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Abstract

The deadly HIV/AIDS pandemic is one of the majovelepmental challenges facing our
nation. Community caregivers (CCGs) play a sigaificrole in addressing the psychosocial
needs of orphan and vulnerable children (OVC); haxglittle attention has been paid to the
work and experiences of CCGs. In an endeavourdease our understanding of their lived
experiences, this research qualitatively explohedconcerns and motivations experienced by
CCGs who work on a daily basis with children incamstances of extreme adversity,
specifically those affected by HIV/AIDS in Southri&fa. This study draws on the ecological
theory of Bronfrenbrenner (1979) to provide a cqrical framework in which to consider the
working circumstances of CCGs. Methodologicallygie group discussions were used as the
primary source of data collection. Focus groupseweonducted with CCGs from three
different non-governmental organisations (NGOs) wirovide psychosocial support to
children affected by HIV/AIDS. The research founidatt CCGs are passionate about
providing holistic care to the children, familiesdacommunities in which they work and they
experience a variety of concerns about the way hichv services are provided and how
funding agendas drive the nature of the work amdntianner of monitoring and evaluation.
They also experience joy and satisfaction in what/tdo. Limitations and suggestions for
future studies are noted, with the aim being ford$Go acknowledge the concerns and
motives and to develop and implement programmesugport staff, and maintain the
resilience needed for CCGs to be even more efiedtivcontributing towards providing

meaningful services in the difficult circumstanoenihich they work.
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Chapter 1: Introduction

Community Caregivers (CCGs) face unique challengiesn they work with children who
live in circumstances of extreme adversity. Somthese challenges require special personal
qualities and training befitting the nature of theiork. Often the success and impact of
psychosocial interventions with children hingesmge abilities, motivations and dedication
of CCGs, as CCGs often form the link between the-g@vernmental organisations (NGOs)
and the beneficiaries of the service. Whilst theafiicial resources may be made available,
and programmes may be designed to provide psyclabssapport (PSS) to vulnerable
children, the actual implementation by the CCGs isritical ingredient towards achieving
desired outcomes. Yet in the face of the HIV/AIDEh@gemic, many CCGs do not receive the
care and support that they require to work at thedface with the children and families who

are most adversely affected.

The HIV/AIDS pandemic is globally devastating tivees of many. Africa bears the brunt of
the pandemic, with sub-Saharan Africa being thetraffected region globally (UNAIDS,
2008). The lives of communities, families, and dteh are thrown into turmoil, with children
feeling much of the impact of the pandemic (UNAI2B01). In South Africa, NGOs play a
vital role in the response to the HIV/AIDS pandenAdthough funders previously focused
on meeting the material needs of children affetigdhe pandemic, the importance of their
emotional and social needs has now been recognisdded, many NGOs prioritise the
psychosocial needs of children adversely affecteddb//AIDS. As a result of this focal
area, many NGOs have enlisted the assistance ofsC@Gmplementing psychosocial
support programmes for children living in commusstiaffected by HIV/AIDS (Richter &
Rama, 2006).

Given the pivotal role played by CCGs, in the inmpémtation of these interventions, this
studyexplores the concerns and motivations of CCGs wgrkvith children affected by the

HIV/AIDS pandemic. It endeavours to understandpbeceptions of the CCGs who provide
psychosocial support to children; in most instaneegshe very communities in which the
CCGs themselves reside and were brought up.

A review of the literature, including the curresituation within South Africa, with regards to

the HIV/AIDS pandemic and its impact on vulnerableldren, and the need for CCGs is
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provided in the next chapter, This study draws dm® tsocial ecological theory
(Bronfenbrenner, 1979) and will focus on the vasicontextual layers in which both risk and
resilience processes and variables may impact ibdreh, their families and on the need for
CCGs. Chapter three outlines the methodologicatquores followed in this research,
including sampling, data collection, and data asialyprocesses. Ethical considerations are
also discussed in this chapter. Chapter four ptes#re findings of this research and
discusses them in relation to the literature. laptar five, the research is summarised, the
limitations of this study are addressed, and recendations for further research are made.
A comprehensive reference list follows, togethethwine appendices containing the relevant
materials used in this research. A full transcoipthe focus group discussions is available if

required.
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Chapter 2: Literature Review

2.1 The Scale of the Pandemic in Africa

HIV/AIDS is a global pandemic that represents aoremus threat to the world at large. It is
difficult to keep pace with the changing face & tiiobal HIV/AIDS epidemic. AIDS can be
described as being deadlier than war, deadlier tyramny, and even deadlier than malaria.
The HIV/AIDS epidemic is throwing millions of houselds into turmoil, the middle
generation is being wiped out, and children andedlderly are left to fend for themselves
(Guest, 2001).

Africa has been hard hit by the HIV/AIDS pandenticAfrica, AIDS is the leading cause of
death (International HIV/AIDS Alliance, 2003). Thmntinuous escalation of HIV/AIDS
deaths, leads to social and economic impacts tivdiher increase with the severity and

duration of the pandemic (Foster & Williamson, 200

With 5.2 million people living with HIV and AIDS, arevalence rate of 17% for the adult
population and 29% among pregnant women who atemehatal clinics, South Africa has
the largest burden of HIV/AIDS globally (UNICEF, @®). South Africa also accounts for
more than 35% of people infected, and 1000-AlID&tesl-deaths occur every day (UNAIDS,
2008). Kwa-Zulu Natal is the province with the heéghrate of infection, in which 39% of all
HIV-positive people reside (ibid).

The AIDS epidemic is precipitating extreme suffgrior innumerable children, families and

communities. The scale of the HIV/AIDS pandemic hageased the existing health care
load. The exceeding demands of HIV care in an avedned health care system creates
additional challenges and emotional demands on N@@G% has created a need for
community caregivers to be trained under the aespaf NGOs and community-bases
organisations (CBOs). Whilst collectivity is anegtal component of African cosmology,

and is line with the critical feature afbuntu (Mhkize, 2004), there are aspects of the

pandemic that have uniquely converged to createchéed for CCGs.

The continuous escalation of HIV/AIDS deaths, letwlsocial and economic impacts that
further increase with the severity and duratiohef pandemic (Foster & Williamson, 2000).

In terms of the economic impact, the heaviestdablthe HIV/AIDS pandemic is felt at the
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household and community level (Foster & Williams@000). Poverty and the HIV/AIDS
pandemic are interrelated and more than 50% ofliehil live below the international dollar-
a-day poverty line (UNICEF, 2009). There are 19lionl children living in South Africa,
many of whom are vulnerable, and it is estimated #pproximately two thirds are living in
absolute poverty (UNICEF, 2009). In addition, highemployment rates, poor service
delivery, as well as the 3.7 million orphaned cdtdld have created profound hardship for
many families and children in South Africa (UNICER09).

The South African government has attempted to imgrthe welfare of children, by
alleviating some poverty through the provision otial grants. However, the country’s
structural problems *“inherited from the apartherd, econtinue to undermine children’s
survival, development, and protection” (UNICEF, 20® 5.). The HIV/AIDS pandemic

escalates the poverty trap.

Studies have found that in households wherein alffamember has AIDS, the average
income of the homestead drops by sixty percentfand consumption drops by forty one
percent (Richter, 2004). Furthermore, due to theldacy for AIDS and poverty to co-exist,
the care of children affected by HIV/AIDS generaflls on poorer people in poverty
stricken communities (Foster & Williamson, 2000).sfudy conducted in Zimbabwe, by
Foster and Williamson (2000) has shown that theéhdefa breadwinner has grave economic
consequences for the surviving children. These dfmlds were found to live on a monthly
income of eight dollars as opposed to twenty-ori&adoin non-orphaned households (Foster
& Williamson, 2000).

With Sub-Saharan Africa being one of the worsthlyitthe AIDS epidemic, with the rising
numbers of orphans, vulnerable children and chddeled households, it is evident that much
of the impact is felt by children. It is also statdat half of all orphans in this region were
adolescents, who were more likely to sink furthto ipoverty, forfeit their education, suffer

from unremitting psychological distress and becditié infected (UNAIDS, 2001).
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2.2  Impact on Children

AIDS has become a crisis that reverses the devedofahtrends in child survival (Ewing,
2000). It robs children of their parents and destrthe economic and social base of many
developing countries. Thus HIV/AIDS is a diseade Ino other. Within the HIV/AIDS
pandemic, there are numerous adverse ramificatbuiech as the large and continuously
increasing numbers of orphan and vulnerable childadfected by the pandemic. A
significant number of children have been identifesdHIV-affected, due to many factors that
include parental death or chronic illness from AJD&hd this population is increasing
(Gilbert, 2001). The plight of these children wi# the single largest impact of the pandemic
(Mallmann, 2002). Approximately 3.7 million havestoone, or both parents, many to HIV-
related illnesses (UNICEF, 2009).

The pandemic is having a progressive, cumulatifecebn children, as it depletes their care
resources through parental illness and death,tadésti and the increased burden of family
care (Richter & Foster, 2005). Children live inni@ndous uncertainty, and do not have the
stability and the security that they need throughtheir childhood. Their lives are
continuously in a “state of flux” (Killian, 2004)There are many varied problems facing
children affected by HIV/AIDS. Even when not infedt themselves, young people are
adversely affected by the spread of the pandemNAIDS, 2001), by being faced with
many challenges at various levels including ematiophysical, educational, economic, and
so forth. Many children will find themselves alogwed unsupported. They will have to endure
enormous anguish and make their own way into thédw®ichter, 2004). The child affected
by HIV/AIDS comes from a threatened environmentioepised by separation, loss, poverty
and social alienation (Reidy, 1995). Although aftamhas been paid to the children affected
by HIV/AIDS, very little attention has been paidMards the psychological impact of the

pandemic on children, and on the meeting of thig isychosocial needs.

2.3 Children’'s Needs

In many developing countries, the social and ecoaampact of HIV/AIDS on children has
overshadowed the psychological impact (Foster &8igMiison, 2000). As Foster, Levine and
Williamson (2005) argued in the face of increasednemic and physical vulnerability, the
psychosocial burdens of the HIV/AIDS epidemic magrm less important, less urgent and

less compelling, but not to the children themselvestially the global focus was on
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children’s material needs as these seemed easleva@m more evident to address than their
other needs. However it soon became evident thahiiddren, whether in developing or in
developed countries, manifest some psychologieaitiens to parental illness and death, and
these were frequently compounded by factors suchstagmatisation, increased workload,
and social isolation which increased the distresgparental death experienced by orphans
(Foster & Williamson, 2000).

However there has been a growing awareness thdremihave a range of different needs
(Diagram 2.1) and that all of these needs shoulddakzessed, Children’s psychosocial needs
are important and more priority has been giverhsé needs over time, especially by the

international funding agencies.

Educational

Diagram 2.1: Children’s Needs

In light of this, it is clear that children requieselot more than food, shelter, and having other
physical needs met. Effective interventions needaiasider all the ways in which resilience
can be promoted, developed, and instilled in céidChildren’s psychosocial needs have to

be addressed, as well as the need for love, sypgeg, and comfort in order to develop
15



trust, self-esteem, and a sense of self-worth. Vdithintervention that helps children to
facilitate coping in their lives, in response t@ithadversities, children can be remarkably
resilient. Psychosocial support is considered tessential for children’s survival and their
emotional development especially in enduringly idifft circumstances (Richter & Foster,
2005). However, in a study conducted by Van DykO@Omany CCGs reported that they
found it a lot more difficult psychologically to wiowith children and they felt that family

members could take advantage of children, mentipaancerns around child prostitution.

One should ensure that children’s psychosocial s.@eel addressed alongside their material
needs (Grainger, Webb & Elliot, 2001). One of thays/in which this can be done is by
evaluating programmes structured to meet childrpeigchosocial needs to ensure that they
are met as much as possible in the circumstanchaslalso been stated by Graingesl,
(2001) that research is needed into how far tHeréift forms of counselling and support (for
example, individuals, group, or peer) provided byjgcts lead to valued outcomes for

clients, particularly children.

The people who implement the psychosocial prograsnemable children to experience love,
protection and suppofRichteret al., 2005). The objective is to enable them to become more
resilient through developing a better sense of selfth and belonging (ibid). These are
essential elements that are needed in a chil&gdifdevelop life skills, and develop, enhance

or maintain resilience.

2.4  Psychosocial Care

Children are not little adults, and their needs @iféerent to those of adults (Mallmann,
2002). Children need security, love, and emotiauglport; they also need guidance as they
grow (Mallmann, 2002). Children are affected by HDS before they are orphaned
(Foster & Williamson, 2000). When a parent or camgbecomes ill, children have to
shoulder various new responsibilities, includingméstic chores such as cooking and
cleaning. Childcare and care-giving activities al® an added responsibility for the young
child (Foster & Williamson, 2000).

The term psychosocial can be applied to a rangactfities and interventions. At one
extreme, in the context of war and conflict, psysdmal interventions can be identified as a
response to the need for construction and recantiiru This is regarded as the core aspect
of humanitarian and developmental aid (Loughry &é&y 2003; Robinson, 2005 in Richter
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& Foster, 2005). However, at the other extreme whith is the focus of NGOs offering

psychosocial care, the psychosocial interventiomsdb counter the psychological and social
distress of children affected by violence and HINDA. These types of psychosocial
interventions take the form of counselling and otierpersonal and group activities
(Richter & Foster, 2005), as psychosocial interier®, psychosocial support, and

psychosocial well-being differ in certain waysciwmparison to each other.

The focus of these psychosocial interventions isjpecific activities that can be provided
through programmes and services (Ricleteal, 2005). These programmes and services can
include specific tools such as counselling, plagmp groups and memory work. A
psychosocial intervention adopts a stand- aloneoagp (ibid). However, now, psychosocial
care and support has to be integrated into all [dpweent and assistance programs (ibid).
The target of this approach is to focus on thedchi®sychosocial interventions include
psychosocial care and support that assists childrenpe (Richteet al, 2005). They enable
children to experience love, protection and supguat allow them to have a sense of self
worth and belonging (ibid). These are essentiahelds that are needed in a child’s life to

develop life skills, and develop, enhance or maintasilience.

The focus of psychosocial support is on a set tdrpersonal processes that affect both
physical and psychosocial well-being (Richadral, 2005). Psychosocial support can be
provided by caring relationships in everyday liflthese relationships can be at home, in
school, in the community, as well as through psgole@l interventions. This approach relies
on a broad range of actions, attitudes, and aetsvihat can be best provided by close and
caring others, and by the staff involved in thegoaonme (Richteet al, 2005). The target of

this approach is to focus on the child’s social ea-giving context (ibid).

The focus of psychosocial well-being is on the oute of a stage in a child’s development
that is achieved by the multiple influences of mateand psychosocial factors (Richtral,

2005). This can be achieved by obtaining speciticemes of age and stage-appropriate
development (ibid). This approach needs to be swgpgahrough integrated approaches,
which address the children’s physical, cognitiveotional, and social needs. The target of
this approach is to focus on each stage of thelremls development, which has emotional,

behavioural, cognitive, social, and educationaleaable outcomes (ibid).
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The results of a study conducted by Zhang, Li, égljFang, Lin, Zhao, Zhao,Hong (2009)
suggested that community based social supporthitaren affected by HIV/AIDS is needed

to address the psychological stress experiencelddsg children.

2.5 The Role of the Extended Family

In most African communities, extended family caseconsidered the primary option for
caring for OVC. Changes in caregiver and family position emerge as a result of parental
death and migration (Killian, 2004). Children reeeicare from a substitute caregiver and
children often move in and out of households (Fo&t&Villiamson, 2000; Richter, 2004).
Elderly or infirm grandparents are often a lasbreso be substitute caregivers and agree to
care for orphans only when other relatives refuseld so. Grandparents are often much
older, and vulnerable themselves, thus they mighbe physically equipped to deal with the
demands of parenting young children (Foster & \Afiison, 2000). Furthermore, children
become more vulnerable when they are cared fogby aelatives, because of a tendency for
mutual dependency to develop in these situatiorsh(&®, 2004). Families play an important
role in providing support to children affected byWRAIDS, however this is not nearly
enough to match the extent of the need (Heymanridiniin, 2009; Foster, Makufa, Drew,
Kambeu, & Saurombe, 1996). Older caregivers haffeedties attending to the economic,

health and psychological needs of children (Rickt&ama, 2006).

Families are also over burdened and need intaoretitat may assist in easing their loads
(ibid). Extended families are strongly recommendedcare for children affected by
HIV/AIDS, as institutional care is still largelydwned upon (Jacques, 1999 in Heymann,
Rajaraman, Miller, & Bogen, 2007). Extended fanmtworks are known to be the primary
resource for orphans, even though some relativgdoiexorphans or fail to fulfil their
responsibilities (Foster, Makufa, Drew, MashumbakK&mnbeu, 1997). Policy makers view
the placing of HIV/AIDS orphans outside of familyare as the worst possible solution
(Foster & Williamson, 2000 in Heymann, Rajaramanijldyl & Bogen, 2007). Family
fostering, wherein children go to live with auntsuncles, who are then regarded as their

parents in a common practice in southern Africliiar & Rama, 2006).

Family fostering may not always be the best optlayugh, as it can increase the burden of

poverty in many households, and inappropriate foglecan results in child neglect
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(Richter & Rama, 2006). In such instances childaen forced into households making them
vulnerable to child exploitation and abuse (ibid).

When caregivers are warm, responsive, and nurtdowgrds children, trust and reciprocity
are enhanced in a child whose caregivers assisthitaeto interact appropriately with others
and to express emotions (Karass, & Walden, 20083. child learns social skills, and is thus
able to initiate and participate in positive sodéractions (Karrass, & Walden, 2005). With
the HIV/AIDS pandemic, children lose their pareatsa very young age, leaving them with
minimal interaction with their primary caregiveemd therefore difficulty is experienced in

learning adaptive behaviour.

In South Africa, it is the NGOs who have been th&ancontributors meeting children’s
psychosocial needs in the midst of the HIV/AIDShe adversities. The review now turns to
a consideration of the important role these orgdimes are playing in the support of

vulnerable children.

2.6 NGO Involvement and International Funders

NGOs play a vital role in developing and promotstategic partnerships to care for children
affected by HIV/AIDS (UNICEF, 2006). In South Afdcas in most developing countries,
where the disparity of wealth, poverty and scaregetbpment of government services is
large, NGOs have taken on the function of progdioth material and psychosocial support
to disadvantaged communities such as those affdayediolence, HIV and AIDS and

poverty. In South Africa, NGOs can be describedSesction 21 companies”, whose main
objective is the promotion of religion, arts, swes, education, charity, recreation, or any

other cultural or social activity or communal oogp interests" (Rosenthal &Walton, 2000).

Although, community based care reactions have becarkey component to the HIV/AIDS
epidemic in Africa, often lead by NGOs, communityogps and religious groups
(Richer & Rama, 2006), less than 10 % of childreadversity are receiving assistance from
agencies beyond their church, communities and fas{lbid). A continuum of responses is
required in which specific assistance is offeredstdnerable children as well all children
living in AIDS affected countries needing increaseatess to government provided social

protection in all sectors to improve the health améll being of all children (ibid).
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Communities are also strained and under resourgettheb HIV/AIDS pandemic, and they

require help from the state, NGOs, funders, egugiain their efforts (ibid).

It has been emphasised by both the Department doicdtion and Skills as well as the
Children’s National Service Framework Standard féospital Services that different
agencies need to work together and provide anrnated and coordinated service in regards
to meeting the needs of children (Sloper, 2004hufber of different multi-agency systems

can be distinguished (ibid). These are as follows:

. Centre based service delivery which includes a reurob different professionals

working in the same place but not necessarily waykogether.

. Coordinated service delivery in which a coordinataegrates different services
which are carried out by different professional imforming the different

agencies of the work/services delivered by theratlgencies.

. Multidisciplinary and multi agency teams which prs$ionals from different

agencies work together on a specific project.

. Case or care management which is very rare in dedar providing services to
children. This includes the appointment of an iidiial who ensures that families

receive a coordinated service.

Due to the strain experienced by the public hegdittor, the shortage of qualified medical
practitioners, nurses, psychologists and so fashwell as the strain experienced by family
members provided care, community and home-basedotfared by volunteers and CCGs is

the preferred alternative which the governmentthased to.

We also live in an era of international human mgimt which there are many international
agencies willing to provide development aid to depig countries facing particularly

difficult life circumstances. NGOs funded by exi@rdonors, have stepped in to provide care
and support for OVC, to aid the governments ovetbned health care system. However
NGOs also present with their funders’ imperativesl agendas which need to be met, in
order to sustain their funding. Monitoring and ension of funding is critical to satisfy

donors that their money is well spent and is beimgnt to good effect. Unfortunately CCGs
and donors may have different opinions about host teemeet the needs of children affected

by HIV/AIDs and other forms of profound adversity.
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CCGs are recruited by NGOs to provide physical, teanal, psychosocial, palliative care
and life skills to the children that they care fDifferent NGOs provide different kinds of
support for children affected by HIV/AIDS. Some ywide physical and material support
whilst others may offer psychosocial support. CGBs a resource to NGOs as they have
much to offer in terms of knowing the communityy dustoms and traditions, its language,
and it people. CCGs operate within an Africentriaridview together with the communities
that they work in, providing psychosocial servieesl support, volunteering their time, love,

and care.

2.7 CCGs as a Resource: Local and Indigenous Knowledge

NGOs are often reliant on CCGs which bring with nthg@articular advantages. CCGs
understand the local language as well as the euttiithe communities. They therefore serve
as the link between the NGO and the recipientshef ihterventions in the communities.
Members of the community trust CCGs and CCGs ayaainted with the communities. This
makes it easier for the NGOs to gain entry intodbmmunities and to establish rapport with
the community leaders. CCGs share the same Africambridview with the members of the

community, and this makes the implementation adrivention easier.

2.7.1. Africentric Worldview
Black communities as well as Black professionalgehexpressed their dissatisfaction with
Eurocentric social work interventions as their @éincy has been questioned in regards to
working with African families and children (Grahat999). The Children’s Act of 1989
stated that local authorities need to give conatitan to children’s religious persuasion,
racial origin, and cultural and linguistic backgnou(Graham, 1999). For interventions to be
effective they need to be culturally sensitive. riithsensitive social work needs to include
being aware and sensitive of cultural differenced ®alue systems, adapting of practical
skills to different family patterns and lifestyleand understand how different cultural
traditions and values impact families, and thefedliyles in the planning of social

interventions (Graham, 1999).

2.7.2. Interdependence and Holistic Functioning (Ubuntu Pllosophy)
The Africentric worldview is characterised by a rhen of different philosophical

assumptions and principles which are reflectedhi values, traditions, and customs of
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people of African origin. The Africentric worldviewcentres upon the belief that
interdependence, cooperation, and collective respiity are keys values which people
should strive to achieve (Mhkize, 2004). The asdiongs that everything in the universe is
interdependent and inter-related, in which indialducannot exist alone (Mhkize, 2004).
Self knowledge forms the basis of all knowledgehe Africentric paradigm, and external,
segmented knowledge obtained from other discipl{iMitize, 2004).

All elements of the universe are viewed as intenegted and interdependent in the
Africentric worldview (Graham, 1999). This interac@ctted and interdependent relationship
is vital in providing individuals with a sense afrpose and a connection with their families
and communities. When individuals become discomtedtom their relationships, the
balance is lost which results in dysfunction arelrise of social problems (ibid). A person is
never viewed as an individual but is seen as aoparsthe community (ibid). People in the
community have a responsibility to their commusiti&his is consistent with the notion of
Ubuntuwhich is characterised by caring and respectfaiti@hships within one’s community
(Mhkize, 2004) Child rearing is viewed as being tbellective responsibility of the
community (Graham, 1999).

All of the above mentioned factors contribute to@Cbeing selected by NGOs as key to
implementing their psychosocial support programtne®VC in communities. Whilst NGOs
provide a fundamental service to OVC, they alscehmwumber of shortcomings/limitations.
These may directly or indirectly affect CCGs therkvand service that they provide to OVC.
These will be discussed below.

2.8 Limitations of NGOs

Programmes and projects which aim to reach childliesctly are not sustainable from a
financial or socio-cultural perspective and areeoftdependent on external funding
(Richter & Rama, 2006). Furthermore, current ineéetions fail to match the size and
duration of the problems and needs of childrendwease life circumstances (ibid). What
appears to be lacking is the support of constraatiational policies and the mobilisation of
resources (ibid). There is an urgent need for fomdind programmes to focus on the long
term support needed by children (ibid) which isoat®t geographically limited to small

areas. The initiation of more services and prograsminy NGOs and community groups is

not the answer to strengthening systems that @nldequire. International agencies and
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funders often do not provide the backbone needeshbmnce the governments capacity to
strengthen the programmes and approaches alreakistence, together with ensuring that
available money is not been used for well meanirag@mmes and projects which lack a
strategic focus (ibid).

Both psychosocial and medical approaches targavithels rather than families, even
though the importance of family centred care foitdten affected by HIV/AIDS has been
recognised due to the acknowledgement of the clsasgeial realities and the needs of
children living with families (Richter, 2010). Hewer the individualistic approach to meet
the needs of children affected by HIV/AIDS leadscmnfusion and misdirection to the
response of the pandemic, on different levelsuuhiclg global, national, and local responses.
This leads to small scale social welfare approaemes case managements, which are not
broadly, focused impacting minimally on governmeation, and policy, as well as the
integration of other health and educational intatis (Richter, 2010).

Family centred care comprises of the following covacepts as stated by Shelton (1987, in
Richter, 2010).
» Families are constant in the lives of children (addlts) while interventions through
programmes and services are intermittent and giyneleort lived.
» Families must be variously and inclusively defined.
» Family-centred approaches are comprehensive aegrated.
« Love and care within families, when recognised agidforced, promote improved
coping and wellness among children and adults.

The paradigm shift to family centred care is anantgnt one to consider, in meeting the

needs of children affected by HIV/AIDS. This with@ble service providers to understand the
contextual influences on providing care to childrand attain better outcomes by providing
comprehensive, and integrated care for childremjli@s, and communities affected by the

HIV/AIDS pandemic ( Richter, 2010).

On the other hand, whilst programmes have beennpptace to address the psychosocial
needs of children (Foster, Levine, & WilliamsonP3), addressing the psychosocial needs of
CCGs has often been neglected. CCGs have work\sspes. This is important as CCGs

often rely on the help and support of their suEms in decreasing the burden of care that
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they might experience. CCGs work within the contaixa community, with many different
factors affecting the work that they do. This caclude personal, environmental, social

factors, as well as the challenges and complexigigglting from the HIV/AIDS pandemic.

There is not much research on the way in which camiy caregivers, who work to meet the
psychosocial needs of children, experience theirkwéew studies have focused on the

concerns and difficulties faced by CCGs.

2.9 The Need for Understanding Community Caregivers

Many careers within the development sector cargpaoasibilities that could affect the
workers sense of emotional stability. Those irdlrals who work with children, especially
with children exposed to adverse circumstancesldcexperience an emotional burden of
care (National Alliance for Caregiving, 2006). Gaivers/ facilitators can become distressed
due to the nature of their work and the large nunatbehildren needing support. This work
could be experienced as emotionally taxing as rdnema experienced by the children, inter
alia, are more reliant on adult support and lede &b access other resources. In addition,
people offering this support may have their owa Igsues to deal with that could also be a
source of distress. For example, as the CCGs are laing amidst the pandemic, they

themselves could be directly or indirectly expeciag the ravages of the pandemic.

CCGs play an important role in the response to Hii¢/AIDS pandemic. They are the
backbone of the psychosocial work being done witiCO Both the social and the
economical effects of the HIV/AIDS pandemic in Sowtfrica have created the need for
CCGs as the most feasible option for providing dargeople affected by the pandemic
(Akintola, 2008a). However the burden attachedaong for people affected by the disease
may affect caregivers in many ways, leaving therthvei feeling of hopelessness (ibid).
Studies on the effect of caregiving are limitedd @&xclude the contextual factors that may
affect caregiving duties. Elements affect CCGs offer@nt levels which include the
individual, interpersonal, organizational, commuyniand policy (Diagram 2.2). However,
even though problems can be differentiated on aicgrto these different levels, the
interrelatedness and interdependency needs tokbewledged. It is important to understand

their work and their challenges in order to ensgheér well being.
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In a study conducted by Van Dyk (2007) a numbestodss factors associated with working
in the field of HIV/AIDS were identified. These ilucled: over-involvement, -identification,
and boundary problems; stigmatisation and secraapwending HIV/AIDS; lack of social
support; the plight of young children; and frustratwith government processes, amongst

others.

Over-involvement, -identification, and boundary gems: Almost half of the participants in
this study found it difficult to maintain a proféssal emotional distance from their
patients/people that they help as witnessing tha&iin and suffering was stressful and made
them experience the need of “rescuing” their pasi€l'an Dyk, 2007). The participants in
this study could also easily identify with theirtipats as the participants themselves have
significant others in the same position and thusiceasily “see themselves or their loved
ones reflected in every patient they treated/cdiede (Van Dyk, 2007, p. 54). The
participants noted that they had to also fulfilkedor clients which were beyond their
occupational responsibilities, such as organisimgefals, taking care of orphan children,
going to patient’s homes after hours to help tham and giving away their own food,

clothes and money to needy patients (van Dyk, 2007)
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Individual Level: Caregiver

Interpersonal Level:
Relationships

Organisational Level:
NGO's

Community Level:
Support/ stigma etc in the
community

Policy Level: Government,
Public Health Sector,
Funders

Diagram 2.2: Different levels on which CCGs may exgrience problems
2.10 Other Research in this Area

Little literature has focused on conmityi caregivers and the impact of their work,
experiences, motivations and concerns. Majorityhef literature focuses on volunteers and
caregivers who work with people affected by HIV//BDHowever, even in South Africa

literature on volunteer caregivers is sparse (Akat2006, in Akintola, 2008). This study

focused on CCGs who earn a small stipend, howevditerature search on community
caregivers which included all of the following segfarterms, their burden on caring, their
experiences, motivations, concerns, stress anchgagirategies did not yield any relevant
results. The following studies were found to beevaht to the topic under study. Past
research has identified the following difficultiegnich CCGs experience. This can be linked

to the different levels shown in diagram 2.2 above.
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At the caregiver level, researchers have found #aking in the field of HIV/AIDS is
associated with a stronger manifestation of burtioan in other fields (such as oncology) as
the multiple complexities, the severity and themgity of the HIV/AIDS epidemic in Africa
impacts on working in the field. In turn this cdulead to unresolved grief, fatigue,
depression, high staff turnover, and burnout. lidbeved off by the number of children who
are made vulnerable by the effects of the epidenatworking with these children can make

the work particularly overwhelming (van Dyk, 2007)

In terms of the community level, identifying withiemts is a major factor contributing to
burn out among those working with people affectgdH}V/AIDS (Miller, 1995; Miller,
2000 in van Dyk, 2007). This can be problematic W& Gs choose to work with children
because they have grown up in the same commuaniésxperienced the same challenges.

In these instances personal identification cambeiiable.

Organisationally, research has also indicated #tedss and burnout can be related to
organisational factors that could contribute to tinestration, anger and helplessness,
especially when which they often experience facsoish as a lack of supervision, mentoring,

training, emotional and practical support, andathf(van Dyk, 2007).

On a policy level, caregivers also tend to feelupp®rted by the government, health, social,
and legal systems which lead to an increased sdrisgstration (van Dyk, 2007). The South
African government’s inability to provide adequétldS services creates a huge care gap in
the pandemic (Akintola, 2010). Many caregivers hedlth workers express frustration with
government processes. In a study conducted by yanZD07) many participants expressed
a sense of frustration and bitterness towards tathSAfrican governments HIV/AIDS
policy and processes, criticising the Minister afaith, the lack of training and resources for
health workers, the unavailability/in-sustainability of AR in smaller clinics (Van Dyk,
2007). HIV/AIDS health care workers have also reportedaeklof perceived government
support. They also felt they were not consulted wpelicies are planned and that policies
are imposed by the government/ department of healtheducation (Dageid, Sedumeni, and
Ducker, 2007). In another study CCGs felt thatheitheir role of their status are respected
by formal health services (Uys, 2002).

Voluntary caregivers were unable to address thegppvssues in the households that they

visited. They were unable to provide material supfmthe households and they experienced
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this as frustrating, and as being unable to offeamingful help. This was reported as being
the most difficult to deal with (Rédlach, 2009).i3hvas also reported in a study conducted
by (Uys 2002), even though home-based AIDS commuwaitegivers felt positive about their
contributions, and expressed satisfaction withrtiverk, it was difficult for them to deal with
poverty, and the complexity of problems that thegrevconfronted with. They did not have
the capacity to deal with their clients economiokpems. However in some instances these
community caregivers were able to network with otbeganisation and assist with these
needs like obtain food parcels, etc for the familieey worked with (Uys, 2002). In other
instances they were unable to do this, resultinghem having to force people to take
medication without them having any food (ibid). Hoxer these CCGs received a lot of
moral support from the organisations they were wgrkvith and this is what allowed them
to continue doing their work (Uys, 2002). Ensurquality of care can be largely attributed to
the type of support and systematic supervision @@6s receive (National Health Services
Executive, 1995, in Uys, 2002). CCGs also menticthed they receive a very low payment
for doing such a difficult job (Uys, 2002). In audy conducted in the Solomon Islands, it
was found that 38% of CCGs dropped out becaudeeqgbay they received being inadequate,
and 32% dropped out due to a lack of community sa€hevalieret al, 1993, in Uys,
2002).

On an interpersonal level, the issue of lack ofisdosupport was mentioned in caregiver
studies. Many participants mentioned that they B&peed a lack of social support from their
friends and family, with many of their family andieihds not supported the work that they do,
not wanting them to work with AIDS patients (vankp007).

A study conducted by Held & Brann (2007) identifislessors experienced by volunteers
working with people affected by HIV/AIDS as well tiee support that is needed to help them
cope with the stress experienced. The participanisated that their jobs are rewarding but
stress and frustration played large role in terfrth@ir experiences with the organisation that
they work for (ibid). It was evident in the findimgof this study that the participants
experienced both intrinsic and extrinsic rewardewéver their frustrations were more
abundant. Educational and social support progranuoeksl be beneficial for the health and
retention of volunteers as well as for the cohesibtihe NGO (ibid). According to Streeter &
Franklin, 1992 in Held & Bran, 2007, “social supp@ considered to be anything from

informal conversations to formal meetings” (p.212fudies suggest that social support helps
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people maintain their health (Hudsenal 2001 in Held & Brann, 2007) and support is the
strongest variable that influences the efficacy padormance of volunteers working with
people affected by HIV/AIDS (Maslanka, 1996 in H&8drann, 2007).

In addition the issue of stigmatisation and secsayounding HIV/AIDS was also raised by
caregivers. Participants respected the patients foeeconfidentiality, however they reported
that it was stressful not being able to speak mezmme about their clients. They also reported
that the issues and complexities which surroundlibelosure of patients HIV positive status
hindered their jobs in that it makes it very difficto educate family members on how to care
for the sick, when family members do not that théignt is HIV positive (van Dyk, 2007).
Participants in this study also mentioned that sdaoy traumatisation was an issue as they
were afraid that other peopla their communities would stigmatise them, becatissy
worked with AIDS patients (ibid).

In another study it was noted that social suppornfco-workers is as important as receiving
support from supervisors (LaRocebal, 1990, in Maslanka, 1996). In a study conducted by
Maslanka (1996) he found that staff support playsi@e important role than the other

variables in his study.

In terms of the positive aspects of caregivingftilwing was found: In a study conducted
by Rddlach, (2009) on voluntary caregivers motmasi and concerns, he found the following
motivating factors: 1) religious values; 2) desfo prestige; 3) empathy derived from
witnessing the suffering caused by AIDS illnesshdpe of securing caregivers support in the
future; 5) hope of enlarging one’s network of thegéh access to political and economic
power; 6) hope of receiving material benefits ia thture. Religion was reported to provide
these caregivers with inner strength when they dabaman suffering in the field of
HIV/AIDS (Rdédlach, 2009). Caregivers earned resjretheir communities for the work that
they were doing, and this kept them motivated aodchrnoitted (ibid). Many of these
caregivers had also had firsthand experience veiting for someone at home with an AIDS
illness. This resulted in them developing empathyg @ompassion for those in similar
circumstances, and thus motivating them to becaanegivers (ibid). Many caregivers were
HIV positive themselves and they were concernediatheir future and what would happen
to themselves and their children when they developcal AIDS. They had hoped that the

concern and support they showed for other woulghmvn to them when the need arises,
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this is another factor which motivated them to eecacaregivers (ibid). Some volunteers
who were inactive in church groups expressed wgrttinget closer to local politicians and
influential people through their caregiving acie®. They acknowledged the importance of a
wider social network, and stayed committed to dameg in anticipation of receiving
benefits later (ibid). The small remunerations ttie@se volunteer caregivers received for
their services, contributed to the well being daditifamilies, and they anticipated that their

caregiving services would lead to full time empl@mhas a caregiver (ibid).

In a study conducted by Van Dyk (2007) some paudicts, although not asked to do so,
mentioned the rewards of their work. These incluteaings of accomplishment; joy and
self fulfilment when seeing a patient improve. Avfether participants mentioned that there
were not many opportunities to experience rewardsheir jobs, and that despair and
hopelessness were a common feeling especially whaemg children suffering (Van Dyk,

2007).

In an exploratory study with professional caregsverorking in the field of HIV/AIDS,
Demmer (2006) found that despite the rewards tiege caregivers experienced, they could
not see themselves working in the HIV/AIDS field fouch longer. Participants in this study
reported that their work was very difficult andtth&ing confronted by people in distress was
physically, emotionally, and spiritually taxing. @hreported feeling helpless as there are so
many needs but so few resources. Participants megreappy with their low salaries paid by
NGOs which results in a high staff turnover. Whantigipants spoke about rewards, they felt
like they were making a difference, and they felittlove and gratitude expressed by their
clients was experienced as motivating. There wagti@n in the amount and quality of
support that these professional caregivers recdived the NGOs for which they worked,
however support is necessary to help caregiverswidéathe stress and help them to cope
with the difficulties that they are exposed tohe field of HIV/AIDS.

2.11 Community Caregivers at the Coal Face: The Voice dECGs

Previous global and African research in this aras focused on volunteers. More locally,
research has focused on perceptions of psychososapport offered by
caregivers (Phyllis, 2006). Research has also &tos the motives for foreign, young adult
volunteers in Africa (Bennet, Ross, & Sunderlar@D@). It appears that up until now, much
research within this sector has focussed on progmanmplementation, evaluation, and on
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the populations served. It appears that there badbeen much research on the emotional
impact, stress, concerns and motivations of CCeenbkuring the well being and continued
service of CCGs, it is important to identify themncerns and to strike a balance between
motivators and stressors allowing the researcheomsider what drives them to do this form
of work, how they experience and what causes thezsss This could be vital in developing

interventions to meet the needs of CCGs.

Furthermore, most studies on AIDS health care Hawased on the negative and difficult
aspects of this work, such as stress, burnout,cangpassion fatigue. However, few have
considered the notion that the rewards of careigivimay buffer against stress or
counterbalance experiences that could otherwise e haontributed to burnout

(Bennet, Ross, & Sunderland, 1996).

CCGs work with children in adverse life circumstasion a daily basis. They are exposed to
a variety of multiple stressors which may be preger child’s life. This may cause them to
feel emotionally overwhelmed, frustrated or hopgle®rking in difficult, resource limited
settings. It can be frustrating, discouraging aathfill listening to children describe how
they have been harmed or the circumstances thetlitree in. Child and youth facilitators
need strategies for combating the negative effisetistheir work creates on their individual
selves. They require support and supervision frogir torganisations and peers, physical
strategies include eating well, and physical esercand they need to be reminded of the joys
and rewards of their work. CCGs work with OVC ciegta sense of vulnerability. CCGs
need to be resilient in order to cope with the bardf care. It is important to access the
voice of CCGs who are directly involved in the implentation and success of psychosocial

programmes.

It is also important to explore the positive eédp as it is beneficial in terms of helping
organisation’s to plan training and support for GG well as to help organisation to satisfy
the motives of CCGs (Akintola, 2010). Furthermobg, understanding the concerns and
motivations of CCGs, strategies could be developednprove the quality of their work

environment/service.

It is important to consider how the work that CCi@wgacts his/her life and career. This

would help to create an understanding of why CCe€diaate their time and services, and
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why other cease to do the same. Due to the multipleds of children affected by the
HIV/AIDS pandemic, the needs of CCGs can easilp\®rlooked. CCGs need to be resilient
in the difficult work environment, as they playigrsficant role in the community; increased

attention needs to be given to CCGs themselves.

This research is applicable to NGOs across Afriteo work with children and youth in
similar circumstances of adversities. This reseantlrspecifically focus on the concerns and
motivations of CCGs, who work directly to meet ghgchosocial needs of children affected
by HIV/AIDS.

2.12 Theories Used in the Research

It is evident that CCGs experience a number otdiffit negative and positive aspects of their
work, on many different levels. Taking this intonsideration, this study is based within the
social ecological theory. At the broadest level, G3Cneed to be understood within the
ecological theory of Urie Bronfenbrenner (Ryan, 2Qtas CCGs perform their work and
responsibilities within their own broader ecologdicystems which in turn may have
influenced their choice of career. These have haarticular chronosystemic influence in
terms of poverty, violence, the HIV/AIDS pandemanid a period of rapid political change
and transformation.

Urie Bronfenbrenner (1979) proposed a model of kgwaent which includes the impact of
environmental influences on development; develogneethe evolving interaction between
the environment and the developing person. An iddad develops within an ecological
environment which contains a number of differenhte@gts which Bronfenbrenner (ibid)
refers to as a system. This system is made up vef Key layers referred to as the
microsystem, mesosystem, exosystem, macrosystethclamnosystem (ibid). These are

summarised below.

The microsystem refers to a person’s immediateecanthich directly affects the developing
person (ibid). This system includes family, caregsy school and peers, and is the smallest
environmental system (ibid). The mesosystem isséesy of microsystems which is formed
when the developing person moves in a new settlrid)( The mesosystem refers to the
linkages and relationships between componentseofrticrosystem and now includes higher

order environments like the extended family, anldost The exosystem is an extension of
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the mesosytem and refers to a social setting/asgian which affects an individual’s
development, even though the individual is not dalye involved in it (ibid). The
macrosystem refers to a broad set of institutigraiterns such as the social, educational,
legal, and cultural values, etc which impact upanralividual’s microsystem, mesosystem
and exosystem (ibid). The chronosystem represkattetnporal aspect of the system, i.e. the

effects of time on the other developmental syst@ind).

This theory has been criticised for its inability be applied in a balanced way, as the
developmental influences appear to have no limiggl), Thus it is difficult to collect so
much information and then organise it accordingitio importance of developmental

influence (ibid).

Superimposed on this way of considering an indiaidulife circumstances, this study took
into account the contributions made within thedief risk and resilience, stress and coping,
compassion fatigue, secondary traumatic stresspaivation. As, these factors mentioned
above, might contribute to the degree of emoti@mgagement and/or disengagement in the
work of CCGs.

2.13 Stress, Burnout & Compassion Fatigue

2.13.1. Stress

Stress can be defined as a particular relatiortsttiyween the person and the environment that
is appraised by the person as taxing or exceedigrither resources and endangering his or
her well-being (Lazarus & Folkman, 1984b, in Schxeay 1996). Payne (1999, in Dageid,
Sedumedi, & Ducker, 2007) defines stress as a psoglich occurs when people are unable
to adequately deal with stressors, which accortbn@oss, Greenfield, & Bennett, 1999, in
Dagied et al, 2007) include challenges such a lack of res®jrsapport, training, and
unpredictability. Working in difficult situationgnd with emotionally taxing circumstances,
can contribute to the CCGs experiencing stressraiggls are determined simultaneously by
perceiving environmental demands and personal reesuThey can change over time due to
coping effectiveness, altered requirements, or avgments in personal abilities. Receiving
support and having mechanisms that produce resdi@an contribute to coping with the

stress.
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2.13.2. Compassion Fatigue/ Secondary Traumatic Stress

Compassion fatigue is the emotional residue of supto working with people suffering
from the consequences of traumatic events (Figl®&®5). Professionals, who work with
people who are suffering, have to contend with lb#ir own, and their client’'s, emotional
and personal feeling responses to the sufferingG€8ave to deal with their own stress,
client’s stress, as well as the stress of theisqaal work experiences. Compassion fatigue is
a state of tension and preoccupation with the iddad, or cumulative, trauma of clients. It
can manifest in one or more ways including re-elgmeing the traumatic event,
avoidance/numbing of reminders of the event, andigtent arousal (ibid). With compassion
fatigue the caregiver/facilitator is absorbing theuma through the eyes and ears of their
clients. It can be thought of as secondary posintatic stress (ibid). CCGs work on a
continuous basis with children who are directlyeaféd by HIV/ AIDS and who experience a
multiplicity of stressors in their life. Many of ¢ir child clients are either traumatised or

grieving. Thus, compassion fatigue is a considenaita explaining the concerns of CCGs.

2.13.3. Career Concerns

Previously, once a person had decided on a cdrefshe stayed in that career until he/she
retired (Koch, 2004). However this has changed fitbin notion of lifetime employment
which has been replaced with lifetime employahilifyhis means that a person is now
responsible for their own career progression aneldement (ibid). Career development is
no longer only about gaining the skills and knowledeeded to move up within a company.
Career development today is about achieving flé#gband continuously evaluating and
developing skills in order to remain employable &rtilled over the long term, regardless of
who you are working for, and what industry you arerking in. To achieve this level of
flexibility, a very strong sense of who you are avitht you want from your work is needed
(Koch, 2004). Not everyone is motivated by the sdinireg, and ambitions vary greatly. An
understanding of CCGs is obtained by obtainingrméttion on the factors that contribute to
the motivation in the work that they do. These desthelped the researcher gain a deeper

understanding of CCGs experiences.

2.13.4. Compassion Satisfaction, Protective Factors, and Riéience
Adversity can be described as a condition markedantsfortune, calamity, or distress, and
can result from exposure to poverty, trauma, HI\§plhcement, violence and other risk

factors. Vulnerability can be defined as a susbéjtyi to negative developmental outcomes
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after being exposed to serious risks (Werner, 19B8k factors are factors that have the
probability of causing some distress to an indigldiDawes and Donald (1994) refer to the
concept of adversity as a particular value staténadrout circumstances and a desired
developmental outcome. This suggests that childreagative developmental outcomes may
be related to their circumstances. This value statd is one that suggests a movement away
from positioning the ‘blame’ within an individuahitd or family, and views adversity as a

consequence of the circumstances in which chilinehthemselves.

Resilience has been defined as the process ofparciy for, successful adaptation despite
challenging or extremely threatening circumstan@@fiian, 2004). Children affected by
HIV/AIDS are exposed to multiple stressors (disedsabove), which often intensifies their
grieving process. Despite this, some children mbea others, are still able to cope better
with their adverse life situations. These childoam be described as being more resilient than

others, despite the risk factors that they are ssgado.

2.13.5. Risk Factors
As mentioned previously, risk factors are factdratthave the probability of causing some
distress to an individual. The greater the exposuresk factors, the greater the chance of the
CCG demonstrating maladaptive behaviour as welldegelopmental and/or emotional
difficulties (Killian, 2004). Potential risk factsrinclude lack of support, insufficient training,

and difficulties in the work environment, overwhéhg concerns, and so forth.

Risk factors have the probability of causing sonmstrelss to an individual (Killian, 2004).
The greater the number of risk factors that a dsiledxposed to the greater the chance of the
child demonstrating maladaptive behaviour as wasll de@velopmental and/or emotional
difficulties. Potential risk factors include deathparent/s, bereavement, poverty, separation
from siblings, parental illness, and so forth ascdéed above. Children affected by

HIV/AIDS are exposed to a number of these riskdesct

2.13.6. Protective Factors
There are a number of internal and external privectactors that build resilience in
individuals, and these are likely to be benefidal the CCG. At times, protective factors

have been defined as those factors that are thesappof risk factors (Killian, 2004), but
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protective processes could also include any fatiiat serves to promote resilience and

safeguard CCGs from the risk factors to which theyexposed.

External protective factors include a secure refethip with another person, the availability
of secure external support systems, food and shélgeng able to play and have friends,
continuity of values, language, and the presencpostitive role models (Madorin, 1999).
Play is not only a natural medium for interactitmt it is therapeutic as well and allows
children to communicate and express feelings. Atiogrto Erikson (1963), play also fulfils
many basic ego functions, and the ego is seereamndist important stimulus to development.
Internal protective factors include personalitytieas such as good self-esteem, a sense of
self-worth and independence, a sense of being Jdyadg a good verbal communicator, and
having good peer relationships with a positive @oarientation and responsiveness
(Madorin, 1999).

2.14 Summary

The scale of the HIV/AIDS pandemic in Africa hasr@ased the existing health care burden.
The exceeding demands of HIV care in an overbudidvealth care system places creates
additional challenges and emotional demands fagiaers. CCGs need to adequate support,
training, and encouragement to enhance their eesi in working in this environment.
Therefore this study aims to explore the emotiamglact of CCGs working with children in

adversity.
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Chapter 3: Methodology

3.1. Introduction

This research explored the motivations and concefrCGs who provide PSS to orphans
and vulnerable children. Their work is impactedthg profound and complex ramifications
of the HIV/Aids pandemic, including the impact bétphysical, emotional, and social levels.
This study aimed to explore the concerns and miina of community caregivers working

with children through the provision of psychosoaapport.

This chapter provides an account of the aims, desiggthod of data collection and analysis.
A discussion of the sampling process with regarpaicipant recruitment and selection will
be provided. This chapter ends with a consideradfdhe various ethical issues as they relate

to this study.

3.2. Research Design

This exploratory study used a qualitative methoggl@dopting an exploratory, interpretive
approach to explore CCG’s concerns and motivatwitis the primary aim of obtaining an
in-depth (“thick”) description and understanding adftions and events as they pertain to
CCGs (Babbie & Mouton, 2005). This methodology wka the researcher to employ an
open and flexible approach to the research, in ttemat to gain new insight into this
phenomenon (Terre Blanche, Durrheim, & Kelly, 2008%ing a qualitative methodology,
the researcher aimed to obtain an insider pers@edt gain insight, and an understanding of
the participants’ perspectives (Babbie & MoutorQ2)) to give voice to the CCGs in relation

to what motivates them and what concerns themlatioa to their work with OVC.

A series of two focus group discussion were coretilitd achieve this objective. Using this
method of data collection, the researcher attemyutestte the world from the perspective of
her participants as this would allow her to deserdmd understand the phenomena under
study (Babbie & Mouton, 2005).
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3.3. Sampling

Purposive sampling, which is sampling based onfghselection of cases that are typical of
the phenomenon being studied (Terre Blanehal, 2006), was used in this research. The
sample comprised of those who are working as CCGgadaous NGOs who focus on
psychosocial or emotional support programmes foCQWiagram 3.1). Purposive sampling
is a useful and important strategy, as it targats ensures that CCGs, who work to address

children’s psychosocial needs, were appropriatelgcsed to be included into the study.

The following procedure was followed to obtain tleample. Firstly, NGOs in
Pietermaritzburg were identified and approachedpddicipate in the study through the
CINDI Network. CINDI is an umbrella NGO that opegatin the uMzinduzi region to
coordinate the activities of the NGOs and CBOs Wk with children in distress. Using the
CINDI membership list (consent having been obtaifmech the Director and membership of
CINDI to do so), six NGOs were identified on thesisaof their primary goal being to offer

psychosocial support to orphans and vulnerablelaml

Since only four organisations that actively workilie area of PSS were operating within the
uMzinduzi Municipal boundarythey were all approached to participate in theenirstudy.

However, of the four organisations approached, tmige of organisations were available to
participate in the research. The other NGO declimegarticipate as they were training as

new group of CCGs having only recently received Bource of funding.

A letter stating the nature and the purpose ofstiuely was sent to the Directors of these
NGOs asking them for CCGs to participate in thelgt(See Appendix A). The next step
involved the researcher meeting individually witack of the Directors of the identified
NGOs to fully explain the study, gain their consémtthe study to proceed and to recruit
participation from within their pool of CCGs. Thigas followed by an interview to respond

to any queries and further elaborate on the purpbtgs research.

In sampling, care was taken that the Director'shef NGOs fully understood the purpose of

the study, and were willing to cooperate with tlesearch. The researcher needed their

assistance to ensure a cross-section of CCGs tigipate in the study. It would have been

counterproductive if, for example, the most expererl and effective CCGs were the only
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participants in the research. Therefore, care wafsnt to include both experienced and
experienced CCGs into the sti. It was also important to recruit CCGs who werdling
and able to freely consent to participate. Oncemps=ion had been obtained from
Directors, the researcher met with individual staéfmbers

Twelve participants, four members from each o three NGOs, consented to participatt
the study. Informed consent was obtained from tR&€ after the particulars of the stt
were explained to them (see Appendix B). The paditts came from several differe
NGOs to ensure that the results werot merely due to the nature of a partict

organisational culture or programn

The sampling criteria included) (working as a CCG providing PSS to OVC on commny-
based programmes; (ii) at least 3 years involvementhis field of work; (iii) nol-
professional status i.e. recruited from within coamities; (iv) participants who we
proficient in English were satted, to facilitate the effectiveness of the fogusups, so the

the researcher did not need to rely on a transli

N
e CINDI Network - identify NGOs offering PSS to
children
J
\
* Permission and co-operation of NGO Directors
J
N
* Meeting with prospective participants to inform them
about the study and enlist their informed consent to
participate in the study )

Diagram 3.1: Layered Purposive Sampling
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3.4. Data Collection

Data was collected through the use of focus groBpsus groups are in-depth discussions
conducted with a group of research participantshich the discussion is usually focused on
a particular issue (Terre Blanchat al, 2006). The use of focus groups enabled the
exploration of the particular topic of interest \ehiallowing the inclusion of multiple

perspectives. Focus groups have the potential et yiich data and are therefore used
frequently in qualitative research (Stuart & Shasaia, 1998). Stuart & Shamdasani (1998)
have defined focus groups as involving about eightvelve members discussing a specific

topic as a focus of the conversation.

Arrangements for setting up the focus groups weaelenwith the Directors of the three
NGOs. The Directors of the NGOs negotiated a time @ate that was convenient for their
CCGs to attend the research meetings, as thesg gooups were held during working hours.
The focus groups were conducted at a neutral vératevas convenient for all, at a time and

date that suited all participants.

Various strategies were used to develop trust apgart across the group of participants
who, although they were doing similar work, did knbw each other well. Firstly, the nature

of the study was fully explained and participanesrevthe asked to sign informed consent
forms and pledges of confidentiality (See Apper@)xthat would try to ensure that issues
discussed in the groups would remain private togiioeip members. Secondly, ground rules
were generated and discussed among the groupipantis that to focused on trust, respect
and honesty. Thirdly, various participatory techmig were introduced so that the

participants were able to reflect on their own $iand focus on the factors that influenced the

choices that they make in relation to providing R&SOVC.

The focus group schedule was guided by literatdygéndix D). Thereafter, open ended
guestions were formulated. This allowed the researto be guided and to remain focused
on the central topic of the research. The focusiguestions explored the following areas:
Motivations and concerns of CCGs, their personpkeences of working with OVC, and the

support systems which they access if and when medjui
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Focus groups are potentially less threatening timaividual interviews and enable the
researcher to gather data on the collective expegiewithout losing the dissenting voice
(Terre Blancheet al, 2006). They allow participants to develop théé@as in the process of
discussion. This allows the researcher to adomnait approach to the research, in which
there is direct interaction between the researahdrthe participants (Stuart & Shamdasani,
1998). This involved the researcher conductingfticels group in a way that did not involve
her imposing her own perspective and conclusioris those expressed by the participants
(ibid).

However, there are limitations of the use focusugeo These include the presence of a
dominant voice in the group which may interact witie other personalities in the group; in
that the more reserved participants may be morganégo speak. Also, participants could

experience difficulty trusting other group membexsd competition might arise between
different staff members from different NGOs (Stu&arShamdasani, 1998). The researcher
tried to counteract this by ensuring that eventipgant in the group was given a chance to
speak. In addition, respect for each other, andfidemntiality was emphasised with

participants all signing pledges of confidentiality

In addition, some participatory techniques (TheisG&ady, 1991) were used to supplement
the information gathered in the focus groups. Bigdiory techniques are used to primarily
develop rapport between the group participants tanfacilitate construction of ideas and

discussion on the topic being investigated, thropginticipation and engagement in an
activity (ibid). The ‘Tree of Life Exercise’ was e as a metaphor to depict the life and work
of the CCGs at the beginning of the data collecpbase. A ranking exercise was also be
used during the focus group session to facilitédeussion around concerns and motivations

for working with children.

3.5. Focus Group 1

An ice breaker was used to introduce the focusmemssions. Icebreakers help participants
in a group to get to know each other, to reduceatingety levels of the participants, and to

help them feel comfortable to fully participatetiwe focus groups.
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The objectives of the first focus group includedpart building and exploring concerns and
motivations of the CCG’s work. Focus group one Ipegith an ice breaker, followed by a
discussion on their participation and the ethicgolived. Permission was obtained from
participants for the use of a tape recorder torketite group discussions. Thereafter, the use

of the participatory techniques was explained.

Initially a co-facilitator was going to be presehgwever, the participants indicated that they
would feel more free to openly discuss issues énptesence of just the researcher and so the
co-facilitator left the room. This was considerede a positive indicator that the participants

felt empowered to express their feelings and enthgie autonomy.

The researcher explained the “Tree of Life ExefcigKillian, Nicolson, Meintjies

& Hough, 2007) to the participants and each of thedividually engaged in this task for

approximately thirty minutes. They were asked tawd their trees, focusing on their

experiences, and the ways in which they think thair lives have influenced them to work
with orphan and vulnerable children in adverse ldiecumstances (See Appendix E).
Thereafter, the researcher asked participants deesteir drawings, thoughts and feelings

about the exercise with one other person in thamgro

After completion of this sharing and debriefing eige, the researcher and participants
gathered to discuss common themes and issues #dgatatisen within the sharing and

participatory exercise and provide feedback, firstlthree smaller groups and finally to the
group as a whole. Working in smaller groups, theigipants were provided with flip chart

paper to write down their main concerns and matwest that had arisen during the ‘Tree of
Life Exercise’. They were asked to tabulate thesitpee and negative concerns and
motivations which the participants had discussetiGame to an agreement about in pairs, in
order to have them ranked, and then get togethérthe rest of the participants and provide

feedback about their discussions and ranking.
This focus group discussion ended with an overaltuksion of the participants’ concerns,

motivations, and experiences. Thereafter, refresienavere served to acknowledge the

CCGs participation in the focus groups. This alsoved to encourage the participants to
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socialise with one another and deepen their lef/édust both with each other and with the

researcher.

3.6. Focus Group 2

Focus group two revolved around the challenges rexpeed by CCGs at work and a
discussion regarding the deeper concerns of thécipants. The researcher used the
information that emerged during focus group oneadsasis for deeper exploration of the
issues by beginning this second focus group wikiropsis of the outcome of the first focus

group discussion.

The session began with an icebreaker, followedheysummary of what emerged in focus
group one. Thereafter, the researcher conductedamstorming session in which the

participants were asked to list all the negativaceons and worries that they personally
experienced in their work. The researcher thenchgiiem to rank the positive and negative
factors that CCGs experience when working withdreih and youth. The researcher wrote
motivations and concerns down on separate shegiapEr. These were then displayed in
front of the participants and clear operationalirdgbns of each of these concerns or
motivations were collectively derived with examplés illustrate the meaning of the

concepts. This process was then repeated for thigy@oaspects and motivations about one’s
work. These were written one on a page and theim agaked in a diamond shape. This was

done as a whole group exercise.

The discussion thereafter continued about otherememqces of the participants. The
researcher was looking for what factors affectedgarticipants’ lives, and their opinions of
what could be improved. Focus group questions wesed to facilitate this discussion.
Special attempts were made to generate discussithre &nd to get some ideas about what
can be done to assist CCGs on the basis of themat@mn gleaned. During this process, the
participants felt that the ranking exercise hettleliauthenticity. Participants were not happy
to rank their concerns and motivation as they fotlmsl too difficult to do, as they regarded

all as being of equal importance and too intert@itiehave meaning if ranked.
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3.7. Data Analysis

The first step in the analysis stage was for treeaecher to transcribe her focus group
discussions. Transcription can be defined as thegss of transforming oral interviews into
written records, in which the raw data is transfedrinto a data set for a further in-depth
analysis (Kvale, 1996). Transcribing is consideasdimportant part of the data collection
phase of the research. The researcher engagee iprasess of transcription herself. Even
though it was a lengthy and time consuming prodesgs beneficial in starting the analysis

process.

After transcription of the data, interpretive datsalysis was used. Interpretive data analysis
is an empathetic understanding in the context imchvlit occurred wherein participants’
subjective experiences are acknowledged (TerredBkset al, 2006). The interpretive data
analysis approach used included the following stigmiliarisation and immersion, inducing
themes, coding, elaboration, interpretation anctking (Terre Blanchet al, 2006). These

steps are explained below.

Familiarisation and immersion required the researtt absorb herself in the data in order to
become familiar with the content. This involved diew through the data several times to

gain an understanding. This helped to give meature data.

Inducing themes means inferring general rules fepecific instances (Terre Blancéeal.,
2006). It is a bottom up, organising principle tlesmables the researcher to come up with
themes and codes that are required to answer seandh question. This involves breaking
the data down into smaller parts, which makes issfie to identify dominant and

subordinate themes. Thereafter coding follows.

Coding entails marking the data as being relevarth¢ themes that are established (Terre
Blancheet al, 2006). The coding involves extracting phrased sentences from the raw
data and placing it under the relevant themes.

The researcher adopted inductive and deductiveoappes to developing a coding scheme.

This was done in two ways:
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» Deductive — identified themes in the literaturegrties previously identified in the
literature guided our analysis, and allowed uslémtify deviant cases.

* Inductive — identified themes present in the data.

The researcher coded her data udivg/o using free nodes and tree nodes. She individually
formulated definitions for each node, and met wvath assistant who was not previously
involved in the study, to compare definitions amdate a common definition. In doing so,
inter-rater reliability increased. The researcheded her interviewsndividually, and

swapped them with two other people to ensure thdihg was consistent.

Elaboration assured that the data was not intexgrigt a linear sequence. This entailed re-
reading and re-evaluating the data. This also edstirat the researcher captured the finer
meanings and nuances in the data that could haeopsly been missed. It aimed to give
the researcher a fresh look at the data and alldwedo explore it further and to revise the

coding system until satisfaction was achieved @8&ilancheet al.,2006).

Interpretation and checking involved putting thertegether and providing a written account
of them (Terre Blanchet al.,2006).It also helped the researcher to identify the waaikts
present in the data analysis and if required onbtsas of the data to adjust it accordingly.
Furthermore, it involved the researcher reflectony the process and how her personal
involvement may have affected the data analysisréTRlancheet al., 2006). This final
reflective process enabled researcher to explar@dmticular positions in relation to the data
and the context, and to explore her assumptionandrahe findings. This allowed the
researcher to also begin exploring a ‘meta-pergsmecthat moves beyond merely being
descriptive to being interpretive of the data.

This method of data analysis enabled the reseatolembine and organise the information
to be analysed in a way that helped to appropyiaedpond to the research question. The
data was broken up and separated into differemgoaies, and then put together again to
form a coherent whole. This allowed the researtih@icrease her accuracy and sensitivity in

interpreting the CCG’s experiences of their workyBtzis, 1998).
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After the focus groups were analysed the resea@halysed the Tree of Life drawings by
identifying common themes. It was evident that ¢hteemes were all congruent with those

identified by the researcher in the focus grougyais

The final step in the entire process involved pméag the results to the CCG participants for
them to comment, reflect and validate the resudtsa aepresentation of their experiences,
their motivations and concerns. This process wesasting in that it allowed the researcher
to ensure that her own personal assumptions dicffiect her findings, misunderstandings
and ambiguities were clarified, and allowed for ttedinement of the findings where

necessary.

3.8. Validity and Reliability

It is important to ensure validity and reliability a study in an effort to maintain the quality.
Validity is the extent to which an account accusatepresents the social phenomena to
which it refers (Hammersley, 1998, in Silverman 020 Reliability is the “degrees of
consistency within which instances are assigngbeésame categories by different observers
or by the same observer on different occasions’hiiarsley, 1998, in Silverman, 2004, p.
210).

In an attempt to ensure the validity of the stutig, constant comparative method as well as
the deviant case analysis was applied. The fornethoad involves “...simply inspecting and
comparing all the data fragments that arise innglsicase...” (Glaser & Strauss, 1967, in
Silverman, 2004, p.214). As recommended by Silverf2004), the researcher began her
analysis on a small portion of the data, and geedraultiple hypotheses. Deviant case
analysis involved “...actively seeking out and addimeg deviant cases...” (Silverman, 2004,
p.215). The researcher was cognisant of such cabésh were included in the analysis, and

will be discussed further at a later stage.

In an attempt to ensure the reliability of the gtutie researcher verified the transcriptions of
the focus groups by reading through them whileetistg to the recordings (Kelly, 2006a).
Reading the transcripts over and over again prdeee a valuable means of gaining the

overall picture of the data, and understandingotic elements during the thematic analysis.
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There are clearly limits to the generalisabilitycpfalitative research. In terms of this study,
the generalisability of the findings is limited e@sch since the findings are based on data
collected from a particular group of individualstlwn a particular context. However, the
researcher attempted to maintain transferentiatitslso as to “provide answers in other
contexts, and to the transferability of findingsotber contexts” (Kelly, 2006b, p.381). This
was achieved by providing a thorough descriptiorthaf research process, explaining the
choice of methods used in this research, and iwigirggy a detailed description of the
research situation and context (Smaling, 1992,ahy2006b).

3.9. Ethical Considerations

Research ethics are essential in protecting théameebf participants in a study (Wassenaar,
2006). Ethical issues that were considered in ghisly include those of informed consent;
confidentiality; beneficence and nonmaleficencen#jor ethical principle in research is that
of informed consent (Emanuel, Wendler, & Grady, £0@®articipants were fully informed
about all the aspects of the research and no fdroheception was used in this research.
Informed consent was obtained from the directofstte NGOs as well as from the
individuals to participate in the study. The pap@mnts were also made aware that their
participation was voluntary and that thepuld leave at any stage should they feel
uncomfortable to continue (Refer to Appendix E).

The researcher maintained confidentiality througtba study by protecting the anonymity
of the research participants both in terms of tiedvidual CCG and the NGOs where they
work. The participants’ confidentiality was alssased by asking them to respect each other.
They were asked not to allow any breach anyonelst tor to repeat anything discussed

during the process of this study. Participants algned pledges of confidentiality.

In terms of the transcripts that were analysedréisearch participants’ names were omitted
from the transcripts and participants were coded-hAs M1, and so forth were used to
maintain confidentiality as well as anonymity (B&bi Mouton, 1998). The data was also
kept securely locked, during the duration of thedgt and is safely stored for the required

five years after the completion of this dissertatio
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Two other principles guiding ethical research d@sé of nonmaleficence and beneficence.
These require that the researcher be sensitiveotienpal harm and ensure that no harm
befalls the research participants as a direct alirént consequence of the research
(Wassenaar, 2006). Beneficence obliges that thearelser attempt to maximise the benefits
that the research affords the participants in theys(ibid).

The cost to the participants was time. The researbbpes that the study was beneficial to
participants in reflecting on the emotional aspextsheir work. This could raise issues in

organisations. However, only general feedback viango NGO directors, as the researcher
has to maintain confidentiality of the researchipgrants at all time. This was explained to

NGO directors at the start of the project. A repuirthe findings will be made available to

organisations with recommendations. However, tontai confidentiality and anonymity,

reference to specific practices within particulegamisations will not be detailed.
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Chapter 4: Results and Discussion

4.1. Introduction

The focus group discussions worked well as theigypaints engaged fully with the topics
under discussion. This is partly attributed to fihet that the participatory exercise (Tree of
Life exercise, see Appendix E) was done individyalthile contemplating their own role
and life circumstances; followed by sharing of tiigerience firstly with one other member
of the group, then in small groups, and finally,ithwthe larger group. This worked to
effectively build rapport and create a sense oédoen of expression, commonality of
experience and allow for dissenting voices to kerdheThis also enabled full discussion and
participation. It was therefore believed that thecpss served the purpose well. The CCG
participants valued the opportunity to air theews and engage with the topic about the way
in which they experience their work and to discties contributions that they believe they
can make to better the life of the children, faesland communities with whom they work.
In some ways, however, this led to a slight dniftag from the focus on only concerns and
motivations, yet it enhanced a general understandih the work of CCGs and their
passionate concern for holistic and sustainable &@r children, families and communities

became evident.

It was difficult to differentiate between particuldbemes as so much of what was discussed
was highly interrelated. The CCG participants wardent about their work and the well-
being of the children in the communities from whibley themselves emanate. Their strong
identification with the children, families and coramties was a strong motivator and driver
for quality and sustainable care. However, forghake of clarity, various topics are identified
and discussed individually: holistic care for chid, families and communities, dilemmas
posed through funding cycles, and the factors toatributed to their initially becoming
involved in community care giving, and the factthat sustain their involvement in such
work (See Diagram 4.1). These themes emerged fnenthematic analysis of the transcripts

of the focus group discussions, as well as fronp#réicipatory exercises.

Although the research questions posed a distinti&iween motivations and concerns, it was
apparent that there was a very strong connectiomea® the motivations and concerns such
that it became clear that the participants wergipsychically balancing issugisat both
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concerned and motivated themdeed, they were passiately concerned about meeting
holistic needs of children with whom they woThese internal balancing processes wil
demonstrated throughout this chapter as the mathinigs are presented and discusse
relation to the literature.

The themesare diagrammatically represented in Diagram 4.1 Brayram 4.2 belo to
provide the reader with an overview of the resdledore the more specific details
presented.The domimant themes of the stu are presented in Diagram 4.1 and each of

themes are discusseliagram 4.2 identifies specific issues that welige and althoug
there are four topics listed under concerns oneatsm consider these concerns as are.
which the CCGs believe that they could make coutidins to enhance e quality of care
provided to children, families, and communities andke better use of the funding t

comes into the country for OV

*2 Levels

e Factors that lead

CCGs into the field
Factors that e Factors that
impact on susutain their

o cc6 involvement in this
involvement
work

Dilemmas
posed through
funding
agendas and

cycles

Holistic care for
children, families
and
communities

Diagram 4.1 Overview of major interconnected findings in thisstudy

To maintain cafidentiality, the participant’'s names will not beentioned. The mal
participants will be referred to as male participame (M1), male participant two (M2), a
so on. Likewise, lte female participants will be referred to as fergérticipant one (F,
female participant two (F2), and so on. Howevels important to note that it is often uncl
which participant spoke. In these cases, the [yaatit is referred to as participant (M) or (
During the discussions, the name of the Ps are often ma&ioned. In these instances 1
actual name of the NGO has been substituted wehgmsnyms
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In presenting the results, the following abbrewiasi will be used:

o

FG1:
FG2:

(...):

male participant

female participant

researcher (facilitator of the focus group)

focus group one

focus group two

An ellipse is used to indicate that the papaant's response is incomplete, or the
transcriber could not clearly hear what the pg#ot was saying as the
participant’s response ended in a mumble, or inesoma else taking over the

conversation
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Concerns Motivations

| | 1 I
olistic care . . . Motivation for
for children i

Unbalanced Scale

A A

Diagram 4.2: Overview of Themes

4.2. Concerns

4.2.1. Children need and deserve lolistic Care
The participants’ goal of providing holistic caresvthwarted by various difficulties whi
they reporteds being extremely frustrating. They discussedetliesn impassioned manr
which bespoke to the way in which they deal witmgnaf these issuesn a daily basis. Th
major themes that emerged that prevent the CCGs fnmviding the quality of care th
they desire are presented in Diagram 43 and each shall be discussed individually in

following sections.
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care for
children

Quality of CCGs training
service skills

Diagram 4.3: Concerns related to providing holisticcare for children

CCGs worried a great deal about children who livedire poverty especially when children
did not have their other needs met such as the foeediucation and food, with the need for
food being especially keenly felt when a child veas ART treatment for HIV. They were
disturbed that they lack the ability and competetwaleal effectively with the emotional
needs of children. They were also concerned tlet fiad been inadequately trained and so
lacked the competence to help children cope psydimiyy with the emotional scars created
by the adverse circumstances that the childrenexpérienced. They were troubled by the
lack of reliable and consistent referral resouresgecially with regard to government and

professional resources.

4.2.1.1. Child in Context

The CCG participants felt passionately that childdeserve holistic care and thus they strive
to provide such integrated care for children. Hogrewthey expressed concern at being

unable to do this for a number of different reasons

Participants highlighted the fact that a child §ve a system and cannot be isolated. They
expressed that some of their concerns relate ta@ahéxt in which children live. In their
opinion, for an intervention to be effective, thald's context needs to be acknowledged,
addressed and even be an integral part of anytefdatervention. They felt that the change

that they endeavour to create, is only one path@fsystem in which children live, and this
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alone will have little, or no bearing, on the otlparts. They believe that without creating
significant change across the systems in whichdddml live, there can be little, if any,
sustainability. Each system within a child’s lifeetds to work together to effect meaningful
change and all of a child’s needs have to be mgériip addressed to improve a child’s
actual life circumstances. In the opinion of thetipgants, piecemeal interventions are
bound to be less than effective and to have sbkart tmpact. They have to work together as

they are interrelated.

F: On Friday | had a Group with children and onetbg kids cried. She said a very
sad story and she cried and cried; and then atethé she came back to me and said
can | go with her (back to her house). | didn’blinwhat to say, because she said, |
don’'t want to go back there, you see now it's like burden quite strong. The
problem is now when she goes back home, they shmdtimes at her and then she
doesn’t have the physical things, like she wantdwal uniforms and then see like
these other organisations that we work with, whpobvides those things (FG2).

F3: The other thing is working with the child....atige child experiences different
problems at home. We only worked with this clatd) even if the child can talk and
cry now and feel much better but later he can bpeggncing the same kind of
problem at home ... (FG2).

M1: One of the concerns | have is the (child’s)ieonment. The environment has a
negative impact on the lives of those childreneylare exposed to different kinds of
challenges (FG2).
Participants expressed that working with a chilésolation will not have much of an impact,
as it does not change the context or the systenthbachild is embedded in. When the child
returns to this system, the negative factors incthitd’s life are still present and will erode
any gains made by the psychosocial interventionsiged by them through psychosocial

support.
F: Working with the child only does not solve amygh makes no
difference...forgetting that the child does not eleva (FG2).
F2: This one particular boy was crying like nobaglyjusiness. He was crying (1)

because he has a problem at home and he was o@)jrigecause he did not want me
to leave him because the time we had together agasttort (FG2).
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4.2.1.2. Inability to provide an integrated service to childen

Of particular concern for the participant CCGs whaair inability to provide an integrated
service for children. In light of acknowledging tbkild’s context, participants expressed a
strong personal desire to meet all of the needghilfiren, including the physical and
emotional needs, so as to contribute to the holdgivelopment of the child. Their concern is
that they are unable to do this. In the Tree of lekercise, participants described the bugs on
the tree as “sometimes learners tell you that #reyhungry, and they cannot concentrate and

that there is no food at home”.

F1: For me the most concerning is when the needeo€hildren are represented by
...like physical needs, emotional needs and my conisewwhen we are unable to
balance, all the needs of the children. | mean whitrey are psychological and
emotional and then we have the other part, likesptal needs; because when they go
back home, there will be no food on the table (FG2)

F2: We work with children who are sick and mosthaf children are on medication,
so you find that there is no food at home and thenchildren can’t take medication
without food which is a concern to us as workersase they try and educate us and
tell us this child has this problem and that proble But we only do psychological
services and we don’t do anything else ... (FG2).
Participants felt that they cannot simply providespsecific service to the communities or
individuals they are sent to, as while working witiem, they discover other essential needs
in their clients’ lives that are not fulfilled. Orfemale participant presented a particularly
passionate expression of this (see above). Thdictothfat she expresses is a need to cater to
the various needs of each client in a competentneranThe area in which participants
specialise is the psychosocial well-being of thent] but this leaves the participants feeling

inadequate.

CCG participants reported often feeling powerlesbé able to provide the integrated care
they feel children need and deserve, and couldvadable if NGOs networked better. In
accordance with Richter and Rama’s (2008) opinioet t'responses teilv/AIDS-related
issues should be holistic, covering all aspectsrevention, treatment, and care, and strive to
meet the rights of all children. These responsesldhie along a ‘response-continuum’, and
range from government interventions to the suppbmformal networks (p.10), these CCGs

argued strongly for holistic care.
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In the study conducted by Van Graan, Van der Waltyatson (2007), the three major needs
of non-professional community caregivers for cleldrin their care were food schemes,
social financial aid, and the need for transportlothing for the children that they cared for.
In the current study, participants also expresseelea to meet the physical needs of children,
such as their need for food and school fees. CC&e perturbed at these circumstances and
expressed extreme frustration at not having theurees to attend to all of the children’s
needs. This was also reported in Roédlach’'s (20@99lys wherein volunteer caregivers
expressed frustration at being unable to provide ploysical and materialistic needs of
patients, like providing them with food so thatytheould take their medication. This made

them feel like they were unable to offer meanindeillp (ibid).

4.2.1.3. CCG Training and skills: Concern about their levelof competency

The participants expressed concern about the cempetof some NGO staff and CCGs to
provide for the emotional care of children, fanslend communities. Whilst being trained to
encourage children to express their emotions, qipaints are uncertain as to how the
expression of emotion by a child actually make$itddeel better. They expressed that with
their level of training, they are not sufficienthgined psychologically to deal with children’s
emotions, and made them feel powerless and emdsiatiatressed. This is particularly the
case when they are unable to provide qualitygnatied services, appropriate referrals to
specialists, and meet a child’s basic physical sdgékie provide food for the child so that
medication can be taken or uniforms so a child adend school). Even though they are
required to primarily provide psychosocial suppgdrticipants expressed their concern that
if they cannot make a difference in the child’s emil circumstances, then they feel they are
not making a difference at all. They experiencersss of guilt at their own limited resources,
when they are unable to cater for the children\sptal and material needs. This distress and

guilt is largely based on the circumstances ofquoél poverty in which they work.

F1: the NGO'’s, they don’t complementheather in the work that they are doing... |
wish my organisation would do everything becausentltommunication and
complementing each other is not [a problem]. Thsra way of working together and
each one providing what they can do the best. Uf were not competent in the way
you are doing things you are still going to lealiege people dependent on you, but if
you are doing it in a competent way then you asileg a competent community and
they can depend on their own and they know theeepanblems, they acknowledge
them, they can act, they know what to do (FG2).
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F1: You must be competent in what yeudaing and now if you are all over the show
and you are doing everything, it means that youraredoing it competently because
there are lots of people that are in need, and wduend up not having the capacity

to provide for these people. Also, we are not caemi€FG2).

Due to the lack of organisation in the nature aondmf of services provided to these
communities, participants tend to take on a rardgéfferent tasks to provide for a variety of
the community’s needs, even though their primarjedive is to offer PSS to OVC. As a
result, none of the additional provisions can lieatively and completely delivered and they
believe that the communities remain vulnerable degendent upon the NGO/CCG services
long after their allotted time in the community.€jhstrongly believe that segmented services

undermine the capacity of the community to becoefiessifficient or empowered.

There is no balance in the services that they badeliver, and the participants felt that this
would result in the communities becoming dependerthem. Participants expressed a sense
of not wanting to work unless they can provide $tiddicare for the children, families and the
communities; i.e. cater to meet all the needs dfild. This need to provide holistic care is
particularly acute since the participants emanate these communities and know the needs

from their own personal experiences.

4.2.1.4. Quality of service provided to children living in adverse circumstance

Participants expressed that one of their concertise focus by their employers and funders
on quantity (the numbers that they have reacheti@au of the quality of care provided to the
children. The participants expressed the belief filmaders and NGO staff and their own line

managers were less concerned with the kind of aethiat was delivered, as this was not the
focus of evaluations. Rather all reporting of waltne tended to focus on the number of
children who had received services, with certaimbers having to be reached in order to
secure funds for the next round of the funding €ycThis meant that while the focus was on
guantity of children reached, the more in-depthliuaare that the participants felt that they

could provide was often left unattended. They fotinid frustrating and unsatisfying, as well

as being counter-productive in terms of reachirg gbals and objectives reached by the
NGOs with whom they worked. The participants felttthere should be minimum standards
set through which they could measure the impacthefr work, without merely being

concerned about the number of children seen.
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It was interesting to note that the participansodeélt that the children deserved better quality
of care indicating that this issue was based om to@cern for the well-being of the children
with whom they work, as well as their awareness plsgichosocial support required more in-
depth interaction and time.

M1: there is another concern that | hakas the quality of service and the standards
(FG2).

M1: one of the things you will noticetigt things are just done to — | suppose to
recognise that somebody has done something alr@adyt is not the quality and the
kind of service, that is required for kids and inththat most of the children that we
see deserve more quality service (FG2).

F2: What | found disturbing to me isigiy the numbers of the children | work with.
Knowing that those numbers are meaningless bedaese children have not gained
but | would like them to gain — but there were namtto get more money from the
funders but for what - for nothing (FG2).

The major complaint among participants is thatetiemo standard of service delivery in the
sector, and as a result, there is no way to ertkatechildren are being appropriately helped.
This relates back to the previous point, where mamticipant (F1) reported that as a result of
trying to provide a variety of services to the coomity, none are accomplished to a
satisfactory level. The participants reported tialy tended to take it upon themselves to
provide for the various needs of the children thveyk with, as they perceive networking and

service delivery from other organisations as bemgremely poor as evident in the next
theme.

The participants argued that the children with whitvely work are the most needy as they
had often experienced the most complex and diffitfel circumstance having been exposed
to multiple adversities. Yet they were not beimgvided with professional services, but
rather being provided with volunteer or CCG sersiom an informal basis. Some of this
concern originated in the CCGs strong identificatwith the children, as they themselves
had grown up in circumstances of adversity and dad been the recipients of second rate
services and had been neglected by governmentesrvihey felt that since the advent of
democracy the children of this country should navalble to access more quality services.

However the participants report that frequently ttleldren whom they referred for
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professional services at the government departnmerdgher NGO'’s, were not reliably seen,

or were not treated as professionally or as caerdist as they would have liked.

F2: 1 mean | would not like to jeopardize my....fajés, and especially on cases of
abuse. | would refer them to xxx . And becausthefbacklog xxx takes long to
attend to the child and maybe | would refer thertheopolice... but then we hardly do
follow-ups on the children or to address any aspebere they are not competent
enough because of their capacity because | am busthere in the communities.....
(FG2).

F3: Like for instance maybe those kids that we hauefer to other people who may
take their own time to deal with the situation; ntheometimes they say they don’t
know about that problem. You know they are justafithose problems, and you saw
the child and you heard the child, and like now yo& in the middle of the problem

and there is nothing you can do because you hame do much. The person you are
supposed to rely on, is not making a move, you ksowt affects you in terms of

where you want to be with the child. It's like theund is still opened and left and

now it's making the child more... (FG2).

This relates directly to the next point.

4.2.1.5. Lack of government services

As mentioned above, but a source of major concerntfe participants was the lack of
government services. The participants were especiahcerned about the lack of integrated
government services. They expressed concern thagahernment offered services according
to departments that did not holistically provide fiee needs of children. For example, social
grants are provided by the Department of Socialebgpment, and vital registrations such as
birth, ID and death registration occurred at thep&ement of Home Affairs making it

difficult for the community members to access thesevices on behalf of children and

caregivers.

M1: Sometimes it is like, why am | bringing thidlatinere because they are not going
to even try (to help the child). You know, we tyyali means (to help the child) and
then you find them just taking the file and puttingway. You know if you can go to
the Department of ...... you can find a pile of filkgytdo not attend to even one.
There is a lack of follow-up in terms of that. Indoknow how we can work closer
with them, because sometimes even if you went tineyehink, oh, these people from
xxx they think they are cleverer than us. There toake a practical connection

between different departments within the governnaet all the NGOs that — you

know at least there is a flow (FG2).

M2: But at the end of the day we cannot do anytlsimgcessfully without them (the
Government). We need their support (FG2).
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Participants felt that they do not receive supfrorm government organisations. This makes
it very difficult for the participants to providategrated, comprehensive care to the children
that they work with. Participants feel they are kiog in isolation, as they cannot depend on
government services to assist the children in aay. Whis is experienced as very frustrating

for them, as the system does not support theirteffo

Participants express a sense of frustration wighbihreaucratic services. There is a lack of
referral to specialized services including SAPS. ilgvhin terms of their own work,
participants need delivery services they cannot oel service providers due to lack of
accountability, and their unwillingness to takep@ssibility. Effectiveness of the services
provided by NGO’s is hampered by lack of effort aadcountability on the part of

government.

This has led to participants not trusting otherreggs to take over the care of the children
who require more specialized care. They have egpeeid so many of the more specialist
care providers to be unreliable in terms of follop- and severe time constraints. The
participants acknowledged that this in turn coutddoie to the lack of resources at the more
specialized levels, but since they care for thédodm with whom they work, and they have
regular contact with these children, the lack difatde services is keenly felt by them. They
therefore take on the responsibility of providing these needs as well, even though it is not
their area of expertise or training. Participarms eoncerned about the lack of government
services for children. Their lack of trust in pamtrorganisations, including the specialist
services provided by government agencies, is tgptéd, as they may not deliver on their
promises. This is a huge contributing factor tcsfration and de-motivation as participants

experience a feeling of helplessness after chiltieare shared their difficulties.

Van Graan, Van der Walt, & Watson (2007) identifeadegivers as having poor knowledge
of referral resources. However, in this study C&®Bem to have sufficient knowledge of
referral resources, but expressed concern anddtigst at the inefficiency experienced with
the organisations that they refer to. They fingdty difficult to work without government
support. In the study conducted by Akintola’s (208&idy echoes these findings: caregivers

also reported a sense of frustration at tryingdoeas welfare grants from the state for their
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clients, even though they could network throughNIi@&&0s with social welfare officers, many
of the grant applications were still unsuccessiulthis study the caregivers had firsthand
experience of poverty and this contributed to tHegling obliged to help those who could
not feed themselves, or pay their children’s scheels. These socio-economic demands
place an additional burden on CCGs at various $evet. emotionally, socially, and even
financially in many circumstances.

4.2.2. Concerns related to family

The researcher identified two concerns that redpeifically to the family. This can be seen
from Diagram 4.4.

Family abdicating
responsibility

Child abuse/
neglect and
exploitation

Diagram 4.4: Concerns related to family

4.2.2.1. Family abdicating responsibility

These participants considered themselves as posile models for the children. However,
they feel that they are perceived as being a patethireat for the child’s extended family.
Children are told that they should go to the CCégédt their needs met. Through their work,
participants feel that parents/ extended familiesrevmore inclined to abdicate their
responsibility towards their children by relying ¢ime services provided by the CCGs. In
turn, this can create confusion for the child imte of value systems and respect for their
parents and other primary caregivers.

F1: | mean you tell a child not to swear or use siba language, that is
inappropriate, but at home you find that the unces always swearing at the kids
and then when the child is telling the uncle tlsaivhat | was taught. Then uncle will
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say, just go and tell that slut that | will sortrheut or the uncle will say, go and stay
with her and live with her, which also makes oretbat there is very minimal impact
if there are different influences in a child’'slifFG2).

F2: Also when they (caregivers) see my care my ttey say to their children — go
because they know the children are vulnerable abhen they see us coming they
say, go to your aunt...(FG2).

M2: My concern is — | am really seeing young paseamd also even elder parents
not taking on responsibilities. | have seen mostth@m have stopped taking
responsibility and relating to children. | am fai§ to understand where the direction
of parenthood going, and | think there will be revgnt in the future. So that is really
my concern (FG2).

M2: Previously when you were a parent you usethke responsibility when a child
is doing something wrong. But now it is nobodyisibess, parents don’t care (FG2).

The participants expressed the concern that maigreh do not have positive role models
present in their home and community environmentse B the HIV/AIDS pandemic, many
children live with extended families, and participmexpressed concern around the negative
impact that this could have on children. In theiperience, the CCGs felt that the extended
family does not create a positive and supportiveirenment for children to live in, as
frequently there is a lack of a strong attachmeuntthe quality of care is too diluted with the
presence of too many children in one homesteadh&eilo members of the extended family
respect the role of CCGs, or support the changettigeto instil into the child’s life. Rather
extended family members might perceive the CCGxeta threat for the care and respect that
they expect to receive from the children as the €@re perceived to be the providers of care
and support, while the extended family caregivénsggle to provide for the basic survival

and financial needs of the children in their care.

However, participants also worry that should theyable to provide a comprehensive service
for children, they may be perceived as usurpingrtile and responsibility of the family,
especially in the eyes of the child. They find tlselaes in two basic positions, in which their
loyalty is divided between the NGO (together witle funder driven agenda) and then to the
community and its children. Participants are pathe communities, and are also viewed as
professionals who are expected to provide a vaoétgifferent services that they feel ill-
equipped to perform. They feel this places thena igsituation that they find emotionally

taxing.
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The stigma around HIV/AIDS also has an impact am work of CCGs (van Dyk, 2007).
This was also a factor expressed by CCGs in thidystHowever in this study it was used to
represent something a little different. Rather thla common understanding, in which the
community would not be receptive or open regardasgies of disclosure etc. in regards to
the presence of HIV/AIDS in their families, in thigstance it represents the reject and
contempt wherein extended families feel threatdnethe role of CCGs. This further impacts
on children, in that they do not know who turn@CGs are afraid that children may become
dependent on them and they do not know how to ptethat from occurring.

The CCG participants in this study have also regabthat children’s extended families tend
to abdicate responsibility. Extended families ameommended to care for children affected
by HIV/AIDS, whilst institutional care is not peliged to be the better option (Tolfree,
2003). However, the findings of this research sstgéhat living with extended families
was often perceived to be a less than an ideabmgtr children. CCGs referred to the
negative context in which children dwell in suchcamstances in which aunts and uncles
could be too stressed to adequately provide daile.cThe lack of love and concern
expressed to the children also gave rise to the C@Grrying that the children could

become dependent on them as they were perceivaslras more attentive and caring.

F1: The environment that child comes from does allmw the problems that we

implement to be effective, because | mean, for pbeathere are children who come
from small families where maybe they are raisedjtannies. They are doing much
better than children who come from extended famio have uncles, aunties and
cousins and other adults, because they are quiferdnt. | mean there are quite

negative influences (FG2).

Although extended families are considered to beptfmary source of support for children

orphaned by the HIV/AIDS pandemic, it may not al&ée the best option (Richter & Rama,
2006). Even though the literature clearly dematet that when children are cared for by
aged relatives they become more vulnerable (RicH2604). These CCG participants

expressed that in their experience, children aregpeed to be more resilient when they live
with their grandmothers. When children live witheithaunts and uncles, CCGs find the
delivery of their service to be more difficult atlde impact of the intervention to be less

effective, as the child’s environment negativelypaunts on the intervention.
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4.2.2.2. Child Abuse/Neglect and Exploitation

CCGs carry a heavy emotional burden when theyxgpesed to children’s wounds. An area
in which emotional difficulties are most keenlytfed within the complex area of child abuse/
neglect and exploitation. In particular, particitm@are often faced with the complexity of
child sexual abuse. They experience a number &tudliies intervening and reporting these

cases.

F2: Child abuse is one of the concerns because ave Buch a strong relationship
with the communities and also we have to go tatmmunities more often. | mean |
would not like to jeopardize my....faith yes, andeeslly on cases of abuse. | would
refer them to NGO A. And because of the backlog MQ€kes too long to attend to
the child and maybe | would refer them to the moliccan do something | know but |
know it could cause trouble (FG2).

M3: One of the difficulties is when | see childteing exploited by local businesses
or anyone that deals with child labour. It is sohieg that | see on a daily basis and
this is one of the difficulties | experience; ibise of the things that | would say is not
fair for the young people. They are mostly beingcéd by money because young
people need to put money on the table, despitewfrhuch it is, they will go for it. So

| feel there is a lot of exploitation (FG2).

F2: Also it depends on the child. For example ia tase of child abuse; then you
want to intervene, then the child says no, (becabseis afraid of what will happen to
her at home, after that) and then it becomes yoablem. And you always see these
kids and then you know that happens at home evgrydau don’'t do anything about
it. | always try to avoid her when she comes tob@eause we need to respect them
as well (FG2).

Children are embedded in the larger context in twhiarious psychosocial issues prevail. In
addition, child labour, a form of child abuse igaeded as prevalent but inevitable in
circumstances of profound poverty. Among thesenduded the problem of child-headed
households. Children are the breadwinners in masg< once their parents pass away. The

money they earn is barely sufficient to providetfwgir needs let alone that of their family.

The added problem of insufficiently skilled/trainedunsellors which was discussed earlier
comes in here. Psychosocial support is complexitaretjuires specific skills. These CCGs
feel they do not have the necessary skills to e @bhelp children heal once they have
disclosed their problems. They also lack the resmito implement change in other areas of

the child’s life which are interwoven in the chidholistic wellbeing. Therefore, participants
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are also concerned about opening up emotional wguarl not being equipped to deal with

these emotional wounds and the repercussion fasttihe of expressing his/her emotions.

The CCGs who patrticipated in this study reportepeeiencing a number of challenges. They
raised concerns around children not being protebtefamilies in the communities. They
often came across instances of child abuse, negledtexploitation. This is consistent with
the literature, in 2008/2009, around 50 000 childneere victims of violent crimes in South
Africa, with crimes of a sexual nature being thestrfoequent (UNICEF, 2009). In addition,
approximately 850 000 South African children areolmed in some form of child labour,
which is often detrimental to the child’s full dé@pment or of a hazardous nature (UNICEF,
2009). The participants reported their experientcéhese exosystemic difficulties and the

difficulties that they encounter in dealing withchucases.

Participants also believed they lack the skillsuregg to deal with complex cases, and are
especially fearful of opening the emotional woundsffected children and then not being
competent, or sufficiently skilled, to help theldhio heal and recover from the abuse. This
is something they feel requires intensive trainiagd support from NGOs. However, they
perceive the magnitude of the problem and the tacgkilled professionals at government
level who are reliable in providing consistent cagea cause of concern. They worry that
when they refer children, the case will not bedakd up and the child will not receive

adequate help.

In addition the participants report that they fihdifficult to intervene and report these cases.
This could be due to the close link that they haita members of the community, as well as
their need for more intense training to deal wite €motional wounds of children. This can
be accounted for by the fact that this problenmisdd through a number of different systems
in which the child is embedded. For the help offieny CCGs to be effective it also needs to
have an impact on the different systemic levelseWWtleveloping interventions, this needs to
be taken into consideration, as the interventioesednto be multi-sectoral and multi-

disciplinary in order to be effective (Richter, 201

CCGs are also concerned about traditional methddstervening in child sexual abuse

cases, in that they have experienced situatiomehioh solutions are sought between family
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members without consideration to the distress @htsehe child. The solution found by
family often takes the form of a financial compedimafor the child’s virginity being loss,

and little emotional support is offered to the dhdirectly.

4.2.3. Concerns related to community
At the community level, the researcher indentifiecee areas of concerns (see Diagram 4.5

below).

Indigenous
Knowledge
Systems

Duplication
of services

Diagram 4.5: Concerns related to the community
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4.2.3.1. Time Frame

Participants felt they have a limited time periodntake an impact in the communities that
they work in. These time constraints are very camog for participants as they feel they

cannot accomplish their goals within the fundinglesy.

R: So there are time limits involved. Do the othepple agree with the time limit
being a concern. Have you all experienced th&3}-

F1: with xxx it can take up to 2 to 3 years, it degs — but we are going to take 5
years; 3 year is fine with the same children. Swehs a bit of a concern (FG2).

R: Because maybe sometimes just when you startdhamiimpact it’s time for you to
leave (FG2).

F1: Yes, and how can we work on anything... (FG2).

R: It's a very short period in which to help somepaspecially when there is so much
going on in the community that you have to dedh ({#G2).

F3: or maybe your time is not allowing you to d@egh with the child (FG2).

The complexities of the HIV/AIDS pandemic and tlileets on children are multifold. These
cannot be resolved overnight and participants arcerned that with the time restraints
imposed on them, they believe that they will notaide to make a significant difference in
the children’s lives. This raises the concern caga&in of opening emotional wounds and not
being able to completely address these within tengtime frames. The participants’ fear of
not being able to provide children with sufficieimhe to heal opened wounds, prevented
them from putting to use the full extent of thédiills that they do have, to aid the children
with whom they are working. In this way, they fditat the time constraints may end up
causing interventions to do more harm than goode Participants believe that the
cumulative result of all these inadequacies is t@tnmunity members are left more

dependent, instead of being empowered, once thieipants’ time in the community is up.
More systematic, holistic and quality care was aiered to be a more desirable method of

developing the capacity of the communities, familiand children to become more

interdependent and independent.
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4.2.3.2. Indigenous Knowledge

CCGs are familiar with the local and indigenous Wlemlge systems of the communities, as
they themselves emanate from the communities irthwvtiiey work. However, neither their
indigenous nor their local knowledge systems acegrized. Participants feel exploited as
they know the local language and culture, and la@eess to the community and the numbers
(of beneficiaries required for funders).

Participants have a significant advantage of locabwledge systems, however, their
indigenous knowledge is ignored during the programimmplementation and in the
development of funding proposals, which they pexcdd be based only on the funder’s
agendas. This leads to cultural insensitivitiesiag in their implementation materials at
times, creating difficult dynamics for the partiaigs. The context in which services to
children are delivered is ignored, and can be eaittory to an African ideology.
Programmers need to incorporate local knowledgdesys into their implementation
manuals; this includes being aware of differentugal cultures, and developing an

understanding of different epistemological assuamgtiof these cultures.

F3: You know | have this great advaetaf language. | can create programmes and
things that can really help in the community butah’'t because | don’t know what
will happen tomorrow. This organisation might natvke funds tomorrow, so it is very
hard (FG2).

The CCGs in the current study expressed the nedsktwalued for their possession of
indigenous knowledge which should enable them totrdmute to more than just the
implementation of a service to a community. Theurf@tplanning in terms of roles and
responsibilities of the CCGs seems to undermineirtigact that CCGs could make with
regard to indigenous knowledge systems. They haveralerstanding of the culture, and
express a sense of frustration at not being indudesuch activities. In a culturally diverse
country like South Africa, interventions that ardtarally sensitive and culturally diverse are
vital to be effective. On the other hand CCGs sewmfsbeing a part of the community
(Ubunty is also a motivating factor that makes them &esénse of personal responsibility to
the community and encourages them to remain comxnitt their work.
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Participants also explained to the researcheraltmmmon exercise that they are required to
do with the children is called creating a memory.bbhey explained how this exercise in
their opinion is culturally insensitive, and thhetchildren are afraid to take this memory box
home, and the children have to hide this from tledders. This is in contrast to what the
programmers’ believe to be beneficial for the chilthe children experience a sense of
concern in that they cannot take the box that ttresated home and fear of upsetting their

caregivers by not showing respect or gratitude.

F1: Sometimes the exercises that we have to do tiwghchildren are culturally
inappropriate

R: Can you give an example?

F2: The memory boxes, the children, they are afraithke it home

This growing recognition of children’s psychosocia¢eds has seen the emergence of
memory enhancing programmes that seek to respotitetsocial and emotional needs of
those affected and infected with HIV/AIDS. Howevitre CCGs feel that this is a culturally
inappropriate technique in that although it creatsgnse of continuity across the generations
which at a superficial level may seem consistett Wifrican cosmology as it links one with
the ancestors, it is believed to be inappropriat&faican children are usually not encouraged
to speak about the deceased and to show gratinaieeapect towards those who are living
and who are caring for them (Ramose, 2005)

4.2.3.3. Duplication of Services

Participants raised the concern of too many NGOskwg in the same area, and also

providing the same services to the communities.

M3: One of the major challenges that | observedehens the issue that there are
several stakeholders to fund us ....to one commubity;then they are like providing
the same services so there is a lot of duplicaitiothat sense. And also my concern
was that why do these stakeholders not come tagattteform one cluster and say
that this cluster — we have got a person that isig@o co-ordinate the cluster. Then
we know for a fact that if we are serving about fabnilies in this particular
community, this stakeholder is going to provide beayducational needs; these
stakeholders are going to look at the issue ofadameeds; and this one is going to
look at the issue of spiritual needs. In that selitsmakes a lot of positive impact and
there will be progress in what we are doing in tnheemmunities (FG2).

M1: We get the money, we get the resources andatepdifferent organisations, and
all must do the same thing. And instead of us sawim have a child here and we need
to provide for this child comprehensively, we daalk to each other enough. We just
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get the money to do exactly the same thing. Tiésgstare not integrated nicely, so
for me the concern is not at the level of the childhe household. It is at the level of
service providers. | think it is still an ongoinging, that | think people are not
working together in a proper good way; open anddsirgood way. | don’t think we
are working together and maybe it's our inabilitydommunicate, to link, to network,
to work together, to collaborate; maybe organisaioSo | think, especially and it
usually is linked to this kind of wave of big mo(e§2).

This is perceived to be the result of funding befageived by different organisations to

render the same, or similar, services and felt tthexte was a problem at the level of service
providers. There is a lack of collaboration betw®EBOs in terms of meeting the holistic

needs of a child. Because of the lack of networkitgin and between NGO'’s, the resources
that are available to help needy children, famiied communities are not being used to the
optimal benefit. As a result, only a few familiase being helped, or the help that they
receive extends across only one area of theiafifepposed to a more holistic approach. This

leads to the next set of concerns related to fugdin

4.2.4. Concerns related to funding
In essence, the participants expressed the fedtiafgthe funding wave has dictated the
nature of services to be provided and this hagedea disjuncture between the holistic needs
of OVC, their families and their communities. Thavere strong undertones of frustration
here too as a result of this ineffective approacihe use of available resources. This was
also considered to be a way in which NGOs catethéo dictates of funders rather than
responding to the needs to children, families aodhraunities. The concerns related to

funding are presented diagrammatically in Diagr&mn4.
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Diagram 4.6: Concerns related to funding

4.2.4.1. Funding Cycles and Agend

NGOs are not-foprofit organizations which are reliant on donording for their work ant
existenceand the livelihood of all NGO staff including theCGs. The participants were ¢
are employees (mainly receiving stipe for their work) of externallfjunded NGOs. he
participants believed that the NGO become driventh®y funders’ agendas, rather th:
focusing on theeeds of the community as primary source on which to set objecti. The
participants felt that the focus on HIV/AIDS was @mpliarce with funders’ agenda
whereas the participants felt that there are manofs that contribute to psychosocial
being and other problems in the context of the pand and in terms of the conditions
which participants work. They felt that tfocus on HIV/AIDS was often to the detriment
larger or interrelated social problems, whereas the funders’ iatpay was to focus on tf
HIV/AIDS pandemic. The participants also felt tithe ir-flow of funds had created ¢
interest and concern thatw not always driven by sincerity and genuine cont@ the wel-
being of children and youth.

F3: Ja, even the NGO'’s and the funding, because wiothe funders are fundir
HIV/AIDS today -but there are many factors contributing to this HAIDS, so we
focus more on HIVAIDS and [so do others NGO's] others (FG2).

F3: Yes, that is why you find you are not happydagjiour worl. Sometimes becau:
what you are doingjoes not make sense. You say, what am | doinépt — | should
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be doing this instead of that, but we have to de Hecause the funding is there
(FG2).

M1: Everyone goes into the sector, not because dheyassionate and competent in
working with children but because they just goirianey to do so. If you look at the
sector, it is full of people who are not necesgacidbmpetent in working with children,
but they have got in the money — that is the negadart (FG2).

The funder driven agenda is a major area of condernparticipants. One participant
indicated that she even felt that the primary nadton for NGO’s working in the field of
HIV/AIDS is because of the financial gains assaatvith it. She felt that many people
working with NGOs work only for the money, and ot the love of children or a perceived
skill in the area. This was concerning for partigifs as they feel that it leads to incompetent
people working in the area. For another particig&3), the concern relates to providing a
service which is inappropriate to the context amel ¢ircumstances which she experiences.
They are, however, obliged and expected to rendenace which they are unhappy with, in
order to keep their funding. They further felt thia¢re few opportunities for them to express
their concern about more holistic care for childaga youth as they were considered to be at

the bottom of the decision-making hierarchy.

4.2.4.2. Lack of Networking and Communicating in Organisation

Participants were concerned about the lack of botiaion and trust in partner organisations.
They believe that it is essential for different N&© communicate with each other to be able
to plan and develop a comprehensive service to itineeholistic care needs of children,

families and communities.

R: So that will help in progress and implementatioWwhat you are saying is what
your hope is to get one body that opens commupitdietween all these different
organisations, so that you can help people and cavevider area; everyone can
support the different needs and it is somethingjigaot happening.(FG2).

M3: JA, so that even if | don’'t have that kind esource but | know | could just
immediately connect to the co-ordinator and sagéd people who offer services in
our cluster, could you connect me with the persommediately. So then there is a
quick response from them (FG2).

M1: | think they do communicate, | think these gthesy spend money and time in
networking meetings and that communication is rat e enough, to really
collaborate at the work level, and it's almost sayi like, this is what xxx is doing,
this is what yyy is doing — xxx can do this.... R | don't think we should be
having a guess that okay the child waits long,dhi#d. | mean if you go as far as
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including Government; most of these kids shouldb®ostill going around without
registered birth (certificates) and stuff like tH{&G2).

M1:l don’t think we are working together and mayliés our inability to
communicate, to link, to network, to work togethercollaborate (FG2).

As a result of the above mentioned issues, linkettie funding, competition and competency
both within and across NGOs, participants percasvorking meetings to be ‘all talk’ and
not about true collaboration and building suppartworks that try to avoid duplication of
services. Participant’'s concerns revolve around fibet that NGOs services do not
complement each other, and as a result, childemnairprovided for holistically. However, if
NGO'’s work together, they will be able to complemeneach other in proved holistic care

to children in need.

Lack in integrated service provisions that avoidlahation is an issue which has been
discussed in several studies for example, Ricl2@t({) discussed the importance of family

centered care and the need for the integratiofiffefrent interventions.

4.2.4.3. Job Insecurity

Participants discussed that their financial incaméependent upon the funding which the
NGO receives. They realise that they lack job $itgbas funding is not something which is
guaranteed. They believe that this in turn unfaataly negatively impacts on the quality of
service that they deliver as well. They do notyfulbmmit to the cases they deal with, out of
fear that they might leave open wounds for thedcai when the NGO withdraws them from

the site.

F3: There is another concern. You know it is vaagdhto work in a centre where you
don’t know what is going to happen to you tomorrdfeur job is not secure. It
creates that stress on you and then when you do wouk, you do your work
partially, because | don’t know what will happemirrow. That is another concern.
We might have funds today, tomorrow he might coauk land say there are no
funds, and there is no job. | cannot express mypkrson here because | don't know
what will happen tomorrow. | might be making praggevith the programme because
I know the community very well and the numbers. Koow | have this great
advantage of language. | can create programmesthm)s that can really help in
the community but | can’t because | don't know wivdt happen tomorrow. This
organisation might not have funds tomorrow, se ¥ery hard (FG2).
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Job insecurity leads to a lack of motivation totke best that one can, as participants do not
want to start something that they cannot finishrti®ipants know that their jobs are
dependent on funding, and that funding is awardedrmual cycles, or at best on a three to
four year cycle. This means that should the fundiogbe secured for the next cycle, they

will become unemployed at least in terms of whlggrtcurrent commitments are concerned.

Furthermore, participants felt that organisatioasento compete with each other in order to
obtain funding for their organisations to both suevand to be able to render services.
Participants have several fears in this regar@ personal level as well as in regard to the
community in which they are working. At a persometel, participants own jobs were
renewed by annual contracts, thus they saw litileré for themselves, and indeed their own
continued employment depended upon the renewalrdifig contracts. At a community
level, they fear that the manner in which serviaes provided will be unsustainable in the
communities in which they work. They are afraidttbhildren will become dependent on
them. The participants felt concerned about how tould impact on the children’s well
being when they withdraw their support to a specdommunity and move onto another
community. They believed that many disparate isesv to the community create
dependency, and yet they believe that more holedie and intervention would be better
geared towards reaching sustainability and indegrecel This paradox is difficult for them
to understand and to work within as they have astiolunderstanding of the concept of

dependency

As can be seen from the themes discussed abov€Qls perceived themselves to be well
placed to provide holistic care; and although pbbaaprimarily enlisted into community

caregiving because of their familiarity with thendgmage and community, they believe that
they have the ability and skill to offer much meéoethe children. Furthermore, although they
had been required to primarily provide psychosasigport to OVC, it was clear that holistic
care was their goal, together with a need to seed#velopment of the community in a
sustainable, systematic and co-operative mannexy Were especially concerned that the
international partner organisations, the donorsyerhe agenda of local NGOs and CBOs,
and required quantitative monitoring and evaluatifien to the detriment of qualitative care.

The researcher will now move on to the motivatimesntified in this study.
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4.3. Motivations

The researcher distinguished between two diffests of motivationsexpressed by tr
participants (See Diagram 4.Mhe first set of motivators was those which legarticipant:
choosing his/her career path. The researcher alsura contradiction between some of
motivating factors (love for God vs. the need f job, job insecurity: not doing it for tr
money, but for the love of children and god). Thegetradiction will lowever be discusse
at a later stagelhe second set of motivators relates to thos®sevhich contribute to th
continuity of the partipants’ services in the communities in which theyrkvoThe
researcher experienced a sense of happiness anaotigpants when motivating factc
were discussed. The atmosphere in the room changeda sense of frustration, to a se
of joy and satisfaction.

e Emanating from the same communities/
background

e Religious values

* Income/ potential for future career and job
opportunities

Motivation for Career
Choice

e Support
Motivation for the e Children's positive responsiveness

Continuity of Career e Personal responsibility/Sense of
Choice community (Ubuntu)

Diagram 4.7: Summary of Motivational Factors

4.3.1. Motivation for Career Choice

75



The researcher identified three significant themaglation to what motivated the CCG'’s to
chose to work with children in adversity, more Bose affected by HIV/AIDS. These three

themes demonstrate the participants desire to wilkchildren in adversity.

4.3.1.1. Emanating from the Same Communities/Background

Motivation for Career Choice

Emanating from the same Income/ Potential for future
communities; background Religious values rarear and inh

Diagram 4.8: Career Choice Motivation

Many of the participants have grown up in the sanenmunities, and therefore have
experienced the same problems, and faced simiemmostances as those that they currently
work with. They also stated that their backgrouads the same, and they can identify with
the children whom they work with. They are awaretha thin line that divides them from
others, and the context from which they emanatgtter with their life experiences which
contributed to their becoming CCGs. In the TreeLdé drawings, the majority of the
participants described the roots of their treesheing their background, and their personal

experiences as a child.

M 1: | remember something about where we were lalsaght up — some of us
actually emanated from communities that we work (FG2).

M 2: We love the children, we grew up in the saoramunities and just know what's
going on out there (FG2).

M 2: the background where | come from have alsnkan encouragement for me to
serve young people (FG2)

M1: I think my background drives me to work wtik touth. | realized that there are
so many young people that do not live maybe likeham@ can | maybe offer some
support to them and make them choose the righttitire Like for me, most of my
friends that | was involved with, they are involvexv with drugs, alcohol abuse and
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stuff like that. Even if | don’t have money, futdo something which will benefit
them | will ....there is something in my mind forpied other people (FG2).

M3: our background, my background (FG2).

The extracts above indicate participants’ abiliypersonally identify with the people that
they serve appears to have been influential irr tb@ieer choice. Having experienced the
same challenges as those faced by the youth incdnemunities that they work, and
overcoming them, these participants felt a senseggonsibility to help others achieve the
same. Responsibility towards these communities geseagain later, as a motivating factor
for continuity of their work. Although the reseaechwas not seeking out gender differences
in this study, it is interesting to note that nafi¢he female participants expressed emanating

from the same community/background as a motivdtotpr for their career choice.

4.3.1.2. Religious Values

Participants mentioned that their love for God, abbristianity in particular, was an
influential motivating factor in choosing to workittv children in adversity. Religion plays
an important role in helping participants feel liest and supported in their work. Belief in a
higher power, provided participants with the petwepof receiving inner strength and help

from God.

M1: Personally | think that God has inspired mestrve and do what | am doing.
There are always difficult tasks but | always bedig¢hat you need that inspiration
that | feel and it also motivates the passion tHave with young people. So God has
been on my side. There are times where you carhsgdinancially they are not
meeting the expectations where we are serving. vatht that | always put myself
close to God and then that has been somethinghhsitbeen inspiring me a lot in
spite of the difficulties in terms of finance (FG2)

F3: What motivates me is that we know that as adfthn we give at least something
that we are doing for Christ (FG2).

M4: | am a servant of God, what | do is a call frddod to say you have to do
something for young people out there? So | als@belthat in order to acknowledge
that from God that I've survived, | have to giveb#o the community (FG2).

These three participants were motivated by a petsealue/belief system that motivated
them to provide a service that they feel was wohitevand consistent with their own belief

system.
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4.3.1.3. Opportunity for Income

Although all participants felt that the financiaig associated with their jobs was meagre, the
opportunity to gain income was acknowledged as dvator especially for the female
participants. The theme of financial gain emergéematimes, indicating that participants are
to some degree motivated by the opportunity faadicial gain. Participants found themselves
in a dilemma; although they don't really earn muttey felt that they have to pretend to be
enthusiastic and keen to secure their jobs. Theyatoreally come in with passion for
working with children, but they have to create timpression that they are passionate, and
love working with children. They have to keep ufs thretence in order to secure this income

generating job.

M4: The only thing that | could say that | couldimg@n return is an incentive to meet
my needs as well. As a person ....help you surgivdiance of earning a living at
home and also to look after your family and to lafter myself as well (FG2).

M1: So even though, let's say that | am not getpiagl for the work | do, there is no
funding, but | am still doing my work for God amat is what motivates us (FG2).

M1: There are times where you can see that findlycthey are not meeting the
expectations where we are serving. But with thalways put myself close to God
and then that has been something that has beerrimgpne a lot in spite of the

difficulties in terms of finance (FG2).

Some of the female participants did however menti@t their motivations for their career
choice were due purely to the financial aspecttofThey reported needing a job after
matriculating and a lengthy period of unemploymemd this happened to be something that

was available.

M1: Everyone goes into the sector, not because dhepassionate and competent in
working with children but because they just gotiianey to do so. If you look at the
sector, it is full of people who are not necesgacibmpetent in working with children,
but they ( NGOs) have got in the money — thatéstigative part (FG2).

This is interesting because at the beginning ofréfsearch process, a participant mentioned
that a motivating factor for his career choice Waspassion for children. However, later on
in the same focus group, it was mentioned thatvais only partially so, as having some sort

of income was also a motivating factor. From arfitial perspective, the participants needed
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jobs, and this job happened to be something thatavailable. While some participants saw
the money as a minor motivator in relation to tmsed to contribute to the well-being of the

communities, children, families, country, and etles continent at large.

M2: Ja, for me working and people working in NGG'®ne thing that | found that
most people who are working in NGOs, they work waksion, not for anything in
return because we saw the need and some of us ..thatsmakes me to want to
empower more people and for me, maybe | won't enjgyjob if | am expecting to
gain ....I am just doing it because of the patience because of the community and
for South Africa at large or Africa at large (FG2).

The emergence of the two themes, passion versasdig gain might stem from the
participants wanting to portray themselves in aitpaslight before the researcher. Another
likely explanation is that there are other factorsa combination of both factors that

motivates these individuals toward this choiceaker.

4.3.2. Motivating Factors for the continuity of work in th e field
The second set of motivating factors identified eviarctors which encouraged participants to
continue working with children in adversity. Theneere a number of themes which the
researcher identified, many of which gave participaa sense of reward, satisfaction or joy.

These three factors are highlighted in diagram 4.9.
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Support

Personal
responsibility/
sense of Children
community
(unbuntu)

Continued
motivation

Sense of joysatisfaction, an

rewarc

Diagram 4.9: Motivational Factors

4.3.2.1. Support

Support was one of the most dominant motivatingofgcwhich the researcher identified. In
the Tree of Life drawings, participants represeniggl trunk of their trees as being their
mentors, and the support which they receive fromairttiacilitators. The participants
expressed three sources through which support e@sved (see Diagram 4.10). However,
the researcher noticed some contradictions inqyaaiits’ responses regarding the support

which they receive from their organisations. Thi lae highlighted below.

80



Support

Feedback from
parents/communities/edu
cators

Organizational Support

(from mentors and
supervisors)

Diagram 4.10: Support

4.3.2.1.1. Organisational Support

Some participants reported their mentors and sigmssat the NGOs for which they work,
as a source of much support for them. These peatits were satisfied with the support
offered to them by their mentors, and they felt th&s support really helped them when they

were working with difficult cases.

M2: The support that | get from the organisationhihk it is one of the main reasons
that keeps me motivated. It is their support whitdkes me to strongly believe that
this is what | want — this is me (FG2).

M2: We have something called Staff of the Monttp&mple to recognise and vote for
you and they need to come up with some factorsthdyyneed to vote for you. And
then you get a prize the for people who did verly avel then it makes us — like itis a
healthy competition (FG2).

M3: JA, maybe they buy something for you and tenyeime when | see my benefits
| say, JA, | have worked hard for this (FG2).

F3: 1 think for me it is to go to your supervisandaoffload whatever is bugging you.
It really helps because there is someone that stering who understands the
difficulties that you are going through, or diffides that you have to deal with in the
community without being judged, with a little bittmderstanding (FG2).

From the above it is clear that the participantsie@and appreciate the support as well as the
acknowledgement received from their mentors andersigors. It is evident from the
guotations above that participants receive emotisnpport which they feel is adequate to

meet their needs when they are experiencing adiffsituation. Participants find their work
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difficult, and when they are rewarded for it theglfa sense of satisfaction. Supervisors and
mentors provide support in the form of debriefinifering professional advice, or through
the use of incentives, to acknowledge the work thatparticipants are engaged in, and to

motivate them to keep it up.

Other participants expressed dissatisfaction with support that they received from their
organisations.
M3: Sometimes there are times when you feel younaaedifficult situation and you
don’t get support that you are expecting... (FG2).

M2: From what | see | will say no but not in a bady, often when | also look at it,
sometimes most of the people are experiencing éhe same experience of which
there is ....everyone .......... support of which there isne ..... sometimes we are not
getting adequate support that we really deserveabse everyone is focusing more
on his situation, and if one is offering someonppsut, he is going to offer that
minimum that he can afford, because he also hasesother issues that needs
attention, and there is no one maybe to give hahshpport (FG2).

F2: sometimes when you walk into your Manager'sefand you are having a hectic
time, | mean you cannot expect him to have allatm@vers on how to deal with the
child but we are allowed maybe to conduct anyome.fdout we find it inconvenient
SO we just don’t go inside or want to come andigwn sometimes he feels we cannot
access...but we are allowed to do that (FG2).

Some participants mentioned that they do not receadequate support from their
organisations. Participant (M2) noted that supergisre busy and have their own matters to
attend to. One participant (F3) mentioned thatoaitih supervisors are available, she felt
guilty about asking for their time and help in dissing and resolving difficult problems that

she experienced.

In terms of support, some CCGs reported that tlemeive sufficient support from the
organisations for which they work, whilst othersatfireed. This could be attributable to
CCGs working for different organisations, and diffieces in their experience and the nature
and intensity of their work with OVC. A study carmded by Demmer (2006) reported a
similar finding in the perceived variation of quglisupport that professional caregivers
received from the NGOs for whom they worked. It vedsar however, that many of the
CCGs became distressed when working with specifitdien who they felt to be in

particularly difficult circumstances. They reporteften feeling powerless to be able to
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provide the integrated care they feel children naed deserve, which could be available if
NGOs networked better.

4.3.2.1.2. Feedback (Parents/Communities/Educators)

Participants reported that receiving feedback alioitchildren they work with, from their

parents/communities/educators motivated them téiroes working with OVC.

M1: For me, when the community comes to me or coéones and acknowledge what
we are doing in the community. For me | feel veappy if somebody from outside
the programme comes and compliments, and say smgethout the programme. So
most people think that this programme that you camevith in the community, they
really work. Even the parents, when they comectma they want to see these
children and then they come to us and sometimes/erm invite them to workshops to
come and do some conversations about parent andl. ciive will talk about a lot of
things (FG2).

F3: For me, the feedback from educators. The childmay be progressing in their
behaviour or coping; positive feedback from thecadors and also the parent (FG2).

Receiving community support in terms of obtainiegdback is experienced as supportive
and encouraging for participants, as indicatedhm @above extracts. The tangible changes
created by their work, such as behavioural chamgehildren and change in attitude in
community members toward the work they are doirggeioin participants a sense of reward,
and acknowledgment for their hard work. This types@pport complements the emotional

support that participants receive from their orgations.

4.3.2.1.3. Peers

Participants mentioned that their peers were acgoolr support for them. Participants receive
emotional support from their peers. Peers provigeapportunity for them to express their
emotions openly, and be comforted and supportedpégple who experience similar

situations in the work that they do.

F3: We do it inside our office. We talk amongstselves — give each other therapy.
There is a lot of work and we cry and we comfodheather (FG2).

R: And what kind of support did you receive andnfnwshom? (FG2).

M2: Mostly from the people that we work with (FG2).
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Due to the shared experience of working in thedfeehd being exposed to similar types of
problems, participants served as support systermbda colleagues. The importance and the
necessity for support has been evident from theaetst above. Due to the difficult nature of
the work that participants are involved in, it ilaVthat adequate support structures are put in

place to ensure their well being and resilience.

4.3.2.2. Children

Children were a significant factor that contributieda continued sense of motivation for
participants. Participants identify with the chédy as they have emanated from the same
communities. Since participants work directly witie children, the children themselves are a
direct motivating factor. In the Tree of Life exise a participant expressed the flowers as
being “ the joys and motivation | get is from septhe laughter in the face of orphans and
vulnerable children, and this is an indication ttre children have hope to live despite the
challenges they are faced with.” This theme matefést three levels as can be seen in the

Diagram 4.11.

Children's Positive
Responsiveness

_. Role models .
Appreciation from Empowering

children and 24pliz=slel of caregivers
emotions

Diagram 4.11: Children as a Source of Motivation

4.3.2.2.1. Appreciation from Children

The expression of appreciation by the children wegsorted to be highly rewarding for

participants.
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F3: So to intervene where those children have bgeored, and then we sort of like,
put in the light in a dark house and then the dleildwill say, like, ‘wow’ thank you

for doing that (FG2).

F1: Although he cannot build a house for us butchenes once a week and does
something with us (FG2).

F3: And the smiles on their faces (FG2).

M3: And also the children themselves maybe in &uyuau see one of the children, you
meet this child and then this child ..... The waywtieacknowledge you and the way
she will show appreciation — those things theyimesme a lot (FG2).

From the above it is evident the children themselwere a source of motivation for
participants. For some participants the recognitibthe adverse circumstances that they see
children in, is enough of a motivating factor tokmahem want to provide care and support
for children. For many others, little things likeseile on the child’s face, or allowing the
child a few hours of normality (playing and forgedt their cares) was experienced as a
rewarding gesture. One participant expressed thédren challenge him in terms of his
knowledge, as being creative and informative, alé agebeing stimulating. This contributes

to self-development of participants themselves.

It was interesting to note that the animated andassioned tone was used to discuss the
feedback that they receive from the children théwese This certainly reinforced the finding

that the participants felt passionately concerrieliithe children.

4.3.2.2.2. Role Models and Expression of Emotion

Participants believed that they were role modelth® children and provided hope for the
children. Participants provided encouragement amgpart to the children by praising them,

and reminding them of their importance and theiigance of their feelings.

F3: Yes, what | wanted to say is you know whenila ¢ growing up in difficult
circumstances everything that happens around tiseandisaster. Most things are a
disaster, when we criticize a child, it is a digastWe get the opportunity to give
them a new way of looking at things. They must kihavif there is something that
is happening in their life that is not the end loé world. It is not a disaster that is
what | teach my children in my groups. | giventheraises, | tell them that they are
beautiful and | also tell them that if they cry,istnot because there is something
wrong with them. You are normal, because the okildwho don’t have stable
homes or parents, even when they want to cry thak tt is because they are bad,
because they have been told so. So in this greugewthe opportunity to tell them
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it is okay, it's normal, you are just like anothdhrild. It is very sad to look at them

and their lives, their future. They have to kndwttthey are normal; there is

nothing wrong with them, when they want to crysitokay. When they want to
express their anger it is still okay. You know, &aese the reason why we have
criminals, people who raise children, it is becatlsey don’'t know themselves. If
they are angry they don’'t know how to expressfithey are feeling something they
don't know what to do with that feeling, so in tlggpoup we are teaching the

children to say it is okay. If you said to me, #e&ih am so angry at you, | am not
going to say you are a bad child but | am goings&y, thank you for expressing
your emotions and say, | am angry with you. So iathat we are trying to do. We
are trying to raise children who are going to baifful in the future (FG2).

F3: When you are not feeling positive it's okaycduese | know from my own
experiences, | deal with a lot of things and | fihat | cannot deal with things the
way that other people are dealing with it becaus#din’'t have a person in my life
who told me that this is how things happen; anid does not happen like this, it is
still okay, so I try to deal with those things oy awn. And you find that children are
angry, they express their anger in a very weird Wwagause they don’t have a person
who told them that you can express your angeruf gre angry it is okay. So even
when they are negative — yes sometimes they cawo begative, but a child that
comes from a dysfunctional family when they areatieg they will want to even Kill
themselves because they think, now | am negativéhisis weird, it does not happen
to people, it is because | was abused or muggea2)F

It is evident that many children do not know to g3 their emotions appropriately, as these
children do not have significant others and laclsijpee role models in their lives.
Participants tried educating these children, empimgethem, by enlightening them on the
normality of the negative feelings they experienaed teaching them effective ways of
expressing and managing these feelings. Childreplalied feelings of low self-esteem and
self-worth. Participants tried to be role modelsdeynonstrating values and attitudes similar

to those that they wanted children to possess.

Emotional literary, which is the ability to bothcragnise and express emotions is a factor that
has been associated with resilience (Mallmann, 26800an, 2004). Building resilience
through enabling emotional literacy is empoweriaghoth the children and the CCGs even
though the CCG participants expressed that it wastienally taxing at times to simply hear

and experience a child’s emotions without bein@ abloffer concrete help.

4.3.2.2.3. Empowering Caregivers

A participant mentioned that he found it motivatitogsee families taking responsibility for
the children, as well as seeing a child adaptirdy@ing involved in a family unit. This can
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be linked back to one of the concerns discussetieeaParticipants felt that parents/
caregivers abdicate their responsibilities. Whemepis/caregivers showed interest in a

child’s well being, participants felt encouraged dappy.

M1: What motivates me is like when | see the fastdyting to take responsibility
together with the child and also to see the chidltipipating in family affairs, for
them taking ownership in the programme and mayhbeggtm attend a workshop
(FG2).

Since participants only have a short space of imehich to elicit change in the lives of
children, therefore, the coming on-board of careggvn this effort to better the lives of their
children is experienced as motivating for partiofga By empowering caregivers,
participants ensure that children’s lives will done to improve long after they have to leave

the site.

Strengthening of the primary care giving capacitycbildren has been on the agenda of
internal aid agencies and human rights for a lomg fUNICEF, 2006). The importance of

family centred care for children affected by HIVD¥ was again reiterated by Richter
(2010) as being a critical component for acknowlegldhe social realities and meeting the
needs of children. This study also found that mgdhe needs of individual children creates
confusion in the minds of both children and the ifjurin essence, the CCGs in this study
agreed with Shelton (1987, in Richter, 2010) wilgard to the need for family centred care
as they recognise that families are constant inlithess of children (and adults) while

interventions through programmes and servicesnaeemittent and generally short lived; that
families should not be undermined; and that thee lamd care within families should be

recognised and supported and promoted to impropang and wellness among children and

adults.

4.3.2.3. Personal Responsibility/Sense of Community (Ubuntu)

Participants felt like they have a responsibiliyards helping children. Being a part of the
communities in which they work makes them feel likey are personally responsible for the

growth, development, and improvement of the comiguni

M2: Then also | sometimes — when | look at it, jastivate myself. There are a lot of

people that just like, really are losing hope ahdrn when | look at it | just look and

say | took it as my responsibility, then if evemauits, who is going to do it, and
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that’'s when even | sometimes think negative shdfthen later, when | realize it and
| say no, then who is going to do it and that's whelook and say it is my
responsibility that | am here (FG2).

M1: That is when later — that is when it comes t mind to say — and then after
thinking negatively and say, who else is goingdatd- | need to do it (FG2).

M2: That is why | was saying that when | look and then | just said no and then —
no one else is going to understand better than, Isdomaybe | need to understand it
better than | do or something (FG2).

Participant’s take it upon themselves, as theisqeal responsibility, to help children in

adversity. When faced with difficulties in their ko they remind themselves that they need to
do it, because if they do not, then nobody elsé \Bince they are already involved in the
children’s lives, they believe that they understamel children better than other people, and

this motivated them to persevere in times of difftig.

4.4. Feelings of Joy, Satisfaction and Reward

All of the factors mentioned above contributed #rtigipant’s experiencing feeling of joy,

satisfaction and reward. These factors were alessted by the flowers, in the participants’
Tree of Life drawings. This feeling contributed farticipants’ feeling that their needs have
been met and their expectations fulfilled. Howeweis important to note that support is vital
for attending to the psychosocial needs of theigpants. It allows them to express their
difficulties, emotions, concerns, stresses, andtfations which they experience on a daily

basis.

M2: When you really see the fruits of what you thaf intervention that you have
done; for me that’s it. It could be anything whgou are really seeing the good
results — because really it is difficult — you averking in a difficult field where you
really lack finding progress (FG2).

Participants felt rewarded by their work when theme the fruits of their labour, be it a
successful intervention, changes in affected obiildror community recognition. Together
with, observing differences in physical outcomeghia community, in the organizations, and

in the children’s lives, it is incredibly rewardifigr participants.
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While being at risk for developing stress, burnagdmpassion fatigue and other negative
emotions due the nature of the work that do onily 8asis, it is important to note that they

draw motivation, acknowledgement, and support tirdrom the children.

4.5. Apparent Contradictions

Reflecting on the findings, the researcher obsesegde apparent contradictions between the
identified themes. Contradictions existed betwéenthemes of:

» Religion (love for God) versus income (need foola) jas a primary motivator for
providing community caregiving to children. Funglinvhich created both job
insecurity and lowly pay/stipend, and work for tbee of God: the tension between
these two aspects of the findings is similar toaheve mentioned factor but as it has
different ramifications for the CCG participantswill be discussed separately.

» Sufficient support from organisations as opposea ¢ense that supervisors were too
busy to provide them with the support which thdytsat they, at times, needed.

CCGs reported that religion was a motivating faatotheir lives; i.e. it was the love of God

that inspired them, even though this job did noenikeir financial needs. This is in contrast
to their expressed motivational need of income @réer opportunities, and is linked to their
concern about job security. It seems that beind pastipend/salary/basic income is a strong
motivator, but performing this form of emotionaltgxing work is regarded as having a
spiritual dimension in that they believe it willtimhately be God who rewards them for their
efforts. CCGs, like all adults, need the dignitgspect and security that employment can
provide. However, the low income leaves them fegbrtremely stressed at a basic socio-

economic, and perhaps even survival, level.

In addition, living with the insecurity of fundingycles and therefore never being sure if they
will have a job from one year to the next is diflicfor the CCGs. It seems that if they could
obtain more secure and better paid employment weayd, but they are grateful for some
income, especially when they live in communitiesvinich the unemployment rate can be as
high as 80% amongst those individuals who have aicukation certificate. Professional
caregivers tend to be dissatisfied with their ineprand due to this factor, they did not
foresee themselves working for NGOs in the fieldHi%/AIDS much longer (Demmer,
2006). In this study, although concerns aroundgeburity were raised, the opportunity to
gain both a job and an income was more of a matigdactor for working in the field. Since
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by its very nature, community caregiving is ematiliyy and socially complex and difficult,
CCGs in this study probably try to keep themselvegivated with their religious values.

The low income is however a strong de-motivator.

Aside from religion, the motivating factors in thitudy differ from the common motivating
factors described in the literature (Rddlach, 200%Y/hereas the literature tends to report 1)
religious values; 2) desire for prestige; 3) empatlerived from witnessing the suffering
caused by AIDS iliness; 4) hope of securing camgsupport in the future; 5) hope of
enlarging one’s network of those with access tatipal and economic power; and 6) hope of
receiving material benefits in the future. Thisdstudistinguished between motivational
factors that first interested in them in performthg form of work and the factors that keep
them committed to their jobs. Only religious valuesd being able to identify with the
patients appear to be a common finding in this ystlidterestingly, income has not been
previously identified in the literature as a motiag factor for community caregivers, as
identified in this study. It must however be rememnda that the income they refer to is very
low and takes the form of a stipend, but some ire@better than none.

The participants in this study had all been uneygdofor a period of time between
completing their education and becoming engageadommunity caregiving. None had
decided on caregiving careers and so opporturiitiesarisen to which they had responded.
This is a fairly unique set of circumstances irt thhile these CCGs were unemployed, CCG
work became available through the beneficence dérmational donors and other
philanthropic enterprises as tHEV/AIDS pandemic was shattering and fragmentinifees
and communities leaving many children in dire ned#dcare and support. Thus the

opportunity to earn even a meagre income was #tteac

Religious values were one of the motivating factomsntioned by the participants of this
study. Similar to Rodlach’s (2009) findings, theseegivers were motivated and committed
by both religious values and in the anticipatiorenfployment. In this study income was also

identified as a motivating factor for caregiving.
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4.6. Summary

4.6.1. CCGS
CCGs who participated in this study grew and culyea similar context in which the
children they work with. CCGs bring with them thetgntial for major contributions. They
have insider information, they are familiar witldigenous and local knowledge systems, and
they know the local language of communities. Thapmgly identify with community
members. The impact of these advantages contributieir determination and commitment
to their jobs and the quality of care that theyvte to OVC However this also increases

their risk for stress and burnout.

NGOs are reliant on CCGs as their link to the comityuand its members as recipients of
their interventions. Even though CCGs have the aidhgge of knowing the language, and are
familiar with the culture of the community, theale is only to deliver the intervention that is
designed and developed outside of the CCG contéis. means that those who develop the
programmes often disregard the huge contributiokscaitique that CCGs could offer. They
do not get the opportunity to be involved in thevalepment of the intervention.
Furthermore, they feel that the interventions aaeel on the funder’'s agendas instead of
what the community needs, therefore impacting enahality of the service they deliver as
well as limiting their creativity in delivering histic services to children, families and

communities.

Their concerns need to be addressed, and protefeioters need to be present for their
resilience to be enhanced in these difficult cirstances in which they work on a daily basis.
They need to be used appropriately and to be stggpor what they do. Their voices need to

be heard, and NGOs need to pay more attentioretouhmet needs.

4.6.2. Interventions: Grounding the findings in social ectogical theory
The need for CCGs has arisen through a uniquewsmdke of events and circumstances that
can best be described within Bronfenbrenner's (19M@del of the social ecology of
childhood. As described in Chapter 2, the usefdneisthis model lies in the fact that
Bronfenbrenner (1979) acknowledges the multi-dinered flows of influences and the

numerous spheres of influence on children and socighis model comprises of five

91



systemic layers which are referred to as the mystesn, mesosystem, exosystem,

macrosystem and chronosystem (Bronfenbrenner, 1@ Bhaffer, 1999).

Chronosystem: This layer encompasses the dimewngitme, both in the historical and the
development context.

Macrosystem: This system comprises of cultural emlicustoms, laws, policies, etc, which
impact on the person’s development and well-being.

Exosystem: This layer comprises of the larger sogyatem which influences a person’s
development even though the person is not diré@odlylved in it.

Mesosystem: This layer refers to the relationshgisveen structures of the microsystem.
Microsystem: This layer refers to a person’s immegisetting, its encompasses the
structures, relationships and interactions withpeeson’s immediate surroundings, including

family, peers, school.

Microsystem: It is evident that this immediate et which affects the developing child, in
which CCGs work, is surrounded with difficulties. it often a strained and fragmented
context, in which death and illness pervade. Pnodopoverty persists, and children’s
physical needs are not met. CCGs are faced withotstacle of tackling the children’s
psychosocial needs, but the programmes they hauwagiement largely ignore the child’s
immediate context. More needs to be done to stnemgparental capacity. The CCGs are
distressed when they observe the children’s barrier learning, accessing effective

medication and the major disruptions to the immiediaregiving environment.

Exosytem: In terms of the interventions that CC@plement in communities, they feel a
need to address difficulties that children expergenf the various levels at the system in
which they function. Children need to receive coam@nsive care in order to be resilient in

the difficult circumstances in which they find thesives.

Macrosystem: CCGs feel that the interventions whibhy implement do not always
complement the Africentric paradigm which largelppacts on the child’'s life and
circumstances at home. Furthermore there is a dacdupport from government and those

services which are available offer segmented acahisistent care.
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Mesosystem: The CCGs believe that they have thenfiat to act as strong advocate for the
children and families and yet their potential islermined through the way in which their

services are defined and the way in which fundiggnalas are set.

Chronosystem: In brief, the HIV/AIDS pandemic gmalverty are some factors that have
given rise to the need for CCGs. However, inteamati donors/funders and their agendas
largely determine the design of the implementati®ometimes this leads to the focus being

on the number of reached, rather than the qudlisgrvices delivered.
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Chapter 5: Conclusion

The HIV/AIDS pandemic in South Africa poses a clipg burden for children, families and
communities in Southern Africa. This study explothd concerns and motivations of CCGs
working with children affected by HIV/AIDS. In restving the literature, it was evident that
studies have largely focused on the negative aspdataregiving in the field of HIV/AIDS
(Demmer, 2006). However, it is important to note gositive aspects as well, as this can be
rewarding and motivating for CCGs to continue mgkansignificant contribution in the field.
The voices of CCGs need to be heard in order faEmtto be supported in the difficult context
in which they work and for their contributions te made. It is important for CCGs to receive

support in order to be more resilient working & tloalface of the pandemic.

The CCGs who participated in this study expresseduraber of different concerns, and
motivations about their work. While regarding thsmtves as an essential aspect of the
response to the HIV/AIDS pandemic, they feel tinaytare not taken seriously by decision
makers and other key stakeholders. It is impottaatttheir challenges are acknowledged and
that support programmes are implemented in ordeate for and more fully recognise the

contributions made by CCGs.

CCGs bring with them a number of major contribusionTheir indigenous knowledge, as

well as their strong identification with communityembers, contributes to their commitment
and determination to help OVC. However, this atsoreéases their risk of experiencing stress
and burnout. Their efforts need to be acknowledged their voices to be heard to ensure

that their significant role in the HIV/AIDS pandesris supported.

5.1. Limitations and suggestions for future research

This study is geographically limiting in its setfinas participants consisted of only CCGs
from three NGOs in Kwa-Zulu Natal. The study isodisnited in that the researcher sampled
for CCGs who were efficient in speaking Englishasao eliminate any chance of data being

lost in translation.

Due to the fact that participants were recruitedugh NGOs it may be possible that they felt
obligated to participate in this research. This nimwe resulted in them holding back

information from the researcher even though contidéity and anonymity were ensured. It
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was however felt that they were able to freely dbate and in fact enjoyed and benefitted

from participating.

Even though precautionary measures were takerstorethe efficiency of the tape recording
system, data from the first focus group was lost therefore not included in this study.
However, the researcher learnt a valuable lessoensuring there is always a back up

recording with another device.

Suggestions for future studies include an exploratif the different types of ongoing support
that CCGs receive from their organisations to daeitee what type of support they find to be
most useful. The type of training CCGs receive alseds to be explored, to determine what

ongoing training needs and skills are requirecetoain competent in the field.

Another area of interest is an investigation irfite tontent of implementation programmes,
identifying with CCG’s the content which they fiqoblematic as well as the content that
they are happy with. This will allow programmers @asure that their implementation
programmes are effective in meeting the fundinguireqnents as well as enhancing the

effectiveness of the programme.

Attending to the psychosocial needs of childree@#d by HIV/AIDS is fruitless without the
proper monitoring and evaluation of programmes #at to focus on these needs. A greater
understanding of the impact of HIV/AIDS on childrenan important requirement in the
evaluation of programmes to support children livingdifficult circumstances (Foster &
Williamson, 2000). Although evidence is crucial developing appropriate and effective
action, it is lacking in respect to psychosociateimentions for children affected by
HIV/AIDS (Richteret al.,2005). In the opinion of the participants of thisdy two aspects
undermine the effectiveness of PSS interventiohes& are the lack of holistic care and the

danger of undermining the important role of theifanm the care of the child.

As the epidemic spreads there is an urgent neeldvelop and promote support for those
interventions that are effective (Tomkins, 2002ariy organisations provide support services
to children affected by HIV/AIDS in southern andstain Africa, yet few of these have been
evaluated (Gilborn, Nyonyintono, Kabumbuli & Wadd)05). The people implementing

these programmes have also been largely ignortteipast, yet they are a critical ingredient

affecting the outcome of the programmes. Furtheemigelly, Parker and Oyosi (2002) claim
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that there is a need for programmes and intervesitio be developed on the basis of sound
research and evaluation, this can be done by adkdgimg the voices of those implementing

these programmes.

In the broader context, this research is relevaalltcountries in sub-Saharan Africa affected
by the HIV/AIDS pandemic. The findings of this syudre useful in that it provides

information required to develop an intervention tbe NGO staff members to meet the
CCGs concerns, ensure their well-being, and théiragation of the vital service that CCGs

offer to children in distress.
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Appendix A: Letter to NGO'’s

4
AW
1]
vy
74

School of Psychology

P/Bag X01 Scottsville
PIETERMARITZBURG, 3209

South Africa M

Phone: +27 33 2605371 UNIVERSITY OF
Fax: 27 33 26058
ax o+ ‘ KWAZULU-NATAL

Date: 15 May 2008

The Director
Organisation name
Dear Madam

Permission to conduct research

| am a psychology research Masters student at thieetsity of KwaZulu Natal (UKZN),

Pietermaritzburg.

The focus of my research is on the experienceshidd @nd youth facilitators, specifically
looking at their concerns and motivations, in wogkiwith meeting children’s psychosocial
needs. The research recognises that NGO’s plagrafisant role in providing emotional
support to children in the context of HIV/AIDS.

Any emotional work, and especially when that woskwith children exposed to adverse
circumstances, places an emotional burden of cathase doing the work. Facilitators can
become distressed due to the stresses of the aitdey work with and the large number of
children needing support. In addition, people dffgrthis support often have their own life
issues to deal with. Thus by understanding theicemns and motivations strategies could be
developed to improve the quality of their work @nuiment/service.
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| would like to select a sample of participants,ondre NGO staff working directly with
children in groups offering psychosocial or emosibsupport programmes. The participants
will come from several different NGO’s to ensurattthe results are not merely due to the

nature of a particular organisational culture agramme.

The project will be explained to each participasund he/she will be able to consent to
whether they would like to participate. Particigambay withdraw at any stage during the
research process with no adverse results. We dever hope that this research will be
beneficial in helping participants to reflect oredle issues and ultimately in feeding the

information back to organisations to begin thinkaigput programmes to support staff.
Ideally, | would like to meet with all willing volieers to explain the project and then invite
interested people to take partake in two focus ggod his focus group will be about 90

minutes each and | would like to include particgpgtexercises into each focus group.

If you require any further information about theearch, you are welcome to contact either

my supervisor or myself.

| appreciate your time, and look forward to heaffimgn you.
Yours sincerely,

Farina Karim

Email: farinal @telkomsa.net

Supervisors: Dr. Bev Killian: killian@ukzn.ac.za
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Appendix B: Letter of Informed Consent

Informed Consent Form
Ly e e e e e e e e agree to
participate in this study on the concerns and natitims of child and youth facilitators. | have
been fully informed about this study. | understahnat | will take part in two focus group
discussions with the researcher about my persoquareences of care-giving or facilitation
with children as well as in exercises relating tpewperiences of care-giving.

| understand that my participation is voluntary ahdt | may leave the study at any time
without prejudice. | understand that the data wathain strictly confidential and anonymous.
In particular my employers will not be informed afiy aspect of my personal input in this
study. My employer and | may access a copy ofitie feport if | so wish. | understand that
there will be no financial or material benefit ty participation.

Should | require any further details | could coittac
Farina Karim afarinal @telkomsa.net

Dr. Bev Killian atKillian@ukzn.ac.za

Furthermore, |
o Give consent
o Do not give consent
for the researcher to use a tape recorder duriegdbus group discussions for the

purpose of obtaining an accurate record of thege®c

SIgNATUIE: . e

Date: ..o,
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Appendix C: Pledges of Confidentiality

PLEDGE OF CONFIDENTIALTY

I, the undersigned person, recognize the seriodsparsonal nature of this work. | agree to
participate in the group and respect other paditip by not sharing any personal information
that | hear from any other participants during fbeus groups and the activities that we
engage in, with anyone who is not connected withgtudy.

NAME:

SIGNATURE:

WITNESS'S NAME:

WITNESS'S SIGNATURE:

FACILITATOR’S SIGNATURE:

DATE: / /
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Appendix D: Focus Group Schedule

Focus group 1:
(2 hours)

Focus group 2:

Theme:Motivations regarding working wit
children

The objectives of the first focus gro
include: rapport building and explorin
concerns and motivations of work.

nTheme:Concerns and Support

Focus group two will revolve around tl
ipleeper concerns of the participants using
gnformation that emerged during focus gra
one as a basis for deeper exploration of
issues.

Activity 1: Icebreaker: Name ame

Activity 1: The session will begin with
brief summary of what emerged in foc
group one with overall discussion of t
participants’ concerns, motivations, a|
experiences that were observed in ses
one

Activity 2: Introduce research followed by,

discussion on their participation and the

ethics involved, and discuss confidentiality
sign confidentiality pledges

Activity 2: Ranking exercise concerns

What are your concerns around working w
children in adverse life circumstances?

(Then include ranking exercise to rank
diamond shape from most concerning
least concerning)

Activity 3: TREE of LIFE, this will be don
individually for approximately 30 minutes.

The tree of life description is as follows:

This is a self reflection exercise reflecting
your work with vulnerable children. You wi
be asked to draw a tree. The tree will
about your life at work. Trees have s
roots, a trunk, branches, bugs, leaves, f
buds, and flowers. | will guide you int
thinking what each of these could repres
and then you can imagine how you wo
show this in your drawing of the tree. T

drawing does not need to be good, what is

important is the discussion afterwards.
| would like you to think about you
experiences, but using the followil
representations:

Soil:  The soil represents environment

which your work takes place — there are two

types of environment that you may like
consider here — the environment in wh

Activity 3: Focus Group Discussior

Difficult Experience

on
1
be
it
ruit,
o
ont,
Uk
he

Tell me about a time when you ey
experienced an extremely difficu
situation in the work that you do?

How did you get through it?

What factors helped you to get throu
it?

What kind of support did you receiv
From who?

What kind of support is most helpful?
Do you think you receive enoug
support?

r
9

in

to
ch

ne
the
up

the

us
he
nd
sion

ith

n
to

er
It

h
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Focus group 1:
(2 hours)

Focus group 2:

you grew up and presently fuion, and the

environment in which your work takes place.

Roots: These could include the factors that
have influenced you to do the type of work
you do. The roots could represent the varipus
factors that have led you to work with

children and youth. They may be your family

roots, your educational roots, and so on.

The trunk: The trunk represents your work,
life, and your learning. This can include the
different work experiences, training, aphd

development you have had working w

children and your development over time.

= Branches: branches could represent
different aspects of your work.

= Bugs: The bugs could represent

challenges and the difficulties that ypu

have experienced in working wi
children or in other aspects of your job.
» Flowers: the flowers are a representat
of the joys and motivations experienc
in your work.
= Fruit: These represent your future drea

th

the

he

h

ion
ed

ms

and hopes and goals for work and the

children and youth with whom you work.
Thereafter the group will break into pairs,

and share their tress with partners. They will

be asked to describe their trees, focusing

on

their experiences, and the ways in which they

think that their lives have influenced them

work with orphan and vulnerable childrenii

adverse life circumstances.

After this is completed the participants wi
challenges and

share their motivations,
concerns of their work with the big gro

p.

The small group will have been provided
with flip chart papers to write down the main
concerns and motivations of the participants

that would have arisen from the tree of |
exercise. These concerns will be divided i
positive and/or negative concerns, which
participants can discuss and to an agreer
about in little groups, and then get toget
with the rest of the participants and g
feedback about their decisions.

Break for refreshments

ife
nto
the
nent
her
ve
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Focus group 1: Focus group 2:
(2 hours)
Activity 4. focus group discussion regardi| Activity 4. focus group discussion workir
motivations for working with childrenenvironment:
(semi-structured interview guide, possible
questions) « How would you describe your working
environment?
« What are the factors that lead you|to What would you like to change abqut
begin working with children? your working environment?
- what are the rewarding parts of yqur
work? What kinds of skill do you think are
- What made you choose to work witimportant and needed in an individual to cope
vulnerable children? in this environment/work?
- Do these factors that you mention stil What structures are provided at work|to
relevant to your choice today? help you cope with the emotional work?
« What do you hope to gain from working
with vulnerable children?
Activity 5: Ranking exercise: Activity 6: Self care/Supervision
What are your motivations around working| What do you do for yourself that helps ypu
with children in adverse life circumstancespcope with your work?
Could we rank order the motivations ina | How do you care for your own emotional
diamond shape in order of most motivating teeeds? What do you do to care for yourself?
least motivating?
Activity 6: closing and thank participaifor | Activity 7: Closing and thank participal
their participation, arrange next meeting tim®iscussion about when findings of the study
and date. can be made available to them and in what
form would they prefer to receive it.
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Appendix E: Tree of Life

The tree of life description is as follows:

This is a self reflection exercise reflecting oruyavork with vulnerable children. You will

be asked to draw a tree. The tree will be about Viteiat work. Trees have soll, roots, a

trunk, branches, bugs, leaves, fruit, buds, angéts. | will guide you into thinking what

each of these could represent, and then you caginedow you would show this in your

drawing of the tree. The drawing does not needdogood, what is important is the

discussion afterwards.

I would like you to think about your experiencest bsing the following representations:

Soil: The soil represents environment in whichryaork takes place — there are two types

of environment that you may like to consider here-environment in which you grew up

and presently function, and the environment in Whjiour work takes place.

Roots: These could include the factors that hafleenced you to do the type of work you

do. The roots could represent the various factashave led you to work with children and

youth. They may be your family roots, your eduaagicroots, and so on.

The trunk: The trunk represents your work, lifedaour learning. This can include the

different work experiences, training, and developtmeu have had working with children

and your development over time.

= Branches: branches could represent the differgreicas of your work.

= Bugs: The bugs could represent the challenges heddifficulties that you have
experienced in working with children or in othepeasts of your job.

» Flowers: the flowers are a representation of tlye pnd motivations experienced in your
work.

» Fruit: These represent your future dreams and hapdgoals for work and the children
and youth with whom you work.
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