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Pathway to improved health outcomes and graduation of orphans and vulnerable children in the 
context of a generalized HIV/AIDS epidemic. Experience from Swaziland Umliba Loya Embili project

RECOMMENDATIONS

• Improve sexual and reproductive health 
education and pregnancy prevention 
among girls. 

• Refine the assessment and scoring tool to 
improve reliability of measure.

• Closely monitor reasons for school drop-
outs to offer tailored support for ensuring 
school retention. 

• Improve HIV treatment adherence tracking 
(work with care and treatment programs 
and/or health facilities to track clinical 
viral suppression as evidence of treatment 
adherence) or validate self-reported 
adherence to treatment. 

This work was made possible by the generous support of the 
American people through the United States Agency for International 
Development (USAID) and the U.S. President’s Emergency Plan for 
AIDS Relief (PEPFAR).

The contents are the responsibility of Pact and its project consortium 
partners and do not necessarily reflect the views of USAID or the 
United States Government.
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BACKGROUND CONCLUSIONS

Pact’s USAID-funded Umliba Loya 
Embili (2015-2018) project was designed 
to respond to the HIV prevention and 
impact mitigation needs of vulnerable 
populations in Swaziland. 
In 2015, Pact conducted a vulnerability assessment of adolescents (10-19 years) to determine enrollment 
eligibility and service needs of orphans and vulnerable children (OVC). A total of 12,682 OVC were 
assessed, of which 55% were girls and the mean age was 15.25. Further, 13% were out-of-school, and 
87% were in-school adolescents. Based on the results of this vulnerability assessment Umliba Loya 
Embili tailored services based on OVC needs and delivered the services through family centered case 
management approach. The assessment also acted as a mechanism for monitoring the level of OVC 
vulnerability and determining the appropriate time for graduation from the program based on attaining 
graduation criteria.

The results 
demonstrate that 
providing a tailored 
package of services 
to OVC based on 
a vulnerability 
assessment 
is associated 
with decreased 
vulnerabilities and 
improved social and 
health outcomes for 
OVC, which can ultimately lead 
to OVC graduation from support 
programs. The results also suggest 
that OVC support services and 
demand creation services at the 
household level over time may lead 
to increased HIV status disclosure, 
as well as increased uptake of health 
and HIV services, including voluntary 
medical male circumcision, HIV testing 
services, and linkages to care and 
treatment services. While, over the 
short term, the Umliba project did not 
graduate beneficiaries, the positive 
trends seen in the key OVC outcomes 
demonstrates how OVC graduation 
can be attained.

METHODS/PROCESS
The baseline and follow-up vulnerability assessments were conducted with a cohort of OVC and 
their caregivers in 2015 and 2018. The assessment scored and ranked vulnerability into three 
categories: most vulnerable (qualified for OVC and HIV prevention and/or care and treatment 
services); at risk of becoming OVC (qualified for HIV prevention services); and good wellbeing. 
Descriptive analyses and the Stuart-Maxwell test were conducted in Stata to determine 
statistically significant differences between enrollment, and end-line reassessment. Cohen’s 
kappa analyzed inter-rater reliability.

FIGURE 1: OVC Demographics
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ECONOMIC STRENGTHENING OUTCOMES

• There was a 20% increase in 
participation in caregiver savings 
groups.

• 28% reduction in household 
economic insecurity.

• 10% reduction in food insecurity.

EDUCATION OUTCOMES

• School progression to the 
next level of education 
increased by 7.6% at endline, 

• Grade repetition decreased 
by  13% between baseline 
and endline. 

• Regular attendance had a 
4% decrease at end line. 

• Project couldn’t reverse 
school drop-out rate with 
4.7% increase at end-line.

•  School fees support reduced 
grade repetition by 6% and 
improved progression to 
next level by 4%.

FIGURE 3: OVC Education Outcomes
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FIGURE 2: HIV Outcomes

TABLE 1: Other health and protection outcomes TABLE 2: Household economic security outcomes
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HEALTH OUTCOMES

• Forty eight percent of OVC 
who did not disclose their HIV 
status at enrollment reported 
their status as HIV-negative at 
reassessment.

• Self-reported adherence to 
ART among HIV-positive OVC 
increased by 7.8% to 94.3%. 

• 168 adolescents identified 
as HIV positive, of whom 
146 reported not being on 
treatment and therefore were 
linked to treatment, leading to 
6% reduction in the proportion 
of adolescents living with HIV 
(ALHIV) not on treatment by 
endline.

•  Self-reported male 
circumcision increased by 
32.4%. 

• Pregnancy and teen 
motherhood increased by 0.5% 
and 3.1% respectively. 
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ENROLLMENT MIDLINE ENDLINE

Experienced abuse 7.4% 3.6% 2.1%

Reported abuse but not received support – 56.2% 45.9%

Reported abuse and have received support – 43.8% 54.1%

Often sleep hungry (more than 10 times in 4 weeks) 19.7% 14.8% 9.6%

Too sick to participate in daily activities – 10.5% 5.7%

OVC boys who got circumcised 18.4% 39.7% 50.8%

OVC girls who are pregnant (at the time of data collection) 0.4% 1.0% 0.9%

Teen mothers (at the time of data collection) 0.8% 2.6% 3.9%

ENROLLMENT MIDLINE ENDLINE

Economic insecure household (not able to 
access money to pay for regular household 
expenses)

66.5% 42.1% 38.1%

Economic secure household (able to access 
money to pay for regular and unexpected 
household expenses)

7.9% 16.3% 9.4%

Moderately economic secure household (not 
able to access money to pay for unexpected/
emergency expenses)

25.6% 39.7% 52.5%

No response 0.0% 1.9% 0.0%

0%

CHILD PROTECTION OUTCOMES

• 5.3% reduction on experience of abuse
• 54.1% increase in post abuse care services provision

• Strengthen referral mechanisms and HIV 
status disclosure support between community 
and clinical partners to improve case 
identification and treatment enrollment and 
adherence support for children and adolescents 
living with HIV. 
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