Poor and HVC 0.403 0.27-0.59 *** 
Poor and Not-HVC 0.500 0.32-0.77 ** 
Not-poor and HVC 0.718 0.55-0.93 * 

Supports and Services    

Stationary 1.389 0.85-2.24  
Free Uniform 1.164 0.52-2.57  
Books 1.165 0.70-1.91  
School Fee Exemption 1.422 0.86-2.34  
Tutorial Support 1.141 0.46-2.82  
No School Fees 1.745 1.20-2.53 ** 
Free School Meals 3.297 0.52-20.73  

Region     

Afar 0.178 0.09-0.35 *** 
Amhara 0.174 0.08-0.35 *** 
Benishangul_Gumuz 0.342 0.15-0.76 ** 
Dire_Dawa 0.201 0.10-0.38 *** 
Gambella 0.341 0.17-0.67 ** 
Hareri 0.441 0.22-0.85 ** 
Oromiya 0.186 0.09-0.36 *** 
SNNPR 0.355 0.16-0.74 ** 
Somali 0.174 0.08-0.36 *** 

   c-Statistic = .71    
Notes: OR = Odds Ratio, CI = Confidence Interval. Model is weighted, accounts for clustering, 
and accounts for the child’s age, gender, and characteristics of the household head. 
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The only support 
associated with 

reduced absences 
was no school fees. 

Holding all else constant, girls had a similar odds of being in school as boys, but younger 
children aged 7-11 had a lower odds of being in school than 12-17 year olds. Further, compared 
to children in Addis, all other children had reduced odds of being in school. Children in Afar, 
Amhara, Oromiya, and Somali were 81%-82% less likely to be in school than children in Addis. 
Finally, the only support that was associated with greater odds of school enrollment was free 
tuition for the child. No other supports were associated with likelihood of being in school.  

 
Days Absent from School 

 
We modeled the number of days absent in the month for 7-17 year olds that were currently in 
school (Table 26), accounting for all the factors described above.   

 
Table 26. Linear regression model for number of days absent from school per month 
(n=4,880) 
 
Parameter Estimate Standard Error Pr > |t| 

Intercept 1.00 0.37 ** 

HVC and poverty status    

Poor and HVC 1.61 0.52 ** 
Poor and Not-HVC 0.91 0.32 ** 
Not-poor and HVC 0.45 0.14 ** 

Supports and Services    

Stationary -0.06 0.25  
Free Uniform 0.15 0.29  
Books 0.33 0.33  
School Fee Exemption 0.32 0.24  
Tutorial Support -0.37 0.29  
No School Fees -0.69 0.17 ** 
Free School Meals -0.14 0.35  

Region    

Dire Dawa -0.82 0.26 ** 
Gambella 1.05 0.34 ** 
Tigray -1.14 0.20 *** 

    
Notes: model is weighted, accounts for clustering, and accounts for the child’s age, gender, and 
characteristics of the household head. 
    
Holding all else constant, poor, HVC were absent 1.6 days more than 
the reference group of non-poor, non-HVC. Poor, non-HVC were 
absent an additional 0.9 days; while non-poor, HVC were absent 0.5 
days more than the reference group. Holding all other variables 
constant, compared to children in Addis, children in Dire Diwa and 
Tigray had fewer average days of missed school and children in 
Gambella had more average days of missed school. The absentee rate 
was not statistically different from Addis in other regions.  
 
Finally, we modeled the likelihood that school supports would be associated with fewer days of 
missed school. The only statistically significant predictor of reduced absences was receiving 
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The only support 
associated with 
adequate food 

consumption was 
supplementary feeding, 
optimal feeding advice 
and free school meals. 

payment of school fees (or exemption from fees), which reduced the average number of days 
absent by 0.7 days per month. 
 
Food Consumption 
 
Next, we modeled the likelihood that a child would have adequate 
food consumption over the past month (Table 27). Holding other 
factors constant, including whether the child received any type of 
nutritional support or a referral for growth monitoring, poor, non-
HVC had the lowest odds of having adequate food consumption. 
They were nearly 77% less likely compared to non-poor, non-
HVC. Similarly, poor HVC were about 75% less likely to have 
adequate food compared to their non-poor, non-HVC peers.  
 
 
Table 27. Logistic regression model for likelihood that child does not have enough 
food (n=7,779) 

Fixed Effects OR 95% CI P-value 

HVC and poverty status    

Poor and HVC 0.249 0.17-0.36 *** 
Poor and Not-HVC 0.227 0.14-0.35 *** 
Not-poor and HVC 0.701 0.57-0.85 ** 

Support and Services    

Supplementary Food 1.916 1.19-3.06 ** 
Malnutrition Support 0.577 0.29-1.11  
Micronutrient Support 1.353 0.60-3.00  
Nutrition Education 0.740 0.47-1.14  
Optimal Feeding Advice 1.864 1.07-3.23 * 
Food Ration 0.264 0.12-0.56 *** 
Free School Feed 2.135 0.94-4.82 ~ 
Referral For Growth Monitoring 0.596 0.41-0.86 ** 

Region    

Afar 0.240 0.18-0.30 *** 
Amhara 0.246 0.17-0.34 *** 
Benishangul Gumuz 0.094 0.05-0.15 *** 
Dire Dawa 0.189 0.14-0.24 *** 
Gambella 0.363 0.26-0.50 *** 
Hareri 0.048 0.03-0.06 *** 
Oromiya 0.364 0.24-0.54 *** 
SNNPR 0.444 0.31-0.63 *** 
Somali 0.061 0.04-0.08 *** 
Tigray 0.416 0.24-0.69 *** 

    
Notes: OR = Odds Ratio, CI = Confidence Interval. Model is weighted, accounts for clustering, and accounts 
for the child’s age, gender, and characteristics of the household head. 
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The region where the child lived also heavily impacted the odds of having adequate food. 
Children in every region had reduced odds of having adequate food consumption compared to 
children in Addis, holding all else constant.  Children in Hareri were 95% less likely to have 
adequate food consumption in the last month compared to children in Addis. Children in Somali 
were 94% and children in Benishangul were 90% less likely to have adequate food consumption 
in the last month compared to children in Addis. 
 
Finally, the modeling suggested that receiving food rations or a referral for growth monitoring 
were associated with reduced odds of having adequate food consumption. In contrast, receiving 
supplemental food support, nutrition education on optimal feeding practices, and free school 
meals was associated with improved odds of having adequate food consumption. Children who 
received free meals at school had twice the odds of having adequate food consumption 
compared to other children (p<0.06).  
 

Household-‐level	  Outcomes	  
 
2. What is the situation of families/households with regards to coping, food security and the 

economic situation?  
 
Overall, in all households, the most frequently cited household shocks were a large rise in food 
prices (49%), followed by a household member’s illness or accident (11%), and lower crop 
yields (7%) (Table 28). While many of the shocks occurred in a small percentage of households, 
when they did happen, they had deleterious impacts. For example, household shocks frequently 
resulted in worsened food security and loss of access to healthcare. Among households 
experiencing a loss of crops, livestock, or employment, 68% to 83% of respondents said that the 
loss resulted in worsened food security and 50% to 60% said it resulted in loss of access to 
healthcare. Among respondents reporting damage to their house, death of a household member 
and or a household member’s illness or accident, 39%, 30%, and 29%, respectively, reported 
that children had to leave school. Although only 3.1% of respondents reported the breakup of a 
household, 32% reported that children had to work as a result.  
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Table 28. Household shocks and coping: all households (%)   
	   	   Resulted in:	   	  

 All HHs  
n= 3,360 

Children 
leaving 
school 

Children 
having to 

work 

Not having 
enough 

food 

Not 
getting 
health 
care 

Received 
help from 
CBO after 

shock 
Lower crop yields (drought or floods) 7 10 14 79 60 17 
Crop disease or crop pests 4 14 14 84 66 13 
Livestock died or were stolen 4 10 12 69 59 15 
Household business failure 6 16 13 77 47 4 
Loss of salaried employment  3 5 13 83 61 2.7 
End of regular assistance, aid, or 

remittances 
3 18 16 87 62 9 

Large fall in sale prices for crops 3 7 7 69 12 11 
Large rise in price of food 49 10 13 76 54 9 
Illness or accident of HH member 11 29 21 72 63 10 
Death in HH: non-working member 3 21 10 42 26 10 
Death of working member of HH 3 30 19 76 76 8 
Break-up of the household 3 27 32 82 69 2.2 
Theft 3 10 5 28 18 5 
Damage to house 1.9 39 9 55 51 21 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type.  
 
Among poor, HVC households (n=343) the most frequently cited household shocks experienced 
were: a large rise in food prices (43%); a household member’s illness or accident (15%); and the 
breakup of a household (8%) and death in the household of a working or non-working member 
(both 7%) (Table 29). Although these shocks occurred in a small percentage of households, 
when they did happen, the had deleterious impacts as the coping strategies were typically at the 
expense of the children’s wellbeing.  For example, children had to leave school, had to start 
work, or could not receive necessary healthcare. Additionally, shocks frequently resulted in 
worsened food security, impacting both the children and the household overall (Table 29).  
 
Among poor-HVC households experiencing a loss of livestock or employment, 86% to 97% 
said that the loss resulted in worsened food security and 36% to 69% said it led to a loss of 
access to healthcare.  In fact, 9 of the 14 household shocks resulted in 86% -100% of 
households experiencing worsened food security. Additionally, 9 of the 14 household shocks 
resulted in 23%-88% of children having to leave school.  
 
The top five most frequently reported shocks in poor, HVC households were increase in food 
prices, illness in the household, death of a non-working member in the household, death of a 
working member in the household, and breakup of the household.  These resulted in: 
1. Children leaving school (23%, 61%, 10%, 70%, 33% respectively) 
2. Children having to work (22%, 43%, 23%, 48%, 29%, respectively)  
3. Food insecurity (90%, 99%, 42%, 100%, 100%, respectively)  
4. Not getting adequate health care (63%, 89%, 20%, 86%, 95%, respectively) 
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Given the high frequency of these shocks and reported shocks, it should also be noted that only 
18%, 18%, 8%, 6%, 1%, respectively reported coping by receiving help from a CBO.  Coping 
by receiving help from a CBO ranged from 0% (theft and fall in sale prices for crops) to 66% 
for crop disease or pests.  
 
 

 Table 29. Experience of household shocks and coping strategies among HVC and poor  
households  
  Coping with the shock resulted in:  

Type of Household Shock: HVC, poor 
Household 

(%) 

Children 
leaving 
school 

Children 
having to 

work 

Not 
having 
enough 

food 

Not 
getting 
health 
care 

Coped by 
receiving 
help from 

CBO 

Lower crop yields (drought or floods)  3 38 14 12 50 8 
Crop disease or crop pests 1 23 0 0 83 66 
Livestock died or were stolen 1 81 46 86 69 26 
Household business failure, nonagricultural 3 13 35 87 92 26 
Loss of salaried employment or non-payment 3 3 10 97 36 0 
End of regular assistance, aid, or remittances 2 67 68 100 31 19 
Large fall in sale prices for crops 1 7 0 91 75 0 
Large rise in price of food 43 23 22 90 63 18 
Illness or accident of HH member  15 61 43 99 89 18 
Death in HH: non-working member  7 10 23 42 20 8 
Death of working member of HH 7 70 48 100 86 6 
Break-up of the household 8 33 39 100 95 1 
Theft 2 0 40 40 0 0 
Damage to house 2 88 7 31 92 27 
 
Bearing in mind that the household survey was conducted during Ramadan, the traditional 
Muslim period of fasting when people fast from dawn until sunset, nearly all households 
reported consuming grains, vegetables, and sugars, fats, and oils (Table 30). Only 28% 
consumed milk or milk products. On average, families were more likely to consume complex 
proteins from vegetables sources than from animal sources. Overall, on average, families had 
consumed foods from four out of seven food groups in the past week.  
 
There were substantial differences in food consumption based on household type. Differences 
were particularly great between poor and non-poor households, regardless of HVC status. In 
some cases, there was a 30 to 40 percentage point difference in consumption between these 
groups. For instance, 36% of all poor households, both HVC and non-HVC, consumed roots 
and tubers compared to 65% of non-poor, HVC and 72% of non-poor, non-HVC households.  
 
Further, 5% of poor, HVC households and 7% of poor, non-HVC households consumed animal 
products compared to 38% of non-poor, HVC and non-HVC households. The consumption of 
pulses and nuts, vegetables, fruits, milk and milk products, and sugars, fats, and oils was 
significantly different based on poverty status.  
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Table 30. Food diversity (percentage per category)  
 Poor, 

HVC HH 
n=362 

Poor, non-
HVC HH 

n=306 

Non-poor, 
HVC HH 
n=1,112 

Non-poor,  
non-HVC HH 

 n=1,518 
Average number food groups consumed in past 

7 days (sum of  1st 7 (not sugar and fats) 3 3 4 5  
 

*** 
Average number complex proteins consumed in 

past week (meat/ fish) 0.05 0.1 0.5 0.6  
 

*** 
Average number complex proteins consumed in 

past week (vegetables) 2 1 2 2  
 

*** 
Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. 
 
Reported average, weekly income was $15 across all households (Table 31.) However, it was 
$3- $4 in poor households compared to $14-$21 in non-poor households. Further, 20% of poor 
households households reported no weekly income. The average weekly income earned from a 
household enterprise was $6, but varied from $1 in poor households to $4- $9 in non-poor 
households. Likewise, sales from agricultural production were higher in non-poor households. 
The average income earned from the PSNP program was similar across households, though in 
poor, HVC households, the reported value of this income was one-half that in other households.  
 
Table 31. Sources of income (percentage per category, except for average income)  

 Poor, HVC 
HH  

n=362 

Poor, non-
HVC HH 

n=306 

Non-poor, 
HVC HH 
n=1,112 

Non-poor,  
non-HVC HH 

 n=1,518 
Average HH Income (US $) $3 $4 $14 $21 *** 
No income % 20 20 10 10 *** 
Average HH Income self-employment or 

other household enterprise (US $)  $1 $1 $4 $9  
*** 

Average HH Income selling own 
agricultural production (US $) $0.04 $0.30 $2 $1 

 
 

Average HH Income PSNP (US $) $0.05 $0.10 $0.10 $0.10 * 
Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. Notes: 
US $1=17.79 birr at midpoint of data evaluation period (www.oanda.com). PSNP=Productive Safety Net 
Programme. 
 
By definition, poor households had lower expenditures than non-poor households. We 
examined the size of the disparities between different groups of households (Table 32) to better 
understand the inequities. Poor households (HVC and non-HVC) had similar average weekly 
per capita food and non-food expenditures as well as total and per capita health expenditures, 
and these were consistently much lower than non-poor households. Poor households had total 
weekly food expenditures that were 5 to 6 times lower than poor households, while per capita 
weekly food expenditures were 3 times lower. Per capita educational expenditures were about 6 
times lower in poor compared to non-poor households. Finally, total and per capita health 
expenditures were 2-4 times lower in poor households.    
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Table 32. Household expenditures  
  All 

HHs 
n=3,366 

Poor, 
HVC HH 

n=363 

Poor, non-
HVC HH 

n=309 

Non-poor, HVC 
HH n=1,113 

Non-oor, 
non-HVC HH 

n=1,581 
 

Total weekly food & non-food 
expenditures  $32 $8 $8 $37 $38 *** 

Per capita weekly food & non-
food expenditures $7 $2 $2 $8 $8 *** 

Total weekly food expenditures   $23 $6 $5 $26 $28 *** 
Per capita weekly food 

expenditures  $5 $2 $2 $6 $6 *** 

Total weekly non-food 
expenditures  $9 $2 $2 $11 $10 *** 

Per capita educational 
expenditures for children of 
school going age 

 
 

$1 $0.48 $0.64 $1 $2 

 
 

*** 
Total weekly household health 

expenditures  
 

$0.28 $0.11 $0.06 $0.16 $0.36 
 

Per capita weekly household 
health expenditures  

 
$0.07 $0.04 $0.02 $0.04 $0.10 

 

Key: ~p<.10;*p<.05;**p<.01;***p<.001; P-value for chi-square trend for variable across household type. Note: US 
$1=17.79 birr at midpoint of data evaluation period (www.oanda.com). 
 
In IDIs, FGDs, and community mappings, members of communities told us about the situation 
of households, with a focus on caregiving, food security, coping, and the broader economic 
situation. While were coping adequately, many also spoke of major challenges. Much of this 
has been conveyed above in parts of the report focused on specific topics. Here we provide 
additional statements by respondents that speak to household level challenges (Table 32a).  
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Table 32a. Illustrative statements: the situation of families and vulnerable children 

The situation with regards to caregiving The situation with regards to coping 

With large family sizes and limited resources, it is very 
hard for many families in our locality to address the 
different needs. A child may have school materials and 
a uniform to go to school. However, it may be difficult 
for the child to get one meal per day. This suggests that 
the needs of many children in our community are not 
yet satisfied.... 
– Oromia: FGD respondent (caregiver) 
 

Quite often, households of lower income do not provide 
proper care for their children....Unless the child goes 
out of the home to work and earn some income, the 
household does not provide him food. Besides, there is 
no frequent follow-up as to the whereabouts of the 
child. Thus, such children suffer greatly. 
– SNNPR: Child respondent 
 

If there are five children in one household, three of 
them will be contracted out to relatives to look after 
their cattle. With that income from the children, the 
parents will cover the cost of food, or house rent, or 
any other household expenditure. This is how they use 
their children in this locality. 
– Oromia: Food facilitator  

For example, we need food. I am living in my 
relative's house. I don't have my own shelter, 
rather doubled with relatives. Since I am living 
with my relatives and my fear is that if I die, what 
if they throw my children out. (crying)…  
– Region unknown: HIV+ father of 3 young 
children with HIV+ wife  
 

As you can see I am aging and ailing. I broke my 
right hand and I am using my left hand, even to 
eat. Their father has died and their mother ..... 
She simply wanders here and there with their 
children, and it is as if she is dead. So I have 
taken the responsibility of raising the children. 
– Amhara: 39 year-old disabled woman caring for 
2 young grandchildren 
 

Through all my strength and with the help I get 
from the government [I will manage financially in 
case of an emergency]. I will try to get the 
treatment with the paper I have.... What else is 
there [to do]? Let something terrible not happen 
to me and to my daughter? I have nothing. 
– Addis Ababa: 32 year-old father of 5 children 

The situation with regards to food security The situation with regards to the economic 
situation 

It is hard to tell you our problem and way of life. It is 
totally a life of misery and poverty. So we all strive and 
work to bring home something to eat. We collect all 
brought and pay for house rent, and then the remaining 
100 birr will be used for monthly consumption for a 
family. Food is always scarce in our home. So I can say 
we just taste and smell it [rather] than eating. 
– Oromia: 47 year old mother of 7 children 
 

In our village and area there are cases of starvation.... 
This is because there is a shortage of money. For 
instance, in a family where there are two students, one 
cannot have more than one meal per day. ...These 
children are severely starved.  
– Amhara: Child respondent 
 

Between the months of October and November there 
will be starvation. It is the time when food stores will 
run out and what is on the field is not going to be 
reaped. It is only in February that the harvest will be 
ready. 
– Amhara: Woreda project officer 

If the family is vulnerable, the children will be 
vulnerable too.  Although HIV is an important 
issue, the main reason for family vulnerability is 
the lack of job opportunities and the lack of any 
means of generating income by families.  
– Amhara: FGD respondent (caregiver) 
 

In our community, due to a shortage of food, there 
are children who live on the street and do not 
attend school. The major cause of street children 
and school dropouts in our community is poverty.  
– Oromia: Child respondent 
 

There are many children who are vulnerable in 
our locality due to the problem of their economic 
[situation], and the family’s inability to give them 
care and support. Even those whom I give care for 
are the daughters and sons of elderly people 
whose age ranges are between 70-80. These 
children engage in part time work after school 
and sell chewing gum, cigarettes, kollo....  
– Amhara: Community volunteer 
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Household-‐level	  Services	  and	  Supports	  
 
3. Are highly vulnerable families receiving care and support services? What are the 

characteristics of families that receive care and support? 
 
We asked respondents a series of questions about supports received at the household level. 
These supports and services could have been directed towards the caregiver, such as economic 
strengthening activities to benefit the entire household or directed towards one more children, 
such as referrals for food or healthcare. Among all households, the most commonly cited 
services or supports received were: referrals to a health center (16%); training in savings groups 
(10%); training in savings and credit cooperatives (8%); and nutritional counseling (8%). After 
these supports, only 1% to 6% of households received any other service. Among households 
that received supports, the majority reported that the support was appropriate, important, and 
had led to some change in the household.  
 
Poor and highly vulnerable households were less likely than other households to receive all of 
the supports and services, except for mentoring, food rations, and cash assistance. The rate of 
mentoring was the same; food rations were given to 10% of HVC households and 6% of all 
households; and cash assistance was afforded to 5% of HVC households and 4% of all 
households. Between 55% and 100% of caregivers who received the support rated it as leading 
to at least some positive change.  
 
 
Table 33. Household supports: all households (%) 
 Received support  

all HHs  
n=3,368 

 
Support 

appropriate 

Of which: 
Support 

important 

 
At least some 

positive change 

Economic strengthening support: 	   	   	   	  
  Training in Community Saving and Self-help 

Groups (CSSG) 10 94 94 81 

   Training in Savings and Credit Cooperatives 8 90 94 80 
   Assistance accessing microfinance institutions 2 88 96 80 
   Business skills training 6 92 92 70 
Received business development services:     
   Support to engage in ES (Economic 

Strengthening) (expansion, diversification…) 3 91 95 85 

   Assistance to start community gardening 3 93 98 80 
   Assistance with market assessment or selecting 

and managing ES 2 90 98 85 

   Mentoring or information for ES 2 81 96 67 
   Business plan development 1 90 90 90 
   Materials for IGA (e.g., seeds, fertilizer) 1 65 100 92 
   Cash assistance 4 96 98 91 
Received referrals or linkages to:      
   A health center 16 96 99 88 
   Nutritional counseling for HH 8 89 96 89 
   Nutritional support/supplements  3 97 100 97 
   Food rations 6 92 99 90 
 



HVC-‐CARE	  Ethiopia	  Evaluation:	  Baseline	  Report	  	   May	  2013	  

 83 

Table 34. Household supports: HVC and poor HVC Households (%) 
 Received support 

All HHs  
n=363 

 
Support 

appropriate 

Of which: 
Support 

important 

 
At least some 

positive change 
Economic strengthening support: 	   	   	   	  
  Training in Community Saving and Self-help 

Groups (CSSG) 9 96 96 75 

   Training in Savings and Credit Cooperatives 5 94 100 74 
   Assistance accessing microfinance institutions 0 - - - 
   Business skills training 5 98 100 65 
Received business development services:     
   Support to engage in ES (Economic 

Strengthening) (expansion, diversification…) 1 100 100 92 

   Assistance to start community gardening 2 84 100 60 
   Assistance with market assessment or selecting 

and managing ES 0.1 0.1 0.1 0.1 

   Mentoring or information for ES 2 2 2 2 
   Business plan development 0 - - - 
   Materials for ES (e.g., seeds, fertilizer) 0 - - - 
   Cash assistance 5 100 100 91 
Received referrals or linkages to:      
   A health center 14 93 94 77 
   Nutritional counseling for HH 5 57 57 55 
   Nutritional support/supplements  0.1 100 100 100 
   Food rations 10 97 100 93 

Models	  
 
Poor Food Diversity 
 
We modeled the odds that a household had very poor food diversity, defined as consuming less 
than two food groups in the past week. The models accounted for: the household head’s age and 
gender; whether the head was a woman, elderly, or chronically ill; household vulnerability and 
poverty status; region; receipt of supports such as economic strengthening, cash, nutrition 
supplement or rations; clustering at kebele level; and weighting as described above.   
 
As shown in Table 35, poor, HVC households were 3.4 times more likely to have poor food 
diversity compared to non-poor, non-HVC households, holding all else constant; the odds rose 
to 6.2 among poor, non-HVC households. Compared to households in Addis, only those in 
SNNPR and Tigray had reduced odds of poor food diversity. Households in Dire Diwa and 
Hareri had 10-25 times the odds of having poor food diversity. The only support that was 
associated with a household having reduced odds of poor food diversity was receiving food 
rations. However, few households received these supports.  
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The only support 
associated with 
increased food 

expenditures was 
cash transfers. 

Table 35. Logistic regression model for odds of poor food diversity: households (n=3,144) 
Fixed Effects OR 95% CI P-value 

Poverty and vulnerability status    

Poor, HVC 3.396 1.99-5.78 <.0001 
Poor, non-HVC 6.185 3.80-10.0 <.0001 
Non-poor, HVC 1.145 0.74-1.75 0.5353 

Supports    

Self-help Support 0.398 0.19-0.82 0.0133 
Credit Support 0.607 0.32-1.12 0.1133 
Microcredit Support 0.825 0.08-7.86 0.8672 
Business Support 0.616 0.22-1.68 0.3439 
Income Support 1.591 0.39-6.41 0.5137 
Garden Support 2.216 0.87-5.61 0.0932 
Market Support 0.676 0.05-9.05 0.7677 
Mentor Support 0.351 0.09-1.35 0.1286 
Business Assist  0.849 0.11-6.03 0.8698 
ES Support 1.305 0.67-2.52 0.4301 
Cash Support 0.730 0.24-2.16 0.5699 
Nutritional Support 0.880 0.25-3.09 0.8427 
Rations 0.463 0.21-1.00 0.0526 

Regions    

Afar 3.519 2.16-5.72 <.0001 
Amhara 2.401 1.37-4.18 0.0020 
Benishangul Gumuz 2.920 1.23-6.93 0.0152 
Dire Dawa 10.386 6.07-17.7 <.0001 
Hareri 25.581 14.0-46.6 <.0001 
SNNPR 0.375 0.17-0.81 0.0127 
Somali 3.701 2.00-6.84 <.0001 
Tigray 0.147 0.01-1.35 0.0904 

    c-Statistic = .86    
Notes: OR = Odds Ratio, CI = Confidence Interval. Model is weighted, accounts for clustering, and accounts for 
characteristics of the household head. 

 
Per Capita Weekly Food Expenditures 
 
We also modeled weekly per capita food expenditures, accounting for the same variables 
described above. While average weekly food expenditures (per capita) were $6.70, the range 
was wide, with poor households reporting expenditures approximately $4.30 below those of 
non-poor, non-HVC households. In Afar, Gambela, and Tigray, households had higher weekly 
food expenditures than those in Addis (2.88 times higher in the case of Tigray). Households in 
Somali had the lowest average per capita expenditures.   
 
The only support that was associated with increased food 
expenditures—by $0.90 per capita per week—was receiving cash 
assistance (statistical significance was borderline, however), 
though few households received this assistance.  Receiving 
training for a community self-help group was significantly 
associated with lower per capita expenditures by $0.77 per capita 
per week. No other form of support was associated with weekly 
per capita food expenditures.  
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Table 35. Linear regression model for total weekly food expenditures (n=3,151) 
Parameter Estimate Standard Error Pr > |t| 

Intercept 6.73 0.46 <.0001 

Poverty and vulnerability 
status 

   

Poor, HVC -4.39 0.29 <.0001 
Poor, non-HVC -4.33 0.27 <.0001 
Non-poor, HVC -0.76 0.30 0.0131 

Supports    

Self-help Support -0.77 0.30 0.0131 
Credit Support 0.52 0.45 0.2528 
Microcredit Support -0.42 0.95 0.6579 
Business Support -0.09 0.38 0.7973 
Income Support 0.35 0.66 0.6015 
Garden Support 0.24 0.54 0.6544 
Market Support 1.75 1.36 0.2004 
Mentor Support 2.83 1.77 0.1133 
Business Assist  0.53 1.08 0.6242 
ES Support 0.12 0.81 0.8772 
Cash Support 0.89 0.52 0.0923 

Regions    

Afar 1.42 0.47 0.0029 
Gambella 2.41 0.50 <.0001 
Somali -1.02 0.49 0.0382 
Tigray 2.88 0.61 <.0001 

Notes: OR = Odds Ratio, CI = Confidence Interval. Model is weighted, accounts for clustering, and 
accounts for characteristics of the household head. 
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Coordinated	  Care	  and	  Support	  	  
 
The secondary evaluation research questions included the following 
 
5. How are implementing partners providing and coordinating care and support? And, what 

is the capacity of communities to implement coordinated care? 
 
When we conducted fieldwork in August 2012, Yekokeb Berhan was operational in many but 
not all of the kebeles in which we collected data. We collected baseline information to be able 
to compare the changing situation of children and households and the ability of communities to 
coordinate care over time, via future rounds of data collection.   
 
In general, Pact has sought to apply the lessons learned from PC3 to Yekokeb Berhan. 
However, during interviews, informants articulated the ways in which it was not clear to them 
how to operationalize some of the lessons (i.e. Institute a coordinated approach.)  Additionally, 
some lessons learned, although documented, were not built into the Yekokeb Berhan program. 
For example, moving from a volunteer to a mixed volunteer/paraprofessional cadre of workers 
requires significant resources. An informant, explained:  
 

They [volunteers] should not be left once they have volunteered to serve their community without 
expecting any payment. I think they have to get incentive that motivates their participation. – 
SNNPR: Officer at the Woreda Council Office. 
  

Still, despite the near consensus to move to a paraprofessional group of community workers, 
most kebeles still rely on volunteers.  
 
Nearly all kebeles were in early stages of coordinating services and supports for HVC and their 
families through different organizations and institutions. In general, key informants at the 
community, woreda, and regional levels were excited about the prospect of coordinating 
services to avoid duplication and provide better quality supports and services to children. For 
example, one informant explained: 
 

Above all, collaborative work should be done. Starting from data and evidence, a needs 
assessment and identification should be conducted …The other [thing is to] strengthen the 
follow up and support systems…. if we work collaboratively or networked, we can easily solve 
the problems in our region and therefore everyone should be united and work collaboratively. – 
Amhara: Officer at the Bureau of Women, Children and Youth Affairs.  

 
Generally, the challenges that key informants faced within their organizations included 
budgetary issues, staffing shortages in terms of person-power and technical ability, and overall 
technical skills to coordinate and provide services and measure outcomes.  
 
Further, during our interviews, respondents described how they were in the stages of identifying 
the challenges that they faced in working outside of their organizations and liaising across 
sectors. Working across sectors was new to many of the key informants. They explained that 
some of the unanticipated challenges included realizing that staff at some organizations: 1) were 
reluctant to share information; 2) could not articulate their mission; 3) could not articulate who 
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their target population was or eligibility criteria to be targeted for the supports the organization 
provided; and 4) did not know how to change their programming in order to move from 
delivering outputs, such as stationary, to more impactful interventions with outcomes that could 
improve the lives of children.  
 
Further, different government, NGO, CBO, FBO, and private organizations had different 
procedures and cultures, making cross organization and departmental collaboration challenging. 
While communities were committed to coordinating care with different stakeholders and 
organizations, many expressed frustration that they did not feel that they knew how to 
strengthen the partnerships between the organizations, particularly when there were setbacks.    
 
The key areas that emerged during the interviews with key informants were: 
 

1. Capacity for service coordination 
2. Services and service delivery 
3. Capacity for service implementation 
4. Monitoring and evaluation  
5. Selecting children for services 
 

Below we present some comments that emerged from the interviews on these different topics.  
 
Issue Area 1. Capacity for service coordination: 
First, with regards to capacity for coordination, an officer in Tigray described how the process 
of coordinating services is complex:  
 

Referrals have been done only for older children. But now because of various reasons in budget 
and to provide comprehensive service for the child we are strongly working with other 
organizations in integration. Of course, there are still some implementation problems. But, so 
far the community by itself is a big stakeholder of referral organization for us in mobilizing local 
resources and filling the gaps. This kind of practice will be strengthening for the future and 
referral purpose will be effectively implemented…Providing referral service is not simply 
sending children somewhere. It has its own legal procedures. Even though we are not sending 
the children for somewhere else, we are creating link with community and has got the desired 
service from the community. So, for the referral service, this is what we have done .  – Tigray: 
Officer at the Tigray Relief Society 
 

Additional qualitative information illustrating the respondents’ perspective on coordination care 
can be seen in Table 36.   
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Table 36. Illustrative statements of respondents on the provision of coordinated care  

Views regarding volunteers Issues with coordination Improving coordination 

If there is a problem, we tell it to the 
volunteers; we discuss it with them…It 
is because they are the ones who are 
close to us…There is no one. They are 
the ones who we can consult with… I 
tell my problems [to a volunteer] and 
he goes and talks to a volunteer who is 
responsible to care for me. If they 
couldn't solve it at one time, we remain 
silent keeping the problems to 
ourselves. – Amhara: Child respondent 
 
The familiarity of volunteers with the 
local community enables us to easily 
identify and trace highly vulnerable 
children in the community. This is 
important for those who are not willing 
to present themselves to our office, 
such as children with disabilities and 
HIV.  
– Oromia: Program officer 
 
But the problem is a [lack of] 
volunteers’ support and as a result of 
this, many volunteer workers are 
leaving the work. The volunteer 
workers have also their own 
responsibility and social life that they 
are engaged in ... generating incomes 
for themselves. This has become the 
major factor -- for [them] to focus on 
other activities. 
– Oromia, Women Affairs Officer 
 
If there were no volunteers in our 
organization, it would be impossible to 
visit all 221 children under our care. If 
you were to ask me to support all the 
families, all I could do would be to 
simply count their households, but I 
would not have time to describe what is 
going on inside each household. It is 
the volunteers who do that. They know 
the detail of each beneficiary and they 
bring us the profile of the children. 
Thus volunteers are essential 
– Oromia: Food facilitator 

I believe the kebele has 
problems when it comes to 
coordinating and organizing 
programs. You could see a 
child that is being supported 
by one projects also being 
supported by another project. 
Thus some are beneficiaries of 
two projects that work for the 
same goal. So, the projects 
should work in coordination 
so that they can reach more 
vulnerable children. – 
Amhara: FGD respondent 
(caregiver) 
 
"..the services are good if they 
will be provided timely. For 
instance, the vocational 
materials and needs must be 
provided as per to the 
program of the children’s 
academic year and time. This 
will be good to replace their 
costs of the educational 
materials to be the cost of 
food. The provision of food is 
also the other concern for the 
children. So it will be good if 
the services go to the children 
and their community timely.  
– Amhara: Woreda volunteer 
 
There is no coordination. It is 
carried out randomly. It also 
lacks continuity. ... The laxity 
of the chain of communication 
to the grassroots is one 
problem. There are no 
transportation facilities and 
remuneration for the people 
that transmit information from 
the larger administrative unit 
to the smallest units. This also 
has a ramifying effect on the 
reporting system.  
– Gambella: Superviser in the 
Department of Health and HIV 

In order to create better and 
coordinated working procedures, 
mainly capacity development and 
related workshops have to be 
prepared, and designing projects 
based on such a basis is vital. 
Even if we tried our best to do 
this, we didn’t succeed for 
different reasons. We suggest 
short term awareness appraisals 
when starting projects, since it 
would help to easily coordinate 
different projects…. 
– Amhara: Woreda volunteer 
 
There is a need to have repeated 
trainings… for people working in 
government offices and for those 
working in school and kebele 
administration. For example, the 
kebele might support us easily 
and we might face challenges at 
the health post. Sometimes we 
need to challenge them to get the 
services.  There is also conflict 
with each other. Such problems 
can be resolved by changing 
people’s understanding.  
-Oromia: Kebele volunteer 
 
Having such format [for selection 
process] could help the project to 
meet the children frequently. That 
format needs to be filled. What 
does the child need this week? Is 
it healthy care? Is it psychosocial 
[support]? Is it food? So a format 
needs to be prepared in order to 
know what the child needs and to 
facilitate the follow up made by 
volunteers. Otherwise how can 
we make the selection? Based on 
what format? 

– Addis Ababa: Officer in the 
Women, Children and Youth 
Affairs Office 
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Issue Area 2. Services and service delivery: 
With regards to services and service delivery, informants described their perceptions of the 
current situation:  
 

We do not have strong and powerful systems of the service delivery.  – Amhara: Officer at the 
Bureau of Women, Children and Youth Affairs. 
 
The services are provided by different groups and organizations at different places in a detached 
and fragmented manner. The drawback of these kinds of support is if one organization is 
providing pen or exercise books; it was counted as if enough support given. It was not that, at 
least, as we know or as it is stated in the standard, they have to be provided with the seven care 
and support package in one or another way. –Officer at the Bureau of Women, Children and 
Youth Affairs. 
 
There some special support that may not be handled by this project. Example if there is serious 
health problem which needs huge amount of money. For basic health services the project 
provided necessary support but as I said before if the health condition is serious and chronic we 
cannot handle it easily. So such kinds of service are important but due to limited nature of 
service of the project are impossible. But we are planning to create a referral linkage with other 
organizations in the near future. – Tigray: Officer at the Tigray Relief Society. 
 
A family may consist of 3-4 children, and all of them shouldn’t be give the same item. At least if 
one gets a blanket, the remaining two will be given exercise books and other materials. There 
are terms reached with the children and charity organization.  – Amhara: Officer at Social 
Affairs Office. 
 

Issue Area 3. Capacity for service implementation: 
Key informants reflected on their organization and the system in their kebeles to implement 
coordinated care and service implementation:  
 

I don’t think that the support or the services are sufficient. If a certain NGO has a project 
proposal to work on some specific areas, those areas which are not the focus of the project will 
be left unaddressed unless there are other projects to that end. Therefore, I believe that all the 
areas of the support for the highly vulnerable children are not addressed 100%. To achieve 
100% success, I suggest that a strategy needs to be designed to establish and enhance wide 
community-based coordinated support to make the support accessible to all instead of totally 
focusing on NGOs. – SNNPR: Officer at the Bureau of Women's and Children's Affairs.  
 
The current social upheavals due to poverty and inflation are deteriorating the existing culture 
of help for vulnerable children by the community. Even though the communities have the 
demand and potential for supporting HVC, they lack the capacity in providing care and support 
services. – Oromia: Officer at the Bureau of Women, Children, and Youth Affairs. 
 
There is a need to combine the assistances of external aid and interventions with locally 
organized community structures.– Amhara: Officer at the Bureau of Women and Children 
Affairs.  
 
Another challenge in child support provision is the incompatibility of the number of vulnerable 
children with the potential of the organization. It is so difficult to compromise these two. There 
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is a lack of financial and technical skills to include all of the vulnerable children in [this] child 
support program. – Addis Ababa: Officer at the Bureau of Women, Children and Youth Affairs. 

 
Issue Area 4. Monitoring & Evaluation 
Informants admitted there was a serious gap between current practices, skillsets, and technical 
abilities and the systematic monitoring and evaluation system envisioned for Yekokeb Berhan 
and implementing partners to measure inputs, outputs, outcomes, costs and ultimately impacts.  
 

Currently I know only what has been planned to be given [and not] who is eligible….We simply 
give them material needs rather than evaluate the status of their life, the needs in terms of the 
learning materials, and the shortage of the food. Generally there is no thorough follow up. In 
terms of their life standard in the house, how children behave, what is the family situation, and 
other kinds of questions can’t be answered. I feel this will be improved progressively when the 
nature of the work is well understood by the workers. – Amhara: Officer at the Bureau of 
Women, Children and Youth Affairs. 

 
Issue Area 5. Selecting children for services: 
Finally, targeting supports to specific children who using a transparent identification approach 
is an effective way of using limited resources, particularly in the context of widespread need. 
Ethiopia fits that criteria given that hunger is widespread and many children lack basic 
necessities. However, the target beneficiaries in Yekokeb Berhan vary in different communities 
and the Pact office has not articulated any clear criteria.   Informants explained how widespread 
need, few resources made targeting services difficult and may result in some injustice.  
 

Sometimes there may be injustice in selecting children for the service by some committee 
members such as putting their own or relative’s children in the lists. In such cases before 
approving the list of children as highly vulnerable we contact kebele managers so that only HVC 
will access the services....At this point I can say the service is improving in addressing the needs 
of HVC.– Oromia: Officer at the Women and Children Affairs Office. 
 
There are many vulnerable children not benefiting from the program. I suspect that the main 
reason could be a budget constraint. But whatever the situation, there are children in a very 
difficult situation and not receiving the support. – Oromia: Officer at the Women and Children 
Affairs Office. 

 
There were also very positive views of targeting within communities and some respondents felt 
as though the poorest, most vulnerable children were receiving supports. Various informants 
explained what they observed: 
 
From caregivers (IDIs, 1b): 
 

To the extent I know, I feel it is a fair selection as they are supporting children who have no 
parents and who have no support at all. I hear that they consider also children who are 
positively infected or disabled [for certain] reasons. From such perspective, I feel what they are 
doing is very helpful and fair.  – Oromia: IDI informant from Oromia; a 50 year old female who 
is ill, cares for ill husband, and is caregiver of 7, 1 of whom is an orphan. 
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Yes. If they skipped him in the first round, they could find him in the second round. It is not a one 
time selection. There are frequent registrations and it is a moral strength for the unselected ones. 
– Unknown region: IDI informant, 52 year old mother of 3, including an autistic child. 
 

From children (Community mappings, 1c): 
 

As far as my knowledge is concerned, the organization has registered the beneficiaries by going 
to the beneficiaries’ homes, door to door. In my localities, I can say that all of the children are 
supported by the organizations. Supported children are performing well in their education. – 
Oromia: child respondent. 
 
Yes, there are non-governmental organizations which provide care and support for orphaned 
children. For example, they came to our school and asked those children who had lost their 
parents to register and they provided us exercise book and uniform. … The organization which 
supports us is known as Yekokeb Berhan. We are not sure about its name, but this is what we 
heard about. – Oromia: child respondent.  
 
In my opinion, churches register the poor and provide them hair oil, soap, and other materials. 
Whoever doesn't have enough to eat, etc. now they give them [food], and I think they are 
changed. – Oromia: child respondent.  

 
From community members (FGDs, 1e): 
 

There are people who didn't get a blanket in the first round of support because not all vulnerable 
children were targeted. First priority for blankets and soap was given to those who are under 
the age of six. Others in need of food were provided with wheat, however, the NGO is still 
identifying who needs what service, so I believe that they are doing their level best. If people are 
patient, everyone will get turn. – Addis Ababa: FGD respondent. 
 
We have clear selection criteria and they are very specific. It is fair and just, and free from 
biases. The services are given to children who they deserve it. The community also participates 
in the selection process – Tigray: FGD respondent. 

 
From key informants, local level (KIIs (1d): 
 

There are questionnaires distributed to parents that consist of 7 criteria related to the household 
and 13 for the children. These20 questions are used to recruit children. The “sisi” committee 
then registers them, and volunteers then visit and grade the families accordingly. Finally, the 
sisi committee analyzes the grade and chooses those who are eligible for services based on the 
scores. In this way, the selection process is seen to be just and fair. – Addis Ababa: government 
officer. 
 
To receive services and support, children and families are selected as highly vulnerable by the 
Women, Children and Youth Affairs Office, in our case. The Office is involved in selecting those 
children who receive services from both governmental and non-governmental organizations. In 
selecting children for free medical services, health extension workers work with woreda offices. 
Even though I do not have detailed information, I know non-governmental organizations have 
criteria in selecting highly vulnerable children with individuals and mangers at the kebele level. 
– Oromia: Delegate, Manager of Health Station. 
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It is very essential to make the selection process by using informed assessment and make the 
support services in appropriate manner. Otherwise if the supports are provided randomly or 
without thorough understanding of their problem, it will not be productive. Every professional 
must make such kind of informed assessment to reach the community members who are in 
trouble. I believe this will correct the provision of services. – Afar: Administrator of the woreda 
council office. 
 
At first there was a problem in registration, and then corrective measures were taken with the 
help of committee members and volunteers. Children who did not deserve the provision were 
eliminated after the evaluation. – Amhara: community volunteer. 

 
Finally, the issues with targeting that emerged include the following: 
 
From caregivers (IDIs, 1b): 

 
Yes there is a problem. You aren’t able to assess the existing situation in the areas where the 
problem is found. So the provisions of services are confined mostly to a single kebele. There is 
always a problem. For instance, there are biases made for some people. IDI informant from 
Oromia: 47 year old mother of seven children. 
 
Currently, the beneficiaries are relatively more able than me. There are also households that are 
far below than me in income but do not receive services or support. There is a situation where 
some beneficiary households are government employees and teachers. Therefore, some 
beneficiaries are by far better than (and receiving in the name of) some households that do not 
receive the services. There exists such a thing which makes the process of selection unfair. 
SNNPR: 42 year old mother of seven children, including two sets of twins and daughter with a 
hearing disability, and caring for husband with eye illness. 
 
There meetings at the kebele level… the head chose these people who will be supported and 
then, they took the training. … It is common that they didn't disclose what they have received. 
But overall, they have said that there is support from non-governmental organization. ... The 
active people receive support. ... Yes, if you are strong, you can't [receive] help. –Region 
unknown: 34 year old father. . 
 
There are people who were not recruited. There are. But what is the quality that my children 
have? This is because there are people who were not strong enough to follow up the support 
service not because they know about it. They didn’t come because they hear about it. They 
didn’t. There is no problem with the people who coordinate. They have been telling the people in 
order to take their children to get educational support. And also the women in our area. But still 
there are children. –Addis Ababa: 32 year old father of five children. 

 
From children (Community mappings, 1c): 
 

The volunteers should also work effectively to support the children. The selection must be free 
and fair. They should assess the real situation of the children on the real ground. Sometimes, 
children with problems are not selected for the services. Contrary to this, children from better 
families are selected for the services.– Tigray: child respondent.  
 
With supports like blankets, there are some problems. For example, my sister is registered for 
blanket support by her name. Her name is Trhas Seyfu. But on the list of the officials, it says 
'Trhas Woldu'. Then at the time of service provision, they refused to give [the blanket] to her, by 
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saying, "Your name is Tirhas Seyfu and on the list we have the name 'Tirhas Woldu'. So, you are 
not selected for these services." In fact, they know the reality, but it was sabotage and deliberate 
action. So, there are such problems also.– Tigray: child respondent. 
 
There is a big difference between those who are getting support, while they don’t deserve it, and 
there are children who do not get support, while they do deserve it.– Addis Ababa: child 
respondent. 
 
People receive blankets, exercise book for their children and powder. The lucky ones also 
receive clothes. Those who are unlucky go to street to beg. They beg. – Oromia: child 
respondent. 
 
Children are supported by organizations. These organizations support children and their 
families. For example, there are some families who are getting support from these 
organizations, but they are not poor. …Both parents and children. I suggest that these people 
should be identified and the support should be given for the poor. – Oromia: child respondent. 

 
From community members (FGDs, 1e): 
 

There are destitute and isolated families in this community, who cannot work and go to bed at 
night without food. People know them as they reside in their neighborhood, and yet these 
vulnerable families are still not included in the services and are not provided with anything!– 
Amhara: FGD respondent. 
 
We do not see service providers working collaboratively with the community. We do not know 
what they have or how they target families Maybe they keep it secret so that they can use the 
resources to meet their personal needs. These days, we don't see it when the lives of the poor are 
improved. Maybe out of the resource allocation to the project only about 20 percent is 
channeled to the poor. – FGD respondent in SNNPR: FGD respondent. 
 
The priorities for selecting children are not according to our wishes. The upper level officials set 
the priorities! These officials decided both the type and the time of delivery. It is not fair! If it 
had been decided by discussion with the community, it would have been good and created room 
to decide which type of support should come first. – SNNPR: FGD respondent. 

 
From key informants, local level (KIIs (1d): 
 

There should be a clearly defined set criteria and guidelines for the proper selection of highly 
vulnerable children and families benefitting from the services. Sometimes there is confusion 
regarding the criteria used by an NGO and volunteers. These problems cause conflicts among 
the members of the community. Once such a problem occurs, it takes a lot of time and energy to 
restore the community’s confidence. – Oromia: male food facilitator. 
 
In my opinion it can be estimated that 65% of highly vulnerable children and families are 
receiving care and support services, whereas 35% are not receiving care and support services. 
… There are problems when selecting highly vulnerable children due to an absence of 
coordination among sector offices. In addition, there may be injustice when selecting children 
for the service. Children may be selected improperly due to a lack of understanding on the 
selection criteria. As a result the services may go to those children who are not in the greatest 
need. It is possible to estimate that 80% of those children currently receiving the services are in 



HVC-‐CARE	  Ethiopia	  Evaluation:	  Baseline	  Report	  	   May	  2013	  

 94 

greatest need with high vulnerability, whereas the remaining 20% receive without being in need. 
– Oromia: Delegate, Manager of Health Station.  
 
In relation to the selection process …. the amount of time given to us to do the  selection was 
very short. Since the time was too short, it doesn’t make the selection process very good. It 
needed much more time. Selecting one thousand children is not such a simple thing. For the 
future, when they think of this kind of project, they need to take time to select the most 
vulnerable children. ... For me, it is very difficult to say all children selected are really 
vulnerable. I am saying this because there are different complaints. We are also working on 
selecting and taking out from the list those children who are not vulnerable. There are a few 
children who should not be supported but their name is among the list. We are working on this 
to verify [things]. – Addis Ababa: Women, Children, and Youth Affairs Office, Kebele level. 
 
They [highly vulnerable children not selected to receive services] may feel insecure and develop 
sense of helplessness and aggravates their future vulnerability. For example, a child may fail to 
go school due to shortage of school materials or absences of meals while the other attending 
school. Since the rules and regulations of schools do not permit students to go school without 
wearing uniform such child do not have any other option than staying at home or on the street. If 
a child does not go to school it has immediate and lasting effect on the development of the child.  
– Oromia: Guard at the School and Volunteer at ISAPSO. 
 
The selection process sometimes has a problem. When the program was launched, they just 
came and selected people whom they think are needy of support. Next they will report to the 
office. These children are selected without making any kind of proper assessment. – SNNPR: 
Health CHIV Bureau Officer. 

 
From key informants, higher level (KIIs (1f)): 
 

We encountered too many problems, like unavailable people were selected for support. It 
consumed time to revise all and to request again i.e. to select and know the target. – Tigray: 
Officer at the Social Affairs Office 
 
Sometimes there may be injustice in selecting children for the service by some committee 
members such as putting their own or relative’s children in the lists. In such cases before 
approving the list of children as highly vulnerable we contact kebele managers so that only HVC 
will access the services....At this point I can say the service is improving in addressing the needs 
of HVC. – Oromia: Officer at the Ministry of Women’sAffairs 
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Discussion  
 
These baseline findings of the evaluation of the Yekokeb Berhan project provide a cross-
sectional snapshot of the status of children and households in the areas of Ethiopia in which 
Yekokeb Berhan plans to operate over the course of five years.  A complementary mix of 
quantitative and qualitative data elicit the status of children and households in health and 
wellbeing, current exposure and access to HVC support and care services, and community 
perceptions of the needs of highly vulnerable children and their households (from professional, 
political, community-member and child perspectives) in July/August 2012.. One concern raised 
at the time of the study design and data collection, shared by all partners including the 
evaluation team, was that findings could no longer be considered a “baseline” of the five-year 
evaluation study because Yekokeb Berhan was awarded funding more than a year before data 
for this baseline round were collected. However, findings in the field from both qualitative and 
quantitative data indicate that while implementation of Yekokeb Berhan had commenced, 
working through multiple local partners throughout the country, noticeable effects of were not 
observed at the individual child and household levels.   
 
Repeated comments in qualitative interviews indicate that at the time of data collection, 
community members had not yet experienced Yekokeb Berhan beyond participating in needs 
assessments, recruiting volunteers, and being sensitized on the intended scope of the project. 
For example, community members stated that they knew Yekokeb Berhan would be working to: 
integrate more with the kebele and woreda than previous projects; emphasize communication; 
prevent corruption; and eliminate bias in selection of beneficiaries. Provision of actual services 
was eagerly anticipated. In addition, quantitative data revealed that children and households 
were receiving services that Yekokeb Berhan was not planning o provide This suggests that 
beneficiaries are currently receiving supports from alternative sources, or are potentially 
reporting on services they received from past projects. 
 
We therefore believe that this round of the five-year evaluation plan, despite being conducted 
after project implementation commenced, provides an appropriate baseline of the situation of 
children and households against which future rounds of data collection can be measured to 
determine the degree of impact of the Yekokeb Berhan project after five years. 
 
Because the results presented here are baseline findings, limited conclusions can be drawn at 
this time.  These findings cannot, nor were they intended to, provide any conclusions regarding 
the project impact at this time.  As described in this report, these findings elicit the status of 
children and their households before Yekokeb Berhan was fully implemented. Informed by 
these findings, we offer a set of recommendations that Pact as implementers, and USAID as 
donors, should consider as the project evolves. . We anticipate impact results and a more 
comprehensive set of recommendations following the data collection and analysis from rounds 
2 and 3 in 2014 and 2016. However, there are several important discussion areas that arise from 
both the evaluation design process, and the results of the baseline, as indicated below. 
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Evaluation design and the ability to measure the impact of Yekokeb Berhan 
To our knowledge, this evaluation is the first prospective impact evaluation commissioned 
under the USAID Evaluation Policy of January 2011. This policy, as was explained by the 
USAID/E Evaluation Officer during the stakeholder consultation, calls for scientifically 
rigorous impact evaluations to be conducted of large programs, in addition to the more 
commonly performed process evaluations. This evaluation is also in accordance with the 
evaluation guidance set forth in chapter 12 of the July 2012 PEPFAR Guidance for Orphans and 
Vulnerable Children Programming. This baseline provides USAID and Pact with a unique 
opportunity to demonstrate the ability of good program design to affect health outcomes, and to 
generate evidence-based implementation recommendations by validating current approaches 
addressing the needs of HVC in Ethiopia and around the world. 
 
The USAID Evaluation Policy and the 2012 PEPFAR OVC Guidance for Programmers concur 
that the design of a scientifically rigorous evaluation must be consistent with the programmatic 
theory of change, establish a baseline from which to measure impact, and should be designed in 
conjunction with the design of programming efforts.  Additionally, a rigorous evaluation design 
must account for the nature of the program being evaluated including: the country, culture and 
geography; the target population; the interventions being used; and ethical concerns. A design 
process for such an evaluation takes many months, and requires consultation with experts with 
experience with similar challenges in similar settings. This evaluation has been no exception.  
 
While the gold standard for a rigorous evaluation design is a randomized controlled trial, it is 
not always feasible.  For ethical reasons we could not cluster-randomize kebeles into 
intervention and control groups for a randomized controlled trial design; resource and logistical 
reasons precluded a design establishing a comparable sample (counterfactual) in comparison 
kebeles where the program was not operating. Despite these constraints, the five-year evaluation 
design and the methods employed in the baseline round ensure the current design is the most 
rigorous possible to answer the evaluation questions.  Consultations with experts at sister 
universities, the World Bank, and with senior psychometricians in USAID/W and elsewhere, 
confirmed this was the most appropriate design.  . 
 
The evaluation team is aware, however, that the design has caused some discomfort in the field 
and that a case/control study design is more easily understood. However, the current design 
specifically addresses the fact that Yekokeb Berhan is a Nation-wide project, but only reaching 
a small proportion of all HVC in the country. As such, the random sample of households was 
selected only in regions where Yekokeb Berhan will be implemented. A cohort of children will 
be followed as they move in and out of Yekokeb Berhan over the entire five years.  The design 
also allows for comparison between children who receive different levels of services from 
Yekokeb Berhan, and those that do not receive any, in order to assess the degree to which 
service and support provision through Yekokeb Berhan contributes to changes in a select set of 
key child and household-level outcomes over time. These children were chosen as a 
representative sample of all children in the regions where Yekokeb Berhan is operating, and the 
evaluation was designed with the appropriate power calculations to allow for expected effect 
sizes in key outcomes.  
 



HVC-‐CARE	  Ethiopia	  Evaluation:	  Baseline	  Report	  	   May	  2013	  

 97 

Additionally, measures were taken to maintain as much methodological rigor as possible in this 
baseline round of the evaluation.  Aligned with evaluation best practices and described in the 
USAID Evaluation Policy and specifically the 2012 PEPFAR OVC Guidance for Programmers: 
 

 We employed mixed quantitative and qualitative methods to triangulate findings  
 We established an appropriate comparison group to be followed over time  
 We used standardized indicators and validated instruments where possible  
 We captured child and household level outcomes at baseline as well as services 
 We developed plans in conjunction with all stakeholders 

 
Collectively, these strategies control for internal and external threats to validity and therefore 
increase the confidence in findings.   
 
Any decisions by USAID concerning the second and third rounds of data collection in this 
evaluation need to be made based on the available resources, but we strongly recommend that if 
any changes to the design or methods are contemplated, USAID/E consult with at least one 
senior psychometrician and other evaluation design specialists prior to making changes. 
 
Poverty as a risk factor for vulnerability 
The baseline paints a clear picture of the challenges faced by children and their caregivers and 
households in Ethiopia with regard to health, healthcare access, education and other basic needs, 
and needs for services and supports. It also highlights the fact that poverty is a key factor and 
determinant of many of these outcomes, with the potential to seriously affect the success of 
Yekokeb Berhan if not addressed. 
 
As noted in the results, we have documented that vulnerable children are more likely to live in 
poor households than non-poor households. HVC in general had the worst health outcomes. 
However, for health care-seeking poverty was the main predictor, with poor HVC having the 
worst likelihood of having adequate care, followed by poor non-HVC. There were statistically 
significant differences in school enrollment by poverty and HVC status. Among primary school 
children, poor non-HVC had the lowest enrollment rates, while among secondary students, poor 
HVC were least likely to be enrolled. Among many other indicators, poor children (both HVC 
and non-HVC) were also most likely to lack basic needs. 
 
This poses a significant challenge for both USAID and Pact, if the Yekokeb Berhan project is to 
achieve measurable impact over the five years of implementation. Therefore, we chose to 
separate out poor households from non-poor households throughout this report to better 
understand disparities in the different outcomes. Most importantly, this baseline provides clear 
evidence that the current definition of vulnerability is not adequate to describe the population of 
children most exposed to risk of poor outcomes. We therefore suggest that Yekokeb Berhan 
review the likelihood of achieving the desired project impact with the current targeting 
approach, and consider whether poverty should, and can, on some level be included in the 
criteria for vulnerability of children and households. 
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We recognize that Yekokeb Berhan is not a poverty reduction project, and that currently there 
are few poverty reduction strategies built into the project (beyond activities in economic 
strengthening). One possible approach beyond targeting criteria would be for the project to 
establish new collaborative partnerships to address poverty in its target populations. 
 
The cost of attending school 
Both quantitative and qualitative results clearly suggest that cost is the greatest barrier to 
attending and remaining in school. School costs fall into three main categories. 1) Stationary – 
books, pencils, etc. 2) School uniforms. 3) School fees. 
 
School fees appear to be an issue that Yekokeb Berhan has not prepared to deal with, perhaps 
because both primary and lower secondary school education are officially provided free of 
charge. However, school fees (sometimes referred to by caregivers and key informants as 
“tuition”) are consistently recorded as the main barrier to school attendance in qualitative 
interviews, and were the only support that significantly predicted increased school enrolment 
and decreased absenteeism. We also observed that poor households are unable to contribute the 
required expenditures for schooling ($7 - $8) when compared to non-poor households ($18 - 
$20). HVC status alone was not a factor.  
 
Clearly, other organizations (in qualitative interviews this was noted to be mostly religious 
organizations) were paying fees on behalf of children, and in some cases the community was 
able to negotiate a waiver of fees for specific children to facilitate school attendance.  We 
suggest Yekokeb Berhan endeavors to better understand both the formal and informal school 
fee structure and strategize ways to address waivers for children most in need or partner with 
other organizations to pay fees when needed. 
 
Qualitative data 
One of the richest elements of this evaluation is the qualitative data. It is therefore problematic 
that contractual restrictions prevented the full analysis of the qualitative data. Several thematic 
areas have been included in this report in order to illustrate the quantitative findings, but this 
does not constitute a qualitative analysis. Moreover, there are additional themes that warrant 
detailed examination to better understand the depth and richness of the data and elicit 
programmatically important findings. For example we found a number of potential child 
protection issues, suggesting that some children are being exploited or harmed. Some children’s 
accounts suggest that their safety is not protected and they lack a voice in their community 
when they have been violated. A more detailed qualitative analysis could provide much clearer 
understanding of these issues, and offer Yekokeb Berhan insight and evidence to inform 
programming efforts and consider a response to such challenges as implementation evolves. 
 
Community concerns 
Closely related to the above discussion point, key informant interviews and focus group 
discussions repeatedly elicited a deeply held mistrust of external projects. Issues cited included 
the ephemeral nature of projects (providing assistance for a limited period of time and then 
leaving with no continuity); the inadequacy of supports provided (usually expressed as being 
too little of a commodity such as food); the unfairness of distribution of resources (political 
leaders or volunteers manipulate distribution to themselves or their families, regardless of 
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need); poor targeting of those in need (even when there is no bias or corruption, needs 
assessments often miss those most in need); and the overburdening of volunteers (volunteers are 
generally respected for what they do, but are overloaded, needing help and supervision). 
 
Yekokeb Berhan should note that many informants expressed a belief that Yekokeb Berhan was 
going to address these issues directly, and therefore set high expectations of change. This 
provides an excellent opportunity, but also creates a potential challenge, as it is unlikely that 
Yekokeb Berhan has control over many of the issues raised. Therefore we suggest that Yekokeb 
Berhan ensure, as soon as possible, begin to routinely, clearly and transparently communicate 
with key community stakeholders and the widest group of community members possible the 
operations of the project, how HVC are targeted, how their families will receive benefits, and 
the multiple roles of volunteers and others in the community. 
 

Data	  summary	  
The presentation of data below highlights some of the key findings. 
 
Children and households: health, healthcare access, basic needs, education, and supports 
provided 
 

1. Among the 8,330 children in the study, 7% of children were poor and HVC; 10% were 
poor but did not fit the definition of HVC; 23% were not poor but were HVC; and the 
remaining 60% were neither poor nor HVC (see Definitions). 

2. HVC were more likely to live in poor households than non-poor households. 
3. Eight percent of poor, HVC and 7% of non-poor, HVC had disabilities. Among them, 

85% of poor, HVC and 69% of non-poor, HVC were seriously limited by their 
disabilities. 

4. We found a number of potential child protection issues, suggesting that some children 
were being exploited or harmed. Some children’s accounts suggested that their safety 
was not protected and they lacked a voice in their community when they were violated. 

5. The heads of poor, HVC households were socioeconomically disadvantaged: 
a. In poor, HVC households, the heads of the household were older, on average, 

than the heads of non-poor, non-HVC households. 
b. Poor, HVC households were frequently headed by women: 79% of poor, HVC 

households were female-headed, compared to 23% of non-poor, non-HVC 
households. 

c. Poor, HVC household heads were more likely than other heads of households to 
have low levels of education, engage in informal work, and work only part-time. 

d. Poor, HVC households had a higher dependency ratio than all other households, 
meaning that there were fewer adults in these households to could care for 
children and support the household economically. Often, only one person was 
earning an income and providing care. Sometimes this person was chronically ill, 
elderly, or caring for many children.  

6. Poor, HVC were most likely to live in inadequate housing, which placed them at greater 
risk for health problems. 
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7. Poor, HVC had the worst health outcomes, followed by non-poor, HVC.  
8. For most health care-seeking outcomes, poor, HVC were least likely to receive adequate 

healthcare, followed by poor, non-HVC. There were gender and age disparities for 
reports of having diarrhea and seeking treatment. In all age groups, healthcare was most 
frequently sought for boys. For nearly all healthcare-seeking indicators, 12-17 year-old 
poor, HVC girls were least likely to receive healthcare. 

9. Ninety-percent of primary school-aged girls were enrolled in school, compared to 83% 
of primary school-aged boys. Among secondary school-aged youth, 81% of girls and 
83% of boys were enrolled. There were statistically significant differences in enrollment 
by poverty and HVC status. Among primary school-aged children, poor, non-HVC had 
the lowest enrollment rates. Among secondary school students, poor, HVC were least 
likely to be enrolled. Only 48% of poor, HVC girls were in school compared to 80% or 
more of other girls.  

10. The lowest average annual per capita expenditures were among poor households. In 
these households, average per capita expenditures were between $7 and $8 per year 
compared to $18 to $20 per year in non-poor households.  

11. Disparities in access to basic needs emerged between children based on HVC and 
poverty status. Poor children were most likely to lack basic needs. The trend for these 
measures was that poor, HVC had the most unmet needs, followed by poor, non-HVC, 
non-poor, HVC, and finally non-poor, non-HVC.   

12. Across all households, the five most commonly reported forms of support for children 
were: stationary (22%); referrals for immunizations (18%); supplemental food support 
(16%); school fee exemption (16%); and referrals for growth monitoring (15%). 

a. For the majority of services or referrals, a very low proportion of respondents 
received any assistance. For example, only 1% of children received a referral for 
PMTCT and 2% of children received therapeutic and supplementary food for 
malnutrition. 

b. For the vast majority of supports and services, poor, HVC were less likely than 
their peers to receive any services or support. 

13. We found wide and persistent gaps between children’s needs, such as for healthcare and 
food, and the proportion who received supports and services. First, poor, HVC were 
most likely to have inadequate healthcare and food. Second, the gap between need and 
receipt of services was greatest for poor, HVC. For example:    

a. Among 5 to 11 year-old girls, only 35% of poor, HVC girls with inadequate 
healthcare received any support compared to 93% of non-poor, non-HVC girls.   

b. Among 12 to 17 year old girls, 37% of poor, HVC girls with inadequate food 
received any support compared to 84% of non-poor, non-HVC girls. 

14. In contrast to the healthcare and foods needs and supports, educational supports were 
more evenly distributed across children regardless of poverty or vulnerability status, age, 
or gender. However, given the gender gap in enrollment, poor, HVC girls were often 
out-of school and thus received fewer supports. 
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Statistical models at the child level indicated: 
 

15. Poor children, regardless of HVC status, had lower odds of having adequate healthcare. 
The only support associated with better healthcare was receiving a referral for PMTCT 
services. 

16. Amidst poverty and HVC-based school enrolment disparities, the only support 
associated with being in school was free tuition. 

17. Poor children were least likely to have adequate food. The supports for children 
associated with adequate food were supplemental feeding, optimal feeding advice, and 
free school feeding. 

18. Given the poverty and HVC-based disparities in the number of school absences per 
month, the only educational support associated with reduced absences was free tuition.   

 
Households: Shocks, coping, food security, income, expenditures, and supports 
 

1. Household shocks occurred in a small percentage of households, but when they 
occurred, they had deleterious impacts. Household shocks frequently resulted in 
worsened food security, loss of access to healthcare, and children leaving school. 

a. Within poor, HVC households that experienced a loss of livestock or 
employment, 86% to 97% said that the loss resulted in worsened food security, 
and 36% to 69% said it resulted in loss of access to healthcare.  

b. Among households that reported damage to their house, death of a household 
member, or a household member’s illness or accident, 88%, 70%, and 61%, 
respectively, reported that children had to leave school.  

c. In households that had a breakup of a household, 39% reported that children had 
to go to work as a result. 

2. There were substantial poverty-based differences in food consumption, regardless of 
HVC status. In some cases, there was a 30 to 40 percentage point difference in 
consumption between poor and non-poor households. Only 5% of poor, HVC 
households and 7% of poor, non-HVC households consumed complex proteins (animal 
products) compared to 38% of non-poor households. The consumption of pulses and 
nuts, vegetables, fruits, milk and milk products, and sugars, fats, and oils was also 
significantly different based on poverty status. 

3. Reported average, weekly income was $3 to $4 in poor households, compared to $14 to 
$21 in non-poor households. Further, 20% of poor households reported zero weekly 
income.  

4. Non-poor households had total weekly food expenditures that were 5 to 6 times higher 
than poor households, while total expenditures were 5 times higher. Per capita 
educational expenditures were 6 times higher in non-poor households compared to poor 
households. Finally, total and per capita health expenditures were 4 times higher in non-
poor households than in poor households. 

5. Poor, HVC households were less likely than other households to receive all of the 
supports and services, except for mentoring, food rations, and cash assistance. 
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Statistical models at the household level indicated: 
 

1. While poor households had significantly higher odds of insufficient food diversity, the 
only support that was associated with reduced odds of having inadequate food diversity 
was receiving food rations. No other supports were associated with food insecurity. 
However, few households received these supports.  

2. Poor households had weekly expenditures that were approximately $4.30 lower than the 
expenditures in non-poor households. The only support associated with increased food 
expenditures—by $0.90 per capita per week—was receiving cash assistance. However, 
few households received this assistance.  

 
Coordinated Care: 
 

1. In kebeles where Yekokeb Berhan is operational, implementing partners, government 
and other stakeholders are beginning the process of developing partnerships.  Some of 
the challenges that key informants faced within their organizations included budgetary 
issues, staffing shortages in terms of person-power and technical ability, and over all 
technical skills to coordinate and provide services and measure outcomes.  

2. Working across sectors was new to many stakeholders. They explained that some of the 
unanticipated challenges included that some organizations 1) had a reluctance to sharing 
information; 2) could not articulate their mission; 3) could not articulate who their target 
population was or eligibility criteria to be targeted for the supports the organization 
provided and 4) did not know change their programming in order to how to move from 
delivering outputs, such as stationary, to impactful interventions that led to outcomes 
and meaningful changes in children.  
 

Targeting 
 

1. Overall, there was no unified targeting approach to guide kebeles in the selection of 
targeted beneficiaries to direct limited resources. Informants requested clearly defined 
set criteria and guidelines for the proper selection of highly vulnerable children and 
families to target benefits to.  

 
Strengths and Limitations of the study 
 
This baseline study is the first round of a longitudinal study and thus the baseline findings are 
cross sectional. However, we complimented quantitative surveys with a range of different data 
collection activities to include the views of a wide variety of community members from 
different organizations and backgrounds. 
 
While our sampling approach was carefully designed to be representative of all kebeles where 
Pact is operational, in reality, due to safety reasons, the study team had to drop out several 
kebeles from unsafe locations and add replacement kebeles. 
 
One of the strengths of our sample is that we were able to include a broad spectrum of the 
population so that we could determine who received services. For example, we found that poor, 
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HVC children were unlikely to receive supports for basic needs or food, while these supports 
often reached children in non-poor households.  
 
Our quantitative data set yielded a very small percentage (<5%) of missing data. Overall, the 
data quality was excellent, making these data extremely valuable when making comparisons 
with future rounds of data. Still, as is always the case with self-reports, there is a possibility of 
bias since respondents had to recall their expenditures on selected non-food items within the last 
year. However, we trained our research assistants to help respondents remember purchases. The 
team is trained to probe extensively and question inconsistent or improbable answers.  
 
Overall, our data is representative of woredas and kebeles where Pact is operational. These 
locations may differ substantially from woredas not targeted by Pact and therefore 
generalizations from the sample are limited to these areas. 
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Recommendations   
We offer the following recommendations based on the baseline findings of this five-year 
evaluation of the Yekokeb Berhan project: 
 
1. Commission a detailed analysis of the qualitative data 

As discussed at several points, the baseline has an extraordinarily rich qualitative data set. 
Unfortunately the contractual mechanism resulted in closure of the contract before the data 
could even be translated and transcribed. Even the transcripts that were reviewed could not 
be analyzed in depth and only serve to illustrate and support some of the quantitative points. 
 
We recommend that USAID engage an academic group to enter the qualitative data into 
analytic software and conducted a detailed analysis. Now that translation and transcription is 
complete, this is a task that can be completed for relatively low cost, but will dramatically 
improve the value of the baseline for further rounds of data collection.  
 

2. Establish a mechanism to incorporate poverty as a factor affecting vulnerability 
As noted throughout this report, poverty is often a greater risk factor than the current criteria 
for vulnerability. In fact, in many circumstances, HVC actually have better outcomes than 
non-HVC when poverty is taken into account. It is possible that Yekokeb Berhan’s ability to 
achieve its desired outcomes will be limited or unattainable if such a mechanism is not 
found. The evaluation team is not sufficiently familiar with all possible mechanisms in 
Ethiopia, but potential approaches would be: to include a level of poverty as one of the 
criteria for vulnerability, and therefore bring this group of children into those being targeted 
by the project; to partner with another organization or donor that can provide target poverty 
relief interventions to supplement the Yekokeb Berhan interventions; and to redefine 
elements of the current project that do not appear to have direct effects on outcomes to 
household wealth generation or additional economic strengthening. 
 

3. Establish a mechanism to incorporate more effective referrals to address food and 
nutrition 
Our findings clearly identified food, nutrition, and food security as major issues for HVC 
children. We also found that the current practice (whether Yekokeb Berhan or predecessor 
project) of referring HVC and households with nutrition challenges to other agencies was 
relatively ineffective. This appears to be an important issue for Yekokeb Berhan to address 
if it is to achieve child-level impacts for HVC. The evaluation team recognizes that it is not 
within the scope of the project to provide food directly, but we recommend that the project 
identify a mechanism to help ensure nutritional supplementation and food security for HVC. 
This may involve: rethinking the current referral mechanisms; identifying new partners at 
the community level; or seeking USAID’s assistance in rethinking the larger coordination of 
food aid and coordination. 
 

4. Revisit the school support program 
The project is currently providing support to children to attend school. This consists of the 
provision of stationary and school uniforms. However, both qualitative and quantitative data 
identify the importance of providing support to pay fees at school – something that the 
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project is not addressing (or even seems to be aware of). The evidence from those 
organizations that are providing support to pay fees (or have them waived) is that this is the 
only intervention that significantly affects school enrolment and absenteeism rates. We 
therefore recommend that Yekokeb Berhan explore the issue of school fees (whether formal 
or informal), and develop a strategy to ensure that children have fees paid (using project 
funding or in collaboration with other partners). 
 
We also suggest that the project consider targeting school assistance more directly based on 
the attendance profiles for children described in this report. That is, we found that girls aged 
11 – 17 and poor, HVC have half the enrolment rate of their counterparts who are not poor, 
and it is possible that targeting youth in this group will have significantly greater impact 
than continuing to target a broad range of children. 
 

5. Explore Child Safety Issues 
The community mapping exercise uncovered evidence of potentially serious child safety 
and protection issues for some children. The scope and nature of this problem are not 
known, and could not be deduced from this study, but we recommend that Pact undertake 
targeted assessments of child safety and protection issues, and collaborate in the 
development of an appropriate strategy to address the topic, if it is indeed a problem. 

 
6. Develop a strategy to communicate the project’s targeting of services 

The focus group and key informant interviews raised multiple concerns about external 
projects, based on past experience. One of the most consistent concerns was the fear that 
services would not be targeted appropriately, or services would be biased (based on either 
poor selection or poor training of volunteers). It is important for Pact to directly address this 
issue before it has the chance to become deep seated in the community. We recommend that 
even though the project is already conducting assessments, and using the modified CSI tool, 
that a concerted effort be made to develop a communication strategy about targeting, and 
ensure that all volunteers are not only trained in needs assessment but can communicate the 
process clearly. 
 

7. Preparation for rounds two and three of data collection 
This study design incorporates a number of features to achieve the aims of the evaluation 
and answer the primary questions. The most important aspect is the cohort of households 
that need to be followed over the five years. Having geo-located these households, it would 
be relatively straightforward tore-visit the same families. The child sample will change as 
children will have been born, while others will have aged out, but as Yekokeb Berhan 
continues to be implemented, there will also continue to be both intervention and control 
children within the cohort. 
 
Round 2 of data collection will be of particular importance. Not only will it provide the 
second data point for a rigorous evaluation, it will enable programmatic conclusions to be 
drawn that can be used to guide Pact in the future implementation of Yekokeb Berhan. 
 
The design is sufficiently complex that whichever organization is engaged to conduct 
rounds 2 and 3 will need adequate time to become familiar with the study and make 
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modifications based on round 1. If there are to be modifications which require new ethical 
approvals, this needs to be put in motion early, as we found the process of obtaining ethical 
approval to be much slower in Ethiopia than in a US university setting. 
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Appendix	1:	An	overview	of	the	social	welfare	programs	in	Ethiopia,	2000‐2010.	

Name of 
program 
 

Years 
implement
ed 

Goal of program 
 

(Primary) 
Intervention 

Partners Funding 
amount 
(US$) 

Target group 
 

Targeted 
recipients 
(number) 

Program 
evaluated 
 

Meket 
Livelihood 
Development 
Project 
(MLDP) 

2004—
2008  

To improve poor 
households’ food 
security and the 
livelihood diminishing 
their over-dependence on 
subsistence agriculture 

Cash for 
work 
 

The Government of Ethiopia  
The Dutch Government  

? The poorest 
sections of the 
population in 
the Meket 
woreda of the 
Amhara region. 

40,000 Yes 

Key Findings No significant impact on assets accumulation or growth by poor households.  
Productive 
Safety Net 
Programme 
(PSNP) 

2005--2009   
 

To smooth household 
consumption, prevent 
asset depletion at the 
household level, and 
create assets at the 
community level 

Employment 
in public 
projects 
 
Cash 
transfer 

The Government of Ethiopia, The 
Canadian International 
Development, The Department of 
International Development, Irish 
Aid, The Netherlands, The 
Swedish International 
Development Cooperation 
Agency, The United States 
Agency for International 
Development, The World Food 
Programme, The World Bank 

500 
million 

The most food-
insecure people 
in the most 
food-insecure 
areas (i.e., 
Tigray, 
Amhara, 
Oromiya, 
SNNP, Afar, 
Somali, Harari, 
and Dire Dawa 
region) 

8 million Yes 

Key findings The PSNP’s impact depends on food-insecure households’ employment in public project or participation in cash transfer program.   
Employment in a PSNP public project has not helped consumption smoothing or assets creation. 
Access to the PSNP cash transfer program improved household food security. 
Employment in a PSNP public project and participation in Other Food Security Program in community helped households to become food secure, 
more likely to borrow for productive purposes, use improved agricultural technologies, and operate non-farm own business activities. 

Universal 
Access to HIV 
Prevention, 
Treatment, 
Care and 
Support 
(HIV-PTCS) 

2007—
2010  

To build human resource 
capacity in health sector; 
facility construction and 
expansion; Strengthen 
faith-, PLWHIV and 
community- based 
organizations; Establish 

HIV 
treatment 
Prevention 
Care and 
Support 

The Government of Ethiopia  
Global Fund he World Bank,  
The United Nations 
The HIV Governance Pooled 
Fund 

82 
million 

Universal  N/A ?  
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Sources: Meket Livelihood Development Project (MLDP), Productive Safety Net Programme (PSNP), Universal Access to HIV Prevention, Treatment, 
Care and Support (HIV-PTCS), and Positive Change: Children, Communities,  and Care Program (PC3). 
 
 
 
 

youth centers; Train for 
HIV counseling, testing, 
prevention of  MTCT 
and chronic HIV care 

Key Findings Since 2007, the number of health facilities providing ART and the number of Ethiopians on ART have grown.  
HIV prevention services (HCT, PMTCT, IP/PEP, condom, STI prevention and control) are better integrated in Ethiopia’s health system.  
Both the public and the private sector have an action plan to address HIV/AIDS issues among employees. 
Communities, community- and faith-based organizations are more involved in supporting orphans and people living with HIV, creating awareness 
about HIV and available services, and reducing stigma and discrimination against HIV infected or affected population.  

Positive 
Change: 
Children, 
Communities, 
and Care 
Program 
(PC3) 

2004—
2008  

To provide community-
based care and support to 
OVC; To increase the 
capacity of Ethiopian 
nongovernmental 
organizations (NGOs), 
community-based 
organizations (CBOs), and 
faith-based organizations 
(FBOs) to provide such 
care and support over time 

Psychosocial 
support Educational 
services and life 
skills 
Food and nutrition 
support 
Health services 
Legal protection 
services 
Economic 
strengthening 

Save the Children/USA 
CARE International, 
Family Health 
International (FHI),  
Hope for African 
Children Initiative 
(HACI),  
World Learning 
International 
World Vision (WV) 

20 
million 

Orphan and 
vulnerable 
children in 
in seven 
regions of 
Ethiopia: 
Amhara, 
SNNPR, 
Oromia, Addis 
Ababa, Afar, 
Dire Dawa, and 
Beneshangul  

500,000 Some 
Program 
monitoring; 
PC3 relied 
on unpaid 
volunteers 
for data 
collection, 
also counted 
outputs 
rather than 
outcomes or 
impacts 

Key Findings More children attend or continue to attend school, enter informal schools, early childhood development programs, and vocational training institutions.  
Families participate in community self-help savings groups and engage in income-generating activities.  
Children and families are linked to assistance offered by the World Food Programme and others.  
Children in families affected by HIV receive psychosocial support from volunteers.  
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Vision: A child-focused social welfare framework is in place in Ethiopia so that OVC and their families can access 
quality and appropriate services and are empowered and enabled to lead healthy, productive, safe and fulfilling lives

Program Goal: To reduce vulnerability among OVC and their families by strengthening systems and structures to 
deliver quality essential services and increase resiliency

USAID Goal: To mitigate the impact of HIV/AIDS on children through improved Ethiopian Systems and structures.

R1: Systems, Structures, and Policy 
Framework
IR 1.1: Data Reporting from 
Community to National Level
IR 1.2: Service Standards
IR 1.3: Supportive Supervision and 
Monitoring

R2: Quality Services
IR 2.1: Age/Development 
Appropriate Services
IR 2.2: Referral Systems and Case 
Management
IR 2.3: Comprehensive, Family-
Centered Care

R3: Community Capacity
IR 3.1: Coordination of Care
IR 3.2: Improved Household 
Livelihoods
IR 3.3: Increased education and 
responsiveness of communities

R4: Evidence-Based 
Programming
IR 4.1: Objective Evidence from 
Programming
IR 4.2: Evidence-based 
Programming and Policy-Making

Key Interventions:
• Capacity building organizaitons
•Roll out/apply Ethiopian OVC 
service standards
•Build capacity to monitor, manage 
and report on community level data
•Support MOWYCA to improve data 
management systems
•Pilot use of cell phone technology 
for data reporting
•Strengthen OVC program support 
supervision
•Develop national support supervision 
policy

Key Interventions:
•Develop and implement a care 
management system
•Service mapping
•Strengthen and support service 
referral networks
•Provide family centered essential 
services
•Address gaps in service provision 
for groups with special needs

Key Interventions:
•Strengthen existing community 
groups and structures
•Strengthen coordinated response 
through community groups
•Social mobilization at the 
community level
•Behavior change communications
•Monitoring and measuring change 
in community structure capacities
•Caring for care givers
•Economic strengthening models
•CBO economic strengthening 
models

Key Interventions:
•Develop evidence base
•Disseminate and share lessons 
from the field with a wide range of 
stakeholders
•Building a cadre of child welfare 
facilitators
•Use evidence to inform 
programming and policy dialogue

Objective 1
To build the capacity of stakeholders 
to effectively use improved data 
management system and employ a 
national OVC supervision system

Objective 2
To employ effective and efficient 
family centered, age -based and 
inclusive OVC care management 
system.

Objective 3 
To enhance the capability of 
communities for coordinated and 
improved responsiveness towards 
OVC care

Objective 4
Establish effective and efficient 
monitoring, evaluation, reporting 
and learning system ensuring 
evidence based programming and 
policy making

Appendix	2:	Results	Framework
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Appendix	3:	Five‐Year	Evaluation	Plan	
 

Evaluation of Yekokeb Berhan 
Five Year Evaluation Plan 

Dr. Candace Miller 
(Developed in consultation with Ethiopian stakeholders from Government, USAID, 
Pact and Implementing Partners, USAID Washington, and researchers at Boston 

University School of Public Health) 
 

Objectives	of	the	Evaluation	of	Yekokeb	Berhan		
 

To date, despite the fact Ethiopia had a combined annual budget of approximately US $600 
million to improve the lives of up 8.5 million poor and vulnerable people and that more 
than US $1.5 billion has been obligated globally to OVC support programs by the 
President’s Emergency Plan for AIDS Relief (PEPFAR) initiative, there is still minimal 
evidence and data to suggest which programs succeed in the care and support of vulnerable 
children (Bryant, et.al. 2012). In a context of limited resources and great demand on the 
part of children and families, and as stakeholders continue to design and implement new 
systems and programs to support highly vulnerable children (HVC) and their families, it is 
critical to monitor and evaluate interventions to generate rigorous evidence on whether 
programs yield the intended impacts.   
 
This evaluation study is an independent, external evaluation of Yekokeb Berhan, 
implemented by the Center for Global Health and Development at Boston University and 
Addis Ababa University School of Social Work. The evaluation is designed to gather 
evidence to determine whether Yekokeb Berhan helps highly vulnerable children, and their 
families, access quality and appropriate services so they are empowered to lead healthy, 
productive, and fulfilling lives.  
 
During the evaluation study design phase, the research questions were mapped to the 
USAID Results Framework and the Yekokeb Berhan Project & Program Monitoring Plan 
(PMP). Thus, study activities should yield data in each of the four Results Framework areas 
to explain Yekokeb Berhan’s approach, activities, strengths, and challenges. The five year 
evaluation study is designed to yield rigorous, in-depth data on inputs and outcomes at the 
child, household, community, regional, and national levels, allowing the measurement of 
impacts over time. It will also permit the attribution of existing impacts to the program and 
the estimation of the cost of impacts over time. The study’s design allows us to examine 
whether there were impacts, if so why and if not, why not.  The study will involve periodic 
collection of data at the community, regional and national level. It was designed to be both 
comprehensive, yet parsimonious and to only gather policy and/or programmatically 
relevant data. 
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Evaluation	Research	Questions:	
 

Five-Year Study Questions 
 
The questions for the five year study are as follows:  

1. Are there differences over time in child-level outcomes based on whether the child 
receives services through Yekokeb Berhan? Is there a difference in outcomes based on 
the intensity or frequency of services or care (i.e. dose response)? Are services 
appropriate to the child’s age, gender, health status, and special needs/disabilities?  

2. Are there differences over time in household- level outcomes based on whether the 
household receives Yekokeb Berhan care and support? Are there differences in 
outcomes based on the intensity or frequency of services or care?  

3. Are highly vulnerable children and families receiving care and support services? What 
percentage of highly vulnerable children and households received care and support? 
What percentage of children and households that do receive care and support are not 
highly vulnerable? What factors enable and facilitate or prevent effective targeting?  

4. What are the costs per outcome for child and household level outcomes of the Yekokeb 
Berhan care and support? Which services produce the greatest result for least cost?  

5. How have systems or community structures, including Community Care Committees, 
Implementing partners, government, the private sector, and civil society began 
operating as a result of Yekokeb Berhan? What services do they provide and are they in 
line with the Ethiopian OVC Care standards?  

6. How does the volunteer system (and the paraprofessional system) implemented by 
Yekokeb Berhan contribute to the care and support of highly vulnerable children and 
households?  

7. What are the changes in Implementing Partner capacity to provide and coordinate care 
and support over time? What are the changes in the capacity of communities to 
implement coordinated care over time?  

 
Timeline 

 
The evaluation team tried to make the case that the most rigorous and robust design that 
would yield high quality data on children, families, communities and programs over time 
would entail data collection on an annual basis. However, USAID determined that there 
would be only three rounds of data collection to occur at the following times: 

• 2012: Baseline (Time 1)  
• 2014: Second Round (Time 2)  
• 2016: Final Round (Time 3) 

During each year of data collection, activities should occur at the level of the child, 
caregiver, and household; among community members and key informants from the health 
and education sectors; and at the regional and woredas level. The data collection activities 
that yield the information needed to answer the evaluation research questions include the 
following: 
 

• 1a. Quantitative household survey (QHS) 
• 1b. Qualitative in-depth interviews (IDI) with caregivers  
• 1c. Community mapping exercises with children 
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• 1d. Key informant interviews (e.g. health & education sector, volunteers, private 
sector & civil society) 

• 1e. Focus group discussions with community members 
• 1f. Key informant interviews with representatives from woredas and regions 

And (collected at midline and endline) 
• Assessment of Yekokeb Berhan’s monitoring data, reports, & documents and 

facility level data as available for midline and endline. 
• Yekokeb Berhan’s cost data 

 
This data will allow the characterization and measurement of vulnerability at both the child 
and household level over time. It will also allow the evaluator to track receipt of services 
over time. Children and households will be classified program recipients (in an intervention 
or a comparison group) each year based on whether they receive services.  
 
The design takes into consideration the fact that some children & households have 
previously received services  and will be subsumed into Yekokeb Berhan; receive different 
‘doses’ of services for different periods of time; and will enter, leave, and re-enter as 
beneficiaries. 
 
The evaluation will measure the care and support services that children & households 
receive and the organization or structures providing services.  
 
In addition, the study will track children that are 1) excluded from services and 2) included 
in services in any year  
 
The mixed-methods approach will allow the triangulation of data and methods to validate 
and verify findings and ensure internal validity. The plan is to gather rich insights into 
impacts, targeting approaches, and cost outcomes, and data to understand the mechanisms 
by which different impacts and outcomes occur. The data will permit many comparisons of 
outcomes based on child’s age, gender, health and OVC status, household poverty etc. 
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1A:  ROUND 1/Baseline – Version 6_Modified: 5 July 2012 
EVALUATION OF PACT’S YEKOKEB BERHAN HVC PROGRAM, ETHIOPIA (ENGLISH) 

The Center for Global Health and Development (CGHD), Boston University  
Preliminary Information:   
Please complete before the interview begins. 

P1  Survey Code  ___ ___ /___ ___ / ___ ___  /___ ____ ____ /____ ____ ____ ____ 

P2 Region Code     ____ ____   

P3 Zone Code ____ ____ 

P4 Woreda Code ____ ____ 

P5 Kebele Code ___ ___ ___ 

P6 House Number  ___ ___ ___ ____    

P7 GIS Code ___ ____ ____ ____ ____ ____ ____ / ____ ____ ____ ____ ____ ____ ____  

P8 Respondent name   

P9 Is the respondent the primary guardian? 0=No  1=Yes   

P10 Enumerator Code   

P11 Enumerator Name    

P12 Enumerator signature  

P13 Today’s date (dd/mm/yyyy): Ethiopian Calendar ______/______/_______ 

P14 Time started interview: (24 hours) Ethiopian time _____: _____ 

P15 Time ended interview:  (24 hours) Ethiopian time _____: _____ 

P16 ***Confirm consent was granted***  0=No  1=Yes  ________           IF  Yes (Proceed)     or No (STOP) 

P17 Household size at baseline _________ 

Instrument Review 
Enumerator Initials: 
Date: 

Supervisor Initials: 
Date: 

Data Entry 1 Initials: 
Date: 

Supervisor Initials: 
Date: 

Interviewer:  AFTER the Informed Consent Form has been read and signed, proceed to the Household Panel.  
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Appendix 4: Study Instruments
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Table 1: HOUSEHOLD PANEL: Ages 18+: We want to understand the situation of the people in your household. We will start by asking you about adults who 
usually live in your household. (Interviewer: Complete columns H2-H4, then continue to H29 for each adult household member before moving to next section)  
 Please tell me the 

names of all the 
persons 18 years or 
older who usually 
live in your 
household, AND any 
guests who stayed 
here last night.  
Please start with the 
oldest member, the 
next oldest, and so 
on. 

What year 
was (name) 
born? 
 
Ethiopian 
Calendar 
 
YYYY 
 
 
Confirm for 
existing 
household 
members and 
ask for new 
members 

How old 
was 
(name) on 
his/her 
last 
birthday? 
 
 
 
(Years) 
 
 
Confirm 
for existing 
household 
members 
and ask for 
new 
members 

Does 
(name) 
stay 
with 
you at 
least 4 
nights 
every 
week? 
 
0=No 
1=Yes 
 
Even if 
no, keep 
going. 

Is 
(name) 
male or 
female? 
 
 
 
 
1= Male 
2= 
Female 

What is 
(name)’s marital 
status?  
 
1=single/ never 
married and 
never lived 
together 
 
2=currently 
married 
 
3=married to 
more than one 
spouse 
 
4=divorced or 
separated 
 
5=widowed 
 
6=live with 
partner/cohabit 

What is the relationship 
of (name) to the current 
household head? 
Specifically, (name) is 
the HH’s ______. 
1=head 
2=wife or husband  
3=niece/nephew by blood 
4=son or daughter 
(biological) 
5=niece/nephew by 
marriage 
6=son in law 
7=daughter in law 
8=adopted/foster/stepchil
d 
9=grandchild 
10=brother or sister 
11=parent  
12=parent in law 
13=other relative 
(specify) 
14=not related (guard, 
domestic help, etc.) 
15=one of several wives 
97 = don’t know 

What is the highest grade in school 
completed by (name)? 
 
0= Nursery/Pre school 
1= Grade 1 
2= Grade 2  
3= Grade 3 
4= Grade 4 
5= Grade 5 
6= Grade 6 
7= Grade 7 
8= Grade 8 
9= Grade 9 
10= Grade 10 
11= Grade 11 
12= Grade 12 
13= 10+1(TVET) 
14= 10+2(TVET) 
15=10+3 (TVET) 
16=Tech/Voc Certificate 
17 = University/College Diploma 
18=University/College Degree or 
Higher 
19=no schooling 
20= other  (specify) (ie: education in 
religious institution) 

Does 
(name) 
have a 
disability? 
 
1=NO (skip 
to H13) 
2=blind 
3=deaf 
4=mute 
(unable to 
talk) 
5=physically 
handicapped 
6=mentally 
retarded 
7= epilepsy  
9=other 
(specify) 
 
If more than 
one 
disability, 
ask 
respondent 
to choose 
the main 
disability 

Does the 
disability 
prevent 
(name) 
from 
taking 
part in 
income 
generati
ng 
activities
? 
 
 
0=No  
1=Yes 

Does the  
disability 
prevent 
him or her 
from 
taking 
part in 
care giving 
for 
children in 
the 
household
? 
 
0=No  
1=Yes  

H1 H2 H3 H4 H5 H6 H7 H8 /H8A H9/H9A H10/H10A H11 H12 
1            

2            

3            

4            

5            

6            

7            

8  
 

           

9 
 

           

10            
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Table 2: ACTIVITIES & EMPLOYMENT  
(Ages 18 and older continued) CONTINUE TO H29 for EACH ADULT HOUSEHOLD MEMBER BEFORE MOVING TO NEXT SECTION 
 What is the most important activity of 

(name) this month? (activity spend most 
time on)   
1=school/study (or on school vacation) 
2=employment in organization (business, 
government, NGO, etc.) 
3=self-employed (selling things, making things 
for sale, doing repairs, guarding cars, 
hairdressing, etc.) 
4=work on a commercial farm 
5=domestic service in someone’s house 
6=work on household’s own plot, farm, food 
garden, cattle post 
7=caring for the elderly/sick 
8=child care (primarily) 
9=housework (primarily) 
10=child care and housework (mixed) 
11=leisure activities (sports, entertainment, 
cultural or religious, etc.) 
12=looking for work 
13= nothing /no activity 
14=Other (Specify) 
 
Record only the first most important activity 

At any time 
in the past 
12 months, 
has (name) 
been 
employed 
for a wage, 
salary, 
commission 
or any 
payment ‘in 
kind’? 
 
0=No (skip 
to H18) 
 
1=Yes 
 
 
 

If yes, what is 
(name’s) main 
occupation over the 
past 12 months? 

 
1=Farming 
2=Fishing 
3= Wage Laborer 
(non farm) 
4=Wage Laborer 
(farm) 
5=Sales 
6=Service (retail) 
7=Clerical and 
related 
8=Administrative  
9=Professional 
10=Student 
11=No occupation 
12=Other (Specify) 
97=Do not know 

Over the last 
month, has (name) 
done any casual, 
part-time labor for 
anyone who is not a 
member of your 
household?  
 
0=No (skip to H19) 
1=Yes 
 

For how 
many total 
days did 
(name) do 
part time 
labor over 
the past 
month? 
 
Number of 
days 
 

If (name) did not 
work, what is main 
reason why he/she did 
not work? 

 
1=absent 
2=illness or disabled 
3=business closed 
4=domestic service 
5= laid off 
6= in school 
7=pensioner 
8= too old/young to 
work 
9=no work available 
10=volunteer activities 
11=Other (specify) 
96 = Not Applicable 

Did (name) start any 
new economic 
activity in the 
previous 12 months? 
 
(ie. business, day 
labor, beer brewing) 
 
0=No (skip to H21 
next page) 
1=Yes 

 If yes, what type of economic 
activity did they start? 
 
1= grocery shop 
2= bee keeping 
3= beer brewing 
4= gardening 
5= wage labor (farm) 
6= baking (scones, bread rolls) 
7=small hotel  
8= tailoring 
9= selling second hand clothes  
10= cash crop growing  
11= buying  & selling produce 
12=animal fattening 
13=poultry rearing 
14=carpentry 
15=beauty salon 
16=other (specify) 
 

 H13/H13A H14 H15/H15A H16 H17 H18/H18A H19 H20/H20A 
1  

 
       

2  
 

       

3  
 

       

4  
 

       

5  
 

       

6  
 

       

7  
 

       

8  
 

       

9 
 

        

10 
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Table 3. HEALTH & HEALTHCARE 
 (Ages 18+ continued)  CONTINUE TO H29 for EACH ADULT HOUSEHOLD MEMBER BEFORE MOVING TO NEXT SECTION 
 In general, how 

would you rate 
(name’s) health 
over the past 12 
months? 
 
List options 
 
1=Excellent 
2=Good 
3=Fair 
4=Poor 
5=Very poor 
 
 

Illness in 
last month 
 
 
Has (name) 
been sick 
during the 
last month? 
 
0=No (skip 
to H25) 
1=Yes 
 

What illness or 
symptoms did (name) 
suffer from the most in 
the last month? (most 
important) 

What illness or symptoms 
did (name) suffer from in the 
last month?  
(second most important) 

Care seeking 
 
For (name’s) 
last  
illness, 
regardless of 
when it 
occurred, did 
he or she seek 
care?  
 
0=No  
1=Yes (skip to 
27) 
97 = Do not 
know (skip to 
27) 

Care seeking 
 
For (name’s) last 
illness he or she did 
not seek care, why 
not? 
 
0=No time 
1=No money 
2=No transport 
3=Hospital, health 
centre too far away 
4=Illness not serious  
5=Patient did not want 
treatment 
6=Clinic is too 
crowded 
7= Illness is too 
serious  
8=Other (specify) 
97=Do not know 
  

Care seeking 
 
During (name)’s last 
illness, did he/she 
have to stop normal 
activities because of 
the illness? 
 
0=No (skip to H29 ) 
1=Yes 
 

For how 
many days 
did (name) 
have to stop 
activities 
during last 
illness? 
 
Number of 
Days  
 
 

Chronic 
illness 
 
Has (name) 
been ill for 
more than 
three months 
in the past 
year? 
 
0=No  
 
1=Yes 
 
97 = Do not 
know  
 
 

THE CHOICES BELOW ARE FOR BOTH 
QUESTIONS H23 and H24: 

1=Malaria  
2=Chest pain 
3=TB 
4=Asthma 
5=Sore throat 
6=Diarrhea 
7=Abdominal 
pains 
8=Anemia 
 

9= Dark patches 
on skin 
10=Other Skin 
infection 
11=Shingles 
12=Pneumonia 
13=HIV/AIDS 
14=High blood 
pressure 
15=Diabetes 
16=Eye infection 
17=Ear infection 

18=Mouth 
infection 
19=Cough 
20=Vomiting 
21=Arthritis/Rh
eumatism 
22=Fever 
23=Headache 
24= STDs 
25= Bronchitis/ 
26= common 
cold 
27=allergies 
28=Other 
(specify) 
96= not 
applicable 
97=Do not 
know 

 H21 H22 H23/H23A  
Most important 

H24/H24A   
Second most important 

H25 H26/H26A H27 H28 H29 

1  
 

        

2  
 

        

3  
 

        

4  
 

        

5  
 

        

6  
 

        

7  
 

        

8  
 

        

9 
 

         

1
0 
 

 
 

        

STOP. Return to Table 1 to gather details on all remaining adults. Make sure it is completed for all adults. Then, proceed to the next section. 
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Table 4: CHILD HOUSEHOLD PANEL  
Now we will ask you about children younger than 18 YEARS: Complete columns C2-C6 for each child then continue to C93 in Table 13 for each child before moving to the next section. 
 
  

Please tell me the names of all 
the children younger than 18 
years of age who usually live in 
your household, AND any 
guests younger than 18 years 
who stayed here last night.  
Include students who are away 
at boarding school. 
 
 

What month and year was 
(name) born? 
 
MM/YYYY 
___ ___/____ ____ ____ 
____ 
 
Ethiopian Calendar 
 
For example: 09/1999 is 
September, 1999 
 
If month or year unknown, 
enter  
97 (month), 9797 (year) 

If age is under 
5 years, how 
old is (name) in 
months?  
 
 
(Interviewer:  

calculate 

months: up to 

59 months) 
 
96=Not 
applicable / 5 
years or older 
 
If child is less 
than 30 days 
old, write 0 

If five years or 
older, how old is 
(name) in years? 
 
 
 
5- 17 are the ages 
in the right range 
 
96=Not 
applicable  / 
under 5 years 

Does (name) 
have a birth 
certificate? 
 
(If yes – ask to see 
the certificate to 
confirm) 
 
0 =No – No 
application 
submitted 
1=Yes – verified 

by sight of 
physical 
certificate 

2=Yes but NOT 
verified by sight 
3 =No—applied 
for certificate but 
not yet received 
 

Is (name) 
male or 
female? 
 
 
1=male 
2=female 

What is the relationship of 
(name) to the current household 
head? 
 
Specifically, (name) is the 
HH’s… 
 
1=head 
2=spouse 
3=son or daughter (biological)  
4=other child (not biological) 
5=grandchild 
6=niece/nephew 
7=other relative 
8= brother/sister 
9=unrelated (specify) 

Is (name) married? 
 
 
 
0=No  
1=Yes 
2=Planned for the future  
 

C1 C2 C3 
Month 
(MM) 

C4 
Year 

(YYYY) 

C5 C6 C7 C8 C9/C9A C9B 

1 
 

         

2 
 

         

3 
 

         

4 
 

         

5 
 

         

6 
 

         

7 
 

         

8 
 

         

9 
 

         

10 
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Table 5: HEALTH (<18 years):  
CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT SECTION 
 In general, how 

would you rate 
(name)’s health 
over the past 
year? 
 
List options 
 
1=Excellent 
2=Good 
3=Fair 
4=Poor 
5=Very poor 

If (name) is under 5: 
 
Has (name) gone to the 
health clinic for regular 
growth and monitoring in 
the last year? 
 
0=No 
1=Yes 
96=NA: child is 5+ years 
old 

Last 
illness 
 
Has 
(name) 
been sick 
during the 
last 
month? 
 
 
0=No 
(skip to 
C16) 
1=Yes 
 

What did (name) suffer from? Chronic Illness 
 
Has (name) been ill for more 
than one month in past year? 
 
0=No (skip to C18) 
1=Yes 

Chronic Illness 
What does/did (name) suffer 
from? 
 
1=Chest pain 
2=TB 
3=Asthma 
4=Anemia 
5=High blood pressure 
6=Diabetes 
7=Skin infection 
8=AIDS 
9=Cancer 
10=Heart problems 
11=Allergies 
12=Other (specify) 
97=Do not know 

 
Please Probe 
1=Malaria 
2=Chest pain 
3=TB 
4=Asthma 
5=Bronchitis 
6=Diarrhoea 
7=Abdominal pains 
8=Anemia 
 

 
9= Dark patches on skin 
10=Other Skin infection 
11= Malnutrition 
Kwashiorkor 
12=Pneumonia 
13=AIDS 
14=Malnutrition 
Marasmus 
15=Diabetes 
16=Eye infection 
 

 
17=Ear infection 
18=Mouth infection 
20=Cough 
21=Vomiting 
22=Fever 
23=Headache 
24=Worms 
25=common cold 
26=allergies 
27=Other (specify) 
97=Do not know 

 C10 C11 C12 C13/C13A 
Most important 

C14/C14A 
Second important 

C15/C15A 
Third important 

C16 C17/C17A 

1         

2 
 

        

3 
 

        

4 
 

        

5 
 

        

6 
 

        

7 
 

        

8  
 

        

9 
 

        

10 
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Table 6: HEALTH CONTINUED: (Younger than 18 years of age continued): CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT SECTION 
 

 
 

Health seeking 
behavior for worst 
illness in last year 
 
Think about the worst 
illness over the last 
year. Did you seek 
health care for (name) 
during this illness? 
 
0=No (skip to C20) 
1=Yes 
2=No major illness in 
past year  (skip to C23) 
 
 

Where did you seek care for 
the worst illness? 
PUBLIC SECTOR 
0=Government Hospital 
1=Gov’t Health Center 
2= Gov’t health 
station/clinic 
3=Gov’t health post 
4=Health Facility 
5=Health Extension Worker  
PRIVATE MED SECTOR 
6=Private Hospital 
7=Private clinic 
8=Pharmacy  
OTHER 
9= Drug vendor/store 
10=Shop 
11 = Traditional healer 
12 = Other (specify) 
 (if there is more than one 
response: only write one 
response – the one they 
consider normal) 

If medicine was needed for 
(name), what was the main 
medicine given?  
 
1=Antibiotic 
2=Paracetamol /Panadol / 
Acetaminophen 
3=Aspirin 
4=Ibuprofin 
5=Anti-retroviral treatment 
6=SP / Quinine / Fansidar 
7= Herbs  
8=Prayer 
9=No medicine needed 
10= Other (specify) 
97=Do not know  
 
 

About how much 
did the household 
spend on (name’s) 
healthcare during 
this  illness 
(including at 
clinics, pharmacy, 
traditional healer, 
transport costs 
etc.)? 
 
0=Nothing 
1=<100 Birr 
2=101 – 200 Birr 
3=201-300 Birr 
4=301 -400  Birr 
5=401-500 Birr 
6= 501+ 
97=Do not know 

If you did not seek 
care, why not? 
 
0=No time 
1=No money 
2=No transport 
3=Hospital, health 
centre too far away 
4=Illness not 
serious  
5=Patient did not 
want treatment 
6=Clinic is too 
crowded 
7= Illness is too 
serious 
8=Other (specify 
below) 
96=not applicable 

Disability 
Does (name) 
have a disability? 
 
1=NO (skip to 
C26) 
2=blind 
3=deaf 
4=mute (unable 
to talk) 
5=physically 
handicapped 
6=mentally 
retarded 
7= epilepsy  
9=other (specify) 
 
If more than one 
disability, chose 
the main 
disability 
 
 

 
Does the disability 
prevent (name) 
from taking part in 
general activities? 
 
 
 
0=No  
1=Yes 
 
 

 
Does (name) 
have any serious 
disability that 
prevents him or 
her from taking 
part in school? 
 
0=No  
1=Yes  

 C18 C19/C19A C20/C20A C21 C22/C22A C23/C23A C24 C25 
1    

 
  

 
   

2 
 

     
 

   

3 
 

     
 

   

4 
 

     
 

   

5 
 

     
 

   

6 
 

     
 

   

7 
 

     
 

   

8  
 

     
 

   

9 
 

        

10 
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Table 7: HEALTH CONTINUED  
(Younger than 18 years of age continued): CONTINUE TO C93 FOR EACH CHILD BEFORE MOVING TO NEXT SECTION 
 

 Has (name) had 
diarrhea in the 
two weeks 
preceding the 
survey?  
 
 
 
 
0 = No (skip to 
C29) 
1 = Yes 
97= Do not know 

Was care or 
treatment 
sought from 
a health 
provider for 
this illness?  
 
 
 
0 = No 
1 = Yes 
97= Do not 
know 

Did child 
take oral 
rehydration 
therapy or 
increased 
fluids as a 
result of 
the 
diarrhea? 
 
0 = No 
1 = Yes 
97= Do not 
know 

Has (name) 
had a fever in 
the two weeks 
preceding the 
survey?  
 
 
 
 
0 = No (skip 
to C32) 
1 = Yes 
97= Do not 
know 

Was care or 
treatment 
sought from a 
health 
provider for 
this illness?  
 
 
 
0 = No 
1 = Yes 
97= Do not 
know 

Did child 
take anti-
malarial 
medication? 
 
 
 
 
 
0 = No 
1 = Yes 
97= Do not 
know 

Has child 
received all 
age-
appropriate 
vaccinations?  
0=No 
vaccinations 
received 
1=Some 
received, but 
not all 
2=Yes all 
received and 
verified by 
sight of    
immunization 
card 
3 =Yes, NOT 
verified by 
sight 

Does caregiver 
have (name’s) 
vaccination 
record? 
 
 
0 = No 
1 = Yes, could 
present card 
2 = Said that 
he/she had card, 
but was not able 
to show it 
97= Do not know 

Did (name) 
sleep under a 
mosquito net 
last night? 
 
 
 
 
 
0 = No 
1 = Yes 
97= Do not know 

Does (name) 
get regular 
check-ups 
from a nurse 
or health care 
provider? 
 
 
 
0 = No 
1 = Yes 
97= Do not 
know 

If (name) 
was sick and 
needed to 
see a doctor, 
is there 
someone 
who could 
help get 
child to 
doctor?  
 
0 = No 
1 = Yes 
2 = Help 
would not be 
needed 
97=Do not 
know 

 C26 C27 C28 C29 C30 C31 C32 C33 C34 C35 C36 
1           

 
 

2 
 

           

3 
 

           

4 
 

           

5 
 

           

6 
 

           

7 
 

           

8  
 

           

9 
 

           

10 
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Table 8: HIV HEALTH  
(Younger than 18 years of age continued): CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT SECTION 
Interviewer: Now I am going to ask you some questions that are sensitive and might make you sad or uncomfortable. The questions are about HIV. I appreciate your honest answers. If you do not 
want to answer any question, you do not have to. Remember all your information will be kept secret within the study team. Is it okay with you that I begin? 

 

 Has (name) ever been 
tested for HIV? 
 
 
0 = No (skip to C47) 
1 = Yes 
2 = Refused to 
respond (skip to C42) 
97 = Do not know 
(skip to C42) 
 

If yes, what 
month and year 
was (name) most 
recently tested? 
 
Ethiopian 
Calendar 
 
MM/YYYY 
 
If month or year 
unknown, enter  
97 (month), 9797 
(year) 

Did (name) 
receive the 
results of 
the test? 
 
0 = No  
1 = Yes 
(skip to 
C41) 
2 = Refused  
to respond 
(skip to 42) 
97 =  Do not 
know 
(skip to 42) 

If no, why 
not?  
 
1 = Did not 
want results 
2 = Results 
took too long 
3= waiting 
for results 
4= other 
(specify) 
97 =  Do not 
know 
 

If yes, what 
were the 
results of the 
test? 
 
0 = Negative 
1 = Positive  
2 = Refused  
to respond 
97 = Do not 
know 

Does (name) 
know his/her 
HIV status?  
 
0 = No 
1 = Yes (skip 
to C44) 
2 = Refused  
to respond 
(skip to C44) 
97 =  Do not 
know 
(skip to C44) 
 

If (name) does 
not know his/her 
status, why not? 
 
1= did not know 
how to tell the 
child 
2=decided child 
should not know 
3 = no health 
problems/no 
concerns 
4=other 
(specify) 

Is (name) 
currently 
taking 
ARTs?  
 
0 = No 
(skip to 
C46) 
1 = Yes 
2 
=Refused 
to respond 
(skip to 
C47) 
96=NA 
(HIV 
negative) 
(skip to 
47) 
97= Do not 
know   
(skip to 
C47) 
 

If taking 
ARTs, how 
often does 
child/caregiv
er visit the 
clinic for 
follow up? 
 
1= at least 
monthly 
2= at least 
once every 
three months 
3= at least 
once every 
six months 
4= at least 
annually 
5= no follow 
up 
(skip to C47) 

If not taking ARTs, why 
not? 
 
1=not eligible 
2=not aware of status 
3=do not think they will 
help 
4=cannot afford 
5=don’t know how to get 
them 
6=too hard to get to clinic 
for ARVs 
7= no support to take 
ARVs regularly 
8=worried other people 
will find out status 
9=concerned about side 
effects 
10=other (specify) 

 C37 C38 C39 C40/C40A C41 C42 C43/C43A C44 C45 C46/C46A 
1      

 
 
 

    

2 
 

      
 

    

3 
 

      
 

    

4 
 

      
 

    

5 
 

      
 

    

6 
 

      
 

    

7 
 

      
 

    

8  
 

      
 

    

9 
 

          

10 
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Table 9: ACTIVITIES AND LABOR 
 CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT SECTION 
Interviewer:  These questions are for children aged 5 years and older.  List all children, but insert a dash (-) if the child is not aged 5 or older so you do not lose your place 
 During the past week, on 

a typical day when school 
is in session, did 
(name)… 
 
Help with chores such as 
shopping, collecting 
firewood, cleaning, or 
fetching water? 
 
0=No (skip to C49) 
1=Yes 
96=Not applicable (skip 
to C49) 

If yes, how many 
hours did he or 
she spend with 
these activities 
(over the past 
week)? 
 
Number of hours 
 
(Please estimate 
if not sure) 
 
 

During the past week, 
on a typical day when 
school is in session, 
did (name)… 
 
Do any other family 
work (on the farm or 
in a business or selling 
goods in the street?) 
 
0=No (skip to C51) 
1=Yes 
 

How many 
hours did 
he/she 
spend 
doing this 
(over the 
past week)? 
 
Number of 
hours 
(Please 
estimate if 
not sure) 

During the past 
week, on a typical 
day when school is 
in session, did 
(name)… 
 
Do Income 
Generating 
Activities (e.g. 
selling things, 
making things for 
sale, doing repairs, 
guarding cars, 
hairdressing, etc.) 
 
0=No (skip to 
C53) 
1=Yes 
 

If yes, for how 
many hours over 
the past week?  
 
Number of hours 
 
(Please estimate 
if not sure) 

During the past week, on a 
typical day when school is 
in session, did (name)… 
 
Do domestic service in 
someone else’s house? 
(e.g. chores or caring for 
children or adults) 
 
0=No (skip to C55) 
1=Yes 
 

If yes, for how 
many hours over 
the past week? 
 
Number of hours 
 
(Please estimate 
if not sure) 

Did ANY of this 
work prevent the 
child from going 
to school? 
 
0=No 
1= Yes 
Mention the 
chores and work 
in questions C47, 
C49, C51, C53  
 
96= Not 
applicable (if  
C47=0  and 
C49=0 and 
C51=0 and 
C53=0) 

 C47 C48 C49 C50 C51 C52 C53 C54 C55 
1  

 
    

 
    

2  
 

    
 
 

    

3  
 

    
 
 

    

4  
 

    
 

    

5  
 

    
 

    

6  
 

    
 

    

7  
 

    
 

    

8  
 

    
 

    

9 
 

     
 

    

10 
 

     
 

    

 



Page 11 of 36 
 

Table 10: ORPHAN STATUS  
(Younger than 18 years of age continued): CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT SECTION 

 Is (name)’s biological mother still alive? 
 
0=No died within last year (skip to C60) 
1=Died more than a year ago (skip to 
C60) 
2=Yes, still alive 
97=Do not know (skip to C60) 
 
 

If Yes, 
does 
(name’s) 
mother 
live in 
this 
household
? 
 
0=No 
1=Yes 
(skip to 
C60) 

If not living in 
household, why 
does (name)’s 
mother not live 
here? 
 
1=migrated for 
work 
2=divorced 
3=desertion 
4=sick 
5=to get married 
6=followed spouse  
7=other (Specify 
below) 
97=Do not know 

Where does 
(name’s) 
mother live? 
 
1=same 
woreda 
 
2=other 
woreda 
 
3=other 
country 
 
97=Do not 
know 
 

Is (name)’s biological father 
still alive? 
 
0=No died within last year, 
(skip to C64 next table) 
 
1=Died more than a year 
ago  
(skip to C64 next table) 
 
2=Yes, still alive 
 
97=Do not know (skip to 
C64) 
 

If alive, does 
(name’s) 
father live in 
this 
household? 
 
 
0=No 
1=Yes (skip to 
C64 next 
table) 

Why does (name)’s 
father not live here? 
 
1=migrated for 
work 
2=divorced 
3=desertion 
4=sick 
5=to get married 
6=followed spouse  
7=other (Specify 
below) 
97=Do not know  
 

Where does 
(name’s) father 
live? 
 
1=same woreda 
2=other woreda 
3=other country 
97=Do not know 
 

 C56 C57 C58/C58A C59 C60 C61 C62/C62A C63 
1  

 
     

 
 

  

2  
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4  
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Table 11: SCHOOL  
(For children 5- 17 years of age): CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT SECTION 
 
 

Does (name) 
currently 
attend school? 
 
 
0 = No  
(skip to C66) 
 
1=Yes 
 

If yes, what grade is 
(name) in right now? 
 
 
0  = Nursery/Preschool 
1  = Primary 1 
2  = Primary 2  
3  = Primary 3 
4  = Primary 4 
5  = Primary 5 
6  = Primary 6 
7  = Primary 7 
8  = Primary 8 
9  = Senior Secondary 9 
10  = Senior Secondary 10 
11  = Prep 11 
12  = Prep 12 
13  = 10+1 
14  = 10+2 
15=Other (specify) 

What is the highest grade 
completed by (name)? 
 
0  = Nursery /Preschool 
1  = Primary 1 
2  = Primary 2  
3  = Primary 3 
4  = Primary 4 
5  = Primary 5 
6  = Primary 6 
7  = Primary 7 
8  = Primary 8 
9  = Senior Secondary 9 
10  = Senior Secondary 
10 
11  = Prep 11 
12  = Prep 12 
13  = 10+1 
14  = 10+2 
15=Other (specify) 
17  =no schooling 

Do you ever 
help (name) 
with his/her 
school 
work? 
 
 
 
 
 
0 = Never 
1 = 
Sometimes 
2 = Often 
96=NA 
 
 

If (name) 
needed help 
with school 
work, is there 
someone who 
could help 
him/her? 
 
 
0 = Never 
1 = Sometimes 
2 = Often 
96=NA 
 
 

How far 
does(name
) travel to 
get to 
school? 
 
 
 
 
 
0 = <1 km 
1= +1-3 
km 
2= +3-5 
km 
3= 5+ km 
96=NA 
 

How long does 
it take (name) 
to get to 
school? 
 
 
 
 
 
 
1= <15 minutes 
2= 16-30 minutes 
3= 31-45 minutes 
4= 46-60 minutes 
5= 61-75 minutes 
6= 76-90 minutes 
7= 91-120 
minutes 
8= >120 minutes 
96=NA 
 

Are there 
any safety 
concerns 
with child’s 
route to 
school? 
 
 
 
0= Never 
1= 
Sometimes 
2= Often 
 

How many 
days did 
(name) 
miss 
school 
during the 
past 
month? 
 
Number of 
days 
 
(Please 
estimate if 
not sure) 
 
If = 0, skip 
to C74 
next table 

What was the 
main reason for 
missing school? 
1=Illness 
2=Injury 
3=Needed in 
household 
4=Not interested in 
school 
5=School fees not 
paid 
6= No uniform/ 
school books/ 
supplies 
7= Menstruation 
8= Poor treatment 
by teachers at 
school 
9= Poor treatment 
by peers at school 
10= stigma at school 
11=Other (specify) 
97=Do not know 

 C64 C65/C65A C66/C66A C67 C68 C69 C70 C71 C72 C73/C73A 
1           

2           

3           

4           

5           

6           

7           

8           

9 
 

          

1
0 
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Table 12: SCHOOL CONTINUED  
(For children 5- 17 years of age): CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT SECTION 
 If (name) has stopped attending 

school, what is the main reason that 
(name) stopped attending school? 
 
0=Still at school 
1=Could not pay fees 
2=Cared for sick family member 
3=Poor school performance 
4=Caring for siblings 
5=Graduated from school 
6=Pregnant or parenting 
7=Got married 
8=Illness 
9=Child not interested 
10=Got a job 
11=Expelled 
12=Work at home 
13=Disability 
14=Not important to adults 
15=Other (specify) 
97=Do not know 

Has (name) 
ever repeated 
a grade? 
 
0=No (Skip to 
C77) 
 
1=Yes 
 
97 = Do not 
know 
(Skip to C77) 
 

If yes, why did (name) repeat a 
grade?  
 
1=Could not pay fees 
2=Cared for sick family member 
3=Poor grades 
4= Failed end of year exam,/ poor 
grades  
5=caring for siblings 
6= Pregnant or parenting 
7=Got married 
8=Illness 
9=Not interested 
10=Got a job 
11=Expelled 
12=Work at home 
13=Disability 
14=Not important to child 
15=Not important to adults 
16=Other (specify) 
97=Do not know 
 

If (name) is out of 
school, would 
(name) like to 
return to school? 
 
 
 
0=No 
1=Yes 
96=Not applicable 
97=Do not know 

Has anyone 
tried to help 
get (name) 
back into 
school? 
 
 
0=No 
1=Yes 
96= Not 
applicable 
97 = Do not 
know 
 

On average, how 
much time does 
(name) spend on 
homework per week? 
 
1=1-30 minutes 
2=31-60 minutes 
3=61-90 minutes 
4=90+ minutes 
96= child not in 
school (skip to C83) 
 
(Please estimate if not 
sure) 

How would you 
describe 
(name’s) school 
performance on 
end of year 
exam last year 
(whether 
currently 
enrolled or not?) 
 
1= Excellent 
2= Good 
3= Fair 
4= Poor 
5=Very poor 
96=Not 
applicable 
97= Do not 
know 

Per 
month, 
how 
much is 
spent on 
(name’s) 
school 
fees and 
tuition? 
 
 
Birr 

Per month, 
how much is 
spent on 
(name’s) 
school 
materials 
and 
uniform? 
 
Birr 

 C74/C74A C75 C76/C76A C77 C78 C79 C80 C81 C82 
1  
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Table 13. BASIC NECESSITIES AND CARE 
(Younger than 18 years of age continued): Now, I would like to ask you how you feel about your child’s current situation. CONTINUE TO C93 for EACH CHILD BEFORE MOVING TO NEXT 
SECTION 
 
 

 
What is true 
about (name’s) 
food 
consumption 
over the past 
month? It has 
been… 
 
 
0=Less than 
enough 
1=Just enough 
2=More than 
enough 

 
 
Did 
(name) go 
to bed 
hungry 
last night? 
 
 
 
 
0 = No 
1 = Yes 
97= Do 
not know 

 
If enrolled in 
school, did 
(name) go to 
school 
hungry on 
the most 
recent day of 
school? 
 
0 = No 
1 = Yes 
96 = Not 
applicable  
97= Do not 
know 

 
 
Did 
(name) 
go a 
whole 
day or 
night 
without 
eating in 
the last 4 
weeks? 
 
0 = No 
1 = Yes 
97 = Do 
not know 

 
How many 
changes of 
clothes 
does 
(name) 
have?  
 
(Number of 
trousers for 
boys or 
number of 
skirts or 
dresses for 
girls) 
 
Number 

 
What does 
(name) sleep 
on? 
 
1=Bed & 
mattress 
2=Bed &mat 
3 =Mattress on 
floor 
4=Bed alone 
5=Mat (grass) 
on floor 
6 =Cloth/sack 
on floor 
7=Floor 
(nothing else) 
8=Other 
(specify) 

 
Does (name) 
experience 
discrimination 
(stigma, bias, 
attitudes, 
treatment or 
behavior) because 
of being poor, 
affected by AIDS 
or any other 
reason? 
 
0 = No 
1 = Yes 
97= Do not know 

 
Is there 
someone 
that (name) 
can go to, 
to help 
solve a 
problem? 
 
 
 
 
0 = No 
1 = Yes 
96 = Not 
applicable  
97= Do not 
know 

 
Which is true 
about (name’s) 
living condition? 
 
Thinking about 
basic necessities  
(food, clothing, 
shelter and care) 
does (name) 
have… 
 
0=Less than 
enough 
1=Just enough 
2=More than 
enough 

 
What is true 
about 
(name’s) 
healthcare? 
It is… 
 
0=Less than 
enough 
1=Just 
enough 
2=More than 
enough 

 
Does 
(name) 
have a 
blanket 
to sleep 
under? 
 
0=No 
1=Yes, 
of its 
own 
2=Yes, 
shares 

 C83 C84 C85 C86 C87 C88/C88A C89 C90 C91 C92 C93 
1            

2            

3            

4            

5            

6            

7            

8            

9 
 

           

10 
 

           

STOP. Return to Table 4 to gather details on all remaining children. Make sure that the full child panel questionnaire is completed for all 

children. Then, proceed to the next section. 
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Table 14: HOUSING CHARACTERISTICS 
 Interviewer: “Now I would like to ask you about your house.” (Ask and confirm through observation.) 
What type of 
dwelling do you 
live in? 
 
1=single house 
2=several 
structures 
3=flat 
4=room in larger 
dwelling 
5=improvised 
housing 
6=Shared room 
7=Temporary 
shelter 
8=other (specify) 
 

The Outer walls of the main dwelling are made 
of? 
(Interviewer: Most common material in house.) 
NATURAL WALLS 
1=no walls 
2=cane/trunks/bamboo/reed 
3 = dirt 
RUDIMENTARY WALLS  
4=bamboo/wood with mud 
5=stone with mud 
6=uncovered adobe 
7=plywood 
8=cardboard 
9=reused wood  
FINISHED WALLS 
10=cement 
11=covered adobe 
12=wood planks/shingles 
13 = stone with lime/cement 
14 = bricks 
15=other (specify) 

The roof of the main dwelling is made 
of what material? 
(Interviewer: Most common material 
used in the house.) 
NATURAL ROOFING 
0 =no roof 
1=thatch/leaf 
 
RUDIMENTARY ROOFING 
2=rustic mat/plastic sheets 
3=reed bamboo 
4=wood planks 
5 = cardboard 
 
FINISHED ROOFING 
6=corrugated iron 
7=wood 
8=asbestos/cement fiber 
9=cement/concrete 
10=roofing shingles 
11=other (specify) 

The floor of the main dwelling is 
made of what material? 
 
(Interviewer: Most common 
material used in the house.) 
 
NATURAL FLOOR 
1=earth/sand 
2=dung 
RUDIMENTARY FLOOR 
3=wood planks 
4=palm /bamboo 
FINISHED FLOOR 
5=parquet or polished wood 
6=vinyl or asphalt strips 
7=ceramic tiles 
8=cement/bricks 
9=carpet 
10=other (specify) 

How many rooms in this 
household are used for 
sleeping? 
 
(If Kitchen is an outside 
structure then exclude it 
unless someone sleeps in 
it.) 
  
 
Number of rooms 

When it rains, 
does water leak 
into the part of 
the house where 
the children 
sleep? 
 
 
 
 
0 = No 
1 = Yes 
97 = Do not 
know  

When it is 
windy 
outside, does 
the wind 
blow into the 
part of the 
house where 
the children 
sleep? 
 
0 = No 
1 = Yes 
97 =Do not 
know  

B1/B1A B2/B2A B3/B3A B4/B4A B5 B6 B7 

       

 
Table 15: HOUSING CHARACTERISTICS CONTINUED 
What is main water source? 
 
PIPED WATER 
1=piped into dwelling  
2=piped to yard or plot 
3=Public tap/standpipe 
4=tube well or borehole 
DUG WELL 
5=protected well 
6=unprotected well  
WATER FROM SPRING 
7=protected spring 
8=unprotected spring 
9=rainwater 
10=tanker truck 
11=cart with small tank 
12=surface water (river /dam /lake 
/pond /stream /canal) 
13 =bottled water 
14=other (specify) 

What is the main type of toilet 
facility used by household members? 
 
FLUSH OR POUR FLUSH 
1=flush to piped sewer system  
2=flush to septic tank 
3=flush to pit latrine 
4=flush to somewhere else 
5=flush don’t know where 
 
PIT LATRINE 
6=ventilated improved pit latrine 
(VIP) 
7=pit latrine with slab 
8=pit latrine without slab/open pit 
9=composting toilet 
10=bucket toilet 
11=hanging toilet/hanging latrine 
12=no facility/bush/field 
13=other (specify) 

Are there 
any safety 
concerns 
with using 
the 
sanitation 
facilities? 
 
0=No 
(skip to 
B12) 
1=Yes 

If yes to 
B10, what 
are the 
concerns?  
 
1=Distance 
too far  
2=Structura
lly unsafe 
3=Unhygie
nic  
4=Other 
 

What type of fuel 
does this household 
mainly use for 
cooking?  
(Interviewer: 
Choose the main 
source only)  
1=electricity 
2=LPG 
3=natural gas 
4=biogas 
5=kerosene 
6=charcoal 
7=wood 
8=straw/shrubs/gras
s 
9=animal dung 
10 =agricultural 
crop 
11=other (specify) 

What type of fuel do 
you use for lighting? 
(Interviewer: Choose 
the main source only)  
 
1=electricity (regular) 
2=solar electricity 
3=paraffin lamp (locally 
made) 
5=candle 
6=LPG 
7=natural gas 
8=biogas 
9=kerosene 
10=charcoal 
11=wood 
12=straw /grass 
13=animal dung 
14=other (specify) 

Is your 
house 
safe 
from 
thieves
?  
 
0=No 
1=Yes 

Is your 
house 
structurall
y 
unsound?  
 
0=No 
1=Yes 

Is your 
house  
safe 
from 
animals, 
insects 
and 
rodents?  
 
 
 
 
 
0=No 
1=Yes 

Is your 
house 
close to 
anything 
dangerous
?  
 
(i.e., 
highway, 
open 
sewage, 
etc.) 
 
0=No 
1=Yes 

Is your 
house 
close to 
anything 
dangerous 
for 
children?  
(i.e., 
brothel, 
bars) 
 
 
 
 0=No 
1=Yes 
 
 
 

B8/B8A B9/B9A B10 B11/B11A B12/B12A B13/B13A B14 B15 B16 B17 B18 
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Table 16: ASSET OWNERSHIP 
Interviewer: “Now I would like to ask you about some of the things that you own.” 
 
Item 
code
: 
 

Item       How many of the 
following does the 
household own (in 
working condition?)   
Enter number 
 

0=does not 

own/none (skip to 

next item) 

How many of these 
did you purchase in 
the last 12 months? 

  How many of  these 
does the household 
own (in working 
condition?)   
Enter number 
 
0=does not own or 

none (skip to next 

item) 

How many of these did you 
purchase in the last 12 
months? 

    A1 A2   A1 A2 
X1 Metallic plates   X28 Mat plates   

X2 Ceramic plates   X29 Refrigerator   

X3 Plastic plates   X30 Ground/non mobile phone    

X4 Pounding mortar/pestle   X31 Mobile phone   
X5 Pail/bucket/tins   X32 Stove (gas/electric)/ hot plate   
X6 Cupboard 

 
  X33 Television   

X7 Drum (water/plastic)   X34 Metallic pots   
X8 Hoe   X35 Mats   
X9 Axe   X36 Non-working car   
X10 Sickle   X37 House   

X11 Knife   X38 Electric mitad   

X12 Chair (wooden/woven)   X39 Kerosene lamp/pressure lamp   

    X40 Clay pan (mitad) 
 

  
X13 Upholstered chair/sofa set     

Animals 
How many of these 
does the HH own 
 
0=does not own or 

none (skip to next 

item) 

How many of these did you 
purchase in the last 12 
months? 

X14 Table (dining/coffee)    
X15 Cupboard/display cabinet    
X16 Bed    
X17 Mattress    
X18 Kittle  pot     A1 A2 
X19 Bicycle   X41 Milk cows/oxen/bulls   
X20 Motorcycle/scooter   X42 Horses/donkeys/mules   
X21 Vehicle (car or a truck)   X43 Camels   
X22 Animal drawn-cart   X44 Goats   
X23 Ridger/plough   X45 Sheep   
X24  Fan   X46 Chickens   
X25 Radio   X47 Beehives   
X26 Watch/clock   X48/X

48A 
Other (specify)   

X27 Tape player/CD player 
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Table 17: FOOD AND NUTRITIONAL STATUS 
Now, I will ask you about the food and meals eaten in the household. Our study is interested in understanding how you feed your family.  
 

 

 

How many meals 
did this household 
take yesterday?  

 
0=No meals   
 
1=One meal
  
2=Two meals
  
3=Three meals    
  
4=Four meals 

In the past 
week, how 
many meat 
(beef, pork, 
lamb, goat, 
rabbit, chicken, 
duck or deer) or 
fish meals did 
the household 
have? 
 
Number of 
meat or fish 
meals 

In the past week, 
how many 
vegetable protein 
meals did the 
household have ( 
eggs, pulses, 
beans, etc) 
 
Number of 
vegetable protein 
meals 

In the past week, 
how do household 
members usually 
feel after a meal?  
 
1=Too full   
 
2=Satisfied
  
3=Somewhat 
hungry    
   
4=Very hungry 

In the past month, how 
many days did your 
household not have enough 
food to eat? 
 
0=None, enough food all 
days 
1=1 day 
2=2 days  
3=3 days       
4=4 days 
5=5 days 
6=6 days 
7=7days 
8=8 days or more  

Do you have any 
food stores? 
 
0=No (skip to 
Table 18) 
1=Yes 

If yes, how long 
will food stores 
last? 
 
1=Less than 1 
week 
2=1-4 weeks 
3=1-2 months 
4=3-6 months 
5=More than 6 
months 

FN1 FN2 FN3 FN4 FN5 FN6 FN7 
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 Table 18: FOOD CONSUMPTION AND EXPENDITURES 1:  
In the next section I will ask you about the food that you buy and how much you pay for it. Then I will ask you about other things that you buy. Sometimes this can be hard to remember but please just 
take your time and do your best. 
Item code Item Over the past week (7 days) 

did you or others in your 
household consume any […]?  
 
Interviewer: Read all items 

0=No (skip to next item) 
1=Yes  

Where did most of the items come from? 
1=own production (skip to F4) 
2=purchased (go to F3) 
3=received as gift (skip to F4) 
4= received as payment for work (skip to F4) 
5=collected from bush (skip to F4) 
6= borrowed (skip to F4) 
7=Garden, supported or sponsored by HVC 
care organization (skip to F4) 

How much did you 
spend on each item?  
(for one week’s 
consumption only) 
Birr  
– if you fill in amount 
then skip to next item 
- If N/A then put a 
dash 

If F2= 1,3, 4, 5, 6, or 7 
then 
what is the value of 
the item? 
(for one week’s 
consumption only) 
Birr  

  F1 F2 F3 F4 

Cereals, grains, cereal products    
B1 Foods from teff: (injera, kita or porridge)     
B2 Oats     
B3 Barley (Gebis)     
B4 Maize grain (Bekolo/Bemashela)     
B5 Maize(normal flour)     
B6 Maize refined (fine flour)     
B7 Maize (bran flour)     
B8 Green Maize     
B9 Pasta/macaroni/spaghetti      
B10 Rice     
B11 Sorghum (Mashila; dagusa)     
B12 Millet (Zengada)     
B13 Finger millet (mawere)     
B14 Pearl millet (mchewere)     
B15 Wheat flour/Durahh (Sinde)     
B16 Bread (dabo)     
B17 Buns, scones     
B18 Biscuits     
B19 Breakfast cereal     
B20 Infant feeding cereals (Cerifam, Fafa, Milupa, Babylac, 

Mother’s Choice) 
    

B21/B21A Other: (specify)      
Roots and Tubers    
B22 Cassava, white yams, bulla, kocho     
B23 Cassava flour     
B24 Sweet potato, white or yellow/yellow yams/carrots/squash     
B25 White potato     
B26 Potato chips     
B27 Plantain, cooking banana     
Pulses and Nuts    
B28 Horse Beans (Bakela)     
B29 Cow Peas (Ater)     
B30 Chick Peas (Shimbra)     
B31 Pigeonpea      
B32 Ground nut     
B33 Groundnut flour     
B34 Soybean     
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Table 19: FOOD CONSUMPTION AND EXPENDITURES 2: 
Item 
code 

Item Over the past week (7 
days) did you or others in 
your household consume 
any […]?  
Interviewer: Read all 

items 

0=No (skip to next item) 
1=Yes  

Where did most of the items come from? 
1=own production (skip to F4) 
2=purchased (go to F3) 
3=received as gift (skip to F4) 
4= received as payment for work (skip to F4) 
5=collected from bush (skip to F4) 
6= borrowed (skip to F4) 
7=Garden, supported or sponsored by HVC 
care organization (skip to F4) 

How much did you spend 
on each item?  
(for one week’s 
consumption only) 
 
Birr  
– if you fill in amount 
then skip to next item 
- If N/A then put a dash 

If F2= 1,3, 4, 5, 6, or 7 
then 
what is the value of the 
item? 
(for one week’s 
consumption only) 
 
Birr  

  F1 F2 F3 F4 
Pulses (continued)    
B35 Ground bean      
B36 Macadamia nuts     
B37 Lentils (Misir)     
B38 Peanut, sesame or sunflower seeds     
B39 Soybean flour     
Vegetables    
B41 Onion     
B42 Cabbage     
B43 Spinach      
B44 Enset     
B45 Tanaposi/Rape     
B46 Nkhwani     
B47 Chinese cabbage     
B48/B48A Other cultivated green leafy vegetables (specify)      
B49 Gathered wild green leaves     
B50 Tomato     
B51 Cucumber     
B52 Pumpkin     
B53 Okra     
B54 Mushroom     
B55/B55A Tinned vegetables (specify)     
B56/B56A Other vegetables (specify)    
Meat, fish, & animal products      
B57 Eggs     
B58 Dried fish or shellfish     
B59 Fresh fish or shellfish     
B60 Beef (yekebit siga)     
B61 Goat meat (yefiyel siga)     
B62 Mutton (yebeg siga)     
B63 Oxen     
B64 Pork     
B65 Chicken     
B67/B67A Other poultry – guinea fowl, doves , duck etc. (specify):     
B68 Small animal – rabbit, mice, etc     
B69 Insects     
B70 Tinned meat or fish     
B71 Smoked fish     
B72 Fish soup/sauce     
B73/B73A Other (specify)     



Page 20 of 36 
 

Table 20. FOOD CONSUMPTION AND EXPENDITURES 3: 
Item code Item Over the past week (7 days) 

did you or others in your 
household consume any […]?  
Interviewer: Read all items 

0=No (skip to next item) 
1=Yes  

Where did most of the items come from? 
1=own production (skip to F4) 
2=purchased (go to F3) 
3=received as gift (skip to F4) 
4= received as payment for work (skip to 
F4) 
5=collected from bush (skip to F4) 
6= borrowed (skip to F4) 
7=Garden, supported or sponsored by HVC 
care organization (skip to F4) 

How much did you 
spend on each item?  
(for one week’s 
consumption only) 
Birr  
– if you fill in amount 
then skip to next item 
- If N/A then put a 
dash 

If F2= 1,3, 4, 5, 6, 
or 7 then 
what is the value 
of the item? 
(for one week’s 
consumption only) 
Birr  

  F1 F2 F3 F4 
Fruits     
B74 Mango     
B75 Banana     
B76 Citrus – lemon, orange, etc.,     
B77 Pineapple      
B78 Papaya     
B79 Guava     
B80 Avocado     
B81 Wild fruit     
B82 Apple     
B83/B83A Other fruits (specify)     
Cooked foods from vendors  
B84 Maize – boiled or roasted (vendor)     
B85 Chips (vendor)     
B86 Cassava – boiled (vendor)     
B87 Eggs – boiled (vendor)     
B88 Chicken (vendor)     
B89 Meat (vendor)     
B90 Fish or shellfish (vendor)     
B91 Doughnut (vendor)     
B92 Samosa (vendor)     
B93 Meal eaten at restaurant     
B94/B94A Other (specify)     
Milk and milk products 
B95 Fresh milk     
B96 Powdered milk     
B97 Margarine     
B98 Butter     
B99 soured milk     
B100 Yoghurt (Ergo)      
B101 Cheese     
B102 Infant feeding formula (for bottle)     
Sugar, Fats and Oil 
B103 Sugar     
B104 Sugar cane     
B105/ Cooking oil     
B106/B106A Other (specify)     
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Table 21. FOOD CONSUMPTION AND EXPENDITURES 4: 
Item code Item Over the past week (7 days) 

did you or others in your 
household consume any […]?  
Interviewer: Read all items 

0=No (skip to next item) 
1=Yes  

Where did most of the items come from? 
1=own production (skip to F4) 
2=purchased (go to F3) 
3=received as gift (skip to F4) 
4= received as payment for work (skip to F4) 
5=collected from bush (skip to F4) 
6= borrowed (skip to F4) 
7=Garden, supported or sponsored by HVC 
care organization (skip to F4) 

How much did you spend on 
each item?  
(for one week’s consumption 
only) 
Birr  
– if you fill in amount then 
skip to next item 
- If N/A then put a dash 

If F2= 1,3, 4, 5, 6, or 7 then 
what is the value of the 
item? 
(for one week’s 
consumption only) 
Birr  

  F1 F2 F3 F4 
Beverages 
B107 Tella     
B108 Tej     
B109 Tea (including  added sugar or milk)      
B110 Coffee     
B111 Squash (Sobo drink concentrate)     
B112 Cocoa, millo     
B113 Fruit juice     
B114 Freezes (flavoured tea)     
B115 Soft drinks (Coca cola, Fanta, Sprite etc.)     
B116 Bottled, canned beer (Carlsberg, etc.)     
B117 Commercial traditional-style beer     
B118 Bottled water     
B119 XX     
B120 Thobwa     
B121 Traditional beer (masese)     
B122 Local sweet beer      
B123 Wine or commercial liquor     
B124 Locally brewed liquor      
B125 Araqi/kathikala     
B126/B126A 
 

Other (specify)     
Spices & Miscellaneous 
B127 Salt     
B128 Spices/karia/berbere     
B129 Yeast, baking powder, bicarbonate of soda     
B130 Tomato sauce (bottle)     
B131 Hot sauce (Nali, etc)     
B132 Jam, jelly, honey, peanut butter     
B133 Sweets, candy, chocolates     
B134 Packaged sugar     
B135 Tea from a restaurant     
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Table 22: NON-FOOD EXPENDITURES 1  
(One week recall) 
Item Code Item  

 
One week recall 
 

Over the past week (7 days) did you purchase any […]? 
Interviewer: Read all items 

0=No (skip to next item) 
1=Yes  

How much did you pay in total? 
(for one week’s consumption 
only) 
Birr 

  E1 E2 
G1 Charcoal   
G2 Paraffin or kerosene   
G3 Cigarettes or other tobacco   
G4 Matches   
G5 Newspapers or magazines   
G6 Public transport – bus fare or car taxi   
G7 Public transport – bike taxi, horse cart   
G8  Firewood   
G9 Candles   
G10/G10A Other (specify)   
 
Table 23: NON-FOOD EXPENDITURES 2  
(One Month & One Year Recall) 

Item 
Code 

One month recall 
 

Over the past one month did 
you purchase any […]? 
 

Read all items 

0=No (skip to next item) 
1=Yes  

How much 
did you pay in 
total? 
(for one 
month’s 
consumption 
only) 
 
Birr 

Item 
code 

One year recall 
 

Over the past year (12 months) 
did you purchase any […]? 
Read all items 
 
0=No (skip to next item) 
1=Yes  

How much 
did you pay in 
total? 
(for one 
year’s 
consumption 
only) 
 
Birr 

  E3 E4   E5 E6 
G11 Milling fees, grain   G30 Carpets, rugs, drapes, curtains   
G12 Bar soap (body soap or clothes soap)   G31 Linen – towels, sheets, blankets   
G13 Clothes soap (powder)   G32 Mat – sleeping or for drying maize flour   
G14 Toothpaste, toothbrush   G33 Mosquito net   
G15 Toilet paper   G34 Mattress   
G16 Glycerin, vaseline, skin creams   G35 Clothes and footwear   
G17 Other personal products (shampoo, razor 

blades, cosmetics, hair products, etc.) 
  G36 Building items (cement, bricks, timber, iron 

sheets, tools, poles, grass for thatching etc.) 
  

G18 Light bulbs   G37 Health Expenses Adult   
G19 Postage stamps   G38 Health Expenses Child   
G20 Donation (to church, charity, beggar, etc.)   G39 Insurance (health, etc., auto, home, life)   
G21 Petrol or diesel   G40 Funeral costs   
G22 Motor vehicle service, repair or parts   G41 Fines or legal fees   
G23 Wages paid to servants    G42 Dowry/bride price   
G24 Bicycle service, repair or parts   G43 Marriage ceremony costs   
G25 Repairs & maintenance to dwelling   G44 Gifts   
G26 Other repairs   G45 Tailor fees (making or repair clothing)    
G27 Electricity   G47 All school expenses for adults (over 18)   
G28 Telephone (landline)       
G29 Phone units       
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Table 24:  SOURCES OF INCOME  
Now I would like to ask you about the sources of support and income that the household may receive. This information will help us understand how families are coping in this district. The information 
that you give me will be kept confidential. 
 

 In the past 12 months (did your household or anyone in your 
household obtain income or support from any of the following 
sources?   
 
(Interviewer: read each row, fill in columns Y1-Y4) 

 Received by 
household? 
 

Interviewer: 

Read all items 

0=No (skip to 
next item) 
1=Yes  

What 
Amount 
in Birr ? 

Per what 
period? 
0= day 
1= week 
2= month 
3= year 
(Convert 
anything else) 

In the past year, 
how many 
(days/weeks/month
s per Y3) did your 
household earn 
this income? 
 

    Amount 
(Birr) Period Number of Period 

   Y1 Y2 Y3 Y4 
K1 Paid job with an organization (salaries, wages, bonuses, allowances, 

commissions, gratuities) 
K1     

K2 Profit from rental property you own K2     
K3 Domestic service job in someone else’s house K3     
K4 Payment for self-employment (selling or making things, street vendors, 

taxis, doing repairs, providing service, etc.)  
K4     

K5 Payment for work on a commercial farm K5     
K6 Selling of your own agricultural production (farm) K6     
K7 Grant from the government (including cash transfer) K7     
K8 Interest, dividends, royalties K8     
K9 Pension from a private employer K9     
K10 Remittances from family employed elsewhere (regular) K10     
K11 Gift from family/friend/other K11     
K12 Loan from family/friend/other (with expectation of repayment) K12     
K13 Grant from an NGO, Community Based Organization, or religious 

organization 
K13     

K14 Loan from an NGO, Community Based Organization, or religious 
organization  

K14     

K15 Loan from a bank or other financial institution K15     
K16 Sale of assets (including livestock, land) K16     
K17 Income (or goods) from household enterprise (profit or otherwise) K17     
K18 Food PSNP K18     
K19 Any other source? (specify) K19     
K19A  K19A     
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Table 25: HOUSEHOLD SHOCKS and COPING 1 
Now I would like to ask you about the shocks or problems that your household might have experienced over the past 12 months.    
 Over the past year, has your household 

experienced any of the following events? 
Interviewer: 

Please read 

all 

 

0=No (skip to 
next item) 
1=Yes  

IF YES, did this result in… Were you able to cope 
by… 

A loss of 
income 
or 
assets? 
0=No 
1=Yes 

Children 
leaving 
school for 
1+ week? 
0=No 
1=Yes 

Children 
having to do 
work 
outside the 
home? 
0=No 
1=Yes 

Not having 
enough 
food for 
the 
household? 
0=No 
1=Yes 

Not getting 
adequate 
healthcare for 
household? 
0=No 
1=Yes 

Increased 
violence in 
the 
household? 
0=No 
1=Yes 

Getting 
help from 
family 
members? 
0=No 
1=Yes 

Getting help 
from a 
community 
organization? 
 
0=No 
1=Yes 

  D1 D2 D3 D4 D5 D6 D7 D8 D9 
R1 Lower crop yields due to drought or floods          
R2 Crop disease or crop pests          
R3 Livestock died or were stolen          
R4 Household business failure, nonagricultural          
R5 Loss of salaried employment or non-payment           
R6 End of regular assistance, aid, or remittances           
R7 Large fall in sale prices for crops          
R8 Large rise in price of food          
R9 Illness or accident of household member          
R10 Birth in the household          
R11 Death in household: non working member          
R12 Death of working member of household           
R13 Break up of the household          
R14 Theft          
R15 Damage to house          
R16 Marriage          
Table 26: HOUSEHOLD SHOCKS and COPING 2 
 
 
About 
how 
many 
close 
friends do 
you 
have? 
 
Number 
of friends 

Need but not emergency 
If you  needed money to 
meet monthly expenses, such 
as to pay for school fees, pay 
for transportation, or 
purchase for food, where 
would you get money?  
Select from the list in 
gray: 

Emergency Need 
If you suddenly needed money to 
meet an important family need, such 
as to pay for a family emergency, 
pay for a house repair, or pay for 
medical treatment, how would you 
pay?  
 
Select from the list in gray: 

Many people 
find it difficult 
to get enough 
food. In your 
household 
does anyone 
beg in order to 
get food or 
money? 
 
(in the last 
year) 
 
0=No 
1=Yes 
2=Refuse to 
answer 

Has anyone 
in your 
household 
sold 
household 
items in the 
last year to 
get food or 
money? 
(in the last 
year) 
 
0=No 
1=Yes 
2=Refuse to 
answer 

In your 
household 
do 
children 
work in 
order to 
get food 
or money?  
 
(in the last 
year) 
 
 
0=No 
1=Yes 
2=Refuse 
to answer 

In your 
household 
does 
anyone 
steal in 
order to get 
food or 
money?  
(in the last 
year) 
 
 
0=No 
1=Yes 
2=Refuse 
to answer 

Is there 
anything else 
that you think 
is dangerous or 
risky that 
someone in 
your household 
does to get 
money?  
(in the last 
year) 
 
0=No 
1=Yes (Please 
specify) 
2=Refuse to 
answer 

Is your HH 
accepted as 
part of the 
community? 
 
0=No 
1=A little 
2=Yes 
3=Unsure 

If you felt 
overwhelme
d with your 
household 
responsibilit
ies, is there 
someone 
you could 
ask for 
help? 
 
0=No 
1=Yes 

Does any 
member of this 
household have 
a bank or 
microfinance 
saving account? 
 
0=No 
1=Yes 

1= Personal savings  
2= Community savings or 
loan (informal – family, 
friend, neighbor, etc.)  
3= Community savings and 
loan groups or microfinance 
organization (formal)  
4= Loan from bank (formal)  

5= Business related tradable goods 
(cattle, food, merchandise, etc.)  
6= Household tradable goods (TV, 
radio, household items, etc.)  
7= I would not be able to access this 
amount of money from any source  
8= Other: _________ 

W1 W2/W2A W3/W3A W4 W5 W6 W7 W8/W8A W9 W10 W11 
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Table 27: SUPPORTS RECEIVED: HOUSEHOLD  
Now I would like to ask you about the support that the household may have received. Continue to R6 for each item before moving to the next item.  

 

   Has anyone in your 
household received 
the following 
support or benefited 
from this type of 
support in the last 
six months? 
    
0=No (skip to next 
item) 
1=Yes 

How often in the 
last six months is 
this support 
received? 
 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
appropriate 
or relevant 
for the 
household? 
 
0=No 
1=Yes 
2=Unsure 

How important 
would you say the 
support was to the 
household’s well 
being 
  
0=Not at all 
important 
1=Somewhat 
important 
2=Very important 

What was the change that the support 
has had on your household? 
 
1 = No change; this support made no 
difference for my household  
2 = A little change, positive 
4 = A little change, negative 
5 = Some positive change, but not 
essential to household wellbeing 
6 = Important change; this support was 
very helpful to the household 
7= Important change; this was very 
negative for the household 
8 = Essential; without this support the 
household would have been far worse 
off 

If there 
was a cost 
to you 
associated 
with the 
support, 
how much 
was it?  
 
0=NO cost 
 
Otherwise 
number 
 (in Birr) 

   R1 R2 R3 R4 R5 R6 
Economic 
strengthening groups  

1. Training in Community Saving and Self-
help Groups (CSSG)  

S1       
2. Training in Savings and Credit 

Cooperatives 
S2       

3. Assistance to access microfinance 
institutions 

S3       
4. Received business skills training S4       

Received business 
development 
services including: 

5. Support to engage in income generating 
activities (expansion, diversification…) 

S5       
6. Assistance to start community gardening S6       
7. Market assessment assistance, assistance 

selecting and managing IGA 
S7       

8. Mentoring or information for the IGA S8       
9. Assistance developing a business plan S9       
10. Received materials for your IGA (i.e.: 

seeds, fertilizer,…) 
S1
0 

      
11. Received Cash assistance S1

1 
      

Referrals or linkages 
to:  
 

12. To go to a health center S1
2 

      
13. Nutritional counseling for your 

household 
S1
3 

      
14. Get nutritional support/supplements for 

anyone in household 
S1
4 

      
15. Receive food rations for your household  S1

5 
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Table 28_1: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has (name) 
received 
(support) in 
the last six 
months? 

  
  0=No (skip 
to CR7) 
 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizati
on 
provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options 
for each 
kebele)  

Does 
(Name) 
still have 
unmet 
needs with 
regards to 
his/her 
(category)? 

 
0=No 
1=Yes 
2=Unsure 

 

How serious is 
the unmet 
need? (Such 
that without 
meeting this 
need, the child 
is suffering) 

 
1= Very serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutritio
n 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
1. R2 

 
2.  3.        

3. Micronutrient supplements 4. R3 5.  6.        
4. Nutritional education and  counseling 7. R4 8.  9.        
5. Promotion of optimal feeding practices  10. R5 11.  12.        
6. General food rations  13. R6 14.  15.        
7. School and after-care feeding R7         

Health
care 

Referra
ls for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS 

prevention and sexual and reproductive 
health services  

R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educati
on & skills:  

work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_2: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

_ 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has (name) 
received 
(support) in 
the last six 
months? 

  
  0=No (skip 
to CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference 
for my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this 
support the child would have been far worse off 

Which 
organizati
on 
provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options 
for each 
kabele)  

Does 
(Name) still 
have unmet 
needs with 
regards to 
his/her 
(category)? 

 
0=No 
1=Yes 
2=Unsure 

 

How serious is 
the unmet 
need? (Such 
that without 
meeting this 
need, the child 
is suffering) 

 
1= Very serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutritio
n 

1. Supplemental food support R1         
2. Therapeutic and supplementary food 

for severe or acute malnutrition  
16. R2 

 
17.  18.        

3. Micronutrient supplements 19. R3 20.  21.        
4. Nutritional education and  counseling 22. R4 23.  24.        
5. Promotion of optimal feeding practices  25. R5 26.  27.        
6. General food rations  28. R6 29.  30.        
7. School and after-care feeding R7         

Health
care 

Referra
ls for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention 

and sexual and reproductive health 
services  

R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educati
on & skills:  

work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_3: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

_ 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has (name) 
received 
(support) in 
the last six 
months? 

  
  0=No (skip 
to CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizati
on 
provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options 
for each 
kabele)  

Does 
(Name) 
still have 
unmet 
needs with 
regards to 
his/her 
(category)
? 

 
0=No 
1=Yes 
2=Unsure 

 

How serious 
is the unmet 
need? (Such 
that without 
meeting this 
need, the 
child is 
suffering) 
1= Very 
serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutritio
n 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
31. R2 

 
32.  33.        

3. Micronutrient supplements 34. R3 35.  36.        
4. Nutritional education and  counseling 37. R4 38.  39.        
5. Promotion of optimal feeding practices  40. R5 41.  42.        
6. General food rations  43. R6 44.  45.        
7. School and after-care feeding R7         

Health
care 

Referra
ls for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention 

and sexual and reproductive health 
services  

R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educati
on & skills:  

work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_4: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

_ 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has (name) 
received 
(support) in 
the last six 
months? 

  
 
  0=No (skip 
to CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference 
for my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizatio
n provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options for 
each 
kabele)  

Does 
(Name) 
still have 
unmet 
needs 
with 
regards to 
his/her 
(category)
? 

 
0=No 
1=Yes 
2=Unsure 

 

How serious is 
the unmet 
need? (Such 
that without 
meeting this 
need, the child 
is suffering) 

 
1= Very serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutritio
n 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
46. R2 

 
47.  48.        

3. Micronutrient supplements 49. R3 50.  51.        
4. Nutritional education and  counseling 52. R4 53.  54.        
5. Promotion of optimal feeding practices  55. R5 56.  57.        
6. General food rations  58. R6 59.  60.        
7. School and after-care feeding R7         

Health
care 

Referra
ls for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention 

and sexual and reproductive health 
services  

R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educati
on & skills:  

work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_5: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

_ 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has (name) 
received 
(support) in 
the last six 
months? 

  
  0=No (skip 
to CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizati
on 
provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options 
for each 
kabele)  

Does 
(Name) 
still have 
unmet 
needs with 
regards to 
his/her 
(category)? 

 
0=No 
1=Yes 
2=Unsure 

 

How serious is 
the unmet 
need? (Such 
that without 
meeting this 
need, the child 
is suffering) 
1= Very serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutrit
ion 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
61. R2 

 
62.  63.        

3. Micronutrient supplements 64. R3 65.  66.        
4. Nutritional education and  counseling 67. R4 68.  69.        
5. Promotion of optimal feeding practices  70. R5 71.  72.        
6. General food rations  73. R6 74.  75.        
7. School and after-care feeding R7         

Healt
hcare 
Refer

rals 
for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention 

and sexual and reproductive health 
services  

R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educ
ation & 

skills:  
work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_6: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item. 

 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has (name) 
received 
(support) in 
the last six 
months? 

  
  0=No (skip 
to CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizatio
n provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options for 
each 
kabele)  

Does 
(Name) 
still 
have 
unmet 
needs 
with 
regards 
to 
his/her 
(categor
y)? 
0=No 
1=Yes 
2=Unsure 

How serious 
is the unmet 
need? (Such 
that without 
meeting this 
need, the 
child is 
suffering) 
1= Very 
serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutriti
on 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
76. R2 

 
77.  78.        

3. Micronutrient supplements 79. R3 80.  81.        
4. Nutritional education and  counseling 82. R4 83.  84.        
5. Promotion of optimal feeding practices  85. R5 86.  87.        
6. General food rations  88. R6 89.  90.        
7. School and after-care feeding R7         

Health
care 

Referr
als for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention 

and sexual and reproductive health 
services  

R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educat
ion & 
skills:  
work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_7: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

_ 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has (name) 
received 
(support) in 
the last six 
months? 

  
  0=No (skip 
to CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizatio
n provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options for 
each 
kabele)  

Does 
(Name) 
still 
have 
unmet 
needs 
with 
regards 
to 
his/her 
(categor
y)? 

 
0=No 
1=Yes 
2=Unsure 

How serious 
is the unmet 
need? (Such 
that without 
meeting this 
need, the 
child is 
suffering) 
1= Very 
serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutrit
ion 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
91. R2 

 
92.  93.        

3. Micronutrient supplements 94. R3 95.  96.        
4. Nutritional education and  counseling 97. R4 98.  99.        
5. Promotion of optimal feeding practices  R5         
6. General food rations  R6         
7. School and after-care feeding R7         

Healt
hcare 
Refer

rals 
for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention and 

sexual and reproductive health services  
R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educ
ation & 

skills:  
work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_8: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has 
(name) 
received 
(support) 
in the last 
six 
months? 

  
  0=No 
(skip to 
CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizatio
n provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options for 
each 
kabele)  

Does 
(Name) 
still have 
unmet 
needs with 
regards to 
his/her 
(category)? 

 
0=No 
1=Yes 
2=Unsure 

How serious 
is the unmet 
need? (Such 
that without 
meeting this 
need, the 
child is 
suffering) 
1= Very 
serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not 
serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Foo
d & 

nutri
tion 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
R2         

3. Micronutrient supplements R3         
4. Nutritional education and  counseling R4         
5. Promotion of optimal feeding practices  R5         
6. General food rations  R6         
7. School and after-care feeding R7         

Heal
thca

re 
Refe
rrals 
for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention and 

sexual and reproductive health services  
R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Edu
cation & 

skills:  
work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_9: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has 
(name) 
received 
(support) 
in the last 
six 
months? 

  
  0=No 
(skip to 
CR7) 
  1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizatio
n provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options for 
each 
kabele)  

Does 
(Name) 
still have 
unmet 
needs with 
regards to 
his/her 
(category)? 

 
0=No 
1=Yes 
2=Unsure 

How serious 
is the unmet 
need? (Such 
that without 
meeting this 
need, the 
child is 
suffering) 
1= Very 
serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not 
serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutriti
on 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
R2         

3. Micronutrient supplements R3         
4. Nutritional education and  counseling R4         
5. Promotion of optimal feeding practices  R5         
6. General food rations  R6         
7. School and after-care feeding R7         

Healt
hcare 

Referr
als 

for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention and 

sexual and reproductive health services  
R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educa
tion & 
skills:  
work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 28_10: SUPPORTS RECEIVED: CHILDREN Now I would like to ask you about the support that the child may have received. Continue to CR8 for each item before moving to the next item.  

 

 
 
CR0:  CHILD ID (1-10):_________________ 
 
Refer to Table 4 to get child’s ID and Name 

 Has 
(name) 
received 
(support) 
in the last 
six 
months? 

  
  0=No 
(skip to 
CR7) 
   1=Yes 

 

How often in 
the last six 
months is this 
support 
received? 
1=Once only 
2=Several times 
in the last few 
months 
3=Several times 
per month 
4=Weekly 
5=Daily 

Was the 
support 
received 
relevant to 
the needs of 
the child? 
 
0=No 
1=Yes 
2=Unsure 

How 
important 
would you 
say the 
support was 
to the 
child’s well 
being  

 
0=Not at all 
important 
1=Somewhat 
important 
2=Very 
important 

What was the change that the support has had on 
(name)? 
1 = No change; this support made no difference for 
my child  
2 = A little change, positive 
3 = A little change, negative 
4 = Medium positive change, but not essential to 
child wellbeing 
5 = Medium negative change, but not too harmful 
6 = Important positive change; this support was 
very helpful to the child 
7 = Important negative change, this support was 
very harmful to child 
8 = Essential positive change; without this support 
the child would have been far worse off 

Which 
organizatio
n provided 
the main 
source of 
support in 
each 
category  
 
(refer to 
number 
options for 
each 
kabele)  

Does 
(Name) 
still have 
unmet 
needs with 
regards to 
his/her 
(category)? 

 
0=No 
1=Yes 
2=Unsure 

How serious 
is the unmet 
need? (Such 
that without 
meeting this 
need, the 
child is 
suffering) 
1= Very 
serious 
2= Somewhat 
serious 
3=Not serious 
but an issue 
4= Not 
serious 

   CR1 CR2 CR3 CR4 CR5 CR6 CR7 CR8 

Food 
& 

nutriti
on 

1. Supplemental food support R1         
2. Therapeutic and supplementary food for 

severe or acute malnutrition  
R2         

3. Micronutrient supplements R3         
4. Nutritional education and  counseling R4         
5. Promotion of optimal feeding practices  R5         
6. General food rations  R6         
7. School and after-care feeding R7         

Healt
hcare 

Referr
als 

for: 

8. Growth monitoring R8         
9. Immunizations R9         
10. ART provision and adherence  R10         
11. Vitamin A R11         
12. Deworming R12         
13. PMTCT services R13         
14. Age-appropriate HIV/AIDS prevention and 

sexual and reproductive health services  
R14         

15. Health education  R15         
16. HIV prevention & treatment education R16         

Educa
tion & 
skills:  
work 

17. Removal of child from exploitive work R17         
18. Advice on appropriate child work R18         

19. Stationary R19         
20. Free Uniforms  R20         
21. Books R21         
22. School fee exemption R22         
23. Tutorial support  R23         
24. Pre-school education for <6 yrs R24         
25. Free tuition R25         
26. School referral R26         
27. Vocational training referral R27         

 28. Free school meals R28         
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Table 29: FINAL COMMENTS 
We have reached the end of the interview. Everything you have said will be kept strictly confidential.  Is there anything that you would like to comment on regarding the interview, the study, your 
family, etc?   

 
 
 
 

 
End of interview.  Time ended _______:_______ (24 hours)   
 
Table 30: INTERVIEWER: 
 
O1.  
How well do you think the respondent understood the survey questions? 

 
 
 

O2.  
How much assistance did the respondent receive with answering any of the questions? 

 
 
 

 
 
Interviewer comments or observations:  
 
 
 
 

Respondent’s additional comments: 
 
 

1. Very well 
 

2. Well  3. Not well 4. Poorly 

1. No Assistance 
 

2. A little 
assistance 

3. Some assistance 4. A lot of 
assistance 
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1B. Evaluation of Yekokeb Berhan 
In-depth interviews with caregivers  

 
Date  Time Start   
Interviewer name  Time End  
District Code  Age of caregiver  
Household size  Gender of caregiver  
Region  Woreda Code  
Kabele Code  Household Number  
 
Now we would like to ask you questions about you and your children and family. We want to 
understand your views about programs for vulnerable children and families. Please feel free to tell 
us whatever you are comfortable sharing. You should also remember that you do not have to share 
anything that you are not comfortable sharing. We will not take your name nor share any of the 
things you tell us about your children and your family with anyone outside of our research team.  
 
Current situation of children and family and recent changes 

1. Overall, how are your children doing with regards to physical health, healthcare, nutrition, 
education, psychological wellbeing (e.g. resiliency, hope), and economic wellbeing? 

 
 How is your children’s health (accessing health services, getting treatment when ill)? Are 

there any changes over the last few months?  
 
 How is your family’s food consumption? Do children have enough to eat? Do they eat a 

variety of foods? Have there been any changes in how your family eats (frequency or size of 
meals, quality of food) over the last three months? If so, what are they? 

 
 What is your household’s ability to buy necessary items, such as soap, blankets or other items 

over the last few months? Has anything changed in the last 3 months? Please explain. 
 
 How is your children’s schooling? For each child, is child able to go to school? How is 

attendance? How is performance? Has anything changed in the last 3 months? Please explain. 
 
 What are some of your family’s strengths? And hardships? Have there have been any 

important changes in these strengths or hardships in the last few months? Please explain. 
 

2. Have your children or household members been referred for services in the past 6 months? (e.g. 
for nutrition, healthcare, health, psychosocial services, shelter, care, education, legal services etc.)   
 If yes, did you go to obtain the services your child was referred for? Why or why not? 
 Did anyone follow up to see if you obtained the services your child was referred for?  

 
3. Does any child in the household receive any type of support services? Who provides support? 

(Ask for each type of support mentioned) 
 

If support is received:  
 

4. What type of support is provided for your children? (Probe for each child and type of support).  
 Is there any difference in what support is provided based on a) gender, b) age, c) health status, 

d) disability, e) orphan status? If yes, how is it different? 
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5. How often is support provided (i.e. weekly)? Is support provided often enough? Why or why not? 
 
6. For each type of support that your child or household receives, can you tell me: 

 What is your level of satisfaction with the support? High, medium, or low quality? Please 
explain. 

 Do you feel the support is appropriate for child’s age, gender, health status, disabilities? 
 Is there anything that gets in the way of receiving support (i.e. distance to support, language 

differences, etc.)? Please explain everything that gets in the way. 
 Are there any risks or disadvantages that your child may face because s/he received the 

support? Please explain. 
 Are there any problems with the support that is provided? For example, if food is received, is 

it of sufficient quality and quantity? If it is information, is it accurate?  
 Did you take part in decision making on support that your children or household receives? 

 
7. How has the support helped your child or family? Please explain.  

  How could the support have been more helpful? 
 

8. What services are still needed (i.e. healthcare, nutrition, shelter, education, vocational services, 
psychological wellbeing, care, protection from abuse and neglect, social and/or spiritual support)? 

 
Household support and coping capacity 
 

9. Can you tell us about the household’s economic situation?  

 How do you manage financially? 
 How do you manage financially if you have an emergency?  

 
10. Do you have trouble meeting children’s needs? Are there any basic needs that children lack? If 

yes, what are they? 
 
11. Does the household receive any type of support services (i.e. information, advice, or materials to 

help you care for children; assistance or services to improve the household’s economic situation)? 
 

12. How do you stay healthy and deal with stress?  
 
13. Have you received training to help increase your income? If yes, what type of training or from 

whom?  Has it increased your income?  Are your children involved in helping with household 
income? If yes, what do they do? Do you feel it is safe for children to help with these activities 
(i.e. are there any risks)? 

 
14. Please explain if the source of your household income is regular or goes up and down. If not 

regular, how does this affect your ability to meet household needs? How do you make changes in 
expenses?  Also, please explain if there are any new sources of income (diversification) in your 
household in the past 6 months. 

 
15. Have you received training or support that helps you with planning your expenses? If yes, please 

explain how it has helped.  
 

16. Have you received support or training to help you understand the needs of your children at 
different ages?  If yes, how has this helped you? 
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17. Is there anything else you’d like to share with us about your household and how you are coping? 

 
Targeting of support services 
 

18. In your community, how do you think children and households were selected to receive services?  
 

19. Do you feel this process of selection was fair?  Why or why not? 
 
20. Are there any highly vulnerable children or families not receiving support services in your 

community? How do you know this?  Please explain. 
 

21. Do you think any children and households that receive support are not highly vulnerable? How do 
you know this?  Please explain. 

 
22. Is there anything else about the selection process for services that you would like to share with 

us? 
 
Final Comments 
 

23. Is there anything else you would like to tell me? 
 

Interviewer comments or observations: 
 

 
THIS IS THE END OF THE INTERVIEW. THANK YOU FOR YOUR PARTICIPATION! 
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1C. Evaluation of Yekokeb Berhan 

Community Maps 
Participatory activity for children aged 8-15 

 
Interviewer name  Time Start  
  Time End  
Number of 
Children Total 

 Age Range  

Number of Boys  Region  
Number of Girls  Woreda Code  
Confirm consent 
obtained 

 Kabele Code  

 
For “Community Maps” a research assistant will draw a picture of the children in the center of the paper. 
There will also be a location-specific set of drawings of possible people and organizations within the 
community who may play a role in the child’s life. The research assistant (RA) will ask a set of questions, such 
as “What are important organizations and services for children?” Children will be asked to describe where they 
get care, support, or services from and how services affect children. They will also be asked about differences 
in services based on gender, if there are care and support services that they do not receive that they need in 
order to live a good life. A second research assistant will take notes on the discussions. RA: Use drawing to 
help ask these questions.  
 
The following are questions and probes for the RA to use to generate discussion with the child. The child will 
not be able to address all issues but should be able to comment on many of them.  
 

1. What is the situation of children in your community in these areas: Are there differences based on 
gender, age, or other factors? How so? 

o physical health or healthcare 
o nutrition 
o education or vocational services  
o economic wellbeing 

 
 
2. Where can children go in the community if they need help?  Where can adults go in the community if 

they need help? If children or families need assistance, is there any support in these areas: 
o physical health or healthcare 
o nutrition  
o education or vocational services  
o economic wellbeing 

 
3. We’d like to ask you about these services. Please think about yourself or children that you know in 

your community. If children get assistance in these areas, how does the help affect them? For 
example…if a child gets assistance with physical health, how does it affect him or her? Does it help 
them? Does it hurt them? Is there any change? Do you think children who receive school services (or 
materials) or advice perform better in school than those who do not receive anything? How do you 
know? 

o How does assistance with physical health affect children? 
o How does assistance with healthcare affect children? 
o How does assistance with nutrition affect children? 
o How does assistance with education or vocational services affect children? 
o How does assistance with economic wellbeing affect children? 
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4. Do boys get any services that girls do not get? Do girls get any services that boys do not get? Are there 
differences in services based on whether the child is a boy or girl? Are there differences based on age? 
Please explain. 

 
5. How do children in your community cope with sad or tough situations? Do you think children who feel 

sad or have emotional problems can get help in your community? Are there places that children go? 
Please add to the map. 

 
6. Do you think you and other children in your community are safe from abuse? Is there help for children 

in your community if they are abused? Where are children safe and where are children unsafe? Please 
add to map. 
 

7. Are children in your community forced to do work that is harmful? Are children in your community 
forced to do work all day long? Where do children do harmful work? Please add to map. If children 
are forced to do work, is there anyone who can help them? Is it the same for girls and boys or are there 
differences? 

 
8. Are there any services NOT in the community that you think would be helpful for children? 

 

9. Is there anything else you would want to tell me? 
 

Interviewer comments or observations: 
 
 

THIS IS THE END OF THE INTERVIEW. THANK YOU FOR YOUR PARTICIPATION! 
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1D. Evaluation of Yekokeb Berhan 
Structured Questions for Key Informant Interviews 

(For local level volunteers, Community Committees, implementing partners, local officials,  
private sector & civil society groups) 

 
Date  Where do you 

work? 
 Age   

Interviewer name  What is your role?  Gender  
  How long have you 

been in your role? 
 Time Start   

    Time Finish  
Region  Woreda  Kabele  

 
We want to understand your views about programs for vulnerable children in the community 
where you work. Please feel free to tell us whatever you are comfortable sharing. You should 
also remember that you do not have to share anything that you are not comfortable sharing. 
We will not take down your name nor share any of the things you tell us about yourself or your 
work outside of our research team.  
 
Highly vulnerable children and Yekokeb Berhan  
 
Impacts:  
 
1. How would you describe the situation of children in your community? Are there some children in 

your community that are suffering more or are more vulnerable? What are the greatest needs? 
Probe for good and bad situations in the areas of:   

a. physical health, healthcare, nutrition,  
b. education or vocational services,  
c. psychological wellbeing (e.g. play with their peers, have someone to talk about 

their problems, resiliency, hope),  
d. care, having basic needs met, shelter and food 

 
2. Are there any services especially for highly vulnerable children and families in your community? 

(i.e. support for the following) 
a. Nutrition 
b. Health care access 
c. Food security 
d. Education  
e. The household’s economic situation 

 
3. Do you feel that any of these impacts (positive or negative) are because of Yekokeb Berhan? 

How do you know? (Interviewer:  for the rest of the survey, probe for Yekokeb Berhan services)  
 
Services 
 
4. Are care and support services appropriate with regards to children’s ages, gender, disabilities, 

health status etc.? Please explain. Is care and support for boys the same as for girls? Are there any 
differences in services? Please explain.  
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5. In your opinion, what services are needed and NOT being provided by community members, 
facilities, government, or community organizations?  

 

6. What is going well in providing services to vulnerable children and families? What needs to be 
improved?  Please explain. Who should take responsibility for improvements and how to do it? 

 

Targeting 
 
7.  Do you think that highly vulnerable children and families are receiving or not receiving care and 

support services? 
a. How are children selected to receive services and support from organizations?  

From government?  From community members? What percentage of highly 
vulnerable children and households do not receive care and support? Can you 
estimate the percentage if you are not sure? 

b. Are services going to children who are not in the greatest need? What percentage 
of children and households that do receive care and support are not highly 
vulnerable? Can you estimate the percentage if you are not sure? 

c. How does the program impact children who are not selected to receive services? 
(Probe for spillover)   

d. Are there any other issues with how children are selected for services? 
 

Coordinated Care Systems and referrals  
 
8. Are services and support for vulnerable children and families coordinated in this community? 

a. Is there an organized effort to improve the way services are provided to highly 
vulnerable children?  For example, helping providers organize themselves to work 
together to ensure the greatest number of vulnerable children have access to the 
range of priority services and support? Please explain. 

b. In your opinion, how are well do referrals to social services work?  Are children 
being referred for social services? Are they going to the place where they were 
referred?  Does anyone follow-up on referrals? Please explain.   

c. What are the challenges to coordinating services and support in your community?  
d. What would you do to improve the coordination of services and support in your 

community, if you could? 
 
Volunteers and paraprofessionals  

9. In your community, can you describe how volunteers are able to provide care and support?  
a. What are the strengths and weaknesses of utilizing volunteers? 
b. In your community, are there standards for volunteers who provide care? Do 

volunteers meet service standards? Are there incentives for volunteers? Please 
explain. 

 
Monitoring and evaluation 
 
10. What do you know about how care and support services are monitored in your community? Are 

activities monitored? Has monitoring data been used to improve programs? Please explain.  
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Final Comments 
 
11. Is there anything else you would want to tell me? 

 
Interviewer comments or observations: 

 
 

THIS IS THE END OF THE INTERVIEW. 
       THANK YOU FOR YOUR PARTICIPATION! 
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1E. Evaluation of Yekokeb Berhan 
Focus group discussions for community members 

Interviewer name  Time Start  
  Time End  
  Ages  
  Number of Participants  
  No. Men/No. Women  
  Confirm consent obtained  
 
We are going to ask the group questions to understand the general understanding of programs 
for highly vulnerable children in this community. Please do not share any information that is 
too personal with the group. Also please do not share sensitive information about a specific 
person or family. You may come to us after the meeting to tell us anything in private. We also 
ask you not to share what other participants have said during this meeting with anyone after 
the meeting. 
 
A. Services and service impact 

1. Can you please tell us about vulnerable children or families in your community? What makes 
children most vulnerable? What makes families most vulnerable?  
 

2. Generally, where do people in your community get information on caring for and supporting 
HVC? (Probe for media campaigns, coffee ceremonies, events, dramas, radio, etc.). 
 

3. What types of services or support do vulnerable children in your community need?  Where can 
they receive these services and support? Probe for: Who or which organizations or government 
facilities help vulnerable children or families? What types of services do children and families 
receive (PROBE: health, education, job training, household economic services)?  

 
4. What do you believe are the factors to consider when targeting care and support to the most 

vulnerable children in the community?  
a. If you know which children and families are receiving support, do you believe this community 

has targeted the most vulnerable children and families for support? 
b. If not, please explain. Do you feel as though some children or families were left out that 

should be included? Please explain.  
c. Do any children and families receive services that do not need it? If so, please explain. 
d. Compared to other communities, how well do you think your community does to target 

services to eligible beneficiaries? 
e. Do you believe the programs impact children and families even if they do NOT receive 

services at all?  How? (probe for positive and negative impacts on children and families).   
 
B. Quality of services 

5. From what you have seen in the past, have care and support services for highly vulnerable 
children been appropriate given children’s age, gender, disabilities, health status, HIV status, etc.? 
Please explain.  

a. Have there been any problems with the way care has been provided?  
b. Have there been any major community concerns? 

6. In your community, what are the major care and support gaps? What services or support are 
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important and NOT being received by vulnerable children and families?  (Consider physical 
health, healthcare, nutrition, shelter, education or vocational services, psychological wellbeing, 
legal protection, care, protection from abuse and neglect, social and/or spiritual support, and 
economic wellbeing.) What can be done to improve the situation? 
 

C. Coordinated Care Systems and referrals 
 
7. Are there many local organizations (NGOs, CBOs, Government offices) providing services for 

vulnerable children and families in this community?  
  

8. Let’s consider the number and types of services and support we’ve discussed so far. In your 
opinion, how well are services organized to provide complete care for vulnerable children and 
families?  (Probe in all domains) 
 

9. Do the service providers work together or mostly separately?  For example, do providers make 
referrals? In your opinion, how well are social service referrals working in your community? Are 
the children going if they are referred?  Why or why not?  How do you know? Please explain.   
 

10. Do you think that community systems (or actors) prioritize some services over others? If so, what 
services are prioritized in your community? Do you think this prioritization is appropriate? If so, 
please explain why.  
 

D. Volunteers 
  
11. Do people in your community give their time to help others, for example, make home visits on a 

regular basis? What types of care and support are people who give their time freely providing?  
Are there ways to provide help to vulnerable children and families besides home visits?  How can 
the free time people give to help be used better?  
 

12. In your opinion, what are the good things about the volunteers providing service?  What are the 
bad things?  Why?  
 

E. Monitoring and Evaluation 
 
13. What did you say? do you know about how care and support services are monitored in your 

community? Are activities monitored? Do you think that monitoring data been used to improve 
programs? How do you know? Please explain. 
 

14. Are there any other things related to children have care and support that you would like to tell us 
about your community? 

 
F. Final Comments 

 
15. Is there anything else you would like to tell me? 

 
Interviewer comments or observations: 

 
THIS IS THE END OF THE INTERVIEW. 

       THANK YOU FOR YOUR PARTICIPATION! 
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Evaluation of Yekokeb Berhan 
Structured Questions for Key Informant Interviews 

To Examine the Situation of Community Structures (baseline) and  
Strengthening of Community Structures (future rounds) 

(For informants at the level of Woredas, Zones, and regional Government)  
 

Date  Name of organization  Time Start   
Interviewer name  Woreda  Time 

Finish 
 

Region      
 
We want to understand your views on the community structures in kebeles throughout Ethiopia. We are 
particularly interested in the ability of community structures to meet the needs of highly vulnerable 
children (HVC) and their families. Please feel free to tell us whatever you are comfortable sharing.  

  
Highly vulnerable children and Yekokeb Berhan  
 
1. What does your organization/agency do for vulnerable children and families? What is your role at your 

organization? How long have you been in your role? What are your responsibilities related to coordinating 
care and support of HVC?  

a. Probe for details (e.g., how many people do you supervise? do you control budgets? do 
you help determine which programs are implemented? This helps us understand the 
informant’s perspective).  

 
2. In general, how well do you think the needs of highly vulnerable children and families are met in [your 

woreda, region]? Have you seen any change in meeting their needs in the past 6 months or 1 year? 
 

3. What do you believe are the strengths of services for highly vulnerable children and families [in your 
woredas or region]? What are the weaknesses of services for vulnerable children? 

 
4. What systems are functioning to respond to HVC and their families in [your woreda or region)]? What are 

the community structures in [your woredas or region]?  
 

a. What do systems and structures look like? How are they working? How do you know 
whether systems are functional or not? 

 
5. What changes have occurred in these systems or structures over the last six months? The last year? 

a. How do you know if any of these changes are occurring? (e.g. Probe for changes in 
capacity, resource mobilization, coordination, networking, supportive supervision, 
information system, program monitoring? Are these changes based on anecdotes, site 
visits, word of mouth, a ‘feeling’?) 

 
6. In providing care and support services to HVC, how do stakeholders coordinate services in the community? 

How has the way your organization coordinates with other organizations in the community changed since 
Yekokeb Berhan has started to operate in the community? 

 
7. What changes are highly vulnerable children experiencing in [your woreda or region] in the past 6 months or 1 

year? (Probe for good and bad child level outcomes in the areas of health and nutrition, psychosocial health, 
shelter, education, and other areas.)  

a. How do you know of these changes? (e.g. Monitoring data, site visits, word of mouth, a 
‘feeling’?)  

b. Are new systems or structures at the community level driving any changes? 
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8. What changes are highly vulnerable families experiencing in [your woreda, region)]? (Probe for good and 
bad household level outcomes, including: the household’s economic situation, capacity to care for children.) 

a. How do you know of these changes? (e.g. Monitoring data, site visits, word of mouth, a 
‘feeling’?)  

b. Are new systems or structures at the community level driving any changes? 
 

9. Would you say that Yekokeb Berhan has been able to enhance the coordination of services (for type of services, 
quality, number, reach services, timeliness and sustainability of services? Please explain for each. 
 

10. Do you think the quality of services for vulnerable children has changed due to new or improved community 
structures? Please explain.  

 
11. Do you think there have been changes in the appropriateness of services for vulnerable children (with regards to 

the child’s age, gender, disability, health status) due to new or improved community structures? Please explain. 
 
12. In your opinion, are there any services that are still lacking? If so, which ones? Are there any services that are 

particularly lacking that make HVC especially vulnerable? If so, which ones? 
 
13. Do the most highly vulnerable children and families receive services? Please explain your thoughts. In the last 

six months, has the targeting of services to highly vulnerable children improved, stayed the same or worsened? 
   
14. Do you believe Child Support Organizations are well functioning in [your woreda, region, or throughout 

Ethiopia]? Is there a mechanism to monitor the activities of CSOs? If so, what is it?  
 

15. Are volunteers supported by community structures/committees? If so, how? 
 

16. In your opinion, how are social service referral systems working? Are children referred for social services? If 
not, why not? Are they following through with referrals? If not, why not?    

 
a.  Has Yekokeb Berhan improved the way children seek referral services? How do you know? 

 
17. What change has there been in the capacity of communities in Ethiopia to implement coordinated care in the 

last six months or one year?   
 
18. Are the National OVC Service Standards helping to coordinate the HVC response? If yes, how so? If not, why 

not? How do you know? 
 
19. What do you know about the monitoring of community structures in your woredas, region or throughout 

Ethiopia? Are community structures and activities monitored by upper levels? Does information inform further 
implementation? Please explain. 
 

20. How do you think government provides leadership and supportive supervision to community structures for care 
and support to highly vulnerable children? Does the government use a participatory collaborative process? 
Please explain.  

 
THIS IS THE END OF THE INTERVIEW. 

       THANK YOU FOR YOUR PARTICIPATION! 



Appendix 5a. Illustrative Statements by Respondents 

Q1. What is the situation of children with regards to health, healthcare access, and education? 
Are there differences based on the child’s age, gender, health status, HVC, disabilities, or location? 

The situation with regards to health 
The situation with regards to  

healthcare access 
The situation with regards to 

education 

From caregivers (IDIs, 1b): 

Children in desert areas have little parental care, 
[not like] other areas. Therefore, they can easily 
be infected by different diseases ….Their school is 
also far from their houses, about two kilometers. 
They are expected to go an exhaustive long 
distance. When they return from school they feel 
tired, they could not relax – they feel sick.  

– Afar: 23 year-old mother of 3 living with her 
mother, husband, and 3 year-old HIV+ orphaned 
niece 
 
There are a lot of problems. We feed them 
whatever we have, and if we have nothing they 
have no choice but to live with their problems. 
You cannot call it growing up, but they have no 
choice but to live and grow up with their hunger 
and thirst….I feed them with whatever I have on 
hand, but I can do nothing when I do not have 
anything. They live like this, I mean if you can call 
that ‘life’. 

– Amhara: 39 year-old disabled grandmother who 
took in 2 young grandchildren when her daughter 
abandoned them and their father died of AIDS 
 
 

From caregivers (IDIs, 1b): 

The mother of their father works in the 
clinic. Thus, by this privilege, the children 
are treated free of charge as staff’s family – 
except for severe conditions. But the clinic is 
not well equipped with necessary equipment 
and medication. When you go to a private 
pharmacy, they will charge you more than 
40 Ethiopian birr for a simple drug. We are 
sometimes forced to use them. We do not 
have any other support except that privilege. 

– Afar: 39 year-old mother of 2 children 
 
I took him [child with autism] to the health 
center last time. I took him there many 
times. ... I was told that they couldn't help 
me. He has also a problem in speaking when 
he tries to speak. He has also a mental 
problem... autism. ... The doctors said that 
they couldn't make any difference. This is the 
only thing that the doctors told me. 

– Unknown region: 52 year-old mother of 3, 
including 1 with autism 
 
 
 
 

From caregivers (IDIs, 1b): 

Our life is totally miserable. Currently our 
children are engaged in different activities 
such as selling kollo and working on daily 
labour. One of my children who is working 
as a daily laborer is a grade 10 student. 
He is unable to pursue his education due 
to our low standard of living. 

– Oromia: 47 year-old female caregiver 
 
Because of different reasons some may not 
go to the school. Among others loss 
parents both or either one of them exposes 
children not go to the school.  The current 
trend in the community in terms of sending 
children to school is very encouraging. 
Unless very stressful situation is faced, 
children at the age of school do not stay at 
home. And, this is common across urban 
and rural areas.  

– Oromia: 50 year-old female caregiver of 
7, including 1 orphan 
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I try to fulfill our basic needs. However, it is not 
enough for him. He needs milk. He is always sick, 
the nature of the medicine by itself requires milk 
and meats, and it requires vegetables. However I 
cannot afford to fulfill all these, but he is [better] 
from time to time. 

– SNNPR: 65 year-old grandmother raising her 
HIV+ grandchild and 3 other children abandoned 
by former renters  
 
From community members (FGDs, 1e): 

Children need many things to be fulfilled for 
them. They need food, they need clothes, and they 
need exercise books and pens to go to school. 
They also need shelter; medications when they 
become ill; and emotional care and support. In 
particular, children need health services and 
checkups to keep them healthy so that they don’t 
become ill. 

– Oromia: FGD respondent 
 
Some children are spending their time at home 
because of mental illness. There is no place for 
these children to play except on the main roads, 
which are dangerous, or the fields, which exposes 
them to infectious diseases. This all leads to 
psychological problems. 

– Oromia: FGD respondent 
 

There are always conflicts at home. The children 
have been torched mentally and they are 
developing mental problems. 

– Oromia: FGD respondent 

He gets free health service and medicine 
only for HIV and related diseases, but for 
other health problems, I am the one to cover 
his heath service costs. 

– SNNPR: 65 year-old grandmother of a 
HIV+ child and caregiver of 3 children 
abandoned by former renters 
 
As I told you, my child is an HIV/AIDS 
patient. Currently he is taking medicine 
together with me. When he gets an illness, 
the organizations of OSSA and Mekane 
Yesus can give him medicines. He also had 
a serious illness in the past weeks. Then I 
took him to the hospital, but there was no 
one that could give him treatment. Most of 
the professionals were out for field work in 
the countryside. 

– Oromia: a HIV+ father caring for several 
children, at least one of whom is HIV+ 
 
From community members (FGDs, 1e): 

When children get sick, they will be 
diagnosed in health centers and given a 
prescription to collect free drugs from 
Medin Act. If the prescribed drug is not 
available at Medin Act, no one will provide 
them with funding to buy the drugs from 
private pharmacies. As they have no money, 
they either resort to the traditional way, or 
they die due to a lack of the drug. 

– SNNPR: FGD respondent 
 
 

From community members (FGDs, 1e): 

This area suffers from droughts and there 
is the shortage of food in the community. 
The production rate is very low and most 
people are starved. Consequently children 
are facing the problem of not only poor 
educational performance but also 
retarded brain development. 

– Amhara: FGD respondent 
 
Food is the major problem of all. 
Children are not interested in an 
education unless they get food. Education 
is nothing without food! 

– Oromia: FGD respondent 
 
As already mentioned, these children need 
educational materials. Even after they go 
to the school, there should be furniture 
like appropriate chairs, blackboards, 
classrooms -- and the educational system 
should be organized. If the children are 
forced to learn sitting on the ground or 
under the shadow of trees, we cannot say 
this is an adequate educational facility. It 
would be nonsense! 

– Amhara: FGD respondent 
 
 

 

 

 



From children (Community mappings, 1c): 

In our community, there are highly vulnerable 
children who usually suffer from diseases, under-
nutrition (nourishment). For example, some of the 
children have a single meal a day. Such children 
suffer from hunger, and they do not have anyone 
to take them to health centre when they get sick. 

– SNNPR: Child respondent 
 
In our village and area there are cases of 
starvation. People take their sick children to 
religious places such as a church or holy water 
for cure. This is because there is a shortage of 
money. These people are very poor. They don’t 
even have enough food. For instance, in a family 
where there are two students, one cannot have 
more than one meal per day. If one of the children 
gets breakfast, the next meal, which lunch, will be 
provided to the other child. These children are 
severely starved. There are no organizations in 
our area that provide aid to these children." 

– Amhara: Child respondent 
 
From key informants, local level (KIIs, 1d): 

There are ten or so children in each household. 
Out of the children, about 75% of them are 
malnourished.... Those unsupported malnourished 
children become severely malnourished after two 
months. If the diagnosed children are found to be 
moderately normal, they become severely 
malnourished in two months. Once they become 
severely malnourished, they will die in six months. 

– Gambella: Supervisor in the Department of 
Health and HIV 

This is an area where many children are 
born with disabilities... This is mainly 
because of the failure to take appropriate 
antenatal care by the pregnant women. The 
hospitals and health centers are a long way 
from where people live, and women cannot 
get there easily. 

– Amhara: FGD respondent 
 
From children (Community mappings, 
1c): 

Generally speaking, the physical healthcare 
and supports given to children are not 
enough. Due to shortages in clothes and 
places for sleeping there is a problem of 
hygiene. Children in our community do not 
have easy access to health care services. In 
order to obtain health facilities, we are 
expected to travel to Methehara town. 

– Oromia: Child respondent 
 
They take them to health center, because 
they can't afford the private clinic. As they 
don't have the ability to pay, no one lends to 
them, thinking that they will not be paid 
back. So, they take them [the children] to 
low cost government clinics. 

– Oromia: Child respondent 

If they have a close relative or somebody to 
provide support, they can get medical 
treatment. Otherwise, there is no medical 
treatment without payment. 

– Amhara: Child respondent 

From children (Community mappings, 
1c): 

Many children whose age has reached the 
age for school enrolment are not at 
school. [This is] because some children 
work as daily labourers for a living and 
this means they are unable to learn like 
others. Also, there are children who don't 
have enough food, but still they come to 
school. But many children don't learn. 

– Amhara: Child respondent 
 
There are also who bring children from 
other areas, promising to teach them. But 
they don't let them go to school. It 
happens frequently that people bring 
mostly girls from other areas, and it is the 
girls who are obliged to drop out of 
school. 

– Oromia: Child respondent 
 
Yes, there are children who do not go to 
school in our community. Children from 
poor families do not go school; rather 
they become engaged in income 
generating activities like working as daily 
laborers, shoeshiners, and females as 
domestic workers at the expense of their 
schooling. 

– Oromia: Child respondent 
 
 

 



The health situation is a serious problem. Most 
particularly, epilepsy has adverse health effects 
on the children. As a result they face physical 
injuries and there is the problem of [obtaining] 
treatment. 

– Amhara: Officer in the Women and Children’s 
Office 
 
In rural areas, it is not uncommon for families to 
share living rooms with domestic animals, with a 
profound effect on the physical health of children. 
This implies that the basic needs of most children, 
like shelter and food, are not yet met. 

– Oromia: Planning and Program Officer in the 
Saden Sodo Women and Children Affairs Office 
 
 

 

From key informants, local level (KIIs, 
1d): 

[Regarding] their health ...  even though 
there is the extension program for 
prevention goals, due to poor living 
conditions the children are easily 
susceptible for diseases. And at such times, 
there are many ups and downs to get 
medical access, and they may get it after 
many trials. We have taken this as a major 
problem. In addition, since now it is a rainy 
season there is shortage of food supply and 
most importantly we have seen some kids 
who are obviously starved as their faces tell.  

– Amhara: Woreda volunteer 
 
The provision of health is found only when 
there is an illness from the community. 
There is no primary prevention mechanism 
due to the poor awareness activity. This 
needs great attention, and the organization 
of Yekokeb Berhan can conduct different 
studies and assessment on this issue. This is 
one of the things which is not provided 
together with the education support in this 
community. 

– Afar: Woreda volunteer 

From key informants, local level (KIIs, 
1d): 

A girl whom I know is a grade 5student.... 
First she dropped her class as her family 
didn’t allow her to go regularly. Then we 
wrote her a reference letter to start her 
class again. But she didn’t want to 
continue … and told me the secret behind 
this. Her family members are planning to 
send her to Dubai for work, but she is as 
little as 12 years of old. This is the reason 
that makes her leave her schooling. 

– Amhara: Woreda volunteer 
 
The provision of learning materials is a 
serious problem in this area. We all know 
that school dropout is a major obstacle 
for quality education. 

– Amhara: Volunteer 
 
From key informants, higher level 
(KIIs, 1f): 

It is better to solve and work on the causes 
resulting in vulnerability than addressing 
the needs of highly vulnerable children 
and families. If you focus on their need 
you never satisfy it as the need of human 
beings is unlimited. For example, if you 
buy exercise book today, tomorrow they 
look for a bag, once you buy the bag they 
continue looking for bicycle implying their 
demand is unlimited. 

– Oromia: Officer in the Women and 
Children’s Office 



Appendix 5b. Illustrative Statements by Respondents 

Major child protection issues 

Safety Child labor Sexual abuse 

From children (Community mappings, 
1c): 

In this community the safety of children is 
not protected. This is because girls are 
getting marriage while they are under age. 
Sometimes they face rape. The other 
common thing is there is not enough love 
and care for children….You can witness 
this in the family, neighborhood, and at 
school. Therefore, it is difficult to say 
children are safe in this community.  

– Amhara: Child respondent 
 
In most cases this is common at the grade 9 
students. Teachers are making threatening 
actions at female students if they don’t 
accept their question. … There is also some 
violence directed at those clever female 
students. For instance, male students come 
and ask the girls to do their assignment. If 
they fail to do that, they beat them violently 
or give them an ultimatum. When they come 
and go to the school, they are provoked by 
the boys and their peer groups. These are 
all negative influences and push girls to 
drop their school. 

– Amhara: Child respondent 

From children (Community mappings, 1c): 

There is no one who is taking care of the safety of children 
and help us to be free from child labor. In our community our 
culture is advocating children need to do whatever they are 
asked by their parents. Therefore we are engaged in difficult 
work for long hours. This is a huge problem and we are in 
need of someone who can assist us to solve these problems.  

– Amhara: Child respondent 
 
[They are afraid of] their family. For example, whether a 
child carries 10 litters, 20 litters, or whatever amount of 
litters she is going to carry, she would be too afraid of her 
family to tell to the police. Because she wants to stay alive – 
even if they are going to kill her…. Yes. There are lot of these 
cases.  

– Oromia: Child respondent 
 
In some places there are children who are forced to 
work. ....there are a lot of children. For example, those 
people who work with carts, they make the children work. 
There are [children] who spend the day with one birr worth 
of bread. There are those who spend the day by pushing stone 
from the cliff because their father makes them work. There 
are parents who do this. 

– SNNPR: Child respondent 
 

From children (Community 
mappings, 1c): 

In our area, the family is not in a 
position to provide support. For 
example, if a man rapes a woman the 
family will say, "it is up to you". They 
won’t say, "what should we do?" ... 
What she will do is be involved in 
commercial sex work since her life 
has been already ruined, and do 
other bad things. ... the family and the 
community won’t think of a way to 
solve the problem because they don’t 
have that much knowledge. 

– SNNPR: Child respondent 
 
Currently, many things have 
improved. There is no such abuse as 
in the old times. But, when we go to 
collect fire wood, we might get raped, 
and we will be forced to get married 
at an early age. Other than this it is 
good. 

– Amhara: Child respondent 
 
 
 



Children can be protected from physical 
assault if the household provides the 
necessary care. Unless the parents 
(household heads/elders) provide the 
proper care and follow-up, the children 
may face physical assault (harm) when they 
are out of the home. 

– SNNPR: Child respondent 
 
In this community the children’s safety is 
not protected. For example child trafficking 
is common in this community. Girls get 
raped occasionally. Most of children who 
are vulnerable are the ones who lost their 
parents and they don’t get love and 
support. When children do something 
wrong, they will face serious physical 
punishment. Hence they face serious 
physical injuries and emotional 
disturbance. The support provided for such 
children is not enough.  

– Amhara: Child respondent 
 
From key informants, local level (KIIs, 
1d): 

Others [especially orphans] are in danger. 
They might go to school and come back 
each day. They might live in someone’s 
house. They need support…. There are 
people who are living in illegal houses, in 
poor condition. Their houses are made of 
grass. At least if it could be changed into 
corrugated iron, it will be good. 

 – Oromia: Kebele volunteer  

There are children who are forced to work all day long. Some 
children are reluctant to take their case to the legal offices 
fearing that they will not have any verdict. But there are more 
who appeal to the legal offices. At the same time, some 
children hide the problem [rather than] tell on the family.  

– Amhara: Child respondent 
 
Many children whose age has reached the age for school 
enrolment are not at school. [This is] because some children 
work as daily labourers for a living and this means they are 
unable to learn like others. 

– Amhara: Child respondent 
 
There is a need to have a place where children are free from 
abuse. If children have good and educated family they don’t 
do any work. Even if it is not dangerous parents might expect 
their children to do something for the family. Parents are the 
ultimate decision makers in the life of the children are they 
impacted the life of the children. Girls are expected to do 
more activities in the household. Girls are not allowed to 
move out side of the house freely. 

– Addis Ababa: Child respondent 
 
From key informants, local level (KIIs, 1d): 

These children who migrate to this town do not have 
relatives or any social support upon their arrival to the city. 
They inevitably exposed to the street life. When we see the 
age of this migrant children they are so yung that most of 
them are fourteen (14) or twelve (12) years old. Most of them 
lead their life by engaging in begging. They follow the 
footstep of the tourists and they are making things difficult. 

– Oromia, Officer 
 

For example, if a girl is raped at 
school, she will be afraid to tell to her 
family. By the time her belly becomes 
big, they will say: "from where have 
you brought this?" and she will be 
forced to leave the house, and she 
will be at the streets. And she will be 
a street child. The family won’t even 
look back at her ... She will be the 
one who is going to suffer. But a man 
abused her.... 

– SNNPR: Child respondent 
 
In most cases this is common at the 
grade 9 students. Teachers are 
making threatening actions over 
female students if they don’t accept 
their question. All these are therefore 
obstacles to the effectiveness of their 
education. There is also some 
violence on those clever female 
students. For instance male students 
come and ask the girls to do their 
assignment. If they fail to do that, 
they beat them violently or give them 
an ultimatum. When they come and 
go to the school, they are provoked 
by the boys and their peer groups. 
These are all negative influences and 
push girls to drop their school. 
 
– Amhara: Child respondent 
 
 
 



"...a girl whom I know is a grade 5 student. 
I called her to come and collect the 
education materials. First she dropped her 
class as her family didn’t allow her to go to 
regularly. Then we wrote her reference 
letter to start her class again. But she 
didn’t want to continue her class and lastly 
told me the secret behind. The family 
members are planning to send her to Dubai 
for work, but she is as little as 12 years of 
old. This is the reason that makes her leave 
her schooling." 

– Amhara: Kebele volunteer  
 

A girl whom I know is a grade 5 student. I called her to come 
and collect the education materials. First she dropped her 
class as her family didn’t allow her to go to regularly. Then 
we wrote her reference letter to start her class again. But she 
didn’t want to continue her class and lastly told me the secret 
behind. The family members are planning to send her to 
Dubai for work, but she is as little as 12 years of old. This is 
the reason that makes her leave her schooling. 

– Amhara: Woreda Volunteer 

Therefore there are children who can’t totally attend their 
education due to various economic problems. But some 
others whose age range is above 15 are engaged in different 
activities and learn their education as well as support their 
family by selling lotteries, and doing labor work.  

– Amhara: Woreda Project Officer 
 
There are many children who are vulnerable in our locality 
due to the problem of economy, and family’s incapability to 
give them care and support. Even those whom I give caring 
are the daughters and sons of elderly people whose age 
ranges are between70-80. These children engaged in a part 
time work after school and sell chewing gums, cigarette, 
kollo moving in different places. 

– Amhara: Woreda community worker 

From key informants, local level 
(KIIs, 1d): 

An exceptional case is also being 
made to help a female girl. She was 
forced to have unwanted sex and 
gave birth. Currently, she is living 
with her son and faced various 
problems. Thus special support is 
made to her by giving different 
materials and making financial 
contributions. 

– Amhara: Woreda volunteer 
 
Boys and girls have different needs - 
for protection against sexual 
predation for example. 

– Amhara: Volunteer in the Woreda 
Women’s and Children’s Office 
 
 
 
 
 

 



Appendix 5c. Illustrative Statements by Respondents 

Q2. Are highly vulnerable children receiving care and support services? 
What are the characteristics of children that receive care and support? 

On receiving services, and impact On which children receive services On lack of services 

From caregivers (IDIs, 1b): 

I thought they will face problems. They 
have dropped out of school and I had a 
fear that they may not go to school. Now 
they will continue their education. With 
happiness. Now they have been given 
uniforms. They have been given exercise 
books.  

– Addis Ababa: 32 year-old male 
caregiver  
 
Yes, they provided the child with an 
exercise book and shoes that helped 
greatly in attending school. Such 
support services are a recent 
phenomenon, mainly after I begun 
providing care for the orphaned child. I 
have appreciated much about the care 
and support program being offered to 
vulnerable children in the community.   

– Oromia: 50 year-old female caregiver  
 
Well, I cried when he told me to take the 
flour. It is the depth of my trouble that 
forced me to beg.  

– Amhara: 39 year-old female caregiver  

From caregivers (IDIs, 1b): 

They told me that the support is given to people who 
are infected and affected by HIV/AIDS, for orphans… 
these orphans are given exercise books, pens once in 
three months time." Who gives support? "The 
Woreda…. The Woreda people have given the 
support by bringing car and they went back. 

– Region unknown: 34 year-old male caregiver  
 

My sister’s child lives with us. Her parents died 
because of HIV. There is health care service only for 
her...the health post also gives support to her….[Her 
HIV status] was assured through a medical test. That 
is why they give the support to her and she has a 
special medical follow up.  

– Afar: 23 year-old female caregiver 
 
It is because of the burden of bringing up all the 
children ....Given my loneliness, poverty and the 
disease of the child, the support came through the 
“Mekane Eyesus” church. It is my loneliness and 
poverty ...and the disease that serves as grounds to 
receive the support. 

– SNNPR: 42 year-old female caregiver  
 
 

From caregivers (IDIs, 1b): 

There are places outside of urban areas... 
[where] the children whose families aren’t rich 
[live]. Some of the organizations have promised 
to work with their families but I haven’t seen an 
activity geared towards bringing these children 
together. Our children and other children who 
are living in even worse conditions than us can 
be benefited, educated, and be changed. It would 
be good if is completed soon. 

– Afar: 50 year-old male caregiver 
 
For my young child, he was given educational 
materials such as pen, pencils, and exercise 
books. But there are no other supports made in 
health, food, shelter and psychosocial supports. 

– Oromia: 47 year-old female caregiver   
 
Previously the organization supported him 
through medicine, food, soap, milk, and the like. 
Now they stopped the support. By now, he does 
not get basic things that he needs for his life. 
There is no one that can provide his educational 
materials. 

– SNNPR: 65 year-old female caregiver, 
regarding her HIV-positive grandchild 



From community members (FGDs, 
1e): 

There are some needy families and 
children that are being provided with 
temporary economic support, and 
during holidays and such seasons, some 
of them are provided with educational 
materials. That is what has been 
attempted as a community. 

– Amhara: FGD respondent 
 
From children (Community 
mappings, 1c): 

I personally have got services from both 
REST and Donbosco....Donbosco gives 
me different educational materials and it 
was very helpful for my education. I 
have also been given a blanket from 
REST and that was also very important 
to me.... 

– Tigray: Child respondent  
 
In a home where there is no food to eat, 
such support is very important. We 
benefited a lot from the food support 
provided, even though it is not adequate. 
Since we have no choice, we just say, 
"[we are] satisfied". It helped us to 
elongate our life and ensure our 
survival. But we are not yet satisfied 
that its quantity is adequate for all 
community members. 

– Oromia: Child respondent  

This child [the one with autism], for example, can 
potentially receive more support for his physical and 
mental disabilities. Had he been registered as one of 
the children who have such disabilities, he could 
have benefited more than what he receives now as a 
normal child. However, his is not included in the 
program for the children with disabilities. Therefore, 
we are not receiving additional support other than 
the support given for normal children. 

– Region unknown: 52 year-old female caregiver 
with 4 children, including 1 with autism 
 
From community members (FGDs, 1e): 

The children receiving school materials and 
uniforms are those whose parents or caregivers are 
not able to fulfill their needs for schooling. If there is 
no such support these children do not have any 
option except to drop out from school, which would 
aggravate their future vulnerability. These children 
also obtain soap, oil and cereals like wheat. 

– Oromia: FGD respondent 
 
In our kebele there are two children who have the 
problems of a bone illness and mental disorder. But 
the organizations haven't provided any kind of 
special treatment considering their disability. The 
organizations always see the problem of children 
from only one perspective - they give priority to 
those children who are thin and needy of food 
provision 

– Amhara: FGD respondent 
 
 
 

From community members (FGDs, 1e): 

The children are getting school materials, but 
these children also need food and clothing. I 
think that food would resolve a great proportion 
of their problems 

– Amhara: FGD respondent 
 
The community's needs aren't well assessed. For 
instance, a girl who was given soap and other 
chemical for washing purpose was complaining 
about the service. She said, "I don't want to 
drink and die by this chemical. I just want food” 

– Amhara: FGD respondent 
 
At the work place, people ask whether we 
received the rations and uniforms, which have 
been given to them or other people. We know 
nothing of this! We are registered on paper, but 
we are not actually given the support 

– Oromia: FGD respondent 
 
From children (Community mappings, 1c): 

For instance some who don't go to school 
because of lack of support, they get Mango, 
Banana or Orange to sell. When at the time of 
payment fail to reimburse it fully, that person 
will never give them again. Even if they go to 
other person no one is willing to lend them. 
Because they fail to pay fully, no one is willing 
to lend them. 

– Oromia: Child respondent  
 
 



For instance, there were children who 
used to play with us, [and they told us] 
they will drop out of school because of 
the problem they faced. But after they 
got the support, they could come to 
school without any problem. They paid 
their house rent, education expense, and 
had food support. 

– Amhara: Child respondent 
 
From key informants, local level 
(KIIs, 1d): 

Chadet has given people cows in order 
for them to stand on their feet. There are 
also people who have been given 2,500 
birr and food for the cows for a start. 

– Amhara: Woreda officer 
 
In this area, reconstruction of houses is 
one of the most successful activities we 
have ever undertaken, and for which we 
have been acknowledged by the woreda 
administrative office. Being provided 
with only 910 birr, we raised money in 
the community, and reconstructed the 
building with more than 6,000 birr. That 
building used to leak and the children 
were forced to sit beneath the table 
during the rainy season! 

– Oromia: Food facilitator 
 
 
 

We have decided that the priority should be given to 
the most destitute. Most of those selected are in fact 
children and families with nothing to eat and with 
lack of educational materials. 

– Amhara: FGD respondent 
 
From children (Community mappings, 1c): 

In different NGOs, when they want to give support, 
most of the time they want those children with age 6-
10 [to get it] and those children aged from 12 – 17 
and above won’t get the chance. .... I don’t know 
why. 

– SNNPR: Child respondent 
 
Yes, there are non-governmental organizations 
which provide care and support for orphaned 
children. For example, they came to our school and 
asked those children who had lost their parents to 
register, and they provided us with exercise books 
and uniforms. ...  The organization which supports us 
is known as Yekokeb Berhan. We are not sure about 
its name, [but] this is what we heard about. 

– Oromia: Child respondent 
 
When a support of wheat is given by a NGO, it seems 
fair regarding the sex. But it won’t reach the poor. 
Even though the support has come for the poor, it 
will be finished after being divided among those who 
have a higher status. ... Women don’t get much. ... 
The men, because they are strong, they can push. ... 
the women get frustrated and they will leave. And so, 
the men will receive the support. ...The support that 
has arrived doesn’t reach to the poor. 

– SNNPR: Child respondent 

So far, we didn't get anything. Now there is one 
organization called Propride. It registered us. I 
hope Propride or Yekokeb Birhan organization 
starts this month to support us.  At least we can 
be relieved from working as daily labourers and 
we hopefully can study with our class. 

– Amhara: Child respondent 
 
"Sometimes, they may go to church to get 
counseling or support. Unless they go to demand 
support, no one comes to them to provide what 
they need. 

– SNNPR: Child respondent 
 
From key informants, local level (KIIs, 1d): 

Some families who children are registered and 
didn't get the support are complaining. They 
also appeal to the kebele and ask why they are 
ignored while others are supported. This makes 
negative attitudes on some fothe community 
members. It is clear that every people are in 
need of getting the support soon. 

– Amhara: Woreda volunteer 
 
Both organizations [HOPE and ISAPSO] are 
not in a position to satisfy the entire needs of 
chilren as well as all vulnerable children and 
families. Generally, the needs of children are 
not yet addressed. 

– Oromia: Planning and Program Officer in the 
Saden Sodo Women and Children Affairs Office 
 
 



Those people who need support are 
great in number and reach about 1667. 
The volunteer workers are also 75. 
When we are working with them, it is 
impossible to conclude that all can get 
enough support. But according to the 
report made by the volunteer workers 
and as we see it in the committee, we 
believe that those children are getting 
enough care and support. There is also 
some reservation on this conclusion as 
volunteer workers usually miss their visit 
to the place 2-3 days within a week. 
These volunteer workers are not paid, so 
it is hard to say all have got the 
necessary support. 

– Amhara: Woreda volunteer 
 
 

 

 

 

 

 

 

 

 

 

 

 

In different NGOs, when they want to give support, 
most of the time they want those children with age 6-
10 [to get it] and those children aged from 12 – 17 
won’t get the chance. Those who give the support 
won’t give [to older children]. I don’t know why.  

– SNNPR: Child respondent 
 
From key informants, local level (KIIs, 1d): 

All forms of services that are being given to the 
children in the community are equal. There is neither 
any kind of discrimination nor special consideration 
to the children who have physical disability. The 
same is true on the status of the children’s age and 
gender. … The services to the woreda are brought in 
the name of orphans. So from the community’s [point 
of view], those who are believed to be vulnerable are 
getting the support….children who are physically 
disabled and others who face other illnesses are 
considered as orphans just to get the service. But as 
to the facts, all of them aren’t orphans and rather 
live with their parents. The problem, however, is they 
are suffering from miserable things due to a shortage 
of food and other basic needs such as shelter. 

– SNNPR: Health CHIV Bureau Officer 
 
The non-governmental organizations take into 
consideration the ages, gender, disability and health 
status of the beneficiaries. In order to provide care 
and support for vulnerable children, non-
governmental organizations come with their 
proposal to our office. After looking at their 
proposal, the selection process follows. 

– Oromia: Planning and Program Officer in the 
Saden Sodo Women and Children Affairs Office 

There are many children who didn’t get the 
opportunity to the service provision that will be 
given by the organization. If we try to enumerate 
ones and visit the number of children in the 
community, we will find more needy people. You 
can find children that are able to attend their 
education, but dropped their school due to 
financial and economic problems and spend the 
nights at the veranda. I can estimate them as 
80% of them are not getting this service.  

– Oromia: Officer in the Department of Women 
and Children Affairs  
 
From key informants, higher level (KIIs, 1f): 

The project never addresses all the demands of 
the HVC and their children. Using the effort of 
the CCCs and the entire community we are 
striving to fulfill the identified gaps. This doesn’t 
mean that there are HVC and their families 
which need other services. 
– Tigray: Officer at the Tigray Relief Society 
 
There were various needs that needs to be 
addressed to meet the needs of children.  
It might be economical, psychosocial, legal care 
and support. But these supports were obtained 
from different organizations in uncoordinated 
manner…some children are also in need of 
health and education facilities. 
– Amhara: Officer in the Bureau of Women, 
Children and Youth Affairs 



From key informants, higher level 
(KIIs, 1f): 

Though the organization cannot address 
all the needs of vulnerable children, 
most of their needs are addressed by 
this organization. This is done because 
the major roles of this organization are 
to give support for child’s rights 
protection and to give care. As I told 
you, by community awareness raising 
the organization makes the community 
members participate in child support 
and caring. Furthermore, the 
organization has working relationship 
with different potential government 
stakeholders to address the needs of 
vulnerable children. Therefore, it is 
possible to say that most of their needs 
are addressed. 

– Addis Ababa: Officer in the Bureau of 
Women, Children and Youth Affairs 

From key informants, higher level (KIIs, 1f): 

Among the support, sponsorship is the first one. The 
sponsorship support mechanism focused on giving 
support for vulnerable children without separating 
them from their relatives, caregivers, or parents. In 
the sponsorship support mechanism the organization, 
give support like educational support, food aid and 
the like. The organization tries to mobilize different 
potential skate holders for this support mechanism. 
In addition the organization gives support for……. 
children who don’t have parents or caregivers that 
can help them. Reunification is also another role of 
our organization, after engaging this organization 
for institutional care, if there are willing families or 
care givers the organization give reunification 
service to link children with their family. 

– Oromia: Officer in the Bureau of Women, Children 
and Youth Affairs  
 

 



Appendix 5d. Illustrative Statements by Respondents 

Q3. What is the situation of families with regards to caregiving, coping, food security and the economic situation? 

The situation with regards to caregiving The situation with regards to coping 

From caregivers (IDIs, 1b): 

Our problem is the house leaks during this rainy season. Over there, the 
ceiling leaks water. This is our main problem. We do not have an appropriate 
private toilet. The toilet is not properly constructed and we always fear that 
the children may be injured. It has no ceiling and it is too old. 

– Oromia: 44 year-old HIV+ caregiver of 5 children, 1 of whom is HIV-
positive 
 
Of course! I have trouble meeting children needs...He needs a separate bed 
for himself, now he is  mature; he don’t want to sleep together with me, he 
want to sleep alone, but still he is with me....He is ten years old, now he needs 
bed, bed sheet, blanket, soap, shoe, and so forth. He needs all these things for 
himself alone. 

– SNNPR: 65 year-old grandmother raising her HIV+ grandchild and 3 other 
children abandoned by former renters  
 
[I] absolutely [have trouble meeting the children's needs]. These days I am 
not able to meet the needs of the children. I cannot cover the cost of the thing 
what they need and ask me to fulfill. When I have the ability to fulfill their 
needs, I do so. If I do not have the ability, I tell them to hope for what the 
Almighty God brings. 

– SNNPR: 42 year-old mother of 7, with two sets of twins, a daughter with a 
disability, and an ill husband 
 
 

From caregivers (IDIs, 1b): 

For example, we need food. I am living in my relative's house. I 
don't have my own shelter, rather doubled with relatives. Since I 
am living with my relatives and my fear is that if I die, what if 
they throw my children out. (crying)… yes, I feel very much [that 
it is important]... now I am supporting them, trying my level best. 

– Region unknown: HIV+ father of 3 young children with HIV+ 
wife  

As you can see I am aging and ailing. I broke my right hand and I 
am using my left hand, even to eat. Their father has died and their 
mother does not settle for a life. She simply wanders here and 
there with their children, and it is as if she is dead. So I have 
taken the responsibility of raising the children. 

– Amhara: 39 year-old disabled grandmother who took in 2 young 
grandchildren when her daughter abandoned them and their father 
died of AIDS 
 
Through all my strength and with the help I get from the 
government [I will manage financially in case of an emergency]. I 
will try to get the treatment with the paper I have. But if I 
couldn’t, I would let the government know. What else is there [to 
do]? Let something terrible not happen to me and to my daughter. 
If [it] did, I will tell the government. I have nothing. 

– Addis Ababa: 32 year-old father of 5 children 
 
 



I do face many problems…. I have never bought shoes for my children, 
because I couldn't afford [them]… the good thing is that they don't 
complain…. They do also have a problem in clothes… I don't buy them clothes 
at least once in a year… clothes are bought once in three years. 

– Region unknown: 34 year-old male caregiver 
 
On the house we have a threat, and the brick, as you see, is cracking. Most 
particularly, in the winter time it is so problematic, and some day it will 
totally [fall to] ruin. At this time, it is hard to find a place, and mostly house 
renters aren’t interested in these family members. So we always worry about 
our own life. 

– Oromia: 47 year-old mother of 7 children 
 
From community members (FGDs, 1e): 

With large family sizes and limited resources, it is very hard for many families 
in our locality to address the different needs. A child may have school 
materials and a uniform to go to school. However, it may be difficult for the 
child to get one meal per day. This suggests that the needs of many children in 
our community are not yet satisfied.... 

– Oromia: FGD respondent 
 
Many members of the community are not able to fulfill the needs of their 
children when they have large families. As a daily laborer, I cannot earn 
enough to build adequate shelter, buy school materials or feed my children 
properly. 

– Oromia: FGD respondent 
 
My child asks each night 'why don't you buy me an exercise book? My friends 
have already got exercise books', and I tell him to wait for a while because I 
am expecting support from an organization. I tell him that if he gets the 
materials, he will go to school, but if not, he will have to drop school and 
collect animal dung. 

– Oromia: FGD respondent 

[I] am not only responsible for raising this child. There also 3 
others [that] I am responsible for. Their parents left their children 
here; they were renters in my house. This girl is one of them. Now 
she is becoming matured, and she can help me through household 
activities. However, there are two little children [and] I am fully 
responsible for them. My life is from hand to mouth. At an earlier 
time, there was good business activity. If you did properly, you 
can got profit from your work, but in recent times, it is difficult. 

– SNNPR: 65 year-old grandmother raising her HIV+ grandchild 
and 3 other children abandoned by former renters  
 
From community members (FGDs, 1e): 

These days, people who are living in rental houses are the most 
disadvantaged people in Ethiopia. Since the housing rent is 
increasing every day, in order to cover [the rent] they have to 
reduce their expenditures on their children. There are women 
who have had to turn to selling sex for money. 

– Addis Ababa: FGD respondent  
 
The life of each farmer in this locality is very difficult. Children 
are born healthy, but after a time they face various problems and 
get ill. This is mainly related to the poor sanitary conditions and 
lack of sufficient food in the area 

– Amhara: FGD respondent 
 
From children (Community mappings, 1c): 

Most people lose their life because of lack of effective health care 
services. This is not because there are no [high] quality health 
care services. Rather this is because of that -- the poor people 
can't afford the cost of health care services. 

– Tigray: Child respondent 
 
 



From children (Community mappings, 1c): 

If I am in trouble there is no one who is going to help me. .... For example, if a 
girl is raped at school, she will be afraid to tell her family. By the time her 
belly becomes big, they will say: "from where have you brought this?" and she 
will be forced to leave the house, and she will be on the streets. And she will 
be a street child. The family won’t even look back at her ... She will be the one 
who is going to suffer. But a man abused her.... 

– SNNPR: Child respondent 
 
They lack awareness on personal hygiene and do not use water for cleaning 
their clothes. Most parents do not have proper awareness about the 
upbringing of children in the community. Still, there is backward thinking that 
does not give a priority to children. 

– Oromia: Child respondent 
 
At the family level, female children are subjugated to the verbal abuse of their 
parents or guardians. They say to them: ‘what would you do for me after you 
complete your study’ or ‘you can’t reach anywhere [achieve anything]. This is 
commonly the form of the abuse in the family, where they make remarks 
during the shortage of finances to support their children in the education 
sector. In addition to this, when there is the problem of abuse in the family 
against the children, they also have the bad feeling in their psychological 
conditions. Most particularly, the violence and abuse are common for female 
students in the school through beating, low results, and sometimes gender 
based offences. 

– Amhara: Child respondent 
 
Quite often, households of lower income do not provide proper care for their 
children in our community. Unless the child goes out of the home to work and 
earn some income, the household does not provide him food. Besides, there is 
no frequent follow-up as to the whereabouts of the child. Thus, such children 
suffer greatly. 

– SNNPR: Child respondent 
 

Children who can't afford to pay can be expelled from school. 
Moreover, if the children don't have uniforms, they are not 
allowed to enter the school compound, or they are usually given 
home work and if they lack exercise books to work with, they can 
be sent away from school. Despite the parents’ interest in having 
their children be in school, because of an inability to fulfill 
financial demands, they can’t keep their children in school. 

– Oromia: Child respondent 
 
My family earns 30 birr per day [and] they aren’t able to buy all 
the necessary materials for home consumption. When my 
educational needs are added on this, it will put my family in 
trouble. Now, I fail to attend school and lack the interest of 
pursuing my education ... Apart from this, if the children face 
health problems, they don’t get treated as there is economic 
limitation. 

– Amhara: Child respondent 
 
From key informants, local level (KIIs, 1d): 

Having seen my assessment, I said to myself – if there is another 
term that is different from ‘vulnerable’ [that I can use to] 
describe the situation, I may use that more. The existing situation 
is the worst form, and it is exacerbated, and more exaggerated 
than you think. 

– Amhara: Woreda project officer 
 
Mothers are concerned about having something to eat each day in 
this community. There are many children who are not supported 
by their fathers. There are also many orphan children. There are 
parents who are in bed because of different illnesses. ... If a 
person gets a full time job, another can also get work like 
cleaning that person clothes. But if everybody is not working, that 
is a problem.  

– Oromia: Kebele volunteer 



Nowadays, the number of abductions has increased, but people are not 
thinking to stop it. Those men who are very old want to marry [young girls] 
like us. People don’t think to stop this, because they want money.  Thus, we 
can’t overcome this problem, because we can’t do anything, because we can’t 
get out of the house. There is nothing we can do except to marry and have a 
hard time, because there is no support from the family or the community. 

– SNNPR: Child respondent 
 
At the family level female children are subjugated to the verbal abuse of their 
parents or guardians. They say them what would you do to me after you 
complete your study or you can’t reach anywhere.  This is commonly the form 
of the abuse in the family where they remark it during the shortage of finances 
to support their children in the education sector. In addition to this, when 
there is the problem of abuse from the family against the children, they also 
have the bad feeling in their psychological conditions. Most particularly the 
violence and abuse are common on female students in the school through 
beating, low results, and sometimes gender based offences. 

– Amhara: Child respondent 
 
From key informants, local level (KIIs, 1d): 

For children living with their biological families, there is no problem in 
respect to psychosocial development. However, for orphaned children living 
with extended families, there may be no consideration for the psychosocial 
health. The absence of the possibility for positive interactions for sharing 
their hopes and doubts affects the psychological well being of orphaned 
children. 

– Oromia: Planning and Program officer 
 
If there are five children in one household, three of them will be contracted 
out to relatives to look after their cattle. With that income from the children, 
the parents will cover the cost of food, or house rent, or any other household 
expenditure. This is how they use their children in this locality. 

– Oromia: Food facilitator  
 

Even though the majority of the community strives to meet the 
different needs of children, still there are some parents who are 
not able to satisfy their children’s needs basically as a result of 
economic factors and growing crises. 

– Oromia: Delegate, Manager of Health Station 
 
 
 
 
 
 



 

The situation with regards to food security The situation with regards to the economic situation 

From caregivers (IDIs, 1b): 

It is hard to tell you our problem and way of life. It is totally a 
life of misery and poverty. So we all strive and work to bring 
home something to eat. We collect all brought and pay for 
house rent, and then the remaining 100 birr will be used for 
monthly consumption for a family. Food is always scarce in 
our home. So I can say we just taste and smell it than eating. 

– Oromia: 47 year old mother of 7 children 
 
Yes, when my mother is unable to sell the injera that she baked, 
she is frustrated and upset. And the children are sometimes 
forced to go to their bed without adequate or no dinner.... If the 
injera is not sold, we do not have money for oil, salt and other 
vegetables for cooking and thus, we are forced to spend the 
night without food. 

– Oromia: 47 year old mother of 3 children, one with heart 
condition and another with a mental disability, living with her 
own mother who cares for her HIV-positive, orphaned niece 
 
There is a shortage of food, okay. To be honest there is no 
breakfast. When the children go out [to go] to school, they will 
never eat anything. After school, they may eat something with 
the family though not enough. I never consider the nutritious 
value of the food, rather focus to find food. But we prepare the 
food we get neatly and use it for daily consumption. 

– Amhara: 42 year-old caregiver of 2 daughters, whose spouse 
died years ago 
 
 
 

From caregivers (IDIs, 1b): 

Nature has said no [nature has turned its face upon us]. There was no rain. The 
land here only yields fruit during the small rainy season [April- May], and even 
then, only sorghum one can grow. If there is no rain during the small rainy 
season, there is always drought...part of what we sow, expecting at least some 
harvest, was spoiled by the ice [ice rain]….we borrow money whenever possible 
or we take money from different people in the community [or we take money from 
here and there] ... I borrow with the hope that we might get some money…Maybe 
if nature reconciles with us .... 

– Amhara: 39 year-old disabled grandmother who took in 2 young grandchildren 
when her daughter abandoned them and their father died of HIV/AIDS 
 
Even though we do not have a significant amount of saving in banks, my father 
has a salary. But I am a homemaker. Let say we have ‘equb’(- a common 
tradition among Ethiopian which is lottery kind of saving collectively) for which 
we pay five birr per a day....We put aside small amount of money for our 
children. This is how we lead our life but we do not have a significant saving in 
banks. 

– Afar: 39 year-old mother of 2 children 

[Having some] initial capital is the most basic thing to start business in our area. 
Here there is no saving and credit association, therefore you have to have the 
money when you think about business. Previously there was a kind of saving 
association and we started to save five birr per week. Finally, the association was 
not successful, then it moved out.....it disappeared. If the association survived 
still, we can borrow money and we can start the business easily. Unfortunately, 
we cannot do anything because of scarcity of money. The only option what have 
at hand is using the money properly that is provided by my husband. 

– Afar: 23 year-old mother of 3 children, living with her mother who took in 
respondents’ 3 year old HIV+ orphaned niece 



We eat 'injera' mostly. Sometimes we eat beans and peas…. 
Since vegetables are also expensive, we eat them once in a 
while. It is expensive. Everything is expensive. Potatoes are 
also expensive. 

– Region unknown: 52 year-old mother of 3, including one 
autistic child 
 
From community members (FGDs, 1e): 

The major cause of poverty is the lack of resources for 
production. Most of the poor people in this area do not have 
land to work on. When they do not have land to work, they 
migrate to the cities, where they end up living on the streets. 
Their only hope of eating is to beg, steal, or eat garbage. 

– Amhara: FGD respondent  
 
From children (Community mappings, 1c): 

In our village and area there are cases of starvation.... This is 
because there is a shortage of money. For instance, in a family 
where there are two students, one cannot have more than one 
meal per day. If one of the children gets breakfast, the next 
meal, which is lunch, will be provided to the other child. These 
children are severely starved.  

– Amhara: Child respondent 
 
In a home where there is no food to eat, such support is very 
important. We benefited a lot from the food support provided, 
even though it is not adequate. Since we have no choice, we 
just say, ‘[we are] satisfied.’ It helped us to us to elongate our 
life and ensure our survival. But we are not yet satisfied that its 
quantity is adequate for all community members. 

– Oromia: Child respondent 
 
 

As much as possible we are trying to help each other in a family level. Even the 
children are always trying to generate income and help all of us. In my turn, I am 
tailoring a shemma cloth and try to get some income. But there are no any 
hardships that can be mentioned because we are doing everything and live 
together peacefully. Our greatest problem has still been economic conditions. 

– Amhara: 42 year-old caregiver of 2 daughters, whose spouse died years ago 
 
From community members (FGDs, 1e): 

If the family is vulnerable, the children will be vulnerable too.  Although HIV is 
an important issue, the main reason for family vulnerability is the lack of job 
opportunities and the lack of any means of generating income by families.  

– Amhara: FGD respondent  
 
One of the main cause of vulnerability and hardships is the lack of household 
income, and this results in the lack of basic needs for the child. This economic 
dependency is the main factor that exposes children to hardship and creates 
vulnerability.  

– Oromia: FGD respondent  
 
In our neighborhood there was a young orphaned girl. She was helping a family 
in the community to get money for her basic needs, but then she was told by the 
authorities to stop and go to school. Because she is not able to work, she now has 
not income and cannot do anything. She lives with an aunt, who is jobless, and 
she cannot afford to go to school. The pair of them are in a really desperate 
situation.  

– SNNPR: FGD respondent  
 
From children (Community mappings, 1c): 

In our community, due to a shortage of food there are children who live on the 
street and do not attend school. The major cause of street children and school 
dropouts in our community is poverty. If families are not poor, children are not 
forced to live on the street and drop out of school. 

– Oromia: Child respondent 



Moreover, children don't eat til they get full. Their mothers, 
though they are poor, they are good at cooking and prepare 
nicely. It is enough for them. Of course, they don't eat a variety 
of food with good vitamins or protein. They can skip breakfast 
or lunch but they eat once at least. 

 – Oromia: Child respondent 
 
From key informants, local level (KIIs, 1d): 

Between the months of October and November there will be 
starvation. It is the time when food stores will run out and 
what is on the field is not going to be reaped. It is only in 
February that the harvest will be ready. 

– Amhara: Woreda project officer 
 
There are many highly vulnerable children without their needs 
not yet met. Most children do not obtain enough food for 
various reasons. If you look at them you can easily understand 
how much their development is affected by shortage of food. 
With large family size in most households, it is unlikely to 
satisfy the meals of most children. Most children in such 
families eat once or twice a day. There are also possible 
occasions when the some families stay the whole day without 
consuming anything. . 

– Oromia: Guard at the School and volunteer at ISAPSO 
 
 

Most children and families are very poor. There is not enough food in most 
households. Parents are not able to buy clothes for their children and live in old 
huts with limited space for sleeping. If you look at many houses in our village - 
they are impoverished.... In most cases, we eat twice a day and there is no 
variety. There is no access to electricity for studying and doing homework. The 
economic wellbeing of children in our community, including mine, is not good.   

– Oromia: Child respondent 
 
Many people are in this kebele are poor and their life style is below the standard. 
Even those who have monthly income are not saving due to the expense of the 
livelihood. Therefore, there is no any certainty about the economic wellbeing of 
the people. In this kebele 25 % of the people are living a good life where as the 
remaining are poor in every aspect. 

– Amhara: Child respondent 
 
My family earns 30 birr per day, they don’t able to buy all the necessary 
materials for house consumption. When my educational needs are added on this, 
it will put my family in to trouble. This time I fail to attend the school and lack the 
interests of pursuing my education and as well as face the shortage of learning 
equipment. I may also develop underestimation and have poor psychological 
stance. Apart from this if the children face health problems; they don’t get treated 
as there is economic limitation. 

– Amhara: Child respondent 
 
From key informants, local level (KIIs, 1d): 

Children in this kebele are found in difficult condition. There are many orphan 
children. In addition mothers are the main care givers in this community. Since 
there is no factory in this area they mainly engaged in daily laborer in order to 
support children. When I say daily labor is like digging the ground for 
vegetables. Women are working in farms. The go to work early in the morning 
and comeback late at night. They work to provide food to their children. 

– Oromia: Kebele volunteer 
 
 



There are many children who are vulnerable in our locality due to the problem of 
economic [situation], and the family’s inability to give them care and support. 
Even those whom I give care for are the daughters and sons of elderly people 
whose age ranges are between 70-80. These children engaged in part time work 
after school and sell chewing gum, cigarettes, kollo, moving in different places.  

– Amhara: Community volunteer 
 
Most children in the community have enormously unmet needs in all aspects of 
their living. There are children highly vulnerable because of lack of economic 
situations and other factors. Hence most children in these communityies lack all 
the basic necessities for survival incluiding proper care, shelter, and food stuff. 
In sum, it can be argued that children's living condition in this are is very bad 
and demands continual support. Their families are exposed to severe economic 
and poverty situations.  

– Oromia: Community volunteer 
 

 



Appendix 5e. Illustrative Statements by Respondents 

Q4. Are highly vulnerable families receiving care and support services? 
What are the characteristics of families that receive care and support? 

On receiving services, and impact On which families receive services On lack of services 

From caregivers (IDIs, 1b): 

Yes we have got the support of organizations through the 
referrals system. For instance, in terms of shelter, they have 
constructed me this house. For the remaining support that 
needs to be fulfilled, such as the house equipments and others, 
the organization called OSSA is planning to give me [help]. So 
I am waiting until that provision of materials will come. 

– Oromia: 44 year-old HIV+ caregiver of 5 children, 1 of 
whom is HIV-positive  
 
The saving and credit association was very important. We 
were very happy at the first time but….conflict arose among 
the group members. This group who are highly in need of 
money used to argue about why these trainers do not gave us 
the money [rather] than give us the training. They [did not 
want] to save their own money..... Then the higher officials 
heard this rumor and let the association be dismantled. 

– Afar: 39 year-old mother of 2 children 
 
The focus of the training was about trade, some organization 
gave the training; for instance I received the training from 
Mary Joy, the focus of this training was about children, based 
on that training I am working as a home to home caregiver....it 
helps me, they gave 50 birr, but I stopped it right now. 

– SNNPR: 65 year-old caregiver raising her HIV+ grandchild 
and 3 other children abandoned by former renters  

From caregivers (IDIs, 1b): 

The eligible ones are orphans and poor… 
However, I have told them that the way we 
live is not different from people who are 
living in areas which are hit by drought in 
Ethiopia. They insist on telling me that I 
am not eligible. 

– Region unknown: 34 year-old mare 
caregiver 
 
The beneficiaries were those people who 
live with HIV/AIDS and orphan children. 
They give priority for those children who 
lost their patents due to HIV/AIDS. If, for 
example, they gave food today for the 
children, tomorrow or the day after 
tomorrow they gave to us…but nowadays 
it is not as such available.  

– Oromia: 47 year-old mother of 3 
children, one with heart condition and 
another with mental disability, and living 
with her own mother who cares for her 
HIV positive, orphaned niece 
 
 
 

From caregivers (IDIs, 1b): 

It has been said that there is food 
aid, especially for the aged and 
those who are on a pension. But in 
this particular area of Guwane, I 
have never seen personally such food 
rations. Even those who are 
provided [with something] are given 
it based on their social networks. ... I 
have not received any kind of 
support. My father has been serving 
this country, but nothing has been 
given to him in return. He lives on 
his labor. He has never been 
supported. They might have been 
providing [something] in secret, but 
we have not seen anything so far.  

– Afar: 39 year-old mother of 2 
children 
 
No one hates support since rural life 
these days is challenging. But we 
didn’t get any referral to other 
organizations so far.  

– Amhara: 29 year-old caregiver 
 
 



 
The services that are given by OSSA and Yekokeb Berhan are 
still good and [we] hope that [they] will be improved more in 
the coming time. While we were taking the services provided 
by OSSA, there were wheat, pea, flour and oil. These food 
stuffs were also high quality and didn’t face any problem. But I 
also made a complaint about the provision of services, most 
particularly about the [lack of] delivery of these materials on 
time. ...  In fact the materials given aren’t sufficient and we 
need more support.   

– Amhara: 42 year-old widow raising 2 daughters 

From community members (FGDs, 1e): 

We received a loan to buy sheep and fatten and sell 
[them] ....We used the money for buying, fattening and 
reselling sheep and beef. There is no problem with regard to 
credit facility if you obey their loan policy to repay on time. 
The problem is that we do not have enough land to buy and 
fatten beef for dairy farming as well as engage in what they 
call ‘urban agriculture’. 

– Oromia: FGD respondent 
 
I remember the case of one of the organizations that was 
working with this project. It was doing fine, and then it 
suddenly stopped and the reason given was that it has been 
‘phased out’. When supports are discontinued, it drags the 
whole matter back to the start. So, I think the focus should be 
given to sustainability. 

– Amhara: FGD respondent 
 
Most of the families of vulnerable children are poor. Thus, 
they use the services given to the child for the family members 
rather than helping that particular child in the family. 

– Amhara: FGD respondent 

From community members (FGDs, 1e): 

For example, through the Yekokeb Berhan 
project, we collect wood from residents 
and maintain dilapidated houses of 
project beneficiaries, and during home-to-
home visits we do household chores for 
people who are old or sick. 

– SNNPR: FGD respondent 
 
They give priority for children with health 
problems and highly vulnerable one. In 
our community there are families without 
something to eat, not able to pay house 
rent and not able to fulfill their children’s 
needs in sending to school. They give 
priority in providing support services for 
such vulnerable group. For example, my 
sister engaged in making and selling 
injera to generate her own income, 
however, the profit is not as such 
promising to cover all the needs of her 
family. The non-governmental 
organization promised to provide her 
support.  

– Oromia: 55 year-old mother of 6 
children and caregiver to an HIV+ orphan 
 
From children (Community mappings, 
1c): 

There are supports like exercise books, 
pens, and hair oil in school. These 
services are not given to all children 
equally. 

– Tigray: Child respondent 

There is no one. Who do you think 
gives them [services] for free? The 
government? Individuals? My 
supporters are my relatives and 
friends and non relatives. I don’t get 
any service from the government for 
free.  

– SNNPR: 65 year-old caregiver  

It creates no difference [receiving 
800 birr for 8 months]. It is only the 
name of receiving….the money is not 
sufficient for his clothing. Had it 
been some years back, it might be 
sufficient to cover even the costs of 
the whole family. With the ever 
increasing inflation, the money is so 
insufficient. 

– Region unknown: 52 year-old 
mother of 3, including one autistic 
child 
 
From community members 
(FGDs, 1e): 

It is impossible to say that support is 
being given fully. This is because not 
all children who lost parents to HIV 
and not all vulnerable children are 
getting support. The support is 
limited. Maybe in the future, if all of 
them get support, they can reach a 
big destination. 

– Amhara: FGD respondent  
 
 



From children (Community mappings, 1c): 

In fact we have a lot of children with problems, and the social 
affairs office is helping us in caring and providing support to 
the children. Of course, the service is not very satisfactory. 

– Tigray: Child respondent 

Because of the support provided there are changes in the life 
of the children. For example, those who quit their education 
re-started it after receiving supports like exercise books, 
uniforms, pens, and pencils. Children who have food problems 
get support, though it is not enough. Those children who get 
shoeshine materials are making money. Generally their life 
condition is improving since they get support.  

– Amhara: Child respondent 
 
... churches register the poor and provide them hair oil, soap, 
and other materials. Whoever doesn't have enough to eat, now 
they give them [food], and I think they are changed. 

– Oromia: Child respondent 
 
From key informants, local level (KIIs, 1d): 

When we look at the experience of our woreda, there are 22 
women who have received some thousand birr to start their 
own business in group. Now they have started to have some 
savings. This is a big accomplishment. This makes them to 
have sustainable economical strength, creating their own 
income. This also enables them to have better social 
interactions. They are also building their capital. Initially 
these women got loans because they are parents of vulnerable 
children."  

– Addis Ababa: Women, children, and youth affairs officer, 
Kebele level  
 

When a support of wheat is given by a 
NGO... it won’t reach the poor. Even 
though the support has come for the poor, 
it will be finished after being divided 
among those who have a higher status. ... 
The men, because they are strong, they 
can push [so it] doesn’t reach the poor. 

– SNNPR: Child respondent 
 
For HIV patients in the church there is a 
special offer. As they can't purchase 
[things], there is a budget allocated for 
each of them to go to a shop to buy 
whatever they want to, like hair oil, oil 
and other goods. Also for people with a 
disability, they distribute grain outreach 
to their home. This takes place monthly, 
but regularly it used to be distributed 
every 4 or 5 months. 

– Oromia: Child respondent 
 
From key informants, local level (KIIs, 
1d): 

Not all those incorporated receive all the 
materials. I cannot say all the 
beneficiaries are provided with soap. The 
child who is not provided with soap will 
get a blanket. The child who is not 
provided with blanket will get exercise 
books.....But the health service has been 
provided to almost all the beneficiaries. 

– Oromia: Planning and Program Officer 
in the Saden Sodo Women and Children 
Affairs Office 

From children (Community 
mappings, 1c): 

What I want to stress more is that the 
points and issues we have raised and 
discussed should not be set aside 
without being implemented. We say 
this because we ...have meetings and 
discussions whose fruits have not 
been harvested yet. We hope that you 
do not do the same, and we expect 
(desperately want) you to respond or 
to get the questions and suggestions 
handled practically. 

– SNNPR: Child respondent 
 
....for the last few months I have 
never gotten any kind of special 
support.... They told us so many 
times the support will come soon, but 
in practice it is not yet come. Now, 
we come to realize that maybe the 
service will be given after two years. 
Of course, supports like soap and 
other materials are already started 
in some sub cities, I do not know 
whether we will have it or not.  

– Tigray: Child respondent 
 
They solve their problem by 
themselves. There is no aid agency 
that provides support for vulnerable 
households. Sometimes, they may go 
to the kebele. 

– SNNPR: Child respondent 



The observable changes in the community indicate that highly 
vulnerable children and families are receiving care and 
services. After the implementation of criteria in identifying 
highly vulnerable children and families, it is possible to say 
these groups are receiving proper care and services. In my 
opinion they are receiving enough services. But since the 
intervention program targeted selected kebles it is impossible 
to conclude all highly vulnerable children and families are 
receiving care and support services. 

– Oromia: Delegate, Manager of Health Station  
 
From key informants, higher level (KIIs, 1f): 

The first important change in highly vulnerable families is the 
opportunity they get to send their children to school. In earlier 
times, a family does not worry whether a child goes to school 
or not. However, today they observe those going school 
becoming health extension workers and development agents 
generating income within the local community. With school 
materials procured by non-governmental organizations like 
Yekokeb Berhan Program, highly vulnerable families were 
sending their children to school hoping their children will be 
employed. For those children who are not able to pay school 
fees, their respective kebeles send their list to Women and 
Children Affairs Office and the office sends a letter to their 
school to admit HVC free of school fees. 

– Oromia: Officer at the office of Women and Children Affairs 

From the side of the government in the 
health sector, there are services for highly 
vulnerable children and families in the 
community. In each kebele, highly 
vulnerable children and families were 
already identified and they obtain medical 
services and health facilities at each 
health posts and stations for free. ... In 
addition, CCF also covers the medical 
costs of vulnerable children and families. 
– Oromia: Delegate, Manager of Health 
Station  
 
The primary focus of the support is 
targeting vulnerable members. In terms of 
prioritizing the person who is in need of 
help it is well done. The same is true on 
the issues of gender.  
– Amhara: Woreda volunteer 
 
From key informants, higher level 
(KIIs, 1f): 

I believe this support [IGA] might have 
not met the needs of all but it has helped 
families to overcome their problems. It 
has to be strengthened because compared 
to the town population that expects such 
type of support the intervention is limited 
and it is necessary to expand it to reach 
more needy people. 

– SNNPR: Officer at the Woreda Council 

From key informants, local level 
(KIIs, 1d): 

There is a rumor that the support 
made for food is being discontinued. 
Even the community is starved at this 
time. But Kokeb Birhan is the only 
organization that provides food [and 
it has] limitations.... The support of 
Yekokeb Berhan reaches about 
1500-1667. This will be applicable 
for those who are eligible, but it is 
hard to cover all the needs.  

– Amhara: Woreda volunteer 
 
Their support is not sufficient. When 
the support is evaluated, it is not 
sufficient. 

– Gambella: Supervisor in the 
Department of Health and HIV 
 
From key informants, higher level 
(KIIs (1f)): 

There are people living with HIV, 
commercial sex workers, and other 
vulnerable groups who [have 
received] IGA support and who 
managed to cover daily expenses for 
their family.… very limited number 
of families have managed to earn 
income that can cover their daily 
consumption needs.  

– SNNPR: Officer at the Woreda 
Council 



Appendix 5f. Illustrative Statements by Respondents 

Q5. How are implementing partners providing and coordinating care and support? 
Q6. What is the capacity of communities to implement coordinated care? 

Views of volunteers Issues with coordination 
Suggestions for improving 

coordination 

From children (Community mappings, 1c): 

If there is a problem, we tell it to the volunteers; we 
discuss it with them…It is because they are the ones who 
are close to us…There is no one. They are the ones who 
we can consult with… I tell my problems [to a volunteer] 
and he goes and talks to a volunteer who is responsible 
to care for me. If they couldn't solve it at one time, we 
remain silent keeping the problems to ourselves. 

– Amhara: Child respondent 
 
From key informants, local level (KIIs, 1d): 

The familiarity of volunteers with the local community 
enables us to easily identify and trace highly vulnerable 
children in the community. This is important for those 
who are not willing to present themselves to our office, 
such as children with disabilities and HIV.  

– Oromia: Program and planning officer 
 
But the problem is about the [lack of] volunteers’ support 
and as a result of this, many volunteer workers are 
leaving the work. The volunteer workers have also their 
own responsibility and social life that they are engaged 
in [and] generating incomes for themselves. This has 
become the major factor for those volunteer workers 
focus on other activities. 

– Oromia: Women and Children Affairs Officer 

From Community Members (FGDs, 1e): 

I believe the kebele has problems when it 
comes to coordinating and organizing 
programs. You could see a child that is 
being supported by one projects also being 
supported by another project. Thus some 
are beneficiaries of two projects that work 
for the same goal. So, the projects should 
work in coordination so that they can 
reach more vulnerable children. 

– Amhara: FGD respondent 
 
From key informants, local level (KIIs, 
1d): 

"..the services are good if they will be 
provided timely. For instance, the 
vocational materials and needs must be 
provided as per to the program of the 
children’s academic year and time. This 
will be good to replace their costs of the 
educational materials to be the cost of 
food. The provision of food is also the 
other concern for the children. So it will be 
good if the services go to the children and 
their community timely.  

– Amhara: Woreda volunteer 

From key informants, local level (KIIs, 
1d): 

There are several factors that can be 
mentioned as a challenge to coordinating 
the services in the community. The 
community members do not trust the 
NGOs working in this area, hence there is 
a bad image on any NGO that comes here 
and tries to work. But this organization 
[Yekokeb Berhan] is trying to change that 
attitude by implementing a smoother 
working relationship with all segments of 
the community 

– Oromia: Volunteer 
 
Having such format [for selection process] 
could help the project to meet the children 
frequently. That format needs to be filled. 
What does the child need this week. Is it 
healthy care? Is it psychosocial [support]? 
Is it food? So a format needs to be 
prepared in order to know what the child 
needs and to facilitate the follow up made 
by volunteers. Otherwise how can we make 
the selection? Based on what format? 

– Addis Ababa: Women, children, and 
youth affairs officer 



 
The CC has taken the responsibility to evaluate and 
monitor the performance of each volunteer. They identify 
who is providing the right care and support for the 
children. Even there are volunteers who come to our 
office asking why they have been excluded from the 
volunteer service. But we do not entertain or accept such 
complaints. Since the volunteers are paid some 
allowance when they attend some meeting at kebele 
levels, it has becoming a tradition to become a volunteer. 
In the past there is no single payment for volunteers, 
nothing! And thus, sometimes they used to say ‘why I 
suffer?’. But nowadays, most people are showing interest 
to become a volunteer. This is one positive change 

-Oromia: Officer 
 
If there were no volunteers in our organization, it would 
be impossible to visit all 221 children under our care. If 
you were to ask me to support all the families, all I could 
do would be to simply count their households, but I 
would not have time to describe what is going on inside 
each household. It is the volunteers who do that. They 
know the detail of each beneficiary and they bring us the 
profile of the children. Thus volunteers are essential; 
without them, it would be difficult to run our program. 

– Oromia: Food facilitator  
 
 
 
 
 
 
 
 
 

There is no coordination. It is carried out 
randomly. It also lacks continuity. ... The 
laxity of the chain of communication to the 
grassroots is one problem. There are no 
transportation facilities and remuneration 
for the people that transmit information 
from the larger administrative unit to the 
smallest units. This also has a ramifying 
effect on the reporting system.  

– Gambella: Superviser in the Department 
of Health and HIV 
 
The challenges encountered so far include 
the dependency and the reluctance from 
some agencies to share information and 
data. There were problems in relation to 
the way services were delivered due to 
disagreements over different procedures.  

– Amhara: Woreda volunteer 
 
"Even...support is not enough to them, if 
you give them one thing they are looking 
you back for other thing. The need of such 
children is not easily answered. The gap 
[between needs and services] is more and 
enormous.  

– Tigray: Woreda volunteer  
 
 
 
 
 
 

 
In order to create better and coordinated 
working procedures, mainly capacity 
development and related workshops have 
to be prepared, and designing projects 
based on such a basis is vital. Even if we 
tried our best to do this, we didn’t succeed 
for different reasons. We suggest short 
term awareness appraisals when starting 
projects, since it would help to easily 
coordinate different projects…. 

– Amhara: Woreda volunteer 
 
There is a need to have repeated 
trainings… for people working in 
government offices and for those working 
in school and kebele administration. For 
example, the kebele might support us easily 
and we might face challenges at the health 
post. Sometimes we need to challenge them 
to get the services.  There is also conflict 
with each other. Such problems can be 
resolved by changing people’s 
understanding. So there is a need for 
training. The collaboration work needs to 
be done by every concerned body. So if 
there is collaboration, when we do 
something they can help us with other 
things. 

-Oromia: Kebele volunteer 
 
 
 
 
 



Volunteer workers are highly facing many problems from 
the community. People ask about the selection and 
recruitment process all the time. Whenever we visit 
children in their house, some community members 
strongly argue with us to make their children part of the 
support services. This time we try to convince them that 
the organization is giving priority to those who are 
highly vulnerable. We also make comparison between 
their life and those who are being given the service. 
Therefore the main problem on the services of Yekokeb 
Berhan comes due to the incapability of reaching all the 
community needs. Therefore in conclusion, this service 
provision brought serious problem on the community and 
volunteer workers relationship. 
– Amhara: Woreda volunteer 
 
 
 
 
 
 
 
 
 
 

 

As I told you the support here in our city be 
it from government or NGOs gets on and 
off. It is not regular.  They request us to 
send them two or three children and they 
have got 150; 200 or 300 birr. That is all 
about. 
– Tigray: Program coordination 
 

Having a good chain of activities or 
institutions is very important in any 
undertakings. I really need coordinated 
chain from above to the grassroots. If 
problems arise, they will be forwarded 
upward in the hierarchy of the chain to 
seek solutions. This is also true for any 
information to be transmitted upward to 
the federal and downward to the local 
levels. 
– Gambella: Supervision, Department of 
Health and HIV 
 
 

 

 

 

 

 

 

 
 



 

Issues with coordination: From key informants, higher level (KIIs, 1f), by issue area 

Issue Area 1. Selecting children for services: 

Sometimes there may be injustice in selecting children for the service by 
some committee members such as putting their own or relative’s children 
in the lists. In such cases before approving the list of children as highly 
vulnerable we contact kebele managers so that only HVC will access the 
services....At this point I can say the service is improving in addressing the 
needs of HVC. 

– Oromia: Officer at the Women and Children Affairs Office 
 
Issue Area 2. Services and service delivery: 

There some special support that may not be handled by this project. 
Example if there is serious health problem which needs huge amount of 
money. For basic health services the project provided necessary support 
but as I said before if the health condition is serious and chronic we cannot 
handle it easily. So such kinds of service are important but due to limited 
nature of service of the project are impossible. But we are planning to 
create a referral linkage with other organizations in the near future.  

– Tigray: Officer at the Tigray Relief Society 
 
In rural areas instead of cash, it is better if you support the people in kind 
because the household may not use it properly if it is given away in cash. If 
it is given away in cash, the child may not benefit as the money might be 
spent on alcohol .... In such cases, it is better if you buy a sheep or a cow, 
train the beneficiary, and put some controlling mechanisms through the CC 
because such support is like a statute and the beneficiary (vulnerable) will 
take care of it….So I want organizations see such mechanisms. The number 
of children doesn’t matter. What matters most in this region is the number 
of households who get rid of poverty. 

– Tigray: Officer at the Social Affairs Office 

Issue Area 4. Capacity for service implementation: 

I don’t think that the support or the services are sufficient. If a 
certain NGO has a project proposal to work on some specific areas, 
those areas which are not the focus of the project will be left 
unaddressed unless there are other projects to that end. Therefore, I 
believe that all the areas of the support for the highly vulnerable 
children are not addressed 100%. To achieve 100% success, I 
suggest that a strategy needs to be designed to establish and 
enhance wide community-based coordinated support to make the 
support accessible to all instead of totally focusing on NGOs.  

– SNNPR: Officer at the Bureau of Women's and Children's Affairs  
 
There are many vulnerable children not benefiting from the 
program. I suspect that the main reason could be a budget 
constraint. But whatever the situation, there are children in a very 
difficult situation and not receiving the support. 

– Oromia: Officer at the Women and Children Affairs Office 
 
The current social upheavals due to poverty and inflation are 
deteriorating the existing culture of help for vulnerable children by 
the community. Even though the communities have the demand and 
potential for supporting HVC, they lack the capacity in providing 
care and support services. 

– Oromia: Bureau of Women, Children, and Youth Affairs Officer 
 
They [volunteers] should not be left once they have volunteered to 
serve their community without expecting any payment. I think they 
have to get incentive that motivates their participation. 

– SNNPR: Officer at the Woreda Council Office  



A family may consist of 3-4 children, and all of them shouldn’t be give the 
same item. At least if one gets a blanket, the remaining two will be given 
exercise books and other materials. There are terms reached with the 
Arada children and charity organization. That is a child from a family 
shouldn’t get different items the repeatedly.  

– Amhara: Officer at Social Affairs Office 
 
We do not have strong and powerful systems of the service delivery.  

– Amhara: Officer at the Bureau of Women, Children and Youth Affairs 
 
Issue Area 3. Capacity for service coordination  

.. the services are provided by different groups and organizations at 
different places in a detached and fragmented manner. The drawback of 
these kinds of support is if on organization is providing pen or exercise 
books; it was counted as if enough support given. It was not that, at least, 
as we know or as it is stated in the standard, they have to be provided with 
the seven (7)  care and support package in one or another way.  

– Amhara: Officer at the Bureau of Women, Children and Youth Affairs 
 
Referrals have been done only for older children. But now because of 
various reasons in budget and to provide comprehensive service for the 
child we are strongly working with other organizations in integration. Of 
course, there are still some implementation problems. But, so far the 
community by itself is a big stakeholder of referral organization for us in 
mobilizing local resources and filling the gaps. This kind of practice will 
be strengthening for the future and referral purpose will be effectively 
implemented…Providing referral service is not simply sending children 
somewhere. It has its own legal procedures. Even though we are not 
sending the children for somewhere else, we are creating link with 
community and has got the desired service from the community. So, far the 
referral service we did is this.  Now, if we can this legal referral yes we 
did.  

– Tigray: Officer at the Tigray Relief Society  

There is a need to combine the assistances of external aid and 
interventions with locally organized community structures. 

– Amhara: Officer at the Bureau of Women and Children Affairs  

Another challenge in child support provision is the incompatibility 
of the number of vulnerable children with the potential of the 
organization. It is so difficult to compromise these two. There is a 
lack of financial and technical skills to include all of the vulnerable 
children in [this] child support program.  

– Addis Ababa: Officer at the Bureau of Women, Children and 
Youth Affairs  
 
Issue Area 5. Monitoring & Evaluation 

Above all, collaborative work should be done. Starting from data 
and evidence, a needs assessment and identification should be 
conducted …The other [thing is to] strengthen the follow up and 
support systems…. if we work collaboratively or networked, we can 
easily solve the problems in our region and therefore everyone 
should be united and work collaboratively.  

– Amhara: Officer at the Bureau of Women, Children and Youth 
Affairs  
 
Currently I know only what has been planned to be given [and not] 
who is eligible….We simply give them material needs rather than 
evaluate the status of their life, the needs in terms of the learning 
materials, and the shortage of the food. Generally there is no 
thorough follow up. In terms of their life standard in the house, how 
children behave, what is the family situation, and other kinds of 
questions can’t be answered. I feel this will be improved 
progressively when the nature of the work is well understood by the 
workers.  

– Amhara: Officer at the Bureau of Women, Children and Youth 
Affairs  



Appendix 5g. Illustrative Statements by Respondents 

What are the characteristics of the children and families targeted to receive support or services? 

Positive views of targeting Issues with targeting 

From caregivers (IDIs, 1b): 

To the extent, know I feel it is fair selection as they are supporting 
children who have no parents and who have no support at all. I hear 
that they consider also children who are positively infected or disabled 
because of reasons. From such perspective, I feel what they are doing is 
very helpful and fair.  

– Oromia: 50 year-old female who is ill, cares for ill husband, and is 
caregiver of 7, 1 of whom is an orphan 
 
So no poor person skipped? "Yes. If they skipped him in the first round, 
they could find him in the second round. It is not a one step (time) 
selection. There are frequent registrations and it is a moral strength for 
the unselected ones. 

– Region unknown: 52 year-old mother of 3, including an autistic child 
 
From children (Community mappings, 1c): 

As far as my knowledge is concerned, the organization has registered 
the beneficiaries by going to the beneficiaries’ homes, door to door. In 
my localities, I can say that all of the children are supported by the 
organizations. Supported children are performing well in their 
education. 

– Oromia: Child respondent 
 
 
 

From caregivers (IDIs, 1b): 

Yes there is a problem. You aren’t able to assess the existing situation 
in the areas where the problem is found. So the provisions of services 
are confined mostly to a single kebele. There is always a problem. For 
instance, there are biases made for some people. 

– Oromia: 47 year-old mother of 7 children 
 
Currently, the beneficiaries are relatively more able than me. There are 
also households that are far below than me in income but do not receive 
services or support. There is a situation where some beneficiary 
households are government employees and teachers. Therefore, some 
beneficiaries are by far better than (and receiving in the name of) some 
households that do not receive the services. There exists such a thing 
which makes the process of selection unfair. 

– SNNPR: 42 year-old mother of 7, including two sets of twins and 
daughter with an hearing disability, and caring for husband with eye 
illness 
 
There meetings at the kebele level… the head chose these people who 
will be supported and then, they took the training. … It is common that 
they didn't disclose what they have received. But overall, they have said 
that there is support from non-governmental organization. ... The active 
people receive support. ... Yes, if you are strong, you can't [receive] 
help. 
– Region unknown: 34 year-old male caregiver 
 



Yes, there are non-governmental organizations which provide care and 
support for orphaned children. For example, they came to our school 
and asked those children who had lost their parents to register and they 
provided us exercise book and uniform. … The organization which 
supports us is known as Yekokeb Berhan. We are not sure about its 
name, but this is what we heard about. 

– Oromia: Child respondent 
 
In my opinion, churches register the poor and provide them hair oil, 
soap, and other materials. Whoever doesn't have enough to eat, etc. 
now they give them [food], and I think they are changed. 

– Oromia: Child respondent 
 
From community members (FGDs, 1e): 

There are people who didn't get a blanket in the first round of support 
because not all vulnerable children were targeted. First priority for 
blankets and soap was given to those who are under the age of six. 
Others in need of food were provided with wheat, however, the NGO is 
still identifying who needs what service, so I believe that they are doing 
their level best. If people are patient, everyone will get turn. 

– Addis Ababa: FGD respondent 
 
We have clear selection criteria and they are very specific. It is fair and 
just, and free from biases. The services are given to children who they 
deserve it. The community also participates in the selection process 

– Tigray: FGD respondent  
 
 

 

 

 

There are people who were not recruited. There are. But what is the 
quality that my children have? This is because there are people who 
were not strong enough to follow up the support service not because 
they know about it. They didn’t come because they hear about it. They 
didn’t. There is no problem with the people who coordinate. They have 
been telling the people in order to take their children to get educational 
support. And also the women in our area. But still there are children. 

– Addis Ababa: 32 year-old father of 5 children 
 
From children (Community mappings, 1c): 

The volunteers should also work effectively to support the children. The 
selection must be free and fair. They should assess the real situation of 
the children on the real ground. Sometimes, children with problems are 
not selected for the services. Contrary to this, children from better 
families are selected for the services. 

– Tigray: Child respondent 
 
With supports like blankets, there are some problems. For example, my 
sister is registered for blanket support by her name. Her name is Trhas 
Seyfu. But on the list of the officials, it says 'Trhas Woldu'. Then at the 
time of service provision, they refused to give [the blanket] to her, by 
saying, "Your name is Tirhas Seyfu and on the list we have the name 
'Tirhas Woldu'. So, you are not selected for these services." In fact, they 
know the reality, but it was sabotage and deliberate action. So, there 
are such problems also. 

– Tigray: Child respondent 
 
Children are supported by organizations. These organizations support 
children and their families. For example, there are some families who 
are getting support from these organizations, but they are not poor. 
…Both parents and children. I suggest that these people should be 
identified and the support should be given for the poor. 

– Oromia: Child respondent 



From key informants, local level (KIIs (1d)): 

There are questionnaires distributed to parents that consist of 7 criteria 
related to the household and 13 for the children. These20 questions are 
used to recruit children. The “sisi” committee then registers them, and 
volunteers then visit and grade the families accordingly. Finally, the sisi 
committee analyzes the grade and chooses those who are eligible for 
services based on the scores. In this way, the selection process is seen to 
be just and fair. 

– Addis Ababa: Government officer 
 
To receive services and support, children and families are selected as 
highly vulnerable by the Women, Children and Youth Affairs Office, in 
our case. The Office is involved in selecting those children who receive 
services from both governmental and non-governmental organizations. 
In selecting children for free medical services, health extension workers 
work with woreda offices. Even though I do not have detailed 
information, I know non-governmental organizations have criteria in 
selecting highly vulnerable children with individuals and mangers at the 
kebele level. 

– Oromia: Delegate, Manager of Health Station 
 
It is very essential to make the selection process by using an informed 
assessment and make the support services in appropriate manner. 
Otherwise if the supports are provided randomly or without thorough 
understanding of their problem, it will not be productive. Every 
professional must make such kind of informed assessment to reach the 
community members who are in trouble. I believe this will correct the 
provision of services.  

– Afar: Administrator of the woreda council office 
 
 
 
 
 

There is a big difference between those who are getting support, while 
they don’t deserve it, and there are children who do not get support, 
while they do deserve it. There is also problem of expecting help only 
and dependency. For example people take our picture [before we could]  
get three soap. I am really depressed and amused by that. How can they 
do that? I don’t think the support which came in our name was only 
three soaps. I am suspecting people are using the money for themselves. 
However they will be ashamed of what they did. 

– Addis Ababa: Child respondent 
 
People receive blankets, exercise book for their children and powder. 
The lucky ones also receive clothes. Those who are unlucky go to street 
to beg. [Q: What do you mean?] They beg. 

– Oromia: Child respondent 
 
The service which is not available is like grains. There are those who 
didn’t receive grain support.  There are those who haven’t been 
registered. 

– Oromia: Child respondent 
 
From community members (FGDs, 1e): 

There are destitute and isolated families in this community, who cannot 
work and go to bed at night without food. People know them as they 
reside in their neighborhood, and yet these vulnerable families are still 
not included in the services and are not provided with anything! 

– Amhara: FGD respondent 
 
The priorities for selecting children are not according to our wishes. 
The upper level officials set the priorities! These officials decided both 
the type and the time of delivery. It is not fair! If it had been decided by 
discussion with the community, it would have been good and created 
room to decide which type of support should come first. 

– SNNPR: FGD respondent  



At first there was a problem in registration, and then corrective 
measures were taken with the help of committee members and 
volunteers. Children who did not deserve the provision were eliminated 
after the evaluation. 

– Amhara: Community volunteer 
 
By considering all these steps, we are recruiting people on the basis of 
their existing situation from the most vulnerable and poor community to 
those who are in the better situation. So I can definitely witness that the 
selection and recruitment process is fair and most of the community 
members have also involved in it. This will therefore ascertain the types 
of services provided to the community in the coming time. 

– Amhara: Woreda volunteer 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

We do not see service providers working collaboratively with the 
community. We do not know what they have or how they target families 
Maybe they keep it secret so that they can use the resources to meet 
their personal needs. These days, we don't see it when the lives of the 
poor are improved. Maybe out of the resource allocation to the project 
only about 20 percent is channeled to the poor. 

– SNNPR: FGD respondent  
 
From key informants, local level (KIIs (1d)): 

There should be a clearly defined set criteria and guidelines for the 
proper selection of highly vulnerable children and families benefitting 
from the services. Sometimes there is confusion regarding the criteria 
used by an NGO and volunteers. These problems cause conflicts among 
the members of the community. Once such a problem occurs, it takes a 
lot of time and energy to restore the community’s confidence. 

– Oromia: Male food facilitator 
 
They [highly vulnerable children not selected to receive services] may 
feel insecure and develop sense of helplessness and aggravates their 
future vulnerability. For example, a child may fail to go school due to 
shortage of school materials or absences of meals while the other 
attending school. Since the rules and regulations of schools do not 
permit students to go school without wearing uniform such child do not 
have any other option than staying at home or on the street. If a child 
does not go to school it has immediate and lasting effect on the 
development of the child.  

– Oromia: Guard at the School and Volunteer at ISAPSO 
 
The selection process sometimes has a problem. When the program was 
launched, they just came and selected people whom they think are needy 
of support. Next they will report to the office. These children are 
selected without making any kind of proper assessment.  

– SNNPR: Health CHIV Bureau Officer 
 



From key informants, higher level (KIIs (1f)): 

First the HVC or children under difficult circumstance in the woreda 
are selected [through home visits] by the woreda social affairs office 
through the Community Care Coalition (CCC). ..Now, nearly one 
thousands two hundred twenty eight children are selected for care and 
support considering their vulnerability.  Once, they are selected we 
have a CSI form to be filled by every child or the volunteer workers 
about the main problems of every child.  This form will include 
information care and main the seven areas of support like education, 
health, psychosocial support…etc.  Based on the collected information 
the seven basic care and support are designed to provide for the child.  
In the need assessment of the child there might be health related 
concerns and accordingly health care services will be provided. ... 
Again, we are also closely working about the educational support like 
school uniform, school stationary materials, and other related costs are 
fulfilled. Moreover, other additional service like home maintenance 
under the main stream of shelter is already started. Under the stream of 
shelter, we provide, shops, blankets and bed sheets are started to 
provide. We are also at starting point to provide other additional 
services. With regard to food, we are planning to start it in short period 
of time. As we are informed form the higher officials, for next the 
organization is in preparation to provide such kind of services. Of 
course the organization has feeding site problem but in collaboration 
with BOSLA and CCC we are on the way to do that. In addition to this, 
we are also planning to focus on community resource mobilization and / 
or non- renewable resources to provide sustainable care and support. 
Of course, this is stepped forward and currently under implementation. 

– Tigray: Coordinator and Facilitator of the Yekokeb Berhan program 

In my opinion it can be estimated that 65% of highly vulnerable 
children and families are receiving care and support services, whereas 
35% are not receiving care and support services. … There are problems 
when selecting highly vulnerable children due to an absence of 
coordination among sector offices. In addition, there may be injustice 
when selecting children for the service. Children may be selected 
improperly due to a lack of understanding on the selection criteria. As a 
result the services may go to those children who are not in the greatest 
need. It is possible to estimate that 80% of those children currently 
receiving the services are in greatest need with high vulnerability, 
whereas the remaining 20% receive without being in need. 

– Oromia: Delegate, Manager of Health Station 
 
In relation to the selection process …. the amount of time given to us to 
do the  selection was very short. Since the time was too short, it doesn’t 
make the selection process very good. It needed much more time. 
Selecting one thousand children is not such a simple thing. For the 
future, when they think of this kind of project, they need to take time to 
select the most vulnerable children. ... For me, it is very difficult to say 
all children selected are really vulnerable. I am saying this because 
there are different complaints. We are also working on selecting and 
taking out from the list those children who are not vulnerable. There are 
a few children who should not be supported but their name is among the 
list. We are working on this to verify [things]. 

– Addis Ababa: Women, Children, and Youth Affairs Office, Kebele 
level 
 
From key informants, higher level (KIIs (1f)): 

We encountered too many problems like unavailable people were 
selected for support. It consumed time to revise all and to request again 
i.e. to select and know the target. 

– Tigray: Officer at the Social Affairs 
 
 



Sometimes there may be injustice in selecting children for the service by 
some committee members such as putting their own or relative’s 
children in the lists. In such cases before approving the list of children 
as highly vulnerable we contact kebele managers so that only HVC will 
access the services....At this point I can say the service is improving in 
addressing the needs of HVC." 

– Oromia: Officer at the Women and Children Affairs 
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Appendix 6: Summary table of key child and household level outcomes 
 

	   All 
Children 

Poor & 
HVC 

Poor & 
non-HVC 

Non-
poor & 
HVC 

Non-poor 
& non-
HVC 

 
Child Level  

	   	   	   	   	   	  

 	   	   	   	   	   	  
Health (HVC & poverty status, ages)        	   	   	   	   	    

Had recent diarrhea & sought treatment  
All 

0-4 all 
0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

	  
55 
55 
56 
55 
57 
64 
52 
50 
61 
37 

	  
48 
54 
72 
32 
46 
50 
44 
42 
65 
10 

	  
56 
54 
51 
37 
57 
75 
40 
67 
88 
44 

	  
52 
43 
45 
38 
60 
62 
58 
50 
57 
40 

	  
58 
60 
58 
60 
59 
66 
54 
49 
54 
47 

 
*** 
*** 
 
*** 
*** 
*** 
*** 
*** 
*** 
*** 

Child receiving adequate healthcare (caregiver 
perception) 

All 
0-4all 

0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

	  
 

51 
52 
50 
56 
51 
51 
51 
50 
50 
49 

 

	  
 

35 
37 
29 
50 
30 
32 
29 
38 
34 
41 

	  
 

34 
37 
36 
37 
35 
38 
33 
28 
32 
24 

	  
 

45 
44 
43 
47 
44 
42 
45 
46 
48 
45 

	  
 

58 
58 
56 
61 
58 
58 
58 
57 
56 
58 

 
 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 

Fully vaccinated 
All 

0-4 all 
0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

	  
76 
78 
78 
78 
77 
76 
77 
73 
76 
70 

	  
70 
68 
67 
70 
73 
72 
74 
67 
75 
58 

 

	  
75 
76 
78 
74 
72 
69 
73 
79 
77 
81 

	  
71 
75 
77 
72 
74 
74 
73 
69 
74 
64 

	  
78 
80 
79 
80 
79 
78 
79 
76 
79 
74 

	  
*** 
*** 
*** 
*** 
** 
*** 
*** 
*** 
*** 
*** 

Positive and getting ARVs 
All 

0-4 all 
0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 

	  
81 
85 
88 
79 
71 
81 
56 
93 
97 

	  
75 
36 
34 
42 
69 
45 
95 
93 
32 

	  
. 
. 
. 
. 
. 
. 
. 
. 
. 

	  
84 
91 
97 
82 
72 
96 
32 
93 

100 

	  
. 
. 
. 
. 
. 
. 
. 
. 
. 

	  
*** 
*** 
*** 
*** 
*** 
*** 
*** 
 
*** 
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12-17 girls 83 100 . 40 . *** 
School (HVC & poverty status, girls/boys) 	   	   	   	   	   	  

In school 
All 

All school aged boys (7-17) 
All school aged girls (7-17) 

Primary aged, all 
Primary aged boys 
Primary aged girls 
Secondary aged all 

Secondary aged boys 
Secondary aged girls 

	  
88 
87 
88 
90 
87 
90 
82 
83 
81 

	  
79 
82 
75 
84 
84 
83 
65 
77 
48 

 

	  
82 
81 
84 
81 
80 
82 
87 
84 
89 

	  
86 
85 
88 
89 
87 
91 
80 
80 
80 

 

	  
91 
91 
91 
92 
91 
92 
86 
88 
84 

 

	  
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 

 
Absenteeism (mean days missed among enrolled) 

All 
All school aged boys (7-17) 
All school aged girls (7-17) 

Primary aged, all 
Primary aged boys 
Primary aged girls 
Secondary aged all 

Secondary aged boys 
Secondary aged girls 

	  
 

1.1 
1.1 
1.1 
1.0 
1.0 
1.1 
1.2 
1.4 
1.1 

	  
 

2.1 
1.9 
2.2 
2.0 
2.1 
2.0 
2.1 
1.8 
3.4 

	  
 

1.3 
2.1 
1.1 
1.3 
1.8 
1.0 
1.1 
1.0 
1.2 

	  
 

1.3 
1.3 
1.4 
1.2 
1.1 
1.4 
1.6 
1.9 
1.4 

	  
 

0.8 
0.8 
0.8 
0.8 
0.8 
0.8 
0.8 
0.9 
0.8 

	  

Among children in school, mean number of Birr 
spend on school fees and materials per year 
(1birr=17.79) 

All 
All school aged boys (7-17) 
All school aged girls (7-17) 

Primary aged, all 
Primary aged boys 
Primary aged girls 
Secondary aged all 

Secondary aged boys 
Secondary aged girls 

	  
 
 

78 
87 
70 
76 
84 
69 
85 
98 
73 

	  
 
 

32 
31 
33 
32 
32 
32 
32 
30 
34 

 

	  
 
 

39 
53 
28 
43 
60 
30 
23 
26 
21 

 

	  
 
 

78 
80 
77 
70 
66 
73 

102 
121 

87 

	  
 
 

89 
102 

77 
89 

102 
77 
91 

106 
76 

	  

Basic needs 	   	   	   	   	   	  
Food: 	    	   	   	   	  

Child does not have adequate food 
All 

0-4 all 
0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

	  
45 
45 
46 
43 
45 
45 
44 
45 
46 
44 

	  
72 
77 
76 
78 
73 
72 
75 
69 
78 
60 

	  
70 
64 
60 
69 
74 
83 
67 
73 
68 
76 

	  
49 
55 
58 
49 
51 
50 
52 
46 
45 
47 

	  
36 
37 
39 
35 
35 
35 
35 
36 
37 
34 

	  
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 

Went to school hungry last school day 
All (5-17) 

0-4 all 
0-4 boys 
0-4 girls 
5-11 all 

	  
27 

- 
- 
- 

24 

	  
51 

- 
- 
- 

53 

	  
42 

- 
- 
- 

41 

	  
32 

- 
- 
- 

31 

	  
19 

- 
- 
- 

16 

	  
*** 
 
 
 
*** 
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5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

25 
23 
30 
30 
30 

56 
49 
49 
52 
45 

51 
33 
43 
41 
45 

31 
30 
32 
34 
31 

16 
17 
24 
23 
25 

*** 
*** 
*** 
*** 
*** 

Social support: 	   	   	   	   	   	  
Does not have someone to help solve a problem 

All 
0-4 all 

0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

	  
24 
29 
34 
24 
23 
23 
22 
23 
25 
21 

	  
32 
42 
61 
19 
31 
33 
30 
30 
33 
27 

	  
31 
35 
34 
36 
30 
33 
27 
31 
37 
26 

	  
29 
38 
42 
34 
30 
28 
31 
26 
26 
27 

	  
19 
25 
31 
19 
18 
18 
18 
18 
21 
14 

	  
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 

Legal: 	   	   	   	   	   	  
Does not have a birth certificate 

All 
0-4 all 

0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

	  
73 
67 
67 
66 
73 
73 
73 
78 
76 
80 

	  
70 
58 
66 
47 
74 
76 
71 
71 
68 
75 

	  
80 
81 
85 
75 
77 
70 
83 
84 
82 
86 

	  
77 
68 
68 
69 
76 
77 
75 
79 
75 
82 

	  
71 
64 
64 
65 
71 
72 
71 
77 
76 
78 

	  
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 

Adequate housing: 	    	   	   	   	  
Does not have a blanket to sleep under 

All 
0-4 all 

0-4 boys 
0-4 girls 
5-11 all 

5-11 boys 
5-11 girls 
12-17 all 

12-17 boys 
12-17 girls 

 

	  
18 
18 
20 
15 
18 
19 
18 
17 
18 
16 

	  
33 
36 
42 
27 
33 
37 
30 
31 
32 
31 

	  
33 
30 
37 
23 
36 
33 
39 
32 
36 
28 

	  
20 
21 
23 
20 
21 
21 
21 
20 
21 
18 

	  
12 
13 
14 
12 
13 
14 
12 
11 
11 
10 

	  
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 
*** 

Household Level  	   	   	   	   	   	  
Household 	   	   	   	   	   	  

Food: Inadequate household food security 35 64 62 34 24 *** 
Credit: Access to loans 8 5 3 8 10 *** 
Income: No household income 11 22 23 7 9 *** 
Consumption: Per capita food expenditures  $5 $2 $2 $6 $6 *** 

Major supports to households  
Economic strengthening: T 

      

Training in Community Saving and Self-help 
Groups (CSSG) 10 9 8 9 11 

 
 

Received business development services 6 5 1 7 6 *** 
Support to engage in income generating 

activities (expansion, diversification…) 2 0 0 1 3 
*** 
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Referrals or linkages to:        
To go to a health center  16 14 12 16 18 ~ 
Food rations 6 10 6 7 5 *** 
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Appendix 7: Summary Tables of Support Disaggregated by Gender and Age 
 

  
Poor & 
HVC 

Poor & Non-
HVC 

Non-poor & 
HVC 

Non-poor  
& Non-
HVC 

 p 

 Food & Nutrition:       
Supplemental food support      

All children  13 10 16 18 *** 
Boys: 0-4 6 11 11 20 ** 
Girls: 0-4 8 13 11 16  
Boys: 5-11 17 13 14 19  
Girls: 5-11 16 5 15 18 *** 
Boys: 12-17 14 7 16 20 ** 
Girls: 12-17 11 14 20 18 ! 

Therapeutic & supplementary food for 
malnutrition     

 

All children 1 1 1 2  
Boys: 0-4 0 0 5 2 * 
Girls: 0-4 16 1 1 1 *** 
Boys: 5-11 0 0 1 2 ! 
Girls: 5-11 1 4 1 2  
Boys: 12-17 0 3 0 1 ! 
Girls: 12-17 0 0 1 3 * 

Micronutrient supplements      
All children 2 2 5 6 *** 
Boys: 0-4 1 0 7 4 ** 
Girls: 0-4 0 2 5 6  
Boys: 5-11 2 0 6 7 ** 
Girls: 5-11 1 0 4 6 *** 
Boys: 12-17 1 0 3 8 *** 
Girls: 12-17 3 7 7 7  

Nutritional education and counseling      
All children 5 2 9 10 *** 
Boys: 0-4 1 0 2 9 *** 
Girls: 0-4 6 2 2 9 ** 
Boys: 5-11 3 1 10 9 *** 
Girls: 5-11 4 4 8 10 ** 
Boys: 12-17 7 3 9 13 * 
Girls: 12-17 7 4 14 9 ** 

Promotion of optimal feeding practices      
All children 3 2 7 8 *** 
Boys: 0-4 5 1 3 8 ** 
Girls: 0-4 0 2 1 10 *** 
Boys: 5-11 1 3 9 8 ** 
Girls: 5-11 3 4 5 8 * 
Boys: 12-17 7 1 6 11 ** 
Girls: 12-17 2 4 10 8 ** 

      
General food rations      

All children 3 2 7 9 *** 
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Boys: 0-4 0 1 0 6 *** 
Girls: 0-4 16 10 8 13 ! 
Boys: 5-11 1 2 3 3  
Girls: 5-11 0 1 5 2  
Boys: 12-17 0 0 4 0 ! 
Girls: 12-17 0 1 8 3  

School and after-care feeding      

All children 0 1 5 3 *** 
Boys: 0-4 1 8 14 14 *** 
Girls: 0-4 1 0 0 3  
Boys: 5-11 15 12 16 13  
Girls: 5-11 15 6 12 14 * 
Boys: 12-17 22 8 17 17 *** 
Girls: 12-17 14 16 16 17 *** 

Any food and nutrition services      
All children 15 10 15 15 *** 
Boys: 0-4 12 20 29 32 ** 
Girls: 0-4 43 19 19 28 ** 
Boys: 5-11 31 25 30 29  
Girls: 5-11 23 20 30 29 * 
Boys: 12-17 35 20 31 30  
Girls: 12-17 25 28 33 32  

 
 
Healthcare Referral:      

Growth monitoring Poor & 
HVC 

Poor & Non-
HVC 

Non-poor & 
HVC 

Non-poor  
& Non-HVC  p 

All children 11 11 12 17 *** 
Boys: 0-4 8 17 10 22 *** 
Girls: 0-4 21 17 9 18  
Boys: 5-11 14 19 10 16 ** 
Girls: 5-11 7 7 14 16 *** 
Boys: 12-17 9 8 9 15 ** 
Girls: 12-17 13 1 15 14 *** 

Immunizations      
All children 13 18 17 18 ** 
Boys: 0-4 15 21 25 21  
Girls: 0-4 31 21 21 22  
Boys: 5-11 9 15 18 18 ! 
Girls: 5-11 13 22 13 21 *** 
Boys: 12-17 14 11 16 13  

Girls: 12-17 10 12 17 15  
ART provision and adherence      

All children 5 0 1 1 *** 

Boys: 0-4 0 0 0 1  
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Girls: 0-4 17 0 1 2 *** 
Boys: 5-11 3 0 1 1 ! 
Girls: 5-11 2 0 0 0 *** 
Boys: 12-17 4 0 4 0 *** 
Girls: 12-17 7 0 1 1 *** 

Vitamin A      

All children 3 4 7 8 *** 

Boys: 0-4 1 5 9 8 ! 
Girls: 0-4 5 3 12 10 ! 
Boys: 5-11 2 5 5 10 *** 
Girls: 5-11 1 5 5 7 * 
Boys: 12-17 9 3 6 7  
Girls: 12-17 2 1 10 5 *** 

Deworming      
All children 0 1 4 2 *** 
Boys: 0-4 0 3 1 3  
Girls: 0-4 3 1 1 3  
Boys: 5-11 0 0 4 2 * 
Girls: 5-11 0 2 3 3  
Boys: 12-17 1 0 5 2 *** 
Girls: 12-17 0 0 6 2 *** 

PMTCT services      
All children 1 0 1 0 *** 
Boys: 0-4 0 0 0 1  
Girls: 0-4 1 0 1 1  
Boys: 5-11 1 0 0 0  
Girls: 5-11 1 0 1 0  
Boys: 12-17 0 0 3 0 *** 
Girls: 12-17 0 0 0 0  

HIV/AIDS prevention      
All children 3 2 6 5 *** 
Boys: 0-4 0 0 3 7 *** 
Girls: 0-4 1 2 2 4  
Boys: 5-11 3 4 4 3  
Girls: 5-11 2 2 8 4 ** 
Boys: 12-17 3 2 5 5 ** 
Girls: 12-17 7 2 8 6 ! 

Health education      

All children 5 6 14 14 *** 

Boys: 0-4 0 3 12 13 *** 
Girls: 0-4 1 1 1 10 *** 
Boys: 5-11 4 10 14 15 * 
Girls: 5-11 8 3 11 14 *** 
Boys: 12-17 8 6 15 17  
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Girls: 12-17 6 13 18 17 ** 
HIV prevention and treatment education      

All children 4 5 10 11 *** 
Boys: 0-4 0 1 5 12 *** 
Girls: 0-4 0 2 2 8 * 
Boys: 5-11 0 4 11 11 *** 
Girls: 5-11 2 7 11 9 *** 
Boys: 12-17 6 7 10 15 ** 
Girls: 12-17 8 10 12 11  

      
Any healthcare referral services      

All children 31 31 40 40 *** 
Boys: 0-4 23 30 42 47 *** 
Girls: 0-4 60 32 30 41 *** 
Boys: 5-11 31 35 38 41  
Girls: 5-11 25 33 37 39  
Boys: 12-17 27 26 42 39 ** 
Girls: 12-17 34 27 43 37 ** 

          
 
 
 
 
Education and Skills:      

Removal of child from exploitive work      
All children 3 5 7 10 *** 
Boys: 0-4 1 5 2 10 *** 
Girls: 0-4 8 5 3 10 * 
Boys: 5-11 3 5 7 10 * 
Girls: 5-11 3 7 8 9 * 
Boys: 12-17 2 3 8 9 ** 
Girls: 12-17 4 6 9 11 ! 
Advice on appropriate child work      
All children 5 7 9 11 *** 
Boys: 0-4 1 4 4 11 ** 
Girls: 0-4 6 7 5 10  
Boys: 5-11 5 7 7 13 ** 
Girls: 5-11 6 8 8 11  
Boys: 12-17 3 9 10 12 * 
Girls: 12-17 6 5 12 10 * 
Stationary      
All children 21 20 26 22 *** 
Boys: 0-4 24 13 13 19 ! 
Girls: 0-4 8 23 14 18  
Boys: 5-11 13 30 26 21 ** 
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Girls: 5-11 25 10 24 21 *** 
Boys: 12-17 27 18 31 25 * 
Girls: 12-17 19 29 31 23 * 
Free uniforms      
All children 15 10 10 9 *** 
Boys: 0-4 24 7 4 7 *** 
Girls: 0-4 1 9 5 9  
Boys: 5-11 7 11 10 9  
Girls: 5-11 25 7 12 9 *** 
Boys: 12-17 12 11 12 11  
Girls: 12-17 16 19 7 8 *** 
Books      
All children 9 8 14 13 *** 
Boys: 0-4 1 5 8 11 * 
Girls: 0-4 4 4 6 10 ! 
Boys: 5-11 5 15 14 15 * 
Girls: 5-11 12 4 16 14 *** 
Boys: 12-17 11 14 17 17  
Girls: 12-17 11 9 15 12  
School fee exemption      
All children 12 13 18 16 *** 
Boys: 0-4 24 4 6 18 *** 
Girls: 0-4 2 11 1 14 *** 
Boys: 5-11 8 15 17 15 ! 
Girls: 5-11 14 9 16 14  
Boys: 12-17 10 23 21 16 * 
Girls: 12-17 15 23 26 18 ** 
Tutorial support      
All children 4 3 7 10 *** 
Boys: 0-4 6 1 5 9 ** 
Girls: 0-4 0 3 2 7 * 
Boys: 5-11 1 5 8 11 *** 
Girls: 5-11 4 0 8 10 *** 
Boys: 12-17 6 5 7 12 * 
Girls: 12-17 3 8 7 8  
Pre-school education for <6 yrs      
All children 2 0 2 2 ** 
Boys: 0-4 0 0 0 2  
Girls: 0-4 0 0 5 2 * 
Boys: 5-11 0 1 5 2 * 
Girls: 5-11 3 0 0 2 * 
Boys: 12-17 0 0 0 3 ** 
Girls: 12-17 6 0 1 3 * 
Free tuition      
All children 12 11 14 9 *** 
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Boys: 0-4 20 5 5 9 ** 
Girls: 0-4 4 7 3 11 * 
Boys: 5-11 5 8 13 9 ! 
Girls: 5-11 15 13 13 8 * 
Boys: 12-17 20 9 17 8 *** 
Girls: 12-17 7 21 18 11 ** 
School referral      
All children 10 4 13 11 *** 
Boys: 0-4 0 0 4 9 *** 
Girls: 0-4 5 0 3 10 *** 
Boys: 5-11 10 7 12 10  
Girls: 5-11 8 0 10 11 *** 
Boys: 12-17 20 7 20 11 *** 
Girls: 12-17 9 11 16 15  
Vocational training      
All children 1 0 1 0 * 
Boys: 0-4 6 0 0 0 *** 
Girls: 0-4 0 0 0 0  
Boys: 5-11 0 0 1 0 * 
Girls: 5-11 0 0 0 0  
Boys: 12-17 0 0 0 1  
Girls: 12-17 0 0 1 1  
Free school meals      
All children 1 2 1 1  
Boys: 0-4 12 1 0 1 *** 
Girls: 0-4 0 1 0 2  
Boys: 5-11 0 3 1 1 * 
Girls: 5-11 0 3 0 1 * 
Boys: 12-17 0 0 1 0  
Girls: 12-17 0 0 3 1 *** 
Any  education and skills services      
All children 41 37 45 39 *** 
Boys: 0-4 24 21 25 35 *** 
Girls: 0-4 26 35 27 35  
Boys: 5-11 33 49 45 38 *** 
Girls: 5-11 44 29 43 37 ** 
Boys: 12-17 51 42 53 43 ** 
Girls: 12-17 49 50 50 44  
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