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Abstract 

 

A Health Program Proposal for Orphans and Vulnerable Children at Adventures In 
Missions Care Points in Swaziland 

By Claud D Crosby III 

At the turn of the 21st century the Kingdom of Swaziland experienced a tremendous loss 
of life due to the HIV/AIDS pandemic ravaging sub-Saharan Africa. With thousands of 
adult lives lost, Swaziland faced a new crisis of more than 120,000 orphans and 
vulnerable children (OVC). Adventures in Missions (AIM) responded to this crisis in 
2004 by collaborating with a Swazi pastor to establish neighborhood care points east of 
Manzini in central Swaziland. More than a decade later AIM manages 33 care points, 
serving more than 6,000 OVC. However, there is no formal health program for OVC at 
those care points; thus, AIM requested a health program proposal that would extend 
health care to the OVC they serve. 
 
The purpose of this Special Studies Project is to develop a culturally appropriate health 
program proposal that draws on the expertise of other organizations currently providing 
OVC health services in Swaziland. Interviews with AIM staff in Swaziland were used to 
guide the research phase of this proposal by identifying the most relevant organizations in 
Swaziland to be assessed. The competitive analysis of these exemplary organizations, an 
analysis of AIM’s organizational capacity, and research on the national referral system 
informed the development of the health program. The proposed program capitalizes on 
existing strengths among AIM staff and identified staffing and resource gaps to be filled 
in order to implement a successful health program.  
 
The goal of the program proposal is to develop a cost-effective and culturally appropriate 
program that integrates well with the objectives of the national health system. Key 
research findings include the need to identify and train community health workers for 
each care point, develop and implement a monitoring and evaluation plan, and develop a 
referral system that tracks patients and ensures the completion of treatment. The proposal 
includes plans for onsite acute care and preventative treatment, as well as an explicit plan 
for referrals. The proposal is divided into three progressive phases of implementation, 
and it provides AIM with a framework for implementing a system of health for the 6,000 
OVC under their care.  
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Chapter 1:  Introduction 

1.1 Rationale  

Swaziland is a small kingdom situated between the eastern part of South Africa and 

Mozambique. According to a national survey from 2007, there were roughly 1.2 million 

inhabitants in Swaziland spread across four administrative regions: Hhohho, Manzini, Lubombo, 

and Shiselweni[1]. Swaziland is low ranking on the Human Development Index at 144 out of 

177 countries and has the highest prevalence of HIV in the world, with 26% of adults of 

reproductive age being HIV positive[1, 2]. The nation also faces an epidemic of tuberculosis - 

1,380 cases per 100,000 residents - because so many of its residents are immunocompromised[2, 

3]. This high burden of infectious diseases have severely strained the national health system, 

which already experiences a dearth trained physicians and nurses[4, 5].  

Perhaps one of the greatest challenges now facing Swaziland is the plight of thousands of 

children left orphaned as a result of HIV and AIDS. By 2007, roughly 23% of all children under 

the age of 18 were orphans[3]. To fill the gap left by parents who succumbed to AIDS, the 

elderly head roughly 35% of all households in Swaziland, and another third of all households are 

headed by children alone[1]. In addition to the parenting crisis, more than a third of all Swazis 

currently receive some type of food aid according to the World Food Program (WFP), and 

malnutrition is a challenge for numerous OVC[2, 3, 6]. This crisis resulted in a prevalence of 

stunting, underweight, and wasted children at 29%, 5%, and 3% respectively[1]. The percentage 

of underweight children climbs even higher to 11% among OVC[3].    
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Through a national plan to make primary education free for all Swazi children, the net attendance 

of primary school has risen to 84% according to the 2007 SDHS. However, large numbers of 

pupils attending primary school are older learners, no longer attending the appropriate grade 

level for their age[3]. Though rates of school attendance among OVC differs by only 3% from 

children living with their parents, it has been clearly shown that OVC are more likely to drop out 

or perform poorly in school due to their profound life challenges[1, 3, 7, 8].     

 

In a country with the worst HIV prevalence in the world, casual sex at a young age can become a 

death sentence. The SDHS demonstrated that OVC were 50% more likely to have sex before the 

age of 15 in Swaziland than their peers. Additionally, crippling poverty often forces young 

orphaned girls into exchanging sexual encounters for food, clothing, and shelter in Swaziland, 

where there is a known tendency for young girls to get into relationships with older men[1-3, 8].  

1.2 Problem  

As the HIV/AIDS pandemic swept across sub-Saharan Africa in the late 90’s and early turn of 

the century, the Kingdom of Swaziland, one of Africa’s smallest nations, became infamous for 

the worst HIV prevalence in the world. The small nation, known for its peaceful people and 

unique traditional customs surrounding the royal family, staggered public health officials as the 

HIV prevalence rapidly ascended well above 30% of the entire population[2, 5]. Before long, 

media reports began to postulate whether or not the small kingdom could survive coming 

decades as an entire generation of parents was decimated by the virus, leaving behind a 

generation of orphans and vulnerable children (OVC)[9].    
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During that time a prolific author determined to use the proceeds from his newfound success to 

create an organization that would seek to turn the tide of the HIV pandemic in Africa. Thus, 

Dream for Africa (DFA) was founded, and innovative strategies were sought to tackle the 

pandemic among at risk youth in Africa’s high schools. Adventures in Missions (AIM) was 

established as a non-profit Christian mission organization in 1989, initially founded as a vehicle 

to connect American church youth groups to service opportunities in impoverished communities 

at domestic and international sites.  As AIM evolved over the years, it expanded its operations to 

include a one-year missionary internship for college students and young professionals interested 

in a career in missions.   

 

In February of 2004 DFA recruited leaders from numerous mission organizations in southern 

Africa and the United States, including staff members of AIM, to develop and pilot an HIV 

prevention campaign in schools across Botswana and Swaziland. These mission leaders gathered 

in Swaziland to develop and implement a two-week pilot program, out of which evolved a 

curriculum to accompany the film entitled Beat the Drum, which was a semi-fictional story of a 

young South African boy orphaned by AIDS who travels from the village to Johannesburg in 

search of a future. This Hollywood film artfully incorporated many of the misconceptions 

surrounding HIV and AIDS into a culturally relevant story intended to be an instructional tool in 

high schools across Africa. Subsequently, in the winter of 2004 the Beat the Drum Campaign 

was launched in every high school across the Kingdom of Swaziland. The program included a 

week of educational sessions about HIV and a culminating ceremony at each week’s end where 
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students were given the opportunity to publically commit to a healthy lifestyle conducive to the 

prevention of HIV transmission.    

 

While the campaign successfully reached every high school in Swaziland in the months of June, 

July, and August of 2004, it also became painfully obvious that additional services and assistance 

was needed to help a people ravaged by the HIV pandemic. AIM staff members who participated 

in the campaign recalled countless high school students whom they had met who were heading 

entire households by themselves. Visits made to government hospitals during the campaign 

seared grim images in the minds of staff members of bodies ravaged by AIDS, skin drawn taut 

across sub-one hundred pound adult bodies. These and other experiences motivated AIM to open 

a mission base in Swaziland following the campaign, in order to continue to offer services to 

communities ravaged by HIV.  

 

Among AIM’s many partners throughout the country, one particular relationship with a local 

Christian pastor, trained in community assessment and development, shaped the future direction 

of the organization. Through this partnership, AIM relocated its entire staff to the pastor’s rural 

community (Engculwini) east of Manzini, where it would focus serving a catchment area of 10 

square kilometers. Shockingly, within that small catchment area there were no fewer than 1,000 

OVC in need of daily food and other services. In order to provide meals for these vulnerable 

children, the rural pastor had developed a network of local mothers, bomake in the local siSwati 

language, to staff eight community care points. Each care point comprised land donated by the 
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village chiefs, where the bomake would construct simple mud-and-stick kitchens out of which 

they would provide daily meals to hundreds of OVC.  

 

Upon being introduced to the network of volunteers, AIM staff determined that they could play a 

unique role in supporting the care point system developed by the pastor. Therefore, a strategic 

plan was developed that involved pairing U.S. churches with each care point, in order to provide 

ongoing personnel and financial support for the provision of food, clothing, spiritual mentorship 

and informal education to the OVC. Through a collaboration with The Children’s Hope Chest, an 

nongovernmental organization (NGO) offering support to orphans around the world, AIM has 

continued to support the network of care points in Engculwini while expanded to other regions of 

the country to develop additional care points. AIM currently supports a network of 34 care points 

spread across the Kingdom of Swaziland, serving roughly 6,000 OVC.  

 

Although AIM has made tremendous progress toward improving the lives of OVC in Swaziland, 

there is still no formal health component in their programs. As a result, AIM staff members have 

often had to respond to health crises among the children they serve on a per patient basis, often 

with moderate outcomes. This gap motivated AIM staff to conduct research and develop an ideal 

health component to compliment the other services offered at each care point.  

1.3 Purpose  

This special studies project is designed to be a resource for Adventures in Missions that is replete 

with programmatic recommendations for system of health care to be added to the existing OVC 

project. These recommendations are informed by a robust literature search and a review of 
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technical documents regarding the best practices and international guidelines for OVC health 

care. Additionally research was conducted on existing OVC programs in sub-Saharan African 

nations making substantial contributions to the health of OVC. AIM requested that an Emory 

graduate student from the School of Public Health conduct site visits in May 2015 in Swaziland, 

which included visits to AIM facilities, competitor facilities, and other government agencies 

dealing with adolescent and OVC health. The purpose of this research was to conduct a 

competitor analysis of other non-profit and faith-based organizations providing health care to 

OVC in Swaziland, in order to identify the best practices being used in the country. Interviews 

were conducted with all AIM staff members who will ultimately be involved in providing health 

care to the OVC, in order to assess AIM’s organizational capacity for growth and development 

of a health program. A focus group was conducted with the volunteers (bomake) from multiple 

AIM care points to assess their prioritization of the health needs they encounter on a daily basis 

while serving the OVC. Mapping of existing health services available for OVC in the country 

was also performed during the site visits, informed by interviews at the Baylor Pediatric Center 

of Excellence. The final product to be delivered to AIM by August 2015 will therefore include 

sound evidence-based recommendations for a program of health to complement the OVC 

program in Swaziland, including a proposed plan for staffing and budgetary needs, as well as the 

development of an efficient referral system.     

1.4 Aims 

Aim One ~ Review the literature and technical documents from multilateral, non-governmental, 

and private organizations in order to inform the development of a health program for OVC at 

AIM’s care points in Swaziland.  
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Aim Two  ~ Conduct an organizational assessment of AIM informed by interviews with its 

Swaziland staff members.  

 

Aim Three ~ Produce programmatic recommendations for a health program to complement 

AIM’s existing OVC programs, including information regarding personnel needs and budgetary 

considerations.  

 

Aim Four ~ Develop a referral system for cases encountered at the care points that are beyond 

the abilities of the AIM health care staff.   

 

1.5 Significance 

Although several organizations are operating in Swaziland in response to the OVC crisis 

precipitated by the HIV pandemic, no formal database has been established to document the 

methods by which each program addresses health care. Additionally the types of services offered 

to OVC in Swaziland vary based on each organization’s goals, the region of the country in which 

they function, and the availability of external services.  

 
AIM began as a short-term mission organization in the late 1980’s, and since that time has 

expanded their work to numerous nations worldwide. AIM’s programs have generally been 

focused on offering young American students the opportunity to do missionary work in 



 
 

 

8 

communities with profound needs, in hopes that they will grow in their faith and consider how 

they might actively serve others with their lives. Therefore AIM’s programs in Swaziland are 

unique, for Swaziland is one of the few nations where AIM staff provides services on a daily 

basis on an incredibly large scale. The development of the OVC program in Swaziland would not 

have been possible without key partnerships within the community, as well as a formalized 

partnership with Children’s Hope Chest, an organization dedicated to the care of orphans. That 

said, AIM has not traditionally been involved in the direct provision of health care, making the 

development of an OVC health program the first endeavor of its kind for AIM. Executive 

leadership from AIM have recognized the need to formalize a culturally-appropriate system of 

healthcare for OVC in Swaziland, but wish to do so through effectively utilizing existing health 

services provided by the Swazi government and other organizations. Therefore, the request for 

programmatic recommendations are intended to guide the creation of a standardized system of 

referrals and linkage to care, while providing limited essential primary health care to OVC.  

 

In response to the dire health needs of the OVC under their care, AIM has hired a local nurse to 

begin treating children at the care points. However, with a health provider-to-child ratio of 

1:6,000, and because AIM care points are located in disparate parts of the country, much 

consideration should be given regarding the best utilization of this new staff member. While it is 

anticipated that other health care staff may need to be hired, it is critical to first develop an 

extensive plan for AIM’s programs that will inform the type of staffing needs that are to be met. 

Additionally, it is believed that the more than 80 volunteers who staff the care points could be a 

tremendous asset in terms of assisting with the provision of ongoing screening and care of the 
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OVC. Therefore, included in the programmatic recommendations should be potential ways in 

which the nurse could train the volunteers to collaborate with her to monitor and screen the OVC 

health.  

 

AIM holds regular meetings with its principle donors, at which time they provide updates on the 

current OVC programs in Swaziland and cast vision for future programs to be developed and for 

which funds should be raised. Therefore, AIM desires OVC health program recommendations 

that will both shape the development of their future health system for the OVC, and that could be 

used to support fundraising efforts for such a program. A formal document including thorough 

research on existing programs of OVC health care and details regarding existing services in 

Swaziland would provide the ideal tool for the development of a new program in the latter half 

of this year.        

 

Chapter 2:  Literature Review 

2.1 Introduction 

AIM’s programs differ vastly from one country to the next because their primary intent is to 

expose participant to service in international settings, commonly among impoverished 

communities. AIM staff members establish bases around the world and target the objectives of 

each site to the needs of the local population. As a result, AIM programs typically have an 

organic evolution in the absence of a strict policy or list of objectives upon entering a new 

country. This has been the case with AIM’s Swaziland division, which was developed in 
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response to the AIDS orphan crisis. The OVC programs were initially concerned with the most 

pressing need of food security and education. Once these two issues were addressed, the natural 

next step in a country stricken by poverty and disease was clearly to address the health of the 

OVC. However, because AIM is not a health care organization, background research through a 

thorough review of the literature was necessary to build the context in which their OVC health 

program can be developed.  

 

In order to propose and plan the implementation of a health program for OVC, a review of the 

literature was first undertaken. The essential first step was to understand the government of 

Swaziland’s position on OVC care and all established national guidelines so that the 

development of programs works in concert with the government’s intentions. Furthermore it was 

critical to understand international guidelines for providing care to OVC and specifically what 

recommendations exist for developing health programs appropriate for a population of OVC so 

heavily impacted by the HIV pandemic. Beyond national and international guidelines for OVC 

programming, it was important to understand the most common challenges to health and 

nutrition among the OVC in Swaziland, and how those challenges should be measured and 

appropriately addressed. Finally, the research should compile a catalogue of exemplary OVC 

program models in sub-Saharan Africa that could be used as a basis for the creation of the AIM 

health program.    

 

The literature search was conducted using databases accessible through the Emory library 

website, including PubMed and Web of Science. Government documents available from the 
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Kingdom of Swaziland were also used to detail the determinants of poor OVC health and the 

national requirements for programs addressing these challenges. Documents published by 

international organizations were frequently consulted as part of the literature review, including 

documents from UNAIDS, USAID, World Bank, and WHO. Additionally, evaluations of 

organizations working with OVC in sub-Saharan Africa were consulted from organizations such 

as Hands@Work in South Africa and Bantwana in Swaziland. Finally, technical documents 

regarding treatment protocols for childhood illness were reviewed, including those from the 

CDC, WHO, and Baylor College of Medicine.      

 

The literature review is intended to substantiate the programmatic recommendations made at the 

end of this document through providing information on evidenced-based programs that have 

been successful in similar contexts, and to ensure that AIM’s program meets national and 

international standards. The review should also assist with the creation of an appropriate system 

of monitoring and evaluation, complete with indicators by which the successes or failures of its 

health program can be assessed. Lastly, the ultimate intent of the literature review and 

subsequent sections of this document are intended to avoid “reinventing the wheel” and instead 

to build upon successes of outstanding OVC health programs past and present.  

2.2 Swaziland 

The Kingdom of Swaziland gained its independence from British colonial rule on September 6, 

1968 and has since grown to over 1.25 million citizens inhabiting 17,360 square kilometers of 

diverse landscapes. The current king of Swaziland, King Mswati III, came to power on April 25, 

1986 and rules the country through a unique combination of traditional systems of power 
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(Tinkhundla) and western forms of elected government officials. Swaziland has been a peaceful 

country for decades, however; it has an extremely low life expectancy of less than 45 years as a 

result of the HIV pandemic [10]. For years Swaziland has had the worst HIV prevalence 

globally, and the 2012 nationally representative Swaziland HIV Incidence Measurement Survey 

(SHIMS) found that 31% of adults are HIV positive. At that time the SHIMS also determined 

that HIV incidence was 2.28%, which was an improvement from the 2006 Demographic and 

Health Survey (DHS), but still the worst global figure. Strikingly, only half of those surveyed 

who were aware of their HIV positive status were taking ARVs [5].   

2.3 National Programs of the Ministry of Health  

The health system in Swaziland is made up of the following three tiers of services: The primary 

level is comprised of community health workers (CHWs), 76 clinics, and 187 outreach service 

sites. The secondary level includes 13 health centers and public health units offering both 

inpatient and outpatient services. At the tertiary level there are six government hospitals 

(including specialized tuberculosis and psychiatry hospitals) and two mission hospitals [10]. 

Among the numerous nationwide health programs being implemented by the Ministry of Health 

(MOH), the following four programs most directly impact the health of OVC: The National 

AIDS Program, The National Nutrition Strategy, Integrated Management of Childhood Illness 

(IMCI), and The Swaziland Expanded Program on Immunization (SEPI)[10].  

 

In recent years systematic and meta-analyses have demonstrated that nurses and clinical officers 

are capable of producing the same patient outcomes as physicians in terms of the initiation and 

management of ART, and at times with fewer patients lost to follow up[4, 11-13]. This has led 
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many nations, including Swaziland, to implement task-shifting strategies to cope with the dearth 

of physicians that previously made HTC and ART coverage tremendous challenges for limited-

resource nations with a high prevalence of HIV [11-14]. Additionally, massive efforts are 

underway to decentralize HIV testing, counseling, and enrollment in treatment to the primary 

level of the health system in order to alleviate the strained work loads of physicians and nurses. 

Like other countries in Africa, Swaziland suffers from a shortage of physicians to care for the 

vast numbers of its citizens infected with HIV, and therefore a substantial initiative of the MOH 

is underway to shift HIV testing and counseling (HTC) responsibilities from physicians to nurses 

and community health care workers. The primary goals of the task-shifting effort is to increase 

access to testing and counseling for residents in rural areas, and to increase ART coverage for all 

Swazis living with HIV [11, 13].      

 

One of the greatest challenges of the Swazi health care system is the lack of trained physicians in 

the country. Currently, there is one nascent medical school in Swaziland to train indigenous 

physicians, forcing most who wish to study medicine to attend institutions in neighboring 

countries and abroad. Furthermore, there are only three institutions providing training for 

clinicians: the Faculty of Health Sciences at The University of Swaziland, Nazarene College, and 

the Good Shepherd Nursing School [13]. Beyond the aforementioned institutions, which solely 

train nurses and nursing assistants, there are no other training facilities for any other type of 

clinician (e.g., clinical officers, pharmacists, laboratory technicians). In response to the lack of 

trained physicians to meet the overwhelming health needs of the general population Colombia 

University’s ICAP, in partnership with the MOH, launched a standardized training curriculum in 
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2012 to train nurses to take on initiation and monitoring of ART, with impressive results from 

the program’s inception [4].           

2.4 Orphans and Vulnerable Children  

PEPFAR defines an orphan as “a child, 0-17 years, old who is either orphaned or made more 

vulnerable because of HIV/AIDS” and defines vulnerable children by the following criteria[15]: 

• A child who is HIV positive 

• A child who has inadequate adult support (which includes living in a child-headed 

or grandparent headed household or lives with chronically ill parents) 

• A child who lives outside of family care 

• A child who is discriminated against, marginalized, or stigmatized 

According to the WFP, there are over 80,000 orphans in Swaziland, and children head 15% of all 

households in the country[16]. When combined with other vulnerable children, there were an 

estimated 104,026 OVC in Swaziland by 2010. One of the greatest challenges posed by the 

orphan crisis in Swaziland is that the brunt of their care falls on grandparents and other relatives, 

and in dire situations these children are left to fend for themselves and raise their own siblings 

[2]. UNICEF puts the figure even higher, stating that 125,000 children have lost at least one 

parent due to the HIV pandemic. Beyond the challenge of being orphaned, infectious diseases 

like HIV and tuberculosis have taken a massive toll of the lives of vulnerable children in 

Swaziland. Malnutrition has also taken its toll on the young population, where chronic 

malnutrition affects as much as 40% of all Swazi children (UNICEF SD site). World Bank data 

notes wasting among 1% of all Swazi children, and low birth weight in nearly one tenth of all 
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children[17]. Additionally, the 2010 MICS indicated that 31% of children less than 5 years of 

age were stunted and 6% were underweight.  

 

In addition to numerous challenges to adolescent health, UNICEF notes that one in three Swazi 

females experiences some form of sexual violence as a child, and almost 5% of females 

experience forced intercourse. In fact, intergenerational sexual intercourse with older men and an 

early sexual debut are noted to be critical problem areas that have led to the high HIV prevalence 

among female Swazi teens[2].  

2.5 National Plans of Action for Children and OVC 

All information in this section comes from Swaziland’s National Plan of Action for OVC, which 

was developed in 2006 around the following four goals[6]:  

(1) “Children are ensured access to shelter and protection from abuse, violence, 

exploitation, discrimination, trafficking, and loss of inheritance 

(2) Vulnerable individuals and households are able to produce or acquire sufficient 

appropriate food to meet short and long term nutritional needs 

(3) Improved access to basic health care services for the most vulnerable children 

(4) Universal primary education achieved, and support provided to OVC in secondary 

school.” 

The Government of Swaziland grouped into five rights-based programmatic areas that include: 

the right to food, right to protection, right to education, right to basic services, and the right to 

participation. Health services rank among the most critical basic services to be rendered to 

Swaziland’s large OVC population, who often struggle to access basic health care due to 
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inadequate transportation or financial limitations. In the absence of free primary health care, 

neighborhood care points (NCPs) have also played a vital role in delivering services to OVC at 

435 sites across the country, staffed by over 1,300 local volunteers. There has been discussion of 

expanding NCPs nationwide as a means of community-lead service delivery to OVC, but this has 

yet to be fully realized. That said, the volunteers at most NCPs work hard to provide food, 

shelter, psychosocial support, and at times informal education to OVC attending the care points. 

Some sites go so far as to plant gardens in order to provide more stable sources of food for the 

OVC and to address the plethora of malnourished children in Swaziland.  

 

In addition to addressing the nutritional needs of the children, OVC stakeholders have called for 

the creation of a formal linkage between the NCPs and the health care system in order to treat 

those OVC with profound health needs. This potential system of referrals is an important means 

of extending pediatric HIV treatment to OVC who otherwise might never be connected to care. 

Stakeholders have also ambitiously advocated for the government to create a system of free 

primary health care to OVC. Major concerns for the current systems of OVC care include 

inadequate access to clean drinking water at many schools and NCPs, as well as poor data 

collection tools at the national level for OVC.  

 

Built into the national plan of action was a four-year budgetary allocation of nearly 40 million 

USD to go toward improving health services for OVC. Embedded in the health plan were goals 

to increase immunization coverage against the seven killer childhood diseases (tuberculosis, 

measles, diphtheria, pertussis, tetanus, hepatitis B, and polio), increase the percentage of those on 
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vitamin A, zinc, and iron supplementation, provide PMTCT services for orphan prevention, 

provide co-trimoxazole prophylaxis for HIV exposed children, extend HIV treatment to all 

infected children, provide routine health care for children <5, children 5-9, and children 10-18, 

and finally to train rural health motivators (RHMs) to support OVC health care. Other targets 

mentioned include annually deworming all children and increasing the access to safe water and 

sanitation at schools and all NCPs.    

2.6 International Guidelines for OVC Health 

In multiple technical documents PEPFAR acknowledges that many OVC programs are uniquely 

positioned to have an incredible impact on the health of children both within their programs and 

in the community. This is because organizations that serve OVC typically have a strong presence 

within the community, can focus on the socioeconomic determinants of health and behavior, and 

can serve as a bridge between clinic-based care in the local health system and community-based 

care. This advantageous posture allows them to reach women, children, and infants who may be 

less likely to utilize formal health care facilities due to a number of financial and or logistical 

constraints[18].  

 

When designing a health program for orphans and or children affected by HIV and AIDS, the 

World Bank OVC Tool Kit recommends the inclusion of the following interventions[19]:  

• Offer free/reduced services in collaboration with other NGOs  

• Include psycho-social assessment in routine heath assessment 

• Offer follow-up for psycho-social problems  

• Design outreach services targeting child-headed households  
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• Develop support for children of HIV-affected households  

• Develop an AIDS care and prevention training program  

• Train children (when necessary) to care for AIDS patients at home 

• Promote participation in health activities through conditional transfers  

• Waive or except children from fees depending on their situation  

• Provide school-based health services 

 

It should be noted that some of these suggestions would vary depending on the location of the 

program and the nature of the OVC target group. It is also important to keep in mind how critical 

the early years of a child’s development can be, and the impact on an individual of poor health 

and nutrition during those early years. Therefore, the following time-sensitive key intervention 

periods should be targeted when developing a health program for OVC (See Table 1):  

 

Table 1: Critical Development Intervention Points 
Maternal & 

Neonatal 
Health 

Development outcomes and infant mortality are critically dependent upon the 
first 1,000 days of a child's life, making it a key time for health, hygiene and 
nutrition interventions.  

Early 
Childhood 

Development 

Holistic early childhood development is proving to be incredibly influential on 
the lifelong health of a person, both in terms of biomedical and psychosocial 
health.  

Nutritional 
Intake 

The most critical time for appropriate nutritional intake occurs during the first 5 
years of life, at which time differences in nutritional demands between both 
sexes is negligible.  

Adolescent 
Vulnerability 

Adolescent girls are disproportionately more vulnerable than their male peers to 
sexual exploitation, and thus at a higher risk for contracting HIV.  

Information	
  Source:	
  2012	
  PEPFAR	
  Guidance	
  for	
  OVC	
  Programming	
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In order to measure the ongoing progress and impact of a health program it is also critical to 

develop a monitoring and evaluation plan prior to beginning the program. In this case there are 

often common measures or indicators that serve as useful benchmarks to test the efficacy of the 

health program. PEPFAR offers the follow nine indicators for care and support of OVC, many of 

which directly impact the health of the child (See Table 2): 

 

Table	
  2:	
  PEPFAR	
  OVC	
  Care	
  Indicators	
  	
  
Percent	
  of	
  children	
  whose	
  primary	
  caregiver	
  knows	
  the	
  child's	
  HIV	
  
status	
  
Percent	
  of	
  children	
  <5	
  years	
  of	
  age	
  who	
  are	
  undernourished	
  
Percent	
  of	
  children	
  too	
  sick	
  to	
  participate	
  in	
  daily	
  activities	
  
Percent	
  of	
  children	
  who	
  have	
  a	
  birth	
  certificate	
  
Percent	
  of	
  children	
  who	
  are	
  regularly	
  attending	
  school	
  
Percent	
  of	
  children	
  who	
  progressed	
  in	
  school	
  during	
  the	
  last	
  year	
  
Percent	
  of	
  children	
  <5	
  years	
  of	
  age	
  who	
  recently	
  engaged	
  in	
  stimulating	
  
activities	
  with	
  any	
  household	
  member	
  over	
  15	
  years	
  of	
  age	
  	
  
Percent	
  of	
  households	
  able	
  to	
  access	
  money	
  to	
  pay	
  for	
  unexpected	
  
household	
  expenses	
  
(Child	
  Protection)	
  Percent	
  of	
  caregivers	
  of	
  the	
  active	
  beneficiaries	
  who	
  
agree	
  that	
  harsh	
  physical	
  punishment	
  is	
  an	
  appropriate	
  means	
  of	
  
discipline	
  or	
  control	
  in	
  the	
  home	
  or	
  school	
  
Information	
  Source:	
  2012	
  PEPFAR	
  Guidance	
  for	
  OVC	
  Programming	
  	
  

 

 

Similar to the general PEPFAR indicators, MEASURE Evaluation recommends the following 

Child Wellbeing OVC impact indicators affecting a child’s health and wellness status[20].  
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Table	
  3:	
  MEASURE	
  Evaluation	
  Child	
  Wellbeing	
  Indicators	
  
Percent	
  of	
  children	
  malnourished	
  
Percent	
  of	
  children	
  <5	
  years	
  with	
  recent	
  diarrhea	
  
Percent	
  of	
  children	
  <5	
  with	
  recent	
  fever	
  
Percent	
  of	
  children	
  who	
  are	
  too	
  sick	
  to	
  participate	
  in	
  daily	
  activities	
  	
  
Percent	
  of	
  children	
  >2	
  years	
  reporting	
  irregular	
  food	
  intake	
  
Percent	
  of	
  children	
  1-­‐5	
  years	
  fully	
  immunized	
  
Percent	
  of	
  children	
  with	
  basic	
  shelter	
  	
  
Percent	
  of	
  children	
  aged	
  10-­‐17	
  years	
  reporting	
  basic	
  support	
  
Percent	
  of	
  children	
  who	
  have	
  a	
  birth	
  certificate/identification	
  card	
  
Percent	
  of	
  children	
  >5	
  years	
  currently	
  in	
  enrolled	
  in	
  school	
  	
  
Percent	
  of	
  children	
  >5	
  years	
  regularly	
  attending	
  school	
  
Percent	
  of	
  children	
  >5	
  years	
  who	
  progressed	
  in	
  school	
  over	
  time	
  	
  
Information	
  Source:	
  2012	
  MEASURE	
  Evaluation	
  Core	
  OVC	
  Program	
  
Impact	
  Indicators	
  

 

 

In order to develop an effective program for OVC it is not necessary to become a primary health 

care provider, for in many locations adequate health systems exists, and the challenge to be 

overcome is effectively navigating that health system and mitigating barriers to receiving 

care[21]. Therefore, program managers may elect to develop systems of referral for OVC under 

their care, funding mechanisms to ensure services are rendered, and structured follow-up so that 

patients do not get lost in transitions between various levels of the health system[7, 18, 19, 21]. 

To include this type of system, PEPFAR recommends that the following four components be 

integrated into any health and nutrition program for OVC[18]: 

1. Utilize ECD and school-based programs to address health and nutrition of the 

child, with a family-centered approach 

2. Integration of the program with existing community/home-based activities, which 

should include PMCTC, PMI, and child survival  
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3. Reduce barriers to health services with social protection schemes such as health 

insurance 

4. Creating systems of referral between programs in the community and health 

facility-based programs 

2.7 OVC Care Models and Best Practices 

An Analysis of South African OVC Programs 

Due to Swaziland’s close proximity to South Africa, and the historical relationship and 

consequent similarities between the Swazi and Zulu tribes, OVC programming that is effective in 

South Africa would be highly applicable and relevant in Swaziland. In 2008 Khulisa 

Management Services and their partners published a summary report that included an analysis of 

32 South African OVC program case studies. Though each of the profiled organizations offer 

different OVC services, some common themes emerged that led to recommendations for 

effective OVC programming[22]. The following is a summary of the research and subsequent 

recommendations[22].  

 

Seventy-two percent of the profiled organizations provided general health care services. These 

services primarily involved assisting OVC with accessing existing health facilities when they fell 

ill. This typically involved an organization training care workers or volunteers to identify sick 

children on home visits or presentation at a drop center, and accompanying them to the nearest 

health facility. Some organizations went a step further and trained their staff to check children’s 

“Road to Health Cards” in order to monitor their growth and development progress and their 
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immunization status. In this case, if a child is missing certain immunizations the care worker 

should accompany the child to the health facility to ensure all vaccination requirements are met. 

A small number of the organizations profiled, such as Hands@Work and Ikwanca HBC, hired 

dedicated nurses who accompany care workers on home visits and attend OVC at drop in 

centers.  

 

Unfortunately, only 60% of the profiled organizations ran HIV prevention campaigns, which 

involved training workshops that targeted their staff, volunteers, and community members at 

large. Additionally, only one fifth of the organizations offered support ART services to HIV 

positive OVC. This was primarily done through accompanying them to the local clinic or 

receiving ARV’s on their behalf. A few of these organizations also monitored ARV adherence, 

and one provided a drop-in shelter for HIV positive children who had emergent health problems. 

Seven of the 32 organizations offered clinical nutritional support, which often was delivered to 

the home in the form of E-pap or nutritionally fortified porridge. Some of the organizations also 

connected HIV positive mothers to free formula, and Hands@Work provided multivitamins and 

deworming tablets on a biannual basis. 

 

One commonality across 78% of the surveyed organizations was that they rely heavily on home 

visits, generally referred to as home based care (HBC). For most of these organizations, staff 

members providing HBC were trained in ARV treatment for both adults and children, 

tuberculosis treatment including directly observed therapy (DOT), HIV prevention and 

awareness, palliative care, and one on one counseling. These home visits were noted to be vital 
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to the effectiveness of OVC programming regardless of whether the children lived one parent, 

another adult guardian, or was part of a child-headed household, because including other 

household members in educational efforts and treatment plans has been known to increase 

program effectiveness.        

 

The report noted some common challenges faced by all 32 organizations that face the immense 

challenge of caring for an estimated 3.8 million OVC in South Africa. First, insufficient 

resources have often led to insufficient staff to meet the needs to OVC and a lack of specialized 

training for all parties involved. The lack of funding has also limited stipends paid to volunteers, 

which limits their willingness to be involved in OVC programming on a long-term basis. Second, 

many OVC organizations suffer from high staff turnover, likely due to the abovementioned lack 

of resources and burnout. Third, the stigma surrounding HIV/AIDS has been known to deter 

community members from seeking services, so in some places the services may exist but the 

community is hesitant to enroll in the programs. Finally, few organizations had enough resources 

to effectively implement monitoring and evaluation plans, which are desperately needed to 

evaluate a program’s reach and effectiveness. It was far too common that organizations serving 

OVC could not accurately quantify the number of clients they served, making effective program 

planning a tremendous challenge.     
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An Analysis of Four Programs in East Africa 

In 2009 MEASURE Evaluation published a report that summarized outcomes, emerging issues, 

and lesson learned from case studies conducted of four organizations serving OVC in Kenya and 

Tanzania. The analyses of these four organizations are included in this report based on their 

similarities with other NGOs serving OVC in Swaziland. The following information is a 

summary of that report and its subsequent key recommendations to improve the effectiveness of 

these and other interventions for OVC[23]. 

  

Programs from Kenya evaluated in this report included the Integrated AIDS Program-Thika 

(IAP), and Catholic Relief Services (CRS). Two additional programs in Tanzania were also 

evaluated, Allamo and The Salvation Army (TSA). A post-test study design was used to assess 

these groups, comparing the intervention group to a similar group that was not exposed to the 

intervention. The following table compares the four programs:  
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Key Findings in East African Programs 

All of the organizations that were assessed demonstrated an ability to correctly identify and 

enroll in their programs the most vulnerable children from their respective communities through 

a process of utilizing community committees. This reiterated the important of involving 

community members in the process of identifying the most at risk children. Three of the four 

organization utilized home visits to the households of OVC, but these visits were infrequent and 

had limited effects on the psychosocial and health outcomes of OVC. The variation of the effects 
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of home visits among organizations was likely due to differing degrees of training received by 

organization staff conducting the home visits.  

 

In homes where a guardian was present, program services targeted to those guardians were found 

to improve the lives of OVC living on the homestead, whether through improved food security at 

home or through developing more appropriate interventions. The study data also demonstrated 

mixed result in terms of the effect of material support such as educational resources and funding. 

Interestingly, OVC who received education support did not necessarily have better educational 

outcomes. The case studies had mixed effects on the utilization of free or reduced cost health 

services. It was also found that OVC utilizing services from these four organizations were at 

times subject to unintended repercussions including jealously and stigma.  

 

As a result of the comparison, the following five recommendations were made for the 

improvement of OVC programs or the development of new programs[23]: 

• Develop and encourage comprehensive volunteer training. 

• Involve guardians/caregivers OVC interventions development  

• Create stronger linkages between OVC care and other support organizations  

• Improve ongoing program M&E systems to track OVC programs  

• Regularly assess program coverage and client participation 
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Additionally, an evaluation system should be included in an initial program plan, and adequate 

resources must be allocated for this system at the beginning of each program cycle. For 

organizations that might not already have monitoring and evaluation systems in place, simple 

tools are recommended such as the Child Status Index, which assess the well-being of an 

organization’s beneficiaries.  

2.8 Community Health Workers 

In order to have a lasting impact on the health of OVC in vulnerable communities, organizations 

may consider training community members to become influential community health workers. 

The American Public Health Association (APHA) defines a community health worker (CHW) 

as:  

“A frontline public health worker who is a trusted member of and/or has an unusually close 

understanding of the community served. This trusting relationship enables the worker to serve as 

a liaison/link/intermediary between health/social services and the community to facilitate access 

to services and improve the quality and cultural competence of service delivery.” To elaborate on 

this definition, effective CHWs often come from within a community and therefore fulfill a vital 

role of connecting impoverished community members to health services[24-26].”  
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The concept of the community health worker is not new, though their title varies from place to 

place.  For example CHWs might be referred to as village health teams (VHTs) in Uganda, 

traditional birth attendants (TBAs) in Tanzania, accompagnateurs in Haiti, or rural health 

motivators (RHMs) in Swaziland. Regardless of the local name, this cadre of health workers 

generally has the most accurate picture of the health situation and all associated beliefs and 

perceptions of the local community, making them the most well-positioned people to reach an 

otherwise isolated community[24].  

Partners In Health and Lehmann et al. argue that, in many respects, CHWs are the critical first 

point of contact of any effective system of primary health care in hard-to-reach rural areas[24, 

26]. A 2007 analysis of community health worker programs across the globe identified a 

consensus around the following five concepts[26]: 

• Community health workers improve community access to health care and make 

meaningful contributions to the development of communities.  

• In order to make a meaningful and sustainable impact in a community CHWs must be 

carefully chosen, well trained and continuously supported.  

• CHW systems are not a cheap solution to the health challenges of a community, and by 

themselves are insufficient to fill the gaps left by weak and underdeveloped health 

systems.  

• Community ownership and engagement are critical for the success of any CHW program.  

• There is a continual debate regarding whether or not CHWs should be compensated or 

should offer their services on a voluntary basis. 
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Depending on their location, CHWs may fulfill preventative and/or curative roles, and they have 

also been useful for assisting those with complex chronic conditions requiring ongoing 

treatment[26]. It should be noted that CHWs are not intended to supplant the role of the well-

trained clinician, and perhaps one of their greatest functions is serving as a link between the 

community and the appropriate health facility for services. Therefore, effectively trained CHWs 

will work in concert with existing health systems, and not in parallel and separate systems[24-

26].  

 

One of the critical questions regarding any system that utilizes CHWs is whether or not they are 

compensated for their services or if they function on a voluntary basis. The question of 

compensation also relates closely to whether CHWs fit into the private or public sector[24]. 

Boston-based Partners In Health (PIH), which operates in numerous developing countries around 

the globe and relies heavily on the incorporation of CHWs into their health systems, suggests 

that in order to develop sustainable programs of health CHWs should always be integrated into 

the public sector at least to some degree. Furthermore, when developing new health programs 

that will include CHWs, PIH recommends considering the following selection criteria as CHWs 

are recruited: a minimum age and education level, gender, and the individual’s standing within 

the community. Quality training of the recruited CHWs is vital to the success of any program, 

and it is recommended that any all trainings align with national protocols[26]. The great 

emphasis placed on task-shifting across Swaziland and the presence of the existing RHM 

program make developing a complimentary CHW program a natural fit with the existing national 

health system[4, 11, 13].  
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A principle benefit of utilizing CHWs is their ability to develop trust within the community, for 

they are commonly recruited from and work within their own communities. Additionally, CHWs 

can identify patients suspected of having chronic conditions such as HIV, tuberculosis, or those 

that are malnourished and refer them earlier to life-saving treatment[24]. Furthermore, for 

patients already diagnosed with any of the abovementioned chronic conditions the CHW can 

assist with adherence to and successful completion of the rigorous treatment protocols[24, 26, 

27].   

It is vitally important that adequate supervision and training be provided to CHWs, and that clear 

job descriptions and expectations are explicitly outlined at the onset of a new program. Included 

in the system of oversight should be elements of quality control to ensure the equity and quality 

of treatment that the CHWs are offering within the community[26]. In many cases CHW 

oversight comes from a physician, nurse or some other health care worker with formalized 

clinical training[27]. Having oversight from a skilled clinician allows for ongoing training and 

task shifting, where the CHW learns new skills and can mitigate the overwhelming patient loads 

of clinicians in over-burdened health systems[12, 25, 27].  

Though implementation of large-scale CHW programs has waxed and waned over decades, there 

are numerous examples of the effectiveness of such programs. In the 1980’s successful programs 

emerged in Brazil, Bangladesh and Nepal serving hundreds of thousands, and at times millions 

of people[28]. These programs tackled a number of challenges including the provision of family 

planning services, immunization, detection and treatment of childhood diseases, and the 
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provision of antenatal and neonatal care. Based on observed successes in these programs, 

massive CHW programs later followed in the 90’s and early 2000’s in Ethiopia, Pakistan, 

Uganda, and India; the latter involving roughly 800,000 CHWs otherwise known as ASHAs[28]. 

A 2013 review article looked specifically at the impact CHW programs had on HIV diagnosis 

and treatment and found that CHWs enhanced the reach and uptake of HIV services, in addition 

to improving the patients’ quality of life and their propensity for retention in treatment 

programs[29]. There are countless documented ways in which CHWs can improve health 

outcomes in low and middle income countries (LMICs), and some notable effects include: the 

reduction of under nutrition, the reduction of under 5 mortality, community case management of 

serious childhood illnesses, reduced neonatal and maternal mortality, malaria control, 

tuberculosis control, and the improvement of ART adherence and treatment success[24, 26, 28, 

29].                        

2.9 Conclusion  

In the beginning of this section AIM’s involvement in Swaziland was detailed and specific 

attention was given to the fact that AIM is traditionally known as a missionary sending 

organization with limited direct experience in health care. Furthermore, AIM staff at the various 

sites have vastly different approaches to rendering service to the local community, so the care 

point model of serving OVC in Swaziland is unique to that one AIM location alone. This 

information substantiated the need for a literature review of various topics to inform the research 

and development phases of a health program for OVC.  
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In order to understand the context in which AIM’s OVC program functions, a concise history of 

Swaziland provided, which includes its devolution into a nation with the worst HIV prevalence 

in the world. The challenges Swaziland faces due to the HIV/AIDS epidemic are further 

compounded by the dearth of physicians, nurses, and other trained health care professionals in 

the country. Therefore, the Ministry of Health has placed a great emphasis in recent years on 

efforts to decentralize the delivery of HIV screening, diagnosis, and treatment through task 

shifting. The task shifting initiative has allowed nurses to perform many of the functions of HIV 

diagnosis and enrollment on ARVs, which was traditionally reserved for physicians alone. As the 

HIV crisis put seemingly insurmountable strain on an already weak health system, the Ministry 

of Health has forged some critical partnerships with other entities like ICAP and the Baylor 

College of Medicine, to attempt to further develop the health system and the country’s ability to 

cope with the needs of its citizens.  

 

The HIV epidemic is known to have precipitated the current orphan crisis, which involves in 

excess of 125,000 OVC and roughly 15% of all homesteads in Swaziland being child-headed. 

These OVC have been shown to be particularly vulnerable to malnutrition, tuberculosis, HIV, 

and sexual abuse and exploitation. Subsequently, national plans of action call for improved 

access to health care for this vulnerable population. In order to address the profound needs of the 

OVC, neighborhood care points (NCP) have been developed at more than 400 locations across 

the country, with plans to expand the program nationally. More than 1,300 volunteers from the 

local communities staff the NCPs, and national objectives call for the development of a referral 

system through which volunteers could identify and refer OVC suffering from various health 
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conditions. However, this system does not currently exist and would require additional monetary 

input in order for OVC to successfully follow through on a referral. Other challenges facing 

many of the NCPs include inadequate access to clean sources of drinking water and poor data 

collection tools at the national level to monitor and evaluate their impact.     

 

A review of international guidelines for OVC services highlights the importance of child health 

and nutrition during the early years of life. There is also a call for robust monitoring and 

evaluation plans to be developed and included in OVC programs, in order to measure and 

improve the impact of these programs. It is clear from these guidelines that providing effective 

health care for OVC includes tackling other challenges in a more holistic and comprehensive 

manner, such as psychosocial health, food security, and even acquisition of proper identification 

documents. Thus, because effective OVC programs must be comprehensive it is not 

recommended that every organization necessarily become a primary care provider for their 

clients, but rather that they become proficient at referring OVC to the national health systems in 

an appropriate manner. Case studies from 30 organizations serving OVC in South and East 

Africa referenced, and the consensus called for better staff training and support, referral and 

accompaniment into the national health system for illness, better systems of monitoring and 

evaluation, and appropriate remuneration for all staff. The most effective programs relied heavily 

upon home visits made by well-trained staff members who possessed both psychosocial 

counseling and public health skills. Effective programs also included routine input from 

community members and OVC guardians.         
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Finally, research conducted on effective OVC health programs in Asia and Africa, along with 

programmatic recommendations from PIH, were used to build a case for the utilization of 

community health workers. The concept of programs built upon the work of CHWs could 

potentially integrate well with the Swazi government’s emphasis on task shifting in response the 

HIV pandemic. The following section describes the methods employed to conduct research on 

various organizations providing health care to OVC within Swaziland, as well as those 

implemented to asses AIM’s current organizational structure, functions, and capacity. The 

material is this literature review and the research conducted in May 2015 in Swaziland will serve 

as the basis for the recommendations made to AIM for the development of an OVC health 

program.    

Chapter 3:  Methods 

3.1 Introduction  

In March 2015, Adventures in Missions requested recommendations for the development of an 

OVC health program that could be implemented at its 33 care points across Swaziland. It was 

requested that the program be tailored to the size of AIM’s OVC program, which serves roughly 

6000 children, and that recommendations be a culturally appropriate response to OVC health 

challenges. In order to make an informed recommendation, the student researcher from the 

Rollins School of Public Health traveled to Swaziland in May 2015 to conduct staff interviews, 

assess AIM’s organizational capacity, conduct competitor analyses of other organizations 

serving OVC, and describe the network of existing health care facilities and services in available 

Swaziland. The goal of the trip was to develop a cost effective OVC health program, that is 
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appropriate to the local context of Swaziland and that maximizes the use of existing health 

services in the country through a system of referrals.  

 

In order to understand and document AIM’s current organizational structure and job descriptions 

for each staff member, staff interviews were conducted in May with the two full time health care 

staff. These interviews also sought to obtain qualitative information about strategies already 

being attempted to promote health at the care points, and to document staff members’ input on 

the development of the formalized program of health. Information from these interviews was 

used to supplement information gained through conducting an assessment of AIM’s 

organizational capacity, which utilized an assessment tool for organizations serving OVC in 

resource limited settings developed by the Bantwana organization. The competitor analyses of 

other organizations in Swaziland serving OVC were conducted to assess which programs are 

most effectively improving the health status of their constituents, in order to adapt those methods 

to AIM’s future health program. The analyses were supplemented through a literature review of 

other effective programs in sub-Saharan Africa, which included program progress reports and 

evaluations. The Swaziland health system was mapped out, including services offered at the 

facilities in close proximity to each care point in order to develop a referral procedure for AIM.  

 

The following sections include the methods employed to conduct the staff interviews, 

organizational assessment, competitor analyses, and referral system mapping. Included in these 

sections are assessment tool development processes, methods of analysis, and limitations of the 

research. The requirement for Emory IRB approval was waived as this project was not 
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considered human subject research because Adventures In Mission requested an organizational 

assessment and programmatic recommendations.     

3.2 Staff Interview Methods    

Purpose 

Senior AIM leaderships identified four AIM staff members who will be directly involved in the 

development of AIM’s OVC health program in Swaziland. These four members were the 

stateside director, the in-country director, the medical director, and a nurse. Interviews were 

conducted with each individual in order to gain an understanding of the current organizational 

structure of AIM’s operations in Swaziland and the roles assigned to each staff member. 

Questions were developed to invite the opinions of each staff member regarding the most 

important elements to be included in the health program. Interview questions also sought to draw 

from the experiences of each staff member working in Swaziland, and to discover existing 

partnerships within the country that could be leveraged to benefit the future OVC health 

program. The ultimate purpose of these interviews was to inform the development of the OVC 

health program that capitalizes on existing strengths within the organization.      

  

Instrument Development  

The development of survey questions for the AIM staff interviews was a multistep process. 

Through a dialogue with the U.S.-based director of AIM’s Swaziland projects a list of key topics 

areas was developed for these surveys. From these topics a list of survey fields was created that 

included demographic information, work experience, skills/assets, common OVC illnesses, 

exemplary OVC health care providers, perceived staff needs, and perceptions of the general 
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health needs of OVC at AIM care points. These fields were common to all three interviews 

conducted in Swaziland. Additional interview questions appropriate to the respondent’s cultural 

background and professional experience were also added to each survey.  

 

Procedures 

All interviews were conducted in person on a one on one basis between the interviewer and the 

respondent. Each interview lasted two to three hours, and all responses were transcribed during 

the meeting. Open-ended questions were asked at the end of each interview, and the opportunity 

was given for respondents to share any additional information that may benefit the development 

of the OVC health program. Transcribed interview data were then cleaned and responses were 

entered into a compiled document in order to identify common themes and a list of 

organizational assets and gaps of knowledge and resources.     

 

Limitations  

Limitations of the interview process include the vastly different cultural and economic 

backgrounds of each of the participants, which led to broad variations in interview responses. 

Furthermore, cultural differences may have prevented some respondents from freely and 

honestly answering questions. Lastly, time restrictions during some of the interviews may have 

led to incomplete answers.   
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3.3 Comparable Organization Analyses Methods  

Organizations Assessed and Selection Process 

Adventures in Missions staff members informed the researcher of other organizations providing 

health care to OVC in Swaziland, and each of those organizations were contacted to arrange an 

interview in May 2015. Five key organizations responded positively to the request for an on-site 

assessment and interview. These five organizations were also selected based on the quality of 

health services they provide to OVC and the region of the country in which they function. 

Subsequently assessments were conducted on each of these organizations by the RSPH 

researcher and a research assistant.  

 

Instrument Development  

A questionnaire was developed from an adapted version of the following USAID document:  

Technical Capacity Assessment of Orphans and Other Vulnerable Children (OVC) Services. 

Some changes to the survey were informed by the following PEPFAR document: Guidance for 

Orphans and Vulnerable Children Programming. The adapted version of the document included 

both quantitative and qualitative questions, as well as section for recommendations and 

suggestions for AIM’s health program. AIM staff members checked the document questions for 

appropriateness prior to administration of the survey.    

 

Procedures 

Meetings were arranged for the month of May via email communication with each participating 

organization. Upon arrival to Swaziland, AIM staff members reviewed the survey document and 
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alterations were made to ensure the appropriateness of questions. All assessments were 

conducted in person on site at the organization’s main offices or within the catchment area where 

the organization functions. Surveys were conducted in English, and the responses were 

documented both electronically and audio recorded. Responses were checked for errors the same 

day of the interviews and appropriate corrections were made. Each survey took roughly one hour 

to administer, and an additional 30 minutes was used for free-response questions and 

recommendations for AIM’s programs. At the conclusion of each meeting contact information 

was shared and an appropriate method of follow up was agreed upon. Survey respondents were 

also given a small gift in appreciation for contributing their time to the research project.     

 

Analysis of Data 

Errors were corrected in the survey responses and the information was transferred from 

Microsoft word and PDF files to a Microsoft Excel document to allow for an easy comparison of 

responses across the various organizations. The information from this document was used to 

provide an understanding of which health services each organization is providing for OVC, and 

to compile a list of recommendations for AIM’s health program.  

 

Limitations  

Some limitations of the competitor analysis included the limited time that the researcher and 

research assistant spent in Swaziland, which minimized the number of organizations assessed in 

person. Additionally, the analysis surveys were completed by a sole staff member from each 

organization and were subject to biased responses based on the nature of the questions and could 
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have been erroneous. Also, not every organization that was contacted for an interview was 

willing to meet in person during the requested time period. Finally, organizations completing the 

assessment via email were subject to even greater biases based on the self-report nature of the 

survey, as some organizations might not be willing to share sensitive programmatic information 

with other organizations.   

3.4 Assessment of Available Health Services   

Purpose 

In order to avoid the creation of parallel health systems, AIM staff intends to utilize the national 

health system as frequently as possible for the treatment of OVC illnesses. This approach will 

lead to a more sustainable health model for the Swazis who are referred and it aligns with the 

goals of the national government and MOH. Therefore, a thorough assessment of the health 

services offered within Swaziland was conducted in order to guide AIM staff regarding to 

effectively refer and accompany a patient through the health system. This approach minimizes 

the cost incurred to develop the AIM OVC health program, as well as minimizes the need to hire 

many additional health care staff.          

 

Procedure  

In order to develop an understanding of the health system in Swaziland a literature search was 

completed that included government documents detailing the organization of the national health 

system of Swaziland. An interview was conducted with the country director of Bantwana, an 

organization focusing on OVC services and HIV prevention that works extensively with the 

MOH and the Swazi government. A document produced by Bantwana that outlines the 



 
 

 

41 

development of effective referral systems in Uganda and elsewhere was also consulted[21]. 

Meetings were held with hospital administrators at various hospitals in Swaziland to confirm the 

appropriate processes for making referrals in the country and the subsequent fees associated with 

each type of service.   

 

Instrument Development 

Information gathered from the literature review and meetings with hospital administrators were 

used to develop a structural chart of the referral system within Swaziland. Then local health 

officials in Swaziland corroborated the referral chart, and it was confirmed and approved by the 

AIM staff nurse.   

 

Limitations 

The graduate student conducting research in Swaziland discovered that some rural health 

facilities did not always have the resources required to offer all services advertised by the MOH. 

Due to time constraints it was not possible for the RSPH researcher to visit all of the health 

clinics in close proximity to each AIM care point to ascertain whether all of the services 

described were made available. It was discovered that there is limited accountability at rural 

health facilities and at times some health officials took advantage of their positions of power, 

presenting unanticipated challenges when referring patients. It should be noted that the 

effectiveness of a detailed referral plan is dependent upon adequate funding for transportation 

and consultation fees for each patient.     
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3.5 AIM Organizational Capacity Assessment Methods    

Purpose 

Since arriving in Swaziland in 2004, AIM has continued to develop its programs and hire new 

staff, including both American and South African expatriates, as well as indigenous Swazis. 

AIM’s OVC programs formally began in 2005, and have grown from an initial eight care points 

in one chiefdom to more than 30 across the country, serving more than 6,000 OVC. Although 

qualitative internal evaluation has been an ongoing process for AIM, it has been on an informal 

basis without documentation. Therefore, in order to identify target areas for growth and improve 

the services provided to OVC there is a need for a thorough formal assessment of AIM’s 

organizational capacity in Swaziland. The assessment would highlight potential gaps in the range 

of services provided to OVC and identify key areas of organizational structure and procedures 

for AIM to improve upon. Conducting the assessment will not only benefit the development of a 

health program for OVC, but will also improve other facets of the OVC program, moving AIM 

toward the provision of more comprehensive services.  

 

Instrument Development 

The Bantwana Initiative exists to “help children orphaned and made vulnerable by AIDS, and 

their care givers, access the full range of support and comprehensive care they need to grow into 

healthy adults” [30]. In 2007 Bantwana developed an assessment tool to analyze an 

organization’s capacity for providing comprehensive OVC care to children affected by HIV and 

AIDS. The assessment tool includes quantitative measures within the following five key 

domains: (1) leadership and governance strategy, (2) program and financial management, (3) 
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monitoring and evaluation, (4) comprehensive services (essential care), and (5) creating an 

enabling and sustainable environment. The tool was developed from a compilation of other 

existing capacity assessment tools including International Self Reliance (ISR), Organizational 

Assessment Capacity Tool (OCAT), Training and Technical Assistance Plan (TTAP), New 

Directions in Organizational Capacity Building (DOSA), and the ART Site Program Readiness 

Tool. The assessment defines comprehensive OVC services to include these eight categories: 

health, shelter, education, nutrition, child protection, livelihoods and economic security, 

psychosocial support, and legal rights. This tool will be specifically utilized to evaluate AIM’s 

existing programs and organizational structures, in order to highlight successes within the 

organization and identify areas for potential growth. The assessment tool, which includes both 

quantitative and qualitative questions, will be conducted twice with two different local AIM staff 

in Swaziland. Multiple administrations of the survey will be useful to identify discrepancies 

between documented policies and procedures and those that are actually being implemented in 

the field. The assessment was not altered in any way prior to administration because it was 

designed specifically for organizations serving OVC in the region of Africa in which AIM 

works.        

Analysis of Data 

The results of the assessments will be cleaned and compiled for review by AIM’s senior level 

leadership in the U.S. and the director of the Swaziland program. The results will include 

quantitative measures of in each of the five key domains on a scale from 1-10, assigning AIM a 

number in each category representing the level of maturity the organization has reached in that 
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area. Additional probing qualitative questions will be asked to further explain the current status 

of the organization. A summary of the assessment and an analysis of the data will be presented in 

conjunction with programmatic recommendations, justifying each recommendation. Lastly, any 

discrepancy between responses from the Swaziland staff and the main U.S. office will be 

highlighted as areas to target for improvement, so that gaps between policy and implementation 

can be closed.  

Limitations 

The primary limitation of the assessment process was the fact that no other formal evaluation of 

AIM’s program exists, and therefore there was no baseline data against which to compare the 

results. Thus, it is recommended that AIM store the baseline data from this survey and conduct a 

follow up evaluation of their programs in roughly 18 months to compare against the baseline 

data. Due to the limited time frame in which research was conducted, this assessment was not 

performed on other organizations operating in Swaziland against which to compare the results. 

Additionally, because the assessment relies on self-reported responses from AIM staff, it is 

subject to bias and may not be representative of the AIM OVC program.  Finally, there was a 

great deal of variation in the provision of services at different AIM care points, so the results of 

this survey may not be an accurate representation of each care point site. 

3.6 Program Recommendation Development    

Purpose 

A literature review was conducted to inform the development of the OVC health program. The 

literature review included guidelines from PEPFAR, the government of Swaziland, the World 



 
 

 

45 

Bank, Partners In Health, and other entities. Program documents and evaluations from NGOs 

were reviewed to elicit best practices in providing OVC health care. Lastly, five program models 

within Swaziland were assessed, as well as 33 exemplary OVC programs from other parts of 

sub-Saharan Africa, to determine effective methods for implementing an OVC health program in 

this region.     

 

Procedures 

The determination of the key elements for effective OVC health programs was made by 

comparing program models from the following organizations in Swaziland: Baylor, The Luke 

Commission, The Kudvumisa Trust, Cabrini Ministries, Children’s Cup, and The Bantwana 

Initiative. Models from other sub-Saharan African countries were also compared based on 

publically available documentation of their programs. Program models with the most effective 

impact emerged from the comparison, and those models were used to inform the 

recommendations made to AIM.   

 

Limitations 

There was great variation across organizations in the annual funding received, the size and scope 

of each organization, the years the organization had been in existence, and the indicators chosen 

to quantify the impact of each program. These differences made a comparison of programs 

difficult. However, common themes emerged from the research: thus the recommendations are 

justifiable on the basis of core common components identified across numerous models OVC 

health care provision.  
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Chapter 4:  Organizational Assessment 

4.1 Overview  

The Bantwana Initiative’s Community Assessment Tool was used to assess AIM’s current 

organizational structure and technical capacity[31]. This tool provides a quantitative system for 

measuring an organization’s current standing within the following five domains:  

1. Leadership, Governance and Strategy 

2. Program and Financial Management  

3. Monitoring and Evaluation  

4. Comprehensive Services (Essential Care)  

5. Creating an Enabling and Sustainable Environment 

Domains 1-3 are further grouped into one category of the Technical Capacity Domain, and 

domains 4 and 5 comprise the Organization Capacity Domain. Quantitative scores in each 

category are totaled and the organization subsequently falls in one of the following four stages of 

organizational development: a Nascent, Young, Expanding, or Mature organization. The two-

fold purpose of this assessment was to highlight organizational strengths and identify key areas 

for growth. In additional to the assessment, interviews with staff members and a survey of 

material available on the internet from the organization were used to document the history of 

AIM’s involvement in Swaziland, its current organizational structure in Swaziland, the quantity 

and type of personnel currently on staff, sources of funding for projects, and its current strategic 

partners. This section concludes with key findings from the organizational assessment that 

inform the programmatic recommendations made in chapter 6 of this document.        
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4.2 History of AIM Swaziland  

AIM staff members began work in Swaziland in February 2004 as part of the Beat the Drum 

campaign, which targeted the prevention of HIV transmission through education at all secondary 

schools (high schools) across Swaziland. Permanent AIM staff members moved to the Ezulwini 

area of Swaziland in August 2004, and the process was initiated to register AIM as a 

nongovernmental organization (NGO). In June 2005 AIM staff members relocated to the rural 

Engculwini area east of Manzini and began an informal partnership with local pastors and 

volunteers at eight neighborhood care points (NCPs).  

 

By late 2006 AIM had established a formal partnership with Children’s Hope Chest (CHC), and 

together the two organizations supported the NCPs with food and other financial assistance. 

Through the partnership with CHC, child sponsorships were initiated and U.S. churches were 

recruited and paired with care points in a 1:1 manner. At this time AIM developed a mentorship 

program for the OVC at the care points, where the OVC are taught to imitate the life and 

teachings of Christ. Concurrently, a cooperative was being developed among the bomake 

volunteering at the care points, which would ultimately evolve into Timbali Crafts. As part of the 

cooperative, 110 local Swazi women were taught sewing skills and their products continue to be 

sold at domestic and international venues, creating an income stream for the women. AIM has 

continued to expand its reach in Swaziland, and as of May 2015, AIM and CHC have been 

overseeing projects at 33 care points, serving roughly 6,000 children five to six days a week.          
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4.3 Current Organizational Structure and Personnel  

The Swaziland division of AIM currently employs roughly 30 Swazi nationals, two South 

African nationals, and 10 Americans. Of those only one Swazi national and one American have 

any formal medical training. Additionally, AIM sends 10-12 Swazi nationals for leadership 

development training in Jeffrey’s Bay, South Africa annually through The Leadership 

Experience program (LXP). Those who complete the LXP program return to Swaziland to 

complete a two-year service internship, serving as care point shepherds to oversee the daily 

activities at one to two care points. Roughly two to eight Swazi women (bomake) cook and serve 

food daily at each of the 33 care points on a voluntary basis.  

 

Expatriate AIM staff primarily fundraise their own salaries from U.S. individuals and churches, 

while a few AIM staff utilize their entrepreneurial skills to create alternative streams of income 

to subsidize their service with AIM. Swazi nationals serving on staff with AIM are salaried based 

on their skill levels and average wages paid within Swaziland for comparable work. In addition 

to the full time staff, AIM also hosts roughly 700 short-term volunteers and potential donors 

throughout the year. Figure 1 outlines the general organization of AIM’s Swaziland program 

staff members:  

 

 

 

 

 



 
 

 

49 

Figure 1: AIM Swaziland Organizational Structure 

 

 

The principle roles of the country director include oversight of organizational expansion, legal 

issues and registration, financial accountability and asset acquisition. The country director’s U.S. 

counterpart is responsible for donor relations, expatriate staff recruitment, development of the 

Swaziland Leadership Academy, and any overarching programmatic changes to be implemented 

country-wide. The recently developed leadership team (seven members) meets on a weekly basis 

to discuss and document any necessary changes to AIM’s regular activities, and to provide 

oversight for the shepherds and volunteers at each care point. The medical director and nurse 

work together to develop and oversee all health related activities to be carried out at the care 

points. Finally the administrative department handles documentation of all individual 

sponsorships through the partnership with CHC, and maintains records on the numbers of 

children served daily at the care points.    
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4.4 Sources of Funding   

The majority of expatriate AIM staff members working in Swaziland fundraise their annual 

salary, while most Swazi nationals receive a monthly salary. American churches and individuals 

are the primary sources of funding for goods and services provided to the NCPs. Currently, AIM 

does not receive any grant funding or governmental assistance. Based on the nature of AIM’s 

sources of funding minimal record keeping and reporting is required by donors with the 

exception of anecdotal reports and a general quantification of the number of meals served daily 

at each NCP.  

 

4.5 Strategic Partners  

AIM currently maintains strategic partnerships with Children’s Hope Chest, A Child’s Hope 

International, and The Leadership Experience (LXP). The partnership with CHC connects 

sponsoring churches to care points in order to provide ongoing funding for all programs at select 

care points. Fortified rice packets, purchased from A Child’s Hope International, are served at 

the NCPs to mitigate cases of malnutrition among the OVC. Finally, a cohort of young Swazi 

adults is recruited every year to be part of The Swaziland Leadership Academy, a three-year 

leadership development program hosted by AIM. As part of the program, academy recruits spend 

their initial eight months in Jeffrey’s Bay where they are enrolled in the LXP program. The focus 

of LXP is developing servant leadership qualities through a curriculum of character formation, 

biblical theology, and practical community service opportunities related to HIV prevention.    
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4.6 Organizational Profile Key Findings   

Organizational Capacity 

Based on the Bantwana Initiative’s organizational assessment tool AIM scored 57 out of a 

possible 130 points in the organizational capacity domain. This domain included sub-categories 

of (1) Leadership, Governance and Strategy, (2) Program and Financial Management, and (3) 

Monitoring and Evaluation. AIM’s score in this category ranked it as a “Young Organization” to 

which the following recommendation is made: 

“Focus on expanding and improving services. Organizational systems are beginning to 

emerge and there is capacity to develop these. Some basic systems including an M&E plan and 

program may be in place. The organization is considered a good candidate to deliver 

comprehensive OVC services, but will need considerable organizational developmental 

support[31].” 

 

Leadership, Governance and Strategy 

Within the Leadership, Governance and Strategy domain a notable strength identified was the 

recent development of the five-member leadership team. This leadership team has led to a shared 

leadership among staff members in Swaziland and greater continuity of the NCP programs by 

eliminating the necessity of the country director for decision-making. One prevailing weakness 

identified in this domain was the absence of any Swazi nationals among senior level 

management at AIM, and the similar absence of any Swazi board members. Therefore, the 

recruitment and development of a Swazi advisory board is strongly recommended.   
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Program and Financial Management 

Some highlighted strengths within this category included the programs of skills development to 

capacitate Swazi staff members. These included the Swaziland Leadership Academy annual 

cohort, training of staff members in sports ministry, and development training for certain staff. 

An identified weakness in this domain was the lack of staff members trained in OVC program 

development or management, and the fact that numerous staff members were taking on tasks for 

which they had not been formally trained. This weakness indicates a need to hire staff in key 

technical areas with appropriate training, such as an M&E officer.     

 

Monitoring and Evaluation 

AIM’s current protocols do not require routine monitoring and evaluation reports; therefore, the 

graduate researcher gave this category the lowest possible score within the organizational 

capacity domain of the assessment. This differs dramatically from other grant-funded NGOs, 

which are required to submit routine M&E reports to evaluate program impact. The World Bank 

defines monitoring and evaluation in the following terms[32]: 

“Monitoring is a continuing function that aims primarily to provide the management and 

main stakeholders of an ongoing intervention with early indications of progress, or lack 

thereof, in the achievement of results…Monitoring helps organizations track 

achievements by a regular collection of information to assist timely decision making, 

ensure accountability, and provide the basis for evaluation and learning.”   
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“Evaluation is the systematic and objective assessment of an on-going or completed 

project, program, or policy, and its design, implementation and results. The aim is to 

determine the relevance and fulfillment of objectives, development efficiency, 

effectiveness, impact, and sustainability.”  

Currently AIM solely collects daily attendance at each care point; however, even these limited 

records were incomplete. Furthermore, AIM does not conduct any formal assessments or 

evaluations of their programs. Reports of activities to stakeholders are currently limited to 

anecdotal stories and estimated numbers of children fed and provided with assistance for school 

fees. Therefore, it is highly advised that AIM develop a simple plan for monitoring and 

evaluation in order to determine the efficacy of its programs and improve reporting to its donors.    

Technical Capacity  

Within the technical capacity domain AIM scored 25 out of a possible 110 points. This score 

correlated with being ranked a “Nascent Organization” and given the following recommendation 

by the Bantwana Initiative[31]:  

 “Focus on improving services. The organization is planning/mobilizing resources to 

deliver OVC related services. There is insufficient internal management and/or technical 

capacity to move towards a comprehensive care paradigm. Major technical 

support/improvements are needed to deliver OVC services.”   
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Comprehensive Services (Essential Care) 

According to PEPFAR and other international organizations with programs designed to support 

OVC, comprehensive OVC services should address the following eight categories: health, 

nutrition, education, psychosocial support, livelihoods/economic security, child protection, 

shelter, and legal rights. The assessment of AIM’s OVC program identified strengths in the areas 

of nutritional support through the provision of fortified rice, and assistance with education 

through the provision of secondary school fees. Conversely, AIM currently offers few or no 

services in the areas of child protection, shelter, legal rights, and most importantly in the context 

of this document almost no ongoing health services. Within the context of providing health 

services to OVC, it is recommended that AIM develop both programs of prevention and linkage 

to existing networks of health care.    

Creating an Enabling and Sustainable Environment  

In order to improve relationship with its stakeholders and to develop more culturally appropriate 

programs AIM has begun to develop committees at each care point, which primarily include 

local volunteers, village chiefs or elders, and other key community members. This is certain to 

improve relationships with local leadership and will likely lead to a higher score in the area of 

community support systems within this domain. On the other hand, most AIM staff members are 

unaware of national policies and guidelines for OVC, and thus have not made efforts to align 

their programs with these national strategies and guidelines. It is advisable to align AIM’s 

programs with national standards because it will improve sustainability and may also lead to 

additional sources of funding from the Swazi government and its multilateral partners.    
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Limitations     

There are notable differences between the methods employed by mission organizations and 

secular development agencies. Therefore, it may be determined that it is unreasonable to assess 

AIM’s OVC program with an assessment tool designed for a secular development organization. 

In spite of these differences, it is believed that there remains much to be gained from conducting 

this type of assessment of AIM in order to identify key areas for organizational growth and 

development. Another possible limitation of conducting this assessment of AIM is that no other 

organizations were assessed in the same manner against which to compare the results. However, 

if the results of this assessment are retained as a baseline measure of AIM’s organizational 

capacity, they will provide a record against which future organizational growth can be compared.    

Chapter 5:  Program Model Analysis 

5.1 Introduction 

Valuable insights from the staff of other NGOs providing OVC health care in Swaziland are 

being used to develop the health program proposal for AIM. Some of these organizations are 

health-centric and provide no other types of services, while others have health program 

components that fit into much larger organizational objectives. Similarly, while some 

organizations target the provision of health services to OVC, others respond to the profound 

health needs of the entire population. Without question, the HIV/AIDS pandemic exposed the 

weaknesses of the national health system in the early 2000’s, and led to drastic changes in the 

provision of health care in Swaziland. The changing landscape resulting from HIV/AIDS has 

forced some much needed improvements to the national health system, and forged unique 
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partnerships between the government and NGOs providing health services. Through interviews 

with various health care providers in Swaziland, organizations providing outstanding health 

services to OVC were identified and contacted to be interviewed and to conduct a general 

assessment of their service provision. The five NGOs making the greatest impacts on the health 

status of OVC in Swaziland were selected among those interviewed, and the results of those 

assessments are included below.     

 

5.2 Organizations Addressing OVC Health in Swaziland 

Baylor International Pediatric AIDS Initiative (BIPAI) 

Baylor opened its Children’s Center of Excellence in Mbabane in 2006 and satellite clinics at 

RFM in Manzini and in Hlathikhulu. The mission of Baylor’s initiative in Swaziland is to 

provide outstanding pediatric HIV and TB services and to strengthen and support Swaziland’s 

national health care system. Baylor is the single largest provider of ARVs for children in 

Swaziland, handling roughly 40% of all pediatric HIV cases in the country. Baylor’s programs 

have been adapted over the years to meet new challenges faced by their clients and extended care 

to HIV positive mothers and caregivers of their pediatric patients. The Baylor staff also conducts 

ongoing infectious disease research, and they facilitate regular teen clubs that offer psychosocial 

support to adolescents affected by HIV/AIDS. 

 

Baylor employs eight physicians who staff their primary clinic, satellite clinics in Manzini and 

Hlathikhulu, and other sites throughout the country. One of these physicians directs Baylor’s 

tuberculosis programs, for which a new facility has been constructed adjacent to the main clinic 
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in Mbabane. Another Baylor physician specializes in second and third line ART and trains other 

physicians across Swaziland to treat HIV cases resistant to conventional first line therapy. There 

are currently no Swazi physicians on staff at Baylor, however the majority of the supporting 

administrative staff members are Swazi nationals. With the expansion of services extending 

beyond pediatric HIV cases, Baylor currently manages an ongoing load of 4,284 patients.          

   

Baylor receives funding from a number of sources including grants, private donations, and 

government allocations. In order to both keep their costs down and create a sustainable model of 

health care Baylor refers patients with any conditions other than HIV or tuberculosis to the 

government health facilities, most often to the National Government Hospital in Mbabane and 

RFM in Manzini. All health care services offered at Baylor are provided at no cost to the patient. 

Baylor’s strongest partnership is with the Swaziland MOH, but it also works closely with ICAP, 

The Rocking Horse Project, The Phalala Fund, and Bulembu Orphanage. As previously 

mentioned, ICAP works closely with the Ministry of Health to improve nationwide surveillance 

of disease and strengthen the referral system. The Rocking Horse Project is a non-profit 

organization based in Mbabane that seeks to improve the lives of children with chronic health 

conditions or disabilities through the provision of care and financial assistance. The Phalala 

Medical Referral Fund has offices within the Mbabane Government Hospital, and it is intended 

for patients who need specialized care that is unavailable in Swaziland. A physician’s referral is 

required to be considered by the Phalala Fund, and if approved the patient is transported to a 

South African health care facility. The entire cost of transportation and care is subsidized by the 
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Swazi government. Baylor refers OVC without legal guardians or caregivers to the Bulembu 

Orphanage for housing and living assistance. 

 

The greatest strength of Baylor’s approach to health care in Swaziland is their goal to improve 

the national health care system, as opposed to creating a parallel system. This is evidenced by 

their objectives to train health care staff across the nation to administer effective pediatric HIV 

treatment and care. Additionally, Baylor physicians and staff are implementing an innovative 

tuberculosis case finding program where adult cases are traced back to the home, so that children 

residing in the same homestead can be screened for TB. Baylor is currently the only health care 

facility in Swaziland offering specialized services for pediatric tuberculosis cases, and they are 

assisting with the development of a pediatric ward to treat cases of MDRTB at the National TB 

Hospital in Moneni. Finally, Baylor physicians have recently developed a 24 hour hotline 

designed to consult with Swazi nurses and other clinicians around the country and equip them to 

tackle rare pediatric conditions.   

 

In response to an inquiry regarding the development of a partnership between AIM and Baylor, 

the director of Baylor’s programs in Swaziland gave the following recommendations: First, AIM 

staff should refer any suspected pediatric cases of HIV or tuberculosis to the nearest health care 

facility for testing and counseling. In the Manzini area the appropriate referral center would be 

the Baylor clinic within RFM, and patients in the Mbabane area can be referred directly to 

Baylor’s main facility. Secondly, ensure that all AIM health care staff are aware of the Baylor 

hotline for medical advice and referrals. Finally, AIM should refer any pediatric patients to 
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Baylor who are suffering from unusual or undiagnosed health conditions that cannot be handled 

in the government hospitals, for Baylor has the unique ability to consult with Texas Children’s 

Hospital on such cases. A recent example and success story was a case of a rare pediatric cancer, 

untreatable in Swaziland that was diagnosed remotely in Texas through this avenue, and referred 

for treatment in South Africa.    

 

 

Cabrini Ministries Swaziland (CMS) 

By invitation of King Shobhuza II the Missionary Sisters of the Sacred Heart came to the 

Lubombo region of Swaziland in 1971. In response to the devastating HIV/AIDS pandemic in 

Swaziland the sisters formed Cabrini Ministries Swaziland in 2004 in Mhlatuze. The work of this 

nascent organization was divided among three intertwined departments: Health Care, Family 

Services, and Child Care. The mission of CMS is to respond to the needs of the communities that 

it serves, which include health, education, nutrition, protection, mental and spiritual well being.     

  

CMS Swaziland is based at St. Philip’s Mission in the Lowveld region of Swaziland and serves 

the chiefdom’s of Ngcamphala, Mamba, Gamedze, Shongwe, Mkweli, and Nceka. These 

chiefdoms make up a catchment area of roughly 20 square kilometers of extremely dry and flat 

land. CMS is comprised of 65 full time staff, 57 of which are native Swazis, and 22 who are 

directly involved in health care delivery. Three of the five members on the executive team are 

Swazis, and all project development involves consultation with an advisory board comprised of 

well-accomplished Swazi nationals. Since its inception in 2004, CMS has reached over 8,000 
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people with live-saving ARV or tuberculosis medication, in addition to serving more than 2,000 

OVC. In the 2013-2014 fiscal year CMS provided medical services to 2,071 patients in their 

catchment area.   

 

Funding for all CMS projects comes from three sources: large grants from USAID and other 

multilateral organizations, Cabrini International, and smaller independent grants. CMS currently 

functions on an annual budget of roughly 1 million USD. In recent months CMS has taken over 

the St. Philip’s Clinic, expanding its health services to include primary care. This change comes 

in addition to robust community-based HIV and tuberculosis programs. These programs reflect a 

recent shift from clinic-based care to home-based care, which has demonstrated much-improved 

results in terms the health outcomes of patients with chronic conditions requiring complex 

treatment regimens. With the addition of the St. Philips Clinic, CMS now only refers women for 

labor and delivery and other patients with complex health conditions that require invasive 

surgical interventions. The staff members who were interviewed at CMS consider partnerships 

with the following organizations to be critical for the effective delivery of services to the 

community: the Swaziland MOH, PACT, PEPFAR/USAID, ICAP and CANGO. The partnership 

with PACT has included small grants to develop programs and capacitate Swazi staff members, 

as well as to facilitate training for HTC counselors. The Coordinating Assembly of Non-

Governmental Organizations (CANGO) functions to integrate and inform the efforts of all 

involved NGO’s in Swaziland.  

 



 
 

 

61 

Among the surveyed organizations that provide health services to OVC in Swaziland, CMS had 

the greatest longevity of service. The successes of CMS’s health programs emerge from a 

number of well-defined and proven systems. For example, the transition to home-based medical 

care for patients with chronic conditions has tremendously benefited their patients by improving 

adherence to treatment regimens, improving overall health outcomes. This process involves both 

CHW’s who make regular visits to patient homes, and social workers who investigate each 

patient’s home environment and the impact it has on the psychosocial and physical health of the 

patient. Beyond the provision of curative health services, CMS also performs annual wellness 

visits for all children enrolled in their programs. In order to avoid straining the health care staff, 

which already manages a number of patients with chronic conditions, visiting physicians and 

nurses from Cabrini Australia perform the wellness check-ups during short-term mission trips. 

Finally, CMS maintains detailed records on all of its clients, integrating digital databases from 

their health care, childcare, and family services departments. A well-organized M&E department 

manages these systems and generates routine reports to fulfill donor requirements and maintain 

grant funding. 

 

In light of their experience providing health care to children affected by HIV/AIDS and 

tuberculosis, CMS staff members made the following recommendations for AIM’s future OVC 

health program. Because a new health program should complement AIM’s other programs, it 

was recommended that AIM develop a well-defined referral system that capitalizes on existing 

services offered at appropriate governmental health facilities. The details of this referral system 

have already been described well by ICAP and NERCHA, and these two organizations should be 
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consulted for a clear understanding of available services and associated costs in each region of 

the country. Once the referral system is well understood, AIM health care staff should document 

this system in the format of a referral SOP and disseminate this document to all AIM staff. 

Additionally, it was recommended that AIM hire an M&E Officer to complement the current 

health care staff by driving the data collection and management for the organization. This will 

assist with the acquisition of additional funding, creating donor reports, and minimizing the 

amount of time the nursing staff spends on administrative duties. The M&E officer should work 

in concert with both the nursing staff and the care point shepherds, training them on accurate 

data collection and reporting procedures. The cost of hiring a well-trained Swazi to fulfill this 

role should be commensurate with the average monthly salary of a nurse, roughly 700-900 USD. 

Lastly, it was advised that from the beginning of implementing its new health program AIM 

should integrate its orphan sponsorship information with the collection of health care data, as 

opposed to having two parallel systems. CMS suffered unnecessary effort to later integrate all of 

its electronic databases, and it would have been far more advantageous to combine the various 

record keeping systems from the outset to avoid any duplication of information.             

 

Children’s Cup 

American missionaries Dan and Jean Ohlerking founded Children’s Cup in 1992 in response to 

the evolving orphan crisis being perpetuated by the spread of HIV/AIDS in Africa. Since that 

time the organization has grown to include operations in Mozambique, South Africa, Swaziland, 

and Zimbabwe, with home operations in the United States. Children’s Cup develops community 

care points in the neediest parts of these countries where OVC receive daily food, medical care, 
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educational assistance, character development or discipleship, and economic empowerment. 

There are now more than two dozen Children’s Cup care points, where roughly 15,000 OVC 

receive daily services. 

 

Children’s Cup has a staff of 24 full time employees in Swaziland, including a mix of employed 

and volunteer Swazis, South Africans, and Americans. Among the staff there are four medical 

staff, which includes two American nurses, and two African HTC counselors. Three thousand 

five hundred OVC receive daily services at nineteen Children’s Cup care points in Swaziland, 

which includes 2,200 sponsored children. The Children’s Cup medical staff operates a mobile 

clinic that sees an average of 60-120 patients per day, and it rotates to each care point once every 

six weeks. In addition to providing first aid and acute medical care sponsored children also 

receive an annual wellness check up from the nurses.  

 

All Children’s Cup funding to run the care points and pay employee salaries comes through 

private donations from American churches and individuals. Medical staff routinely provide acute 

care for sick children at the care points, in addition to ongoing care for HIV and tuberculosis for 

135 OVC or volunteers through a partnership with BIPAI. The Children’s Cup nurses have also 

trained one teacher at each care point to administer first aid and equipped each care point with a 

first aid kit. A small stipend of 50 emalangeni is kept on hand at each care point for emergency 

referrals, and a strict accountability system is in place to account for the use of these funds and 

first aid materials. The Children’s Cup nursing staff deeply values their partnerships with Baylor, 

MSF in Matsapha, and RFM in Manzini. It was noted that the Baylor physicians have been 
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particularly helpful by treating unusual medical conditions that were untreatable in other 

government facilities.         

 

The Children’s Cup medical staff has managed to effectively deliver medical care to its vast 

OVC client base through task shifting basic medical services to on-site staff. This includes 

training care point teachers and volunteers to recognize the signs and symptoms of common 

ailments that frequently plague children in Swaziland, and training first aid care givers at every 

care point. Furthermore, the streamlined mobile clinic that includes 60-80 of the most commonly 

used medications in Swaziland has allowed for onsite medical care to be delivered at each of the 

19 care points, which eliminates excessive transportation costs for basic illnesses. In addition to 

the four health care staff, a medical driver was hired to provide regular transport to the Baylor 

Clinic for patients to receive ARV and TB medication, and to provide transportation for other 

patients with non-emergent health conditions requiring a referral.       

 

The director of the Children’s Cup medical program shared the following recommendations for 

AIM’s future OVC health program, based on the strong similarities between the two 

organizations: A profound change in the health status of OVC at Children’s Cup care points was 

noticed once each site had access to clean drinking water; therefore, it is critical to ensure that 

every care point is equipped with a borehole and that OVC and their caregivers are educated 

about the importance of using clean sources of drinking water at the homestead. It was also 

advised that AIM capitalize on its current system of volunteers and shepherds at each care point, 

and that one person at each care point be trained as the resident CHW. This person should 
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administer all basic medical care, manage a first aid kit and referral fund for each site, and be the 

point person to contact the AIM nursing staff with medical concerns. This system of training a 

CHW for each site would be the most effective use of the current AIM nurse without hiring 

additional medical staff. When developing a system of medical records, it was recommended that 

the forms correlate with Baylor’s medical record system, which improves the ease of referrals 

when necessary. Finally, the nursing staff recommended that a formal partnership be developed 

with the Baylor Clinic, similar the one that Children’s Cup has established. This partnership is 

critical for the treatment of pediatric HIV and tuberculosis, and for assistance with rare medical 

conditions encountered at the care points for which no care is available at governmental health 

facilities.  

 

Kudvumisa Trust/CHIPS 

The Children’s HIV Intervention Program in Swaziland (CHIPS) was formed in 2008 in order to 

provide HIV screening and treatment to children in hard to reach communities in Swaziland. 

Many of the initial clients enrolled in the program came from disenfranchised communities of 

laborers on sugar cane farms in eastern Swaziland. As the mission to provide quality, 

compassionate health care based on Christ’s example emerged the program was expanded to 

meet the needs of all community members, and the organization changed its name to the 

Kudvumisa Trust. Today, the organization continues to work in sugar cane farming communities 

within Maphiveni and Vuvlane, with dual goals of tackling the epidemics of HIV and TB and 

assisting people to escape from the bondage of crippling poverty.   
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The staff of Kudvumisa Trust currently consists of two co-directors, four HTC counselors, one 

nurse, three administrators, and one M&E officer. With the exception of the American co-

directors, the remainder of the staff is either Swazi or Zimbabwean, which is by design to 

promote the longevity of the organization. While a main office is maintained in Mbabane, the 

majority of the staff function out of a satellite office within the catchment area that it serves in 

the eastern region of the country. A recent review of medical records indicated that 1,665 

patients were cared for in 2014, and many of these patients received multiple medical visits 

throughout the year. 

 

The primary source of funding for the Kudvumisa Trust programs comes from a 

USAID/PEPFAR grant, which is currently nearing the end of its cycle. Services offered to clients 

at the community level include HIV and TB screening and counseling, initiation on ARVs, CD4 

cell quantification, adherence counseling, and referrals to Good Shepherd hospital for other 

medical care. Funds are provided for transportation to and from any referral, and a thorough 

tracking system is in place to ensure that each patient’s referral and subsequent treatment is 

completed. A formal MOU with the Swaziland MOH was necessary to encourage partnerships 

with local clinics and health facilities in the catchment area. In addition to partnerships with the 

MOH and USAID, a nascent collaboration is also being developed with ICAP.  

 

One of the strengths of Kudvumisa Trust is its emphasis on developing and training indigenous 

leadership to provide all medical services to its clients. Another key to the success of its medical 

programs is the target of providing onsite screening, counseling, and care within the community. 
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In the early years of the HIV epidemic in Swaziland there was a strong emphasis on testing and 

counseling, but the initiation of and adherence to ART remained out of reach for some residents. 

The staff of Kudvumisa Trust identified this gap, and made a point to develop a thorough system 

that ensures patients receive complete and ongoing care as opposed to merely being diagnosed 

and yet never enrolled on therapy. In the advent of task-shifting efforts by the government and 

with a modest reduction of the harsh stigmatization of HIV patients, there has been a trend 

toward an improved adherence to ART. One of the challenges facing Kudvumisa Trust, along 

with other organizations providing health care to HIV positive patients, is the short-term nature 

of certain grants, which fail to compliment the life-long treatment needs of these patients.  

 

During a meeting with the director of the Kudvumisa Trust, the following considerations were 

recommended as AIM develops a program for the provision of OVC health care. When hiring 

indigenous health care personnel to staff a rural location it is important to hire from within the 

rural areas, otherwise staff retention will likely be problematic. It was also recommended to send 

multiple AIM staff, likely the care point shepherds, through the six-week HTC training course 

offered by The AIDS Information and Support Center (TASC) in Manzini. Ideally this skill 

should also be complimented by phlebotomy training, which Kudvumisa arranged for their staff 

through a special arrangement with the Baylor Clinic. Finally, in order to develop an effective 

medical record system and to track the provision of services it was recommended that AIM 

consider hiring an M&E officer. 

 

 



 
 

 

68 

The Luke Commission  

In 2005 Harry and Echo VanderWal, an American physician and physician’s assistant 

respectively, started The Luke Commission (TLC) in Swaziland. TLC’s mission involves 

bringing compassionate and comprehensive medical care to underserved areas of Swaziland 

through an extensive mobile health clinic. Observing steady growth since 2005, TLC now 

provides in excess of 250,000 medical services annually at numerous locations across Swaziland. 

In February 2013 land was purchased in Sidvokodvo on which a Miracle Campus would be 

constructed to house TLC’s staff, vehicles, equipment and supplies.  

 

TLC currently has seven clinicians and 90 total staff members, 70 of which are native Swazis. To 

date, TLC has provided in excess of 804,000 medical services, distributed more than 20,000 

Bibles, given clothes and shoes to more than 300,000 OVC, and delivered more than 42,000 

Christmas Child Boxes to OVC. Mobile clinics are held as one-day events in local schools, based 

on previously established agreements with the Ministry of Education and local community 

leaders. Prior to the arrival of the mobile clinic, local community members clean and transform 

local schools into an informal hospital where the TLC will operate the clinic. The mobile clinics 

are now conducted throughout the year, with the exception of school holidays, which are used by 

TLC to maintain their vehicles, reorganize supply shipments, and conduct staff training.         

 

A number of sources of funding allow for the ongoing medical clinics including 

USAID/PEPFAR grants and private donations from churches, universities, and individuals. Each 

mobile medical clinic costs roughly 25,000-30,000 USD, which translates to an annual operating 
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budget nearing 5 million USD. Comprehensive medical services are offered during each clinic, 

including HIV and TB screening, ARV initiation, mobile x-ray, circumcision, minor surgical 

procedures, eye care, the provision of glasses, wheelchairs, and other assistive devices for those 

with disabilities. Patients requiring ongoing care for chronic conditions are referred to the 

appropriate government health facilities, and their progress is tracked through a system of follow 

up phone calls. TLC has a formal MOU with the Swaziland MOH and partners with other 

PEPFAR grantees such as ICAP and EGPAF when necessary. Additionally, all pediatric HIV 

and TB cases are referred to the Baylor Clinic or one of its satellite locations. 

 

No other organization offering health care in Swaziland has the broad reach of TLC while 

offering services at no cost to the patient. Therefore, TLC is the premier organization reaching 

the medically underserved in Swaziland. It is also apparent that hiring and training Swazi staff is 

an important objective for the organization, demonstrated by their heavily weighted Swazi staff. 

This becomes incredibly important in terms of delivering culturally adapted messages of health 

education and counseling during the mobile clinics, as well as creating numerous employment 

opportunities for Swazis. At TLC Swazi staff members are not bound to a singular role in the 

organization and they rotate through a variety of departments in order to acquire multiple job 

skills. In addition to the large number of Swazis on staff with TLC, there is also an advisory 

board made up entirely of indigenous leaders from other sectors. The TLC facilities at its Miracle 

Campus are incredibly well organized and managed, and reflect the thorough planning that goes 

into each mobile outreach. Dr. VanderWal has also established unique partnerships with some 

U.S. medical institutions that send medical students and residents for rural health clerkships.   
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Based on the comprehensive nature of care provided at TLC’s medical outreaches, and because 

all medical services are provided at no cost to the patient, AIM should consider directing OVC 

and their care-givers to TLC mobile clinics conducted in or near their communities. This is a 

cost-effective way for health care to be extended to other members of the homesteads of OVC 

whom AIM serves. Also, as AIM develops its medical program a collaborative partnership with 

the community should be established, similar to the requirements that TLC makes of community 

members prior to their arrival to conduct a mobile clinic. Finally, it is strongly advised that AIM 

develop a Swazi advisory board to continue to guide AIM’s programs, and assist with a 

progressive shift toward a predominantly indigenous leadership team.  

 

5.3 Comparison of OVC Health Care Models  

Comprehensive OVC Services 

According to international guidelines provided by PEPFAR, comprehensive services for OVC 

include the following: (1) food security and nutritional support, (2) shelter and care support, (3) 

physical protection and legal aid, (4) general health care support, (5) psychosocial support, (6) 

educational and vocational training support, (7) early childhood development activities, and (8) 

economic opportunity strengthening[18]. Though some of the NGOs assessed in Swaziland do 

not limit the provision of services to OVC, the following table compares the various services 

offered by each organization. 
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For a description of how each value in the table is determined see the Technical Capacity 

Assessment Orphans and Other Vulnerable Children (OVC) Services[33]. As described in the 

table, among the NGOs assessed in Swaziland, Cabrini Ministries Swaziland offers to the most 

comprehensive OVC service package. Some of the strengths of CMS’s program include 

exemplary health services and nutritional support, which are enhanced by OVC’s location in a 

hostel where the provision of nutritional foods and health monitoring can occur with relative 

ease. The CMS program model also employs social workers who are able to directly address the 

psychosocial needs of each child. Children’s Cup, which does target all of its programs toward 

OVC, ranked second in terms of the provision of comprehensive services, with high scores in 

health care, food security, and early childhood development activities. The principal differences 

between these two organizations relate to the fact that CMS has recently moved into providing 

primary health care within its catchment areas, whereas Children’s Cup offers a basic health care 

plan in conjunction with a formalized referral system. Other differences occur because OVC are 

housed on site at CMS compared to OVC visiting Children’s Cup care points daily and later 
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returning to their homesteads.  The remaining three organizations scored high in some individual 

categories, but their overall scores were less impressive, likely due to the fact that none of them 

limit their services strictly to OVC.  

 

Staff 

The ability to provide services in any organization depends on the number of staff that an 

organization employs and the type of skills represented among staff members. These skills and 

staff numbers varied drastically across the organizations that were assessed -- primarily because 

they do not all share the same health care objectives. That said, the following table is useful to 

better understand the capabilities of each organization in terms of the provision of health 

services.  

 

Table	
  6:	
  Comparison	
  of	
  Health	
  Care	
  Staff	
  Between	
  Organizations	
  Providing	
  OVC	
  Services	
  

Organization	
  

Baylor	
  
College	
  of	
  
Medicine	
  

Cabrini	
  
Ministries	
  

Children's	
  
Cup	
  

CHIPS/	
  
Kudvumisa	
  

Trust	
  
The	
  Luke	
  

Commission	
  
Physician(s)	
   8	
   0	
   0	
   0	
   1	
  
Physician	
  Assistant(s)	
   0	
   0	
   0	
   0	
   1	
  
Nurse(s)	
   12	
   5	
   2	
   2	
   UN	
  
HTC	
  Counselor(s)	
   2	
   4	
   2	
   4	
   UN	
  
Pharmacy	
  Dispenser	
   0	
   2	
   0	
   0	
   UN	
  
Adherence	
  Officer	
   0	
   1	
   0	
   0	
   UN	
  
M&E/Data	
  Officer(s)	
   1	
   1	
   0	
   1	
   UN	
  
Health	
  Administrator(s)	
   1	
   1	
   1	
   3	
   UN	
  
Interdepartmental	
   0	
   8	
   0	
   0	
   UN	
  
Total	
  Health	
  Care	
  Staff	
   24	
   22	
   5	
   10	
   90	
  
Information	
  Source:	
  Competitive	
  Analysis	
  of	
  Organization	
  in	
  Swaziland	
  Providing	
  OVC	
  
Services.	
  UN=Unknown	
  (TLC	
  currently	
  employs	
  90	
  staff,	
  7	
  of	
  whom	
  are	
  clinicians)	
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Among the organizations surveyed, Children’s Cup is most similar to AIM in terms of their 

mission and the size of their medical staff.  

 

Health Care 

All of the NGOs assessed are providing exceptional health care services in their own right, with 

some degree of variation between organizations. It is important to note that provision of quality 

health services does not necessarily imply that all services are provided on site, for outstanding 

health care provision is possible through effective referrals to other entities offering health 

services. In these cases, the key is that an NGO not only refer a client to the appropriate provider, 

but that the referral is accompanied by the financial provision and necessary follow-up to ensure 

the process is completed. Therefore, the decision to provide a particular service or refer a patient 

out for that service hinges on a number of factors. Some of those factors include: the frequency 

of interactions with OVC, program enrollment, staff capacity, and referral options based on the 

geographic location of the client. For example, organizations like CMS and Children’s Cup have 

ongoing contact with the OVC in their catchment areas, compared to others like TLC that only 

interact with OVC on a one-time basis with the potential for a recurring visit 12 to 18 months 

later. These differences drastically alter the type of care offered to clients, whereby the former 

organizations might offer a health package that includes both curative and preventative services, 

but the latter organization type may elect to focus on the provision of diagnostic and curative 

services primarily. 
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Though a direct comparison of organizations would be unfair, notable strengths and weaknesses 

of each NGO did emerge. Baylor’s programs for pediatric HIV and TB are the gold standard for 

pediatric medicine in the country and are by far the most organized and thorough programs for 

infectious disease. Baylor is currently the only organization in the country offering specialized 

pediatric tuberculosis treatment, and they are consulting with the national TB referral hospital on 

the development of a pediatric MDRTB ward. It was also the only organization conducting any 

form of contact tracing for tuberculosis cases. However, some weaknesses of Baylor’s program 

include a heavy reliance on foreign physicians and a clinic-centered approach to ART that 

assumes patients have the ability to return to the clinic routinely for follow up.  

 

Cabrini Ministries Swaziland captured and organized patient data more efficiently than any other 

organization, which is the result of well-planned systems of monitoring and evaluation. CMS 

also has the most thorough ART and DOT programs for HIV and TB patients, which included 

follow up calls and routine home visits to ensure medication adherence and overall patient health 

progression. The organization also effectively integrates multiple services in a joint system that 

electronically profiles each patient. Some of the limitations noted in CMS’s programs were the 

reliance on foreign physicians and nurses on mission trips to conduct annual wellness visits, and 

that comprehensive health care services were limited to fewer than 850 OVC. However, when 

compared to the remaining four organizations CMS emerged with the most comprehensive and 

effective health care system for OVC in Swaziland.  
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The medical staff of Children’s Cup was exemplary in terms of their development and utilization 

of a referral network. The network included partnerships both governmental and non-

governmental entities to ensure the provision of health care for OVC under their care. Though 

the health care staff is limited to five people, they have developed a creative system that utilizes 

small cash accounts (50 emalangeni) at each care point to cover transportation costs for 

emergencies, and they have task-shifted basic first aid care to teachers or volunteers at each care 

point. Some weaknesses of the Children’s Cup health program compared to other programs of 

OVC health were as follows: Only children who were officially sponsored in the program 

received annual wellness visits, meaning that roughly 1,300 additional children who regularly 

attend the care points did not receive this service. Additionally, half of the health care staff 

comprises American nurses, whose skill level was comparable to that of indigenous Swazi 

nurses. It is likely that employing local nurses would require less funding, less training, and 

would produce a more culturally adept staff. Finally, the limited staff size meant that the mobile 

clinics could only be operated at each care point once every six weeks. 

 

In spite of its small staff of 10, the Kudvumisa Trust has brought effective HIV testing and 

counseling to multiple vulnerable and hard-to-reach communities. In the 2014 fiscal year alone, 

Kudvumisa staff provided HTC to over 1,665 patients, provided ART adherence support to 162 

patients, and were able to give 378 patients a baseline CD4 count. This is one of the few 

organizations to make CD4 counts available within the community, which helps determine a 

patient’s clinical course and the urgency of follow-up required. Kudvumisa stands out from the 

other organizations that were assessed based on its focus to hire and train indigenous Swazi staff 
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to handle all patient interactions, which is a more sustainable model for development. One of the 

principal challenges facing Kudvumisa currently is their dependence on grant funding from a 

singular source, which is currently nearing the end of its cycle. This makes the fulfillment of the 

organization’s goal of providing ongoing life-long care for HIV patients incredibly challenging 

and threatens the continuity of their programs. This organization also offered the fewest health 

services to its clients among all surveyed organizations, which mean the staff frequently refers 

patients from the community to other health care facilities. 

 

Among all of the organizations surveyed, The Luke Commission operated with a largest annual 

budget and had the widest geographic reach in Swaziland. TLC mobile clinics were conducted 

every week around the country, where comprehensive health services were made available to 

patients at no cost, often in hard to reach areas. TLC is exemplary in terms of providing 

outstanding medical diagnosis and acute care, and does so with a vast team predominantly made 

up of Swazis. This allows all consultation and community health education to occur in a 

culturally appropriate manner and in the local siSwati language. In this way, TLC is effectively 

bringing medical care to Swazis in the most remote parts of the country who otherwise might 

never access medical care. One drawback of the TLC health care model, however, is the 

outrageous cost of each medical outreach, averaging between 25,000 and 30,000 USD per day. It 

can also be argued that the mobile clinic model of care does nothing to develop or strengthen the 

national health system, and that it is unsustainable. Finally, because TLC mobile clinics may 

only return to an area 12-18 months after an initial visit, patients who receive referrals during a 

clinic may be lost to follow up or unable complete the treatment necessary for chronic 
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conditions. Without the ability to follow up regularly with its patients in person, TLC runs the 

risk of delivering incomplete care to Swaziland’s most destitute residents.    

 

As previously mentioned, the five organizations that were assessed differ in their mission and in 

the types of services that they provide. Where CMS, TLC, and Baylor seek to provide 

comprehensive care on site, Children’s Cup and Kudvumisa Trust rely more heavily on 

diagnosing their patients and then funneling them into the national referral network. That said, 

the table below services as a reference for the types of services offered by each organization.  
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Table	
  7:	
  Available	
  Health	
  Services	
  	
  

Organization	
  

Baylor	
  
College	
  of	
  
Medicine	
  

Cabrini	
  
Ministries	
  

Children's	
  
Cup	
  

CHIPS/	
  
Kudvumisa	
  

Trust	
  
The	
  Luke	
  

Commission	
  
Serves	
  OVC	
  Only	
   	
  	
   	
  	
   ✓ 	
  	
   	
  	
  
Blood	
  Sugar	
  Monitoring	
  	
  	
   	
  	
   ✓ 	
  	
   	
  	
   ✓ 

Eye	
  Glasses	
   	
  	
   	
  	
   	
  	
   	
  	
   ✓ 

HTC	
   ✓ ✓ ✓ ✓ ✓ 

Wheelchairs/Devices	
   	
  	
   ✓ ✓ 	
  	
   ✓ 

TB	
  Screening	
   ✓ ✓ 	
  	
   ✓ ✓ 

PMTCT	
  Services	
   ✓ ✓ 	
  	
   ✓ ✓ 

ARV	
  Initiation	
   ✓ ✓ Transport	
   Transport	
   Referral	
  
ARV	
  Refills	
   ✓ ✓ Transport	
   ✓ 	
  	
  
ARV	
  Adherence	
  	
   ✓ ✓ Transport	
   ✓ ✓ 

DOT	
   ✓ ✓ 	
  	
   ✓ ✓ 

X-­‐ray	
   ✓ Referral	
   Transport	
   Transport	
   ✓ 

Male	
  Circumcision	
   	
  	
   ✓ 	
  	
   	
  	
   ✓ 

Annual	
  Check-­‐ups	
   	
  	
   ✓ ✓ 	
  	
   	
  	
  
First	
  Aid	
   ✓ ✓ ✓ ✓ ✓ 

Deworming	
   ✓ ✓ ✓ 	
  	
   	
  	
  
Multivitamin	
   ✓ ✓ ✓ 	
  	
   	
  	
  
Growth	
  Monitoring	
   ✓ ✓ ✓ 	
  	
   	
  	
  
HB	
  Health	
  Education	
   ✓ ✓ ✓ ✓ 	
  	
  
Improved	
  Water	
  Source	
   	
  	
   ✓ ✓ 	
  	
   	
  	
  
Malnutrition	
  Screening	
   ✓ ✓ ✓ ✓ ✓ 

Dental	
  Care	
   	
  	
   	
  	
   ✓ 	
  	
   	
  	
  
Minor	
  Surgeries	
   Referral	
   Referral	
   Transport	
   Transport	
   ✓ 

CD4	
  Count	
   ✓ ✓ 	
  	
   ✓ ✓ 

Information	
  Source:	
  Competitive	
  Analysis	
  of	
  Organizations	
  in	
  Swaziland	
  Providing	
  OVC	
  
Services.	
  Transport=Organization	
  subsidizes	
  transportation	
  cost	
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5.4 Conclusion   

In order to create useful recommendations for AIM’s OVC health program, five exemplary 

organizations providing health care to OVC in Swaziland were assessed. It is advisable that the 

strengths of each of these programs be adapted for the development of AIM’s OVC health 

program where applicable. Summarily, AIM’s future program should incorporate the following 

elements demonstrated by Baylor, Cabrini Ministries Swaziland, Children’s Cup, Kudvumisa 

Trust, and The Luke Commission: 

• Create a detailed referral system with multiple partnering organizations supported 

with a transportation budget and emergency funds at each site 

• Shift the task of providing basic medical care to care point volunteers, instructors, 

or shepherds at each site  

• Bring HTC, TB, and malnutrition screening to the community level when feasible  

• Seek to hire and train indigenous Swazi staff wherever possible 

• Perform home-based care and follow up for patients with chronic conditions such 

as HIV and tuberculosis  

• Trace TB cases back to the homestead and screen all potential suspects 

• Develop creative methods of bringing medical care to those in a targeted 

catchment area who are unable to access it through the traditional system 

• Train Swazis with the skills to provide basic medical care and to deliver health 

educations messages, capitalizing on their ability to adapt those messages to the 

local cultural context   
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• Follow up on all referrals through completion of treatment or resolution of the 

identified health issue, including the provision of funds necessary for 

transportation  

These recommendations are the result of the comparison of five organizations providing 

exemplary OVC health care in Swaziland, and were derived from the strengths of each 

organization.  The selection of these five organizations was based on recommendations made by 

AIM staff and their in-country partners.   

Chapter 6:  Recommended Program Plan 

6.1 Program Executive Summary  

The proposed OVC health program is divided into three phases that can be progressively 

implemented over 18 months. The program relies on the collaborative efforts of care point 

shepherds, community health workers, nurses, HTC counselors, and an M&E officer. Existing 

AIM staff will fill the majority of these positions, and health services will be extended to all 33 

AIM care points by Phase 3 of the program. Conservative estimates of the on-site program costs 

include a one-time expense of 5,500 USD (167 USD per care point), and an additional 3,500 

USD monthly expenditure (106 USD per care point) by Phase 3 of the program. Additional 

funding will be required to cover the cost of non-emergent referrals, consultation fees, and 

approved/subsidized medical. 
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The health program combines the provision of acute, preventative, and diagnostic services at 

each care point, and the utilization of additional services provided by governmental and non-

governmental organizations in an explicit referral network. Services provided at each care point 

will include: annual wellness check-ups, health education, preventative services, acute care for 

minor injuries and illnesses, and targeted screening for malnutrition, tuberculosis, and HIV. 

When necessary, OVC or AIM volunteers will be referred to an appropriate health care facility 

through its documented referral network, complemented by a thorough follow-up system to 

ensure continuity and completion of care.  

 

The success of the OVC health program relies on routine data collection based on appropriate 

indicators and a thorough monitoring and evaluation plan. Health data will be captured at each 

care point in a custom-designed health ledger, containing four unique, duplicate health forms. 

These data will be entered into an electronic database weekly, making aggregate countrywide 

data available to monitor the impact of the program, track staff productivity, and produce donor 

reports. This health system will allow AIM to improve the overall health of roughly 6,000 OVC, 

track the longitudinal health of these OVC under their care, and compete for additional grant 

funding to expand its programs.                

6.2 Staff   

The development of the OVC health program is broken into three phases, some of which will 

require hiring additional staff members.  The following table outlines the staffing requirements 

and the responsibilities of each staff member within the health program. A thorough explanation 
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of the purpose of each role and the associated costs follow the table.  

 

Phase 1 – Contracted M&E Officer and Community Health Workers 

Phase 1 of the health program is a smaller pilot phase that allows for program testing and the 

easy implementation of program changes. Hiring additional full time staff is unnecessary for this 

initial phase of the program. However, a short-term contract with an M&E officer is 
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recommended in order to develop appropriate indicators and data management systems for the 

care points. A worthy candidate for this position should have prior experience with other NGOs 

operating in Swaziland, and he or she should be familiar with the national reporting requirements 

for organizations serving OVC. If the AIM staff is pleased with the results of this candidate’s 

work, he or she could be considered for full time employment in Phase 2 of the health program.   

 

One of the most critical roles in the proposed health program is that of the community health 

worker. It is recommended that AIM identify at least one person at each care point to serve as the 

CHW, and this person could potentially be a care point shepherd, one of the volunteer bomake, 

or another community member. It is important that whoever is chosen to be the CHW for each 

care point is present for the majority of the time the care point is functioning, and that he or she 

is able to work well with the AIM nursing staff. The CHW will often be the first point of contact 

with an ill child at the care points. The primary purpose of the CHW is to shift basic health care 

services such as first aid and identifying critical illnesses from the nursing staff to someone who 

maintains a presence at each care point daily. This person will communicate frequently with the 

AIM nurse regarding referrals or other health needs at their respective care point. Finally, CHWs 

will also play the role of a social worker, routinely visiting the homesteads of the OVC attending 

the care points to determine other opportunities for improving their health through changes made 

at home. One of the primary goals of the routine home visits is to identify and support child-

headed homesteads. The previously mentioned assessment 32 organizations serving OVC in 

South Africa noted that nearly every organization had a social worker on staff, and the success of 



 
 

 

84 

each program was often credited to the provision of HBC through this position.          

Phase 2 – One Additional Nurse and One M&E Officer  

The second phase of the program requires the recruitment of one additional full time Swazi nurse 

who will be dedicated to the Nsoko region care points. According to recommendations from 

Kudvumisa Trust, this nurse should be a resident of the region in which she will practice (or 

similar rural area) in order to promote staff retention. It was also noted that Good Shepherd 

nursing students frequently rotate through a six-week rural nursing internship at Cabrini 

Ministries Swaziland, whose programs are similar to the proposed program for Nsoko care 

points. Therefore, it is recommended that AIM consult with the medical director at CMS, Mr. 

Bongani Khumalo, for assistance with the recruitment of an appropriate nurse for this position. 

(See Appendix for contact information) AIM should expect to pay a nursing salary of between 

700 and 900 USD, depending on the level of training and experience of the potential candidate. It 

is advisable that the nurse has been trained as an HTC counselor and to initiate ART. 

Additionally, AIM may need to provide housing for this new staff member if daily commuting is 

unreasonable.  

 

In order effectively manage the health data from all AIM care points, and to create monthly, 

quarterly, or biannual donor reports AIM should consider hiring a full-time M&E officer. This 

position would work in concert with the nursing staff and the care point shepherds to ensure the 

accurate collection and aggregation of useful data. Furthermore, this position would ensure that 

the nursing staff spends the majority of their time treating patients as opposed to being pulled 
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into lengthy data management activities. The appropriate salary for an M&E officer is 

commensurate with a nursing salary, ranging from 700 to 900 USD per month. Ideally the M&E 

officer’s activities would integrate well with the AIM administrative department’s record 

keeping system; therefore this position would be based at the main office in Manzini.  

Phase 3 – An Additional Nurse and 1-3 Drivers 

The third phase of the OVC health program is incumbent upon a thorough evaluation of Phases 1 

and 2, and an assessment of the availability of additional funds for expansion. Assuming these 

requirements are met, and that there is an indication for the need to expand the program further it 

is likely that AIM will require a third nursing staff member. This need is anticipated because 

interviews with AIM staff members indicated that there is the intention to add additional care 

points within the 2015 calendar year. Thus, based on recommendations from the medical director 

of Children’s Cup, the ideal nurse to care point ratio should not exceed 1:12, necessitating the 

addition of more nursing staff.  

 

An analysis of expenditures during the first two phases of the OVC program will indicate the 

average monthly and annual cost of health referrals, in addition to the costs incurred from nurse 

visits to the care points. Depending on these transportation costs, AIM may determine that it is 

more financially advantageous to hire dedicated medical drivers for the transportation of referred 

patients and for nurse visits to each care point. This recommendation was made based on the 

system put in place by Children’s Cup, which includes one driver and a vehicle dedicated to 

medical transport. In addition to providing transportation for Children’s Cup referrals, this driver 
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also transports 126 HIV positive OVC and caregivers to the Baylor Clinic for monthly ARV 

refills and routine check-ups.    

6.3 Training   

AIM currently benefits from having a medical director who is a trained EMT and firefighter as 

well as a full time Swazi nurse on staff. Therefore, the vast majority of the required training for 

the health program can be accomplished without the need to hire external facilitators. See Table 

9 for a detailed list of recommended training topics.   

Table	
  9:	
  Training	
  Topics	
  Required	
  for	
  the	
  Proposed	
  OVC	
  Health	
  Program	
  
Training	
  Topic	
  	
   Recipient	
  	
   Facilitating	
  Person/Organization	
  

Growth	
  Monitoring	
   CHW	
   AIM	
  Nurse	
  
Malnutrition	
  Screening	
   CHW	
   AIM	
  Nurse	
  

Hygiene	
  Education	
  
CHW,	
  Shepherds,	
  

Volunteers	
   AIM	
  Nurse	
  
First	
  Aid/Choking	
   CHW	
   AIM	
  Medical	
  Director	
  
Emergency	
  Response	
   CHW	
   AIM	
  Medical	
  Director,	
  AIM	
  Nurse	
  
HIV/TB	
  symptoms	
   CHW	
   AIM	
  Nurse	
  
*HTC	
   Shepherds	
   TASC	
  -­‐	
  Manzini	
  
*Phlebotomy	
   Shepherds	
   Baylor	
  Clinic	
  -­‐	
  Mbabane	
  
Fire	
  Safety	
   CHW	
   AIM	
  Medical	
  Director	
  
Referral	
  System	
   CHW,	
  Shepherds	
   AIM	
  Nurse	
  
Diarrhea	
  &	
  ORT	
   CHW,	
  Shepherds	
   AIM	
  Nurse	
  
Information	
  Source:	
  Program	
  Proposal	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
*Additional	
  Cost	
  Required	
  for	
  External	
  Facilitator	
  	
  

 

One critical aspect of the training program involves dissemination of relevant topics from those 

receiving to the training to other care point staff members. It is also important that facilitators 

adapt trainings to suit the literacy levels of the recipients. For suggestions regarding effective 

training of CHWs see units 6-7 in the PIH Program Management Guide[24].  HTC and 
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phlebotomy training are two exceptions that will require facilitators from external organizations 

and additional training costs. The HTC training is a six-week course run by TASC in Manzini, 

and trainees must have a high school certificate and a letter from a sponsoring organization. The 

staff of Kudvumisa Trust recommended that all HTC counselors also be trained in phlebotomy, 

which they were able to arrange through a special arrangement with the Baylor Clinic.  The HTC 

training costs roughly 500 USD per trainee; therefore, AIM may consider training only two to 

four HTC counselors who will rotate among the different care points in each region.  

6.4 Activities on Site  

The proposed health program for OVC at AIM care points blends elements of care provided on 

site at each care point with an explicit referral system for other services, including procedures to 

ensure continuity and completion of treatment. The following table outlines which services 

would be offered at each care point and other services for which OVC or caregivers would be 

referred. It is important to note that while both the OVC and the volunteers are eligible for all on-

site services and subsidized transportation for referrals, subsidized consultations and treatment at 

the health are facility are only available to OVC.    
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Table	
  10:	
  Proposed	
  Program	
  Health	
  Services	
  
Category	
   On	
  Site	
  Services	
   Services	
  Referred	
   Referral	
  Location	
  

Preventative	
  
Care	
  

Annual	
  Check-­‐ups	
  

	
  	
  
	
  	
  

First	
  Aid/Wound	
  Care	
  
Deworming	
  (Every	
  6	
  
Months)	
  
Multivitamins	
  
Growth	
  Monitoring	
  
Health/Hygiene	
  Education	
  
Dental	
  Education/Supplies	
  
Improved	
  Water	
  Source	
  
Improved	
  Nutrition	
  
ORT	
  for	
  Diarrhea	
  
Home	
  Visits	
  &	
  HBC	
  
Vaccination	
  Follow-­‐up	
   	
  	
  

HIV	
  
HTC	
   ARV	
  Initiation	
   Nearest	
  Clinic	
  
ARV	
  Adherence	
  Counseling	
   ARV	
  Refills	
   Nearest	
  Clinic	
  
PMTCT	
   CD4	
  Count	
   Government	
  Hospital	
  

TB	
   Tuberculosis	
  Screening	
  
TB	
  Therapy	
  Initiation	
   Baylor	
  
Directly	
  Observed	
  
Therapy	
   Baylor	
  

Malnutrition	
   Malnutrition	
  Screening	
  
	
  	
   	
  	
  Nutritional	
  Support	
  

Other	
  

	
  	
  

Blood	
  Sugar	
  Monitoring	
   Nearest	
  Clinic	
  
Eye	
  Glasses	
   St.	
  Teresa's	
  	
  

Wheelchairs/Crutches	
  
Mbabane	
  Gov.	
  
Hospital	
  

Minor/Major	
  Surgeries	
   Government	
  Hospital	
  
Male	
  Circumcision	
   Government	
  Hospital	
  
X-­‐Ray	
   Government	
  Hospital	
  
Emergency	
  Services	
   Government	
  Hospital	
  
Comprehensive	
  Clinic	
   Luke	
  Commission	
  

Information	
  Source:	
  Program	
  Proposal	
  	
  
 

The following is a detailed description of services to be made available at each care point to 

more than 60 volunteers and 6,000 OVC.  
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Preventative Services 

• Annual Check-ups – These wellness check-ups should be conducted for every child who 

regularly attends a care point. The data from these check-ups is a means of assessing the 

child’s longitudinal health over time, and will demonstrate the long-term benefits of other 

aspects of the OVC program. Some organizations, such as Cabrini Ministries Swaziland, 

elect to utilize short-term medical missions teams to perform the annual check-ups, while 

others use their nursing staff to complete this process. (See the Appendix for sample 

wellness check-up forms from various organizations) If AIM intends to capture other 

demographic or profile data annually, it would be ideal to synchronize these two 

processes.     

• First Aid/Wound Care – One CHW at each care point should be trained in first aid and 

equipped with a first aid kit that is routinely restocked.  

• Deworming Tablets/Multivitamins – All OVC should receive these tablets every six 

months, and records should be kept of each child’s name and when they received the 

tablets. According to the Children’s Cup nursing staff, these tablets can be acquired in 

Manzini, in bulk quantities, and at no cost to the organization. These tablets are currently 

being handed out at AIM care points, but individual records of each child who receives 

them are not being kept. Additionally, it was observed that some children did not 

consume the tablet after receiving it. This process should be integrated with the daily 

record of attendance, and it can be performed by the care point CHW or shepherd.      

• Growth Monitoring – Growth monitoring should be performed following the WHO 

standardized protocol and can be integrated into the child’s annual wellness visit[34]. 
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This process includes calculation of the child’s BMI and MUAC scores, which are 

indications of appropriate growth and malnutrition respectively[35]. If necessary, care 

point CHWs or shepherds can be trained to perform these tasks by the AIM nurse.   

• Health/Hygiene Education – The newly hired AIM nurse noted that children and care 

givers are not yet practicing appropriate hand washing techniques following toilet use or 

prior to meal consumption. Therefore, a reinforcement of the basic WASH (water, 

sanitation, and hygiene) principles is necessary, and the CHW or shepherd must enforce 

the implementation of these principles at each care point on daily basis. Successful 

implementation assumes an adequate provision of necessary soap, clean running water, 

and toilet paper at each care point.  

• Dental Education/Supplies – It is recommended that the OVC at each care point receive 

routine instruction on dental care, and that tooth brushes, tooth paste, and floss be 

supplied to each homestead multiple times throughout the year. AIM may consider 

requesting that short-term mission teams sponsoring each care point provide the 

necessary dental supplies. A cost comparison is recommended for the purchase of these 

supplies within Swaziland compared to purchasing them in the U.S.     

• Improved Water Sources – The staff of Children’s Cup noted a pronounced 

improvement in the health of OVC in the months following installation of clean water 

sources at their care points. Currently every AIM care point is either equipped with a 

functioning bore hole or fresh water is delivered to those care points where the bore hole 

is nonfunctional. Therefore, it should be a priority to repair nonfunctional bore holes at 

each care point, and the provision of clean water should be a prerequisite for opening new 
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care points. Additionally, it is recommended that the CHW for each care point assess the 

source of water for each homestead in order to holistically address this issue for OVC.     

• Improved Nutrition – OVC at AIM care points currently receive high protein fortified 

rice from A Child’s Hope International as their daily meal. Pre-school aged children 

receive additional porridge in the morning made from locally purchased maize meal. At 

select care points these meals are supplemented with locally grown vegetables from care 

point gardens. It is recommended that the provision of fresh vegetables be extended to 

every care point, which will necessitate the initiation of additional care point gardens.    

• ORS for Diarrhea – Diarrhea and subsequent dehydration can be potentially life 

threatening for infants and small children, and its causes and effective treatment are often 

unknown to rural Swazi families. Therefore, it is recommended that all care point CHWs, 

shepherds, and volunteers be trained to recognize signs and symptoms of dehydration, 

and to prepare and administer oral rehydration salts (ORS) as necessary. (See 

WHO/UNICEF documents for current ORS standards.)   

• Home Visits – Cabrini Ministries Swaziland credits much of the success of its health 

program to the provision of HBC (home based care), which allows their staff to become 

knowledgeable about the home environments of their patients. Similarly, because OVC 

receiving services at AIM care points do not live on site, it is critical to assess the type of 

environment in which each child is living and the implications that environment has on 

the health of the child. An assessment of the homestead should include: whether an adult 

is present in the home, the type and quantity of meals provided at home, the source of 

water for the homestead, provision of soap for hand washing and bathing, the type of 
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dwelling the OVC sleeps in, the presence of chronically ill relatives, and whether cooking 

is done within the residence or in a separate location. The task of conducting home visits 

could be given to the care point CHW or care point shepherd.     

• Vaccination Follow-up –AIM should confirm that OVC under their care have received 

all of the required immunizations in order to prevent unnecessary childhood illnesses. 

Confirmation of a child’s vaccination history could be integrated into the annual wellness 

check-ups or conducted at other routine points throughout the year.    

Diagnostic and Curative Services 

HIV 

• HTC – Making HIV testing and counseling available to OVC and their guardians at the 

care points inevitably leads to earlier diagnosis and enrollment in treatment for HIV 

positive community members. In Swaziland consent for testing is required for children 

under the age of 14. Families and guardians of children presenting to the care points with 

the signs and symptoms of HIV infection should be sought out for consent of testing. 

Currently, the AIM nurse is the only staff member who is HTC trained, therefore it is 

recommended that AIM train additional HTC counselors. HTC counselors are an integral 

part of all five of the surveyed organizations serving OVC in Swaziland. Those 

organizations agreed that any testing that results in a positive diagnosis must be linked to 

enrollment in treatment at the nearest health clinic or hospital, and the patient must 

receive ongoing adherence counseling to ensure effective treatment. For example, 

through a strong partnership with the Baylor Clinic and commitment to rigorous follow-
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up, Children’s Cup is effectively managing 135 HIV positive OVC and caregivers.        

• ARV Adherence Counseling – The successful treatment of HIV requires strict 

adherence to treatment protocols. Though the acquisition of free ARVs may come 

through a local health clinic, AIM HTC counselors will be uniquely positioned in the 

community to ensure that newly enrolled patients are adhering to their treatment 

regimens. AIM should be prepared to provide subsidized transportation for OVC and 

volunteers for ARV refill appointments to ensure treatment adherence. At care points 

where multiple patients are enrolled on treatment, it is possible for an AIM nurse to 

acquire and deliver the medication directly to the care point for distribution in order to 

reduce transportation costs.     

• PMTCT – Adherence counseling must be complemented by information for expectant 

mothers regarding the prevention of mother-to-child HIV transmission. It is advised that 

this service be targeted to all AIM volunteers, as well as any expectant mothers who 

interact with the care point staff.      

Tuberculosis 

• TB Screening – The CHWs for each care point should be trained by the AIM nurse to 

recognize the signs and symptoms of tuberculosis, and identify children who may be 

infected. Sputum samples can be collected on site by the AIM nurse, and sent to the 

nearest laboratory for diagnosis. Baylor is currently the leading expert on the treatment of 

pediatric cases of tuberculosis in Swaziland, and they should be consulted following a 

positive culture diagnosis. Like ARVs, tuberculosis therapy requires strict adherence to 
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treatment protocols, and AIM health care staff should ensure that any OVC diagnosed 

with TB adheres to his or her treatment. Active case finding will also be useful for the 

prevention of new infections on homesteads where relatives have active or latent TB. 

Homesteads found to have a TB positive resident should be educated on the modes of 

transmission and the methods of prevention for others living on the homestead. This 

underscores the necessity of integrating home visits into the OVC health program.    

Malnutrition 

• Malnutrition Screening and Nutritional Support– The CHWs and care point 

shepherds should be trained to recognize the signs and symptoms of malnutrition and 

they should refer any suspected OVC to the AIM nurse. Appropriate nutritional support 

should be supplied to the guardian of the malnourished OVC, and routine follow-up visits 

scheduled every two weeks to monitor the child’s progress.    

6.5 Referrals  

Referral Network 

In their initial request, AIM sought to develop an appropriate response to the health needs of 

OVC that effectively utilizes the existing health system of Swaziland. Subsequently, the 

following diagram outlines the levels of care available in Swaziland, and an explicit description 

of this system follows the image.   
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Figure 2. Proposed AIM Referral Network. 

 

When an OVC or caregiver presents with an illness or injury at the care point, the CHW assesses 

the patient and either treats them on site, refers them to the appropriate health facility, or consults 

with the AIM nurse for an appropriate action plan. First aid and general wound care are provided 

on site by the CHW, and illnesses requiring medication beyond the scope of the CHW’s abilities 

either await treatment from the AIM nurse or are referred to the local clinic if a nursing visit is 

not scheduled in the near future. Emergency cases requiring invasive procedures, such as those 

involving fractures or those that are life threatening are to be referred to the nearest government 

hospital. In these cases emergency referral funds can be accessed for transportation and 

consultation. When the CHW identifies a potential chronic illness, the patient is screened by the 

nurse or HTC counselors and referred to the nearest clinic for initiation of the appropriate 

therapy. All unusual conditions for which no diagnosis or treatment plan has been made at 

government hospitals are to be referred to the Baylor Clinic in Mbabane. Alternatively, 

conditions that are diagnosed but unable to be treated in Swaziland can be referred to the Phalala 
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fund within the government hospital in Mbabane (A physician’s referral is required). If 

approved, these patients will be sent to South Africa for treatment at no cost to the patient. At 

any point, consultation with a Baylor physician is available to the AIM nursing staff through the 

24-hour Baylor hotline, which operates Monday through Friday.          

Referral Fund 

Based on an effective referral system implemented by the Children’s Cup staff, it is 

recommended that AIM create an emergency referral fund of 50 emalangeni at each care point. 

These funds are available for the transportation of patients and medical consultation in emergent 

situations or by request through the nurse’s referral. A detailed explanation of appropriate 

reasons for use of the funds must be disseminated, and strict documentation should be required 

each time the funds are used, including receipts from the medical consultation.   

Documentation and Referral Follow-up 

There are multiple points in the referral network where a patient could be lost to follow up or fail 

to complete his or her treatment. An effective use of this network requires either accompaniment 

through the entire process and/or thorough documentation of each step involved and the ultimate 

outcome.  Therefore, it is recommended that AIM subsidize the transportation costs incurred for 

referrals and develop a field on their medical forms to document this process. The table below 

includes sample referral fields for the medical record. 
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During an organizational assessment, the staff at Kudvumisa Trust implored other organizations 

to remember that an accurate diagnosis of a life threatening condition, without the funds to 

complete the referral process and receive treatment, is a crippling death sentence for the poor in 

Swaziland.   

6.6 Strategic Partners 

The following section includes a list of key partners who contributed to the development of the 

health program proposal, and other organizations that provide support services integral to the 

program proposal. A list of contacts for these partnering organizations is included in the 

Appendix of this document.   

Emory University Rollins School of Public Health – Conducted research and provided 

programmatic recommendations for the development of the OVC health program.      

Baylor Clinic Mbabane – The director of Baylor’s main clinic in Mbabane requested that AIM 

utilize their services for any OVC who present with unusual pathologies that cannot be 

diagnosed or treated at the government hospitals. Baylor will provide an initial consultation for 

these patients free of charge and will consult with their colleagues at Texas Children’s Hospital 
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when necessary for diagnoses and treatment advice.      

Baylor Satellite RFM – The satellite Baylor clinic, located within RFM, should be used for the 

diagnosis of pediatric HIV or TB in the Manzini area. Their physicians will also be able to 

provide specialized care for any patients requiring second or third line ART.  

Government Hospitals – Mbabane Government, Good Shepherd, and RFM hospitals play an 

integral role in the referral system to be utilized by AIM. Therefore, it is advisable that the 

CHWs and shepherds from each care point become familiar with the nearest government hospital 

and learn which services require referral to these larger facilities. Consultation fees and the cost 

of transportation should be documented in each care point’s referral document. According to the 

Children’s Cup staff, the acquisition of crutches and wheelchairs for OVC is possible through 

contacts at Mbabane Government hospital at no charge.    

ICAP – Technical assistance and questions regarding the national referral system should be 

directed to ICAP. This organization will also be a useful reference when seeking additional 

training for AIM health care workers. 

Local Health Clinics – It is advisable that a relationship be developed between the CHW and 

shepherd from each care point and the staff at the nearest government health clinic. The CHW 

and shepherd should become familiar with the services and medications available at the local 

clinic, and develop an understanding of which health conditions are appropriate to refer to that 

particular facility. When possible, a contact phone number should be acquired from the clinic 

staff for input in the referral document for each care point. The distance to the clinic and the cost 

of transportation should also be documented in each care point referral document.     
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TASC – This organization is located in Manzini and provides six-week trainings for HTC-VCT 

counselors. The cost of training is approximately 500 USD per participant.   

The Luke Commission – Mobile clinics hosted by TLC are conducted on a weekly basis 

throughout the country, and medical services are rendered at no cost to the patient. These clinics 

offer comprehensive medical services that include diagnostic devices typically found only at the 

government hospitals. Therefore, based on the limited number of AIM health care staff and the 

related infrequency of nurse visits to each care point, it is recommended that AIM encourage the 

OVC and other community members with medical complaints to attend any TLC clinics in close 

proximity to their community. AIM staff should request that all OVC under their care who are 

treated at the mobile clinics bring a record of their visit to the care point for effective follow up.    

6.7 Monitoring and Evaluation   

Data Collection 

In order to measure the success of AIM’s OVC health program it is imperative that quality data 

be collected every month. A biannual review of these data will identify unmet gaps in AIM’s 

health program and assist with a performance evaluation of the health care staff. Good data 

collection involves the selection of appropriate indicators prior to the initiation of the health 

program, adequate training for all those involved in data collection, and periodic checks to 

ensure the accuracy of the data. The United Nations Development Program’s Handbook on 

Planning, Monitoring and Evaluation for Results suggests that a good indicator is specific, 

measurable, assignable, realistic, and time-specific (SMART)[36]. A suggested list of monthly 

and biannual indicators can be found in table twelve below in the sample indicators section.    
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Though the benefits of electronic mobile data collection tools were considered, none of the other 

organizations in Swaziland that were assessed used these tools, nor did they recommend them. A 

poor internet network connection, possible theft, and additional training requirements were cited 

as reasons for dissuading AIM from utilizing a mobile data collection system. That said, AIM 

can explore the use of mobile data collection in conjunction with the implementation of the 

cloud-based profile system currently being trialed by Children’s Hope Chest. For all other health 

records it is recommended that a health care ledger be kept on site at each care point, and that the 

designated care point shepherd or CHW enter the data from the ledger once per month into an 

electronic database. Microsoft Access and Excel programs will be the simplest and most cost 

effective tools for a basic aggregation of all care point data. (Contact Bongani Khumalo, medical 

director of CMS, for more information regarding printing duplicate ledger books in Matsapha.)  

 

Based on the limited number of current AIM health care staff, the proposed OVC health program 

should be progressively implemented in three phases. During the pilot phase, or Phase 1 of the 

program, the CHWs will be trained and data collection should begin at the five care points 

located around Manzini. These data can be compared to data on the same indicators from other 

AIM care points where the program has not yet been implemented in order to demonstrate its 

impact; this is known as a stepped wedge evaluation design. The benefits of this type of design 

include a progressive roll out of the program as funding becomes available, and the generation of 

impact data that demonstrate the effects of the program at sites receiving the intervention 
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compared to sites without the intervention. During Phase 2 of the program monthly data 

collection will be extended to 18 additional care points, with the exception of those in the Nsoko 

region. In Phase 3 of the program, data collection will be extended to the remaining care points, 

and at this point country wide AIM aggregate data will become available on the database.         

Sample Indicators  

Table 12 includes suggested indicators to be measured at each care point. These indicators 

should be adapted where necessary through consultation with the temporary M&E officer, who is 

to be hired during Phase 1 of the program.    
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Donor Reports 

In addition to measuring the effectiveness of the OVC health program, monthly care point data 

can be used to produce donor reports demonstrating the programs impact at each location. 

Collection of these types of data would also make AIM eligible for periodic grants released by 

USAID and other organizations, fostering greater collaboration with other NGOs in Swaziland.   
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6.8 Health Records  

It is strongly advised that AIM staff develop a streamlined health record system to accompany 

the OVC health program so that the medical staff is not burdened with excessive paper work and 

lengthy data entry. A well-planned medical record system can both expedite the training of new 

staff members and allow for program expansion. Conversely, a poorly planned system can add 

unnecessary time and frustration for health care workers, negatively impacting the quality of care 

they provide. The following sections include considerations that should be made when 

developing AIM’s medical record system.  

As previously mentioned, the research team explored the benefits and drawbacks of 

implementing an electronic system that allows health workers to capture data on mobile phones 

or tablets at the care points in lieu of paper forms. In the final analysis, the health care staff’s 

unfamiliarity with electronic systems, poor network coverage at some care points, excess costs 

for mobile data, and the potential of device theft led the researchers to conclude that mobile data 

capture is an unnecessary and cumbersome component to be included in the initial phase of the 

program. Furthermore, none of the other five organizations assessed were using this technology, 

and all of them discouraged its use in the context of Swaziland.  

Consequently, it is recommended that AIM implement a streamlined system of paper medical 

records that can be filled out at the care points and later entered into a database at the AIM office 

or at remote sites with an internet connection. For the ease of tracking a patient’s history on 

multiple forms, and because multiple children at a care point may share the same name, it is 

recommended that each child be given a unique identifying number. This identifying number 
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should also include some characters indicating which care point they attend (e.g., Bongani 

Khumalo at the Thulwane care point might be coded: Thw001) Ideally these ID numbers would 

also be used for the child sponsorship program. 

It is important that all medical records are stored in a safe place that is not accessible to the 

general public in order to protect patient privacy. It is also useful to have duplicate copies of each 

medical encounter so that both clinicians on site at the care point and those at the main office 

have access to a patient’s record. Therefore, it is recommended that AIM invest in medical 

ledgers that create duplicate carbon copies of each medical encounter. These ledgers would be 

kept on site at each care point, and duplicate copies of each encounter would be taken to the 

main office and filed into each patients file on a weekly basis. This process ensures a back-up 

copy of each encounter is available in the case of theft or damage at the care points. In order to 

maintain a simple records system, the following four forms should be created in duplicate 

format: an (1) an Acute Encounter form, (2) a Wellness Check-up form, (3) a Health Care 

Worker Task form, and (4) a Monthly Care Point Encounters form. (See the sample forms from 

other organizations included in the Appendix.) It should be noted that both the Acute Encounter 

and Wellness Check-up forms include a detailed section for documenting referrals and their 

outcome. Following recommendations from TLC, the fields on each form should be tailored to 

require minimal writing by including options to be checked or circled, minimizing errors in the 

field and increasing health worker productivity. 

In order to produce electronic, countrywide data, the care point shepherds are responsible for 

entering duplicate forms into the Microsoft Access database and then filing the forms into the 
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patient’s file at the AIM office. This process should be completed on a weekly basis, and it will 

eliminate the need to hire additional data entry staff. At this stage the M&E officer or the 

medical director could query the aggregate data in the database to monitor the impact of the 

health program, identify illness trends at different care points, and create donor reports. Access 

to the database could also be granted to the U.S.-based director to generate additional reports, for 

the use of the unique identifying number for each patient protects their privacy. (Note: Prior to 

finalizing and printing the medical forms, consultation with a data entry specialist is 

recommended to ensure that the forms are adapted for easy data entry. Once the forms are 

printed, copies could be sent to AIM’s IT staff in Gainesville, Georgia to inform the 

development of the Access database.)          

6.9 Timeline  

The following is a suggested timeline for the implementation of the OVC health program at the 

AIM care points. The associated costs for training and hiring additional staff are included in this 

table, but a more detailed analysis of program costs will be included in the subsequent section.   
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6.10 Budget  

The following chart includes the initial budgetary requirements to launch the on-site component 

of the health program, as well as the program’s monthly cost from Phase 3 of implementation 

onwards.  
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There are additional anticipated costs associated with the referral arm of the program that could 

be not accounted for in this budget. These expenses will include non-emergent referrals, 

consultation fees, and medical procedures. The cost of non-emergent medical referrals will 

depend on both the cost of transportation between each care point and the associated health 

facility, and the per care point average monthly frequency of these referrals. Further research is 

required to determine the consultation fees at each facility. Finally, an inquiry has been made 

into the explicit costs of each type of medical procedure at government health facilities, and this 

information should be available before the conclusion of the research phase of the program. The 

following form is an example of the outstanding information required from each care point in 

order to make referral budgetary projections. 
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Table	
  15:	
  Referral	
  Costs	
  Inquiry	
  Form	
  to	
  be	
  Completed	
  During	
  Program	
  Research	
  Phase	
  

Care	
  Point	
  Name	
   Distance	
  to	
  
Health	
  Facility	
  	
  

Health	
  Facility	
  
Name	
  

Cost	
  of	
  Round	
  
Trip	
  Referral	
  

Consultation	
  
Fee	
  

Thulwane	
   5km	
   Gilgal	
  Clinic	
   10	
  E	
   15	
  E	
  
*This	
  information	
  should	
  be	
  compiled	
  for	
  each	
  care	
  point	
  prior	
  to	
  the	
  program	
  pilot	
  
phase.	
  E=	
  Swazi	
  Emalangeni	
  	
  

 

6.11 Assumptions and Limitations 

Funding – This proposal assumes that AIM’s has adequate funding to allocate to developing and 

sustaining an OVC health program or that the necessary funding will be fundraised. The program 

proposal includes a one-time cost of 5,500 USD and an additional monthly expenditure of 3,500 

USD (primarily dedicated to hiring and training staff, and emergency referral funds for the care 

points). These figures do no include projections for the ongoing costs incurred for non-emergent 

referrals, and subsequent consultation and treatment costs. That said, a strict review of monthly 

expenditures is built into each phase of the program, and an average monthly cost per care point 

should be derived at the end of Phase 1 of program implementation.    

  

Availability of AIM Staff – One critical aspect of this proposal is the inclusion of AIM staff in 

Swaziland into the health program, where a number of them will be trained to function as 

community health workers. This component of the program assumes that the care point 

shepherds have the aptitude and ability to fulfill this role, and that these new responsibilities are 

reasonable additions to their current job descriptions. If these assumptions are unrealistic, the 

program cost would need to be altered to account for the salaries of additional staff. The program 

proposal also assumes that the IT staff from AIM’s home offices in Gainesville, Georgia has the 
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time to devote to developing a Microsoft Access database for the health program. If this 

assumption is not correct, additional costs would be incurred to hire an external IT consultant to 

create the health system database.   

 

From Mission to Development – Throughout the research phase of developing this proposal it 

became apparent that the recommendations align more with a development organization 

paradigm than a mission organization paradigm. This proposal assumes that AIM staff members 

will embrace this type of transition, or at least begin to bridge the divide between the two 

disparate approaches of “serving the poor.” Among the many changes this type of paradigm shift 

would bring, the most notable include capturing and tracking data on the organization’s projects 

and conducting ongoing monitoring and evaluation to improve its programs. Cabrini Ministries 

Swaziland made a similar intentional transition in 2004 in response to the HIV/AIDS crisis in 

Swaziland, and their executive leadership should be consulted about this process.   

 

Additional Research – One of the greatest limitations to this proposal is the limited time that 

was available to conduct research. Therefore, additional research will be necessary during Phase 

1 of project implementation.  

 

Referral Network – Though a general outline of the referral network in Swaziland was 

developed, specific referral pathways should be documented for each care point. Therefore, it is 

recommended that the AIM health care staff develop partnerships with the staff at the clinics in 

closest proximity to each care point. Those conducting this research should determine available 
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services at each facility and the distance and cost of transportation from the care point to the 

clinic, and they should obtain multiple contact numbers for each clinic.   

 

Provider Partnerships – One meaningful suggestion made by the director of Kudvumisa Trust 

during an interview was to develop partnerships with health care providers in each region. For 

Kudvumisa Trust this came in the form of an official letter from the MOH requesting that all 

local clinics in their catchment area partner with their organization and that they welcome all 

referrals made to the clinic. Another suggestion was to establish a monthly fee paid to a private 

clinic in exchange for a specified number of monthly OVC visits to the clinic.   

 

Cost Analysis – Further analysis of projected costs for implementation of the OVC health 

program is needed. Projections should be made for the following categories: consultation and 

treatment fees at each health facility, cost of transport between each care point and the linked 

referral facilities, and one-time and on-going printing and stationary costs for medical records.   

  

Mobile Data Capture – One of AIM’s strategic partners, Children’s Hope Chest, is currently 

developing a mobile data system where staff members will profile sponsored children at each 

care point on an android platform tablet. While the use of mobile data capture was discouraged 

for ongoing data capture, one potential use includes the creation of digital annual wellness 

check-up forms. Special care should be given to patient privacy rights and how to restrict access 

to sensitive health data on cloud based systems. EGPAF has been trialing the use of similar 
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technology in Rwanda for its HIV research programs, and they could be consulted if this type of 

system is being considered for AIM’s programs.  

 

Nutrition Consultation – Primary food served at the care points is a protein-fortified rice from 

A Child’s Hope International. Multiple shipments are received each year and transported to 

Swaziland for distribution at the care points. Nutrition plays an integral role in child 

development and health, so it is advised that a nutritionist in Swaziland be consulted to 

determine whether any other local foods should be used to complement or supplant the fortified 

rice meals served to OVC. Purchasing locally grown agricultural products would benefit the 

local economy and facilitate a more sustainable long-term program model.   

 

Cost of Treatment – One critical question left unanswered by this proposal is whether AIM will 

cover the cost of treatment for all OVC referred to the local clinics and government hospitals. 

Though the government of Swaziland subsidizes ARVs, TB therapy, deworming tablets, 

multivitamins, and some other preventative services, the cost of lab work, surgeries, and other 

complex medical procedures varies and may not be free. Therefore, it is recommended that AIM 

medical staff acquire a list of services available at each government facility and the associated 

costs for each service. The director of AIM Swaziland and the health care staff will use this list 

to determine which services AIM will commit to subsidizing for cases where a guardian is not 

present or is unable to afford medical care.         
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Chapter 7:  Discussion and Conclusion 

7.1 Demand for an OVC Health Program 

The HIV/AIDS pandemic undoubtedly decimated the population of Swaziland in the late 1990’s 

and early 2000’s, crippling an already weak health system and creating an orphan crisis across 

the Kingdom. As the pandemic raged on numerous multinational, governmental, and non-

governmental organizations responded to the crisis and developed programs targeting those 

affected by HIV/AIDS. Adventures in Missions was one of those organizations that responded, 

and in 2004 joined a campaign to bring HIV education and prevention to every high school in 

Swaziland.  

 

Following the campaign, AIM relocated its operations to the eastern region of the country to 

assist a local pastor with the development of eight neighborhood care points. The care point 

program began with volunteer cooks who served meals out of mud-and-stick kitchens to nearly 

600 OVC east of Manzini. As the program evolved, more volunteers were recruited, and AIM 

started additional care points at other locations across Swaziland. Concurrently, the care point 

program expanded to include the provision of clothing, education, and Christian spiritual 

formation (discipleship) through a partnership with Children’s Hope Chest. By January 2015, 

AIM and its partners were providing services to more than 6,000 OVC at 33 care points, with a 

staff comprised of 30 full time Swazi employees, 12 foreign missionaries, and more than 60 

community volunteers. To date Aim continues to field numerous requests to start additional care 

points in communities across the country.    
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Though the care point program has been in existence for a decade, there has never been a 

formalized health program for the OVC under AIM’s care. In addition to the common childhood 

illnesses seen in many low-income rural African settings including infection, pneumonia and 

diarrhea -- Swaziland’s OVC population suffers disproportionately from HIV, tuberculosis, and 

malnutrition[1, 2, 10]. An exceedingly high unemployment rate (60%) and a large number of 

child-headed households create additional barriers to accessing health care and maintaining child 

health for the OVC that AIM serves. Subsequently, international guidelines mandate that 

comprehensive OVC services include the provision of health services. Therefore, as AIM’s 

programs move toward a more comprehensive and sustainable model of care, it is imperative that 

an OVC health care component be developed.     

  

7.2 Implementation  

AIM and its strategic partners recognize the impact that ill health can have on a child’s physical, 

spiritual, emotional, and educational development. They also recognize that chronic ill health 

among OVC often leads to a failure complete elementary or high school, unemployment, and 

strained relationships -- all of which put families at an economic disadvantage. Therefore, illness 

is a barrier to achieving the programmatic goals that AIM and its partners share for the OVC at 

each care point.  

 

In order to ensure that OVC have access to comprehensive health services, the proposed health 

program blends on-site diagnostic, preventative, and curative services with a detailed referral 

network that capitalizes on services provided by other entities. The program necessitates the 
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collaboration of various members of AIM staff including nurses, HTC counselors, care point 

shepherds, and volunteers. It includes continual and precise measurements of program outcomes 

through a streamlined monitoring and evaluation plan. These data are then used highlight the 

successes of the intervention and to identify opportunities for improving the delivery of health 

services where they are needed most.     

 

The proposed OVC health program has a high propensity for success for a number of reasons. 

The initial investment required to launch the OVC health program is minimal (5,500 USD), and 

the monthly costs are reasonable if shared across the various care point supporters (106 

USD/care point). Limited staff additions will be required to implement the program at each care 

point, because the program plan capitalizes on current personnel through training AIM staff to 

fulfill supportive roles. All OVC at the care points currently receive limited or no curative health 

services, they can rarely afford transportations costs for referrals, and routine wellness check-ups 

are unheard of. Therefore, the proposed OVC health program will fill an immense gap in the 

provision of care to more than 6,000 OVC in Swaziland.     

 

7.3 Program Progression and Inputs 

Funding - AIM differs from other development organizations in that its primary funding sources 

are churches and individual donors. Through a partnership with Children’s Hope Chest most care 

points are connected to a sponsoring church committed to support that care point for a minimum 

of five years. Dividing the cost of implementing the health program across this structured 

support system makes the program both affordable and more sustainable. Additionally, the 
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program’s impact will be measurable and reportable through a basic monitoring and evaluation 

plan to ensure donor satisfaction and sustain their continued involvement.   

 

Phases - The health program is structured into a research phase plus three additional phases, 

incrementally building upon the successes of each previous phase. The benefit of the stepwise 

progression is that each phase will inform subsequent phases through monitoring of 

predetermined indicators and program expenses. For example, the program will begin at limited 

sites in close proximity to Manzini to allow for weekly adjustments made to improve service 

delivery. Once the program methods are refined, Phase 2 allows for a more precise per care point 

cost estimate. Phase 3 of the program will extend health service delivery to the most rural 

locations in Nsoko, completing health coverage for all AIM care points.  

 

Partners - Developing new partnerships at the local and national level is an integral part of 

implementing the proposed OVC health program. During the early phases of the program AIM 

will collaborate with TASC and ICAP, two organizations with a nationwide reach in health care. 

HTC training through TASC will equip select AIM staff with the skills to diagnose and refer 

HIV cases from the care points for treatment. This partnership will also connect AIM to a local 

organization at the forefront of the national health care plan, facilitating a stronger connection to 

the national health objectives. ICAP will assist AIM staff to identify the most effective use of the 

national referral network, and the available health services in each region of the country. ICAP 

will also be a tremendous source of national level data against which AIM can compare the 

efficacy of its health program.  
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Two of the most critical partnerships that will inform the OVC health program will be AIM’s 

collaboration with local clinics and maintaining an ongoing dialogue with each care point 

committee. According to the national health model, no care point should be more than eight 

kilometers from a health facility, and developing a relationship with staff at each of these clinics 

is an extremely important task for the CHWs and care point shepherds. This will facilitate 

effective referrals from the care points into the national health system. Another previously 

unmentioned development within AIM’s organizational structure is a plan to develop committees 

at each care point, comprised of local leaders and community members who will inform the 

program development process at each site. These committees will play an integral role in 

ensuring that health services reach the most vulnerable OVC in the community, and assist with 

the identification of vulnerable child-headed household.    

    

Expansion - AIM continues to receive requests to start additional care points in various parts of 

the country, and they plan to add additional care points in 2015. Therefore, it is important that 

the health program is well documented and that it can expand to new sites with relative ease. One 

of the primary purposes of implementing the OVC health program in phases is to refine the per 

care point cost of the program. It is anticipated that the initial budgetary projections will be 

adjusted during Phases 1 and 2 of the program, so that by Phase 3 a precise cost per care point 

cost known for future expansion. Expansion to nascent care points will also include the selection 

and training of a care point CHW, and checks to ensure that AIM has enough nurses and HTC 

counselors to serve additional sites. Based on recommendations from Children’s Cup it is 
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advisable to consider maintaining a ratio of one nurse and one HTC counselor for every 10 care 

points. Ideally both the nurse and HTC counselor are stationed in close proximity to the cluster 

of care points for which they are responsible.     

 

7.4 Closing Considerations 

Critical Reflection 

During the data collection and analysis process of this Special Studies Project some critical 

questions arose regarding the current and future status of AIM’s OVC program that are worth 

consideration. While visiting one of the AIM care points in a remote village, it was discovered 

through an inquiry of community members that two men had fathered more than 60 children in 

that community, a number of which were receiving services at this particular care point. It was 

discovered that a number of children from these two families had also been receiving educational 

assistance from AIM, but they were now out of school due to inadequate grades and spent much 

of their days sitting at home. This begs the question of whether or not AIM staff knowledgeable 

of the existence of these types of family structures, and if continuing to provide services for such 

families without addressing the underlying issues of a lack of family planning and subsequent 

poverty is wise. At the very least, the graduate research student recommends that AIM care 

points shepherds become responsible for investigating the home situations of all OVC receiving 

services at the care points, in order to determine the best method of providing services without 

creating an unhealthy dependency of charitable programs. Therefore, in order to develop its 

health program, in addition to further refining other OVC services such as educational support, it 
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is recommended that AIM staff first become knowledgeable of the home environment from 

which each child comes.  

 

Another critical question regarding the future of AIM’s programs has to do with the long-term 

sustainability of the sources of funding for each care point. Supporting churches currently 

commit to support all care point activities for a period of five years, and the possibility of 

terminating that support exists once this commitment is fulfilled. The research conducted did not 

determine whether a strategic plan exists to maintain these and other sources of funding beyond 

the scope of the current commitments, so this remains a critical area of concern to be addressed. 

The apparent lack of a long-term sustainability plan underscores the need for an effective 

monitoring and evaluation plan to generate data that demonstrates the efficacy of AIM’s 

programs to both current and future donors.  

 

During the research phase it was determined that at least 18 of the care points do not maintain a 

garden, and at least 12 do not have a functioning borehole. Based on recommendations from 

multiple organizations these two areas are opportunities for immediate improvement to be made 

at the care points that can directly impact the health of the OVC. The Children’s Cup staff often 

mentioned the notable improvement in the health of OVC at their care points after the 

installation of a reliable water source occurred. Access to clean water through a borehole is 

critical because it not only provides water for the daily care point activities, but also provides a 

source of clean water for homesteads where the OVC stay. (This assumes the water source is 

available to the community after care point hours of operation.) Furthermore, produce from care 
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point gardens can be used to supplement the fortified rice or maize meal served to the OVC in 

order to improve their nutritional status, and excess produce can generate additional revenue for 

other care point activities.   

 

It is strongly recommended that the AIM medical staff carefully consider how to leverage visits 

from short-term missionaries and visitors with medical training. This might include developing a 

brief training that familiarizes visiting clinicians with national medical protocols and procedures, 

and gives an overview of AIM’s medical activities at the care points and how their service fits 

into the larger scope of AIM’s health program. Additionally, AIM medical staff should develop a 

document that explicitly states which medical supplies, equipment, and medications are useful at 

the care points, and how they should be appropriately transported/packed based on international 

regulations. This document should also include the local prices of the materials in Swaziland, 

and preference should be given to purchasing supplies within Swaziland when possible. Dental 

hygiene is also a meaningful area where visiting teams could contribute to the medical objectives 

at the care points through the provision of basic dental supplies.  

 

During the research phase of the project AIM staff were unable to provide complete data for all 

33 care points over a two-month period, though numerous inquiries were made to multiple 

departments (see Appendix Table 3). This poor record keeping underscores the dire need for a 

trained M&E officer to manage the health data and demographic data for each care point. This 

person should be hired to oversee the administrative department and would collaborate with the 

medical director and other upper level AIM staff. It is believed that great improvements made to 
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generate accurate care point data would improve donor relations and it would allow AIM to track 

the progress and impact of its programs.     

 

One critical element of the OVC health program is developing standard operating procedures 

(SOP) for the program, and disseminating those procedures to all AIM staff members. A 

preliminary SOP was drafted for the purposes of this Special Studies Project, but this document 

should be amended based on the final program strategy to be adopted by AIM (see Appendix 

Form 9). Additionally, AIM medical staff should give special attention to the protocols for 

treatment of community members and other AIM staff and volunteers, areas that were largely 

unaddressed in this document.        

Conclusion  

Numerous sources of information were consulted for this special studies project in response to 

AIM’s request for a health program proposal. Research began with a search through primary 

literature, grey literature, national program documents, grant proposals, and other publications 

from non-governmental and multinational organizations. Additionally an organizational 

assessment of AIM, a competitor analysis of five organizations providing exemplary OVC health 

services, and key informant interviews were conducted in Swaziland. These data sources were 

analyzed, and the findings were used with the preliminary research to inform the development of 

the OVC health program presented in this document. At this stage only conservative estimates 

could be made regarding the cost of implementing the health program, and the success of the 

proposed program also assumes that numerous current AIM staff will play a role in the new 

program. Given these assumptions, the program is broken into phases so that a more accurate 
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program budget can be determined on a per care point basis, and to pilot the program on a small 

scale initially to identify necessary adjustments to be made. Though the program will require 

additional inputs of funding, staff, and training, and the ultimate costs of a comprehensive 

program are imprecise, the potential impact on the health of more than 6,000 OVC under AIM’s 

care make it worth initiating.   
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Appendices 

Table 1: Comparison of Organizations Providing Medical Care to OVC in 

Swaziland  

Table 2: Key Swaziland Contacts 

Form 1: Cabrini Ministries Swaziland Wellness Visit 

Form 2: The Luke Commission’s Registration, Symptoms, and Triage Forms 

Form 3: The Luke Commission’s Impact Report 

Form 4: Children’s Cup Care Point Medical Encounter Form 

Form 5: Children’s Cup Medical Encounter and Follow Up Forms 

Form 6: Children’s Cup Diagnostic Form 

Form 7: Children’s Cup Medical Record Form 

Form 8: Swaziland National HTC Form  

Form 9: Sample AIM Medical SOP 

Table 3: Care Point Demographics  
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125 Appendix Form 1. Cabrini Ministries Swaziland Wellness Visit (Page 1 of 3). 
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Appendix Form 1. Cabrini Ministries Swaziland Wellness Visit (Page 2 of 3). 
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Appendix Form 1. Cabrini Ministries Swaziland Wellness Visit (Page 3 of 3). 
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Appendix Form 2. The Luke Commission’s Registration, Symptoms, and Triage Forms.  
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                Appendix Form 3. The Luke Commission’s Impact Report.  
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Appendix Form 4. Children’s Cup Care Point Medical Encounter Form.  
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Appendix Form 5. Children’s Cup Child Medical Encounter and Follow Up Forms.   
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     Appendix Form 6. Children’s Cup Diagnostic Form.  
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Appendix Form 7. Children’s Cup Medical Record Form.  
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Appendix Form 8. Swaziland National HTC Form.  
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Appendix Form 9. Sample AIM Medical SOP (Page 1 of 5). 
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Appendix Form 9. Sample AIM Medical SOP (Page 2 of 5). 
 



 
 

 

137 

 

Appendix Form 9. Sample AIM Medical SOP (Page 3 of 5). 
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Appendix Form 9. Sample AIM Medical SOP (Page 4 of 5). 
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Appendix Form 9. Sample AIM Medical SOP (Page 5 of 5). 
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